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KATHERINE T, HARKNESS 
FACTORS RELATED TO THE PRACTICE OF BREAST SELF-EXAMINATION 
IN REGISTERED NURSES 
(Under the direction of PATRICIA p; LILLIS, DSN) 

The purpose of this study was to examine the relationship 

among Health Belief Model variables (perceived susceptibility,. 

seriousness, barriers, control, and health motivation), 

knowledge of breast cancer and breast self-examination (BSE), 

and sociodemographics to frequency of BSE practice in registered 

nurses. One hundred twenty two women completed a Demographic 

Data and Frequency of Breast Self-Examination Questionnaire, the 

Champion Health Belief Model Scale, and the Breast Cancer 

Knowledge Test. Pearson product moment correlation revealed 

perceived barriers to be inversely related to frequency of BSE 

practice (r = -.45, p <.001), whereas health motivation was 

positively related to frequency of BSE practice (r =.44, 

p <.001). Stepwise multiple regression using Health Belief 

Model variables found perceived barriers and health motivation 

contributed significantly to the variance in BSE frequency, 

accounting for 29% of the variance. When each scale was 

analyzed independently, barriers accounted for the largest 
, I 

portion of the variance (20.2X), and health motivation accounted 

for 8.5%. Relative to the findings, implications for nursing 

practice and future nursing research are addressed, 

INDEX WORDS: Breast cancer, Breast Self-Examination, Health 
Beliefs 
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FACTORS RELATED TO THE PRACTICE OF BREAST SELF-EXAMINATION 

IN REGISTERED NURSES 

Chapter I 

Introduction and Purpose 

Breast cancer ranks as one of the major health problems 

of women today. It is the most common type of cancer 

affecting women and is the second leading cause of cancer 

death in women in the United States. The American Cancer 

Society (1991) estimates that there will be 175,000 new 

cases of breast cancer diagnosed in 1991 and 44,500 deaths 

from the disease will occur. 

The stage of a breast cancer at the time of discovery 

is an important prognostic factor. The earlier the 

detection is made, the better the long-term prognosis. The 

principle methods used for early· detection include monthly 

breast self-examination (BSE), mammography, and periodic 

physical examination performed by a health practitioner 

(Rudolph & McDermott, 1987). 

Among these techniques, BSE is an attractive option 

from the prospective of cost and convenience. Furthermore, 

although data on the efficacy of ,BSE are not totally 

consistent, the majority of studies indicate that women who 

routinely perform BSE are diagnosed at earlier stages of 

disease and have increased survival rates compared to women 

who do not practice BSE (Brown & Huguley, 1979; Foster & 

Constanza, 1984; Foster, Lang, Costanza, Worden, Haines & 

1 
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Yates, 1978). In order to determine the relationship 

between BSE performance and the clinical and pathological 

stage of breast cancer at first diagnosis, Foster, Lang, 

Costanza, Worden, Haines & Yates, (1978) studied 335 women 

with breast cancer. Approximately one-fourth of the women 

reported that they practiced monthly BSE, and half reported 

that they had never practiced BSE. More frequent 

performance of BSE was associated with more favorable 

clinical and pathological stages of breast cancer at time of 

diagnosis. 

In another study of 2,092 women with newly diagnosed 

breast cancer, the Georgia Cancer Management Network fou~d a 

four year survival rate of 75~ in women who practiced BSE 

compared to 58X in those who did not (Brown & Huguley, 

1979). In a five year follow-up of 1,004 women with breast 

cancer, Foster and Constanza (1984) reported that the 

survival rate was 75% for BSE performers versus 57X for the 

nonperformers. In addition, more frequent BSE was 

associated with a greater likelihood of the woman detecting 

her own cancer, less delay from first symptom to histologic 

diagnosis, earlier clinical stage, smaller tumor size, and 

fewer axillary node metastases. 

Despite the potential of BSE aiding in the early 

detection of breast cancer and despite more than 25 years of 

advocacy by such organizations as the National Cancer 

Institute and the American Cancer Society, studies 
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consistently show that compliance with BSE is very low 

(Rutledge, 1987; Stillman, 1977; Venet, 1980). A national 

survey conducted by the National Cancer Institute (1980) 

showed that while the majority of women had heard of BSE, 

only 29~ of them actually practice this life-saving 

activity. The reasons for not practicing BSE must be 

numerous; however, research has indicated that women's 

health beliefs and knowledge about breast cancer and BSE may 

relate to compliance with this health practice (Champion, 

1987; Gray, 1990; Williams, 1988). 

Registered nurses are a predominantly female population 

who, by virtue of their educational preparation and 

professional practice, possess increased knowledge of health 

and illness-related matters. Nurses routinely witness the 

ramifications of poor health practices and the ravages of 

advanced untreated disease. Inherent in the nurse's role is 

the responsibility to serve as an exemplar of healthful 

living which is attractive to patients as well as the 

general public. If knowledge of breast cancer and positive 

attitudes to BSE foster the practice-thereof, as some 

research indicates, 'then registered nurses would be expected 

to practice BSE routinely. 

The purpose of this study is to examine the 

relationship among Health Belief Model variables (perceived 

susceptibility, seriousness, barriers, control, and health 
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motivation), knowledge of breast cancer and BSE, and 

sociodemographics to frequency of BSE in registered nurses. 

Significance 

Although one out of every nine women will develop 

breast cancer during her lifetime, there is a 91% five-year 

survival rate if the cancer is discovered and treated in a 

localized state (American Cancer Society, 1991). The 

discovery of breast cancer in an early clinical stage has 

been shown to correlate with BSE practice (Brown & Huguley, 

1979). It is important to the discipline of nursing that 

the practitioner be knowledgeable about the factors which 

are directly related to compliance with this powerful 

detection tool. Women's health beliefs, and knowledge of 

breast cancer and BSE have been shown to be such factors 

(Champion, 1987; Gray, 1990; Halla!, 1982; Stillman, 1977). 

Confirming these relationships statistically is expected to 

give clinicians more impetus to formulate appropriate 

teaching strategies for health promoting behaviors such as 

BSE. If nurses routinely practiced BSE and promoted this 

early detection behavior to a variety of populations, they 

could serve as powerful role models, agents of change and 

leaders in health promotion. 

Conceptual Framework 

The conceptual framework for this study is based on the 

Health Belief Model (HBM). The model was developed in the 

early 1950's by Rosenstock (1966) and expanded in the early 



.5 

1970's by Becker, Drachman and Kirscht (1974). More 

recently, modifications of the HBM have been proposed by 

Pender (1982). 

The HBM is a psychosocial theory originally developed 

to explain preventive health behaviors at the level of 

individual decision making. The model incorporates the 

goal-setting theory of Lewin and the decision-making 

theories of Tolman, Rotter, Edwards; Atkinson, and Feather 

(Becker, 1974) (see Figure 1). Based upon these theories, 

the Health Belief Model postulates that in order for 

individuals to take action to avoid a disease, they would 

need to believe that a) they were personally susceptible to 

the disease, b) the occurrence of the disease would have at 

least a moderately severe effect on some aspect of their 

life, c) taking a particular action would be beneficial by 

reducing their susceptibility to the condition, or if the 

disease occurred, by reducing its severity, and d) it would 

not involve overcoming important psychosocial barriers such 

as cost, convenience, pain, and/or embarrassment 

(Rosenstock, 1974). 

Perceived Susceptibility 

Perceived susceptibility is an individual's own 

subjective appraisal of whether he/she will encounter a 

' specific health problem. Indiv.iduals vary widely in their 

acceptance of personal susceptibility to an illness. At one 



INDIVIDUAL PERCEPTIONS MODIFYING FACTORS LIKELIHOOD OF ACTION 

Dtmo11raphic uariablu (age, eex, 
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Structur'al Variablu (l(nowledge 
Perceived bardtrs to abour the diaeaae, prior contact 

with the diaease, etc,) preventive action 

Perceived Susceptibility to 
Disease "'X" Perceived Threat Likelihood o( Taking 
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!Severity) or Disease "X" Disease ••x" Health Action 

: 

Cues to Action 
Mass media campaigns 
Advice from others 
Reminder poetcard from phyaician 

or dentist 
Illness or family member or friend 
Newspaper or magazine article 

FIGURE 1, THE HEALTH BELIEF MoDEL (BECKER, 1974) AS PREDICTOR OF PREVENTIVE HEALTH BEHAVIOR, 

"' 
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extreme, a person may deny any possibility of contracting a 

particular illness. Individuals in a more moderate position 

would consider the chances of contracting a health problem 

statistically possible but consider their chances slight. 

At the other extreme, individuals may be strongly convinced 

that an illness will occur (Rosenstock, 1974). Therefore, 

it could be assumed that women who deny all susceptibility 
I . 

to breast cancer are not likely to:perform BSE. Those women 

who believe they are moderately susceptible to breast 

disease should be more likely to comply with BSE if educated 

and encouraged. Those women who perceive great 

susceptibility to breast cancer and its consequences should 

be highly motivated to practice cancer detection methods. 

Perceived Seriousness 

Perceived severity of a particular health problem also 

varies from person to person. Convictions concerning the 

seriousness of an illness can be judged by the degree of 

emotional arousal created by the thought of a health problem 

and also by the difficu:J,ties that an individual perceives: a 

particular health problem would create for him/her. An 

individual may be concerned with only the medical aspect of 

an illness; however, the perceived seriousness may also. 

include the broader implications such as the effect of a 

health.problem on his/her job, family life, or social 

relationships and commitments (Rosenstock, 1974). 

' Rosenstock (1974) also noted that due to a strong cognitive 
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component, perceived susceptibility and seriousness are 

partially dependent on knowledge. 

According to Rosenstock, (1974) perceived 

susceptibility and perceived seriousness combine to 

determine. the total perceived threat of a particula~ health 

problem. Theoretically, a woman who perceived an increased 

threat of breast cancer would be more likely to participate 

in breast cancer-screening activities. This theorized 

' relationship was supported in a study by Fink, Shapiro, and 

Roester (1972) which reported that a perception of personal 

vulnerability to breast cancer and concern with the severity 

of breast cancer distinguished participants from 

nonparticipants in repetitive screenings for early detection 

of breast disease. 

Perceived Benefits 

Based on the HBM, the acknowledgement of an 

individual's susceptibility to a health problem that is also 

believed to be serious is thought to provide the impetus to 

action. The specific action taken is thought to be 

influenced by the individual's beliefs regarding the 

effectiveness of health recommendations and availability of 

health services, A recommendation is likely to be seen as 

beneficial if it reduces an individual's perceived threat of 

a health problem (Rosenstock, 1974), 
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Perceived Barriers 

An individual may believe that a given behavior will be 

effective in reducing the threat ·of a health problem, but 

concurrently see ~his action as being inconvenient, 

expensive, unpleasant, embarrassing or even painful. The~e 

negative aspects of health behaviors are identified as 

barriers to taking action. These barriers can create 

conflict within an individual and avoidance behaviors can 

result. If an individual perceives the threat of a health 

problem to be high and the barriers to taking action low, 

the health action is likely to be taken. Conversely, if the 

perceived threat is low and the negative aspects high, the 
( 

negative components function as barriers to prevent action. 

A more difficult situation to resolve is where the perceived 

threat to a health problem is great and perceived barriers 

to action are also great. The individual is highly 

motivated to action that should reduce the impact of a 
I 

perceived health problem. The person is also highly 

motivated to avoid action seen as profoundly objectionable 

(Rosenstock, 1974). 

In some instances, alternative action of nearly equal 

effectiveness may be available (Rosenstock, 1974). For 

example, the woman who is threatened by breast cancer but' 

fears the potential hazards and pain of mammography might 

choose to practice BSE for cancer screening. Research 

results have indicated that perceived barriers is the most 



consistent HBM construct associated with practice of BSE 

(Champion, 1985, 1987; Gray, 1990; Lashley,. 1987). 

Health motivation 

10 

Health motivation, which is believed to influence 

health-related behaviors, was introduced into the HBM by 

Becker, Drachman, and Kirscht (1974) in an effort to 

represent an individual's need or desire for achieving 

health-related goals. Health motivation refers to an 

individual's level· of interest in and consideration 

regarding general health matters, which results in positive 

health activities and willingness to seek and comply with 

suggestions that are believed to decrease disease (Champion, 

1984). The addition of this concept to the model suggests 

that positive health motivations exist and will account for 

some part of compliant .health behavior. 

Perceived control 

From early infancy, human beings try to gain control of 

their environment and conditions of existence. The need· for 

control of certain areas of the environment is essential to 

feelings of personal competence and self-satisfaction. Lack 

of confidence in the power of persona! behavior to achieve 

personal goals can lead to feelings of frustration, 

powerlessness, and shame (Bar-Tal, 1978). 

Rotter (1966) conceptualized locus of control as an 

individual's generalized expectancy regarding the degree to 

which one's own behavior is a controlling factor in secur~ng 
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reinforcements. In general, it has been observed that 

individuals differ in their perception of locus of control, 

and tend to hold either an internal or external view of 

control. Individuals at the internal end of the continuum 

tend to perceive an outcome of their behavior to be a 

consequence of their own action. Perceived internal control 

usually results in assertive behavior which supports growth. 

In contrast, individuals at the external end of the pole 

tend to perceive behavioral outcomes as the result of luck, 

fate or powerful others. Researchers suggests that 

perceived external,control is associated with higher rates 

of morbidity, lower rates of compliance, lower health 

motivation, and less inclination to participate in 

preventive health behaviors (Rosenstock, 1975). 

Modifying factors 

The HBM also includes modifying factors which serve to 

influence both individual perceptions of susceptibility to 

' and severity of a particular condition, and the perceived 

benefits of preventive behaviors (Rosenstock, 1974). 

Modifying factors include a variety of demographic (i.e.,· 

age, gender, ethnicity), sociopsychologic (i.e,, 

personality, social class, peer pressure), and structural 

variables (i.e., knowledge about the health problem, prior 

contact with the problem), 

Knowledge about breast cancer and breast cancer 

detection plays an important part in a woman's decision to 



' 

12 

participate in breast screening activities. Women who 

understand the importance of early detection of breast 

cancer and who harbor fewer misconceptions about the 

consequences of breast cancer are more likely to take act~on 

_to detect the disease (Fox, Klos, Tsou, & Baum, 1987). In 

addition, increased knowledge about breast cancer and BSE 

has been correlated to thoroughness of BSE practice (Trotta, 

1980). 

Cues to Action 
I 

In addition to the above factors, the HBM proposes that 

a stimulus or cue to action must occur to trigger the 

appropriate health-related-behavior (Rosenstock, 1974). 

This cue might be internal, such as perception of body 

image, or external, like interpersonal communication, the 

impact of mass media or recommendations from a health care 

professional. The intensity of a cue that is required to 

instigate action is presumed to vary with the level of 

perceived threat. With relatively little acceptance of 

perceived threat of a health problem, intense stimuli would 

be needed to trigger a response. However, slight stimuli 

would probably be adequate to initiate action with high 

levels of perceived susceptibility and severity of a health 

problem (Rosenstock, 1974). 

Study Model 

Figure 2 depicts the investigator's adaptation of the 

HBM as a predictor of practice of breast self-examination. 
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Based on this interpretation of the HBM, individual 

perceptions directly affect a woman's inclination to 

practice BSE while sociodemographics and knowledge of breast 

cancer act as modifying factors which indirectly affect BSE 

behavior. In order for a woman to perform monthly BSE, she 

must hold several beliefs. She must perceive that a) she 

is personally susceptible to breast cancer, b) breast cancer 

will have serious consequences on her lifestyle, c) BSE will 

be beneficial in reducing the consequences of breast cancer 

sho,uld it occur and d) performing BSE does not involve 

overcoming barriers such as embarrassment, fear, 

inconvenience, or difficulty in remembering to practice BSE. 

A woman must also perceive the importance of assuming active 

responsibility for her personal health (perceived control). 

The degree of interest in and concern about health matters 

in general (health motivation) should also contribute to a 

woman's practice of BSE. Sociodemographics and knowledge of 

breast cancer and BSE act indirectly on BSE compliance by 

encouraging or discouraging women to act according to their 
0 

individual perceptions concerning the value of BSE. 

Research Questions 

1. What are the relationships among Health Belief Model 

variables (perceived susceptibility, seriousness, benefits, 

barriers, control and health motivation), knowledge of 

breast cancer, demographic variables and the practice of 

breast self-examination? 



2. What is the best set of variables comprising Health 

Belief Model variables (perceived susceptibility, 

seriousness, benefits, barriers, control and health 

motivation), knowledge of breast cancer and demographic 

variables for predicting the practice of breast 

self-examination in registered nurses? 

Definition of Terms 

Perceived Susceptibility of breast cancer is the 

subjective risk of developing breast cancer within a 

specific time period as measured by the susceptibility 

subscale of the Champion (1987) Health Belief Model Scale. 

Perceived Seriousness of breast cancer is the 

15 

subjective degree of personal harmful consequences of breast 

cancer in relation to altering personal physical health, 

role and social status, and ability to complete desired 

tasks as measured by the seriousness subscale of the 

Champion (1987) Health Belief Model Scale. 

Perceived Benefits of BSE is the subjective 

effectiveness of breast self-examination in detecting breast 

cancer, maintaining health, and curing or lessening 

undesirable consequences of breast cancer as measured by the 

benefits subscale of the Champion (1987) Health Belief Model 

Scale. 

Perceived Barriers of BSE are the subjective negative 

components of breast self-examination which are undertaken 

for the purpose of detecting breast cancer, maintaining 
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health, and curing or lessening undesirable consequences ,of 

breast cancer as measured by the barriers subscale of the 

Champion (1987) Health Belief Model Scale. 

Perceived Control is the subjective conviction that the 

outcome of breast cancer is determined by one's own actions 

as measured by the control subscale of the Champion (1987) 

Health Belief Model Scale. 

Health Motivation is the subjective state of concern about 

general health matters which results in positive health 

practices and willingness to seek and comply with 

recommendations which are believed to decrease disease as 

measured by the health motivation subscale 'of the Ch~mpion 

(1987) Health Belief Model Scale. 

Knowledge of Breast Cancer is the factual information 

possessed by the respondent in regards to general facts 

about breast cancer, the curability of breast cancer, and 

detection and screening practices as measured by the Breast 

Cancer Knowledge Test (McCance, Mooney, Smith, & Field, 

1990). 

Breast Self-Examination is the self-reported manual and 

visual examination of both breasts in a systematic manner by 

a women for the purpose of detecting an abnormality. 



Assumptions 

1. The measurement of the Health Belief Model is an 

accurate reflection of those variables. 

17 

2. Subjects are reporting accurate information on the study 

instruments. 

3, Detection of disease is important to most individuals. 

4. Health beliefs can be measured quantitatively by self 

report. 

Summary 

In this chapter, the purpose, significance, and 

theoretical framework of the study have been presented. iThe 

Health Belief Model was used as a guiding framework to give 

meaning to data that resulted from the analysis of the 

research questions. Primary terms of the questions have 

been defined and assumptions basic to the theoretical 

framework and to this study have been stated. 

/ 



Chapter II 

Review of Literature 

Despite the simplicity and widely documented benefits 

of BSE, researchers indicate that women do not practice BSE 

routinely and rarely at the suggested monthly frequency. A 

number of studies have identified factors associated with 

breast self-examination compliance, with the majority of 

these researchers using the Health Belief Model as the 

theoretical framework. According to this model, certain 

beliefs will be manifest in women who practice BSE 

routinely. Perceptions of susceptibility to breast cancer, 

seriousness of breast cancer, benefits of BSE, and general 

health motivation are expected to be high. Barriers to 

practice of BSE are expected to be low or absent and general 

health should be highly valued. 

This review of the literature focuses ·Primarily on BSE 

practice which has been tested using the HBM and the BSE 

practice of registered nurses. The original HBM concepts 

(perceived susceptibility, seriousness, barriers, and 

benefits), as well as the two newer HBM concepts (perceived 

control and general health motivation), are be addressed in 

this review. In addition to the six variables included in 

the HBM, studies which have examined the relationship of 

knowledge of breast cancer and BSE to BSE practice are 

reviewed. Other modifying factors which have been found to 

impact BSE compliance are also identified. 

18 
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Original Health Belief Variables 

One of the earliest studies correlating health beliefs 

(perceived susceptibility and seriousness) to BSE was 

conducted by Stillman (1977). The convenience sample 

consisted of 122 white, middle class women f,rom women's 

organizations in a small northeastern community. A 

questionnaire was developed by the investigator for use in 

this study. The findings indicated that 97% of the 

participants believed in the benefits of breast 

self-examination, and 87% scored high in perceived 

susceptibility to breast cancer. However, only 48% of the 

participants practiced BSE. The investigator concluded that 

health beliefs do not unequivocally determine BSE practice. 

Using an adaptation of Stillman's health beliefs 
' 

instrument, Massey (1986) examined the perceived ' 

susceptibility to breast cancer and practice of BSE with 225 

women in a rural southern community. The typical subject 

was white, married, under 50 years of age, and a high school 

graduate. The findings of this study revealed that women 

who reported more frequent BSE compliance perceived 

themselves to be more susceptible to breast cancer than 
l 

their counterparts (t = 2.65, p <.005). 

Halla! (1982) used a descriptive-correlational design 

to determine if there were differences in the health 

beliefs, health locus of control and self-concept of 207 

adult women from various settings who,practiced BSE. 
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Stillman's health beliefs instrument was used to measure 
I 

each participant's perceived susceptibility to breast cancer 

and perceived benefits of BSE. Analysis revealed that being 

a practitioner of BSE was correlated with higher scores on 

both susceptibility to breast cancer (r =.149, p <.05) and 

benefits of BSE (r =.286, p <.01). 

Champion (1985) investigated the relationship between 

frequency of BSE and Health Belief Model variables. The 

sample consisted of 301 women recruited from a variety of 

social and business groups in a large metropolitan city. 

The majority of the participants were white, married, and 

Protestant, and had a mean educational level of 13.5 years. 

Results of the study indicated that susceptibility to cancer 

and seriousness of the disease were not related to frequency 

of BSE. Barriers accounted for a significant portion of the 

variance (23%), followed by health motivation with 2% of the 

variance. Multiple regression analysis revealed barriers to 

be the construct most significantly correlated to frequency 

of BSE ( r = -. 48, p <. 05) • In a more recent study, Champ.ion 

(1987) reported similar results in a sample of 588 women. 

Perceived barriers significantly predicted frequency of BSE 

( r = -.47, p <.001), and accounted for 22% of the varia~ce. 

Rutledge (1987) investigated factors related to women's 

practice of BSE in a sample of 103 upper middle class women 

whose ages ranged from 25 to 85 years. A modified version 

of Champion's (1984) Health Belief Model instrument was used 
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to measure the concepts of perceived susceptibility, 

seriousness, benefits, and barriers. Results indicated that 

perceived benefits minus perceived barriers accounted for 

27% of the variance in frequency of examinations. Two 

variables found not to be related to practice of BSE were 

perceived susceptibility and perceived seriousness of breast 

cancer. The investigator suggested that perhaps 

susceptibility and BSE practice were not related because 

susceptibility to breast cancer did not change with frequent 

BSE practice. This differs from susceptibility to other 

diseases that can be reduced by specific health practices. 

In a similar study, Gray (1990) surveyed rural women 

(n = 347) for health,.beliefs related to BSE practice. 

Participants' ages ranged from 23 to 84 years, with the mean 

being 52 years. Using Champion's (1987) Health Belief Model 

Scale, the investigator found that women who perceived more 

benefits of BSE in reducing the severity of breast cancer 

and women who perceive fewer barriers·to performing BSE were 

more likely to perform monthly examinations (p <.0001). 

Perceived susceptibility was related to practice of BSE at a 

statistically significant level (r = .207, p <.0001); 

however, the concept accounted for only 4% of the varianc·e. 

The seriousness subscale did not add a significant,amount! to 

the variance in this study, 

Perceived barriers was also reported to be the best 

predictor of BSE (n = 105, r =.25, p <.02) in a study of 
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women 65 years and older conducted by Lashley (1987). 

However, this finding was in the reverse direc-tion from that 

predicted by the Health Belief Model, with greater perceived 

barriers predicting greater BSE frequency. The investigator 

hypothesized that the results could have been secondary to 

the research design employed or the nature of the population 

under investigation. Given that 27% of the study sample 

reported an eighth grade education or less, subjects may 

have had difficulty interpreting and responding to items on 

the Champion (1984) Health Belief Scale which consists of a 

Likert-type format. 

Health Motivation 

( 

The concept of health motivation, added to the Health 

Belief Model by Becker (1974), shows promise in predicting 

BSE practice. Using an instrument developed by the 

investigator to measure Health Belief Model variables, 

Champion (1985) reported a_significant correlation between 

health motivation and BSE practice (n = 30.1, r =.23, 

p <.001). In addition, health motivation discriminated 

between low, medium and high BSE frequency groups. Women 

who were more motivated in terms of general health, examined 

their breasts more frequently. 

The relationship between BSE and Health Belief Model 

variables which included health motivation was assessed by 

Champion (1987) in a convenience sample of 588 women. The 

age of participants ranged from 12 to "74.years, with a mean 
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age of 33 years, Hea~th motivation was significantly 

correlated with BSE (r =.15, p <.001); however, the variable 

added an insignificant amount to the total variance. 

In a recent study, Champion (1988) studied attitudinal 

variables related to intent, frequency, and proficiency of 

BSE. Potential subjects were contacted via random digit 

dialing. Data were collected on 380 women, age 35 and 

older, during in-home interviews. Results indicated that 

health motivation was significantly correlated to intent to 

practice BSE (r =.43, p <.001) as well as proficiency of BSE 

(r =.43, p <.001). 

Williams (1988) investigated factors associated with 

BSE in 253 older women between the ages of 62-93 years. 

Data were collected using The Champion (1984) Health Belief 

Scale. Thirty percent of the variance was accounted for by 

the variables of perceived susceptibility, benefits, 

barriers, and health motivation. Health motivation 

significantly predicted BSE frequency, accounting for the 

largest portion of the variance (18%). Findings of Gray's 

(1990) study also suggested that women who scored high on 

health motivation were more likely to practice monthly BSE, 

with health motivation accounting for 7% of the variance. 

Perceived Control 

A number of studies have been reported that support the 

significance of perceived control in predicting preventive 

behaviors (Pender, 1982). However, study results of the 



24 

relationship between perceived control and BSE have been 

inconsistent. Using the Multidimensional Health Locus of 

Control Scale ( MHLCS) ., developed by Walls ton & Wallston ' 

(1976), Halla! (1982) surveyed 207 women 18 years and older 

from a variety of social, recreational, service and 

religious groups. The investigator reported no significant 

correlation between BSE practice and the "Internal" subscale 

of the MHLCS. According to Halla!, a possible reason for 

the lack of a significant correlation between internal 

control and BSE practice could be that BSE is not seen as an 

important health behavior in promoting a specific outcome. 

Interestingly, a higher score ·on the "Powerful Other" 

subscale of the MHLCS was negatively correlated with BSE 

practice (r = -.172, p =.05). Powerful others refers to the 

importance of health care professional·s, friends or family 

in maintaining health. 

Redeker (1989) examined the relationships among health 

beliefs, health locus of control and the frequency of BS~ in 

a convenience sample of 48.women between the ages of 26 and 

44 years. Using the MHLCS, the study revealed a lack of 

support for internal health locus of control as a predictor 

of BSE (p >.07). 
( 

The findings of Champion's (1988) study of women over 

35 years of age indicated that perceived control 

significantly contributed to intent to practice BSE 

(n = 380, r =.33, p <.001). Perceived control, however, .was 
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not found to be significantly related to either frequency or 

proficiency of BSE. 

Modifying Variables 

The relationship of knowledge of breast cancer and BSE 

to compliance with BSE has been investigated by several 

researchers. Using a questionnaire adapted from studies of 

Stillman (1977) and Turnbull (1978), knowledge and health 

beliefs about breast cancer and BSE among 263 athletic and 

nonathletic women were explored by Schlueter (1982). Most 

of the women were college graduates (64.3%) and many held 

advanced degrees (19.7%). Participants were grouped 

according to levels of physical exercise (high, moderate or 

none) and compared on knowledge of breast cancer and BSE and 

BSE practice. The study indicated that only 37% of the 

women practiced BSE routinely. No significant association 

was found between levels of exercise and the variables of 

knowledge, health beliefs, and frequency of BSE compliance. 

Women who exercised regularly were less informed about 

breast cancer than those who performed no routine exercise. 

Awareness of the importance of routine exercise did not 

predict knowledge of breast cancer and BSE. 

Champion (1987) reported knowledge of breast cancer and 

BSE to be significantly related to frequency of BSE in a 

group of women between the ages of 12 to 74 years (n = 588, 

r =.01, p <.001). In this study knowledge was the second 

highest predictor of BSE but accounted for only 4% of the 



vari·ance. Further analysis revealed knowledge to be 

significantly correlated with b~nefits of BSE (r =.24, p 

<.001) and barriers to BSE (r = -.24, p <.001). As 

knowledge about breast cancer and BSE increased, perceived 

benefits increased and perceived barriers decreased. Gray 

(1990) also indicated a significant positive relationship 

between knowledge about BSE and breast cancer and BSE 

practice in a group of rural women (n = 347, r =.12, p 

<.023). 
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Knowledge of BSE technique was measured by Alagna, 

Morokoff, Bevett, and Reddy (1987) in a comparative study of 

women at high risk for breast cancer. Thirty-two women at 

high risk for breast cancer on the basis of family history 

and 61 women at relatively low risk were compared with 

respect to frequency of BSE, knowledge and proficiency of 

BSE, and psychological variables. Knowledge of BSE 

technique was evaluated by asking participants to choose 

behaviors necessary for a correct exam from a list which 

contained both correct and incorrect behaviors. The number 

of correct answers selected were summed to yield an overall 

knowledge of BSE technique score. Results indicated that 

the high-risk women were significantly more knowledgeable 

about correct BSE technique than were the low-risk women;' 

however, analysis revealed no significant difference in BSE 

performance between the two groups. 
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In a study to develop and test an instrument to measure 

an individual's knowledge regarding breast cancer screening, 

McCance, Mooney, Smith, and Field (1990) sampled 101 women 

between the ages of 51 to 79 years from a variety of 

settings. Most participants were white (92%), married 

(89%), and were members of the Mormon church (58%). The 

study revealed that knowledge of screening and detection 

methods was related to obtaining a mammography in the past 

year (r = 0.28; p <.001) and having an examination by a 

health care professional in the past year (r =.31, p <.001). 

Disappointingly, there was no significant correlation 

between knowledge of breast cancer screening and the 

practice of BSE. 

Other modifying variables have been studied in 

relationship to BSE practice. Using the Tennessee Self 

Concept Scale, both Rutledge (1987) and Halla! (1982) 

reported a significant positive relationship between 

self-concept and the practice of BSE (n = 130, r =.236, 

p <.015; n = 207, r =.347, p <.01). Age has been found to 

be correlated with frequency of BSE practice by several 

investigators (Massey, 1986; Rutledge, 1987; Rutledge & 

Davis, 1988), with BSE decreasing as age increased. 

Rutledge and Davis (1988) also found significant positive 

correlations between practice of BSE and confidence in BSE 

ability (n = 248, r =.67, p <.001), physician inquiry about 
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compliance (r =.74, p =.001), and encouragement from family 

or friend (r =.49, p <.001). 

Nurses' Practice of BSE 

Factors related to the BSE practice of registered 

nurses has been infrequently reported in the professional 

literature. In a study examining the frequency and 

effectiveness of BSE practice of 47 registered nurses in 

Australia, Bayley, Cockram, Fatin, and Wilson (1980) 

reported that 76.6% of the participants practiced BSE. 

However, when regularity and technique were assessed, it was 

found that only 11.1% of the nurses practiced with complete 

effectiveness. Nurses with the highest rate of BSE practice 

were in their thirties (80.9%), followed by those in their 
' 

forties (75.~). Reasons given for practicing BSE included 

wanting to feel healthy, fear of cancer, and mass media 

publicity. 

Using a questionnaire developed by the investigators, 

Cole and Gorman (1984) surveyed 93 registered nurses from a 

variety of hospital speciality areas on factors related to 

their practice of BSE. Of the total sample, 30.1% were 

found to practice BSE monthly with correct technique. BSE 

compliers were significantly younger and more likely to have 

a Bachelor of Science or Master's Degree in Nursing than· 

non-compliers (p <.05). The mean age for compliers was 32.3 

years, and 43.7 years for non-compliers. Knowledge of 

breast cancer risk factors was not found to be a significant 
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factor in predicting BSE practice. Although most subjects 

knew ,that maternal family history of breast cancer is a risk 

factor, a significant number of non-compliers reported such 

a history (p <.05). In addition, non-compliers had more 

experience with breast cancer patients. Both groups had 

comparable attitudes toward breast cancer and its treatment; 

however, subjects who prac,ticed BSE were more likely to 

think of the possibility of developing breast cancer 

themselves than were non-compliers. The investigators 

contended that since non-compliers appeared to be at greater 

risk for developing breast cancer, yet were knowledgeable 

about breast cancer risk factors, a denial mechanism could 

be in operation. 

In an attempt to understand the factors which influence 

nurses to teach or practice BSE, Edgar, Shamian, and 

Patterson (1984) compared the knowledge, attitudes, 

confidence and personal practice of BSE in a group of nurses 
I 

(n = 180) and non-nurses (n = 200). Over half of both 

groups were between 20 and 34 years of age. While findings 

indicated significantly higher knowledge levels and greater 

confidence in ability to perform BSE in the nurse group (p 

<.05), the difference between the nurse and non-nurse groups 

in frequency of BSE practice was not significant. Only 24X 

of the nurses and 21% of the non-nurses practiced BSE 

routinely. No significant difference was found between 

nurse and non-nurse groups regarding attitudes to BSE 
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practice such as perceived susceptibility to breast cancer, 

fear of finding a lump, and personal experience with breast 

cancer. The investigators concluded from the study that 

nurses have not yet assimilated their increased knowledge of 
~ . 

BSE into a workable plan of health promotion for themselves. 

Sawyer (1986) interviewed 80 registered nurses to 

determine whether they were assessing their female patients 

regarding BSE practice. The nurses' personal BSE behavior 

was also established. The majority of the participants in 

this study were between the ages of 20 and 45 years. 

Seventeen percent of the nurses interviewed always asked 

their patients if they practiced BSE; 19% sometimes asked; 

and 64% of the nurses never questioned their patients 

regarding this health behavior. Fifty-one percent of the 

nurses reported examining their own breast at least monthly. 

The relationship between patient assessment and monthly BSE 

practice of the nurse was statistically significant 

(p <.05). Thirteen of the 14 nurses who always questioned 

patients regarding their BSE behavior examined their own 

breast monthly. Although 51% of the nurses faithfully 

practiced BSE themselves, more than 83% of these nurses 

never or only occasionally asked their patients about this 

cancer detection behavior. The investigators stated that 

nurses must make health promotion a higher priority for 

their patients through application of the nursing process. 

' 
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In a recent study, Clarke and Sandler (1989) surveyed 

105 registered nurses in an effort to determine factors 

involved in nurses teaching BSE. The 40 item instrument 

which was developed by the investigators consisted of 

questions regarding the nurses BSE teaching practices, 

personal BSE practice, breast cancer risks, and demographic 

data. Most respondents were diploma nurses (91%) between 20 

and 39 years of age (90.8%). Findings indicated that 41% of 

the nurses reported monthly BSE practice. Another 30% 

practiced at least every three months. The majority of 

nurses (97%) indicated that they were comfortable discussing 

BSE; however, only 40% routinely.included BSE in their 

discharge teaching. Teaching behaviors were not influenced 

by the nurses' ages, personal BSE practice, or breast cancer 

risk scores. 

Summary 

Based on this review of the literature, the HBM 

concepts which have been most consistently associated with 

BSE frequency include perceived barriers to BSE practice, 

benefits of BSE, and general health motivation (Champion, 

1985, 1987, 1988; Gray, 1990, Rutledge, 1987, Williams 

1988). The concepts of perceived seriousness of breast 

cancer, perceived susceptibility to breast cancer, and 

perceived control of personal health have been less 

successful in predicting BSE practice, producing 
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inconsistent research findings and weak relationships 

(Champion, 1985, 1988; Halla!, 1982; Massey, 1986; Rutledge, 

1987). In addition, while it might be anticipated that 

knowledge of breast cancer and BSE would be correlated with 

routine BSE, current research findings regarding this 

relationship have also been inconsistent (Champion, 1987; 

Schlueter, 1982). 

Limited research has been conducted regarding the 

factors related to the BSE practice of registered,nurses. 

Based on available studies, the rate of nurses' monthly BSE 

practice ranged from 24% to 76.6% with nurses in their 

thirties having the highest rate of compliance (Bayley, 

Cockram, Fatin, & Wilson, 1980; Cole & Gorman, 1984). 

Knowledge of breast cancer and BSE failed to predict 

frequency of personal practice (Cole & Gorman, 1984; Edgar, 

Shamian, & Patterson, 1984). In addition, current studies 

indicated that nurses are practicing BSE at a greater rate 

than they are teaching this valuable health behavior to 

their patients (Clarke & Sandler, 1989; Sawyer, 1986). 

There is consensus in the professional literature that 

there are multiple interacting variables which influence 

compliance with any preventive health regimen, including 

BSE. Encouragingly, an increasing number of studies have 

been conducted over the last decade regarding the factors 

related to the practice of BSE; however, more is needed. 



This study will add to this body of nursing knowledge by 

examining the correlation between health beliefs and 

practice of BSE in registered nurses. 
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Chapter III 

Methodology 

This chapter presents a description of the study design 

and methods used in the collection and preparation of data 

which examined the relationship of health beliefs, breast 

cancer knowledge, and sociodemographics to the practice of 

BSE in registered nurses, Research questions examined in 

this study include: a) What are the relationships among HBM 

variables (perceived susceptibility, seriousness, benefits, 

barriers, control and health motivation), knowledge of 

breast cancer, demographic variables and practice of BSE? 

and b) What is the best set of variables comprising HBM 

variables, knowledge of breast cancer and demographic 

variables for predicting the practice of BSE in registered 

nurses? Areas addressed in this chapter incl~de research 

design, instrumentation, subjects, procedures, data 

analysis, and limitations. 

Research Design 

A descriptive-correlational design was selected to most 

effectively and objectively examine the relationship of 

health beliefs, knowledge of breast cancer, and 

sociodemographics to the practice of BSE. The investigator 

did not have control over the independent variables; 

therefore, a direct causal relationship cannot be inferred. 

The goal of a descriptive-correlational .study is to describe 

34 
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the interrelationship between variables rather than to infer 

a cause-and-effect relationship (Polit & Hungler, 1987), 

Control was maintained by using valid instruments and 

consistent data collection procedures, a sample large enough 

to be representative of the population, and a conceptual 

base to interpret the pattern of relationships among the 

variables. 

A number of factors can possibly influence a woman's 

practice of BSE other than those identified in the research 

questions. Several variables identified in the literature 

which are believed to impact compliance with BSE include 

feelings of competency in performing the examination 

(Massey, 1986), social support (Muhlenkamp & Sayles, 1986), 

and self-concept (Halla!, 1982), No attempt was made in 

this study to assess these confounding variables. 

Subjects 

A convenience sampling procedure was used in this 

investigation. Da~a collection took place at a large health 

science university hospital and school of nursing, in the 

southeastern United States. The target population was 

registered nurses, The following selection criteria were 

established for entry into the study: (a) female registered 

nurse, (b) over 18 years of age, (e) able to read and write 

English, (d) voluntarily agree to participate in the study 

through informed consent, and (e) nonpregnant and 

nonlactating. 
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Polit and Hungler (1987) suggest a sample size of at 

least 10, and preferably 20 to 30, for each variable 

studied. The larger the sample, the more representative of 

the population it is likely to be. The projected sample 

size for this study with 11 variables was a minimum of 110 

subjects. 

Protection of Human Rights 

Permission to conduct this study was obtained from the 

·Human Assurance Committee at the Medical College of Georgia. 

Participation in this study was voluntary and subjects' 

names did not appear on any instruments to assure anonymity. 

A cover letter accompanied the instruments which explained 

the purpose of the study, voluntary participation in the 

study, the estimated time involved to complete the 

questionnaires, and the investigator's pledge to maintain 

subject anonymity. The cover letter also explained that 

return of the completed questionnaire packet served as 

evidence of agreement to participate in this study (see 

Appendix A). 

Procedures 

The investigator contacted the Director of Nursing and 

Dean of the School of Nursing at the medical center. The 

purpose of the study was explained and approval to collect 

data from the nursing staff and faculty was requested and 

received. 
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Approximately 200 questionnaire packets were 

distributed to registered nurses through the investigator, 

head nurses and other key nursing personnel who had been 

provided an explanation of the purpose of the study by the 

investigator and had agreed to assist in the distribution of 

materials for data collection. Completed questionnaires 

were returned via intra-campus mail to the investigator in 

the envelopes provided. 

The questionnaires required approximately 20 minutes to 

complete, Each questionnaire packet included the following: 

(a) cover letter, (b) Demographic Data and Frequency of 

Breast Self-Examination Questionnaire, (c) Champion Health 

Belief Model Scale, (d) Breast Cancer Knowledge Test, and 

(e) a self-addressed, intra-campus envelope. Instructions 

for completing the questionnaires were contained on the 

instruments. 

Instrumentati~n 

Demographic Data and Frequency of Breast Self-Examination 

Questionnaire 

The Demographic Data Questionnaire (Appendix B) is a 

five item structured check list developed by the 

investigator to obtain subjects' descriptive characteristics 

that were believed to have relevance to the practice of BSE. 

The information requested included age, ethnicity, marital 

status, and educational level. The dependent variable, 
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number of times BSE was practiced in the last year, was also 

reported on this form. 

Champion Health Belief Model Scale 

The Champion Health Belief Model Scale (CHBMS) 

(Appendix C) was developed by Champion (1987) to utilize 

constructs of the Health Belief Model in relation to the 

threat of breast cancer. The self-report instrument 

consists of six subscales which measure the constructs of 

perceived susceptibility, seriousness, barriers, benefits, 

control, and health motivation. All items are rated using a 

7-point _Likert-type format ranging from "strongly agree" to 

"strongly disagree." Scores for each subscale are summed 

with strongly agree equal to 7 and strongly disagree equal 

to 1. Six separate scores are obtained from the instrument. 

The susceptibility scale consists of five statements 

measuring the perceived probability of developing breast 

cancer,. and the seriousness scale includes eight items that 

address personal harmful consequences if breast cancer 

' occurred. The benefits scale contains four statements that 

address the advantages of BSE'practice, and the barriers 

scale includes seven items that address factors that would 

interfere. with BSE compliance. The health motivation scale 

contains seven statements that address behaviors related'to 

general health incentive, and the control scale contains. 

three items relating to a woman's belief in her own power to 
-. 
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manage the effects of breast-cancer by discovering lumps at 

an early stage. 

The CHBMS has been applied to a broad range of 

socioeconomic and age groups. In a study to develop a valid 

and reliable scale to test the HBM, Champion (1984.) reported 

internal consistency reliability coefficients for the 

subscales ranging from .60 to .78 in a sample of 301 women 

between the ages of 17 and 82 years. Test-retest 

reliability coefficients for the subscales using, Pearson 

correlation ranged from .47 to .86 (p <.001), Content 

validity was assessed by submitting all items to a panel of 

judges well versed in the HBM. Construct validity was 

established by factor analysis. The subscales of 

susceptibility, seriousness, benefits, barriers, and health 

motivation were found to be mutually exclusive. Items with 

a loading of .35 or greater on their respective factor were 

retained for the revised scale. 

Using a revised tool which included the concept of 

perceived control, Champion (1987) reported internal 

consistency coefficients ranging from .63 to .76 for the six 

subscales of the CHBMS, Utilizing Pearson correlation, 

test-retest reliabilities ranged from .47 to .62. In this 

study of 588 women between the ages 12 to 74 years, content 

validity for the Champion instrument was established by 

submitting all items to a panel of experts in the HBM. 

Construct validity was established by factor analyses which 
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established independent-factors that matched each of the six 

HBM subscales. In still another study of 380 women over 35 

years of age, Champion (1988) reported internal consistency 

reliabilities for the CHBMS of .89 for susceptibility, .73 

for seriousness, .66 for benefits, .65 for barriers, .64 for 

health motivation, and .69 for control. 

Breast Cancer Knowledge Test 

The Breast Cancer Knowledge Test (BCKT) (Appendix D) 

was developed by McCance, Mooney, Smith, & Field (1990) as a 

tool to measure a woman's knowledge regarding breast cancer 

and breast cancer screening methods. The questionnaire 

contains 31 true-false and seven multiple choice items which 

are divided into three subscales. The BCKT consists of a 

screening and detection subscale (18 items), a general 

knowledge subscale (12 items), and a curability subscale (8 

items). Individual scores are expressed as the number of 

correct answers for the entire 38 items. 

Internal consistency reliability for the BCKT was 

established in a sample of 182 women using the 

Kuder-Richardson formula (K-R 20). The K-R 20 values for 

the subscales were screening and detection, .81; general 

knowledge, .60; curability, .62. Overall internal 

consistency for the 38 item BCKT was .71. Content validity 

for the BCKT was determined by ~ panel of nationally 

recognized experts in cancer control. 
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Data Analysis 

Data analysis for this study was performed using the 

computer facilities at the Medical College of Georgia, The 

data were coded for analysis according to instrument 

developers' specifications. The Statistical Package for the 

Social Sciences (SPSS, 1990) was employed for data analysis. 

Relationships among variables were described using Pearson 

product-moment correlation coefficients and t-tests. 

Stepwise multiple regression was used to determine what 

combination of variables provided the most accurate 

prediction of BSE practice. 

Limitations 

The following limitations of the study are acknowledged by 

the investigator. 

1. A convenience type of sampling was followed; 

therefore, the sample may not have been representative of 

the target population. As a result, caution must be 

exercised in generalizing the findings. 

2. This study only examined frequency of BSE, so no 

generalization can be made regarding proficiency of BSE. 

3. A response set bias may be produced as a result of 

the use of a scaled instrument. 

4. This study did not address some significant factors 

which, in previous studies, have influenced the practice of 

BSE. 
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Summary 

In this chapter, methods used in the collection and 

preparation of data for the study were presented, 

Methodology was selected to most effectively and _objectively 

examine the research questions. Areas addressed included 

research design, instrumentation, subjects, procedures, and 

data analysis. 



Chapter IV 

Findings 

This chapter presents the findings of this research on 

the relationship of health beliefs, knowledge of breast 

cancer and BSE, and sociodemographic variables to the 

practice of BSE. Data were ·collected using the Champion 

Health Belief Model Scale, the Breast Cancer Knowledge Test, 

and the Demographic Data and Frequency of Breast 

Self-Examination Questionnaire. The research questions were 

tested using Pearson product-moment correlations, t-tests, 

and stepwise multiple regression. Results were computed 

using The Statistical Package for the Social Science 

( SPSS, 1990). 

Demographic and Descriptive Data 

The questionnaire packet was distributed to 200 

registered nurses. One hundred twenty two completed and 

returned the questionnaires for a response rate of 61%.. One 

subject was dropped from a portion of the study due to 

incomplete data. Demographic characteristics of the 

subjects are presented in Table 1. 

Subjects ranged in age from 25 to 68 years with a mean 

age of 40.2 years (SD = 9.64). The majority of the women 

were white .(88.5%) and married (61.5")· The educational 

level of the participants was widely distributed with 36.1" 

having a BSN, and over 44" possessing graduate degrees. 

43 
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Table 1 

Demographic Characteristics of the Subjects (N = 122) 

Characteristic n " 
-Age (years) 

25-35 44 36.1 
36-45 43 35.2 
46-55 27 22.1 
56-65 7 5.8 
66-75 1 .8 

Ethnic Background 
Caucasian 108 88.5 

Black 12 9.8 
Asian 1 .8 

Hispanic 1 .8 

Marital Status 
Married 75 61.5 

Never Married 27 22.1 
Separated 3 2.5 
Divorced 13 10.7 

Widowed 4 3.3 

Educational Level 
As soc or Diploma 24 19.6 

BSN 44 36.1 
MSN 33 27.0 

Doctorate 21 17.2 

BSE Performance 

Frequency of BSE practice showed considerable 

variation. Values for the number of times in the past year 

BSE was performed ranged from 0 to 52 with a mean of 7.8 

(SD = 7,6). Seven percent of the subjects did not examine 

their breasts during the past year. Twenty percent examined 

one to three times, 29% examined four to six times, 8" 

examined seven to nine times, and 31" examined 10 to 12 

times during the past year, Six women reported performing 

BSE more than 12 times in the past year. 
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Champion Health Belief Model Scale (CHBMS) 

The CHBMS was used to measure the constructs of the 

Health 1Belief Model in relationship to the threat of breast 

cancer. Internal reliability of the CHBMS in this study was 

determined for each subscale using Cronbach alpha and ranged 

from .74 to .94. The overall scale demonstrated an internal 

consistency reliability of .77. Alpha coefficients for the 

CHBMS are summarized in Table 2. 

The CHBMS is a self-report instrument consisting of six 

subscales which are rated using a 7-point Likert-type format 

ranging from "strongly agree" to "strongly-disagree." Six 

separate scores are obtained from the instrument. Results 

indicated that participants felt only moderately susceptible 

to breast cancer (M = 3.3, SD = 1.6) but had higher scores 

relative to perceived seriousness (M = 5.2, SD = .97), 

benefits (M = 6.1, SD = .90), control (M = 6.0, SD = Ll), 

and health motivation (M = 5.6, SD = .93). In addition, 

most nurses reported relatively few barriers to BSE practice 

(M = 2.0, SD = .98). 
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Table 2 

Reliabilities for Health Belief Hodel Subscales (N = 122) 

Number Internal 
of Consistency 

Subscale Items Coefficient 

Susceptibility 5 .94 

Seriousness 8 .74 

Benefits 4 .83 

Barriers 7 .75 

Health Motivation 7 .77 

Control 3 .88 

Total Scale 34 .77 

Breast Cancer Knowledge Test (BCKT) 

The BCKT was used to measure the subjects' knowledge 

regarding breast cancer and breast cancer screening methods. 

The questionnaire consisted of three subscales: 1) screening 

and detection, 2) general knowledge, and 3) curability. ~n 

the present study, internal consistency reliability for the 

,total BCKT as established by Cronbach alpha was .61. The' 

general knowledge subscale had an alpha of .39. The 

subscales of curability and screening had alphas of .59 and 

.49 respectively. 

The BCKT contains 31 true-false and seven multiple 

choice questions for a total of 38 questions. Individual 

scores were expressed as the number of correct answers for 



the entire test. The number of correct responses ranged 

from 23 to 38 (M = 33.3, SD = 3.0). 

Findings Related to the Research Questions 
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Research question one. The relationship of demographic 

variables, CHBMS variables, and breast cancer knowledge to 

frequency of BSE practice was analyzed using Pearson product 

moment correlations and t-tests. Prior to analysis, one 

markedly skewed variable, frequency of BSE practice, was 

normalized using a log transformation. In addition, due to 

small sample size, two sociodemographic scales were 

condensed. Marital status was collapsed into dichotomous 

categories -- "currently married" and "currently not 

married" -- and race was recoded to "white" and "non-white." 

Also, associate degree and diploma nurses were grouped 

together under educational level. 

Perceived barriers were found to be inversely related 

to frequency of BSE practice (r = -.45, p = <.001), whereas 

health motivation was positively related to frequency of BSE 

practice (r =.44, p = <.001). Women who perceived fewer 

barriers to performing BSE rep<;>rted greater frequency of 

practice. In addition, women who scored higher on health 

motivation were more likely to report performing monthly 

BSE. Pearson product moment correlation indicated no 

association of perceived susceptibility, seriousness, 

benefits, control, age, educational level, or knowledge of 

breast cancer to frequency of BSE. T-tests for dichotomous 
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variables revealed no significant difference in frequency of 

BSE by race (p =.40) or marital status (p = .44). Pearson 

product moment correlations are presented in Table 3. 

Table 3 

Pearson Product Moment Correlations of HBM Subscales with 

Frequency of Breast Self-Examination 

Variable n r p 

Susceptibility 122 .0656 .236 

Seriousness 122 .0007 .497 

Benefits 122 .1216 .091 

Barriers 122 -.4456 .001* 

Health Motivation 122 .4442 .001* 

Control 122 .1208 .092 

Breast Cancer Knowledge 121 .0286 .378 

Age 122 .0407 .328 

Educational Level 122 -.0968 .144 

* significant p <.05 

Research question two, The best predictors of frequency of 

BSE among demographic variables, CHBMS variables, and 

knowledge of breast cancer were computed using stepwise 

multiple regression. Based on the results of product moment 

correlations, only HBM variables were entered into the 

stepwise regression computation. Twenty-nine percent of the 

variance on BSE was accounted for by the variables of 

perceived barriers and health motivation. When each scale 
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was analyzed independently, barriers accounted for the 

largest portion of the variance (20.2%), with health 

motivation accounting for 8.5X (see Table 4). 

Table 4 

Stepwise Multiple Regression of Health Belief Model 

Variables by Frequency of Breast Self Examination 

Significance 
Scale Multiple R R2 F of F 

Barriers .4498 .2023 30.18 .001 

Health Motivation .5342 .2853 23.56 .001 

Summary 

In this chapter the demographic and descriptive data of 

the sample were discussed and the findings related to the 

research questions were presented. Statistica~ analysis 

revealed perceived barriers and health motivation to be 

significantly correlated to frequency of BSE practice and 

were the best predictors of BSE practice in this population 

of registered nurses. Together, perceived barriers and 

health motivation accounted for 29% of the variance in BSE 
' 

performance. The HBM subscales including perceived 

·susceptibility, seriousness, benefits, and control were not 

found to correlate to frequency of BSE practice, In 

addition, no association of age, ethnicity, marital status, 

educational level, or knowledge of breast cancer to 

frequency of BSE practice was revealed. 



Chapter V 

Discussion 

This chapter presents a discussion of the. findings 

related to the research questions. Implications of these 

findings are discussed as well as recommendations for future 

research. 

This study was conducted to identify the relationship 

among HBM variables, knowledge of breast cancer, and 

selected demographic variables to BSE practice in registered 

nurses. The findings support the relationship of two HBM 

variables, perceived barriers and health motivation, to 

frequency of BSE practice. As in other studies (Champion, 

1985, 1988; Williams, 1988), the practice of BSE in this 

population of registered nurses was inversely related to the 

number of barriers, i.e., as the barriers increased, 

frequency of BSE practice decreased. Positive health 

motivations were related to an increased frequency of BSE 

practice. Similar findings were reported by Champion (1985, 

1988} and Williams (1988). 

Stepwise multiple regression revealed perceived 

barriers to be the most significant construct in predicting 

BSE in this study, accounting for 20X of the variance. This 

finding revealed that women who perceived fewer barriers to 

performing BSE reported greater frequency of practice. This 

finding supports past research (Champion, 1985, 1987, 1988; 

Trotter, 1980). The perceived barriers subscale addressed 

50 
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issues such as embarrassment when doing BSE, fear of finding 

a lump or not being able to detect a lump, time involved in 

BSE, and difficulty in remembering BSE. 

I In the present study, health motivation was moderately 
( 

correlated with frequency .of BSE. It was the second most 

important variable in predicting frequency of BSE practice, 

accounting for nine percent of the variance. Registered 

nurses who were concerned with maintaining optimal health 

were more willing to perform BSE. Several previous studies 

have also reported health motivation to be significantly 

related to frequency of this health practice (Champion, 

1985, 1987, 1988; Gray, 1990; Williams, 1988). In addition, 

Champion (1985) reported that health motivation 

discriminated between low, medium, and high BSE frequency 

groups. 

Perceived susceptibility and seriousness were not found 

to be related to BSE frequency for this sample. These 

findings are disappointing, but not surprising. Previous' 

studies have demonstrated inconsistent findings and weak 

relationships between these HBM variables and BSE practice. 

The relationship between perceived susceptibility and BSE 

may be difficult to evaluate because BSE practice does not 

decrease one's susceptibility to breast cancer. The value 

of BSE lies in its ability to detect tumors at an early 

stage and reduce the seriousness of the disease. 

Nevertheless, weak but significant correlation between 
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perceived susceptibility and BSE practice has been reported 

by several authors (Champion, 1987, 1988; Gray, 1990; 

Halla!, 1982; Massey, 1986), To the contrary, Champion 

(1985) and Rutledge (1987) found neither perceived 

susceptibility nor perceived seriousness to be significantly 

related to the frequency pf this important health practice. 

c Despite educational preparation and health care experience, 

nurses in the present study expressed similar attitudes. 

For nurses who may have cared for patients with advanced 

breast cancer, seriousness of the disease may be so 

threatening that it results in avoidance behaviors related 

to detecting their own potential breast cancer. 

In the present study, both perceived benefits and 

control were not significantly correlated with BSE pr~ctice. 

Champion (1988) reported similar findings in a study of 

women 35 years of age and older. Lack of support for the 

role of perceived control in BSE practice also concurs with 

Hallal's (1982) findings. Perceived benefits, however, has 

been correlated to BSE practice in several past studies 

(Champion, 1985, 1987; Halla!, 1982; & Williams, 1988). 

Although most participants in this study felt that health 

related outcomes are the result of their own actions and 

that BSE was beneficial, some failed to practice BSE 

monthly. 

Theoretically, these findings are incongruent with the 

health belief model which predicts health behavior on all 1 
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six variables. Given the fact that only 28 percent of the 

variance in BSE frequency is accounted for by the variables 

studied, further investigation should examine other 

psychological, procedural, and sociocultural constructs to 

more adequately explain BSE practice in registered nurses. 

Recently, the importance of individuals' perceptions of 

their competence to perform certain behaviors has been 

explored by Rosenstock, Strecher, and Becker (1988). These 

authors suggest that including self-efficacy in the health 

belief model would add to the model's explanatory value. 

The exact nature of the relationship of self-efficacy to 

other HBM variables, however, has not been delineated. 

Knowledge of breast.cancer had no significant 

association with BSE frequency in the present study. These 

results support similar findings that cognition is not 

related to BSE practice (Champion, 1985; Schlueter, 1982). 

In contrast, studies by Champion (1987), Williams (1988), 

and Gray (1990) found that as knowledge about BSE and breast 

cancer increases, frequency of BSE practice increases. The 

present study revealed subjects to be highly knowledgeable 

about breast cancer and breast cancer detection methods, 

with 101 out of the 122 participants answering at least 80 

percent of the test questions correctly. The low internal 

reliability coefficents for the subscales of the BCKT 

exhibited in this study could possibly be a result of this 

large number of similar scores. It is more difficult for an 
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instrument to reliably discriminate among subjects who 

possess varying degrees of .an attribute being measured when 

the.sample is homogeneous. In addition, BSE practice in 

this group of nurses was relatively high with 60 percent 

practicing BSE at least six times a year and only seven 

percent of the subjects reporting no BSE practice. A larger 

sample size may have revealed a significant correlation 

between these two variables. 

The current study revealed no relationship between 

sociodemographic variables and BSE practice. Potentially, 

this result could be based on the limitation related to 

sampling method, Champion (1985) also failed to demonst~ate 

a relationship between age, educational level, marital 

status, or race to BSE frequency, Rutledge and Davis 

(1988), however, reported that as age increased BSE 
\ 

frequency decreased. Use of random sampling on a population 

of registered nurses may enhance the discriminative 

abilities of these sociodemographic variables. 

Implications for Practice 

The finding that perceived barriers and health 

motivation provided a positive relationship. with BSE 

practice should provide some direction to nurses as 

practitioners as well as in their personal practice of BSE. 

A primary r~sponsibility of nurses is health teaching such 

as BSE. Champion (1987} reported that women taught BSE by a 

nurse or physician evidenced greater frequency of personal 
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pr~ctice than those taught by other means such as pamphlet 

or television. In addition, Sawyer (1986) reported that 

nurses who practiced BSE regularly were more likely to 

assess their patients regarding BSE habits than were nurses 

who did not self-examine regularly. In order to assume this 

role as educator, nurses must recognize personal barriers to 

this important health practice and must examine their own 

philosophy regarding healthy living. 

Role modeling is an excellent method by which nurses 

can demonstrate good health behaviors to their families, 

their patients, and to the general public. Nurses who 

engage in health promoting activities set a standard to be 

emulated by their peers as well as their patients. As the 

largest group of health care professionals in the United 

States, nurses could serve as powerful exemplars of positive 

health practices. Fostering high personal health standards 

should be a priority of nursing education. 

The low proportion of participants not practicing BSE 

is encouraging. Brown and Huguley (1979) found that wome'n 

who examine their breasts only a few times a year detected 

lumps at an earlier stage of disease than d'id women who did 

not practice BSE. Nurses, however, should not be treated 

differently from the general population regarding their own 

BSE practice. Female nurses must deal with the same 

emotional problems associated with breasts as other women. 

Nursing education as well as continuing education for nur~es 



should offer courses which deal specifically with women's 

health issues. 

Implications•for Research 
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The present study suggests that many unexplained. i·ssues 

remain in BSE research. The following recommendations are 

offered for future investigation: 

1. Replication of this study with a larger, probability 

sample of nurses in different geographic locations would 

increase generalizability. 

2. Further studies are needed to evaluate the effects ·of 

instructional strategie!!' on the practice of BSE. 

3. A study could be conduct.ed to evaluate "cues to action," 

which may account for conscious and unconscious factors 

influencing frequency of BSE. 

4. To determine the effect of different settings on nurses' 

knowledge and beliefs about 'breast cancer, a study is needed 

which compares the attitudes and knowledge of nurses caring 

for different patient populations based upon site of health 

care with their practice of BSE. 

5. Studies are needed to evaluate nurses' proficiency in 

performing BSE. 

6. A study exploring women's attitudes and beliefs such as 

looking at and touching their bodies could aid in the 

understanding of BSE behavior.· 

7. Studies are needed to evaluate the relationship of 

self-efficacy to other HBH variables and to BSE behavior. 



57 

8, Continued study is needed to establish the reliability 

and validity of instruments measuring knowledge of breast 

cancer and breast cancer detection methods. 

Conclusion 

This study investigated the BSE behavior of registered 

nurses in relationship to health beliefs, knowledge of 

breast cancer, and selected demographic variables. Only two 

HBM variab~es, perceived barriers and health motivation, 

were significantly correlated with frequency of BSE. This 

study suggests that this group of registered nurses has BSE 

habits similar to other women who have been investigated in 

the general population. Given the complexity surrounding 

the significance of the breast to women, consistent, clear 

predictors of BSE may be difficult to identify. 

Breast cancer is a major health threat to women. 

Prompt treatment which depends on early detection and 

diagnosis offers the best hope for cure. BSE practiced 

routinely is an effective and convenient method of detecting 

breast cancer at an early stage of disease. In order for 

nurses to serve as effective role models and expert teachers 

of this important health practice, they must first 

incorporate monthly BSE into their own personal health 

promotion activities. 
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APPENDIX A 

Questionnaire Cover Letter 



Dear Colleague: 

My name is Katherine Harkness, and I am a graduate nursing student 
at the Medical College of Georgia. For my thesis, I am conducting a 
research study about nurses' health beliefs and knowledge of breast cancer 
in relationship to their practice of breast self-examination. 

I am aware that complying with health recommendations can be a difficult 
task to accomplish. It is anticipated that information regarding your 
breast self-examination practice will be helpful. to you and to others 
in the future. You will be one of at least 110 subjects to participate 
in this study. 

You are being asked to voluntarily participate in this study by providing 
input regarding this health practice. Participants in this study must 
be female registered nurses over the age of 18 years, and be nonpregnant 
and nonlactating. The questionnaire will require approximately 20 
minutes of your time. Instructions for completing the questionnaires 
are contained on the instruments. 

The return of the completed forms through intracampus mail in the 
addressed envelope provided will be your consent to participate in the 
study. There are no ·risks involved in this study, and you will not be paid 
nor charged anything for your participation in this study. 
Non-participation in the study will in no way effect your job status. 

In order to protect your anonymity, please DO NOT sign your name 
anywhere on these forms. Instruments will be coded with numbers; no 
names will appear on any forms. All information obtained from data 
collection will be kept confidential, and only the researcher will see 
any individual responses. 

I will be glad to answer any questions you may have regarding this study. 
You may contact me at If you have any questions regarding 
the rights of research subjects, please direct them to George Schuster, 
DDS, PhD, at at 72I-2991. 

Thank you very much in advance for your participation in this study. 

Respectfully, 

Katherine Harkness, R.N. 
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APPENDIX B 

Demographic Data 



---· 

1. Age 

Demographic Data and Frequency of Breast 
Self-Examination Questionnaire 

2. Race 

3. Marital Status 

Caucasian 
Black 
Asian 
Hispanic 
Other 

Married 
------ Never Married 

Separated 
Divorced 
Widowed 

4. ~ducational Level 
-------- Associate Degree in Nursing 

Bachelor of Science in Nursing 
Master of Science in Nursing 

---------- Ph.D. or DSN 

5. How many times in the last year have you performed breast 
self-examination? 
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APPENDIX C 

Health Belief Model Scale 



HEALTH BELIEF MODEL SCALE: 1987 
VICTORIA LEE CHAMPION 

INDIANA UNIVERSITY SCHOOL OF NURSING 

I am interested in your beliefs about breast self-examination and breast cancer. There 
are no "right" answers. Everyone has different experiences which will influence how they 
feel. Please tell me how much you agree or disagree with the following statements. You 
will answer each question with strongly agree (7), moderately ·agree (6), slightly 
agree (5), neutral (4), or if you slightly disagree (3), moderately disagree (2), or 
strongly disagree (1). ~ ~ 

1. I am likely to develop breast cancer 
sometime during my life . . . . . 

2. I feel that I will get breast cancer 
in the future 

3. There is a good probability that I 
will get breast cancer •.• 

4. My chances of getting breast cancer 
are great 

5. I am more likely than the average 
woman to get breast canceF 

~ ~ ~ ~ ~ 
~ ~ ~ ~ ~ 
~ ~ ~ ~ ~ 

7 

7 

7 

7 

7 
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The next group of questions concerns what you believe about the seriousness of breast 
cancer. In answering the following questions, you should assume that no breast 
self-examination behavior occurs and the discovering of breast cancer occurs by chance. 
You will answer each question with strongly agree (7), moderately agree (6), slightly 
agree (5), neutral (4), slightly disagree (3), moderately disagree (2), or strongly 
disagree ( l). ~ 

~ 

l. The thought of breast cancer if not 
treated promptly scares me 0 

2. Feelings about myself would change if I 
got breast cancer and it were not treated 
promptly . . . • . • . • . • . • • • . 
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3. When I think about breast cancer 
which is not treated promptly my 
heart beats faster • • . . • . . 

4. I am afraid to even think about 
breast cancer if it is not treated 
promptly . • • . • • . • 

5. Problems I would experience from 
breast cancer which wer"' not treated 
promptly would last a long time 

6. Breast cancer which was not treated 
promptly would endanger my relationship 
with my boyfriend or husband 

7. If I had breast cancer which was not 
treated promptly my whole life would 
change . . . . • . . . . • 

8. If I developed breast cancer and it 
was treated promptly, I would not live 
longer than 5 years . . . • 

7 6 

7 6 

7 6 

7 6 

7 6 

7 6 
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5 4 3 2 1 
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The next group of questions concerns what you believe are the benefits of performing 
breast self-examination. In answering these questions you are to assume that you perform 
breast self-examination on a monthly basis during the next year. You will answer each 
question with strongly agree (7), moderately agree (6), slightly agree (5), neutral (4), 
slightly disagree (3), moderately disagree (2), strongly disagree (1). 

1. Performing breast self-examination 
on a monthly basis during the next 
year will allow me to detect breast 
lumps early • . . • . • • . 

2. Performing breast self-examination on a 
monthly bas:ls during the next year will 
reduce my chance of dying of breast cancer. 

7 

7 

6 

6 

5 4 3 2 1 

5 4 3 2 1 



3. Performing breast self-examination will 
reduce my chance of requiring radical or 
disfiguring surgery for breast cancer •• 

4. Performing monthly breast selfoexamination 
will help me find a lump before it is 
discovered by a nurse or a doctor 

7 

7 

6 5 

6 5 

4 3 2 l 

4 3 2 l 

The next group of questions concern what you believe are consequences resulting from 
performing breast self-examination. In answering these questions you should assume that 
you will perform breast self-examination on a monthly basis during the next year. You 
will answer each question with strongly agree (7), moderately agree (6), slightly agree 
(5), neutral (4), slightly disagree (3), moderately disagree (2), strongly disagree (1). 

1. Performing breast self-examination on 
a monthly basis during the next year 
will make me worry about breast cancer 

2. Performing breast self-examination 
will be embarrassing to me .... 

3. Performing breast self-examination 
will take too much time . . . 

4. Performing breast self-examination 
will not be pleasant . . . . 

5. I cannot find a lump in my breast 
with breast self-examination ... 

6. Performing breast self-examination 
will be hard to remember • . 

7. It is difficult for me to do breast 
self-examination . . . 

7 6 

7 6 

7 6 

7 6 

7 6 

I 7 6 

7 6 

5 4 3 2 l 

5 4 3 2 1 

5 4 3 2 1 

5 4 3 2 1 

5 4 3 2 l 

5 4 3 2 1 

5 4 3 2 l 



The following questions ask about your health behavior and about how well you 
can control breast cancer. You will answer each question with strongly agree 
moderately agree (6), slightly agree (5), neutral (4), slightly disagree (3), 
disagree (2), strongly disagree (l)o 

lo Maintaining good health is extremely 
important to me . . . . . . . . 

2o I search for new information related 
to my health 

3o I frequently do things to improve 
my health o 0 0 0 

4o I eat a well-balanced diet 

5. I exercise at least three times a week 

6o I will do breast self-examination in 
the future 0 o 

7o I work hard to discover breast 
cancer early . 

So I can control the effects of breast 
cancer by discovering lumps at an 
early stage through monthly breast 
self-examination . . . 

9o The effects of breast cancer can be 
controlled through my efforts of early 
detection by breast self-examination 

lOo I can control the effects of breast 
cancer by getting help from 
professionals o o o 0 o o o 

.··. 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

6 5 4 3 

6 5 4 3 

6 5 4 3 

6 5 4 3 

6 5 4 3 

6 5 4 3 

6 5 4 3 

6 5 4 3 

6 5 4 3 

6 5 4 3 

feel you 
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moderately 
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2 

2 

2 

2 
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2 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 
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BREAST CANCER KNOWLEDGE TEST 

DIRECTIONS: Select the choice that BEST completes the statement 
or answers the question. 

1. A hard blow to the breast may cause a woman to get breast cancer 
later in life. 

a) true 
b) false 

2. The constant irritation of a tight bra can, over time, cause 
breast cancer. 

a) true 
b) false 

3. One out of every ten women in the United States will get breast 
cancer sometime during her life. 

a) true 
b) false 

4. In some women being overweight increases the risk of developing 
breast cancer. 

a) true 
b) false 

5. A woman who bears her first child before the age of 30 is more 
likely to develop breast cancer than a woman who bears her first 
child after the age of 40. 

a) true 
b) false 

6. Women with no known risk factors for breast cancer rarely get 
breast cancer. 

a) true 
b) false 

7. Some types of fibrocystic breast.disease (non-cancerous breast 
lumps) increase a woman's risk of breast cancer. 

a) true 
b) false 



8. Women in the United States have a higher risk of breast cancer 
than do women in Asia or Africa. 

a) true 
b) false 

9. Breast cancer is more common in 65 year old women than in 40 year 
old women. 

a) true 
b) false 

10. The most frequently occurring cancer in women is breast cancer. 

a) true 
b) false 

11. Women over age 70 rarely get breast cancer. 

a) true 
b) false 

12. Most breast lumps are cancerous. 

a) true 
b) false 

13. For many women, breast cancer can now be successfully treated without 
breast removal (mastectomy). 

a) true 
b) false 

14. By the time a cancerous breast lump is painful, it is too late to 
be successfully treated. 

a) true 
b) false 

15. If all lymph glands around the breast and under the arm are not 
removed, breast cancer cannot be cured. 

a) true 
b) false 

16. Breast cancer is sometimes treated successfully by removal of the 
lump (lumpectomy) and radiation therapy. 

a) true 
b) false 



17. Breast cancer is less likely to be cured in women with a family 
history of breast cancer than in women with no family history of 
breast cancer. 

a) true 
b) false 

18. By the time a woman can feel a cancerous breast lump, it is too 
late to treat it effectively. 

a) true 
b) false 

19. Even if breast cancer is caught very early, the chances for cure 
are much better if the whole breast is removed. 

a) true 
b) false 

20. Even if detected and treated early, a woman with breast cancer is 
unlikely to live a normal .life span. 

a) true 
b) false 

21. Breast self-examination (BSE) should be performed during your 
period when lumps are most easily detected. 

a) true 
b) false 

22. An important part of breast self-examination is looking at your 
breast in the mirror. 

a) true 
b) false 

23. It is not necessary to look at your breast during breast 
self-examination. 

a) true 
b) false 

24. As you get older, some nipple discharge is expected when you 
squeeze the nipple during breast self-examination. 

a) true 
b) false 



25. If you are post-menopausal, how often should you do breast 
self-examination? 

a) each week 
b) once a month 
c) every three months 

26. Most breast lumps are found by: 

a) women themselves 
b) physicians 
c) mammogram 

27. How much difference does regular breast cancer screening make in 
the chance of curing breast cancer: 

a) a great deal 
b) some difference 
c) little or no difference 

28. A woman who regularly feels her breast is doing one of the most 
effective methods of breast cancer detection. 

a) true . 
b) false 

29. Mammography can detect lumps that can't be felt. 

a) true 
b) false 

30. If a woman gets regular mammography, she does not need to do breast 
self-examination or have physical examinations. 

a) true 
b) false 

31. Mammography is recommended yearly for women over 50 years of age. 

a) true 
b) false 

32. Using the palm of your hand is the most effective method for 
detecting a breast lump. 

a) true 
b) false 



,.-· 

33. At what age should a young woman begin doing breast self-examination? 

a) 20 
b) 30 
c) 35 

34. Breast self-examination should include feeling for lumps under 
the arm. 

a) true 
b) false 

35. Squeezing the nipple is necessary for a good examination. 

a) true 
b) false 

36. How often should a breast examination be performed? 

a) every six months 
b) once a month 
c) once a week 

37. When feeling (palpating) the breast, you should: 

a) use the pads of your fingers 
b) use the tips of your fingers 
c) use the palm of your hand 

38. Abnormal breast change includes the following: 

a) discharge 
b) lump, hard knot, or thickening 
c) dimpling of the skin 
d) all of the above 
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Human Assurance Committee 
Institutional Revie.v Board 

May 24, 1991 

Katherine Harkness, RN 

RE: "Factors Related to the Practice of Breast Self
Examin .ation in Registered Nurses" 

Dear Ms. Harkness: 

' 

The above protocol has been examined and found to be exempt 
from formal review by the HUMAN ASSURANCE COMMITTEE in ac
cordance with the DHHS policy and the institutional assurance 
on file with the DHHS. 

If VA patients or facilities are involved in this study, you 
must also have a letter of approval from the VA Research & 
Development Committee prior to involvement of VA patients or 
facilities. 

Sincerely, 

George S. Schuster, Ph.D. 
Chairman 
HUMAN ASSURANCE COMMITTEE 

jfh 

~gusla, Georgia 30912-4810 (404) 7l1·3110 
An Affirmative Action/Equal Opportunity Educational Institution 
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INDIANA UNIVERSITY 

SCHOOL OF NURSING 

Katherine Harkness 

Dear Ms. Harkness, 

610 Barnhill Drive 
Indianapolis, Indiana 46223 

September 14, 1990 

You have my permission to use the enclosed copy of my 1987 instrument. 
I have also included estimates of validity and reliability. If you have 
questions about use of this instrument, please feel free to give me a 
call. Thank you for your interest in my work. 

VC:dg 

Enclosure 

Sincerely, 

Victoria Champion, DNS, RN 
Professor 



College of Nursing 

January 23, 1991 

Katherine Harkness 

Dear Katherine Harkness, 

UNIVERSITY 
OF UTAH 

In response to your letter I am sending you reliability data for the Breast 
Cancer Knowledge Test BCKT (screening & detection subscales only AJPM 6:2, 1990 
p.93) and the Comprehensive BCKT (general knowledge subscale and curability 
subscale). 

BCKT 
Screening = Kuder Richardson 20 (Kr20 = 0. 81 O) 
General Knowledge = Kr20 = o. 60 
Curability= Kr20 = 0.62 
General knowledge & 
Curabi 1 i ty together = Kr20 = 0. 71 

The comprehensive BCKT is in the process of manuscript submission for 
pub 1 i cation. 

If you need more information please see the AJPt·l article or let us know 
concerning the (as of yet) unpublished curability and general knowledge 
subscal es. 

Of course you can use the data, however, we would like copies of reliability 
statistics done from your studies. Thank you. 

Kathryn L. ce, R.N., Ph. D. 
Associate Professor 

25 South Medical Drive 
Salt Lake City, Utah 84112 

(801) 581-7728 
FAX (801) 581-4642 




