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Abstract
Introduction Breast cancer is a type of cancer that develops from breast tissue. Although the knowledge
on breast cancer among women in Sri Lanka is high, their practice of breast self-examination is poor. This
study was aimed to determine attitudes, practices and the awareness of early detection techniques and
risk factors among women in Sri Lanka.

Method A study was conducted between two groups in National Cancer hospital, Sri Lanka and a
peripheral women clinic consisting 317 participants in each group. Self-administered questionnaire was
used to collect data regarding the awareness of early detection techniques, signs and symptoms and risk
factors for breast cancers.

Results A total of 33.8% of peripheral women clinic and 65.0% in National Cancer hospital patients had
good knowledge regarding risk factors. The knowledge of risk factors, signs and symptoms and
screening methods about breast cancers was signi�cantly high in patients attending to National cancer
hospital. Older aged people have less awareness about screening methods compared to younger people.
People with high education background and those have a family history of breast cancer had more aware
about screening and therapeutic methods.

Conclusion Comparative to the peripheral women clinic, patients attending to National Cancer Hospital
had a fairly good knowledge, practice and attitude regarding the early detection techniques, risk factors,
signs and symptoms.

Introduction
Breast cancer is a major public health problem in both developed and developing countries and has
become the second leading cause of deaths among women worldwide [1]. Over 1.15 million women were
diagnosed with breast cancer each year and more than 500,000 of them face death in the world. Breast
cancer has become the most common type of cancer among women in Sri Lanka [2].

A vast variety of risk factors for breast cancer with respect to the geographic characteristics as well as
with the life style related habits of the community have been reported [3]. Breast feeding was found to be
a protective factor against breast cancer while dietary and life style factors such as obesity, smoking and
alcohol consumption and sedentary life style were identi�ed as risk factors for breast cancers by the
nutritional and epidemiological surveys [4, 5].

Knowledge regarding early diagnosis and screening methods can be reduced the burden of cancer. The
majority of patients in developing countries initiate treatments for breast cancers in their advanced stages
due to the low level of awareness regarding early warning signs, screening techniques among general
female population and poor prognosis of the patient [6].

The successfulness in the treatment as well as the early detection of breast cancer in the early stages of
breast cancer depends on the early diagnosis. This could directly effect for the survival rate as well as the
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quality of life of the patients. Breast Self-Examination (BSE), mammography and clinical Breast
Examination (CBE) are techniques that provide the best approach in the sense of reducing the risk of
dying from breast cancer. Proper knowledge of early warning signs and screening methods for breast
cancer plays an effective role in developing and early detection programs in the community [6].

Recent studies in Sri Lanka reported that the awareness levels about risk factors and early detection
measures of breast cancer, such as CBE and BSE were predominantly in a lower level [2]. Moreover, it has
been reported that late presentation of breast cancer is signi�cant and the majority of patients with breast
cancer were diagnosed at the advanced stages of the disease. Therefore, the awareness about breast
cancer and early detection techniques are need urgent. It is a vital necessity to explore the baseline values
of the knowledge to prevent the occurrence of breast cancer as well as for the early detection of breast
cancer. Implementation of new studies for assessing the level of knowledge regarding breast cancer in
the population is important [6].

It is di�cult to �nd a study conducted in Sri Lanka that has been comprehensively evaluated the
awareness levels regarding risk factors, early warning signs, therapeutic and screening methods as well
as the predictive factors that is being associated with the occurrence of the breast cancer. The current
study aims at women speci�cally to evaluate the levels of knowledge about risk factors, early detection
techniques, signs and symptoms of breast cancer and therapeutic methods of breast cancer. Ultimately to
determine which women are most vulnerable for having less knowledge.

Methodology

Study setting and population
This cross-sectional study was carried out among two groups of women attended to the clinics. a) breast
cancer clinics at the National Cancer Hospital (NCH), b) in a peripheral women clinic at a Medical o�cer
of Health (MOH) area in the Western province, Sri Lanka from January to June, 2018. Peripheral women
clinics invite people to participate in a planned comprehensive cancer control program. National Cancer
Hospital is the main oncological institution in Sri Lanka where almost all the patients who have
diagnosed with breast cancer receive treatments.

The Well Women clinics (WWC) are the clinics that targets on preventive healthcare of the Sri Lankan
society. These clinics were conducted under the supervision of the Ministry of Health. The selected MOH
area span is about 42 square kilometers and consists of 14 clinic centers. The study outcome is relatively
can be generalized to the area since almost all 14 WWC cover up in the study.

As a part of this population based program, the women's awareness levels about different aspects of
breast cancer, including risk factors, early warning signs, and therapeutic and screening approaches were
evaluated. During the study period, a self-administered questionnaire was distributed among women
attended to those institutions before contributing at screening and educational programs. The
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participants were informed about the increased incidence rate of breast cancer, particularly among the
young Sri Lankan female population.

Sampling Method
Sample size was calculated using the equation of n = z2 p (1-p) / d2 where n = sample size, z = 1.96;
critical value of speci�ed con�dence at 95% con�dence interval, p = probable estimate of proportion of the
prevalence for awareness about risk factors for breast cancers among females in Sri Lanka (78%) [2].
Minimal sample size was calculated as 265. In addition, 20% sampling error was added to minimize
irresponsible and recording errors and the �nal sample size was 317. In order to compare the awareness
of breast cancer risk factors of women who already have breast cancers and who are apparently healthy;
317 women were selected from each group.

Women aged between 30 to 65 years attended to the breast cancer clinics in the National hospital and the
peripheral women clinic were included for this study. Women, who were less than 30 and more than 65
years, were already diagnosed with a breast cancer and physically and mentally disabled women were
excluded from the study.

Data Collection
A self-administered questionnaire was used for data collection. The questionnaire consisted of 34
questions to assess the knowledge, attitude and the practice about breast cancer risk factors and early
detection techniques. The questionnaire was organized in to �ve sections such as socio-demographic
variables, and the awareness and attitudes of risk factors and screening methods.

A self-administered questionnaire was formulated in local languages (Sinhala and Tamil) for easier
comprehension by the participants and translated into English. All the information regarding privacy and
con�dentiality of the participants was provided in the information sheet. Once the participants were
determined to be eligible to participate in the study, they were approached by the investigators to explain
the process of the study.

Information sheets and the consent forms were distributed among eligible participants. The questionnaire
was pre-tested before using in the study at a well women clinic at a MOH area and at the National Cancer
Hospital, Sri Lanka to assess the feasibility of the study and drawbacks of the questionnaire. Informed
written consents were taken from all the participants of the study. The anonymity and con�dentiality of
data and privacy of the participants were properly maintained by using a serial number. Participants were
fully informed regarding the participation of the study is on voluntary basis and can leave the study on
their preferences. Furthermore, participants were convinced that there will be no any negative
consequences occur due to the refusal in terms of accessing their health care services.
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Statistical analysis
Data were entered into Microsoft Excel data sheet. Collected data were coded and analyzed using the
Statistical Package for Social Science (SPSS) version 23 software. A scoring system was used to analyze
responses on knowledge. Descriptive statistical analysis was carried out awarding score of 1 for every
positive answer and score of 0 for every negative answer. Any participant who did not answer was
considered as a negative response. A total of 10 questions were asked to assess knowledge of risk
factors and 9 questions were asked about signs and symptoms. Chi square test was used to determine
the signi�cance of the awareness of risk factors and symptoms of breast cancers among two groups. P
value less than 0.05 was considered as signi�cant.

Results
A total of 634 women (317 per each group) with the mean age of 28.07±8.1 years were participated for
the study. Majority of both populations have completed the secondary education, however, one fourth of
participants in MOH clinics completed tertiary education level while only 12% of female participants of
NCH had completed tertiary level education. More than 75% of women had breast fed to their children.
Only 7.9 % of MOH sample and 22.7 % of NCH participants expressed that they have a family history of
breast cancer (Table 1).

Knowledge among women regarding signs and symptoms was signi�cantly higher in NCH compared to
MOH sample. Majority of women participating to the clinics in MOH had no knowledge about signs and
symptoms of breast cancer. Only a quarter of participant had aware of changing the size of the breast is
a sign for breast cancer. In addition, one third of MOH and half of NCH participants had no idea of nipple
rash is a sign of breast cancer. Very low number of participants has knowledge about usage of hormone
replacement therapy, start menarche at early age and less activity level are risk factors for breast cancer.
Lump or thickening of the breast was the commonest known sign in both participants (Table 2).

Majority of the participants, 353 (55.7 %) reported that they do not have any risk factor which can cause
breast cancer. Most of the participants, (67.8 %) from the NCH admitted that they were having at least one
risk factor.

It is clearly visible that knowledge regarding methods of early detection of breast cancer among NCH is
higher than MOH sample (89.9 % and 70.0 % of NCH and MOH respectively). The knowledge of signs and
symptoms and risk factors is signi�cantly increased with education level. Young Patients have more
knowledge about breast cancer compare to older people in NCH. However, young patients in MOH have
low awareness about risk factors (Table 3).

The knowledge of screening methods for breast cancer is signi�cantly higher in patients participate
clinics in NCH than patients participating to MOH clinics. The most known early detection method among
MOH participants is BSE (80%) and the least known screening method is Mammography (32.8%). Among
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NCH Participants, the most known and least known early detection methods are CBE (91.8%) and
Magnetic Resonance Imaging [MRI] (62.8 %) respectively (Table 4).

When considering socio demographic characteristics with the awareness of breast cancer screening
techniques, young educated participants had higher knowledge of screening methods. Age was
signi�cantly associated with BSE (p = 0.011), mammography (p = 0.008) and with FNAC (p = 0.044).
Older aged people have less awareness about screening methods compared to younger people. Educated
people had more signi�cantly more aware about BSE (p <0.001), CSE (p = 0.039), mammography (p
<0.001) and FNAC (p = 0.027) than people with low education background. In addition, patients having
family members with breast cancer have signi�cantly high awareness about mammography (p = 0.016)
compared to people with no history of breast cancer among their family members.

In the present study, MOH and NCH participants practice BSE (43.5 %) and (59.3 %) respectively. However
majority of the MOH sample had never done CBE (65.9 %). All participants from NCH had performed CBE
before even as an investigation procedure. Half of the patients had no idea of the recommended age to
start mammography examination.

Majority of participants practiced BSE once a month in both groups. Among the two samples 47.9 % of
MOH and 39.1 % of NCH sample knew at what age BSE should be started. A total of 27.4 % participants
in MOH and 29.7 % in NCH practiced BSE monthly. BSE had been initiated most between 30 - 35 years in
the MOH sample while in NCH it had been most after 35 years. There is signi�cance between the level of
education and the practice of BSE.

Majority of the participants in MOH clinics (65.2%) had never done CBE. All participants from NCH had
performed CBE before even as an investigation procedure. Majority of MOH (58.0 %) and NCH (57.4 %)
samples had stated that they didn’t know how often CBE should be done until 40 years. The most
respondents had no idea about the recommended age to start mammography examination (Table 5).

When studying the relationship between the level of education with the frequency of attending for CBE per
year among MOH population, there was signi�cance between educational level and the knowledge on
BSE. However, no signi�cance found between the family history of breast cancer with the practice of BSE.

Majority stated that they have visited physicians within a week if they have developed a breast lump.
Majority of participants reported that breast cancer is a curable disease. Out of the MOH population (32.5
%) and NCH (34.4 %) had stated that 5 years survival is rare following a breast cancer (Table 6).

The most common reason for not practicing BSE was the idea of not having breast problems. Most of
NCH participants had stated that they didn’t practice BSE due to carelessness. In NCH all the participants
had done CBE, ever since when the patients were diagnosed as having breast cancer that patient
obviously undergoes a CBE (Table 7).

Discussion
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Breast cancer is a signi�cant health problem in worldwide and the incidence rapidly increasing over the
last two decades [7]. The basic knowledge of breast cancer such as diagnostic tools, screening
techniques, risk factors, new approaches to prevention, early diagnosis play key roles in reducing
mortality and morbidity rates [6]. This study was designed to evaluate the awareness about risk factors,
early warning signs, screening methods for early detection, and treatment of breast cancer in a
representative sample of Sri Lankan women. The present study revealed that the participants had
inadequate knowledge about early warning signs and the awareness of the therapeutic methods was low.
However, they have shown poor knowledge, but slightly higher, about screening methods consistently
about risk factors compared to developing as well as developed countries [8–12].

Lump or thickening in the breast was the awareness sign regarding breast cancer. Similary, Madduwa and
Wijesinghe (2008) has revealed that 74.6% of respondents recorded breast lump as the most frequent
sign of the breast cancer [2]. MOH is preferably a unit that is responsible for maintaining the preventive
health care of the country while NCH is an institute responsible for curative health care. Majority of
women in MOH clinics had poor knowledge about MRI and FNAC screening methods. The low proportion
of the respondents for MRI and FNAC can be attributed to not availability to this population particularly
and more common applicability of those techniques for other diseases than breast examination. The
most effective predictors of knowledge level about breast cancer risk factors, screening methods, early
warning sign, and therapeutic modalities were educational quali�cation, personal history and contributing
in educational and screening public programs, respectively. Women exposed to risk factors were more
vulnerable to breast cancers than who were not exposed [13].

The present study con�rmed that the level of education is the common signi�cant factor for high
awareness levels. This is in agreement with previous studies in screening methodologies, risk factors,
early warning signs and symptoms [14–18]. Women who had higher level of education and who were
engaging in professional jobs had a good knowledge about breast cancer. It is observed that a more
highly signi�cant association existed between higher educational quali�cation and awareness of
therapeutic modalities. Although it is naturally expected that people having higher levels of education
have more capability for obtaining more and effective information from various sources

Present study results in line with other previous studies showed a high awareness levels about screening
methods [19–22], risk factors [23] and early warning sign [18]. Formal training programs and correct
structured theoretical educations on breast cancer enhance the awareness and BSE training on improving
of awareness levels [24]. Those educated and with a family or personal history of BS were particularly
likely to acknowledge risk factors [25]. Married and older people are generally more concerned about their
health due to being more at risk for chronic disease and higher responsibilities toward the family,
respectively. Therefore, they have more capability for obtaining more and effective information from
various sources about health determinants.

In this study, the majority of the participants had practice of BSE. Similar to this study, 44% of the
participants were aware of BSE in Tanzania 71.5% and in India (55%) had identi�ed that BSE as an
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important technique in early diagnosis [26, 27]. However, only in Nigeria (19%) and in India (8.9%) of the
participants practiced BSE monthly [28]. However, the rate of practice BSE on a regular basis is low.
Furthermore, this study also showed lack of knowledge on breast cancer to be the main challenge in
breast cancer screening. The similarity in �ndings between these studies indicates that lack of knowledge
in this matter is a problem in various African and Asian societies; therefore, more effort should be made to
educate women in these areas.

According to this study, knowledge regarding screening methods varied between two populations.
Patients who already got breast cancer had a good knowledge when compared with other sample.
Awareness programs have to be established regarding health education about the BSE and CBE [29]. The
level of knowledge and attitude of risk factors and early detection signs and symptoms among health
professionals are important in order to guide patients for necessary screening.

Women with family history of breast cancer have higher risk of developing the disease. Aging is a known
risk factor and therefore post-menopausal women with a family history of breast cancer are a particularly
vulnerable group. Lack of physical activity and obesity were identi�ed as risk factors for developing
breast cancer and they have an increased risk of developing post-menopausal breast cancer [30].

Family history of breast cancer, smoking history and the level of education were the strongest predictors
of breast cancer among the study group. The time duration of usage of HRT was a risk factor for breast
cancer. Other factors such as �rst full-term pregnancies before 30 years and high parity were found to be
factors that protected against breast cancers [31].

The lack of knowledge and misbelieves about breast cancer prevention among females are responsible
for the negative perception of the curability of the cancer which was detected early. The low level of
knowledge and misbeliefs were also responsible for not believing the e�cacy of the screening tests.

The study revealed that the low educated females had less number of screening attempts. poor
educational level had affected the increased mortality rate of breast cancers in Asia. Majority of the
participants had misconceptions on knowledge and screening of breast cancer. Comparatively family
health nurses had a higher score than other category of public health nurses.

The patients who have had relatives affected with breast cancer had a better knowledge about the
disease. This concluded that breast cancer awareness among women should be enhanced [32].

Family history has no signi�cant relationship with the practice of BSE for both samples, starting age of
BSE for both samples and the frequency of practicing CBE for both samples. These �ndings suggest the
urgent need of conducting health education programs to enhance knowledge and practice of early
detection techniques

Conclusion
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Present study revealed that the awareness regarding risk factors and signs and symptoms of breast
cancers was low. However, the awareness of screening approaches was high among Sri Lankan adult
women and indicated that higher educational attainments, attending screening and public educational
programs and family history of breast cancer, caused higher levels of awareness. These �ndings are
important to implement new effective ways to overcome the burden of breast cancer disease among Sri
Lankan women. Health educational sessions should be conducted for patients who had already been
diagnosed as breast cancer patients, in order to improve knowledge and facilitate treatment options and
�nally to improve the quality of life.
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Table 1. Socio demographic characteristics of study participants
Variables Categories No. of participants (%)
    MOH NCH
Age (Years) 30 - 40 216 (68.1) 37 (11.7)
 41 - 50 44 (13.9) 82 (25.9)
 51 - 60 36 (11.3) 97 (30.6)
 61 - 70 21 (6.6) 101 (31.9)
Educational level No formal education  33 (10.4) 16 (4)
 Primary education 73 (23) 122 (38.5)
 Secondary education 130 (41) 141 (44.5)
 Tertiary education 81 (25.6) 38 (12)
Marital status Single 16 (5) 32 (10.1)
 Married 301 (95) 285 (89.9)
No of children 0 68 (21.5) 44 (13.9)
 1 - 3 241 (76) 246 (77.6)
 4 - 8 8 (2.5) 27 (8.5)
Breast Feed Yes 244 (77) 267 (84.2)
 No 73 (23) 50 (15.8)
Family History of Yes 25 (7.9) 72 (22.7)
breast cancer No 292 (92.1) 245 (77.3)
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Table 2. Awareness regarding signs and symptoms and risk factors of breast cancer  
Variables No. of positive

responses (%)
 

 
MOH NCH

p
value

Signs and Symptoms    

Redness of breast skin 113 (35.6) 181 (57.1)
<

0.001

Change in the position of nipple 144 (45.4) 223 (70.3)
<

0.001

Pulling in the nipple 115 (36.3) 228 (71.9)
<

0.001
Discharges or bleeding from nipple 202 (63.7) 238 (75.1) 0.002

Nipple rash 109 (34.4) 168 (53.0)
<

0.001

Changes in the size of the breast / nipple 88 (27.4) 188 (59.3)
<

0.001

Changes in the shape of the breast / nipple 143 (45.1) 214 (67.5)
<

0.001

Lump or thickening of breast 252 (79.5) 296 (93.4)
<

0.001

Pain in the breast or arm pit 143 (45.1) 217 (68.5)
<

0.001
    
Risk factors    
Having a past history of breast cancer  187 (59.0)  241 (76.0)  <

0.001
Using hormone replacement therapy (HRT) 89 (21.1)  160 (50.5)  <

0.001
Consumption of alcohol and other drugs  148 (46.7

) 
188 (59.3)  0.001

Being overweight (BMI > 23)  91 (28.7)  144 (45.4)  <
0.001

Having a close relative diagnosed with a breast cancer  163 (51.4)  240 (75.7)  <
0.001

Having children in later age or not at all  116 (36.6)  167 (52.7)  <
0.001

Start menarche at early age  49 (15.5)  116 (36.6)  <
0.001
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Having a late menopause  99 (31.2)  170 (53.6)  <
0.001

Having a less activity level (<30 minutes, 5 times a
week exercise) 

87 (27.4)  133 (42.0)  <
0.001

Stress and depression  121 (38.2)  214 (67.5)  <
0.001
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Table 3. Awareness of signs and symptoms and risk factors with socio demographic
characteristics
    Signs and symptoms (Range 0 – 9) Risk factors (Range 0 – 10)

Variable Category MOH
p

value NCH
p

value MOH
p

value NCH
p

value

  

Mean
(SD)

 Mean
(SD)

 Mean
(SD)

 Mean
(SD)  

Age
(Years) 31 -40

4.00
(2.61) 0.170

6.57
(2.29) 0.021

3.31
(2.47) 0.014

5.70
(2.33) 0.239

 41 - 50
4.82

(2.18)  

6.65
(2.47)  

4.36
(2.66)  

6.05
(2.42)  

 51 - 60
4.03

(2.66)  

6.22
(2.61)  

4.00
(2.66)  

5.52
(2.95)  

 61 - 70
4.71

(1.73)  

5.56
(2.46)  

4.38
(2.33)  

5.25
(2.67)  

Education
level

No formal
education

4.82
(2.82) 0.083

4.37
(3.13) 0.005

3.31
(2.47) 0.011

5.13
(3.18) 0.090

 

Primary
education

4.11
(2.52)  

5.93
(2.62)  

4.36
(2.66)  

5.19
(2.71)  

 

Secondary
education

4.37
(2.38)  

6.39
(2.27)  

4.00
(2.66)  

5.82
(2.49)  

 

Tertiary
education

3.65
(2.36)  

6.82
(2.45)  

4.38
(2.33)  

6.24
(2.81)  

Marital
state Single

4.56
(2.27) 0.520

6.03
(2.20) 0.760

4.00
(2.50) 0.496

6.03
(2.87) 0.325

 Married
4.15

(2.48)  

6.18
(2.55)  

3.58
(2.39)  

5.54
(2.64)  

Breast
feeding Yes

4.09
(2.54) 0.298

6.22
(2.56) 0.359

3.75
(2.41) 0.039

5.58
(2.67) 0.931

 No
4.44

(2.23)  

5.86
(2.26)  

3.10
(2.86)  

5.62
(2.68)  

family
history Yes

4.04
(2.57) 0.779

6.26
(2.42) 0.694

4.80
(2.61) 0.009

6.00
(2.63) 0.139

 No
4.18

(2.47)  

6.13
(2.55)  

3.50
(2.35)  

5.47
(2.67)  

No. of
children 0

4.34
(2.24) 0.027

5.55
(2.47) 0.202

3.16
(2.32) 0.078

5.55
(2.80) 0.867

 1  -  3
4.05

(2.51)  

6.24
(2.57)  

3.76
(2.39)  

5.57
(2.70)  
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4  -  8 6.38
(2.38)

6.44
(2.00)

2.50
(2.56)

5.85
(2.17)

 
 
Table 4. The knowledge regarding screening
methods 

 

Screening
methods

  No. of positive
responses (%) 

   

  MOH NCH p value  

Breast self-
examination 254 (80.1)

265
(83.6) 0.257

 

Clinical breast
examination 249 (78.5)

291
(91.8) <0.001

 

Mammography 104 (32.8)
284

(89.6) <0.001
 

MRI 109 (34.4)
199

(62.8) <0.001
 

FNAC 120 (38.0)
264

(83.3)  <0.001
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Table 5. Practices of early detection methods for breast cancer
Practices Responses No. of participants (%)  
    MOH NCH p value
Practice of BSE  (n = 138)  (n = 188)  
Frequency of  BSE Once a month 74 (53.6) 119 (63.3) 0.098
 Once in three months  12 (8.7) 12 (6.4)  
 Once in quarter of a year 12 (8.7) 6 (3.2)  
 Not very often 40 (29.0) 51 (27.1)  
Age when first BSE started <30 years  55 (39.9) 23 (12.2) <0.001
 30 – 35 years  56 (40.6) 28 (14.9)  
 >35 years  27 (19.6) 137 (72.9)  
Level of education  No formal education 12 (8.7) 7 (3.7) <0.001
 Primary level 22 (15.9) 61 (32.4)  
 Secondary level 56 (40.6) 94 (50.0)  
 Tertiary level 48 (34.8) 26 (13.8)  
Family history of BSE  Yes 14 (10.1) 39 (20.7) 0.010
 No 124 (89.9) 149 (79.3)  
       
Practice of CBE  (n = 108) (n = 317)  
Frequency of  CBE Once 100 (92.6) 195 (61.5) <0.001
 1-3 times 1 (0.9) 38 (12.0)  
 3-5 times 5 (4.6) 40 (12.6)  
 More than 5 times 2 (1.9) 44 (13.9)  
 Level of education  No formal education 8 (7.4) 16 (5.0) <0.001
 Primary level 22 (20.4) 122 (38.5)  
 Secondary level 46 (42.6) 141 (44.5)  
 Tertiary level 32 (29.6) 38 (12.0)  
Family history and CBE  Yes 12 (11.1) 72 (22.7) <0.001
 No 96 (88.9) 245 (77.3)  
     
Knowledge of Mammography (n = 317) (n = 317)  
Recommended age to start  at the age of 30 38 (12.0) 58 (18.3) <0.001
mammography examination at 35 95 (30.0) 69 (21.8)  
(Years) at 40 25 (7.9) 55 (17.4)  
 at 45 4 (1.3) 5 (1.6)  
  Don’t know 155 (48.9) 130 (41.0)  
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Table 6. Attitudes regarding breast cancer 
Attitudes  Responses No. of positive responses

(%)
  MOH NCH p value
If a breast cancer developed will be scared 200

(63.1)
193

(60.9) 0.567

 

will consult a doctor 313
(98.7)

311
(98.1) 0.524

 

will use traditional
medicine

38
(12.0)

25 (7.9)
0.245

 

will go to prayer house 207
(65.3)

258
(81.4) <0.001

 

will agree to perform
mastectomy 

254
(80.1)

305
(96.2) <0.001

Occurrence of breast cancer in
old age

Yes 80
(25.2)

103
(32.5) 0.044

Breast cancer is curable Yes 248
(78.2)

262
(82.6) 0.161

Survival of more than five
years 

Yes 103
(32.5)

109
(34.4)

0.613

Willingness to allow a male
doctor 

Yes 305
(96.2)

312
(98.4) 0.085

to examine the breast        
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Table 7: Reasons for not practicing BSE and CBE regularly 
Reasons for the negligence in BSE and  No. of participants (%)
CBE practice MOH NCH
Breast self-examination (BSE)   

I don’t have breast problem 133 (54.7) 61 (30.8)
I don’t think I should 62 (25.5) 50 (25.3)
I don’t feel comfortable doing this 8 (3.3) 17 (8.6)
I don’t know how to do that 53 (21.8) 50 (25.3)
Carelessness 79 (32.5) 103 (52.0)
Too frequent to practice 18 (7.4) 21 (10.6)
I don’t think it is necessary 80 (32.9) 42 (21.2)
Unsure about benefits 21 (8.6) 13 (6.6)
Others 47 (19.3) 33 (16.7)
   
Clinical breast examination (CBE)   
Concern about extra money 13 (6.2)  
Concern about extra time 27 (12.9)  
Fear of outcome 6 (2.9)  
Too young to participate 22 (10.5)  
No signs and symptoms of breast cancer 135 (64.6)  
No one recommended 61 (29.2)  
Unsure about the benefits 8 (3.8)  
Others 55 (26.3)  

 

 

 


