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Abstract

Background: Breast cancer is still viewed as a lethal factapag all women worldwide.
Palestine, MOH (2012) annual report indicated tivatist cancer occupied first among all
types of cancer cases and is considered as thestigmong females, mainly between the
ages of 20-59. Therefore, PMOH applied a nationaleening policy and other
measurements on the ground in order to detectdisesase at an early stage. However,
there is lack of studies that pay attention to woimi&knowledge, attitude and practice

toward breast cancer and screening tests in Raesti
Aim/ objectives:

The aim of this study is to assess women’s KAP tdvmeast cancer and screening tests,
to identify the potential barriers deterring wonfesm practicing breast cancer screening
tests.

Methods. A cross-sectional design is used in this study,which quantitative and
qualitative methods of data collection were uskd;dguantitative technique was composed
of interviewer administrative structural questiomeaWhile, focus group discussions were
utilized in the qualitative method.

A total of 341 randomly selected women were in@med at 26 MOH clinics in four WB
governances in 2013.Three FGDs were conducted ibrdde Jenin and Ramallah.
Frequency and percentage were used for the deseripgsults, and Chi-square to
investigate the relationship between dependeniratependent variables..

Results 341 women were available for final analysis matmean age of 33 years, (40%)
had a Tawjihi education level, (86%) were marrigl,.8%) considered breast cancer as
the most prevalent cancer type among Palestinianamo Smoking (77.1%), age (69.8%)
and genetics (65.9%) were the main known risk facta total of (96.5%) answered that
detecting a lump is the main symptom of breast ean®1.8%) have known that BSE is
an early detection method. Only (21.6%) of the oasients monthly performed BSE in the
past 12 months. The main barrier is “I don't havealst problems” (20.8%). (28.5%) had
their breast examined by a healthcare provider.ritam barrier in CBE performing was “I
don’t have breast problems” (22%). (47.3%) hadqreréd a mammogram above 40 years
old. The main barrier of mammogram was “fear okedéhg symptoms” (25.3%). (37.5%)
have known that mammogram is free of charge in MsDits. There was a statistically

significant relationship between knowledge of btezscer screening tests and level of



education, BSE (P<.0021), CBE (P<.0384). There veasstatistically significant
relationship between considering breast canceremgrg tests as important to detect
symptoms and the educational level, BSE (P<.0180BE (P<.0016), mammogram
(P<.0287). There was a statistically significaptationship between practicing and
educational level; for BSE (P<.0258), while mamnamgrand educational level (P<.0134).
The qualitative results showed that women considerst cancer a dangerous disease
among women, and is still a taboo subject driveriday. Fear and anxiety drive women
away from screening tests, while family historncansidered the most popular risk factor
for breast cancer. The women are well informed mra&t cancer symptoms, and most

believed in God for protection from this disease.

Conclusion: Women attended MOH/clinic in four governances havaoderate level of

knowledge about risk factors of breast cancer,thag have a positive attitude towards the
importance of the screening tests as an early tietemethod, on the other hand, they
have a poor practice of the breast cancer scre¢estg. The study indicated that there is
an association between the demographic vari@lalge, education, income, occupation,
marital status) and knowledge, attitude and practosvard breast cancer and screening
tests. In Palestine, we are still in need of furtlesearch in the future that tackles cultural

and social aspects in order to understand the maatices of breast cancer screening tests.
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Chapter one

1. Introduction

This chapter presents an overview of types and g8ymp of breast cancer, facts and
figures worldwide, incidence of breast cancer, askifactors. Besides theoretical basis of
screening and screening approaches are also prdsdhtalso covers study problem

,purpose ,justification an limitations.

1.1 Breast Cancer/ Occurrence and types

The breast is made up of lobules; it is mainly angdl that functions for milk production,
through tiny ducts which are tiny tubes that tramsmnilk from the lobule to the nipple.
There is also a fatty tissue called stroma whichneats blood vessels and tissue that
surround the lobules and ducts (America Cancere®gc2012).The normal cells divide,
grow and die in regular process, to be replacedewy cells but the process with cancer is
different; in a cancer cell, the dying cells conngrowing and form new cells which is
abnormal in growing. Cancer cell has the capahititinvade other cells, the invasion is a
result as the damage of DNA which is the directbrthe action. (American Cancer

Society,2012; Canadian Breast cancer Network, 2012

Breast cancer is mostly occurring in the ductaduis which is called ductal carcinoma.
Some occurs in the lobule and is called lobuleinarna or lobular neoplasia, the cancer in
these cells can come very close to becoming cuiedftihe cancer cells invade the lymph
node, this means the chances to spread to bldoehns and metastasis to other body

organs increases (American Cancer Society, 2888 rican Cancer Society, 2012

1.2 Symptoms of breast cancer

The main symptoms of breast cancer are as follgwénhard lump developing in the

breast; typically painless and occurring on one sidly, a change in the size or shape of
the breast changes in the skin such as dimplinmkie; redness changes in the nipple
such as the secretion of unusual discharge orta assund the nipple area (American

Cancer Society, .2012.; National Cancer Instit@#13.



1.3 Breast cancer / Facts and Figures World Wide

Breast cancer is still one of the main global Hegtoblems among women. It is
considered as the most frequent diagnosed canegrirtbreases women’s death. The
cancer that is most commonly diagnosed is breastetaand the chief cause of cancer
death amongst females accounting for 23% of thed t@incer cases and 14% of the cancer
deaths (Jemal et al., 2011).

Aroundl1.6 million cases of breast cancer were diagd among women around the world
in 2010, and 425,000 women around the world diechfthe disease in 201@merican
Cancer Society, 2011; (Institute for Health Metidesl Evaluation, 2011).

Breast cancer is the most frequent cancer amongewom developing and developed
countries, it is considered to be the leading cadiskeath, in 2000; breast cancer estimated
cases were 189,000 deaths in developed countries184,000 deaths in developing
countries, the estimate percentagel2%, correspglydiaf all cancer deaths in women

(http://www.path.org/resources/pub_outlook.htm,2002

In the United States, it is the most common caao®wng American women, it is estimated
that one of eight women will develop an invasivedst cancer case, (as a rate of 12%
from total women in America). The total cases tvate expected to be diagnosed were
around 226, 870 new cases of invasive breast cahleerprojected cases that will die from
invasive cancer are around 39,510 women (Americamc€r Society, 2012). The National
Cancer Institute (NCI) estimated that in the Unigtdtes, 288,000 women and 2,140 men
developed invasive cancer and in situ breast can@¥11(NCI, 2011) and 39,520 women
and 450 men died from the disease while anothéststafrom the national institute for
prevention indicated that 210,203 were diagnoseh brieast cancer and 40,589 of women
died due to the breast cancer (CDC, 2012).

In Europe, breast cancer is the main cancer ttiattafl women and cause of death. The
number of cases is estimated at 130,000, breasec#@iconsidered to be the main cause
responsible of new cases in Europe; it is estimatsaut 26.5%, and constitutes 17.5%
from the total of cancer types that cause deatmgm@men (Aareleid et al., 2010).

In West Africa, breast cancer is the attributedseanf death among women, mostly 30,000

new cases in 2008 and more than 16,000 deathsn@laefrCancer Epidemiology, 2012).



Also breast cancer is the number one cause of deatblack women in North Africa
According to the National Cancer Registry, 2003r{dde 2011).

In Malaysia, the breast cancer is considered tor of the most wide spread cancer
among women. The National Cancer Registry indic#tatiabout (3,525) cases have been
registered among women in 2006, constituting tloeeed percentage of 16.5% out of the

cancers rate in Malaysia (Zavare, 2011).

In Arab countries, breast cancer is also the fdtaéase among women while most
affected cases within the young age below 50,thdiameage is 49-52, this contrasts, the
median age in industrial countries which is 63 alghir et al., 2007). In Egypt, breast
cancer is one of the most common cancers thattaffemen and occupies the top of the
list of cancer types, accounting for 18.3 % of tb&al of cancer cases (Samah, et al.,
2012). And breast cancer represents 37% of all iencancers, as reported by the
country’s national cancer institute’s hospital-tthsegister (Boulos, 2005 in Ismail 2013

In Jordan, breast cancer is the diagnosed canperthat affects female and constitutes
34.8% from the total female cancer (Tarawneh et24111). In Lebanon, breast cancer
accounts for one third of all cancer types and mases affected women under the age of
50 which constitutes 49 % of all case&k Saghir. & Fady2002). In Saudi Arabia, breast
cancer accounts for 19.8% among females (Hamda.,eR005; Ibrahim et al, 2004).
Studies in Saudi Arabia found that only (932) caskbreast cancer were diagnosed in
2002 indicating that no national program for brezsicer screening was available at that
time.(National Cancer Registry , 2004 in Ibrahi210).

In Israel ,according to Israeli Cancer Associati@® women are diagnosed with breast
cancer per a year and about 900 die of the digéstseli Breast Cancer Association,

2013).Mortality rate among Arab Women in Israel is.9 per 100,000 in 2010,While

mortality rate among Jewish women 17.1 per 100,00Q@010 (Israeli Breast Cancer

Association, 2013)

In Palestine, the MOH indicated in 2012 annual refbat breast cancer has occupied the
first of ten reported cancer cases, and was comesidine first cancer affecting women,
with 292 cases registered in 2012. Breast cancsrhighnest among the age group of 20 -
59 years (MOH, 2012) and the mortality rate fronedst cancer was (13.7%), (MOH,



2012).

1.4 Incidence of breast cancer

Kramer described incidence as the number of newscaé a disease occurring within a
specific period of time. Prevalence is definedresrtumber of cases of a disease present in
a population group as of a specified interval ofdi(i.e., the number of cases existing at
the start of an interval plus the new cases deimdoguring the interval) (Kraemer et al.,
1997).

National Cancer Institute indicated in the fingbog online 2012 that from 1999 to 2005,
breast cancer incidence rates in the U.S. decrdagexbout 2% per year. In 2012, the
incidence of breast cancer in USA is shown in thlitoWwing table (1) (National Cancer
Institute modified on October 30, 2012 at 5:09 am):

On January 1, 2009, in the United States there egpeoximately 2,747,459 women alive
who had a history of breast cancer. This includgspgerson alive on January 1, 2009 who
had been diagnosed with breast cancer at any paortto January 1, 2009 and includes
persons with active disease and those who are aifredeir disease (National cancer
institute, 2011).

Canada

In Canada, the new cases were estimated by sexagedapplying age-standardized
incidence rates in  2011.The breast cancer inciectcording to the sex (male and
female; female 23,400 cases per 100,000, the incalef cancer among females was 102
more than for the males (Canadian cancer statisti2011)). Breast cancer incidence rates
rose from 1982 through the early 1990s, in partabese of increased applied
mammography screening (Canadian cancer statisti2Gii).

Ireland

Cancer incidence is expected to increase by 45%eeet the years of 2010-2020, and by
110% between 2010 and 2030 (National Cancer Rgg&®08) mainly due to population
ageing. In Ireland, as in other countries, survivam cancer is increasing slowly, but
steadily (Comber &Walsh, 2008). Statistical datanfrthe National Cancer Registry of
Ireland (NCRI) suggest that there are more thanQD®people living with a diagnosis of

cancer in Ireland: 59,500 men and 75,000 womer20it0, and there were 49,961 new



cases of breast cancer in the UK (49, 5%). In warttes crude incidence rate shows that
there are 157 new breast cancer cases for ever@d®@males in the UK, and in the last
ten years, female breast cancer incidence ratdswitUK have increased by 6% (Cancer
research UK, 2010).

Middle East/Arab Countries

In Arab countries, there is an average of 25 p@;d@ incidence rate with approximately
80,000 new cases annually (Saghir.et.al 20Bfeast cancer is the most frequent cancer in
Jordan; composing of 20 % of the total cancer cases22 % of the cancer deaths. The
age standardized incidence rate of breast canceeased from 29/100,000 in 1996 to
50/100,000 in 2008. Breast cancer includes 37%ldémale cancer cases in Jordan and
the highest incidence is seen in women aged 40-e&9sy(Jordan Ministry of Health,
2008).

In Turkey, the incidence rate for breast cancét.32/100,000 according to hospital based
data for the year 1999 (Ministry of Health of Tuyk@002).

Palestine

According to MOH annual report 201tke cancer incidence rate was (74.0) per 100,000 o
population.

According to the statistics of Cancer Registry @eint Gaza, the incidence rate of breast
cancer is 60/100,000, deeming breast cancer the pmesalent type of cancer among
females (31%) (Abdeen, 2006).

1.5 Risk Factors

According to American Cancer Society (ACS) 2018k fiactor is anything that affects the
probability of getting a disease. Risk factor idimkd as the probability that a particular
outcome will occur following a particular exposugdictionary of epidemiology, 4th

edition, 2001).1t is also an attribute of persohahavior or lifestyle, an environmental
exposure, or an inborn or inherited characteristioch on the basis of epidemiological
evidence is known to be associated with healthtedlaonditions considered important to

prevent (A dictionary of epidemiology, 4th editiodew York, 2001).

American Cancer Society and other institutions thestl with cancer issues recommended
a list of risk factors that are related in affegtthe breast cancer, such as, age, reproductive

factors, nutrition, life style (American Cancer &g, 2012).



1.5.1 Age

The risk of breast cancer increases mostly in woofeadvanced age. 1 out of 8 from the
invasive breast cancer is among the age aboveldite #@/of 3 from the invasive cases are
among the age above 55 (American Cancer Sociefy?)207% of cases have occurred in
women older than 40, however the highest percerdfigecurrence is for the age group of
75 -97, since 2004 to 2008 the median age was @i gld among women (American
Cancer Society, 2012).

(Table 1.1); Percentage of U.S women who develop breast cameeughout three
different intervals 10,20 and 30 years accordinghtir current age, 2005 — 2007 is

illustrated below in table (1.1):

Current Age 10 Years 20 Years 30 Years
30 0.43 1.86 4.13
40 1.45 3.75 6.87
50 2.38 5.60 8.66
60 3.45 6.71 8.65

Source (American Cancer Society, 2008).

The Center for Disease, Control and Prevention (CD@icated that 3.45% of women
who are now 60 years old will be affected by breasmcer sometime during the next 10
years, this means , 3 or 4 out of every 100 womka are 60 years old today will have
breast cancer by the age of 70, (CDC,2012). Intmxdithe National Screening in New
Zealand recommended that women over 40 years aldlghbe 'breast aware'. Breast
cancer foundations also stressed the same, intticttat all women, especially those over
the age of 40 years old, should be aware of anpggsoccurring to the breast so as to
enable them to have an early consultation from @ogtor without any delay (Elmore et
al., 2005).In Arab countries, breast cancer is also the fdis#ase among women while
most affected cases within the young age belovh&Grtedian age is 49-52, this contrasts,
the median age in industrial countries which is(EB Saghir et al., 2007), in Palestine
breast cancer affected mainly the women betweemgeeof 20-59(MOH, 2012),while in
Saudi Arabia involved women affected by invasivedst cancer showed that 82% of the
women were under 50 years old (Alam, 2006).). mdgtconducted among patients
women in North of Palestine attended Alwatni —li@dpapplied case control design

indicated that in this case-control study among daticempatients participants 60.7% were



below 50 years old(Darweeshgussein, 2009)

1.5.2 Genetic factors

Around 5% to 10% of breast cancer cases are caeside be inherited, due to mutation in
gene defects (American Cancer Society, 2012). Alystshowed that inherited genes
responsible for causing disease are, BRCAL or BR@AEgations, this form is only about
15-20% of familial breast cancers (Rahman, 2008).

1.5.3Personal history of breast cancer

Breast cancer risk is higher among women who asedelatives (first-degree) who had
breast cancer (mother, sister, or daughter) (Araericancer Society, 2012). In study in
Najah National university used case control metmdng women patients in the North
of Palestine attend Al-Watani hospital indicateat ttamily history is strong risk factors
with percentage 69.7% among the caBes(veesh & Hussein, 2009)

1.5.4Reproductive Factors

One of the most well-known risk factors for breeahcer is a woman’s long exposure to
estrogen; women who have had menstruation eatii@n the age of 12 and/or went
through menopause later (after age 55) have littjeer risk of breast cancer. The increase
in risk may be owing to a longer lifetime exposure the hormones estrogen and
progesterone (American Cancer Society, 2012). Maedate age at first childbirth and
exogenous hormones are all considered importantodeptive factors for induced
effecting breast cancer in women? (IARC, 2008, kaetal., 2009).

In a study conducted for Swedish women follow u4) &wedish women who were 50 to

74 years old and had postmenopausal breast candagd 993 to 1995 until December

2000, indicated that age at menarche has vitaisamil on breast cancer (Orgéas, et al.,
2008). Another study indicated that estrogen statad breast cancer cells (Dumitrescu,
Cotarla, 2005)

1.5.5Having children

Having children decreases the opportunity of esimogxposure which will reduce
exposing the breast to cancer risk. A study inéidathat each pregnancy is likely to

decrease breast cancer risk by 7-20%. This is Isecdwe ovaries during pregnancy are not



producing estrogen (Russo et, 2005).

1.5.6 Breastfeeding

Women who practice breastfeeding are slightly #¢sssk to have breast cancer, especially
if it is continuous for 1% to 2 years (ACS, 2012judies pointed that the longer the breast
feeding, the more likely it will reduce being affed by breast cancer with a 4.3% for
every 12 months (Nielsen, 2005; Collaborative Graump Hormonal Factors in Breast
Cancer, 2002). While in one study, eating vegetahtel fruits, higher quality of food with
low fat and longer period of breast feeding havenbecognized as factors that reduce the
risk of having breast cancer (Dumitrescu & ShieRB0O5).

1.5.7 Birth control; oral contraceptive use

The women who have used the oral contraceptivah(bontrol) have slightly more risk of
breast cancer than women who have not use used(f@erican Cancer Society, 2012)
because the contraceptive pill that contains ferhatenones was found to slightly increase
the woman'’s breast Cancer risk (Greiser & Doev@052 Nielsen, 2005).

1.5.8 Hormone therapy after menopause

Several studies indicated that post-menopausalofidgdormone Replacement Therapy
(HRT) is one risk factor that increases the opputies to be affected by breast cancer
among women (Greiser & Doeven, 2005; Nielsen e28l05). In clinical trials conducted

analysis for the ingredient of postmenopausal tneat, found that it increase the risk of

breast cancer (Cornell University Program on Brez302).

1.5.9 Physical activity

Women who practice physical activity regularly d& 1o 2% hours per week of quick
walking reduced a woman's risk by 18%. Walking d0rs a week reduced the risk a little
more (American Cancer Society, 2012). A study iatis strong evidence that women
who are physically active reduce their chances(% of being affected with breast cancer
(Koffman, et al.2005).A case control study of 836men was conducted to explore if
there is an association between family historyragpctive, anthropometric, lifestyle
factors and risk of breast cancer according to rpaunsal status. The result indicated that
physical activity is one of the protective facttinat were observed among both pre- and

post-menopausal women (Kruk, 2007).



1.5.10 Alcohol

Consumption of alcohol is clearly related to arréased risk of developing breast cancer,
but the risk of developing breast cancer correlaiéis the amount of alcohol consumed. In
USA about 14,000 women are yearly diagnosed widasir cancer attributed to alcohol
consumption (Tseng, et al., 1999). Another studglicated that increased alcohol
consumption was directly correlated with a moddyabecreased risk of breast cancer
regardless of the woman menopausal status wasamstidered (Petriet, et al., 2004).
Another study found that the amount of alcohol comgtion raises the risk of being
affected by breast cancer, 35-44 g/day, and inedcetiee risk of 1.46 (95% CI, 1.33-1.61)
with a consumption of 44 g/day, in contrast withmem with no alcohol consumption.
( Hamajima K, et al., 2002). Another research Haalv that 8.8% of women who desist
from alcohol develop breast cancer by the time they 80 years old, but those women
who drank between 2-4 units/day have the chanaeweéloping breast cancer by 10.1%
and 11.6% correspondingly by the time they are&fryold (Collaborative Group, 2002).

1.5.11 Being Overweight or Obese

The weight of women after menopause in generakasgs because before the stage of
menopause, the ovaries produce most of estrogdrfaaitissue secretes a small amount of
estrogen, but after menopause (when the ovaripsnsaking estrogen), most of a woman's
estrogen is produced from fat tissue, so havingenfat tissue after menopause can
increase the opportunity of getting breast cangerdising estrogen levelgAmerican
Cancer Society, 2012). Being overweight are rigitdes for breast cancer in women who
have gone through the menopause (International @&gér Research on Cancer (IARC,
2002).

1.5.12 Tobacco/ Smoke

Some studies have brought that smoking might iserdhe risk of breast cancer, the
increased risk appears to affect certain groupsyasen who began smoking when they
were young (the International Agency for Resea2D09). In a cohort study which
investigated the effect of smoking in breast canbgrenrolling 102,098women, whom
started smoking when they were teenagers, the wsnages ranged between 30 and 50

years, the result indicated that women who stastedking as teenagers and continued to



smoke for at least 20 years may increase theiisbrzacer risk (Inger et al., 2011). Other
studies that conducted stressed that 21% of afisbreancer deaths worldwide are mostly
due to alcohol use, overweight, obesity, and playsiactivity. The death percentage was
higher in high-income countries (27%), and the mogtortant attributable factor was
being overweight and obesity, while in low and ndédithcome countries physical
inactivity is the most attributable risk factor,datihe percentage of death is (18%) making
this determinant the most important of these raidrs (Peto, 2001).

1.6 Theoretical basis of screening

The major international health organizations arecamsensus regarding the goal and
definition of screening approach. The IARC, thetitnge of Public Health of the Republic
of Slovenia and the American Cancer Society deficreening as being intended for all
people, in an identified target population, who rdii have symptoms of the disease or
condition in order to detect any disease earliantbtherwise might have occurred by
using this type of preventative approach intendedrdduce the rates of mortality,
morbidity, and the size of the disease in the comitywf any targeted disease by using an
approach that any disease get diagnosed. Anotlrpogel which deems screening as a
recognized vital and effective tool is its econaamhiaspect, by decreasing expenses thus
leading to better quality of life. (Institute of Blic Health of the Republic of Slovenia,
2008; International Agency for Research, (IARC 2001

The stakeholders and targeted communities must deenaware of the fact that the
screening test does not provide a promise thatlidease will cease or not occur, or if it
occurs, that it can be cured. A success’ screeeisigselects people who are at increased
likelihood of having the condition and who requitather investigation to determine
whether or not they have the disease or condiitlere should be community consensus
that the benefits of screening justify the expeoecreening (International Agency for
Research on Cancer (IARC), 1999).

1.6.1 Screening approaches

There are three approaches to screening for braaser; two of them use palpation of the
breast, which are clinical breast examinations (CB¥hd breast self-examination. The

third screening method, mammography, uses x-raygetect tumors and abnormality in
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the breast (American Cancer Society, 2012).

Many health organizations set recommendations o€equiures to protect women from
being vulnerable to breast cancer. The Americarc@a8ociety report of 2010 stated that
women in their 20s and 30s should conduct clinimadast exam (CBE) by a health
professional, and preferably every three years. éd@wn the ACS considered conducting
breast cancer self-examination as being optionsilielt age. For women of the age 40 and
above the society recommended that they should rgaodan annual mammogram
screening. Yet after the age of 40 and above, woanersupposed to perform an annual

regular clinical breast examination (ACS reportl 20

In addition, the National Screening in New Zealasdommended that women over 40

should be 'breast aware'. Breast cancer foundasitsasstressed the same, indicating that
all women, especially those over the age of 40ulshbe aware of any changes occurring
to the breast so as to enable them to have an@abultation from specialized physicians

or highly qualified health care providers withoayalelay (EImore et al., 2005).

The U.S. Preventive Services Task Force (USPSTd®meend screening mammography,
with or without clinical breast examination (CBE\ery 1 to 2 years for women aged 40
and older (Task Force,2002).

However, the National Cancer Institution recommehttet in the case of women who
have a genetic history of breast cancer, screestiogld begin before the age of 40 (The

American Cancer Institute, 2010).

1.6.2 Breast self-examination (BSE)

Is a breast screening modality where a woman aelguinspects her breasts, visually by
sight and manually by touch and palpation, in ortterdetect changes over time? Its
proponents argued that BSE was an ideal screemidignigue not only is it simple,

inexpensive, and low-tech, but it also encouragemen to take an active part in their own

health care.

BSE has been formal and widely promoted by canggarozations around the world, and
the research about the amount of effectivenedslimslebate, there are insufficient data

or research evidences that performing regular SBlEae mortality (Miller et al., 2002).
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A study conducted in Shanghai between 1989- 2008stess whether an educational
program about breast self-examination instructismmsilld contribute in decreasing the
breast cancer death rate among women. The studipmdn targeted women from 519
factories, divided the women into a control groupd aan experimental group. The
experimental group received BSE instructions fotdvby reinforcement sessions for three
years and the women practiced BSE once every maluthe. Moreover, the women
practiced BSE with medical supervision every 6 rherfior a period of 5 years. These
women were checked through December 2000 for nityrtlom breast cancer by
applying Cox proportional hazards in order to iniggge cumulative risk ratios of dying
from breast cancer. This study’s results showetlttreapercentage of mortality among the
experimental group was 135 women, and 131 amongadhgol group. Thus, there was no
association between intensive BSE instructionsraddcing mortality from breast cancer.
Moreover, it is unlikely to reduce mortality fromndast cancer with programs to encourage

BSE in the absence of mammography (Thomas, 2002).

1.6.3 CBE

The efficiency of CBE depends totally on health kess’ skills; it is important to use
established training strategies and standardizekdnigues Barton (Miller, et al.,2001;

National Cancer Institute. 2000).

The role of this technique is to inspect womensasts for lumps and other symptoms of
cancer. In this test the health providers lookathireast for abnormalities in size or shape,
or changes in the skin of the breasts or nipple éAtan Cancer Society, 2012). In
screening programs, all women over the age 35 oe e encouraged to perform annual
CBE. This manual test assists in detecting sonteeoflumps especially in younger women
whose dense breast tissues can obscure x-rays edrileer tissues pass undetected with
mammograms(American Cancer Society, 2012).The @8Enique is less likely to detect
breast cancer, while mammography is recommendethéoe accurate detection (Miller,
2000).
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1.6.4 Mammography

Mammography is now considered the current 'gadehddrd’ of breast screening that is
able to identify up to 95% of cancers diagnosed twve following years. The technique is

not perfect; however, its use is the subject of oomg study and debate (Preventive
Services Task Force, 2009). Mammography screersirige only screening method that
has confirmed to be effective. It can decreasedbreancer mortality by 20 to 30% in

women over 50 in high- income countries when theeesting coverage is over 70%

(IARC, 2008).

A study in Norway was conducted to measure thecefbé screening mammography on

breast-cancer mortality. The study which took 9rgefrom 1996-2005, involved 4 types

of study groups, one who lived in areas with scirgprprogram were considered as
(screening group), the other group who lived inaa@a with no screening program was
considered (non-screening group). The other twaimggowere considered as historical
comparison groups who were considered as mirrarsdssn 1986-1996 for the previous

two groups. The aim of this allocation of groupsswa compare the incidence of breast
cancer based on rate of death. Data from 40,075enonith breast cancer was analyzed.
The results of this study showed that a reductiothe rate of death from breast cancer
was associated with the availability of screenirgmmography. In addition, the screening

itself accounted for only a third of the total retdan (Kalager et al., 2010).

A study conducted in in Helsinki, Finland aimedetealuate the pprogrammer sensitivity
and effectiveness of mammography service screemimg.study utilized the data from the
breast cancer screening programmer in Helsinkidoyguthe information from the files of
breast cancer mortality from the files of the FgimiCancer Registry. In order to evaluate
the sensitivity of the programmer, the study calted the number of screen detected
cancers and compared it with the overall numbdareést cancers, which turned out 58%.
The study results came out with further supporthie hypothesis that mammography

screening tests reduces breast cancer mortalitthOhy & Fazil, 2009).

1.6.5 The vitality of screening test/ mammography

In general, utilization of screening methods fagdst cancer as early detection techniques
are recommended, since worldwide studies haveateticthat breast cancer deaths will be

decreased as a result of utilizing such early dieteenethods among women (American,
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Cancer Society, report, 2011). The majority of €diGtates organizations concerned with
breast cancer recommended to utilize mammographydmen aged 40 or above, as such
technique reduces mortality about 20-35% amongstevoaged between 50-69, while the
percentage seems to be slightly less among womereber the ages of 40 to 49 (Elmore
&, Armstrong, 2005).

Evidences presented between the years 1998 to, 20dicated that there has been a
decrease in the incidence rate of breast cancengmwomen as a consequent result of
screening tests (ACS, 2011). Mammography is consitlas an efficient way to decrease
mortality among women between the ages 50-69 y@&dnsore, et al, 2005). However, a

coalition in Washington predicted that if there a@ major changes in prevention or
treatment of breast cancer, then 747,802 persohsnwviually die. This result has based
on the findings of the literature reviews on theast cancer cases worldwide (National

breast cancer coalition, 2011).

While in low income countries, the poor use of gakttection screening tests are due to
the scarcity of infrastructure which is necessarylétect breast cancer at an early stage,
thus negatively impacting women’s health. Therefdhés will explore breast cancer in
these countries in advance stage, therefore lac&daotational programs, and lack of
governmental interventions toward breast canceeesing contribute in the delay of

detection of early stages of breast cancer (Tfaylal., 2010).

In Palestine, MOH pays great attention to breasceaby taking applicable practical
actions towards this disease in order to reduce nilnmber of deaths and increase
awareness in that regard. However, the MOH is atlyemplementing new policies and
protocols, the first ongoing action provision ofmraography screening test for all women
of the age 40 and above free of charge. For tlaisore, MOH allocated 11 mammography
devices distributed to all West Bank districts gotcBubas district (Hejazi, 2011, Personal
interview). In such provinces and cities where tlevice is unavailable, services are
purchased from the private sector, the number ah&ro benefiting from these services
reached to (6630) cases (MOH, 2010). The secondimg@ction policy is characterized
in providing nurses who are working at all MOH @i with training about breast self-
examination technique. Such nurses held healthossstr women attending those clinics

to teach them about the breast self-examinatiofe@ie2011, Personal interview).

14



Similarly, the third ongoing applicable protocol premented by the MOH was
characterized with asking physicians and nurseslitocally examine female patients
attending any maternal and child centers, health amtenatal care clinics, and family
planning centers. The total number of these wome@meed by physicians and nurses
was estimated to be (40760) (Hejazi, 2011, Perdatexview).

1.7 Problem statement:

The breast cancer is the cancer affecting Palastwomen the most out of all types; with
292 cases reported (MOH, 2012). It is the mostaletiipe of cancer among women.
Moreover, national screening policy applied ongheund and other measurements against
breast cancer were taken in order to detect thiseraat an early stage, and reduce the
mortality rate.However, and till now, there is aKaof studies that pay attention to
women’s knowledge, attitude and practice towardastr&ancer and screening tests. The
knowledge ,attitude and practice of Palestinian eons yet to be assessed, and attempts
to identify the main factors affecting the KAP argdPalestinian women, and looking for
the barriers that a woman perceives to detestipiag the screening tests are also not
assessed. While universally, many studies donessessing the KAP of women toward

breast cancer and screening tests.

1.8 Justification of the Study

Countries of the developed world are now grantihg tsubject much attention and
gathering information concerning breast cancerormation and statistics regarding the
number of women affected by breast cancer, the pumibdeaths per month and per year,
as well as the number of women who has been diaghis addition to much more is

available on line.

All statistical data in high income countries hawelicated that breast cancer is still
considered a common cause of death among womerdwidd. In America, the ACS

statistics found that about (232,340) new casesnasive breast cancer cases will be
diagnosed and about (39,620) cases are expecthid (dmerican Cancer Society, 2013).
In Canada, according to the Canadian Cancer Sdaditated published data (May, 2011)
that about (23,400) women would be diagnosed wiglast cancer, and about (5,100) died

from breast cancer in 2011, on average, 64 Canadamnen had been diagnosed daily,
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while 14 Canadian women died from breast canceryeday (Canadian Cancer Society,
2011).

Many studies from different countries recommendedhieir results that a relationship
between the demographic characteristics and KABaudi Arabia, a study indicated that
the educational level affect the women knowleddggtude and practice (Alam, 2006).
Another study in Iran is recommended that familgtdiy of breast cancer and the
educational level influences the knowledge, atétadd practice (Heidari, et al., 2008).

In a recent study, fatalism and emotions have timegative influence in practicing self-

examination (Flynn, et al., 2011).

Champion, in health model, announced that the fiseti@vards breast cancer have an
influence on participating in breast cancer screghésts (Champion, et, al. 2006).

Breast cancer still occupies the first cancer canfsdeath among Palestinian women
(MOH, 2011). Many Palestinian women benefit frone thew national policy applied by
MOH toward breast cancer; mammography screenirigeés for women above 40 years
old. 9,849 cases were examined by mammography9,3®@&re consider asuspected

cases ,this constituted 32.9 % from all screenag,cdPHC,2010).While Clinical breast
examination was provided for women at primary Heakre centers by health providers.
According to the MOH report (2011) the total numlwérthese women examined by

physicians and nurses was estimated to be (40a&é&hown in table (3) below:

16



(Table 1.2): The number of women examined by mammogms in the West Bank

governmental clinics (MOH, 202)

Number of women examined by a physician or nurse
District above the age of 40
Hebron 503
Bethlehem 1,394
Ramallah 1,189
Jericho 98
Nablus 1,010
Tulkarem 3,117
Jenin 655
Qalqilia 65
Salfeit 453
South Hebron | 874
Tubas 307
Total 9665

However, lack of initiative in knowing the knowleglg attitude and practice of
beneficiaries who are benefiting from the serviofisred by the MOH professional and by
utilization of mammography devices. Therefore tlsmidy is addressing women’s
knowledge, attitudes and practices towards biemster and the application of the breast

self-examination, clinical examination and mammegsa

1.9 Purpose of the study

The purpose of this study is to assess women’s laune, attitude and practices toward
breast cancer and screening tests and to idehéfiparriers that deter them from practicing

breast cancer screening tests.

1.10 Specific objectives

» To identify the demographic characteristics of wammattending the MOH/MCH.
» To assess women'’s knowledge, attitude, and practgarding breast cancer and
screening tests.

» To identify potential barberries that deter womemf practicing breast cancer
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screening tests

* To explore women’s attitude &practice regardingdstecancer &screening tests.

1.11Research questions

1. Are there relationships between the demographitabi®s (age, educational level,
income, employment, marital status, and residernaeep and level of knowledge of
breast cancer and screening tests?

2. Are there relationships between the demographicabkes (age, educational level,
income, employment, marital status, residence plamed women’s attitude toward
screening tests?

3. Are there relationships between the demographicabkes (age, educational level,
income, employment, marital status, residence pleaved women’s practice of
screening tests?

4. What are the major three potential barriers thaerd®alestinians from practicing
screening tests?

1.12Limitations

1- The researcher targeted remote villages; trangportavas difficult during data
collection phase.
2- The strikes of the MOH, which delayed the collectad data by researcher.
3- The topic lacked attraction on the women’s pargndieg it taboo, especially during the
gualitative phase.
4- Lack of national studies that focus on the KAP of teast cancer and screening tests
1.13 Strength points
1. To my knowledge this study is the first one at ek that aimed to assess KAP of
breast cancer and screening tests.
2. This study provides information to MOH about theitatle and practice and
knowledge toward breast cancer and screening tekish can be used in program

improvement.

Summary
This chapter represented the statistics concerhiegst cancer worldwide, as well as
concentrated on risk factors, symptoms and predeh&eproblem statement along with the

study objectives and research questions.
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Chapter Two

Literature review

2. Introduction:

This chapter presents universal studies that foausAP research regarding breast cancer
and its screening tests. This chapter includes: K&&ed breast cancer study, barriers to

breast cancer screening studies and social denfugrdgterminants of breast cancer.

The breast cancer is still viewed as a lethal dseamong all women worldwide.
Statistical reports indicated the size of the peobl besides many international
organizations follow up the progress of the breastcer; moreover, researchers studied
the breast cancer related issues, risk factorgjebsr and screening tests in order to
contribute in increasing the awareness about thgeataof this disease and stimulate
decision makers to improve the services and thervantions to decrease morbidity and

mortality among women.

The breast cancer rates in developed countriestidireigher than in developing countries
(WHO, 2009). In Japan, about (11,174) death casesaused by breast cancer which is
considered a lower rate in comparison with the éthibtates at that time (Saika & Sobue,
2009).

In low income countries and in Arab countries, @ris usually diagnosed at a late stage.
For instance, in India, 100,000 women are diagnaeseaially, most of them coming from
urban areas, where this number is expected taai€E31,000) by the year 2020 (Tfayli, et
al, 2010).

To capture the studies related to knowledge ,dtitand practice towards breast cancer
and screening tests ,the investigator searchedghrthe data bases ,internet ,master and
doctoral thesis and the organization websitestdrgeted cancer issues The list of main
barriers was categorized into three main areaswlaudge, psychosocial, and socio

demographic factors.
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2.1 KAP/breast cancer studies

Based on the purpose of the study 41 KAP studie® weviewed, including studies that

discussed knowledge ,attitude and practices ,aadothers reviewed the barriers and
demographic variables that related to breast camugiscreening tests.

A study in Riyadh was conducted among women aimaingssessing the knowledge, risk
and precautionary factors of breast cancer, indicthat there is a statistical significance
association between marital status, educationall,l&and family history with the cancer

disease. The results of the study indicated th&t 82women have high knowledge about
breast cancer self-examination, but only 41% ofmthead performed a self-examination
test. On the other hand 61% of the study sampl&khasledge about mammography, yet
18.2% performed this test (Alam, 2006).

A cross sectional base line survey carried outa twase line survey to assess, knowledge,
attitude and practice related to breast canceresorg among women of United Arab
Emirates. The results indicated that only (30%jhaf women agreed that family history
was a risk factor, while (45 %) incorrectly decthridhat most of the breast lump would
become cancerous. Moreover, (33%) of the women kiew early breast cancer was
painful, and most of the women agree toward breasimination under doctoral
supervision (79%). However, only 14% had perforneéidical breast examination and
only 13% practiced breast self-examination and legtyuon monthly basis (Bener et al.,
2001).

A study at female schools in Buraidah, Saudi AraBi& female teachers was randomly
selected to investigate KAP surrounding breast eanthe result of the study indicated
that more than half of the teachers had a limitedvwkedge level, most of them reported
risk factors were non-breast feeding and the uderofile sex hormones, while the main
source of information was printed media, high ineoras the main factor of the high level
of knowledge. (Dandash, Mohaimeed, 2007).

A cross sectional descriptive study among Saudibira adult women conducted by
involving 1315 women to assess their knowledgehyrast cancer risk factors and the
main utilization of screening method that womencpce. The results signified that the

level of risk factors and screening methods wewe. IMoreover, they perceived many
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barriers about performing screening tests, andp#reentage of CBE practicing is 5%

while mammography employed by 3% (Amin, et al., 200

A study in Brazil aimed at evaluating knowledgetitadle and practice related to
mammography, conducted on 663 Brazilian women usklscal public health services,
has showed that these women have lack of knowletlge,high attitudes towards
Mammography. According to this study the main learis the lack of referrals by doctors
working at health centers, indicating at the same tthe importance of financial aspect,
such as family income and employment in affectihg practicing of Mammography
(Marinho et al., 2008).

A survey conducted on 1830 general female populatioUK to extract knowledge and
believe about breast cancer. The study relievedvtbenen had limited knowledge on risk
factors and breast cancer related symptoms, oty @3rectly indicated that 1 in 10 have
a probability to developed breast cancer. Less than third acknowledged the role of
advancing age as a potential risk factor, while arthian 70 % of the sample recognized
that painless breast lump, lump under armpit, mipfischarge are potential symptoms
(Grunfeld et al., 2002).

Another telephone survey was applied on Cantonese long women (Margaret,et,al)
targeted the women at age 18-69 years to assesgotihen level perception and attitude
on screening mammography and early breast cancaeageaent. The results of this
survey showed that 58% had never heard of mammbigrapreening. While 47% of the

participants had misunderstanding that mastectoas/tive only curative treatment.

In a thesis conducted in Halifax and Nova Scotgng the qualitative and quantitative
techniques, investigating knowledge, beliefs, adiis and perceptions of Arabic speaking
immigrant women towards breast and cervical cantiemppeared that language is
considered one of the barriers that delay condgdireast cancer screening, as well as the

healthcare system which, in itself, is consideretialenge for such women (Amin, 2005).

In Uganda at Mulago Hospital a study addressing01@0men attending the radiology
department, aimed at evaluating their knowledgditude and practices towards

mammography and breast cancer, has showed thabf7tt#ése women have no idea about
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mammography, and the majority of them have negaditiéudes regarding this test; the
main barrier contributing to that was the lack mfiormation regarding such test (Elsie et
al., 2010).

A study in Korea in 2008 used a convenient samplelving 328 Korean women, aimed
at determining the barriers behind the lack of lorewomen’s participation in
mammography screening programs. The results shdvaedhe most significant barrier is
characterized in their belief that breast examamats unnecessary, if symptoms of cancer
are absent. While factors affecting the poor pguditon in these programs include high
cost of breast cancer screening, lack of time, latkinformation, shyness, worries

regarding x-rays and test results (Sunkany etGf38p

One study in Iran conducted at Qouds maternity itaispinvolved 384 women to
determine the knowledge and practices of breasterastreening has shown that (8.3%) of
these women are aware of such screening methoasla®y, other studies has clarifies
that there is a relationship between demograplutofa as education level and family
history that impact knowledge’s and practicesardimg the screening tests (Heidari et al.,
2008).

In Malaysia, another cross -sectional study aineedetermine the barriers from practicing
BSE, and the factors related to KAP was conduc®sill female students at the
Management and Science University, in Shah Alanariger, Malaysia. The majority of

the participants were over 20 years old. The sindicated that barriers to BSE lack of
knowledge, and not having any symptoms, and afoditheing diagnosed with breast
cancer. Moreover, age, exercise and family hisadrgancer considerably influenced the
practice of the BSE ( Al-Naggar et al., 2011).

In another cross —sectional study in Malaysia aimdétermine the factors related to
women from performing mammogram, 200 women enroitethis study, mostly below

50. The study results showed that (68%) of themwkabout mammography ,but 15%
performed a mammogram once in their life, moreowsmen reported that the main
barriers of not having performed a mammogram wéPe5%, lack of time, 32% lack of

knowledge, (21%, not knowing where to go for tbsttand 20% having fear ( Al-Naggar
& Bobryshev, 2012).
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A cross sectional study was carried out among 262igraduate female students at the of
University Putra Malaysia. The aim of the study wasssess the knowledge about risk
factors, symptoms of breast cancer and practicinipedo BSE. The results indicated that
82.7% of students knew that there is an associdigtween familyhistory and breast
cancer, while 64.1% knew that Nipple that turngsimotnormal as symptoms of breast

cancer (Zavare et al., 2011).

A cross-sectional study was conducted in Suburbaa A Terengganu, Malaysia aimed
to identify the knowledge, attitude and practicevdods BSE amongst women aged 15
years old and above. The result showed that saor&rfowledge was 38.4%, attitude
73.3% and practice7.0%. Moreover, the participaitsnot know the correct method of
BSE, and they lacked the knowledge about cancessifhe barriers of practicing are

coming from lack of friends and family support esiply parents (Rosmawat, 2010).

A descriptive study conducted among women agecdch@Ooéder in the Caribbean island of
Tobago, aimed to identify factors that affect ealdyection of breast cancer, and attitudes
regarding the disease, 265 women participatedignstiudy. The study indicated that the
cost of transportation to perform mammogram waseterdng factor because it is not

available in their residence place (Modeste etl&199).

In Turkey, 244 women were involved in a study, whapplied Champion's Health Belief
Model Scale (CHBMS) the study revealed that only1%6 of them had sufficient
knowledge of breast cancer, and half of whom haeived the information from health
professionals. According to the HBM, women who éxieid higher confidence and
perceived the great benefits of the BSE practia®opeed it, and those who perceived

fewer barriers to BSE performed it less (DUndaaleR006).

A cross sectional study was conducted in a senarunbeighborhood in Nigeria by
enrolling one thousand community-dwelling women ¢Bila, et, al. 2006) to extract
knowledge, attitude and practices towards breastera The results of the study revealed
that poor knowledge on breast cancer, knowledge 42i3% , the information about that
lumps are painless was known by 214participarnts4f®@), 40% believed that evil spirit
causes breast cancer and 259 (25.9%) reportedriast cancer result from an infection.

Only (43.2%) were able to answer correctly that BSB method of diagnosis. There was
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an indication of positive health seeking behavier @ majority of the participants
(mentioned that visiting the doctors was the bppt@ach for breast cancer treatment, only
34.9% participants practiced BSE. While (9.1%) biwical breast examination (CBE) in

the past year and no one had mammography exammn@&#orgia et al., 2007).

A quasi-experimental study aimed to investigateetiect of peers on the BSE knowledge
and health beliefs. The study randomly selected &&f@lents excluding the Health

Department students. However, 180 of the group veergacted one month after the

conclusion of the training sessions. The colleaiada by using questionnaires which
included variables developed from literature reweWwhe second part of the questionnaire
adapted HBM scales; perceived seriousness, pettebdariers, perceived benefits,

perceived confidence and perceived motivation. fEHselts showed that the students who
were trained gained more knowledge compared wighsthidents who taught themselves
individually (Garsoy et al., 2009).

Another study conducted among 100 recruited Gazamemo with 50 of them living in
Gaza, whiles the others living out of Gaza. The airthe study was to identify the barriers
and opportunities of early detection of the breastcer based on placement. The study
indicated that religion and culture were not basrito mammography for over 94% of
women in Gaza, and 98% of women of Gaza, but leniesources and lack of access to
medical facilities were identified as barriers ip 10 55% of women living inside Gaza
compared to 15% of women living outside of Gazaswiderstanding about breast cancer
was reported more frequently by WIG (Shaheen efalll).

Cross sectional study conducted among 444 femalkhhprofessional, to investigate the
knowledge and attitude of risk factors of the btez@ncer and screening tests. The
awareness of health professionals about BC wasted igisue, majority of them felt
confidence about the value of BSE as screening liast27.3% performed this test
regularly. The most common barrier that prohibitedm from practicing BSE as they
reported was the attitude that it is not necesgaperform. The rate of practicing CBE
test was 24.8% and mammography rate 10.1%. (Akginal., 2011).

A cross sectional survey among nurses in generapitad in Lagos with 204 nurses

involved in this study which showed that the lewtknowledge of symptoms, methods of
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diagnosis, and BSE was above 60% .While the refnaits answering the five questions
about the risk factors, 50% answered as followpusitive family history is a vital risk
factor, the nurses have knowledge about BSE teaknighile 39.7% from the participants
knew that BSE should be done monthly. The majorit§,4%, of the participants
concurred that breast cancer is a disease thathaile a chance to be cured in the
condition of early diagnosis. The majority of themearly 90%, considered breast cancer to
be a serious disease that needs quick consultaitbra physician within a month. 39 %

conducted the procedure at a monthly interval (@gusaya & Tayo, 2001).

A descriptive cross-sectional study was carriedasaong 5,230 Jordanian women above
the age of 20. The study aimed at evaluating trevedge and practicing of BSE. The

results indicated that 87% of the women knew altloeitprevalence of breast cancer, 71%
knew what the BSE is, 48% from the sample practibedBSE, and 58% reported that

their source of information about BSE was frommiedia (Akel, et al., 2006).

In summary: most of KAP previous studies focuseane screening test and assessed the
knowledge and practice or knowledge and barrieus ifb this study ,the three screening
tests included .Moreover, most of the studies appdjuantitative methodology however ,in
this study quantitative and qualitative methodglegre used , which in turn strength the
research.

2.2 Barriers / Breast Cancer Screening studies

These barriers classify into two types, one typs ttan be tackled with education and
another tackled with modified approaches that tateaccount culture, religion, and other
factors. In both instances, modified approaches nweied to be directed toward women,

health care workers, and others in the commurfgirga, et,al. 2006).

A study tackled the perceptions of threat, beneéital barriers in breast self-examination
amongst young asymptomatic women by applying HBMe Tstudy pointed out that
barriers include difficulty with adapting a new lagfor or a new habit and this plays a

vital role to be considered as one of the barigrmeh & Gibson, 2001).

A study entitled "Barriers to Breast Cancer Scneghiwhich 298 women in New York

City participated, who were of low-income MexicamdaDominican backgrounds, showed
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that the three main barriers reported were (52.8&6glessness, while (49.3%) lack of
information, and (44.6%) reported being afraid & (Garbers, et, al. 2003).

Another barrier is the socio-cultural communicataspect between patients and health
providers. This barrier is considered as one ofotueier that affected the level of women
attending or participating in screening tests. ey studies indicated that physicians are
less likely to disseminate information with indivls differ by social class, ethnicity,
gender, and age, (Meleis. & Hatter-Pollard, 1997).

In a study aimed to identify the cultural barri¢esvards the screening tests of breast
cancer among Chinese-American women 60 and ol@rwbmen participated. The main
barriers according to women opinions that idenbyyusing questionnaires were: the lack
of health insurance coverage was the main predfotoperformance of mammograms,
while lack of physician recommendation is barriérGBE. Acculturation and modesty
were significant predictors of having had a clihibeeast exam at least once, forgetting
were significant barrier of having performed bressdf-exam at least once, and forgetting
was a significant of practicing of regular performa of breast self-exam (Tang et al.
,2000).

Another study conducted to understand the rolatalism and fear regarding the practice
of breast cancer screening, among a selected faogatation of African American Middle
Class. The participants revealed a significantllevdear and fatalism relating to breast
cancer screening. Women who hold fearful and fstialbeliefs are less to seek screening
(Talbert, 2008).

In three studies addressing the barriers of Asiamen reported that the conservative
society and traditional attitudes for bodily expedes and exposure are factors that
prevented women to be unwilled to show their beéstothers, including to health care

providers (Smith et, al. 2006; Im et al., 2004;rJeb al., 2004).

Another cross sectional study entitled “Barriersnrafmmography among women attending
gynecologic outpatient clinics in Tehran, Iran”,mad to assess the barriers in
mammography method among women who attended thecgloygical outpatient clinics.

Four hundred women between the ages of 35-69 ppated, made of the participants
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group who had a mammogram in the last two years thadnon-participant group of
women who had either never had a mammogram or hailveeen screened for two years
or more. The result showed that lack of doctorsvieal for the participant group and
embarrassment, for the non-participant group, laeentost salient barriers (Ahmadian, et
al., 2011). In another study investigated the basrithe Unpleasant previous experiences,
further stresses the modesty issues of the Koi€hmese, and Iranian women, because
male physicians did the clinical exams and/or womeerded to expose their breasts,
women felt ashamed and humiliated, and as a resfuétined from participating in breast
exams (Im et, al. 2004; Juon et, al. 2004; Abduz&1®1).

Yarbrough and Braden (2001) carried out a reviewl®fpublished descriptive studies
employing the health belief model as a guide fqulaixing or predicting breast cancer
screening behaviors. The study highlighted barti@iscreening behavior as including fear
of results, fear of treatment and fear of the itsstf. These findings are consistent with the
results of other researchers in Iran (Jarvandile002), Malaysia (Hisham & Yip, 2003),
United Arab Emirates (Bener et, al. 2002) and Joi@etro Nustas & Mikhail, 2002).

In summary :In this research the qualaltive resswire used to formulate the quantitative
tool besides used some of barriers from the HBM athers studies .studies asked for
language and ethnicity as barriers ,but in thigshstexcluded these two barriers due to the
humongous of population .Moreover ,other study étrd low income women class to
investigate their barriers ,while in this study dised on all women attended MOH/MCH

regarding the income level .

2.3 Demographic Determinants/breast cancer studies

Blanchard (2004) pointed out that education andogsgonomic statuses are major factors
for women’s delaying screening and response tdnrest in several cancers including
breast cancer. However, (Chua, et al., 2005) reddHhat education level had no effect on
the awareness. According to this study, full-tirmusewives were more likely to have

heard of mammographic screening compared to nosdwaues (Blanchard, 2004).

Another study aimed to assess the impact levetio€a&tion on the attitudes and behaviors

of women towards BSE. A descriptive cross-sectishally which involved 413 women in
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Turkey (20-59 years) conducted. The sample dividdgd/o groups according to the level
of educational degree, the first group finished BAd the second group finished high
school or less. The results showed that the seeamden group significantly did not
believe in early diagnosis of BC, while the womenthe first group significantly had
conducted BSE at least once, and their BSE frequeves also significantly high.
Moreover, the group with lower educational levelc@ding to HBM scores perceived to
not be at risk for BC and the scores for “perceisadceptibility” and “perceived barriers”

were significantly higher than the group of higkducational level (Girda et, al. 2012).

A cross sectional study conducted in Jordan totifyetne influence of the demographic
factors on the knowledge of BC, using conveniensample of 142 women from 14
comprehensive health centers in Amman and Azarga. résults showed that women
lacked knowledge about breast cancer. Social namdsself-efficacy were listed as highly
factors that influence women in engaging in mamraplgy screening, younger women
were more enthusiastic to indicate intention toagggin mammographic screening.(
Othman et al., 2011).

A study was conducted in South India to determime impact of the socio-economic
factors on the diagnosis stage of the cancer antbteyn duration. The data collected
from Hospital Based Cancer Registry/Regional Cafmartre, the total of the sample 522.
The results showed that 53% of the participantsnted about the case at late stage, while
45% reported at early stage. The result regardiegtbcio-economic factors show that risk
in reporting at late stage is among widowed, digdrcunmarried, low income, primary
education (Ali et al., 2008).

Another study assessed the impact of financidbfdareast cancer. A triangulation design
was used (qualitative and quantitative methodsg. thdy implemented in two stages, first
on hospital based and the second one with candeentsm .The results indicated that
patients in every socio-demographic group can leevable to the financial difficulties as

a result of cancer diagnosis, and also the findrti@umstance impact at employee level
because they obligated to have vacation from théxand this in turn impact the level of

their income, most participants declared need réguest financial support (Sharp &
Timmons, 2010).
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To identify breast cancer risk factors knowledgeoaginurses (in teaching hospitals of
Karachi Pakistan). A cross sectional study” condddly (Ahmed et, al. 2006) indicated
that 35% had good knowledge, 40% had fair knowlemigdée 25% had poor knowledge of
breast cancer risk factors. Ninety nine percerthefnurses considered breast cancer as a
non-communicable disease and 96% responded thastbfeeding is not the cause of
developing breast cancer, 23% of nurses knew thiagloverweight increases the risk of
breast cancer. Moreover, the participants belighatl evil spirit had nothing to do with
breast cancer. (Ahmed et al., 2006).

A cross-sectional study conducted on female heedtte workers in Tehran, Iran to
examine the knowledge of breast cancer, and tiiedstand practice towards BSE. In the
study, the results indicated that 75% of the womwene aware about the prevalence of
breast cancer while 27% reported that breast painot a symptom of breast cancer.
Moreover, 63% believed that BSE is not hard and @2%epted that BSE needs time to do
it worrisome. Six percent of the women practice B8gularly in month interval. While
50% practice it on occasion and 44% had never pagd BSE. The study also identified
the uncontrolled factors relate with increase peatg of BSE which are over the age of
50, level of education and occupation. So the wometh higher education and
professional status, and possess a positive pérsishary about breast problems and their
level of knowledge about BSE were good, were mikelyl to practice BSE than other

female health workers (Mahmoodi et al., 2002).

447 public health nurses participated in Singapane,a study correlated to asses
knowledge and practices of Breast cancer screefihg.study showed that the nurses
have known about most of risk factors of the brezmsicer except the smoking, oral
contraceptive (24.6%) (21.6%) respectively. In tewh practice (93.0%) nurses practiced
BSE. The most common barriers for not to practi@EBwvere; “too busy” “forgot” and
“not necessary”. (53.6%) of the nurses had thedast examination by a doctor in the past
one year, while 69.7% by a specialist and 30,3%tHmir family physician. 68.8%
participants who were more than 50 years of age3ant? who "were less than 50 years
of age had history of mammography test. (Chond. et2902).

A study on breast cancer risk factors and screeningreness among nurses and 178

teachers was conducted Jordan. The results detdltttdsome factors that had vital
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influence on breast cancer screening such as giofesage and family history. The level
of knowledge scores indicate significant differerfoetween teachers and nurses (P=
0.8470). Nurses were more aware than teachers dgbeumportance of breast cancer
screening. The score of nurses was 88.3% compaited/®.1% for teacher. (P<.0001).
(Madanat & Merrill, 2002)

A study conducted in Mexicobi-national cross-sawiostudy, 265 participants completed
an interviewer-administered questionnaire thatiobthinformation on socio demographic
characteristics, knowledge, attitudes, family higt@nd screening practices. The aim of
the study was to assess the impact of family histom KA and on early detection
measurements. The result showed that age, matétlss insurance, and breast cancer

knowledge were found to be significantly influengiBC screening (Matthew et al., 2012).

A study carried out on breast cancer knowledgestsei and misconception among Latinas
in Houston. The results showed more than one thiirthe participants had negative or
fatalistic views of breast cancer, 29% believed ffan in the breast is the warning sign
for breast cancer and 11.1% had never heard ofsbmcer in terms of screening.
Moreover 60% of the women either did not respondlidr not knew about the breast
cancer screening test. While 7% of the participleteved that screening burns the cancer
(Maria et al., 2009).

A study conducted regarding attitude, knowledge prrattice of breast self-examination
(BSE) in Port Harcourt, Nigeria. The results ofstistudy showed that 85.5% of the
participants had heard of BSE and 39% practicedlif on occasion. Moreover, the most
sources of information for the participants were tlews, media, nurses and physicians
(Jebbin & Adotey, 2004)

A cross sectional study conducted in Nigeria, ainednvestigate the practice of the
women in Rivers State, Nigeria for breast self-exation as mammography is expensive
and not readily available. A written closed endadgiionnaire was applied after obtaining
verbal consent. 691 out 700 questionnaires wereplaied and retrieved. The knowledge
of BSE was (39.65%), and practice was (28.94%) wiere both considered to be low.

Moreover, the study showed that the educationabfatad an impact on the levels of
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practice and knowledge of BSE, especially those b secondary education and more
(Bellgam & Buowari, 2012).

A descriptive cross sectional study applied in@med questionnaire, aimed to evaluate
rural women’s awareness and knowledge of breastecaand their screening practices.
This study involved 180 women, from 4 rural areathwan average age of 37 in Nigeria.

The results showed %52.7 of the women had enoughvlkdge about the risk factors of

breast cancer and it's symptoms. %52.8 had heavdta®SE, and %51.7 heard about
CBE. The study indicated that the lack of mammogszmeening test in this rural area
encouraged the women depend more on BSE to iddmtd#gst problems (Olowokere, et

al., 2012).

A cross sectional study which included 6380 secpnrdahool female students in Jeddah
conducted to recognize their knowledge of breasteaand attitude towards breast self-
examination (BSE). The study found that the levekoowledge was low about risk
factors: were 80% of students answered incorreatig, only 39.1% mentioned that a lump
is one symptom of breast cancer. However, only %70t the participants read or heard
some information about breast cancer from differkimds of media and 15.2% of
participants accepted that use of contraceptivespd potential risk factor. While (16.2%)

have known that bleeding from the nipple is a sifhreast cancer (Milaat, 2000).

A descriptive cross-sectional survey conductedand® to assess knowledge and practices
of breast self-examination. The study targeted 28mhale traders. An interviewer
administered questionnaires to gain informationha&ir socio demographic characteristics,
knowledge and practice of breast self-examinafl¢tve women’s ages ranged between 16-
80 years. The demographic profile is as followiftf).5%) were between30 and 49 years.
(73.7 %) were married, (37.0%) had secondary educand 68 (24.2%) had no formal
education. The results of the study revealed tht 8 (37.1%) of the traders were aware
of breast self-examination, 51 (18.1%) of the tradkad ever checked their breast,
regarding the level of knowledge the study explothdt awareness of breast self-
examination was highest among those aged 50-5% y@ar 0.067). Also, the result
showed that there were associations between theeness of BSE and the degree of
educational achievement; women who had high edutatere more knowledgeable about

breast self-examination (p = 0.045). Regarding tmimg BSE, the results were
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unacceptable. The recommendations were to striwee,nand efforts should be made to
increase level of knowledge and practice of breadft-examination by applying more

educational outreach programs (Balogun & Owoaj@320

Summary

This chapter shed light on the main studies thdtes$ breast cancer issues, this chapter
display, types of KAP studies, also reviewed thelists that address relationships between
demographic variables and KAP. In addition, basrigfrat encountered or deterred from

seeking breast cancer screening tests were reviewed
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Table (2.1): Summary of the main reviewed studiesfdreast cancer KAP

Study

Main purpose

Methodology

Data analysis

Findings

Knowledge of breast cancer
and its risk and protective
factors among women in
Riyadh. (Alam, 2006).

The study aimed at assessing the
knowledge, risk and precautionary

factors of breast cancer.

Community —based descriptive

study, used structural

guestionnaire.

The data was analyzed using SPSS-
descriptive statistics, 95% confidence
intervals; chi-square test was used to te

for association.

Results showed that there is a statistical
significance association between marital status,
seducational level, and family history with the

cancer disease. The results of the study indicate
that 82% of women have high knowledge about
breast cancer self-examination, but only 41% of
them had performed a self-examination test, On
other hand 61% of the study sample has knowle
about mammography, yet 18.2% performed this
test.

o

the
fdge

Knowledge, Attitudes, and
Practices Surrounding Breas
Cancer and Screening in
Female Teachers of Buraidal
Saudi Arabia (Dandash, -
Mohaimeed, 2007).

The study aimed to assess breast
t cancer knowledge and attitudes and
factors associated with the practice
h,breast self-examination (BSE) amor

female teachers of Saudi Arabia.

cross-sectional survey of

teachers working in female
pfschools in Buraidah, Saudi
gArabia using, a self-

administered questionnaire

Sample of 376 female teacher

was randomly selected.

SPSS software package (version 10) w:
used for data entry and analysis.
Descriptive statistics with cross-
tabulations were performed. The Chi-
squared test was used to examine the
association between variables. The levg
of significance was set at 5% using the

two-sided test.

of the teachers had a limited knowledge level; m

of them reported risk factors were non-breast

the main source of information was printed medi
I high income was the main factor of the high leve

of knowledge.

Breast cancer knowledge, rig
factors and screening among
adult Saudi women in a
primary health care setting
(Amin, et al, 2009).

kThe study aimed to assess level ang
determinants of knowledge about rig
factors and utilization of screening
methods used for breast cancer ear
detection among adult Saudi womer
in Al Hassa, KSA

Cross-sectional descriptive.

kmultistage stratified sampling

method from ten primary health

ycare centers

Both descriptive and inferential statistic
were applied; logistic regression was
conducted to determine the possible

correlates of knowledge.

The results showed that signified that the level o
risk factors and screening methods were low.
Moreover, they perceived many barriers about
performing screening tests, and the percentage
CBE practicing is 5% while mammography
employed by 3%
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Study

Main purpose

Methodology

Data analysis

Findings

Knowledge, attitude and

practice of mammography

among women users of publicrelated to mammography

health services (Marinho, et,
al. 2008).

The study aimed at evaluating

knowledge, attitude and practice

Total of 663 women were
interviewed at 13 local health
centers in a city of Southeaste
Brazil, in 2001. Interviewees
were randomly selected at eac|
center and they were
representative from different
socioeconomic conditions.

Data analysis, answers were described
knowledge, attitude, practice and their
nrespective adequacies and then they w
correlated with control variables through

hthe chi-square test.

as the results showed that these women have lac]
knowledge, but high attitudes towards

erilammography. According to this study the main
barrier is the lack of referrals by doctors workatg
health centers, indicating at the same time, the
importance of financial aspect, such as family
income and employment in affecting the practicir
of Mammography..

Knowledge, Beliefs, Attitudes
and Perceptions About Breas
and Cervical Cancer and
Screening Among Arabic
Speaking

Immigrant Women in
Halifax, Nova ScotialAmin,
2005).

The study aimed to investigate
tknowledge, beliefs, attitudes and
perceptions of Arabic speaking
immigrant women towards breast ar

cervical cancer

dcomplexity and meaning of thig

gualitative research approach
provides detailed contextual

information and can capture th

topic
Semi- structured interviews:

The survey consists of multiple-choice
questions, which will include variables
esuch as beliefs, knowledge, attitudes,
perceptions and their benefits and barri
to screening

For analysis, used the Excel Open offic
Descriptive statistical methods Tables,
graphs and charts were used to
summarize all the variables. Analysis is
through the traditional qualitative proces
which includes transcribing the
interviews, coding data to identify
commonalities and variations, identifyin
common and variable patterns within
each group and across groups and
identifying themes, which link or explain
the Data.

barriers that delay conducting breast cancer
screening, as well as the healthcare system whig
piig itself, is considered a challenge for such womg

o

It appeared that language is considered one of the

k of

=

N
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Study

Main purpose

Methodology

Data analysis

Findings

Current knowledge, attitudes|
and practices of women on
breast cancer and
mammography at
MulagoHospita (Elsie ,et .al
.2010)

The study aimed at evaluating their
knowledge, attitude and practices
towards mammography and breast
cancer

descriptive cross-sectional
study using interviewer-
administered questionnaires
The questionnaires were
administered in English and
Luganda (a local language)
qualitative methods applied

Data were analyzed using descriptive
statistics and analytical SPSS version
10.0 statistical program used for
quantitative data.

Thematic analysis was used for

qualitative data

71% of these women have no idea about
mammography, and the majority of them have
negative attitudes regarding this test; the main
barrier contributing to that was the lack of

information regarding such test.

Stages of Change: Korean
Women's Attitudes and
Barriers Toward
Mammography Screening
(Sunkany, et, al.2008).

The study aimed at determining the
barriers behind the lack of Korean
women'’s participation in

mammography screening programs

Convenience sample of 328
Korean women recruited in
Seoul, Gyeonggi, and Jeju,
South balance constructs of th
trans theoretical model of
behavior change were used to
identify stages of change in
attitude related to

mammography screening.

11

Data were analyzed using descriptive
analysis which was tested using Chi-

square at 5% level of significance

The results showed that the most significant bariier

is characterized in their belief that breast
examination is unnecessary, if symptoms of can
are absent. While factors affecting the poor
participation in these programs include high cést
breast cancer screening, lack of time, lack of
information, shyness, worries regarding x-rays a

test results

cer

nd

Breast Cancer Screening
Knowledge And Practice
Among Women In Southeast
Of Iran Heidari, et, al. 2008).

The study aimed to determine the
knowledge and practices of breast

cancer screening

A cross-sectional descriptive
analytical study, A total of 384
married women was selected 3

an improbability sample.

Data were analyzed using descriptive

statistics and analytical (chi-squared tes

sto examine the relationship between
demographic data and knowledge and
practices of these women about breast
cancer screening. Differences of P < 0.

were considered significant.

The results showed (8.3%) of these women are
taware of such screening methods. Similarly, oth
studies has clarifies that there is a relationship
between demographic factors as education level
and family history that impact knowledge’s and

Practices regarding the screening tests .

er
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Study

Main purpose

Methodology

Data analysis

Findings

Practice and Barriers Toward
Breast Self-Examination
Among Young Malaysian
Women (Al-Naggar, et. al
2011).

The study aimed to determine the

practices and barriers towards breag

self-examination among young

Malaysian women

Cross sectional study involved
t251 female students at the
Management and Science
University, in Shah Alam,

Selangor, Malaysia

Data was analysis using SPSS version
t-test was used to analyze the associats
factors toward the practice of BSE

13 he results showed indicated that barriers to BS

dack of knowledge, and not having any symptom

Moreover, age, exercise and family history of
cancer considerably influenced the practice of th
BSE.

and afraid of being diagnosed with breast cancer.

practice and Barriers t
Mammography among
Malaysian Women in the
General Population (Al-
Naggar & Bobryshev, 2012).

The study aimed to deterne the
practice and barriers of

mammography and

associated factors among Malaysiarn

women in the general population

crose-sectional stud:

was conducted among 200
women in Shah Alam,
Selangor; design questionnairg
contained 27 questions and wa
comprised of two sections;
socio-demographic
characteristics and practices,
knowledge and barriers of

mammograph

Data were analyzed using descript
statistics and analytical (chi-squared tes
to examine the relationship between
demographic data and knowledge and

ispractices of these women about breast
cancer screening. Differences of P < 0.
were considered significant.

The results showed that (68%) of them knew a
tmammography ,but 15% performed a
mammogram once in their life, moreover, wome
reported that the main barriers of not having
performed a mammogram were: 42.5%, lack of
Sime, 32% lack of knowledge, (21%, not knowin
where to go for the test and 20% having fear

!

Knowledge on breast cancer an
practice of breast self -
examination among selected
female university students in
Malaysia medical Zavare, et , al
.2011).

The study aimed was to assess the
knowledge about risk factors, symptoms

of breast cancer and practicing of the BY

A cross sectional study was
conducted, using systematic randd
Esampling from the list of students

Who registered.

Descriptive statistical analysis, which includg
nfrequency, mean, standard deviation (SD) al

percentages, was

used to characterize the data.

Parametric test such as independent sample

test were employed to determine differences|

between the BSE practice category and the

knowledge score of risk factors, symptoms of

breast cancer, BSE and total knowledge of

breast cancer. The level of statistical

significance was set at<0.05.

dThe results showed that knowledge of breast caamwbr
dthe practice of BSE were inadequate among young

Malaysian women.

—
T

f
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Study

Main purpose

Methodology

Data analysis

Findings

Attitude and Practice of
Breast Self-examination
Among Women in a
Suburban Area in
Terengganu, Malaysia
(Rosmawat, 2010)

The study aimed to identify the
knowledge, attitude and practice
towards BSE amongst women aged

15 years old and above

Cross-sectional study, System
random sampling, structured

guestionnaire.

cdescriptive statistics such as mean,
and standard deviation. Meanwhile,
The total scores for the KAP was
calculated than was categorized into go|
or poor level based on the 70% cut-off
point out of total
expected score for each domain

The result showed that score for knowledge was
38.4%, attitude 73.3% and practice7.0%. Moreo
the participants did not know the correct method
o8SE, and they lacked the knowledge about cang
signs. The barriers of practicing are coming from
lack of friends and family support especially
parents.

The knowledge and attitudes
of breast self-examination an
mammography in a group of
women in a rural area in
western Dlndar , et, al .
2006).

The study aimed to identify factors
dthat affect early detection of breast
cancer, and attitudes regarding the

disease

cross-sectional study, Cluster
sampling method was

performed

Bivariate correlation analysis, Chi squai
test, Mann-Whitney U test and logistic
regression analysis were performed in t
data analysis, by using SPSS v10.0
statistical package

eThe study showed that only 56.1% of them had
sufficient knowledge of breast cancer, and half o
hevhom had received the information from health
professionals. According to the HBM, women wh
exhibited higher confidence and perceived the g
benefits of the BSE practice performed it, and ¢h
who perceived fewer barriers to BSE performed

less

Barriers and opportunities fol
early detection of breast
cancer in Gaza women
(Shaheen. et, al.2011)

The study aimed to identify the
barriers and opportunities of early
detection of the breast cancer based

on placement

survey of 100 women living
inside Gaza (WIG) and 55 GaZ
women residing outside Gaza
(WOG

Statistical analysis was performed
awith computer software SPSS version

13.0 A confidence level of 95% (a

difference with P < 0.05)

Was considered statistically significant.

The results showed that religion and culture wer
not barriers to mammography for over 94% of
women in Gaza, and 98% of women of Gaza, bu
limited resources and lack of access to medical
facilities were identified as barriers in up to 56%
women living inside Gaza compared to 15% of
women living outside of Gaza. Misunderstanding
about breast cancer was reported more frequent
by WIG

f

eat
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Study

Main purpose

Methodology

Data analysis

Findings

The Effect Of Peer Educatio
On University Students’
Knowledge Of Breast Self-
Examination And Health

Beliefs

n The study aimed to investigate the
effect of peers on the BSE knowledg
and health beliefs.

The collected data by using
equestionnaires which included
variables developed from
literature reviews. The second
part of the questionnaire
adapted HBM scales; perceive
seriousness, perceived barrier:
perceived benefits, perceived
confidence and perceived

motivation

d

5,

The data were evaluated using the

Statistical Package for Science

13.0 (SPSS). Dependent and independ
t test, stepwise multiple

regression analysis, and bivariate

correlation analysis are used for

statistical analysis of the data

The results showed that the students who were
trained gained more knowledge compared with t

students who taught themselves individually
PNt

ne

Knowledge, attitude abo
breast cancer and practice o
breast cancer screening
among female health care
professionals: a study from
Turkey (Akpinar et, al. 2011)

The study aimed to investigate 1
knowledge and attitude of risk
factors of the breast cancer and

screening tests

cros+ sectional stuc

self-administered questionnaire

h

Using frequency and percentage

analysis the data.

The results showed awareness of he

professionals about BC was a vital issue, majority

of them felt confidence about the value of BSE as

screening test but 27.3% performed this test

regularly. The most common barrier that prohibit

them from practicing BSE as they reported was {

attitude that it is not necessary to perform. fdte
of practicing CBE test was 24.8% and

mammography rate 10.1%...
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Study

Main purpose

Methodology

Data analysis

Findings

Breast Cancer Knowledge,
Attitudes and Practice

among Nurses in Lagos, Nigeria
Odusanya & Tayo, 2001).

The study aimed to determine their

Cross-sectional survey among

knowledge, attitude and practice regardingqurses. A self-administered

breast cancer.

guestionnaire which had been

validated

Each completed questionnaire was graded and sc
on certain aspects such as knowledge of symptom
breast cancer, method of diagnosis, self-breast
examination and Knowledge of risk factors. A
maximum of 35 points could be obtained on the
knowledge, attitude and practice (KAP) score,
Frequency distributions of variables were Produee:

t-test was calculated for quantitative variables

rdthis study showed that the level of knowledge o
5 symptoms, methods of diagnosis, and BSE was
above 60% .While the results from answering th
five questions about the risk factors, 50% answe
as following; positive family history is a vitalkk

factor, the nurses have knowledge about BSE

1, technique, while 39.7% from the participants kne
that BSE should be done monthly. The majority,
78.4%, of the participants concurred that breast
cancer is a disease that will have a chance to bg
cured in the condition of early diagnosis. The

majority of them, nearly 90%, considered breast
cancer to be a serious disease that needs quick
consultation with a physician within a month. 39

conducted the procedure at a monthly interval rg

red

W

o

te

Knowledge and Practice of
Jordanian Women towards
Breast Cancer and Breast
Self-Examinatior{Akel, et,
al. 2006).

The study aimed at evaluating the
knowledge and practicing of BSE

descriptive cross-sectional
study, Systematic sampling

method

Data were analyzed using SPSS version 13.
Simple descriptive statistics: frequencies,
means, and percentages were used to descri
the study findings.

The results showed that 87% of the womer)
knew about the prevalence of breast cance

b&1% knew what the BSE is, 48% from the
sample practiced the BSE, and 58% report|
that their source of information about BSE
was from the media.

=

ed

Perceptions of threat,
benefits, and barriers in breal
self-examination amongst
young asymptomatic women
(Umeh & Gibson, 2001).

A study tackled the perceptions of

sthreat, benefits, and barriers in brea
self-examination amongst young
asymptomatic women by applying
HBM.

Questionnaire data from 178

slasymptomatic women (aged 1

35 years) living in the
northwestern region of Englan
were analyzed.

Data were analyzed Using hierarchical logisti

8-regression controlling for demographic factor

c The study showed that barriers include
difficulty with adapting a new behavior or a
new habit and this plays a vital role to be
considered as one of the barriers
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Study

Main purpose

Methodology

Data analysis

Findings

Barriers to breast cancer
screening for low-income
Mexican and Dominican
women in New York City
(Garbers, et, al. 2003

To investigate the main barriers
that low-income women faced
from performing braest cancer

screening tests

Survey applied instrument
had both closed- and open-
ended questions, including
socio demographic
information, knowledge,
attitude and barriers

Chi-square tests for categorical variableg

and analysis of variance for continuous

Variables. Bivariate odds ratios (ORSs) ar

95% confidence intervals.

that the three main barriers reported w
(52.3%) carelessness, while (49.3%) I
dof information, and (44.6%) reported
being afraid of BCST

Cultural barriers to
mammography, clinical
breast exam, and breast
self-exam among Chinese
American women 60 and
older (Tang et, al.2000).

aimed to identify the cultural

barriers towards the screening

tests of breast cancer among
-Chinese-American women 60 ar

older

chealth history, health

Participants completed a
questionnaire that included

sections on demographics,

insurance coverage, breast
cancer screening, common

and cultural barriers to

screening, and acculturation.

Data were analyzedsing descriptive
analysis which was tested using Chi-squ

at 5% level of significance

The results showed that main barriers
agecording to women opinions that
identify by using questionnaires were:

the lack of health insurance coverage

was the main predictor for performance

of mammograms, while lack of
physician recommendation is barrier g
CBE . Acculturation and modesty were
significant predictors of having had a
clinical breast exam at least once,
forgetting were significant barrier of
having performed breast self-exam at
least once, and forgetting was a
significant of practicing of regular

performance of breast self-exam

0y
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Study

Main purpose

Methodology

Data analysis

Findings

Barriers to mammography
among women attending
gynecologic outpatient clinicg
in Tehran, Iran(Ahmadian, et|
al. 2011).

The aim of this study was to

A face-to-face interviewing

understand barriers to mammographymethod was used for data

among women attending obstetric

and gynecologioutpatient clinics

collection, which was

Bivariate analysis were conducted using
analysis of variance (ANOVA), chisquare, an

independent t-tests. Descriptive statistics

conducted in the waiting area ¢fexplained the demographic characteristics. C

gynecology clinics. Self-
administered questionnaire,
respondents, which were
identified through a pre-
interview having breast cancer
or disease in any kind, were

excluded from the stud

square test was used to identify significant
association between participation in
mammography and Demographic factors. In
this study, a series of one- way ANOVAs wer
used to compare the differences in barrier,

based on socio demographic variables.

The result showed that lack of doctors’
f advice for the participant group and
embarrassment, for the non-participant gro
hiare the most salient barriers

up,

The Relationship of Fear and
Fatalism with Breast Cancer
Screening Among a Selected
Target Population of African
American Middle Class
Women Talbert, 2008).

The study aimed to explore whether|

fear and fatalism influence
compliance with breast cancer
screening among members of a
selected target population of

African American middle-class

cross-sectional analysis, One
hundred twenty individuals
participated in the survey; 119
of the participants

reported their ethnicity as

African American

Demographic information was analyzed using

descriptive statistics, including mean, range,
variance, and standard deviation of such

variables as age, educational level, and inco

Certain behavioral patterns were also analyzedare less to seek screening..

(i.e., frequency of mammography testing and
BSE). To explore the research questions and

test the hypotheses, data from the collected

groups were analyzed using logistic regressid

An analysis of data was completed using the

Statistical Package for Social Sciences (SPS5

computer software program (version 12.0 for
Windows) to analyze variables of the

quantitative data.

The results showed that participants

revealed a significant level of fear and

n&/omen who hold fearful and fatalistic belig

>

fatalism relating to breast cancer screening.

fs
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Study

Main purpose

Methodology

Data analysis

Findings

The Effects of Educational
Level on Breast Cancer

Awareness Girda et, al. 201

The study aimed to assess the imp
level of education on the attitudes al

P behaviors of women towards BSE

ach descriptive cross-sectional
natudy which involved 413
women (20-59 years)
conducted. The sample divideg
in two groups according to the
level of educational degree, thg
first group finished BA, and the
second group finished high
school or less.

Chi-square(2) tests for metric variables were
performed to compare the groups, A logistic
regression test was used to analyze the
subscales

group significantly did not believe in early

diagnosis of BC, while the women in the fir
group significantly had conducted BSE at

least once, and their BSE frequency was al
significantly high. Moreover, the group with|
lower educational level, according to HBM
scores perceived to not be at risk for BC a

the scores for “perceived susceptibility” ang

“perceived barriers” were significantly highe

than the group of higher educational level

Influence of Demographic
Factors, Knowledge, and
Beliefs on Jordanian
Women'’s Intention to
Undergo Mammography
Screening School of
Nursing(Othman, et, al.
2011).

The study aimed to identify the

on the knowledge of BC

influence of the demographic factors

A cross-sectional survey was
used to collect data at 14
comprehensive healthcare
centers in Amman and Zarqa,
Jordan. A convenience sample
of 142 Jordanian women 40
years of age or older with no
history of breast cancer and ah
to read and write in Arabic

participated.

Data were analyzed using descriptive statistig

Pearson’s correlation tests, and multiple

logistic regressions.

le

sThe results showed that women lacked
knowledge about breast cancer. Social nor
and self-efficacy were listed as highly facto
that influence women in engaging in
mammography screening, younger women
were more enthusiastic to indicate intention
to engage in mammographic screening.

The results showed that the second women

T
—
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h

=
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Effects of Socio-economic and
Demographic Factors in Delayed

Reporting and Late-stage

Presentation among Patients with duration

Breast Cancer Ali, et, al. 2008).

The study aimed to determine the impa
of the socio-economic factors on the

diagnosis stage of the cancer and sympf

t The data collected from Hospital
Based Cancer Registry/Regional
oi@ancer Centre, the total of the

sample 522

Cross tabulation was performed by stage at diagng

and duration of symptoms (months) vs. all SEDs
factors Statistical association between the above

variables was tested using chi-square statistic

siThe results showed that 53% of the participants
reported about the case at late stage, while 45%
reported at early stage. The result regarding the
socio-economic factors show that risk in reportin|
at late stage is among widowed, divorced,

unmarried, low income, primary education
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The financial impact of

cancer diagnosis support

(Sharp & Timmons.2010).

The study aimed to assess the imp

of financial factor breast cancer

adttriangulation design was use)
(qualitative and quantitative
methods). The study
implemented in two stages, firg
on hospital based and the

second one with cancer patien

dA thematic approach was used for the analys|

for qualitative methods , using standard,
descriptive methods. For quantitative part ,an
tscored is used to evaluate the level of

responsive (the analysis, these categories we

tscombined into three groups: normal,

mild/modera te, severe/extremely severe

isThe results showed that patients in every
socio-demographic group can be vulnerabl

dto the financial difficulties as a result of
cancer diagnosis, and also the financial
reircumstance impact at employee level
because they obligated to have vacation fr
the work and this in turn impact the level off
their income, most participants declared

need for request financial support

bm

Breast cancer knowledge,

attitudes, and screening

behaviors among African

American women: the Black
cosmetologists promoting

health program( Georgia et,

al.2007)

.the study aimed to asses knowledg

attitude and behaviors toward

screening tests.

e The Health Belief Model the
components of the HBM
(perceived susceptibility,
perceived benefits, cues to

action, self-efficacy

T-tests showed no difference in education ley
between the women who refused to participa
versus those who participated. However ther
was a significant difference in age (p < .05, d
not shown) between the women who
participated and those who opted not to
participate. Women who opted not to particip
were somewhat older than those who agreed
participate.

el he results of the study showed that poor

eknowledge on breast cancer, knowledge g4

2 42.3% , the information about that lumps al

ataainless was known by 214participants
(21.4%), 40% believed that evil spirit cause
breast cancer and 259 (25.9%) reported th

atereast cancer result from an infection. Only
t643.2%) were able to answer correctly that
BSE is a method of diagnosis. There was g
indication of positive health seeking behavi
as a majority of the participants (mentioned
that visiting the doctors was the best
approach for breast cancer treatment, only
34.9% participants practiced BSE. While
(9.1%) had clinical breast examination (CB
in the past year and no one had

mammography examination

AN

(0]

n

1oy
}=1

S5
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Cancer risk factors Knowledge | The study aimed to identify breast cancelr cross-sectional survey, stratified | Descriptive analysis was run for the independent The results showed that 35% had good knowledge,
among nurses in teaching risk factors knowledge among nurses (in| random variables 40% had fair knowledge while 25% had poor

hospitals(Ahmed et, al. 2006) teaching hospitals of Karachi Pakistan) | Sampling. and the outcome, that is, knowledge regarding breasknowledge of breast cancer risk factors. Ninety
cancer risk factors considered as an ordinal vigriab| nine percent of the nurses considered breast cafcer
as a non-communicable disease and 96%
responded that breast feeding is not the cause gf
developing breast cancer, 23% of nurses knew that
being overweight increases the risk of breast

cancer. Moreover, the participants believed that

evil spirit had nothing to do with breast cancer.

Breast self-examination: to examine the knowledge of breast A cross-sectional study, among a | Analyzed using descriptive analysis which was tésfe The results showed that 75% of the women were
knowledge, attitudes, and cancer, and the attitude and practice sample of female health care using Chi-square at 5% level of significance aware about the prevalence of breast cancer while
practices among female health | towards BSE workers in Tehran, Iran. Using a 27% reported that breast pain is not a symptom pf
care workers in Tehran, al. 2007). purposed questionnaire, a total of breast cancer. Moreover, 63% believed that BSE is
410 women from seven health not hard and 72% accepted that BSE needs time to
centers completed the questionnaire do it worrisome. Six percent of the women

practice BSE regularly in month interval. While
50% practice it on occasion and 44% had never
performed BSE. The study also identified the
uncontrolled factors relate with increase practcin
of BSE which are over the age of 50, level of
education and occupation. So the women with
higher education and professional status, and

possess a positive personal history about breast

problems and their level of knowledge about BS
were good, were more likely to practice BSE than

other female health workers
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Knowledge and Practice of
Breast Cancer Screening
Amongst Public Health
Nurses in Singapore (Chong
et, al. 2002).

The study aimed to asses knowledg

and practices of Breast cancer

screening among health nurses

was sent to all 447 nurses in th

Public Health Service

e self-administered questionnaireKnowledge scores ranged from 0-17 with one

epoint given to a correct knowledge question,

zero for wrong answer. multivariate analysis,

The study showed that the nurses have
known about most of risk factors of the bre
cancer except the smoking, oral contracep
(24.6%) (21.6%) respectively. In terms of
practice (93.0%) nurses practiced BSE. Th
most common barriers for not to practice
BSE were; “too busy” “forgot” and “not
necessary”. (53.6%) of the nurses had the

breast examination by a doctor in the past

by their family physician. 68.8% participant
who were more than 50 years of age and
31.1% who "were less than 50 years of age

had history of mammography test

year, while 69.7% by a specialist and 30,3%

ast

ive

pne

Women's knowledge and
beliefs regarding breast

cancer.( Grunfeld et, al.2002

The study aimed to extract knowled
and believe about breast cancer.

among a sample of the general

female population

ye Participants were randomly

selected through the Postal
Address File.

Frequencies are summarized as percentageg

Chi-square tests were used to analyze the

categorical and attitudinal responses accordi
to the groups. Multivariate analysis of variandeindicated that 1 in 10 have a probability to

was used to examine group differences in

response to the scale data.

. The study showed that women had limited

ngelated symptoms; only 23% correctly

developed breast cancer. Less than one th

potential risk factor, while more than 70 %
the sample recognized that painless breast
lump, lump under armpit, nipple discharge
are potential symptoms (Grunfeld et,
al.2002).
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Knowledge, perception and
attitudes of Hongkong Chinese
women on screening
mammographyand early breast
cancer management.( Margaret
,al. 2005)

The study aimed to assess the women le
perception and attitude on screening
mammography and early breast cancer

management

=)

—

vidlephone survey A survey was
conducted of 1012 Hong Kong
Chinese women, ages 18-69 year
to assess the level of knowledge,
perceptions, and attitudes on
screening mammography and the
surgical management of early breg

cancer survey,

X

Data were analyzegking descriptive analysis
which was tested using Chi-square at 5% level of

significance

The results showed that of this survey showed that
58% had never heard of mammographic screening.
While 47% of the participants had

misunderstanding that mastectomy was the only|

curative treatment

Breast cancer risk-factor and
screening awareness among
women nurses and teachers in
Amman, Jordan (Madanat &
Merrill, 2002)

To determine the breast screening and i

factors awareness

skSurvey study involved 163 nurses
and 178 teachers and applied ,
survey instrument was based on 2
previously validated knowledge-
based questionnaires in the
literature (Breast Cancer
Knowledge Test and the
Comprehensive Breast Cancer

Questionnaire)

Data were analyzegbing descriptive analysis
which was tested using Chi-square at 1% level of

significance.

The results showed that some factors that had vjtal
influence on breast cancer screening such as
profession, age and family history. The level of
knowledge scores indicate significant difference
between teachers and nurses (P= 0.8470). Nurses
were more aware than teachers about the
importance of breast cancer screening. The sco
nurses was 88.3% compared with 73.1% for

teacher. (P<.0001).

Knowledge, attitudes, and
practices related to breast cance

screening: a survey of Arabic

women basis (Bener et. al, 2001).

to assess, knowledge, attitude and pract|
r related to breast cancer screening amon|

women of United Arab Emirates

cAcross sectional survey, utilized

gconvenience sample as selected
from 1,750 women aged 40-65
years who, for any reason, attende
primary health care (PHC) clinics i
Al-Ain, United Arab Emirates
(UAE).

d

h

Data were analyzegking descriptive analysis
which was tested using Chi-square at 5% level of

significance

The results showed that only (30%) of the wome|

=]

agreed that family history was a risk factor, whilg

—

(45 %) incorrectly declared that most of the breas
lump would become cancerous. Moreover, (33%)
of the women knew that early breast cancer wag
painful, and most of the women agree toward

breast examination under doctoral supervision

(79%). However, only 14% had performed clinica
breast examination and only 13% practiced breast

self-examination and regularly on monthly basis
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Attitude to, knowledge and
practice of breast-self
examination(BSE) in port
Harcourt. Niger( Jebbin &
Adotey 2004)

The study aimed to highlight the
extent of their knowledge vis-a-vis
their practice of BSE.

A written questionnaire was
distributed to 200 women from
different walks of life in Port
Harcourt t

Data were analyzed using descriptive analysi
which was tested using Chi-square at 5% lev:

of significance

s The results of this study showed that 85.5%
D%
practiced it only on occasion. Moreover, the

elof the participants had heard of BSE and 3

most sources of information for the
participants were the news, media, nurses and

physicians

Knowledge, Attitude an
Practice of Breast Self-
Examination among Women
in Rivers State,
Nigeria((Bellgam &
Buowari.. 2012).

The study aimed to investigate the
practice of the women in Rivers Stat
Nigeria for breast self-examination g
mammography is expensive and no
readily available.

emade up of females who have

Isattained puberty with breast

cross-sectional stuc

, The study population was

development
written closed ended
guestionnaire was applied afte|

obtaining verbal consent

Data were analyz(using descriptive analys
which was tested using Chi-square at 5% lev,
of significance

. The knowledge of BSE was (39.65%), i
elpractice was (28.94%) which were both
considered to be low. Moreover, the study
showed that the educational factor had an
impact on the levels of practice and
knowledge of BSE, especially those who had
secondary education and more (Bellgam &
Buowari 2012).

Breast cancer knowledge an
screening practices among
women in selected rural
communities of Nigeria
(Olowokere, et al. 2012).

i aimed to evaluate rural women'’s
awareness and knowledge of breast

cancer and their screening practices

The study follows a descriptive
cross-sectional method,
utilizing a self-developed

structured questionnaire

Data were analyzed using descriptive analysi
which was tested using Chi-square at 5% lev,
of significance.

s The results showed %52.7 of the women h
elenough knowledge about the risk factors of

ad

breast cancer and it's symptoms. %52.8 h3
heard about BSE, and %51.7 heard about
CBE. The study indicated that the lack of

mammogram screening test in this rural area
encouraged the women depend more on B[SE

to identify breast problems
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Knowledge of secondary- to recognize their knowledge of A cross sectional study which | Data were analyzed using descriptive analysis The study found that the level of knowledge

school female students on breast cancer and attitude towards | included 6380 secondary-schopwhich was tested using Chi-square at 5% levelwas low about risk factors: were 80% of

breast cancer and breast self- breast self-examination (BSE female students in Jeddah of significance students answered incorrectly, and only
examination in Jeddah, Saudi 39.1% mentioned that a lump is one symptpm
Arabia (Milaat, 2000). of breast cancer. However, only 47.1% of the

participants read or heard some informatign
about breast cancer from different kinds of
media and 15.2% of participants accepted
that use of contraceptive pill is a potential

risk factor. While (16.2%) have known that
bleeding from the nipple is a sign of breast

cancer

Knowledge and Practice of | to assess knowledge and practices pfThe study targeted 281 female| Data were analyzed using descriptive analysis The results of the study revealed that only 89

Breast Self-Examination breast self-examination. traders. An interviewer which was tested using Chi-square at 5% level(37.1%) of the traders were aware of breast
among Female Traders in administered questionnaires tg of significance self-examination, 51 (18.1%) of the traders|
Ibadan(Balogun & Owoaje, gain information on their socio had ever checked their breast, regarding the
2003). demographic characteristics, level of knowledge the study explored that
knowledge and practice of awareness of breast self-examination was
breast self-examination. The highest among those aged 50-59 years (p ¥
women'’s ages ranged betweer 0.067). Also, the result showed that there
16-80 years. were associations between the awareness |of

BSE and the degree of educational

achievement; women who had high educatjon

==
T

were more knowledgeable about breast se
examination
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Knowledge, Attitude, and
Practices among Female
Patients at MOH Clinics in
Ramallah, Jenin and Hebron
Districts(Kifah,2013)

The study aimed to assess women'’s
knowledge, attitude and practices
toward breast cancer and screening
tests and to identify the barriers that
deter them from practicing breast

cancer screening tests.

In this study, a triangulation
design is used through
guantitative descriptive and

qualitative methods.

Frequency and percentage were used for the|

descriptive result, Chi-square to investigate f
relationship between dependent and

independent variables.

A level of p<0.05 was considered as statistica

significant

The results showed that (81.8%) considerg

ebreast cancer as the most prevalent cance
type among Palestinian womekfotal of
(96.5%) answered that detecting a lump is

all;main symptom of breast cancer. (91.8%)
have known that BSE is an early detection
method. Only (21.6%) of the respondents
monthly performed BSE in the past 12
months.There was a statistically significant
relationship between knowledge of breast
cancer screening tests and level of educati
BSE (P<.0021), CBE (P<.0384).

2d

the

bon,
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Chapter Three

Theoretical and conceptual framework

3. Introduction

This chapter discusses one of the main models tsexkplain health related behaviors;
Health Belief Model (HBM). This model stipulatesethelationship between the personal
behavior and health. The main variables of this eha&lalso connected with studies related to
health believe model. In part two, the chapterulises the conceptual framework of the study
which was built according to the studied literatte@iews assessing the same research topic.
In addition, some sub-items from HBM were adoptedttengthen the conceptual framework
of the study.

The goal of this study is to assess women’s knogdedttitude and practices towards breast
cancer and the breast cancer screening tests. dreersany theoretical modules developed to
interpret the factors and health behaviors asstiatith the compliance of the screening
tests, the main theoretical modules are: healtletbeiodel (HBM), health locus of control

(HLC), Tran’s theoretical model of behavior changed the theory of planned behavior
(TPB). These health belief models have been apmmdl recommended to determine the

factors associated with screening health progréray €t al., 2010).

4.1 Theoretical framework /health believe model

Health believe model is one of the most commonehaded by many researches to explain
health- related behaviors, it was applied in UKQatnan in 1984, for mammography in Israel
by Shiloh, 1997, and is most used in the US byn@kan, 1992, and Tayler ,1995
(Lagerlund, 2002) .This model identifies that thesea relationship between personal
behavior towards health, and the person’s perceptiegarding the threat of the disease,
which later influences one’s health-related behawdod practices towards such threat
(Heidari et al.,2008). The health model appliedhie screening research to understand why
the people do not attend these screening protegtograms; in addition the health model has
been recently used to assist decision makers fordyplans regarding health services (Day et
al., 2010). The health model included the followinariables, "Perceived susceptibility,

perceived severity or seriousness of consequentesxmeriencing the health problem,
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perceived benefits of health action, perceivedi®éarior cost association with performing the

health action model”. This model expands to haveesgcacy (Champion, 2006 in, Day, et,
al. 2010.P.71).See the table (4) which shows theegats, its definitions and applications:

(Table 3.1): Health Belief Model Variables.

Concept

Definition

Application

Perceived

susceptibility

One’s opinion of
chances of getting a

condition

Define populations at risk, risk level;
personalize risk

Based on a person’s features or behavior

heighten perceived susceptibility if too low.

psychological costs of

the advised action

Perceived One’s opinion of how | Specify consequences of the risk and the
severity serious a condition and condition
its squeal are
Perceived One's opinion of the | Define action to take; how, where, when;
benefits efficacy of the advised | clarify the positive effects to be expected.
action to reduce risk or,
seriousness or impact
Perceived One’s opinion of the | Identify and reduce barriers
barriers tangible and through reassurance, incentives, assistan

ce

Cues to action

Strategies to activate

‘readiness

Provide howto information,

promote awareness, reminders

Self-efficacy

Confidence in one’s

ability to take action

Provide training, guidance in

performance action

3.1.1 Description of the Health Belief Model

The history of this model was originally from a gpoof physiologists in 1950. HBM was

used to assist the policy decision makers in ilhating the behaviors and beliefs of people

towards new interventions, the HBM assists thearetwers to answer as to why people would

or would not use the available prevention servicesuch disease Tuberculosis(Glanz, 2002;
U.S; CDC, 2003). The HBM recognized by these \#eis that interrelate, perceived

susceptibility which denotes that when one issk of an illness they are subjective to one

extreme, and that would be an individual who i$uith refutation of any risk while the other
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would be an individual who feels menace is certdime area between contains those who
admit the statistical possibility of contracting #iness, but do not fully believe they will
(Rosenstock, 1966; Lizewski, 2010). Perceived seriess is the perception of the
consequences of a negative health condition issalbpective, the beliefs of an illness causing
pain, impairment, social stigma or death are exampf seriousness perceived (Rosenstock,
1966), perceived benefits of taking action and mhea course of action is shaped by the
options accessible to the individual and the beireftheir effectiveness. Action is thus
dependent on having at least one course of aaigmetvent an illness from occurring while
believing it will produce acceptable results (Ragenk, 1966; Lizewski, 2010). Barriers of
taking action, regardless of a belief being settigd specific course of action may reduce a
health threat, but the hesitancy may still take@lamong the clients, this hesitancy occurred
when the readiness is low and negative aspecteotaurse of action are viewed as high,

barriers are constructed preventing action. (Raeeks1966; Lizewski, 2010).

The HBM expanded to include another factor, seffieiency; this concept underlines on
personal judgments and the ability or willing torfpem the actions toward the task,
(Lizewski, 2010; Bandura,1986) Abraham & Sheerad08& agree about adding the self —
efficiency in the HBM and reported that it is a fuddactor for explaining health behavior,
and has been attached to the HBM in1970s, whedWBarfirst introduced this concept of act
or task specific self confidence, the example @if‘sefficiency” belief in one’s ability to
perform a given behavior (Bandura, 1977 in ViaarCytology Service. 2010 ). Also cue to
action is a second predictor added to HBM wapplied to cervical and breast cancer
screening method to investigate the factors aateti by these screenings by Austin,
(Austin& Stewart,2002). The definition of cue oftiaa is a variable that proposes by HBM
are considered to be of the chain of events anduanements that have impacted on health

behavior as an example of media, friends and pafsxperience (Graham, 2002).

A Number of studies recommended that HBM is theeulythg model in providing useful
framework for understanding individual differenadhealth behavior sets. It is a good model
in assisting in the designing of interventions twrge behavior, and is considered as an
imperative approach in persuading the individual sereening interventions (Victorian
Cytology Service.2010; Yarbrough and Braden, 20Dit¢rature reviews about the utility of
HBM show that this module explains most of the ahles related to the breast screening

behaviors and as a basic theory in the promotioheafith education (Victorian Cytology
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Service, 2010). The model stipulates that behasiorfluenced by a person’s perceptions of
the threat posed by health problems, based opénception the individual will change his or

her action to reduce the threat (Glanz et al., 2002

Thus, with the importance of the HBM in the expilagof the health behaviors, many studies
utilized it in predicting BSE behavior (Champio®03; Champion & Miller1992). It has also
been used to explain other breast cancer detebwtwviors (Barron, , & Foxall, 1998;
Champion, 1984-1999; Hoeman & Ku, 1996).

3.1.2 Studies related to HBM/Breast cancer

Champion in health model, announced that the Iseltefvards breast cancer have an
influence on participating in breast cancer scregriests (Champion, 2006). In a study
investigating the association between acculturadod barriers to breast cancer, which
applied a health belief model scale to evaluate wmbeliefs about breast cancer, and the
benefits of screenings, a weak but significant eission existed between acculturation and
barriers; Latin women attached more to the cultaced more barriers, because they are more
exposed and are well known in their society. Thelptalso showed that the highest barriers
the Latin women faced were lack of privacy durimgast examination and the pain caused by

mammography (Pattino, 2007)

A study published online on the 7th of April 20kbnducted among diverse socioeconomic
and ethnic groups, addressed the influence of r@ylamotions, and fatalism as related factors
in a screening program. The study employed an iiateg conceptual framework between
281 Latino and Anglo women, using multi-group stanal equation causal modeling. The
study findings expressly showed that emotions atdlifm are direct negative influencing

factors affecting the practicing of clinical breagaminations (Flynn & Patricia, 2011).

A study entitled health beliefs and practices exlato breast cancer screening in Filipino,
Chinese and Asian-Indian women applied a crossesedtdescriptive design to examine
differences in health beliefs (i.e. perceived sp#bdity, perceived seriousness, perceived
benefits, and perceived barriers) toward breasteraswreening in these women. 125 women
completed self-administered questionnaires thassssl screening practices (i.e. breast self-
exam, clinical breast exam, and mammography),adlaeliefs and knowledge. The results
showed that the influence of ethnicity on percapiof susceptibility and seriousness related

to breast cancer. The results indicated three rdiftebarriers reported in all three ethnic

52



groups; | do not need mammogram if | feel ok, wajtiime is too long, | do not know where

to get a mammogram (Wu et al., 2005

A study entitled Health Belief Model of Breast Can&creening for female College Students,
aimed to identify female college student breastceanscreening beliefs and practice
associated to the HBM. An independent variable ugsl in order to examine BSE and CBE
practices related to the components of the HBM paudicipant demographics. The results
indicated that the participants were aware of aedopmed BSE but did not practice

regularly. Moreover, the participants were more pbamt to CBE than BSE. However, the

study showed no relationship between the compor@ntBM and breast cancer screening
behaviors (Frankenfeild, 2009).

Cultural and socioeconomic status play a vital iolevomen's perception about the use of
knowledge, availability and the understanding dltiecare services (Sharife, 2000 in Amin,
2008).

Religious and cultural differences that shape geroes about health prevention may reduce
the incidence of screening practices (Geol, 199dm&mnick, 2006, Raja —Jones 1999,
Maxwell, Bancej, Sinder, Vik, 2001, in Amin, 2008).

Thus, as illustrated in the aforementioned studtes HBM is applied in several studies as a
theoretical framework to study BSE and the behavagainst other breast cancer screening
tests (Barron, & Foxall, 1997; Champion, 1984 1996eman & Ku, 1996 in Hajian, 2011).
This model is an arbitrator model to investigatkurally relevant differences associated with
screening behaviors (Cohen & Zearly, 2005; Yarbho8& and Braden CJ, 2001).

This table below summarizes the utility of HBM akhst cancer screening test:

(Table 3.2): Summary of the utility of the Health Belief Model Breast Cancer Detection
HBM Build Example

Perceived Severity How serious will breast canegr b

Perceived Susceptibility How likely am | to get &secancer?

Perceived Threat How bad will it be and how likain | to get it?
Cues to Action What will remind/cause me to perfaereening?
Self-efficacy Have | the skills/confidence to pernfoscreening?
Perceived Benefits What have | to gain from breaster screening?
Perceived Barriers What is hindering me from breaster screening?
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The table above manifests the stages of how worebave regarding the variables of HBM.

Women first perceive that they are vulnerable &abt cancer (perceived susceptibility), then
they become conscious to the severity of the diesé€psrceived seriousness), the women
whom perceive that breast cancer is a serious sbsedl perform regular breast examination

(cues to action). Thus, should the women realieete and are confident of usefulness and
feasibility of preventive programs (perceived béjednd recognize the obstacles and
inhibitors are less effective and dangerous thair benefits (perceived barriers) (Glanz ,et
al, 2002).

The CDC stated that a woman needs to believe lleatisefulness of breast cancer screening
test override the consequences of their troublesotwluct the screening behaviors (CDC,
2004).

3.2 The Conceptual Framework of the Study

The conceptual framework has three overarchingtoaets. The first is the core blocks which

are knowledge, attitude and practice, and are densil dependent variables. The second
component is the demographic factors which aregaddent variables expected to affect the
KAP variables. The third component is the barrignslependent variables) considered as

factors that hinder women from practicing the breaseening tests.

The structure of the conceptual framework is bdédpending on literature reviews of past
studies similar to the researcher’s topic in additto apply some HBM items such as
seriousness variables example “I am afraid to thin&ut breast cancer, if | developed breast
cancer, | would not live longer than 5 years”. Biéreof variables examples are “The
screening test is important or not important teedetumps”. Self-Efficacy variables include
“I know how to perform breast self-examination”.&3uo action variables include “What will
remind/cause me to perform screening?” Barrieraldeis example: “What is hindering me

from doing breast cancer screening?”

The health belief model will be used to supportdsearcher in supporting and discussing the
results, as well as to illustrate the attitude iaradividual’s health, understand the women’s

action toward breast screening tests and the fathat related to the KAP.
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3.3 Independent variables- Demographic and socio-@somic

In this study, a list of demographic and socioecoicovariables will be used which are: age,
marital status, educational level, income, placeesidence and religion. In a study by Taylor,
he reported that the main determinates of heakhaarfollowing; income, social support,
education and literacy, employment and working @bmas, social environments, physical
environments, personal health practices and caoghilig, healthy child development, biology
and genetics endowment, health services, genddrcalture (Taylor, 2007 ). Jepson with
other researchers carried out a systematic reviesvder to examine factors associated with
the uptake of screening programs and to assesffdwiveness of methods used to increase
uptake. They selected types of studies used faresamg programs such as cohort, case
controlled and randomized controlled trials (RCTS)0 reviewers participated in evaluating
these studies (46,000 studies), and only 65 studies the criteria designed by the
researchers. The results showed that the detertsirdifiered according to the type of
screening test. All screening tests shared these tteterminants; previous attendance, health

insurance and age (Jepson et al., 2000).

Different studies that aim to evaluate the barrfeosn practicing breast cancer screening
tests show that these barriers are related toreylitacome, education, immigration status, and
language barriers( Esterada, Trevino, & Ray, 199@®\hmadian ; Abu Samah,2012) also

observed that culture, education, income, and aggst the underuse of cancer screening
methods among women’s population; for example,ofgcsuch as high education, marital

status and employment were a foretelling of peréoroe of breast self-exam (Madan ,et,al.

2000, in Ahmadian & Abu Samah, 2012).

A study which involved 833 women of different cuktg, aimed at determining the influence
of social support on women’s commitment to therungions of breast cancer screening. The
study type, which involved three different racesgrage age of participating women was (42
years), was cross sectional descriptive .The r@sditated that women of higher income and
higher education level received better social supgwan those who had lower income

(Katapodi, et al., 2003).

Several studies have also showed that income andagdn levels were main factors
associated with mammography performing (Straugha®e®w, 2000; Juon et, al. 2002;
Finney et, al., 2003 in Ahmadian & Abu Samah, 20¥)study entitled determinants of
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mammography use in rural and urban regions of Canadruited the asymptomatic women
between the ages of 50-69, using data from the @iamaCommunity Health Survey for
2002/03 and 2004/05. The results showed that gaahts who lived in rural and remote areas
were less likely to have had a mammogram in theipus two years (Mcdonald & Sherman,
2010).

A study titled, "The Relationship between Selectigfales and the Breast Cancer Screening
Practices" involved 273 African-American women framio different sites. A designed
guestionnaire included demographics, knowledge, inadividual breast cancer risk factors.
The results showed that a number of factors foadireancer screening is dependent upon
age, education, income, age when gave birth to ¢lmdd, menopause, and age menopause
began (age of menarche, full term pregnancy, histbibreast condition or disease, type of
breast condition or disease, age when gave birfirdbchild, menopause, age menopause
began). However breast cancer screening is indeperad breast cancer knowledge, age of
menarche, full term pregnancy, history of breastdition or disease, type of breast condition

or disease, and family history of breast canceth($t al., 2001).

A study conducted in UK revealed that participafioibreast cancer screening tests related to
the age factor, previous attendance, and socisé @lad race (Jepson, 2000 in Threlfall
Anthony & Fazil, 2009).

3.4 Dependent factors Knowledge, Attitudes, Barries and Practice Factors

Threfall and Fazil identify the context of knowledgbout any disease includes the following
sources; knowledge of disease, knowledge of sangeteists, history of attending the tests,
perceived seriousness of disease. The attitudeimession to attend to the test, and barrier
factors include lack of transport, cost and emlisameent from attendance in addition to the
fear of exploring positive results (Anthony & Ha2009).

The level of knowledge has an impact on the attecelaof screening tests, mainly

mammography use and breasts self-exam (Jarvaiadl, @002; Secginli et, al. 2006; Han et

al., 2000; Miller & Champion, 1996).

A survey study aimed to assess women’s knowledgk merception of breast screening
methods, including benefits and disadvantages, tanthvestigate the demographic and
personal characteristics related to accurate kriyele The survey study randomly
interviewed 1000 women applying a designed queséoa included the main knowledge of

the breast cancer risk factors. The results shommedassociation between lower formal
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education and knowledge that lacked accuracy. Thenem believed in the benefits of
screening to detect cancer early on, as well adtigg in less invasive treatment. Moreover,
sixty-three per cent had no worries from breastesting. However, the worries of the women
over 60 in this study, about mammogram screening Wwacked up by not being invited for
further screening. Other worries of these womeluted not being offered screening earlier
or more frequently, painful mammography and effegitgadiation (Webster & Austoker,
2006).

A cross sectional survey interviewed attending wona¢ a breast clinic for screening
mammogram and women with diagnostic assessmentvpbumsen with newly diagnosed
breast cancer. This survey aimed to investigater¢fetionship at different phases in the
course of breast cancer care, between anxiety, ledg®, and attitudes of those women'’s
willingness to take part in randomized clinicaatsi. The results showed that the women who
were more knowledgeable about randomized trialeweore likely to participate (Phyllis, et
al., 2001)

Another study conducted in Turkey searched foktimvledge, attitude and behaviors among
female teachers regarding breast cancer. 490 feteatdhers engaged in the study and the
results indicated that 62.9% of the participantsehasufficient knowledge about breast
cancer (Temiz, 2002).

In another study conducted and sponsored by Istamtiuersity with the cooperation of
Florence Nightingale School of Nursing, Public Healursing Department, Sisli, indicated
that the women whom at risk are more confident 8EBhave less barriers, attempt to have
skills and knowledge about breast cancer, and thldie are what motivated them to do BSE
(Institute of Public Health, 2005).

Women that received social support from husbandsfopned regular checkups, and
received encouragement from family members andipilays were major users of CBE and

mammography use (Hana el at., 2000).

In one qualitative study that investigated the nimrriers hindering women from performing
screening tests, the most critical determinate® vi@ind to be fear ,anxiety ,modesty, lack of

knowledge about cancer and the screening prograck, of trust of health provider and
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strong belief in destiny (Taylor et al., 2007).

One study conducted in trial phase’s pre—postdesign in three phases; pre intervention
phase, intervention phase, and post interventi@s@hThe pre intervention phase employed
an anthropometric assessment, and designed s&dctumerview questionnaire which
included personal and socio demographic data, Ipasbry of, breast diseases, women's
knowledge, and BSE practice. The second phaseir(teevention phase): The intervention
program was constructed with the main objectiveisnjorove women’s knowledge about BC
and BSE and to promote their practice and perfoomaachnique of BSE as recommended
by the American Cancer Society. The third phasst(ptervention phase) was an evaluation
of the program; 139 females involved in the studhat result pointed out that women's
education and knowledge level were significantlsoasated with the practice of BSE (Abd El
Aziz etal., 2009).

Data gathered from 100 Arab-American women withaaxbed stages of breast cancer using
applied breast cancer literacy assessment tooljtafige in-depth interviews in order to
understand functional literacy levels on breast-@ehms (BSE), clinical breast exams (CBE)
and mammograms. The result of the educational pmgitlustrated an improvement in
women's knowledge of BSE (OR=0.15; 95% CI=0.04,0p.8nd CBE (OR=0.15; 95%
Cl=0.04, 0.54), more for women with higher eduaatidrhis confirms that women's
educational status plays a significant factor ianping educational programs to improve
knowledge on breast cancer screening and prevemtitris minority population (Arshad et
al., 2010).

3.5 Study conceptual framework

The conceptual framework consists dependent adependent variables. The dependent
variables are knowledge regarding the breast cangesk factors, symptoms, prevention

methods) ,screening tests knowledge, attitude wweaeast cancer and early detection(that
BC is a dangerous disease , feeling toward theepte®n methods "necessary or not ", the
practice, barriers that prevent women from pracgiche screening tests.

the Independent variables age-educational leretome — marital status — family history —

occupation and place of residence .
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The conceptual framework of the study is built loheae the results of literature reviews in
breast cancer KAP that indicated relationships betwthe independent variables (age,
educational level, income, marital status, familgtdry, occupation, religion) and the
dependent variables; knowledge, attitude and m&adtiat have an impact on the type of
attitude toward screening, and also the compliasfcpractice. The conceptual framework

also included barriers that will contribute to dsase the compliance or hinder women from
performing breast cancer screening tests.
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Figure: 1Conceptual framework
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3.6 Definitions of terms

Basic knowledgerefers to: understanding the topic. Attitude refés women'’s feelings
towards the disease. Practice stands for the manmvenich women reveal their knowledge

and attitude through their actions (Minnesota, 2008

Adequate knowledge of mammogramis when women provide correct statements about
availability and use of exam and how practice, wldttitude was considered appropriate
when an expressed favorable opinion and consigteafiports as example when they give a
response it would be necessary while practicing ws@ssidered adequate when women

reported undergoing it following a medical prestiap or their own will.

In this study “The evaluation of women’s knowledgjeall depend on their answers to the
guestions regarding the screening tests (MammogB@kE, BSE). If these answers were

correct and consistent then they can be descrilsetiazing good knowledge. Whereas,

attitude is considered positive when women havesitige sense towards the screening test
and show agreement with these techniques. On tieg band; practice is considered as being
complied according to universally recognized stadsiawhen women answering to the

guestions related to each one of screening testsdgociated with their current and future
willingness to regularly practice such tests andoading to recommended age (Elsie et, al.
2010).

Screening applying clinical test for asymptomatic personoirder to detect the cancer at
early stage before any symptoms emerge and itdsnskary preventive technique and it
includes BSE,CBE ,Mammogram .(WHO, 2008).

Reproductive age:the age of women 15-49 years old (WHO, 2008).

Primary health center: Primary health care is essential health care raadessible at a cost
a country and community can afford, with methods tire practical, scientifically sound and

socially acceptable (WHO, Geneva, 1998).

Primary health care center level two according to the type of service, the servicevioled

in these clinics of level two are mother and chiddlth care and immunization.
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Primary health care center level three Services provided in these clinics of level thiee
Mother and child health care and Immunization Fgrpianning, Dental care and Health
Education (MOH, 2011).

3.7 Operational definition of variables

Demographic and economic variablespart one in the questionnaire included six itexgs
following: place of residence (village, city, camppe (undefined), marital status (widowed,
married, divorced, single, separated) income lewslcupation (full time job, limited
employment, unemployed (house wife) student) etitucal level (illiterate, Elementary,
Preliminary, Secondary, Tawjihi, Middle College, adhelors, Post Graduate), Religion
(Muslim, Christian) (7 questions, P. 161).

History and experience with disease This is the second part of the questionnairel an
includes four items, two ask about the family higtand personal history of breast cancer,
while the other two items ask about the expectatiminthe size of the problem (4 questions
P.161).

Knowledge about breast canceris the third part of the questionnaire which uugs
knowledge of risk factor (14 items (American canseciety, 2012), the symptoms of breast
cancer (8 items (American cancer society; MOH, atonal material), the early detection

methods (4 items (American cancer society, 2012Hwducational material).P.162.

Breast self-examination is the fourth part which includes four main parksowledge,
practice, attitude, and barriers. Knowledge asksutlthe recommended age of starting to
perform this test, frequency of the test, the tinies technique, the sense of importance
toward the test ,and the barriers that deter wofren practicing this test (American Cancer
Society, 2012; MOH educational material) (8 iterRs)63.

Clinical breast examination is the fifth part and included eight items thaddeess
knowledge, attitude, and barriers toward clinicga@dst examination. The knowledge includes
knowledge about the recommended age to start piragtifrequency of practicing before and
after the age of 40, and times of having practitedroughout a woman'’s life. The attitude
includes 2 items about sense of importance of G, examination by male health provider

barriers. (7).The barriers include 12 items and @omwere told to choose the three barriers if
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any are affecting her decision to do CBE.P.164.

Mammogram test: is the sixth part of the questionnaire, and inekidine items that address,
the knowledge about the recommended age to s&cticing mammogram, frequency of the
test before and after the age of 40 and the agBOpfnumber of times having the test
performed during the woman’s life, knowledge whettiee women knew that this test is a

service free of charge, sense of importance amkebs(15 items).

Women’s Altitude toward breast cancer is the seventh part which included ten items
which describe the attitude of women toward whdecéd by breast cancer (10 items) and
about feeling of urgency to visit a physician ifestietected a lump in her breast, and 2 items

about women'’s expectations about whether breasiecas a curable disease or not.

Source of information: the source of information (7 item P.162.)

Summary: This chapter presents the conceptual framewotkef®tudy, and reviewed some
studies regarding the structure of conceptual fraonk; in addition it presented the

definitions of the terms that the study addressed.
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Chapter Four
Methodology

5. Introduction

This study assessed the degree of knowledge,dstiand practice toward breast cancer and
screening tests among a sample of women who hdigd/ismaternal and child clinics at
governmental clinics in four districts, (Jenin, Han south Hebron and Ramallah) in the
primary health care centers levels two, three aod. fThis chapter focused on the design of
the study, the description of the tools used, deaagement, sampling, the pilot study, and

the settings where the study took place.

4.1 Study Design /Quantitative part

Across sectional descriptive design in which bgtmntitative and qualitative methods of

data collection were used.

In the quantitative part, a cross sectional stuelycdptive is used for assessing ,knowledge,
practice, attitude of women toward breast cancdrsaneening test and to identify the barriers
that deter them from using screening tests. Cresgamal studies are two types; descriptive
and analytical. The application of any of them kHdapend on the purpose of the study. As
the researcher will collect exposure and outcomethef interest population, thus the
descriptive study will be adopted (Geta Degh, 200&lsie et al., 2010).

Qualitative part

In the qualitative study part 3 focus groups diseuss were conducted by the researcher to
identify women knowledge, attitude and practicedaobreast cancer &screening tests and to

understand the barriers that prevented them frangssreening tests.

The literature defined qualitative as an approamh clollected information about beliefs,

perceptions, and norms that are important to thgetegroup (Lagerland, 2002). There are
many tools of qualitative approaches; one of thesaduin this study is the focus group

discussions. The FGDs have many definitions imditere, described as organized discussion
(Kitzinger, 1994), group activity (Powell et, aP96), and an interaction between a group of
participants. While a focus group as a group ofividdals selected and gathered by
researchers to discuss and collect notes accotditigeir personal experience, in the topic

that is the subject of the research (Powell etl896)
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4.2. Data collection /Quantitative part

Data were collected through interviewer administeastructural questionnaire, which was
developed after reviewing previous breast canaetiss, utilized MOH pamphlets, and the
American Cancer Society recommendations 2012 a®ouptoms and risk factors of breast
cancer. Data were collected in 2012.

Qualitative part

The researcher cooperated with one research agsisfao was co-facilitator and trained by
the main researcher as note taker. The appointm@sntmade to meet each group in a fixed
day; the researcher introduced the study to eaminpgat the beginning, and then asked them
questions according to guide of FGD.

4.3 .The study tools/ Quantitative part

The questionnaire consists of six main parts:

Part one: socio-demographic characteristics of the participapersonal and family history

related to breast cancer

This part included 9 items; age, level of educationcupation, marital status, monthly
income, religion, place of residency (I.1- 7) ana titems related to the family and personal

history related to breast cancer disease (ll.1-.2).

Part two —knowledge of breast cancer

This part contains 26 items about the knowledgereést cancer. Iltems tackled breast cancer
knowledge include the risk factors, symptoms, pnée& modalities.(ll-1, 1-14), l1l-2-(1-

8), lll-4(1-4). The scale is, yes, no, and | do not\no

Knowledge of screening tests.
This part contains 12 items the knowledge on abdity of screening for breast cancer

mammography as a free service, screening intestigdria for screening. (I\-4) V 2-4 (V11-
5)
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Part 3 —Attitude towards breast cancer and screening tests

This part contains 10 items, the questions assgsonelents feeling toward breast cancer
disease, the main question asked the respondégtsu’are affected by this disease what will
you do? (V11 1-10) The scale is yes, no and d&notv. In addition, another questions about
their attitude toward the necessity of performimgdst screening tests, (3 items),6, V.6,
V1.8) the last items (4 items), tackle the attitboleard breast canceV (7, 8,9,10.

Part 4 - Practice

This part contains 6 items, for each type of sdareptests, about whether the respondents had
ever been screened, how many times and when wdaghéme they were screened. BSE
(2items) CBE, (2) Mammogram, (2itemg¢ly.4, IV.5, V.1, V.5, V16 V1.7).

Part 5 -Barrier

This part asked about the main reasons that deteremw from practicing each one of the
screening tests ,covering social and cultural factealth provider male , modesty ),
economic factors( cost of tests ) ,disadvantagei@ening tests( painful , not necessary,
lack of privacy) personal factors( carelessneask,lof time) . The barriers have been
collected from the literature review studies arairfrthe FGD. Barrier related to BSE are 11,
barriers items related to CBE are 12, and barriedated to mammogram arel5,(
IV.7,V.8,V1.9).

Part 6- source of information

This part includes the main source of informaticaimty mentioned in literature reviews, and

women’s answers in FGDs (Q.111.3).

Qualitative part /Interviewed guide in FGD

The purpose for that (FGD) is to get acquaintedmaofre factors that deter women from
performing breast cancer screening test, and alsxplore the factors that impact on their
knowledge, attitude and practices, this focus graligcussion contributed in building
comprehensive conceptual model for this study, #mel guided questions addressed
knowledge attitude and practice.

4.4 Data analysis

4.4.1 Quantitative part; Data was entered in SPSS version 17, independeiabies were
analyzed by using descriptive statistics, frequeranyd the variables are summarized into

frequency and percentage. The associations betweependent and dependent variables
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were assessed using chi-square; P value of 0.09%¥dconfidence interval was used to test

for statistical significance
Knowledge assessment

38 items were used to assess the knowledge oftbceaser and the knowledge of the
screening test. The scale assessed using thremgptes, No, | do not know, each correct
response was given a code of 1 and a wrong resgoogde of 0, | do not know a code of 0.
The level of knowledge was evaluated or computethbyOriginal Bloom'’s cut Off Points

80 — 100% - Good Knowledge

60- 79% - Moderate Knowledge

<60% - Poor Knowledge (Coscarelli & Shrock &, 20@yilford, 2011)Assessment of

breast cancer knowledge

26 items were used to assess the knowledge oftbraaser, the knowledge of risk factors
(14 items), symptoms (8 items), and knowledge altbatmain early detection methods
(4items)

The level of knowledge was evaluated or computethbyOriginal Bloom’s cut Off Points

80 — 100% - Good Knowledge

60- 79% - Moderate Knowledge

<60% - Poor Knowledge (Coscarelli & Shrock &, 20@uilford, 2011).

B. Assessment of knowledge of screening tests

The knowledge of screening tests included 12 iteamajlability of screening procedures (1
point), eligibility for screening at what age (®nts), frequency of screening (items) and
procedure of screening (litem).The level of knowgkedvas evaluated or computed by the
Original Bloom'’s cut Off Points.

80 — 100% - Good Knowledge

60- 79% - Moderate Knowledge

<60% - Poor Knowledge (Coscarelli & Shrock, 200@;jlfdrd, 2011).

C. Assessment of attitude toward breast cancer argtreening methods

There were 17 points, the questions aimed to agkesparticipants feeling towards breast
cancer and the importance of the screening tedis. participants who answered “yes”
relating to the importance of the screening teseveensidered positive attitude. The second
part which was the participants’ feeling towardsedst cancer was assessed according to the
high frequency and percentage of the most thrdefsethat women reported.
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Practice assessment

The practice was assessed by action towards sogeéon breast cancer. Those who have
performed the BSE on a monthly basis regardedatragular practice. Those who performed
the CBE regarded the American Cancer Society recamdations for each age interval.
Mammaography practice was assessed regarding tgeilaad regular practice regarded the
MOH breast cancer pamphlet.

Barriers and source of information's assessments

the percentage and frequency of the most thregeebmithat women reported toward breast
cancer screening tests ,and rank the percentagbeofource information's that women

reported were categorized in table.

4.4.2 Qualitative data

The comments were translated into English and ¢réved into Microsoft Word document.
The transcriptions and verification were only ddme the researcher; the data was then
analyzed thematically. Thematic analysis approachdata analysis was used. Reading and
re-reading of the transcripts was done to iderttigmes, the supervisor reviewed the data
analysis is reliable. The researcher also held ing=etvith her supervisor from time to time to

discuss issues around coding.
4.5. Reliability of the Questionnaire

The Cronbach’s alpha was used to assess the ihtenmsistency for each domain (Huang et
al., 2006). The Cronbach’s alpha is of this stusly6.42. The reliability values of each
domain shown in the table (4.1)

(Table 4.1): reliability co-efficient of the studytool.

Standard Number of items| Cronbach’s alpha|
Knowledge of breast cancer risk factors 14 6.0
Knowledge of breast cancer symptoms 8 6.4
Knowledge of breast Self -examination test 10 5.7
Knowledge of clinical breast examination test 5 2 6.

Knowledge of mammogram test 11 6.5

Attitude towered affected of breast cancer 3 6.9

Practice toward breast cancer screening tests 5 6.0

total 68 6.4
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The results of internal consistency of study is Imigh, factor analysis could not be used in
this study, as the main prerequisites for condgdtctor analysis are the : following first, the
variables are measured must be at an interval,ldut in this study they are nominal
variables, and the second, data must be normaliyliited and the data in this research it is
not so. Moreover, the third one is that there nmastexist a correlation among the variables
(Hof, 2012), however, in this study, there are higrrelation among the variables,. In
addition, The Multiple R for the relationship digsés that the relationship between the set of
independent variables and the dependent variable.689, which is strong. (Interview:
Qalalwa, 2013, PBSC).

4.6 Validity of the instruments

4.6.1 Quantitative part

The researcher submitted the assessment instrumantexpert panel for review, see annex
J. This panel consisted of three individuals knden their expertise in an area directly
related to cancer research, and survey designréldearcher sent a letter to each member of
the panel, attached with the study’s aim and geal$ the instrument to obtain his or her
expert opinion regarding of the questionnaire. Upeteiving responses and feedback from
the expert panel, the researcher modified the gunmmstrument according to their
recommendations. The panel of experts’ orientatiocfided altering the questions to be
close ended, categorizing the attitude, as onbeo§treening test methods.

4.6.2Creditity of the instrument/Qualitative part

According to (Patton, 2002), trustworthiness adsiesvalidity and reliability in qualitative
research, and strategies to enhance, trustfulnedside credibility and dependability.
Credibility refers to whether the researcher adelyarepresented what the participant's
thoughts, feel and do. It refers to the confideoge can have in the truth of the findings, to
ensure credibility in this study, raw data was fiedi by the supervisor creditity has also been
ensured by the supervisor and other experts irfighe, also the final report submitted to
person who has long experience in working with ©amity breast cancer projects ,and the
researcher compared one of ANERA FGD reports carduwith women in Salfit area which
conducted to understand the women attitude ,knayeleahd practice toward breast cancer

and screening tests .
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4.7 Piloting phase

40 women were interviewed in the piloting phaseemsure proper administration and face
validity of the instrument; the questionnaire fbetpiloting phase was distributed in three
regions. Women interviewed while attending gynegwplclinics in Hebron, Jenin, and
Ramallah. All women completed the questionnaireepkdor one woman in Jenin who
apologized because she remembered that her dawghtewas affected by this disease, she
said “This takes me back to the memories with mygtiter while we struggled with this
disease ". All the data collected was entered amalyzed. After analyzing the data, the
guestionnaire was modified in accordance with thentation provided by the supervisor, the
researcher and statistician. The modifications uidetl; the open ended questions were
changed to close ended, due to the different teriogy the women used due to the
differences in the levels of education. Thus, tkeearcher committed to applying the
recommendations and instructions stated by the M@Hthe American Cancer Society to be
in close ended questions.

4.8 Study Area

The study was conducted at the maternal and cleiidtiin centers in four districts: Hebron,

South Hebron, Jenin, and Ramallah. The selectiocgss was done using the list of the
primary health clinics that provided maternal healrvices (pre-post antenatal, child health
care, family planning, high risk pregnancy (MOH12)

4.9 Target population

4.9.1Study population /quantitative part

The study population consisted of all registeredmeo that benefit from all services
provided in primary Health Care centers (105,11@0) the governmental clinics
(MOH clinics) in the four governorates The primardyealth care provides the
maternal and child health services including th#ofang: pre and post natal, family
planning, high risk pregnancy and child health mes The total number of
registered beneficiaries is as in table 4.2 in tber districts (Jenin, Hebron, South

Hebron, and Ramallah):
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(Table( 4.2): Number of women

servicesn maternal and child health care clinics

registered at MOH clinics and bieef from

District Type of service Total ,women beneficiaries
Jenin Prenatal 4061
Jenin Post natal 6536
Jenin High risk pregnancy 438
Jenin Family planning 6686
Jenin Child health 5657
Total 23378
Ramallah Prenatal 3298
Ramallah Post natal 1071
Ramallah High risk pregnancy 347
Ramallah Family planning 17932
Ramallah Child health 5145
Total 27793
Hebron Prenatal 4037
Hebron Post natal 11870
Hebron High risk pregnancy 445
Hebron Family planning 8369
Hebron Child health 7825
Total 32546
South Hebron Prenatal 3250
South Hebron Post natal 8730
South Hebron High risk pregnancy 514
South Hebron Family planning 3372
South Hebron Child health 5527
Total 21393
Total population 105,110

Source of data: PHC annual report, 2010, MOH anregdrt 2011

4.10 Sampling:

4.10.1 Sample in quantitative part:

The study utilized purposive sample in selectirgydistricts and random sample in selecting
the sample and the clinics. The process in selgs@mple and clinics were applied in two
strata. The first stratum, 26 clinics were selected frod® primary health clinics from level
two and above primary health care centers. The eumbclinics and the number of patients
identified from the list of referral in June 2011iting the clinic for the first time. Thus,

according to that, 7 clinics were selected fromdbeernorate Jenin, 6 from the governorate
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of Ramallah, 8 from the South of Hebron and 5 ftbe governorate of Hebron as shown in
the table 4.3.
Second stratum: selecting 390 female patients fiatal population according to the below

equation.

t?* p*(1-p)
(e)?
196% * 05* (1- 05)
(009)°

(

(

p = proportion of true value of indicators

t = confidence level at 95% (standard value of 1.96)

E: erorr term is acceptaple

Therefore, the sample size was 390 women withirfi@ence Interval in the percentage of
95%.

15 women were selected to be interviewed in theiadj as the number 15 was calculated
according to the total sample size divided by theber of randomly selected clinics.
390/26= 15

There for, the first 15 women who visited the dimin the day of the data collection were

interviewed.
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(Table 4.3): Sample distribution

Series number Sample | Governance | Name of clinic Number
Low value | High size of clinic
value
1 15 15 Jenin Qabatia 25
16 30 15 Jenin Seliet -Athaher 44
31 45 15 Jenin Raba 29
46 60 15 Jenin Aja 34
61 75 15 Jenin Jalgmos 23
76 90 15 Jenin Etayba 3
91 105 15 Jenin Alhasmia 14
Total 105
106 120 15 Rammallah Rammallah-Aljadeda 85
121 135 15 Rammallah Berzait 68
136 150 15 Rammallah Beit Oer-Ethta 86
151 165 15 Rammallah Qarwet Banizaid 96
166 180 15 Rammallah Bleen 78
181 195 15 Rammallah Daier bzya 80
Total 90
196 210 15 South Hebron| Aimgbia 156
211 225 15 South Hebron| Alkom 97
226 240 15 South Hebron| Beit amera 133
15 South Al-semia 158
241 255 Hebron
256 270 15 South Hebron| Ras —Alasal -Elfoga 123
271 285 15 South Hebron Trama 100
286 300 15 South Hebron Em —Elkheer 139
301 315 15 South Hebron| Hmidi 141
Total 120
316 330 15 Hebron Bani Naiem 195
331 345 15 Hebron Khras 175
346 360 15 Hebron Khalet —Edar 197
361 375 15 Hebron Esah 202
376 390 15 Hebron Safa 170
Total 75
Total 390
population
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4.11 sample in qualitative part
3 focus group were selected .Each focus group staasb women selected purposively.
4.12 The Ethical Consideration

The research review committee at the School of iPubdkalth of Al-Quds University
reviewed and approved this research. The PalestMi@H granted permission to access the
selected clinics according to the above table. Tlweye assured anonymity of participants

and confidentiality of the data collected.

Participants were asked to sign a consent formreefloe commencement of the study,

showing their official approval to participate mg study.(Annex C&D)

4.13 .Data collection

The quantitative part:

The data were collectely the researcher and three female assistant obszar after
receiving training on how to fill in the questiomrea The women were given an introduction
about the research, and the women who were wilingnswer the questions signed the
consent form. The researchers reassured the wdraethe information they provide will be
dealt with professionally and confidentiality.34@mven out of 390agreed to participate in the

study.

The qualitative part of the data collection:

Purposive sampling was used in selecting parti¢goéor the FGD for each district (Punch,
2001) defines purposive sampling as a method irchvparticular settings, persons, or events
are selected purposely in order to gain importaftrmation that cannot be acquired as well

by other means.

Data collectors

Data collectors consisted of two persons; the niasearcher who took the role of the

moderator and the research assistant who was dréiypehe researcher in note taking. The
research assistant also ensured that the room elasentilated and the chairs arranged in a
circle for the focus group discussion. In the thF€eDs, the researcher did not use a tape
recorder because the women did not prefer to u3é@& FGDs were conducted following the

same pattern for three FGDs, in each FGD; intradostof everybody in the room were
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made, each person introducing herself. Then thengioules were set by the participants. The
researcher then read the consent form to the ppamits, and with the help of the research
assistant they signed the consent form. They asbriame tags on, on the tags they were
allowed to use cognomen to ensure confidentidlity,name tags were done for identification
during the facilitation of the group and, this wdsne for the purpose of assisting the
researcher during the data analysis process. THasR@nt well, everything happened as
planned. The duration time of the three FGDs wasamately one and a half hours each
one. After the FGD the participants were askedlitanfa small questionnaire which required
their demographic information. Variables on the gsjismnaire included age, level of

education, marital status, employment status, tfpamployment.(Annex F).

Summary: This chapter reviewed the study design, reseasthads, sampling in addition to

focusing on details about the quantitative anditptale approach implemented in the study.
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Chapter Five/Qualitative part
Results

Qualitative Part: Focus Groups Results of Breast Qacer& Screening Tests

Introduction

This chapter presents the main answers from the emom the three districts (Hebron,
Ramllah, Jenin), concerning their attitude, knowe@dnd practice towards breast cancer and
screening tests. It also highlighted the main duarta that came up during the FGDs from the
previously mentioned districts.

This topic is sensitive one because it is attackesth for women. The researcher took into
consideration to introduce the aim of the studyimple words and being careful in using
hard words, focused in appreciating the women vitemded while reminding them that their
participation is voluntary and should any one anthfeel uncomfortable, they were free to
leave the FGD. More over the researcher gave them to answer all while staying
emotionally connected with the women.

Three FGDs were conducted in three different ditstfiRamallah, Hebron, and Jenin. Twenty
seven women engaged in these three FGDs. This tspidghtening; the discussion is
stigmatized as it launched a taboo topic, oneitfjatts them with rays of fear. Their attitudes
toward the subject were clear from the first monw#rdiscussion, all of them were very quiet
at first, looking at each other, waiting for thdet to begin talking, and then when each one
was asked individually and the question was digk&s such, they answered. In addition,
another attitude also noticed in Jenin’s FGD; tWwthe women when invited to join the FGD,
accepted but apologized on the day of the FGD wad. iThe participants of the FGD
commented on the absence of the other particiardssaid" this topic makes us scared, so
maybe they are not brave enough to participateuoh gopi¢ . While in Hebron, as the
researcher began talking and introducing the tiflethe FGD, one of the participants, a 50
year old woman, became very nervous and withdrem the debate and she said “ | cannot
stay in this type of discussion ,| cannot belieeg/tyou could speak and work in this topic, it

is multi scary".
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The samples included young and older women. Theareker tried as much as possible for
the FGD to be homogenous; the main challengegé¢isaarcher faced were the Apprehension
of the topic; breast cancer is looked upon as aithe® issue that is not approved to be talked
of openly, thus the FGDs were not homogendie recruitment of participants was not easy
due to the type of topic; the researcher used r&twadationships and asked for help from
well-known women from the three districts to assisinviting the women to FGDs and they
did.

The women of Ramallah’s FGD were older than thddée other two FGDs; they were also
more comfortable to talk about breast cancer them dther FG. The participants from
Rammallah reported that they received more awasefresn different resources while in
Jenin and Hebron, the women suffered from lackdofcational materials, Hebron's FGD was
very conservative and there was mégprehensionabout the breast cancer topic compared
to other two FGDs. In order to decrease the appsebe amongst the Hebron FGD
participants, the researcher broke the ice by @ngafem in simple topics such as asking
them about what they had done the previous daytteidfavorite foods. This contributed to

reducing the apprehension and paved the way faretfearcher’s questions.

In qualitative analysis ten main themes and threaseibthemes were addressed as following:

5.1 Cancer accelerating

The majority of the participants considered brezsicer to have become a very common
disease in Palestine, and expected the percempageet 50%, now days; this expectation
comes from the number of cases they heard of in ¢bexmunity“ married woman,50 years
in Jenin said “ we heard of 20 women having ba#acted by this disease “ while in
Hebron they could not expect the percentage bectnescity is so big “we expected that

most cases are in the area close to Dimona”.

5.2 Curable versus incurable disease

Two attitudes appeared in the FGD; one attitudeesged by the participants was that breast
cancer is a curable disease while the other attimxpressed negativity; an incurable disease

associated with death.
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Few interviewed women justified the possibilityafre from this disease by believing that it

is dependent on early detection, mentioning thadioa¢ procedures are developing.

However, the most of interviewed women perceiveshbt cancer as a source of suffering for
a woman that leads to death. Women supported pleegeption by narrating what they had

witnessed their relatives or friends who had seffiethis vicious disease. There were women
who explained that even if a woman is cured foewa years, the breast cancer will come back
and kill her as one unmarried woman,49 years aldenin said “although a person would be
cured from this disease, it will be the main caofsdeath later, | have experience in this, one
of my relatives was cured but after some yearsdibeé from the breast cancer ,she is my
brother's wife, affected by breast cancer andivecefull treatment but after she was cured

the disease came back again”.

Majority of the women explained that the word canbg itself is a source of fear that is
overstated by the society, which leads to it be&fgrred to in people’s conversations as “that

disease”.

5.3 Fear of the risk of disrupt their family and fear from death ,and diminished

femininity .
5.3.1 Disrupt their family:

It was a common perception among the FGD that yomogen affected by breast cancer
suffer more than older ones. The women reasonddltiar women have grown-up children
who would take care of them, while the younger womehildren are still too young and

need an affectionate person who would take catkeoh.

One married woman from Hebron 36 years old saidwwery so much if we have small kids,

who will take care about them; small kids are witgiof the women affected by breast cancer

5.3.2 Fear from death

In all the FGDs, women perceived breast cancersamiece of psychological suffering for the
woman, and the women in the FGD agreed that bozamster cases were tied with death. one
woman in Jenin said "when we heard women affecyetthd breast cancer ,directly remember
the death”
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Another married woman, 40 years old in Ramall#@D said “when one is affected by
breast cancer, this exhausts her thoughts armbripes obsessive(in Arabic alwaswas )

making her full of sadness all the time ".

5.3.3 Diminished Femininity

The FGD in Ramallah expressed new issue that wasaised in the other two FGDs; which
is theimage of femininity; this is consider to be as worrying issue thatéases women'’s
fear; breast cancer brings fear of a distorted botge and loss of femininity as it inflicts a

body organ that symbolizes femininity and motherchoo

One married woman 37 years old in Ramallah sBi@&st cancer is frightening and we think

of how our shape will be distorted".

Another woman married 42 year old woman sany neighbor was affected by breast cancer
and underwent a mastectomy, she used an artifimieast”. Another woman, 50 year old
widow, reported the body changes as a result omoktigerapy” my neighbor has breast
cancer ,she looks at herself and says “my hagdse, my eye brows are gone” ,| saw her

,and felt pity for her, she looks at herself ie thirror all the time ".

5.4 Knowledge about the breast cancer

5.4.1 Comfort in acquiring breast health knowledge

In all the FGDs, women talked about seeing or Ingaabout breast cancer and breast health
examinations on TV, radio, newspapers, doctortsiati, from close relatives or friends that
have personal experience, one woman in Rammalth "egich month nurse from Qusta
Victoria came and give us information about breasicer "In addition, they talked about
attending lectures on breast cancer at nearby N€e@srning about how to do BSE from the
physician in the maternity and child health caneteses.

The participants also talked about home visitoobireach workers to educate them about
breast cancer. They expressed that their fears s@othed after acquiring breast health

knowledge and skills which encouraged them to pradireast self-examinations.

One married 47 year old woman in Jenin saidttended a lecture two years ago given by

community health workers and | was encouraged ta B&E”.
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Another married 55 years old woman in Ramallah s&dmetimes Augustus Victoria
Hospital conducts an outreach program; health ediateal sessions about breast cancer,

and they teach us how to perform a BSE and whdb tid any symptoms are noticed".

5.4.2 Cancer runs in families

Breast cancer; age is generally not recognized réskdactor for breast cancer in the three
FGDs, participants across groups consistently teddhat family history is an obvious main
factor as to whether someone might get breast can¢d the mother is affected by breast
cancer her daughter may be affected@ne married 26 year old woman in Jenin visited a
doctor upon discovering a lump in her breast linkaaiily history of breast cancer from a
conversation she had with her physicidihe doctor askedif there are women or close

relatives affected by breast cancer”.

The participants did not recognize that an unhgditbstyle could be attributed to increasing
the chances to be affected with breast cancer. Oméy29 year old married woman from
Hebron mentioned smoking, while most of the pgvacits were generally unsure what the
main risk factors of breast cancer are, but mamigg@ants were well informed that family

history is a key risk factor of breast cancer.

Lack of awareness regarding the risk factors farcea however, is obvious for the three

groups.

Some women reported that vegetables and fruitsdeys are full of hormones that cause and
increase breast cancer cases. This point creatbate among the FGD women in Jenin.
One 50 year old woman in Jenin said thtae“fruits grow so fast now days due to the use of
hormones; all types of cancer are caused by thie tyf vegetables and fruitst\/hile another
unmarried 49 year old woman saithdny people eat fertilized fruits and vegetables Were

not affected’and she mentioned an exampdme school girl was affected by breast cancer,

and she hasn’t been exposed to so much fertilizedlipe ".

The participants were not well informed regardihg tisk factors. They only knew of the
genetic factor, while they had no information canasg the other factors. Only one 37 year

old woman from Hebron reported that contraceptis [ be a risk factor “have a small
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lump, when | visited the doctor he ask me if | badn taking contraceptive pills for long time
, and that is how | became aware that the contréeeill is a risk factor”.

Knowledge and awareness was considerably higherngntbose who had personal
experience with breast cancer or (through a frienthmily member). In fact, almost half of
the participants reported that they knew someortbair immediate family or a family of a
close friend that had been affected by breast catf@aee young woman 29 years old in Jenin
said“l went with my sister in law to the doctor becawe has a lump and the doctor told us

about the risk factors”.

5.5 Knowing Symptoms

Women in the FGD wera little more aware about the breast cancer signs and sgmapAll
participants reported the main symptoms which itdelu
“Pain in the breast; finding a tumor; retracted nipp change of the nipple color or

shrinkage, new lump or mass”

Many women in the present study recognized a lumpe breast or under the arm as a sign

of ‘illnesses”, but they did not know that this ¢tdgignify breast cancer.

One 37 year old woman in Ramallah’s FGD reported #he was referred to the hospital
when the doctor found a lump in her breast. Anotin@man,

40 years old, in Ramallah saitif a mass is painful then it is fat tissue, iftrtbis would be a
sign of cancer Also, they reported redness in the nipple; mpoatl women mentioned the
mass or lump in the barest as a main symptom. 43ngear old woman in Ramallah said
“my neighbor has breast cancer. She allowed me to &dlow her nipple has secreted black
and green discharge”. Another married woman, 39 years old, in Jenin’s F@éntioned

that the nipple “may be inverted ".

Some misconception of perceptions of the symptont their seriousness, as in Hebron

group reported that dizziness is one symptom dddireancer.
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5.6 Attitudes

5.6.1 Anxiety and fear

In this question the research are aware aboutdhisitive question ,used smooth and
common traditional quotations like (God bless ypun )addition to giving the participants the
choice to putting this question upon their choigeany did not want to answer she has the
decision.

When the women were asked about their feelingay tivere to have known they had breast
cancer. They became very anxious and their fagjatession changed with complains from
hearing such a question. The word breast cancesesatinem to feel restless, anxious and
uneasy; the mere stating of the word would resulyetting the disease. Whenever anyone
mentioned this it was left without being questioraad it put a lid on the discussion;
“please” one 36 year old woman in Jenin sdidannot be involved in this type of question”
breast cancer is still a taboo subject, the wortteaby itself is a source of restlessness and

anxiety among women that is overstated by the conityu

The women in the three focus groups used manyeguotdescribe their reaction should they
be affected by breast cancémvould break down completely, with fear and besugred,
general fatigue and extreme hopelessness".

5.6.2 .God “Allah” is a common word in the FGDs

The name of God was a common expression heardl ithelFGDs. Women in FGDs
expressed that breast cancer is destiny and byliginj a common dominant expression “we
believe in our God’ The women’s discussions were under the umbrélideir beliefs in
God, destiny, faith and religion. Their expressiairsulated around God protect us from
such a disease” and ‘Maybe I'd have a nervous breakdown (in Arabic Emhyat | would

derive my strength from my strong fdith

The women expressed their attitude towards thesbszaeening test judging it unnecessary
based on their umbrella of beliefd. Will not do any type of examination, | believeny

God” said a 47 year old married woman from Jenin.

Finally, the discussion was concluded with a religi stain; with a strong unanimous belief

that God will handle their destiny and recoveryeTtelief in destiny and that God is the
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protector , later impacted in accepting that breaster is density ,thus screening tests are not
necessary from their views , which means that woheeve a negative attitude toward breast

cancer regarding their religious beliefs..

5.7 Awareness about early detection tests of breastincer

Lack of sensitization of the early detection testsept for the test of BSE, and as majority of
the women thought that the cost of screening hadiectly affected the performing of
breast cancer early detection methptst the most commonly breast cancer early detection

method was breast self-examination.

During the FGDs, two unusual answers came fronwii@en regarding early detection. One
32 year old married woman sdithe cleaning of the breast prevents breast cantem
happening”. While a 44 year old married woman from Ramallatd sy mother in law
advised me to use a type of plant called Arum Yatoprotect myself from breast cancer”.
All of the participants confirmed knowing that thelf-breast examination test is one method
for early prevention of breast cancer.

Lack of support and seriousness for this disease stawn by a 41 year old woman in
Ramallah bne day | felt a pain in my breast, my mother i tald me, to drink any type of
herbs and I'd be ok”.

5.8 BSE

Most of the participants have known that breadtesedmination is a screening method for
the early detection of breast cancer. However, wasked about breast self-examination,
most of these women said they did not practicedtreelf-examination, but the majority of

the participants have fair information about thehteque of breast cancer.

All of the participants know the breast self-exaation technique and the suitable time to
perform it, but only two participants practice thmgthod regularly, these two are in Hebron;
one said it was her husband’s career that had gadtmon her, as he works in a cancer
department of a hospital. While the other was bseaane of her close relatives has breast

cancer, Her experience encourages me to do the breasesgalfination test”.

Moreover, most of the women have some informationhow to perform the breast self-
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exam; they received the information from brochui@sor from friends and health awareness
sessions in clinics. In the FGDs there was no c@anpé from the women concerning the

BSE, as half of the women had done it before bubnaa regular basis.

The attitude toward BSE is positive deeming it talMest for early breast cancer symptoms
detection and as the women agreed sayihgiVe signs if you have something in your

breast".

5.9 CBE

The women lack sensitization about this type ofyedetection test. The majority of the
respondents have not heard about this type of datlction, so the researcher rephrased the

question in a different way "Has anyone of youteia physician to examine her breast?”.

One woman in each of the FGDs of Hebron and Jemevkthat clinical breast examinations

are called "the examination that have done by pie/ss".

5.10 Mammogram limited knowledge regarding screeng tests.

In the two FGDs in Jenin and Hebron, lack of knalgle about the mammogram technique
was evident, as they did not have accurate infaamaabout the instructions of a
mammogram, and they tried to guess the answersleWheé Ramallah FGD had fair

information.

One 27 year old womain the Hebron FGD knew about mammograms since hebdnd
works as a nurse in the breast cancer departmeBtedtfJalla’s hospitaMhile two women
in Jenin knew about the mammogram from their expee” one woman said the wife of my

uncle had this examination done”.

5.11 Barriers affecting the practicing of Early Deection Measurements
5.11.1 Children are coming first

The women prioritize children and family needs firabic Alythar) placing them before
their own health. Women claimed that if they hameugh resources they would take care of

their own health. However, when there is limitedneg women prioritized their children’s
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and family’s needs and neglect their own healthnWio used these quot€4t is not of the
first priorities, kids are the first priority" eaclone has children, our children are more
important than us’Another woman saitthe treatments are costly, because money should be

spent on important issues”.

5.11.2 Fear of Finding Symptoms

Women in all the FGDs discussed the fear of findipgnptoms as a barrier that stopped them
from practicing breast self- examinations. Womelketé about avoiding palpitating their
breasts or going for CBE or mammography becausefdaed finding a lump.

A 47 year old married woman sdifl you are scared of monkies you will see one aury
way”.

The women in the Hebron FGD agreed that fear isntiaén barrier stopping them from

looking for symptoms "95% have a fear from explgrany symptoms".

The participants in Hebron reported that all woraes scared of breast cancer. A 29 year old
woman from Hebron sail saw women tore a prescription a nurseuld givethem for a

breast examination in front of my eye , after tleawe the clinic”.
5.11.3 Feel Safe from the Disease

They felt safe from breast cancer and did not <&8E or mammography screening because
they did not feel any symptoms or because theydareg BSE at home and not having

noticed any abnormal changes in their breasts.

One 36 year old woman from Jenin sdiil by the breast self-exam, something is found, |

would go, but if nothing is wrong, why should Itgayet a clinical examination?”

Women also expressed that they felt safe when #wmults of their first CBE or
Mammaography screening was negative and becausabthey did not feel a need to go for

periodic examinations.

5.11.4 Personal Barriers

Other reasons such as carelessness and lazinasklitron to forgetfulness due to having

many chores keep them busy and distracted them fnauticing SBE, seeking CBE or
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having a mammography. One 29 year old woman imJesid “my sister in law has a breast
problem and she asked me to come to take thentestlinic but | did not do that because |

was busy with so many things

5.11.5 Cultural barriers

The issue of modesty and prudery is highly valuedesthe women were not comfortable
exposing their breast to a health provider. A 48ry@d woman from Jenin said &m too shy
to expose my breast".

5.11.6 Mammogram has side effect

In some FGDs, the women perceived mammography ewdion as painful and harmful. The
women explained that such worries about possibtenfud effects of x-rays were confirmed

by their physicians.

One 45 year old woman from Ramallah said thhe “nurse did not give me any support
during the mammogram, which was very pain#l49 year old woman from Jenin saidyé
hear that if a woman undergoes a mammogram more tmce, the x-rays would have a

negative impact on her health later on”.

5.11.7 Health Services /short falls

Lack of privacy

The women talked about the lack of respect, privacy confidentiality from their health
care providers when they go to conduct a mammog@meening at MOH clinics. A 55 year
old woman from Ramallah sdidtook off my clothes for the mammogram, but the
mammogram technician left me with the door opentaghn talking with the nurse, | felt so

shy, this is my experience”.

Lack of quality

The mammogram devices at MOH clinics lack qualitgaading to the participant’s views.
“When we have the mammogram done at an MOH clamic, show it to a private phycain,
the physician would say they do not trust the dqualf the MOH mammogram devices. They

would ask us to redo the mammogram in a privatacli

Two of the women have had CBE conducted by a ferplaysician. A 42 year old married
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woman from Hebron saidfe physician’s examination was not satisfyingidl bt like the

quality, of the examination, she did it quicklyddrwas not comfortable”.

Women are more concerned and have a fear of redfutieast cancer, and they tend to rely

on breast self-exam rather than mammography tatatereast problem.

Despite the barriers mentioned above, fear renthmslominant one among women targeted

for the screening. This fear comes from the polisiuf finding out that something is wrong.

5.11 Family and Social Support towards Seeking BresaHealth Care

In all the FGDs, family and social support appeacetle a motivator that enabled women to
overcome their fear and reluctance of seeking biezath care. The women experienced and
appreciated receiving encouragement from their &b or their mothers to practice breast
health care. They talked about daughters and dmrtismost of them reported that their
daughters were more supportive than their sons amom Rammalla 'my daughters are
more supportive and felt with me when | testedItimep"

Summary:

This part represented the main findings of the F@&Ms&ards breast cancer and the screening
tests, knowing about the Palestinian woman’s le¥ehformation regarding breast cancer as
well as their attitudes, paired with their quotato This type of approach assists the

researcher to dig deeply into the women'’s attitioseered breast cancer.
Part: survey results

This part is divided in two sections, section oggresents the frequencies for the variables of:
Knowledge, Attitude and Practices, and the barriene second section represents the of the
relationship between the dependent and indepenaeiables, by using Chi-square.

5.1 Statistical Analysis

Out of 390 women enrolled in this study, 341 wevailable for the final analysis with a
response of (87.2%). To achieve the purpose ofsthdy, frequency and percentage were
used for the descriptive result, Chi-square to stigate the relationship between dependent
and independent variables, The ANOVA test was seduo investigate the relationship in
this study because this test should evaluate thablas which were interval or ratio scaled
(Park, 2009). Thus, in this test, all the varialdes nominal and not interval. In such cases,

Chi-square test is recommended. The Chi squarequisite sample size must be large
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enough so that the expected count in each celleiater than or equal to 5.In this research,
more than 90%, of the cell is greater than or etjuél To test for more significance, we used
approximations which are the likelihood ratio stti the Pearson’s chi-square statistic and
linear by linear association ( Sachan & BhattachaP¥)12)In addition, to verify that there is
an association between independent and dependeablea a confounding variable was. A

level of p<0.05 was considered as statisticallyisicant.

To evaluate the level of knowledge, we applied Bimcut Off Points. 80 — 100% - Good
Knowledge,60, 79% - Moderate Knowledge, <60% R¢oowledge (Coscarelli & Shrock,
2000; Guilford, 2011), yes is consider as rightvaers. While assessing the participants’
attitudes of those who answered “yes” relatingh® importance of the screening test were
considered positive attitude. The assessing of gamedtice according to ACS for each
screening test were as following, for those whoehperformed the BSE on a monthly basis
regarded it as a regular practice, while those pdrdormed the CBE, we considered each age
interval according to ACS, however mammography ficacvas assessed, according to MOH

breast cancer brochure, taking into consideratgena the women.

6.2 Demographic details of the respondents

The socio demographic characteristics of partidipane shown in Table (9) which included
residency, education, occupation, age, religionitalastatus and income. The mean age of
the women was, 33, median age is 31 and the majofithe participants were in the age
group of 20-29, representing 41.5% of the samplest\vbf the participants (86%) were
married ,while 36 ( 11%) of the women from the shamgre single, part of the women
brought child from their families while others aresured menopausal women who were
coming for consultancy from family planning or timeirse in the clinics about health
problems. And Muslim (100%). Most of the participaifeducation levels were Tawjihi 23%.
The majority of participants income is up to 1598 N37.9%.Th.e result showed that most of
the respondents were house wives-unemployed (78%4djpr the rest of the sample, (10%)

had full time jobs, (6%) had part time jobs, whif€6) were students.
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(Table 6.1-A): Socio-demographic characteristics ahe study group

ltem Number/ Percentage
Residency

City 34 (10%

Village 300 (89%

Camp 4 (1%)

Total 338

Age group Number/ Percentage
20-29 137 (41.5%)

3C-39 115 (34.8%

40-49 48 (14.5%

50-59 16 (4.8%)

60-69 6 (1.8%)

Total 322

Marital status Number/ Percentage
Single 36 (11%)

Married 292 (86%

Widowed 4 (1%

Divorced 4 (1%)

Separated 41%)

Total 341 (100%)
Education level Number/ Percentage
llliterate 4 (1%)

Elementary 21 (6%

Preliminan 69 (20%

Secondary school 59 (17%)

Tawijihi 78 (23%)

Diploma 34 (10%)

BA 72 (21%)
High educatior 4 (1%

Total 341 (100%
Occupation Number

Full job more than 35hours /week 34- (10%)
student 23 (7%)
Part time 19 (6%)
House wife —unemployed 264 (77%)
Total 340 (100%)
Income

up to 1599 NIS

128 (37.9%)

1600-2399NIS

87 (25.7%)

240(-339¢ 84 (24.9%
3400-439¢ 13 (3.8%
4400 and abo\ 26 (7.7%
Total 338 (100.0%)
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6.3 History of Breast Cancer

The results indicated that (18.8%) of the partioigahad family history of breast cancer,
while (81.2%) had no family history of breast can¢¢owever, (12.2%) 6.2.

(Table 6.2): History of Breast Cancer.

Are any of your relatives
(first degree relatives:
ltem daughter, sister, aunt mothe| Total
affected by breast cancer?
Yes No
Frequency 64 276 340
Percent 18.8% 81.2% 100.0%

Most of the participants in the study (81.8%) kniaat breast cancer is the most prevalent
cancer in Palestine among women. While (91.5%heftomen agreed that breast cancer is a
dangerous disease.

6.4 Risk Factors Knowledge

The results regarding the knowledge of risk factssg prompted questions indicated that
(69.8%) of the sample knew that BC occurrence msee with increasing age, (65.9%)
believed that family history play a role in the ooence of BC. The knowledge regarding the
late or early menarche occupied the percentage2¥3040.0%) respectively. The other
factors percentages are having a diet high inldak of physical activity, smoking (-60.4%,
54.5%-, 77.1%) respectively. The other factors arertility which formed (51.2%),
consumption of oral contraceptive occupied (62.1#b)Je hormone therapy after menopause
indicated (67.1%), and having a child at a lateiade&ated (44.3%),the highest percentage is
the breast feeding (81.2%)
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Table (6.3): Shows the result of risk factor knowldge of Respondents

Is the BC a prevalent

Do you know that the BC|

. . Advanced Inherited (family
disease among women in presents a danger on age(aging) history)
Palestine? women'’s health? gelaging y
Frequency/
Frequency/ Percent Frequency/ Percent Percent Frequency/ Percent
Yes 279 (81.8%) 312 (91.5%) 238 (69.8%) 224 (65.9%
NO 52 (15.2%) 20 (5.9%) 71 (20.8%) 98 928.8%)
| do not know 10 (2-9%) 9 (2.6%) 32 (9.4%) 18 05)3
Total 341 341 341 340
. . Lack of physical | Hormone therapy after
Infertility Overweight activity menopause
Frequency/ Percent Frequency/ Percent Egﬂ:ﬁ?cw Frequency/ Percent
Yes 174 (51.25) 183 (53.7%) 186 (54.5%) 228 (67.1%)
No 111 (32.6%) 107 (31.4%) 102 (29.9%) 49 (14.4%)
| do not know 55 (16.2%) 51 (15.0%) 53 (15.5%) 68.5%)
Total 340 341 341 340
Early age at menarche(12Late age at menarche Recent oral .
) Breast feeding
years old (after 55 years old) contraceptive use
Frequency/
Frequency/ Percent Frequency/ Percent Percent Frequency/ percent
Yes 103 (30.2%) 136 (40.0%) 211 (62.1%) 277 (8).2%
No 147 (43.1%) 123(36.2%) 79 (23.2%) 47 (13.8%)
| do not know 91 (26.7%) 81 (23.87%) 50 (14.7%) (3.0%)
Total 341 340 340 341
. . . Alcohol First birth at late age
High fat diet Smoking consumption (30 years old
Frequency.
Frequency/ Percent Frequency/ Percent Frequency/ Percent
Percent
Yes 206 (60.4%) 263 (77.1%) 231 (67.9%) 151 (44.3%)
No 90 (26.4%) 49 (14.4%) 56 (16.5%) 123 (36.1%)
I do not know | 45 (13.2%) 29 (8.5%) 53 (15.6%) 69.6%0)
Total 341 341 340 341

6.5 Knowledge of Breast Cancer Symptoms

The results concerning the knowledge of breast erasgmptoms indicated that finding a
lump in the breast was (96.5%), nipple discharg®loody discharge was (77.1%), nipple
pain was (65.3%) and noticing thickening of theastewas (51.8%). Other symptoms
included skin dimpling, (56.8%), thickness of biteskin is (53.5%), redness (52.1%) and

breast or nipple pain was (71.5%) (Table 6.4).
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(Table 6.4): Respondent’s knowledge of symptoms

Skin' dimolin Thickening of breast| Redness, irritation, of Breast or niople pair
Ping skin nipple or breast skin Ppie P
Frequency/ Percent Frequency/ Percent Frequemrgent Frequency/ Percent
Yes 193 (56.8%) 182 (53.5%) 177 (52.1%) 243 (71.5%)
No 82 (24.1%) 79 (23.2%) 99 (29.1%) 67 (19.7%)
| do not know| 65 (19.1%) 79 (23.2%) 64 (18.8%) 8@%0)
Total 340 340 340 340
_ Nipple discharge or | . . Thickening of the
Lump in the breast bloody discharge Nipple pain nipple
Frequency/ Percent Frequency/ Percent Frequemrgent Frequency/ Percent
Yes 329 (96.5%) 262 (77.1%) 222 (65.3%) 176 (51.8%)
No 7 (2.1%) 50 (14.7%) 103 (30.3%) 96 (28.2%)
| do not know| 5 (1.5%) 28 (8.2%) 15 (4.4%) 68 (20)0
Total 341 340 340 340

6.6 Respondent’s knowledge of Early Detection Metlus

The early detection methods are represented asvioky according to those who answered

yes; BSE (91.8%), mammograms (7% and (85.6 %) of the women were aware of the

clinical breast examination .

(Table 6.5): Distribution of women’s knowledge legl regarding early detection methods

of Breast Cancer

Variable Frequency/ Percent
Yes 313 (91.8%)
o No 24 (7.0%)
Self-examination test
| do not know 4 (1.2%)
Total 341 (100.0%)
Yes 291 (85.6%)
o | No 44 (12.9%)
Clinical breast examination
| do not know 5 (1.5%)
Total 340 (100.0%)
Yes 253 (74.6%)
N 17.1%
Mammograms © %8 ( )
| do not know 28 (8.3%)
Total 339 (100.0%)
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6.7 Source of Breast Cancer Information

Women reported that they received breast cancernidtion as follows; (33%) reported
television, while (10%) from the internet, (11%prn the radio, (16%) from friends and
relatives. (10%) of the women reported being infednfrom printed press, (18%) from health

providers, while (2%) reported that their own ex@ece with the disease was their source.

(Table 6.6): Source of Breast Cancer Information

Variable Frequency / Percentage
TV 251 (33%)

Health providers 140 (18%)

Friends and relatives 123 (16%)

Radio 83 (11%)

Printed press 76 (10%)

Internet 73 (10%)

My experience with this disease 15 (2%)

Total 761 (100%)

6.8 Knowledge of Breast Self-Examination

The first sub question related to breast self- emation information was the right age, which
is 20 years oldccording to the American Cancer Society; to bg@giriorming BSE, (30.5%)
of the participants provided the right answer. Hezond item concerned the timing of
performing BSE, and (50.7%) of the women responalitl the correct answer reported that
BSE should be performed once monthly four days dlffte menstrual cycle end. (69.3%) of
the participants think they know how to perform tBSE. The fifth item concerned
performing the BSE monthly and regularly, (44.2%3wered they did ,see annex J :regular
practicing of BSE monthly regarding the age .Thxhsitem asked of the number of times the
women actually performed BSE during the past 12 thoonly (21.6%) of them answered
correctly; (monthly). Furthermore, the seventh gein concerned realizing the importance of
BSE as a method for early detection of breast aaf@8.4%) responded with yes. (69.8%) of
the respondents have known the technique of stgmdifront of a mirror to perform the BSE,
while, (12.8) of the respondents have known thehrigjue of standing with their arms
slightly raised to perform the BSE. Moreover, @P3) have known the technique of putting
their arm behind their head for the BSE. As for th&rriers hindering women from
performing BSE, the six most highlighted barriererey “I do not have breast problems”
(20.8%), “carelessness” (16.6%), “Laziness” (14.8%ears of detecting symptoms “
(14.1)and (11.5%) said “My God protects me”.
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(Table 6.7- A): Knowledge of Breast Self-Examinatio.

At what age should a woman begin breast self-
examination?

Frequency/ Valid

Percent

20 104 (30.5%)
30 77 (22.6%)
35 102 (29.9%)

| do not know 58 (17.0%)
Total 341 (100.0%)

How often should breast self-examination be perfored?

Per week

26 (7.6%)

Monthly, four days after the end of menstrual leyc

173 (50.7%)

Per two month s

72 (21.1%)

| do not know

70 (20.5%)

Total

341 (100.0%)

Do you know how to perform Breast Self -ExaminationBSE)?

Yes 233 (69.3%)
No 103 (30.7%)
Total 336 (100.0%)

Mention the main steps to performing BSE

Standing in front of a mirror with hands pressimgfy down
on your hips, look at your breasts for any charujesze,
shape contour.

164 (69.8%)

Standing with your arm only slightly raised so yaan easily
feel in this area, , look at your breasts for angrges of size,
shape contour

30 (12.8%)

Put your arms behind your head, stress your bodsclas, and
notice any changes in your breast

41 (17.4%)

Total

235 (100.0%)

Do you perform or practice self-breast examinatiormonthly
and regularly?

Yes 111 (44.2%)
No 140 (55.8%)
Total 251 (100.0%)

How many times have you practiced BSE in the pas2lmon

ths?

Monthly

47 (21.6%)

One per two months

24 (11.0%)

Twice or more per year

38 (17.4%)

Five times during five years

3 (1.4%)

Undefined

106 (48.6%)

Total

218 (100.0%)
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(Table 6.7- B): Knowledge of Breast Self-Examinatia.

At what age should a woman begin breast self- Frequency/ Valid
examination? Percent

Is the BSE important and assists in early detectioof

breast cancer?

Yes 225 (93.4%)
No 3 (1.2%)

| do not know 13 (5.4%)
Total 241 (100.0%)
Why did you not practicing breast self-examinatiorregularly?

| do not have breast problem 166 (20.8%)
Carelessness 133 (16.6%)
Laziness 117 (14.6%)
Fears of detecting any symptoms 113 (14.1%)
My God protects me 92 (11.5%)

| am still young to perform such examination 468%5)
Unsure about its benefit or accuracy 42 (5.3%)

| don’t have enough knowledge about this examimatio 40 (5.0%)
Time consuming 23 (2.9%)

| have not been advised for doing so 19 (2.4%)
Embracement to see my breast in mirror or touch 1.@%)

Total 799 (100.0%)

6.9 Clinical Breast Examination Test Information

The first sub item was “Have you ever had your sig@xamined by a physician or nurse?”
only (28.5%) answered yes, see the Appendix-J peage of women examined breast by
physician or nurse regarding the age .The secobditemn was “At which age should a
woman begin performing CBE (55.4%) answered correctly20-30 years old. The third
item was “Do you know the number of times the bieabould be examined by a physician
or nurse prior to the age of 40?” (70.4%) answeredectly, the forth sub item “Do you
know the number of times the breasts should be meahby a physician or nurse after to the
age of 40”. The fifth sub item was “How many tingid you have your breasts examined by
a nurse or physician during your life?” (68.3%)tloé participants replied saying they did not
perform it at all during their life. The sixth sutem was “Do you believe it important to
perform CBE by a nurse or physician?” to which 492) responded with yes. The seventh
sub item was “Would you allow a male physician perf CBE for you?” to which (57.6%)
answered yes. The eighth sub item was the bahiadering women from performing CBE;

the five most highlighted barriers were “I do navk breast problems, and no one advised me
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to do so” (22%), “My God protects me” (14%), “Fefaom detecting symptoms” (14%),

“Laziness” (14%), and “Financial cost; | have otpeprities” (15%) .

(Table 6.8.A): Clinical Breast Examination Test Inbrmation

Item

Frequency/ Valid Percent

Have you ever had your done your breast examinatiohy doctor or nurse?

Yes 97 (28.5%)
No 243 (71.5%)
Total 340 (100.0%)

At which age should a woman begin performing CBE?

20-30 189 (55.4%)
35 111 (32.6%)
| do not know 41 (12.0%)
Total 341 (100.0%)

physician or nurse after the age of 40?

Do you know the number of times the breasts shoulide examined by a

once from 1-3 years

240 (70.4%)

| do not know

101 (29.6%)

Total

341 (100%)

during your life?

How many times did you have your breasts examinedyta nurse or physician

1-3 times 88 (25.8%)
3-5 times 9 (2.6%)
More than 5 times 6 (1.8%)
Never 233 (68.3%)

| do not know 5 (1.5%)
Total 341 (100.0%)
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(Table 6.8.B): Clinical Breast Examination Test Inbrmation

Item

Frequency/ Valid
Percent

Do you believe it important to perform CBE by a nurse or physician?

Yes 314 (92.4%)
No 26 (7.6%)
Total 340 (100.0%)

Would you allow a male physician perform CBE for yau?

Yes

194 (57.6%)

No

143 (42.4%)

Total

337 (100.0%)

What are the barriers hindering women from performing CBE?

| do not have breast problems, | have not beersadvior
doing so

179 (22%)

Financial costs and | have other priorities

120 (15%)

My God protects me

118 (14%)

Laziness

115 (14%)

Fears of detecting any symptoms

114 (14%)

Embracement Because the health provider is man

(6%3

| am still young to perform such examination 496
The examination needs time 26 (3%)
| don’'t have enough knowledge about this examimatio 18 (2%)
Unsure about its benefit or accuracy 15 (2%)
| don’t want anyone to know about my disease 9 (1%)
I've heard it is painful examination 8 (1%)

Total

817 (100%)

6.10 Information about Mammogram

The first sub item was “recommended age for mamaragexamination”, to which (16.1%)
of the women answered correctly, above 40 yearaotdrding to the MOH protocol ) The
second sub item was “How often should a mammogrampdsformed after the age of 40 to
which (28.7%) answered correctly. The third sulmiteas “How often should a mammogram
be performed after the age of 50?” to which itns@a year (54.9%) answered correctly. The
forth item was “Do you know that mammogram tedtée of charge at MOH clinics in West
Bank?” to which only (37.5%) said yes. The fifttbdtem was “have you had a mammogram
performed at the age of 40 and above?”(47.3: Tkl sub item was “the number of times
you examined your breast by mammogram?” to whiehl@) of women answered “never”.

See Annex J: distributing of practicing of mammagraccording to the age. The eighth sub
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item was “Is the mammogram important in assistingd detecting early breast cancer?” to
which (83.6%) answered yes. The ninth sub item aEmit “barriers hindering women from
performing mammogram”, to which (25.3%) respondddaft’ of detecting symptoms”,

(13.2%) reported that “laziness” was their reasdfi.7%) said “I am still too young to

perform this test”.

(Table 6.9- A): Information about Mammogram

Item

Number / Percentage

Recommended age for mammogram examination

Above 40 years old

55 (16.1%)

Above 45 years d

36 (10.6%

| do not know

101 (29.6%

Total

341 (100.0%

How often should a mammogram be performed after thage of 40?

Once per two years

96 (28.7%)

Once per three years

45 (13.4%)

Once per year

194 (57.9%)

Total

335 (100.0%)

How often should a mammogram be performed after ta age of 50?

Once per a yes

184 (54.9%

Once per two yeal

90 (26.9%

Once per three years

61 (18.2%)

Total

335 (100.0%)

Have you had a mammogram performed?

Yes 36 (10.6%)
No 304 (89.4%
Total 340 (100.09)

The number of times you examined your breast by mamogram?

Once

27 (9.2%

Twice

6 (2.0%)
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(Table 6.9- B): Information about Mammogram

Item Number /Percentage
More than two 1 (0.3%)

Five times 13 (4.4%)

Nevel 248 (84.1%

Total 295 (100.0%

Is the mammogram important in assisting and detectig

early breast cancer?

Yes 285 (83.6%)
NO 56 (16.4%)
Total 341 (100.0%)

The barriers hindering women from performing mammogam

Fears of detecting any symptc

147 (25.3%

Lazines 77 (13.29)

| am still young to perform such examina! 68 (11.7%

| do not have breast probl 63 (10.8%

Unsure about its benefit or accuracy 61 (10.5%)

| have other prioritieand the cost is high 49 (8.4%)

The examination needs time 41 (7.0%)

I've heard it is painful examination 23 (4.0%)

| don’t have enough knowledge about this examim 19 (3.3%

| have not been advised for doi 12 (2.1%)
Embracement Because the health provider i< 10 (1.7%

God Bless mi 9 (1.5%

| don’'t want anyone to know about my disease 3%0.5

Total 582 (100.0%)

Do you know that mammogram test is free of chargeni | Yes | No% | do not know %
MOH clinics 37.5| 414 21.0
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6.11 Women’s feelings and expectations towards beimffected with breast cancer

The main three attitudes most obvious were; “| &l scared” (31.9%), “I will suffer from a
nervous breakdown” (11.3%), “I will consult a phyigin immediately” (27.3%).

(Table 6.10 ):Women'’s feelings and expectations towards beirgcédtl with breast

cancer
Item Frequency/ Percentage
1. 1 will be scared 211 (31.9%)
2. 1 will suffer from nervous breakdown 75 (11.3%)
3. I will not tolerate that 65 (9.8%)
4. | will consult a physician immediately. 181 (27.3%)
5. I will ask help from my relatives and friends 42 (6.3%)
6. | will use traditional and local therapeuticnedies 5 (0.8%)
7. 1 will go to the mosque or church and pray fodg 10 (1.5%)
8. | will perform mastectomy 11 (1.7%)
9. | will not do any thing 13 (2.0%)
10.1 will accept that, because it is my fate 49 (7.4%)

662 (100.0%)

6.12 If you feel a lump in your breast, how fast yo will go to see physiciaf

According to the participants’ answers, (69.7%)dstiey would go on the same day.
(22.1%) said they would go within a week. As for tivomen who responded with

“within a month” and “I do not know” gave the sampercentage of (4.1%).

6.13 Do you believe that breast cancer only occufsr the aging women?

When the women were asked whether they believadtkast cancer only occurs for the
aging women, (60%) answered yes. (23).

6.14 Do you believe it rare for a woman with breastancer to live more than five years?
When the women were asked “do you believe it rar@afwoman with breast cancer to live
more within five years?”(42.8%) of them respondethwes.

Table (6.11): women response about that breast cancer asleutisbase .

Frequency/ Valid Percent

Yes 146 (42.8%)

No. 195 (57.2%)
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6.15 Part two: relationship between knowledge asptscof breast cancer and screening

tests and demographic variables.
Chi square was used to investigate the relatiosshgween the dependent and independent
variables, in addition the co-founder was used xplan the impact of the demographic
variables (age, income, education marital status)he knowledge ,attitude and practice
,however ,only selected questions tested by théowoder (selected questions from the
sections of knowledge, practice).
6.15.1 The relationships between knowledge of braasancer & socio demographic

variables

The table (6.14) addresses the research questio® ‘tAere relationships between

demographic variables (age, residency, educatienal, religion, marital status, occupation

and income) and the level of knowledge of breastcen risk factors? “The Chi-square

analyses were conducted in order to address temareh question. The study shows, the
variable which was significant was the level of eation (.0490). Age(.0006) and the income
(.0522)

(Table 6.12): Knowledge of breast cancer (Risk facte of breast cancer)/ associated

with Demographic variables

1600-2339 NIS
Above 2400NIS

55(63.2%)
75(60.97%)

32(36.78%)
48(39%)

Variable Yes No P-value
Education

Less than tawijit 17(16.7% 85(83.3% 0.049(
Tawijihi 50(37.6%) 83(62.4%)

Above twajihi level 77(72.6%) 29(27.3%)

Age

20-29 80(55.17%) 65(44.8%) .0006
30-39 70(60.86%) 45(39.1%)

40-49 35(72.9%) 13(27%)

Above 49 13(59.09. %) 9(40.9%)

Income

up to 1599 NIS 76(59.37%) 52(40.6%) .0522

The table (6.13) Thetable shows the strength of the relationship wiaictounted to 12%, a
statistically significant amount of interpretatiohany changes to the dependent variable of
the so-called (R) square, thus the strength ofréltegtionship achieved is very suitable to
explain the impact of the factors (income, ageupation, education) on the knowledge See

Appendix M
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Table (6.13): the relationship between knowledge anthe independent variables to

(income, age, occupation and education)

Sig. t| Standardiz¢ Unstandardizedl Model
d Coefficients
Coefficients
Beta Std. B
Error
.000 4.553 1.776| 8.088| (Constant 1
)
.02 2.34¢ .14¢€ .04z .097 Q2ag:t
.054 1.899 111 .218 414 | Q3educat
ion
.055 1.978 .103 .032 .087 Q6work
.957 -.054 -.003 .000 .000| Q7incom
e

6.15.2 The relationships between of knowledge of éast cancer symptoms & socio
demographic variables

The table (6.15) addresses the research questiae ‘tAere relationships between
demographic variables (age, educational level,aoedipation) and the level of knowledge of
breast cancer symptoms?” The significant varialblese educational level, occupation and
age (.0136, .0449, .0164) respectively.

(Table 6.14): The relationship knowledge of breastancer symptoms and demographic

variables
Variable Yes No P-value
Education
Less than tawjihi 32(20.8%) 122(79.2%) .0136
Tawijihi 19(24.8%) 58(75.3%)
Above twajihi level 39(35.5%) 71(64.5%)
Occupation
Full job more than 35hours 32(60.4%) 21(39.6%) 0449
/week Part time 14(75% 11024, 9%
Unemployed (75%) (24.9%)
Age
20-29 91(63.2%) 53(36.8%) .0164
30-39 73(63.5%) 42(36.5%)
40-49 33(68.8%) 15(31.3%)
Above 49 16(72.7%) 5(27.2%)
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6.15.3 The relationships between the knowledge ofdast cancer screening tests & Socio

demographic variables

The table below addresses the research questiae ‘tRere relationships between

demographic variables (age, residency, educatiewnal, religion, marital status, occupation

and income) and the level of knowledge of earlyedigdn method for breast cancer (breast
self-examination, Clinical breast examination, masgnam, and biopsy)?” The significant

variables regarding to BSE were, education, age raadtal status, (.0021, .0001, .0275.)
respectively.

(Table 6.15): The relationships between the knowdigie of breast cancer screening tests

& Socio demographic variables

Variable Yes NO P-value

1. BSE/Education
Less than tawjit 135(87.7% 19(12.3% .0021
;@Wﬂh't i ovel 70(89.7%) 8(10.3%)

ove twajihleve 100(91.7%) 9(9.3%)
Age
20-29 135(93.1%) 10(6.9%) .0001
30-39 107(93%) 8(7%)
40-49 43(89.6%) 5(10.4%)
Above 49 17(77.27%) 5(22.7%)
Less than tawjihi 132(86.2%) 21(13.7%) .0384
I\gwl'h't vl 65(84.4%) 12(15.6%)

ove twajihi feve 94(85.5%) 16(14.5%)
Age
20-29 120(83.3% 24(16.7% .053¢
30-39 98(85.2%) 17(14.8%)
40-49 43(89.6%) 5(10.4%)
Above 49 15(68.2%) 7(31.8%)
Income
up to 1599 NI 111(87.4% 16(12.6% 0187
1600-2339 NIS 73(83.9%) 14(16.1%)
Above 2400NIS 105(85.4%) 18(14.6%)
Mammogram/Education | Yes No P-Value
Less than tawijii 112(73.2%) 41(26.7%) .0458
;z;wuhl vl 58(74.4%) 20(25.6%)

ove twajini leve 83(76.8%) 25(23.1%)
Income
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up to 1599 NIS 95(74.2%) 33(25.8%) .0187
1600-2339 NIS 60(69.8%) 26(30.2%)
Above 2400NIS 96(78.7%) 23(21.3%)
4. Biopsy Yes No P-value
Less than tawjihi 115(75.1%) 38(24.8%) .0008
el 58(75.3%) 19(24.6%)

ove twajii leve 77(71.3%) 31(28.7%)
BSE/Marital status Yes No P-value
Married 264(90.4%) 28(9.6%) .0275
Unmarried 40(58.6%) 9(41.4%)
Mammogram /Matrtial Yes No P-value
status
Married 219(75.2%) 71(24.5%) .0239
Unmarried 34(69.4.2%) 15(30.6%)
CBE/Occupation Yes No P —value
Full job more than 43(81.8%) 10(18.2%) .0372
35hours /week& Part time
Unemployed 247(92.1%0 75(7.9%)

The second test (CBE) “Are there relationships leetw demographic variables (age,
residency, educational level, religion, maritatis$a occupation and income) and the level of
knowledge of early detection method for breast earfclinical breast examination)?” The

table (6.16) shows that the significant variablegarding to CBE were educational level,
income, occupation and age (.0384, .0187, .03B38)respectively.

The third test mammogram “Are there relationshyesween demographic variables (age,
residency, educational level, religion, maritatis$a occupation and income) and the level of
knowledge of early detection method for breast eaffmammogram test)? The table (24)
shows that the significant variables were educatioarital status and income (.0458,
.0220,.0187respectively). However, the variablenfbto be insignificant was the residency
variable (.0958).

The last test the research question “is thereioelstiips between demographic variables (age,
residency, educational level, religion, maritatis$a occupation and income) and the level of

knowledge of early detection method for breast ean@iopsy)?"There is a significant
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association between the following variables; edooatand occupation (.0008, .0352)

respectively.

6.15.5 The relationship Knowledge of Breast self-amination and demographic

variables

The table (6.17) addresses the research questierttfare relationships between demographic
variables (age, residency, educational level, imligmarital status, occupation and income)
and the level of knowledge of breast-self-examoratin the following questions, three items
of knowledge are addressed which are; the age maeoied to start performing BSE, the
frequency of BSE, and the procedure of BSE. Thalt®idicate an association significant
variables relating to the time of performing BSErevethe marital status, age and education
(.0009,.0557,.0051) respectively ,while the resiniiscate an association significant variables
to the women’s knowledge of recommended age tonbegiforming the BSE which were as
follows education , age and income (.0017,.042070) respectively. While the results
indicate an association significant variables'tietato the knowing of procedure of BSE,
marital educatiomd,aincome (.0427,.0129,.0495)

which were as follows, status,

respectively.

Table (6.16): Knowledge of Breast self-examinatioassociated with Socio demographic

variables
Variable Marital status Yes No P-value
The time of | Married 19(6.5%) 273(93.5%) | .0009
performing | Un married 11(28.2%) 38(71.8%)
BSE Age
20-2¢ 74(51% 71(48.9% .0557
30-39 56(48.7%) 59(51.3%)
40-49 29(60.4%) 19(39.6%)
Above 49 37(52.8%) 22(47.2%)
Education
Less than tawjihi 14(9.2%) 139(90.8%) | .0051
/T@Wl'h'm i ovel 5(6.4%) 73(93.6%)
ove twajihrleve 7(6.4%) 110(93.6%)
Do you Marital status
know how to | Married 201(69.8%) 87(30.2%) | .0427
perform Self | Unmarried 32(66.7%) 16(33.3%)

105




Breast Education
Examination | Less than tawjihi 147(64.8%) 80(35.2%) |.0129
(BSE) Tawjihi 26(50%) 26(50%)
Above twajihi level 59(71.9%) 23(28.1%)
Income
up to 1599 NI 83(72.2% 42(27.8% .049¢
1600-2339 NIS 58(66.7%) 29(33.3%)
Above 2400NIS 91(74.6%) 31(25.4%)
At what age | Education Yes No P-value
should a
woman
begin breast
self-
examination
Less than tawijihi 42(27.5%) 111(72.5%) | .0017
Tawjihi -~ 19(24.3%) 59(75.6%)
Above twajihi level 43(39%) 67(60.9%)
Age
20-29 50(43.5%) 95(65.5%) |.0421
30-39 32(27.8%) 83(72.1%)
40-49 15(31.3%) 33(68.8%)
Above 49 22(31.4%) 48(68.5%)
Income
up to 1599 NI 28(21.8% 100(78.1% | .007(

1600-2339 NIS
Above 2400NIS

25(28.7%)
49(39.8%)

62(71.3%)
83(67.5%)

6.15.5 The relationship between knowledge of clirat breast examination and Socio

demographic variables

The association between knowledge on clinical lireaamination with three demographic

variables; age of performing CBE and the frequarigyerforming CBE after the age of 40 is

indicated in the tables (26).

Four variables are significantly associated witbwimg the recommended age of CBE which
are, education, marital status occupation, ageiacome (.0129,.0072,.0003,.0048,.0210)

respectively.
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(Table 6.17): knowledge of clinical breast examinin associated with Socio

demographic variables

Variable Education Yes No P —value
Do you know at | Less Lhan tawjihi 19(12.4%) 134(87.6%) .0129
Tawijihi

what age CBE
will have done?

Above twajihi level

15(19.2%)

63(80.8%)

18(23.1%)

Marital status Yes No
Married 40(13.7%) 252(86.3%) .0072

78(76.9%)

Unmarried 12(24.4%) 37(75.5%)
Occupaticn Yes No

Employed 9(17.9% 44(82.1% .000:
Unemployed 43(14.9%) 244(85%)

Age

20-29 56(38.6% 89(62.4% .004¢
30-39 53(46%) 62(53.9%)

40-49 21(43.8%) 27(56.3%)

Above 49 5(22.7%) 15(77.3%)

Income

up to 1599 NIS 44(34.4%) 84(65.6%) .0210

1600-2339 NIS
Above 2400NIS

36(41.3%)
55(44.7%)

51(58.6%)
68(55.3%)

Do you know how often CBE should be done after agi years old

Marital status Yes No
Unmarried 13(26.5%) 36(73.5%) .0038

Married 130(44.5%) 162(55.5%)

Age

20-29 63(43.5%) 82(56.6%) .0079
30-39 47(40.9%) 68(59.1%)

40-49 15(31.3%) 33(68.8%)

Above 49 11(50%) 11(50%)

Income

up to 1599 NIS 44(34.4%) 84(65.6%) .0137

1600-2339 NIS
Above 2400NIS

39(44.8%)
54(43.9%)

48(55.2%)
68(56.1%)

6.15.6 The relationship between Knowledge of Mammogm and Socio demographic

variables

The association between knowledge of mammogram fivieh demographic variables which
are; knowing the recommended age to start perfgrmimammograms, frequency of
performing mammogram before and after the age o after the age of 50, as well as

knowing that the mammogram screening test is ffedarge in Palestine.
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Three variables are significantly associated witlowing the recommended age to start
performing mammograms; marital status, occupatiod amcome (.0388, .0223, 0004)
respectively.

The demographic variables with significant assammto knowing the recommended about
the frequency of performing mammogram between the af 30-40 are occupation and
income (.0384, .0306) respectively.

The variables with significant association to knegvithe recommended frequency of
performing mammogram after the age of 50 are resigeoccupation and age (.0363,.0008)
respectively

(Table 6.18): Knowledge of Mammogram associated witSocio demographic variables

Variable Marital status Yes No P- value
Do you know Married 50(17.1%) 242(82.9%) .0388
recommended agg Unmarried 13(26.5%) 36(73.5%)
for mammogram | Occupation Yes No
examination to Employed 9(15.55%) 44(84.45%) .0233
start? Unemployed 54(18.8%) 233(81.2%)
Income
up to 1599 NIS 14(10.9%) 114(89.1%) .0004
1600-2339 NIS 15(12.2%) 72(82.8%)
Above 2400NIS 25(20.7%) 98(79.3%)
Do you know how | Occupation Yes No P -value
(rj:z[aergmogram Employed 19(28.8%)( 47(71.2%) .0389
should be done Unemployed 83(30.2%) 192(69.8%)
before age 40 Income
years(30-40) up to 1599 NIS 11(8.9%) 113(91.1%)71 .0306
1600-2339 NIS 13(15.5%) 71(84.5%)
Above 2400NIS 23(19%) 98(80.9%)
Do you know how | Occupation Yes No
often Employed 31(60.7% 51(39.2% .036:
mammaogram Unemployed 152(53.7%) 131(46.3%)
should be done
after age 50 yearg Age
old 20-29 82(58.6%) 58(41.4%) .0008
30-39 68(59.6%) 46(40.4%)
40-49 17(35.4%) 31(64.6%)
Above 49 11(50%) 11(50%)
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6.15.7 The relationship between knowledge of breasaincer risk factors and symptoms

and history of first degree relative affected withthis disease

The table (20) shows that there is no significasbaiation between having a relative affected
with breast cancer and the level of knowledge. Hawethere is a significant association

between the level of breast cancer early detectiethods knowledge with having a first

degree relative affected with this disease. Théeté?0) indicates that there is a significant
relationship between having a first degree relatffected with this disease and knowing
three tests; SBE, CBE and biopsy. (.0031, .0248030.0407) respectively.

Table (6.19): History of breast cancer

ltem P- Value For test (Chi-Square)
Symptoms .0867

Self-examination test .0031

Clinical breast examination .0242

Biopsy .0470

6.15.8 The relationship between knowledge of breast cancand risk factor symptoms

and the history of breast cancer problems

The following table indicates if the participatimgmen have breast health problems during
the last year and whether there is a significasb@ation with their level of knowledge of
risk factor and symptoms for breast cancer. Tal¥esBows that there was only one
significant association between knowing breast eanisk factors and having had breast
health problems in the past year (.0482).Also t§B®) indicates if the participants have had
breast health problems during the last year, thasetis a significant association with their
level of knowledge of early detection methods ofdst cancer. The results indicated that
there is a relationship between the level of kndg&eof three early detection methods; Breast
self -examination, clinical breast examination amé&mmograms (.0292, .0159, .0357)
respectively with having being affected with angdst problems in the past year.

(Table 6.20): History of breast cancer

Variable P- Value For test (Chi-Square)
Self-examination test .0292

Clinical breast examination .0159

Mammograms .0357

Biopsy .0650
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6.16 Part three the relationship between practicing@f screening tests and demographic

variables

The table (30) shows that there is a significasbemtion between performing BSE regularly

and education, occupation and income (.0258, .03WBR4) respectively. Moreover ,the

results show that relationships between examinéreést by doctor and marital status |,
occupation ,age and income (.0233,.0456,.0005.08§7@ctively .While the results show
there relationships between performing mammograchedlucation ,marital status, age and
income (.0134,.0035,.0002,.0055)respectively
Table (6.21): The relationship between practicing BE/CBE/Mammogram and

demographicvariables

Variable Education Yes No P- value
Do you perform o Less than tawijit 46(451% 56(54.9% .025¢
practice BSE regularly. | Tawijihi 27(46.6%) 31(53.4%)
Above twajihi level | 36(41%) 52(95%)
Occupation Yes No P —value
Employed 9(26.4%) 25(73.5%) .0304
Unemployed 38(21.7%) 139(78.5%)
Income
up to 1599 NIS | 36(41.3%) 51(58.6%) .0324
1600-2339 NIS | 26(40.6%) 38(59.4%)
Above 2400NIS | 49(49.5%) 50(50.5%)
Have you ever done| Marital status Yes No P —value
your breast Married 88(30.2%) 203(69.8%) 023t
examination by Unmarried 11(22.4%) 38(77.6%)
doctor or nurse Occupation Yes No P -value
Employed 14(27.5%) 37(72.5%) .0456
Unemployed 83(29.2%) 201(70.8%)
Age Yes No P -value
20-29 28(19.4%) 116(80.6%) .0005
30-39 38(33.1%) 77(66.9%)
40-49 20(41.7%) 28(58.3%)
Above 49 9(40.9%) 13(59.1%)
Income Yes No P -value
up to 1599 NIS | 31(24.2%) 97(75.9%) .0007
1600-2339 NIS | 18(20.9%) 68(79.1%)
Above 2400NIS | 48(39%) 75(60.9%)
Have you had a Education Yes No P -value
mammogram Less than tawijihi 11(10.8%) 91(89.2%) .0134
performed Tawjihi 16(27.6%) 58(72.4%)
Above twajihi level | 9(10.2%) 88(89.8%)
Martial status Yes No P -value
Married 31(10.36% 260 (69.6% .003¢
Unmarried 5(10.2%) 40(90%)
Age Yes No P -value
20-29 42 (30.6%) 95(69.4%) | -0002
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30-39 26( 22.2%) 89(77.8%)

40-49 15 (30.7%) | 33(69.1%)

Above 49 2(8.1%) 20(91%)

Income Yes No P -value
up to 1599 NIS | 10(7.8%) 118(92.2%) .0055

1600-2339 NIS | 5(5.8%) 81(94.2%)

Above 2400NIS

21(17.1%)

102(82.9%)

The table(6.22 )shows the strength of the relakigme/hich amounted to 21%, a statistically
significant amount of interpretation of any changeshe dependent variable of the so-called
(R) square, thus the strength of the relationslaiphieved is very suitable to explain the
impact of the factors (income, age, occupationcatian) on the practice . For more detalils,
see Appendix M.

Table (6.22): the relationship between practice anthe independent variables to

(income, age, occupation and education

Sig. F Mean df | Sum of Model
Square Squared
.008(a 3.521 137.79¢ 4 551.18: | Regres 1
ion
39.065 322 12579.073 | Residual
326 13130.257 | Total

a Predictors: (Constant), Q7income, Q2age, Q6wp8education

b Dependent Variable: practice

6.17 Part three the relationship between the partipants’ attitude toward screening tests
and demographic variables

The table (31) shows that there is relationshipgvben sense of the importance of the
screening tests as follows ,there is relationsbigisveen sense of importance for BSE and
marital status , education and age (.0155,.01161.01 ,moreover ,there is relationships
between sense of the importance of BCE and eadheske variables, education ,marital
status, age and income (.0016,.0135,.0018,.00§}iBatively ,while the results of the sense
of importance of mammogram indicated that thereewemslationships in the following

,education ,marital status ,and income (.0287,.00Q012) respectively .
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(Table 6.23: The relationship between the participants’ attitudes toward the sense of

important of screening tests and demographic varides

Variable Marital status Yes No P -value
Is the BSE is Unmarried 24(82.05%) 6(17.95%) .0155
important and helper Married 198(93%) 13(6.9%)
g‘r;’:;iycgﬁfei“on of Education Yes No P —value
Less than tawjihi 78(88.6%) 10(11.3%) .0116
Tawjini 50(90.9%) 5(9.1%)
Above twajihi level 80(90.9%) 8(9.1%)
Age
20-29 93(91.2%) 3(8.8%) .0011
30-39 82(94.2%) 5(5.7%)
40-49 22(73.3%) 7(26.7%)
Above 49 35(81.4%) 8(18.6%)
Is theCBE s Education
important and helpe
in early detection of
breast cancer
Less than tawjit 88(89.8% 10(10.2% .001¢
Tawjihi 46(83.7%) 9(16.3%)
Above twajihi level 80(90.9%) 8(9.1%)
Marital status Yes No P value
Unmarried 28(77.77% 8(22.3% .013¢
Married 284(92.2) 24(8.8%)
Age
20-29 126(86.8%) 19(13.1%) .0018
30-39 107(93.8%) 7(6.1%)
40-49 42(87.5%) 6(12.5%)
Above 49 16(72.7%) 6(27.2%)
Income
up to 1599 NIS 120(94.5%) 7(5.5%) .0000
1600-2339 NIS 82(94.2%) 5(5.7%)
Above 2400NIS 102(82.9%) 21(17%)
Is mammogram is | Education
important and helpef Less than tawjihi 66(75%) 22(25%) .0287
in early detection of | Tawjihi 44(80%) 11(20%)
breast cancer? Above twajini level 80(86.9%) 12(13%)
Marital status
Married 20(55.6%) 16(44.4%) .0214
Unmarried 264(87.4%) 38(12.5%)
Income
up to 1599 NIS 85(66.9%) 42(33.1%) .0012
1600-2339 NIS 82(94.3%) 5(5.7%)
Above 2400NIS 99(79.8%) 25(20.2%))

The table(6.24 )shows the strength of the relakigm#&hich amounted to 20%, a statistically

significant amount of interpretation of any chantgethe dependent variable of the so-called
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(R) square, thus the strength of the relationsdgpieved is very suitable to explain the
impact of the factors (income, age, occupationcation) on the attitude. For more details,
see Appendix M

Table (6.24): the relationship between attitude anthe independent variables to

(income, age, occupation and education

Sig. F Mean df Sum of Squares Model
Square
.015(a) |3.141 71.897 4 287.586 Regressi| 1
on
22.88¢ 32z 7370.07: Residue
326 7657.657 Total

a Predictors: (Constant), Q7income, Q2age, Q6w8education
b Dependent Variable: attitude
Summary:

A total of 341 women responded to fill out the gi@maire in this research. The majority of
them are (20-29) years, the main findings showadlttiree risk factors have high percentage
among the women ; not to breast feed (81.2%), smgok77.1%) and the advanced age
(69.8%),while the three main symptoms have knowroragnwomen ,lump in the breast
(96.5%),nipple discharge or bloody discharge (77.a%ea the breast or nipple pain (71.5%).
The women reported that TV is the main source taordermation about the breast cancer.
Women appeared to have a positive attitude towledimportance of the breast cancer
screening tests in detecting the cancer in eaidg@h93.4% ,92.4%, 83.6% reported that three
breast cancer screening tests are important ,B8E ,@nd mammogram respectively .The
women showed poor practice toward breast canceresirg tests,44.2% of the sample
performed BSE regularly ,while 28.5% have visitegttdr or nurse for CBE, while 47.3%
from age 40 and above had examined breast by mamamodrinally, the study showed that
there is an association between the demographiables (age, income, occupation, marital
status and education) and knowledge, attitude amdtipe towards breast cancer and
screening test among Palestinian women. Theresiscagion between Education ,age, and
the risk factors ,the significance value .0490 ,.eamabove Tawijihi are the most impact ,age
(20-29) have association with risk factors ,ttgngicance value .0006 ,in addition there were
association between attitude and demographic asdor the three screening tests, as an
example between the age and BSE ,the significa@t86 ,the women between the age 20-29
have more significance ,while there was associabetmveen education and CBE ,.0016,the

women less than Tawjihi are more significant ,muezo,there were association between
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education and performing the BSE, .0258 ,womers t&is Tawjihi have significance ,while
age (30-39 ) has association with CBE examined5QCfhd the women with income above
2400NIS have association with performed mammograth significance .0055. The main
barrier in the two screening tests (BSE,CBE) “Imid have breast problem “ .While “fears of

detecting symptoms is the main barrier from exaohimeast by mammogram.
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Chapter six

Discussion of qualitative and quantitative findings

6. Introduction

This study aimed to assess the knowledge, attitudepractice (KAP)toward breast cancer
and screening tests among women who were attemd@tgrnal health clinics in 26 primary
health care centers in four governances, this engpésents the results about the level of the
knowledge of risk factors ,level of knowledge ofrgytoms ,level of knowledge about the
early detection methods of breast cancer, levdtnmwledge about ,mammogram aspects
,women attitudes, factors affecting participantsAKAnd compare the results of the study
with results of other studies conducted in difféngiaces.

The study findings provided new insights into th&RKof Palestinian women towards breast
cancer and its screening tests, trying to deeggssstheir KAP employing a technique that
applied the FGD and gained their quotations, givthgm the opportunity to express
regarding their attitudes. A majority of the wormenrolled in this study were Muslim, in the
reproductive age, mean age of 32 and come froragalh and towns, most have finished
Tawajhi which means they have a fair level of edioca However, a majority of them were
housewives with a level income that ranged betwi0-2399NIS. According to the 2010
population report by the Palestinian Central Bur@duStatistics, the poverty line (For two
adults and three children ) is 2,2337 NIS , thisngethat our sample is very near the poverty
line (PCBS, 2010).

The majority of the sample are aware of the faat tireast cancer is the prevalent cancer
among women in Palestine, with a percentage oB{8),.and (91.5%) of them agreed that it
is a dangerous disease. This result is consistiéhttie views the women expressed in the
FGDs, considering breast cancer a common diseasegstmwomen in Palestine.

In one study conducted in Jordan, a neighboringitgwvith very similar cultural aspects to
Palestine, which enrolled 5230 Jordanian women alblog age of 20 aimed at evaluating the
knowledge and practicing of BSE. The results warglar to the ones of this study, women
of both countries agreed that breast cancer iseaafent disease. The results of the study
conducted in Jordan indicated that (87%) of the worknew that breast cancer is prevalent

disease among Jordanian women, (Akel, et al., 2006)
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Also, another study conducted in Iran concurredlie results of this study conducted in
Iran; the women were aware of the prevalence cddireancer with a percentage of (75%)
(Mahmoodi et, al .2007). These studies resultsradsaur results, that women shared the
same idea and strongly agree and are aware inoopihiat breast cancer is a prevalent

disease.

7.1 The knowledge of risk factors

Is the essence of prevention, the results showtliemwomen participants have moderate
knowledge level in some risk factors and a pooellef knowledge in other risk factors.
Results show that aging, family history, smokirakig oral contraceptives and hormonal
therapy after menopause were factors women had natedievels of knowledge in, (65.9%,
69,8%, 62,1%, 77.1%, 67.1%) respectively. Whilelyeand late menarche, infertility, lack of
physical activity having a first child at a lateeaghe women possessed low levels of
knowledge in (30.2%, 40%, 51.2%, 54.5%, 44.3%) eetpely. The 69.8%o0f the women
reported that the family history is risk factor apdrticipants across FGDs consistently
reported that family history is an obvious maintéacas to whether someone might be

affected with breast cancer.

In different studies that indicted different levelfsknowledge about risk factors such as one
study conducted in Vietnam found that women reczephithat the family history as a risk
factor with a percentage of (55%) (Pham, et al92)9While another study in Jeddah in the
same field indicated that (80%) of students ans@vareorrectly questions about risk factors
(Milaat, 2000). In addition, a base line study he tEmirates showed that only (30%)
recognized family history as a risk factor of bitezencer (Bener, et al, 2001).

Thus, based on the aforementioned studies, womemdad MCH/MOH in the four
governance’s possess a moderate level of knowledgmut breast cancer and a fair
background about the risk factors ,and women is $hidy have good knowledge compared
with the other women as an example in Emirates ishconsider as positive issue to focus on

and take it into while plan for health educatiopalicy in Palestine.

7.2 Knowledge of Symptoms

Regarding the level of knowledge of symptoms, pgréint women have high knowledge that

detecting a lump in their breast is a breast casgemptom with a percentage of (96.5%),
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which is considered a good percentage accordir§idom’s cut off point. This result was
strongly consistent with that which women saidha £GDs. However, nipple discharge and
nipple pain as well as nipple and breast pain, wgneptoms the women possessed moderate
levels of knowledge (77.1%, 65.2%, 71.5%). The o#nptoms, thickness of breast skin,
thickness of nipple, dimpling and redness, werempms the women possessed poor levels
of knowledge in (53.3%, 51.8%, 56.8%, and 52.1%jpeetively, according to Blooms cut off

point.

In the FGD, nipple discharge was the second wetiwin symptom to women after the
detection of a lump.

A survey study in the UK agreed with this studyésults, showing that detecting a lump and
nipple discharge are potential symptoms (Grunfetdal. 2002). In another study conducted
on Latinas in Huston, (29%) of the women were awheg pain in the breast is a warning
sign for breast cancer (Maria A. et al, 2001). MYkvomen in two studies in Vietnam and
Jeddah, showed opposite results to those mentiabede; 1/3 reported that they did not
know that a lump in the breast is not a sign oabteancer, and (39.1%) of the women in the
study in Jeddah reported that a lump is one sympuibioreast cancer, while (16.2%) said
blood discharge is a sign of breast cancer. (Mil2@®1; Pham et al, 1992).

7.3 Source of Information

In this study, television occupied the highestcpatage as the source of information for
women, with a percentage of (33%). The second Bigbmurce of information was the health
provider (18%), and the third source was friendd eglatives (16%). In MOH clinics, a
brochure about breast cancer aspects is distripatedl these clinics have trained nurses to
conduct health awareness sessions about the Ised&sixamination test. The women of the
Hebron FGD mentioned that nurses would give the aroneferrals to go perform CBEs and
mammograms, as this type of direction is a proto€dOH for that reason health providers
are the second source of information. This is a #igt health providers strive in their efforts
to educate women about breast health, but moreesmss activities should be carried out and
headed. Also, the women in the Ramallah FGD taltbdut an outreach program from
Augusta Victoria hospital.

A study in Saudi Arabia to investigate KAP surroimgdbreast cancer, the women reported
that printed media is the main source of informat{Dandash, et al.,2007 ).Also, another
study in Turkey applied Champion Health Believe Modhich revealed that half of the
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participants received their information from hegftiofessionals (Dundar et al., 2006). In
Jordan, a descriptive cross sectional study wagedaout among women above the age of 20;
(58%) reported that their source of information @BSE was from the media (Akel, et al,

2006). According to the results, it is clear tha®Ml has occupied good position relating to
source of information among Palestinian women, h@neMOH should work more to

expand their health awareness activities to targee women..

7.4 Knowledge of Early detection method

The participants were highly aware of early detectinethods for breast cancer. The most
prevalent method was BSE with a percentage of $8L.8his result concurred with the
results of the FGDs that BSE was the most popeehrtique the women knew of. In the
guantitative results, (85.6%) of the women answeyed about knowing of the CBE.
However, in a dissimilar result from the qualitativesearch, the women lack sensitization
about this type of early detection test. The majasf the respondents have not heard about
this type of early detection method, which requitieel questions be rephrased. One woman in
each of the FGDs knew that the CBE was known asettemination performed by a
physician. The two other early detection method&] emammogram scored very similarly
(74%, 74.6%) respectively. In Al-Quds hospital Inan, a study aimed to determined
knowledge and practice of breast cancer screenimg;results showed (8.3%) were only
aware of such screening methods (Heidari, et @8P0Another study in Malaysia showed
that (68%) of the participants knew about mammogfahkiNaggar & Bobryshev, 2012). In a
study carried out in Houston among Latinas, ovefgpof the women either did not respond
or did not know about the breast cancer screenggj {Maria, et al, 2005). The
aforementioned literature of studies show that wotaek information about early detection
methods, while women in Palestine, according tes thiudy showed higher levels of
knowledge, mainly of two methods; CBE and BSE whach recommended tests for women
between the ages of 20-35 years and should contintie rest of their lives, and the sample
of study had a mean age of 32 years. This is a gwbcdator of the women’s awareness about
these tests as it is between these years that wehwerd perform these two tests. According
to Hejazi's personal interview in 2012, the MOH kg® an ongoing protocol that demands
physicians and nurses to clinically examine fenpaliéents who attend any maternal and child

center (Hejazi, 2012 Personal interview).
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7.5 BSE Information Aspects

Most of the participants have known that BSE iseamnly detection method by with a
percentage (91.8%). While, in two studies conductedNigeria, one about breast cancer
knowledge and screening practices among women lected rural communities by
(Olowokere et al, 2012), as (52.8%) of the womeartheabout BSE. The other study was
about KAP of breast self-examination in Rivers &tay (Bellgam et al, 2012). This indicated
that only (16.06%) heard about BSE as an earlyctiete method. Thus, Palestinian women
are more aware of BSE as an early detection metrardthe Nigerian women in both studies.
The reason behind the Palestinian women’s knowlésigieeir educational level, as most of
the respondents in the study (23% have Tawijihi l|e88.1% above Tawjihi level). In
addition, the results of the study showed that atlocal level is associated with the
knowledge of BSE (.0021).

However, the information related to this test rahdeetween low and moderate levels.
(30.5%) knew the right age to commence performirGEB which is a poor level of
information. While (50.7%) gave the correct answencerning the time of performing the
BSE which is also considered a poor level. Whenvibenen were asked about how they
performed the BSE, (69.3%) were able to mentioleadtt one of the steps in the technique,

and this is considered a moderate level.

The other parts of BSE aspects, deal with the jgiagtissues (44.2%), performing the BSE
monthly and regularly, (21.6%) performed BSE durthg past 12 months regularly, while
(55.8%) had not practiced it on a regular basigseHindings are consistent with the findings
of FGDs that indicated that most of the particigakiiow the breast self-technique, but only
two participants practice this method regularlyesth two are in HebronAccording to the

results above, this means there was a gap betweepracticing and the knowledge levels,
the women well have known about BSE but at the same did not performing regularly,

and this result is not different from the other aeling studies; in one study in Riyad
indicated that (82%) of women have high knowledgeua breast cancer self-examination,

but only (41%) of them had performed a BSE exanonaest (Alam, 2006).

In another cross sectional study conducted by (Admpiet al., 2011) processed among female
health professional to investigate the KAP of brezancer and screening tests, (27.3%)
perform BSE regularly. Findings indicate that etxealth care providers do not practice BSE

as regular as they should; one cross sectionakgurmong nurses in general hospital in
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Lagos, only(39 %) conducted the procedure at a nhprnnterval rate (Odusanya& Tayo,
2001). In a descriptive cross-sectional study edrout in Jordan, a neighboring country
similar to the Palestinian one in most culturgbexds, confirmed this study’s findings,
showing that BSE practicing was (48%) from the gleng Akel, et al., 2006).

Women participated in this study believed in th@amance of BSE test as an early detection
method with a percentage of (93.4%) who said yas #&n important test; this means that
women have a positive attitude toward the imporaaicthis test and this is consistent with
what women said in the FGDs. The women said BStoisidered as a vital test for early
breast cancer symptoms detection .This finding ragtger similar to the finding in a study in
Suburban Area in Terengganu where (73.3%) of redpuis agreed that screening is

important (Rosmawat, 2010).

Barriers observed in this study regarding the B®&cticing were as following;l do not
have breast problems’(20.8%), while tarelessneds(16.6%) and“Laziness” (14.6%)
ranked second and third in the list of barriersadiition, the religion aspect contributed in
hindering women from practicing BSE (11.5%). Thsutes of barriers were similar to those
reported in FGDs, the name of God was a commoresgmn heard in all the FGDs. Women
in FGDs expressed that breast cancer is destinybgn@od, being a common dominant
expression.In addition, personal barriers such as carelessriagimess in addition to
forgetfulness due to having many chores keep thmewmbusy and distracted them from

practicing BSE.

The literature supports the argument that irregpitactice of BSE is related to many barriers,
as each culture has its own cultural barriers hindewomen from complying with regular
BSE practice. (Pattino , 2007)

A cross-sectional study was conducted by (Rosmadt)) in Malaysia, expressed that the
barriers of practicing come from the lack of supgoom friends and family, especially from
the parents. A breast cancer screening study ndiifezl Relationship of Fear and Fatalism
with Breast Cancer Screening among a Selected tt&gpulation of African American
Middle Class" indicated that the participants réedan significant level of fear and fatalism
in women relating to breast cancer screening. Ah@le, these results indicated that women

who hold fearful and fatalistic beliefs are les®ly to seek screening (Talbert, 2008). While,
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another study conducted by (Chong et. al., 206e@ public health nurses in Singapore to
asses knowledge and practices of breast canceensoge results showed that the most

common barriers for not practicing BSE were “tosyu “forgot” and “not necessary.

Linked to the results, the study showed; high kmuolge of early detection methods
(mammogram, BSE and CBE) and lack of complianc83& coupled with barriers and that
women mentioned with the expanded HBM which stigdahealth efficacy and perceived
barriers as the most significant construct of HBNl.terms of prevention of disease, self-
efficiency and barriers are the strongest predictorexplain people’s behaviors to prevent
disease. Low self-efficiency show avoidance behaamong people and in reverse, high self-
efficiency tends to result in initiating behavionda high efforts to overcome personal
obstacles like fear, carelessness and fatalisrthisnstudy, women had low efficacy to take
the action, thus impacting on performing the eatBtection method BSE acting as a

drawback thus inducing the barriers.

7.6 Clinical Breast Examination Aspects

According to the aspects that addressed the CREstthdy found that only (28.5%) examined
their breast by a physician or nurse, the saméinfgs came up by the FGDs ,only one
woman in each of the FGDs of Hebron and Jenin kiaw clinical breast examinations are
called "the examination that have done by phys&iam addition the women respondents
regarding the information about the CBE is evaldaas a poor level of knowledge as an
example the age of performing this test (32.6%Waned correctly, practicing of this type of
screening methods was low. The result of the stlsly indicated (68.3%) of the participants
replied saying they have never performed it allrthige. The most highlighted barriers were
“l do not have breast problems, and no one advwisedo do so” (22%), “My God protects
me” (14%), “Fear from detecting symptoms” (14%)aZiness” (14%), and “Financial cost; |
have other priorities” (15%). These barriers wdse @xpressed in the FGDs; the participants
identified the barriers as following, fear of findi symptoms, women in all the FGDs
discussed the fear of finding symptoms as a battegr stopped them from practicing breast
examinations. Women talked about avoiding palpitatiheir breasts or going for CBE or
mammography because they feared finding a luffipe participants in Hebron reported that
all women are scared of breast can€ame of the limitations in the FGDs is the fear from

hearing this disease controlled BfGDs,the women were very sensitive and there was more
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apprehension about the breast cancer topic. Irstidy the women prioritize children and
family needs as a barrier from performing CBE; ‘@nnial cost; | have other priorities”
(15%). This barrier was salient in the FGDs, themen supported their argument that
children are more important than them. In additithe women said that this test is costly,
expressing their opinions using these quafdsese results were in harmony with what
women reported worldwide despite diversity in terwhgulture and religion. A study among
Mexican and Dominican women to detect the bareéitsreast cancer screening reported that
carelessness attributed (52.3%) (Garbers et @3)20

(Talber, 2008) targeted in a study African Americardle class women which aimed for
investigating the barriers in screening tests, woindicated fearful and fatalistic beliefs are
less likely to seek screening. (Bury et al., 20073 qualitative study to investigate barriers

hindering women from performing screening tests;rttain barriers were fear and anxiety.

Regarding to the sense of importance of CBE asaaly eetection method in this study,

Palestinian women answered yes with a percenta@dl%).

7.7 Mammogram Aspects

Mammography is now considered the current 'golddsied’ of breast screening that is able to
identify up to (95%) of cancers diagnosed overftllewing years (U.S. Preventive Services
Task Force, 2009). It can decrease breast canagalityoby 20 to 30% in women over 50 in
high-income countries when the screening coveraigeer 70% (IARC, 2008). The scores in
general regarding to information about mammogranthis study were assessed as poor
knowledge, recommended age for mammogram examiriat@which (16.1.2%), how often
should a mammogram be performed above age40 tohwBR.7%) answered correctly, in
FGDs lack of knowledge about the mammogram teclenigass evident, as they did not have
accurate information about the instructions of ammmgram, and they tried to guess the
answers. Also, (37.5 %) from all samples have kmtivat mammogram is free of charge for
women above 40 in MOH/clinics. Although the MOHypa@reat attention to breast cancer by
taking applicable practical actions towards thisedse to reduce the number of deaths and
increase awareness in that regard, it is curremibhyementing new policies and protocols; the
first ongoing action provision of mammography soiag test for all women above the age of
40 and above is free of charge. For this reasonHM{bcated 13 mammography devices and

distributed to all West Bank districts (Hejazi, 30Personal interview). However, the result
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in both sides, quantitative and qualitative, regdathat women lack information regarding
this type of screening; (18.50%) of women aboveydars old answered “never” to having
had their breast examined by mammogram. “Barriemnsldring women from performing

mammogram”, to which (25.3%) responded “fear okedghg symptoms”, (13.2%) reported
that “laziness” was their reasons, (11.7%) saidril still too young to perform this test, while
in FGDs women reported that, in some FGDs, the womperceived mammography
examination as painful and harmful. The women @rplé that such worries about possible

harmful effects of x-rays were confirmed by theiypicians.

Also in the FGDs, women spoke of other barriersk laf privacy in health centers, lack of
respect and confidentiality when they go for a mamgram _MWomen complained from the

lack of quality of the mammogram devices at MOHhhicls.

In evaluating literature almost similar barriersrevaeported which hinder women from
complying to the mammogram test. Reasons contriguto this barrier include; lack of
information as a study conducted by (Luiz et aD&0in Brazil and another by (Elsie et al.,
2010) in Uganda. (Sunkany et al., 2008) exploreph laiost, lack of time, lack of information
and shyness in addition to worries surrounding pghecedure of the mammogram among
Korean women. (Al-Naggar & Bobryshev, 2012) exptbtee same barriers in Malaysian
women. (Shaheen. et, al.2011) in a study of Gazamem indicated that religion and culture
were not barriers to mammography for over 94% efghrticipants. While barriers regarding
mammograms for women in Tahran in a study by (Ahamdet.al.2011) showed lack of
doctors’ advice for the participant group and erdmament for the non-participant group are

the most salient barriers.

In sum, the studies above aim to highlight the dexcinfluencing mammography practice.
Some study results were found to be consistent tvélresults of this study such as fear, fear

of x-ray, pain. This is indicated that each socleyg its own barriers.

7.8 Women'’s Attitudes on Being Affected with BreasCancer

Palestinian women in this study believe that breasicer is a serious and prevalent disease
(91.5%, 81.8%) respectively. Thus, according to HBHe results indicated seriousness
variable. In this study, the most salient attitudesong the Palestinian women toward being

affected by breast cancer are as following; feediogred” (31.9%), “I will consult a physician
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immediately” (27.3%), suffering from nervous breakeh (11.3%). On the other hand,
women expressed the same attitudes toward affeofirigeast cancer in FGDs, when the
women were asked about their feeling if they werdndve known they had breast cancer.
They became very anxious and their facial expressimnged with complains from hearing
such a question. The word breast cancer causestthfaal restless, anxious and uneasy; the
mere stating of the word would result in getting thsease. Whenever anyone mentioned this
it was left without being questioned and it puicadn the discussion; “please” one 36 year
old woman in Jenin said “I cannot be involved iis ttype of question”, breast cancer is still a
taboo subject, meaning it would be the end of a a@mlife, the word cancer by itself is a
source of restlessness and anxiety among womeristlierstated by the communityhe
women in the three focus groups used many quotdssoribe their reaction should they be
affected by breast cancer; “I will be in full bredibwn, scared and fear, general fatigue,

extreme hopelessness".

Moreover, to investigate the women'’s attitude talvseeking treatment when they notice a
lump in their breast cancer symptoms, the partitpaeplied (69.7%) said they would go in
the same day. This stresses that Palestinian wenatitudes regarding soon breast cancer
treatment were described as positive, although tiaene fear and anxiety, which is a normal
human reaction, but they eventually seek treatnmenthe same day. Thus encouraging
policymakers to enforce this internal confidencanorease women’s attendance for breast

cancer treatments in early stage.

7.9 The factors affecting participants KAP

The questionnaire in this study comprised of tlee-gicnomic -demographic variables (age,
occupation, education, religion, and residency, iaedme, marital status) to investigate the
relationship between KAP, breast cancer and sangeteists and socio economic variables.
Blanchard (2004) pointed out that the educatiotofaand socioeconomic statues are major
factors for women’s delay in the screening and gesp to treatment in several cancers,
including breast cancer (Chua, et al., 2005). ABbampion and Miller stated that psycho-
demographic variables may influence attitudes awlitectly affect behavior (Dindar et, al.

2006). The results of this study indicated that dieenographic variables have significantly
influenced the KAP of breast cancer and screer@satgt The educational level influenced the

level of knowledge regarding the risk factor ananpyoms (.0490),(.0136) respectively ,
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women above tawjihi were more knowledgeable abektfactors and symptoms than other,
while the occupation factor influenced the levelkobwledge of symptoms by (.0449), the
unemployed women were more knowledgeable . Regattim knowledge of early detection
methods, education has a significant associati@E B0021), CBE (.0384), mammogram
(.0458). Regarding the knowledge aspects of the, BEnmogram and CBE, most of the

demographic variables have a positive significatdtionship.

In this study, the results showed that performiadyedetection methods (BSE, mammogram
and CBE) were also affected by the demographicalsées. BSE is affected by, education,
and marital status (.0224, 0275) respectively. @BE&ffected by and education level, 0384)
respectively. Mammograms is affected by educatiod anarital status (.0458, .0239)

respectively.

(Mahmoodi et al, 2007) indicated in a study ttre level of education and occupation are
factors related with the increase of practicing CBfadan, et ,al., 2000, in Ahmadian &
Abu Samah, 2012) observed that culture, educatmome and age assist the under use of
cancer screening methods among women in the populdt another study by (Ahmadian &

Abu Samah, 2012) indicated that the level of edandtpacts undergoing a mammogram.

Abd El Aziz (2009) pointed out that women’s eduecatiand level of knowledge were
significantly associated with the practice of B&8atthew, et al. (2011) conducted a study in
Mexico which found that age, marital status ancabreancer knowledge were significantly
influencing breast cancer screening tests.

In this study, the results indicated that therarnisassociation between having a first degree
relative affected by breast cancer and knowing altbe early detection methods. This
association is considered significant, and expl#iesfear and anxiety from hearing about a
close relative being affected by this disease, gwsporting the fact that they realize the
family history factor as a risk factor contributibg believe that they are susceptible to this
disease. The HBM variable; susceptibility of theedise, which the HBM denotes that when
one is at risk of an illness they are subjectiverie extreme and that, would be an individual
who is in full refutation of any risk while the @hwould be an individual who feels menace
is certain. The area between contains those what ldenstatistical possibility of contracting
an illness, but do not fully believe they will (Rostock, 1966; Lizewski, 2010). The

behavior of the Palestinian women indicates they tire highly susceptible to be at high risk
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of being affected by breast cancer when they haustadegree relative affected with breast
cancer, which concurs with the HBM; feeling the meato be certain, thus motivating them
to be learned about early detection methods, idsrig appeared in the FGDs; knowledge of
these methods comes from either their own perserpérience or having a first degree
relative affected with breast cancer. One womathénFGDs said because one of her close
relatives has breast cancer, she said “Her expaiencourages me to do the breast self-

examination test”.

This study showed that women'’s attended MOH/MCHiclin the four governances attitude
toward breast screening methods affected by dembgraariables (age ,income ,education
level ,occupation ,marital status). Married womemeéithe positive attitude toward BSE ,CBE
and mammogram than unmarried one with significaiationships (.0155,.0135,.0124)
respectively , in other side women who have fiatshtawijehi level and above have positive
attitude towered BSE ,CBE and mammogram thaerotfomen with significant value
(..0116, .0016, .0287) respectively .

These findings are consistent with the expectecepiual model designed for this study,

which are the demographic variables associatedtithindependent variables (KAP).

7.10 HBM variables in supporting the findings

One of HBM items is the seriousness variable; exarfipam afraid to think about breast
cancer, if | developed breast cancer, | would ne¢ llonger than 5 years”. Perceived
seriousness is the perception of the consequernfcasnegative health condition is also
subjective; the beliefs of an illness causing pampairment, social stigma or death are
examples of seriousness perceived (Rosenstock,).1966 women in this study have two
attitudes regarding whether breast cancer is carabtl or incurable, in quantitative results
57.2% said no to the question, “Do you believaitrfor a woman with breast cancer to live
more within five years”. This result concurs witEBs findings. Two attitudes appeared in
the FGD; one attitude expressed by the participaatsthat breast cancer is a curable disease
while the other attitude expressed negativity;raurable disease associated with death.

The women in the FGDs justified the possibilityocnire from this disease by believing that it
is dependent on early detection, mentioning thatioa¢ procedures are developing.

However, the other attitude regarding the poss$ybdf curability perceived breast cancer as a
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source of suffering for a woman that leads to dedtbmen supported their perception by
narrating what they had witnessed their relativesriends who had suffered this vicious
disease. There were women who explained that é\@woman is cured for a few years, the
breast cancer will come back and kill her as oneamied woman,49 years old in Jenin said
“although a person would be cured from this diseé@swill be the main cause of death later,
| have experience in this, one of my relatives wa®d but after some years she died from the
breast cancer ,she is my brother's wife, affettgdreast cancer and received full treatment
but after she was cured the disease came back”addins, this disease according to
Palestinian women is a negative health conditioin wonsequences that will lead to certain
death. According to the HBM considers this attituidat women became conscious to the
severity of the disease (perceived seriousness)vtimen whom perceive that breast cancer
is a serious disease will drive them to cues tmactvhich manifests in the results as (69.7%)

responded that they would visit a physician onséw@e day they detect a symptom.

The other variables of the HBM is benefits varigbkxample is “The screening test is
important or not important to detect lumps”, themem in this study highly believed that the
three screening test methods (BSE, CBE and mammmdgaae important tests to detect

lumps. This attitude manifested in the resultshef EGDs and the quantitative results.

The other variable of the HBM is the barrier of itakaction, regardless of a belief being
settled by a specific course of action may redubealth threat, but the hesitancy may still
take place among the clients, this hesitancy oedwvhen the readiness is low and negative
aspects of the course of action are viewed as bigtiers are constructed preventing action.
(Rosenstock, 1966; Lizewski, 2010). In this stuthe women were asked the same question
for each screening test (SBE, CBE, mammogram) “Vithhindering you from breast cancer
screening?” The results indicated that Palestimiamen appeared to have barriers which
hinder them from breast cancer screening, examptdsde; carelessness, laziness and fear

from detecting symptoms.

The HBM expanded to include another factor, sefffficiency; this concept underlines on
personal judgments and the ability or willing torfpem the actions toward the task,
(Lizewski, 2010; Bandura, 1986). Abraham and Sheé2805) agree about adding the self —
efficiency in the HBM and reported that it is a fuddactor for explaining health behavior,

and has been attached to the HBM in1970s, whenwBaridst introduced this concept of act
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or task specific self-confidence, the example df seefficiency” belief in one’s ability to
perform a given behavior (Bandura, 1977in Victor@ytology Service. 2010). In this study,
the self- efficiency was addressed as “Self - Bfficvariables “Do you know how to perform
breast self- examination”, to which (69.3%) respehdéby saying they were aware of how to
perform BSE. This result concurs with the FGDs Iteasunost of the women said they know
how to perform BSE.

See Appendix K that summaries main results ofthdy related to HBM items.
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Conclusion.

The study showed that women attended the MOH/MGQhiccin the four governances are
aware that breast cancer is prevalent disease amongn in Palestine ,with percentage
of(81.8%),and women patrticipated in the three FGBgorted that breast cancer is dangerous
disease threated women life . The women the stastg Imoderate to poor knowledge in the
risk factors, advanced age, family history and smgkwere the highest percentages
(69.8%65.9,77. 1%) respectively, while family histas the obvious one as risk factor
reported in the FGDs. lump in the breast has haglegntage in level of symptoms knowledge
with percentage (96.5%) while other symptoms witbderate level such as breast or nipple
pain and nipple discharge (71.5%,77.1%) ,the lumihé breast also the main symptoms that
reported by the women in FGDs. In knowing the suirgg tests the participants in two
quantitative and qualitative are aware on a higblléhat the three screening tests (BSE, CBE
and mammogram) are early detection methods forctietebreast cancer. However, women
did not have sufficient information regarding teeesmmended age to start performing BSE,
CBE and mammogram. Despite the fact that the wonaee a positive attitude of the sense
of the importance of these tests to detect bremster at an early stage, and have positive
attitude in visiting the doctor in the first day &rhthey felt by any sing with percentage
69.7%.although they still lack compliance concegnthese screening tests , the women
performed BSE with percentage (44.2%, examined tiveast with doctor or nurse with
percentage (28.5%) and performed mammogram for woabeve 40 years with percentage
47.3% ,participants reported different barrierat tideterred them from practicing the three
screening tests, the common barrier among the tneering tests (BSE,CBE) is “ | do not
have breast problem”, while the main barrier in magram is “fears from detecting
symptoms”, in the FGDs the women reported feel §@im symptoms is one of the barriers
in practicing the breast cancer screening testsnqdeaphic variables (age, income,

occupation, education and marital status) affettedvomen knowledge, attitude and practice

129



Recommendations

The women attended the MOH/MCH clinics in the fdistricts in this study are aware of
the breast cancer; it is a dangerous disease awdlpnt amongst women in Palestine. Their
knowledge regarding this disease is moderate; damg# to the screening methods can be
described as inadequate, and the most salientnfindi the vital role the demographic
variables played in impacting the level of knowledaspects of BC and screening tests and
the level of compliance regarding the screenintstéhis disease is still considered a source
of anxiety and fear, the women manifested barnegarding the three screening methods
(BSE, CBE and mammograms).

The recommendation will be tackled using three disnens; awareness methods, policy

makers’ and recommendations for further researches.

The women’s awareness methods

The study findings revealed that fear and anxiety barriers hindering women from

complying with screening methods, and breast caiscetll an apprehended topic regarding,

thus, awareness campaigns should take into coasiolerthe feelings, emotions fatalism,
culture, beliefs and the disparities among womenceming educational levels. Thus, to
achieve successful intervention which aims to iaseethe level of awareness among women
concerning the topic of breast cancer, the awasecaspaign should address the following:

1- Planning campaigns must first involve women in gwero discussion, in order to
comprehend their beliefs, barriers and their calt@ontext revolving around this topic.
Thus, the awareness campaign can build upon thet&t groups’ perceptions and views.
Later, these findings will be adapted to be morpragriately digested by the targeted
group.

2- Language used in any pamphlet must be localizedtaifuded to be received as best as
possible. The pamphlets distributed in MOH clinicssess good design and color but the
information these pamphlets are too scientific amiten in formal Arabic. Thus it is
recommended to use simpler more local terminolagyuaied from the open discussion,
and only highlight the main information rather thiandetails. As the study shows that
women who have educational degree above tawjihinamee knowledgeable and this
would give indication about targtinging differemtueational back grund upon producing

educational material .
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Women should be asked about the preferred meaegsmmunication when receiving
awareness information.

From the findings and related previous studies ootedl in other countries; it was found
that the women participated in the study shareds#mee universal emotional with other
women and the fear and anxiety is present, thissrdcommended that psychologists and
religious people assist in the awareness campdlgaistarget breast cancer to support
women to reduce the levels of fear and anxiety.

Encouraging woman to woman education by sharingesscand survivor stories, as well
as women who have undergone mammograms and CBE.Wdld reduce fear and
anxiety and increase reassurance.

Design an efficiency educational model to improvenmmography screening test among
the Palestinian women, as in a study conductedvimodi et al. 2013), which aimed to
determine the effect breast cancer screening educdtey applied HBM components in
a questionnaire which recruited two groups of wonwere was the control and the other
was the experimental one. The experimental group ®&posed to four educational
sessions; each lecture lasted 90 minutes, and iwes g lecturing group and was shown a
movie dependant on HBM. The results showed thatwkey an appropriate educational
program, focusing on the benefits of mammogranenasarly detection method increased
their potential to attend the mammogram screeniogram. This assures that adapting
educational intervention model, depending on th#ural aspects and the women’s
background will enhance screening tests.

At the level of the clinic, awareness and servioasst be provided by health care
providers as part of the routine services, takimg iconsideration the human and the
sensitive side of this matter. Encouraging andrsngtbehaviors might increase women’s
compliance, this recommendation came up from nhthé FGDs when women reported
that women tore prescription nurse gave them wihitewomen in the FGDs complained
doctors did CBE quickly without taking to them.

Pre-mammography counseling should be given to as&ethe level of confidence in
managing the disease and to reduce fear and ankigtyhe fight against breast cancer to
be successful, it is necessary to promote behdviti@nges in both women and health
professionals, especially those providing care e poor, and to improve women’s

knowledge, attitude and practice regarding mamnpigyracreening.
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According to these results, it can be concluded the risk factors for breast cancer,
especially those least known, should be emphasiiethg the education of health

personnel.

Recommendations on the policy making level

1.

To underscore the importance of continued workdncating and engaging Palestinian
women in dialogue about the importance of breasteascreening and the supporters
like husbands, mothers in law and others.

MOH, NGOs, UNRWA and private sector health careviglers must collaborate and
coordinate efforts to work as one body in awaref¥sgrams Data must be updated that
captures cases, incidences, prevalence of breaserca to thus assist researchers and
decision makers on the national level in orderdtidy tackle breast cancer issues. Most of
the data related to breast cancer is taken fromatirmial MOH report, which is not
sufficient;.

Awareness campaigns for breast cancer must notorelgeasonal campaigns, but must
rather be independent and solid program, untigadgects.

The policy makers must adopt cohesive physiciarepatrelationships, which will
counteract fear, fatalism, and negativism, andntreiase the level of comfort among

individuals who are more apprehensive about sedksadth care services

Recommendations for further Research

This study provided valuable information about theee screening methods (BSE, CBE and

mammograms), and breast cancer knowledge levelgsdoren. It does not, however, provide

in-depth information about the cultural issues. eeammendation for future studies is to

conduct research using qualitative methodology atltural issues and breast cancer

screening methods practice and probe and know atwoat the reasons behind women not

screened for breast cancer while they have knowlaedgbreast self-examination and other

tests ,.

This is study is considered as base line, operejfes about the attitude ,knowledge and

practice towards breast cancer among Palestinianmenqgfuture studies must dig deep about

the effect of educational methods ,and the bargepsacticing focusing in cultural and social

one.
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Summary

This descriptive study provides valuable informatithat could be utilized by both
researchers and those involved in public healtigrnaras. The results indicate that the level of
the knowledge of breast cancer and the screensts) &s well as provided women'’s attitudes
towards this disease and screening test. Moreiyagvided level of compliance towards the

screening test. Thus, this research is consideyedbasic line study to builzh later.
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Appendix B

Al-Quds University
Faculty of Public Health
Health Management and Policy

Knowledge, Attitude and practices Among Female Pagnts at MOH Clinics
in Ramallah, Jenin, Hebron and South Hebron Distrits.

Dear:

My name is Kifah Bani Odah, a post graduate studeriiealth management and policy
program in Al-Qudus University, conducting a stutifed “Knowledge, Attitude and
practices Among Female Patients at MOH Clinics amRllah, Jenin, Hebron and South
Hebron Districts” as a requirement of my masteggrde. Therefore, | would like to fill out a
questionnaire with you on this topic. The informaticollected from you is only for the
purpose of research. This information will be codeul will be dealt with as information
without names. | hope you will cooperate with md apare 20 minutes of your precious time
to fill out this questionnaire. You may refuse oecept. However in case you decline, please

mention the reason behind that as it is importantrfy research

o | agree to participate
o | do not agree to participate Reasons:................

For more information, please call me on my teleghonmber 0599782639

Thanks for your cooperation and understanding.
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Annex D

Faculty of Public Health

In-depth interviews / Knowledge, Attitude and pracices Among Female
Patients at MOH Clinics in Ramallah, Jenin, Hebronand South Hebron
Districts.

Focus group interview guide

Information about the participants in the Study

The Faculty of Public Health / health managementl golicy Graduate program, is
conducting study by one of its students about kedge, attitude and practices for breast
cancer and method of early detection among womeémeinWest Bank.

Dear, you are invited to participate in this stuByt before you decide to participate in this
study, we would like to inform you of the following

What is the topic of study?

This research aims to evaluate the knowledgeudés and practices of women about breast
cancer and method of its early detection, and venatthe obstacles that women face in
practicing the methods of early detection of breasicer.

What should | do if | decide to participate in the Study:

If you agree to participate in this study, you Wik asked to answer questions accurately
knowing that the time of interview will be from oheur to one and a half, and the interview

will be recorded with your consent. However, if yda not agree we will record the remarks

only.

If you agree to record your the interview, you nask to stop recording at any time you

desire. If you feel after the end of the intervidhat you desire to exclude any information

you feel you should not mention, or if you wantaidd some information you have omitted,

you can call the researchers and she will add letelevhat you want.

Am | compelled to Participate?
No, the participation is not compulsory and ivaduntary. Whether you agree to participate
or not, your decision will remain a personal nob&discussed with anyone else.

Confidentiality

All information obtained by us during the interviemill be preserved, and no one can go
through them during interview. All the informatiovill be converted into symbols and your
name will not be mentioned. In addition, all thegmmal information that you mentioned

during the interview will be gathered during thage of analysis and writing of the results. If
you have any questions we are ready to answer.

Thank you for reading these information about thel\s We hope that you will participate in

the study.
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For any query, please call the main researcherhKBani Odah on telephone Number:
0599782639

Contract used for the participants in the study:

| have read and understood the information about
the study

| was able to ask questions and discuss the study
objectives.

| have understood that | can withdraw from the
study any time | want / without giving any
justifications.

| have agreed on recording of my interview.

| agree on participation in the study

Name (Participant) .......... Signature ................ Date ................

Name (Researcher) ............... Signature ............. Date .............
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Appendix F
Focus Group Participants: Demographic Information

N | Place of | Ag |Job Social Education Do you Number of
0. | Residenc | e Status Level have Children
e children?
1 | Hebron 36 | House Wife Married Elementary Yes i®lcbn male 3,
female 5
2 | Hebron 42 | House Wife Married Elementary Yes itdobn, 3 females
2 males
3 | Hebron 32 | House Wife Married Elementary Yes P females
4 | Hebron 50 | Nursery TeacheMarried Elementary Yes One daughter
5 | Hebron 29 | House Wife Married Bachelors Yes Ltiters
6 | Hebron 40 | Social Worker Married Bachelors Yes o012ss 4 daughters
7 | Hebron 28 | House Wife Married Bachelors Yes 3Fson
8 | Hebron 40 | Teacher Married Bachelors Yes 3 sons
1 | Jenin 47 House Wife Married Elementary Yes mafe®ale 2
2 | Jenin 36 | Teacher Married Bachelors Yes 6 daughter
3 | Jenin 50 | House Wife Married Elementary Yes 3 mydBdemales
4 | Jenin 49 | House Unmarried Elementary No
5 | Jenin 29 House Wife Married Elementary Yes Ontenone
female
6 | Jenin 29 | Social Worker Married Elementary Yes aBghters, one son
7 | Jenin 39 | House Wife Married Elementary Yes 2 md@demales
8 | Jenin 43 House Wife Married Elementary Yes BB females
9 | Jenin 35 | House Wife Married Elenmtary Yes 2 mabefemales
1 | Ramallah| 40| House Wife Married Elementary Yes mafies, 3 females
2 | Ramallah| 44| House Wife Married Elementary Yes males, 2 females
3 | Ramallah| 55| House Wife Married Bachelors Yes nédles, 3 males
4 | Ramallah| 50 House Wife Married Elementary Yes abes) 2 females
5 | Ramallah| 37| House Wife Married Bachelors Yes akels) 2 females
6 | Ramallah| 45 House Wife Divorced Elementary Yes fenBales, 3 males
7 | Ramallah| 41| House Wife Married Elementary Yes ales) 2 females
8 | Ramallah| 38 House Married Elementary 2 malgsyas
female:
9 | Ramallah| 36 | House Wife Married Elementary 2fewdl Yes
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Appendix G
Guide questions of FGD

The following are the questions that were askatiégarticipants:

Main question Probe question

How do you think a woman should screen Please mention the main technique,
breast lumps in order to make sure that | according to your knowledge or experience.

everything is intact?.

What is the source of your information

about this technique?

What are the main risk factors that developgCould you tell me a story about a woman

breast cancer? who has developed breast cancer?

In your opinion, what are the main If you have detected any symptom, how
symptoms of breast cancer? would you feel and what would you do?
Is breast cancer prevalent in your How many cases have you heard about?
community? Do you believe that breast cancer is a

dangerous disease to Palestinian womenp?

Do you believe this disease is curable if it iBlease explain more.

detected in an early stage? If not, why?

Breast Self-Examination

Why? Please explain
How important do you think self-breast Would you recommend self-breast exams
exams are, as a screening tool for a breasto a family member or a friend? Why?

lump?

Do you know how to perform the BSE? At what timé& iecommended that you
practice this test?

Who of you practices it regularly?

According to your opinion, what deters

women from practicing BSE regularly?

Would you feel comfortable performing | Are you comfortable touching your breasts
self-breast exam by yourself? Why? Pleasedo the exam? Why or why not?
explain Do you feel comfortable performing a self-

breast exam in your home? Why or why

not?
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Clinical Breast Examination

How important do you think clinical breas
exams are as a screening tool for detectir

breast lump? Why? Please explain.

[ Do you think that clinical breast exams cg

gletect breast lumps? How? Please explg

in.

Do you know at what age is the CBE

performed?

Has anyone of you gone to the physician
undergo a CBE?

to

According to your opinion, why don’t

women go for CBE?

Ask about financial, social and personal

barriers.

Are you willing to receive a clinical breast

exam? Why?

Do you think clinical breast exams are
worthwhile to your health? Why? Please
explain.

If you have gone to get a clinical breast

exam where do you go? Why?

How was your experience? Would your
experience be different if you had a male

female physician?

Please explain more about your experien
ceind how it would be different if the health

provider would be male or female?

Mammaography

Do you know at what age mammography
recommended?

i®o you know that mammography is free i

Palestine?

=)

How important do you think a
mammography is, as a screening tool for

breast lump? Why? Please explain.

Do you think that a mammography can
adetect breast lumps? How and why? Ple

explain.

nse

Would you go to receive a mammography

Why? Please explain.

“Ask about main financial, social and

personal barriers.

Do you think a mammography is

worthwhile to your health? Why? Please

If you have gone to get a mammography

exam, where do you go? Why? How was

explain.

your experience?
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Appendix |

Faculty of Public Health

Breast Cancer Screening Tests:

Knowledge, Attitude and practices Among Female Patnts at MOH Clinics
in Ramallah, Jenin, Hebron and South Hebron Distrits.

Date of form fill up: / /

| . Demographic / Social Information

1. Residence [ ]city [ ]village [ ] camp

2. Age B

3. Level of education: |:| illiterate |:| Elementary |:| Preliminary
|:| Secondary |:| Tawjihi |:| Middle College
D Bachelors D Post Graduate

4. Religion : [ ] Muslim [ ] christian

5. Marital Status : |:| Single |:| Married |:| Divorced
DWidow |:| Separated

6. Occupation: |:| Full time work (35 hours and more in a WEEID Part time

[ ] unemployed [ ] House wife [ ] student

\‘

. What is the average family income in a month (iel&ts) -----------------

I. General Background of the Disease

1. Are any of your relatives (first degree relativéaughter, sister, aunt, mother) affected by
breast cancer?

O Yes 0 No
2. Is the BC a prevalent disease among women gstat?
O Yes O No O Don't know

3. Do you know that the BC presents a danger onemsrhealth?
O Yes O No O Don't know
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[ll. Knowledge of the risk factor
Please indicate by putting X mark what best swts knowledge about the available options
for this question with all its parts; "Yes, No, Doknow"

3.1 Based on your knowledge, do the following faate affect the occurrence of breast
cancer?

Item Yes No | Don't Know

Advanced ac (aging|

Inherited (family history

High fat diet

Smoking

Alcohol consumption

First birth at late age (30 )years old

Early age at menarc (12 )years ol

Late age at menarc (after 55 years 0)

OO |NO O WN -

Recent oral contraceptive 1

10 | Breast feeding

11 | Infertility

12 | Overweight

13 | Lack of physical exercise

14 | Hormone therapy after menopa

3.2 Based on your knowledge, what are the symptorfrom breast cancer (Please read
the options).

Item Yes | No | | Don't
Know

Lump in the breast

Nipple discharge or bloody discharge

Nipple pain

Thickening of the nipple

Skin dimpling

Thickening of breast sk

Redness, irritation, of nipple or breast ¢

DN WN|EF-

Breast or nipple pain

3.3 What are your sources of knowledge about the bast cancer? You may opt more
than one source?

O Television O Printed Press O Internet O Radio

O Friends and relatives [ Health care providefd My experience with the disease

3.4 Based on your knowledge, what are the methoda@& means used for early detection
of the breast cancer.

What are the methods and means used for earlytigtec| Yes | No | | Don't Know
of the breast cancer?

1 | Self-examination of the breast
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Clinical examination by the physician

2
3 Mammogram
4 Biopsy

IV: Information about the Self-Examination of the Breast

1. Do you know at what age the breast examination shtiibe done’
020 0 30 O 35 O | don't know

1. Do you know when this examination is performed?

2. Do you know how to perform this examination?
O Yes (If the answer is "yes", then move to the tjoast)

0 No (If "No", move to question 8

3. Mention the main steps to performing BSE
(The researcher will compare the below steps acldeak mark will be made on meth
known to the lady about the method of self-exaniomat

O Standing in front of a mirror with hands pressiimgnfy down on your hips, look at you
breasts for any changes of size, shape contour

0 Standing with your arm only slightly raised so yman easily feel in this area, , look
your breasts for any changes of size, shape contour

O Put your arms behind your head, stress your bodschas, and notice any changes in vy
breast

Dd

r

at

our

4. Do you perform or practice self-breast examinatiormonthly and regularly?
O Yes 0 No

5. How many times have you practiced BSE in the pas2Imonths?
OMonthly O Once per two months O Twice or more per year

O Five times during five years [ Undefined

6. Is the BSE important and assists in early detectioof breast cancer?
I Yes O No O Don't know

7. Why do you not perform breast self-examination reglarly. Mark three most
important barriers or reasons that hinder you from performing self-examination
regularly

[0 Carelessness

0 Time consuming

O Laziness

O | am still young to perform such examination
[0 Fears of detecting any symptoms

0 | do not have breast problem

O | have not been advised for doing so

O My God protects me
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0 Embracement to see my breast in mirror or touch
O I don’t have enough knowledge about this examimatio

0 Unsure about its benefit or accuracy

V: Clinical Breast Examination Test Information

1. Have you undergone a breast examination by a phys$m or a nurse
I Yes I No

2.Do you know at what age the breast examination should be doneg/la physician or
a nurse
0 20-30 O 35 O 1 don't know

3. Do you know the number of times the breasts shoulde examined by a physiciai
or nurse before the age of 40
O once 1-3 years a year O | Don't Know

4. Do you know the number of times the breasts shoulde examined by a physician o
nurse after to the age of 40
0 Onceinayear [ One ineverytwo years [0 Once in every three years
O | Don't Know

5. How many times have you examined your breast kyphysician or a nurse
throughout your life.
O 1-3 times O 3-5 times O More than five times O Not even once

6. Do you believe it important to perform CBE by a nuise or physician?

O Yes O No

7.Would you allow a male physician perform CBE for ya?

O Yes O No

8. Why have you not performed CBE (Do not read theoptions? Please mention three

O Oo0oooogooogooad

most important barriers or reasons that hinder you from performing self-
examination regularly (Please select three most ingptant obstacles.

Financial costs and | have other priorities

The examination needs time

Laziness

| am still young to perform such examination

Fears of detecting any symptoms

| do not have breast problems, | have not beersadvior doing so
My God protects me

Embracement Because the health provider is man

I've heard it is painful examination

| don’t have enough knowledge about this examimatio
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O | don’t want anyone to know about my disease

0 Unsure about its benefit or accuracy

V1: Information about Mammogram

1. What is the Recommended age for mammogram examinati
O At the age of 30 years OAbove 35 year O Above 45 years
O 1 don't know

2. How often should a mammogram be done between tiages of 30-40?
OO0 Once per three years 0 One every year [0 Once every two years

3. How often should a mammogram be performed aftethe age of 40?
U Once every two years 0Once per three years [Once per year

1. How often should a mammogram be performed after theage of 50?
0 Once per three years One every year [1 Once every two years

2. Do you know that mammogram test is free of chargeniMOH clinics in Palestine?
O Yes O No O Don't know

3. Have you had a mammogram performed?

O Yes 0 No (If "yes" then answer the following question)
4. How many times have you examined your breast by mamogram in your life?

O Once O two times Omore than two times O five times

0 Never O | am still too young for this examination

8. Is the mammogram important in assisting and deicting early breast cancer?
O Yes O No

9. The barriers hindering women from performing mammogram Please select three
most important answers

O | have other priorities and the cost is high

O The examination needs time

O Laziness

O | am still young to perform such examination

O Fears of detecting any symptoms

0 | do not have breast problem

O | have not been advised for doing

0 Unsure about its benefit or accuracy

O God Bless me

0 Embracement Because the health provider is man
O I've heard it is painful examination

O 1 don't have enough knowledge about this examomati

O | don’t want anyone to know about my disease
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V11: May Allah forbid, if you suffer from breast cancer, what would your feelings be
towards being affected with breast cancer, Do notaad the options (More than one
answer may be accepted)

Item Indicate the Answer

| will be scared

| will suffer from nervous breakdown

| will not tolerate that

| will consult a physician immediately.

| will ask help from my relatives and friends

| will use traditional and local therapeutic remesdj

I will go to the mosque or church and pray for god
I will perform mastectomy

| will not do any thing

10} I will accept that, because it is my fate

OO N O & W N

8. If you feel a lump in your breast, how fast yowvill go to see physician??
0 The same day
O Within one week
O Within one month
O Within two to three months
O Within more than three months.

O I don't know

Question 9: Do you believe that breast cancer onlyccurs for the aging women?

O Yes O No
Question 10: Do you believe it is rare for a womawith breast cancer to live more than
five years?
O Yes I No

Thanks for your cooperation.
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Appendix J: The practicing of the threes screening tests (BSEBE, Mammogram
according to age

Do you perform or practice self-breast examinatiormonthly and regularly?

LESS 29 29-39 39-49 49-59 59-69 Total
Yes 43.9% 37.4% 14.0% 4.7% 100%
No 45.6% 36.0% 12.5% 3.7% 2.2% 100%
Total 44.9% 36.6% 13.2% 4.1% 1.2% 100%

How many times did you have your breast examinedyba nurse or physician during

your life ?
LESS 29 29-39 39-49 49-59 59-69 Total

1-3 times 31.4% 41.9% 18.6% 5.8% 2.3% 100%
3-5 times 11.1% 55.6% 33.3% 100%
More than 33.3% 33.3% 33.3% 100%
five times

Never 50.9% 30.8% 12.9% 3.6% 1.8% 100%
| do not 20.0% 60.0% 20.0% 100%
know

Total 43.9% 34.8% 14.5% 4.8% 1.8% 100%

Have you had mammogram performed?

LESS 29 29-39 40-49 50-59 60-69 Total
Yes 30.6% 22.2% 30.6% 11.1% 5.6% 100%
No 45.4% 36.5% 12.6% 4.1% 1.4% 100%
| do not 43.8% 35.0% 14.6% 4.9% 1.8% 100%
know

The number of times you examined your breast by mamogram.

LESS 29 29-39 40-49 50-59 60 -69 Total
Once 25.9% 22.2% 40.7% 7.4% 3.7% 100%
Twice 50.0% 16.7% 16.7% 16.7% 100%
More than two 100.0% 100%
Five 53.8% 46.2% 100%
Never 45.4% 36.1% 12.6% 4.6% 1.3% 100%
Total 43.9% 34.7% 14.4% 5.3% 1.8% 100%
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Appendix K: HBM related to the results qualitative and quantrie

HBM items

Main quantitative results

Qualitative results

Perceived severity; how serious w

breast cancer be?

Is the perception of the
consequences of negative health
condition is also subjective ;the
beliefs of an illness causing pain
,impairment ,social stigma or death
are example of seriousness percei
(Rosentock, 1966)

IB1.8% believed that breast
cancer is prevalence
disease among women in
Palestine.

48.8% said yes to the

guestion "Do you believe it
vealre for women with breast
cancer to live more than fiv
years ?

When asked women about
feelings and expectations
towards being affected with
breast cancer” the main
three attitude “I will be
scared 31.9%, | will be
suffer from a nervous
breakdown “ 11.3%, | will
consultant physician
immediately 27.3%.

And the women felt serious
towed this disease in the
guestion “if you feel a lump
in your breast ,how fast yol
will go to see physician
“69.7% said at the same da

The majority of women in FGDs
expressed that breast cancer is
incurable disease, women
supported their perception by
narrating what they had witnessec
their relatives or friends who had
suffered this vicious disease ,the
disease according to the women i

eFGDs is negative health condition
with consequences that will lead t
death

In the FGDs ,the word breast can
caused them to feel restless
,anxious and describe their feeling
by “I will in completely break
down ,extreme hopelessness

y

)

cer

JS

Perceived benefits of taking acti

and rule on a course of action is

shaped by the options accessible t
the individual and the belief in their
effectiveness ;what I have gain fro
breast cancer screening?. Rosentd
1966;Lizewski, 2010)

The variable of HBM” the
screening tests is importan
por not to detect breast
cancer in early phase “ the
mvomen in the study highly
dbelieved that the three
screening tests
methods(BSE, CBE
,Mammogram ) with
percentage (93.4%,

t results of the FGDs, the attitude

92.4%,83.6%) respectively|.

This attitude manifested in tl

toward BSE is positive deeming i
will be vital test for early breast
cancers symptoms detections as
women agreed saying “it give sing
if you have some things in your
breast “

he

Perceived barriers ; what
hindering me from breast cancer
screening ? the barriers of taking
actions, regardless of belief being
settled by specific course of action
may reduce health threat , but the

Practicing and performing
the screening tests are pog
and they mentioned three
main barriers that deterred

In the FGDs ,women are poor
rpracticing the three screening test
they reported barriers ,such as
carelessness , fears from detectin

them from practicing .

e

symptoms ,and the majority belie
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hesitancy may still take place amo
the clients ,barriers are constructec

preventing action.

g in destiny and God protection .
I Women in the study asked

the same question “what is
hindering you from breast
cancer screening tests?

The women in the studies
mentioned three main
barriers in each screening
tests ,the common one in the
two screening tests
(BSE,CBE) with high
percentage is “I do not hav
breast problem”20.8%,229
while in the mammogram
“fears from detecting
symptoms “is the top
barrier with percentage
,25.3%.

The barriers reported
regardless of their belief
and attitude of the
importance of the screening
tests methods to detect the
barest cancer.

(1)

N—r

Perceived se-efficacy “how | the

skills /confidence to perform

screening ? personal judgments ar]
the ability or willing to perform the

actions toward the task .

The sel-efficacy variable In the FGDs most of the wom:

"do you know how to said they knew how to
gerform breast self- performBSE.
examination “

69.3% responded by sayin
yes they knew how to
perform BSE.

O
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Appendix M : the co-founder results
The association between the practice and the (incanage, occupation and education)

Variables Entered/Removed (b)

Method Variables Removed | Variables Entered Model
Enter . Q7income, Q2age, 1
Q6work,
Q3education(a)

a All requested variables are entered.
b Dependent Variable: practice

Model Summary

Std. Error of the Adjusted R R Square | R Model
Estimate Square
6.25024 .030 .042 .205(a) |1

a Predictors: (Constant), Q7income, Q2age, Q6wp8education

The table shows the strength of the relationshiglvemounted to 21%, a statistically
significant amount of interpretation of any chantgethe dependent variable of the so-called
(R) square, thus the strength of the relationsdtpieved is very suitable to explain the
impact of the factors (income, age, occupationcatian) on the practice.

ANOVA(b)
Sig. F Mean df | Sum of Model
Square Squareg
.008(a) 3.527 137.796 |4 551.184 | Regress 1
ion
39.065 322 12579.073 | Residual
326 13130.257 | Total

a Predictors: (Constant), Q7income, Q2age, Q6w8education
b Dependent Variable: practice

The table above shows the presence of a statlgt®ighificant relationship between all the

independent variables on the dependent variablechwis practice. It is a statistically

significant as the value of statistical significaraf less than 5% (008). The table also shows

176



that the model is appropriate in measuring andficoiy for most of the independent
variables where the value of statistical indicadi@me less than 5%, which demonstrates that
the independent variables were well explained lier dependent variable and the amount of

variation is little in this model to explain therers.

Coefficients (a)

Sig. t Standardize | Unstandardized Model
d Coefficients
Coefficients
Beta Std. B
Error
.000 5.759 2.859 16.464 | (Constant) 1
.020 2.345 .146 .042 .098 Q2age
.699 .387 .026 .260 101 Q3education
244 1.167 .067 .351 409 Q6work
.042 -2.037 | -.117 .000 -.001 Q7income

a Dependent Variable: practice
The table above shows that each of the variablesaad income affect the practice of the

respondents and has a statistically significancatlee the statistical probability of T values
is less than 0.05 and this means rejection of thehyglbtheses, which denies the existence of
the impact of these factors on the practice, amdntbre influential variable is Age, and not

the income variable.

Variables Entered/Removed(b)

Method | Variables Removed Variables Entered Model
Enter . Q7income, Q2age, 1
Q6work,
Q3education(a)

a All requested variables entered.
b Dependent Variable: knowledge
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Model Summary

Std. Error of the | Adjusted R Square R Square | R Model
Estimate
3.88367 .001 .014 A17(d) |1

a Predictors: (Constant), Q7income, Q2age, Q6w8education

The table shows the strength of the relationshiglvbmounted to 12%, a statistically
significant amount of interpretation of any changethe dependent variable of the so-called
(R) square, thus the strength of the relationstpieved is very suitable to explain the
impact of the factors (income, age, occupationcatian) on the knowledge

ANOVA(b)
Sig. F Mean df Sum of Model
Square Squares
.002(a) 11.600 116.764 4 460.369 Regression 1
10.083 322 | 3226.845 Residual
326 | 4923.749 Total

a) Predictors: (Constant), Q7income, Q2age, Q6w@8education
b) Dependent Variable knowledge
The table above shows the presence of a statlgt®ighificant relationship between all the

independent variables on the dependent variablehwis knowledge. It is a statistically
significant as the value of statistical significaraf less than 5% (002). The table also shows
that the model is appropriate in measuring andficimg for most of the independent
variables where the value of statistical indicagi@me less than 5%, which demonstrates that
the independent variables were well explained tier dependent variable and the amount of

variation is little in this model to explain therers.
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Coefficients(a)

Sig. t | Standardize Unstandardized Model
d Coefficients
Coefficients
Beta Std. B
Error
.000| 4.553 1.776| 8.088 (Constant) 1
.020| 2.346 .146 042 .097 Q2age
.054| 1.899 111 .218| .414| Q3education
.055| 1.978 .103 .032] .087 Q6work
.957| -.054 -.003 .000| .000 Q7income

a) Dependent Variable: knowledge
The table above shows that each of the variables education and occupation affect the

knowledge of the respondents and has a statisticignificance because the statistical
probability of T valuess less than 0.05 and this means rejection of thehyplbtheses, which
denies the existence of the impact of these factorthe knowledge, and the variables most

influential are age then education and then océompat
The association between attitude and the (income, @goccupation and education)

Variables Entered/Removed(b)

Method | Variables Removed Variables Entered Model
Enter . Q7income, Q2age, Q6work, 1
Q3education(a)

a All requested variables entered.
b Dependent Variable: attitude
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Model Summary

Std. Error of the Adjusted R R Square | R Model
Estimate Square
4.78418 .026 .038 194(a) | 1

a Predictors: (Constant), Q7income, Q2age, Q6w8education

The table shows the strength of the relationshiglvamounted to 20%, a statistically
significant amount of interpretation of any changethe dependent variable of the so-called
(R) square, thus the strength of the relationstpieved is very suitable to explain the
impact of the factors (income, age, occupationcatian) on the attitude.

ANOVA(b)
Sig. F Mean df Sum of Squares Model
Square
.015(a) |3.141 71.897 4 287.586 Regressi| 1
on
22.888 322 7370.071 Residual
326 7657.657 Total

a Predictors: (Constant), Q7income, Q2age, Q6w8education
b Dependent Variable: attitude

The table above shows the presence of a statlgtsighificant relationship between all the
independent variables on the dependent variablechwis attitude. It is a statistically
significant as the value of statistical significaraf less than 5% (015). The table also shows
that the model is appropriate in measuring andficimg for most of the independent
variables where the value of statistical indicati@me less than 5%, which demonstrates that
the independent variables were well explained tier dependent variable and the amount of

variation is little in this model to explain thears.
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Coefficients(a)

Sig. t Standardize | Unstandardized Coefficients Model
d
Coefficients
Beta Std. B
Error
.000 11.783 2.188 25.784 (Constant) 1
221 -1.225 | -.077 .032 -.039 Q2age
404 -.836 -.056 .199 -.166 Q3education
.906 -.118 -.007 .268 -.032 Q6work
.002 -3.055 |-.176 .000 -.001 Q7income

a Dependent Variable: attitude
The table above shows that the variable incometaffihe attitude of the respondents and has

a statistically significance because the statispecabability of T valueds less than 0.05 and
this means rejection of the null hypotheses, whliehies the existence of the impact of these

factors on the attitude, and the income variabtbeasmost influential.
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Appendix L: The names of the experts

Name Qualification

Dr. Rand Jarralla WHO, project director-Palestimational institute of public
health

Dr.Salwa -Alnjab Director of Juzoor foundation

Dr. Fouad Sabateen Senior of breast cancer

182




