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ABSTRACT
Background: Breast cancer (BC) is one of the major threat to women's health in
Iraqg. Women mostly suffered BC in early age, and BC is being diagnosed in advance stage.
Early diagnosis and screening are two early detection programs of secondary prevention
strategies for prevention of BC. The main objectives of this study are to assess the early
detection program of BC in Sulaimani city. Utilizing of screening methods by women and

their various barriers of utilization have been studied.

Method and subjects: It is a cross-sectional study conducted on 750 women from
20t November 2016 to 14t June 2017. A questionnaire was constructed for data collection
about socio-demographic characteristics, screening awareness, and medical and health
background variables. In addition to questionnaire two scales such as Breast Cancer
Awareness Measure (BCAM) and Champion Health Belief Model (CHBM) were used to
measure the women's' knowledge and belief towards the screening methods. Validity and
reliability of the tools have been taken in 50 subjects during piloting. The data was managed
and analyzed by using descriptive and inferential statistics by using SPSS program version
22.

Results: Almost half of women, 49.7% knew that BSE should be done monthly.
While only 18.0% of participant practiced BSE regularly. Education, employment status,
family history, past breast disorders, knowledge, lactation status, perceived seriousness,
health motivation, confidence, perceived benefits and barriers for BSE were significantly
associated with the regular practice of BSE. Regarding to CBE 78.9% of women were
aware about utilization, while only 9.5% of women utilized it for screening. Due to
prescription by physicians for diagnosis of BC, 23.6% of women had done mammography.
The logistic regression analysis found that old age, family history of BC, good knowledge
about BC, perceived susceptibility, lower rate of perceived barriers to mammography and
CBE predicted participation in screening. The median of patient delay in the BC
symptomatic women in this study was higher (30 days). There was a significant
relationship of patient delay with women health condition, women’s health motivation and

perceived barrier to seeking medical care.

Conclusion: This study found that women mostly did not utilized screening methods
efficiently. There is immense gap between awareness and screening practicing. The
median of patient delay was high compared to developed countries and was less comparing
to developing countries. Socio economic and women's health condition, knowledge about

BC, women attitude and beliefs about BC have determined the utilizing the screening

\



methods to high extend. Health belief model could highly describe the screening behavior

among Sulaimani women.

Recommendation: Enhancing knowledge about BC and screening, emphasizing
the susceptibility to BC and the benefits of screening will help in better participation. From
interventional point of view, importance should be given to Iilliterate and unemployed
women. An increase in the women's health motivation and, and sensitization of women
about the benefits of BSE is suggested to increase the adoption & practice of BSE regularly.
A health promotion program should emphasize on the women's motivation about early

diagnosis and seeking to early detection.
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Chapter One Introduction

1.  INTRODUCATION
1.1. BreastCancer
Breast Cancer (BC) is the main public health burden with high rate of morbidity
and mortality worldwide, it causes high number of deaths among women. For instance
each year, nearly 1.5 milion women suffering from BC, and only in 2015, 570,000
women died from BC worldwide (WHO, 2017).

BC incidence rate is higher among women in more developed countries, but this
rate since long period has remained stable. The BC incidences are high in (Denmark:
105, UK: 95, US: 92.9, France: 89.7, and Germany: 91.6 per 100000 women) (Eunji
Choi et al, 2017). For instance, in 2017, the American Cancer Society estimates that
there would be a 252,710 cases of invasive BC diagnosed in US women and 40,610
deaths (Smith et al, 2017). Meanwhile statistic has shown that during 2004-2013 the
incidence was almost steady, and death rate decrease very slowly during 2006-2015
(Henley etal, 2017).

Meanwhile, the developing countries have high mortality and less morbidity.
The age-standardized incidence was 29.7 per 100,000 in south Irag (Al Hashimi and
Wang, 2014). Compared to the US, low age standardized and age specific BC
incidences were found in Kurdish women. For Kurdish women, the age standardized
incidence was 40.5/100,000 which can be estimates to less than half the rate of
116.0/100,000 which was seen in the US white women (Majid AR et al, 2012). High
incidence is observed in high-income countries (HICs), while the highest mortality rate
is observed in low- and middle-income countries (LMICs) (Unger-Saldafia, 2014),
(WHO, 2017). The mortality to incidence ratio (MIR) in developed countries is low
comparatively to developing countries, and this low ratio most significantly related to
health system such launching of screening program in earlier time (Eunji Choi et al,
2017).

During the last decade in lIrag, incidence of BC was accounted the highest
proportion compared to other cancers in women population age > 15 years. During 2000
to 2009, 23792 new cases had registered, and BC included (33.81%) of all other cancer
incidences. Trend of BC incidence had changed, but overall had increased
approximately 1.14% in each year. The incidence in 2000 was 26.64 and in 2009 was
31.50 (Al Hashimi and Wang, 2014). Meanwhile, in specific province in south Iraq,

Basra, however BC incidence rate 16.2% account the first higher among all types of
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Chapter One Introduction

registered cancer from 2005-2008, but the proportion was less as observed in entire
country, Irag (33.81%) (Habib et al, 2010).

Another burden of BC in this region is related to delay in diagnosis stage.
According Sulaimani Directorate of Health, 539 women diagnosed with BC during
2006-2008 (Majid, 2009). In two different studies in Sulaimani have shown that most
cases of breast cancer (26% and 34.1%) were diagnosed at stage 3 or 4, with only a few
women (14.1% and 11.7%) diagnosed at stage 1 "localized tumors” (Majid et al, 2009)
(Majid et al, 2012). The Iragi war condition may have relation to delay in diagnosis
stage, because same study has shown that diagnosis at clinical stage 2 and 3 was higher
for immigrant Arab in Sulaimani, 74%. There is scarcity in data about the delay in
diagnosis stages and the reason for this delay have not been studied in the region.
Therefore, an early detection approach for BC prevention has become an indispensable
for the health system in Irag. In LMICs, the diagnosis in advanced stages and access
barriers to medical care are thought to be a reason for higher BC mortality rates (Unger-
Saldafia, 2014).

Demographic and epidemiological transitions in Iraqg and in other developing
countries have affected the trend of diseases and population at risk. The burden of BC
may increase due to increasing population at risk in Irag. Women population at risk for
BC in Iraq has projected from about 6.8 million women in 2000 to about 8.8 million in
2009 compared to UK women at risk was 24.7 million in 2000 to about 26.0 million in
2009 (Al Hashimi and Wang, 2014).

1.2. Early Detection Program Development

The term of early diagnosis and screening have become very predominant
worldwide. Early diagnosis and screening are two early detection strategies for
intervene BC (WHO, 2017). Based on principle of early detection, health system has
developed many organized programs to intervene the new health problem and diseases,
such as BC. BC early diagnosis program encompasses nurture the awareness about
early sign and symptoms of BC in public eye, the trained of primary health
professionals and organized referral system to assist adequate diagnosis and treatment
of BC in early stages (Unger-Saldafia, 2014). While, BC screening can be defined as
the testing of women to identify cancers before any symptoms appear, and, breast self-
exam (BSE), clinical breast exam (CBE) and mammography are the main tools for

screening. Concerning to early diagnosis, is the strategies focused on providing timely
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access to cancer treatment by reducing barriers to care and/or improving access to
effective diagnostic services. The goal is to increase the proportion of BCs identified at
an early stage, allowing for more effective treatment to be used and reducing the risks
of death from BC (WHO, 2017).

Screening and early diagnosis program are a performance of the principle of
secondary intervention for control of diseases, early diagnosis and treatment. The
developed countries, such as the US, went with these principles two decades earlier in
1983 (Moiel and Thompson, 2014 ), compared to the most of the developing countries
which launched the program in last decades. Even, developed countries transformed
from opportunistic screening program to organized population-based program (Majek
O, et al, 2011). The majority of HICs adopted organized population-based
mammography screening as the gold standard program (Unger-Saldafia, 2014).
Developing countries are undergone this transition to such extant, for instance, both
opportunistic and organized screening program are undergone in Malaysia (Teh et al.,
2015). A new model organized screening have been more effective in Malaysia.
Similarly in study UAE have recommended that opportunistic screening adopted by the
national screening program does not completely fulfill the program objectives,
therefore efforts need to be directed toward organized screening (Elobaid EY et al,
2014).

As LMIC, early detection approach was late in Irag. In 2000, a National
Program for Early Detection and Down Staging of Breast Cancer was initiated by
Ministry Of Health MOH in collaboration with Ministry of High Education and
Scientific Research MOHESR and WHO. According to this program, since 2000,
screening centers and specialized clinics for early diagnosis of BC were established in
the main hospital all over Iragi governorates (Al-Alwan, and Mualla, 2014). In
Sulaimani, BC screening center was launched for early diagnosis and screening.
Women with minor breast disorder have been diagnosed and treated at this center.

Treatment and care for progressing BC were being proceed for most of the women.

In Iraq, despite of that, there is not a clear screening model, but the goals of
screening program has been defined by the National Program for Early Detection and
Down Staging of Breast Cancer. The main objectives of the program included raising
awareness of the general population to the common signs and symptoms of BC,

promoting knowledge and research on the topics of cancer control, and upgrading the
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skills of the health professionals on the techniques of early detection of cancer. The
program goals include ensuring the provision of both high quality diagnostic and
treatment services for participant women. Screening tool in this program which is
practiced routinely, include the CBE, BSE, ulirasonography, mammography, fine
needle aspiration and biopsy (Al-Alwan, and Mualla, 2014). In this program, both
symptomatic and un-symptomatic women have been intervening in a general hospital.
Therefore, in Iraq, there is not a pure screening model, Screening as early detection of
secondary intervention is matched with early diagnosis of BC. Till now, a proportion
of women have utilized the screening methods for screening or for early diagnosis and
treatment have not studied.

1.3. Participation Rate

High participation of eligible women in screening are indispensably essential
for the effectiveness of screening program and the disease prevention too, because high
participation rate is associated with reducing mortality rate of BC in screened women
(Schoor et al, 2011). Therefore, the participate rate, could be varies depend on screening
model, target population and method of participation in the program, and all are stand
based on cost-benefit strategy. For instance, in the UK, a study has estimated nearly
1610 women aged 45-55 need to be screened biannually for 10 years to avoid one death
(Marmot et al, 2013). Participation rate is one indicator for assessing the performance
of a screening program. According to European guidelines, 70% of participation level
Is acceptable and 75% is the desirable level as target of organized mammography
screening ( Perry et al, 2006). Participate rate is vary across countries; this may be
affected by different screening model such as method of invitation, variation in target
populations, and cultural and health system of those countries. By considering that, in
France as European country, participation rate in organized mammography screening
program was only 52.7% in 2012 (Moutel et al, 2014). Similarly, however, the target
participation rate in the US is the 70% of women ages 40 and older, participation level
for Asian American women who reported mammography use was only 54% (Wang et
al, 2010). The proportion of participant women in utilizing the screening methods was
not studied in Sulaimani and in Irag, and many of women have utilized the screening

methods (CBE, mammography) either for screening or for diagnosis.
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1.4. Patient Delayin Diagnosis Of Breast Cancer

Women with minor breast disorder, also utilize the screening method for
diagnosis; they present with minor sign and symptoms, and mostly they did not aware
about the relation of their symptoms with the BC. Similarly, in this circumstance there

is a distinct barrier which women with minor breast disorder to delay in participation.

The patient delay is defined as the extending of period from symptom finding
to the first medical consultation (Unger-Saldafa, 2014). Generally, the prolonging of
this period would be the causes of BC diagnosis delay. BC delay has also been defined
as the duration between symptom discovery and the beginning of the cancer treatment,
and usually this duration has defined to more than three months. In another word,
diagnosis time was measured from the date of the first symptoms to the date of final
BC diagnosis based on histopathological examination (including needle biopsy or
excisional biopsy) (Unger-Saldafia, 2014) (Ermiah et al, 2012). Another condition of
BC delay is due to provider delay which is defined as period from first medical
consultation in the beginning of definitive treatment. Thus, from public health approach

patient delay are taking a major role in the early diagnosis process (Lim etal, 2015)

A systematic review study has shown that in HICs, the median BC intervals
have ranged from 30 to 48 days, while, in LMICs, are ranged between 5.5 to 8 months.
And, in other word, the median patient interval in LMICs was between 1.4 and 12.9
times longer than that observed in HICs, for HICs observed to be between 7-16 days
and for LMICs between 10 days-3 month. Same study has revealed that more than 60%
of patients begin treatment less than 3 month after symptom discovery in HICs while
in some LMICs fewer than 30% of patients start treatment in less than three months

after abnormal screening or symptom discovery (Unger-Saldafa, 2014).

Women with minor breast disorders in our research area used to visit the center
for diagnosis and treatment. Patient delay in Kurdistan has not been studied. Delay in
utilizing the screening method may have related to different reason or barriers in this
area. Initially, women may not be aware about their susceptibility and the risk of BC.
From another side women perception to the seriousness and fatality of BC may relate
to patient delay in utilizing breast method. Causes and reasons for patient delay in

utilizing screening methods in this research has been studied.
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1.5. Knowledge About Breast Cancer And Patient Delay

Women views and knowledge about BC are well studied worldwide. Women
understanding about BC is crucial part of women’s decision to participate in screening.
Screening models use the different sources such as leaflet, post, and mass media to
provide information to women. Women have to have basic information about
recognizing of BC in term of sign and symptoms, risk factors, severity and fatalist,
treatment and early diagnosis in order to take an action to be present early in treatment
and participate in screening. Because this BC knowledge would lead to more screening
participations, and awareness about BC has a key role in early presentation (Jones et al,
2015). On the other hand, lack of knowledge about BC is an important factor for delay
(Ermiah et al, 2012). This relation have confirmed in logistic regression model which
found odd 2.5 (Dandash and Al-Mohaimeed, 2007). In developed countries, Estonia,
study confirmed on that, provide information about BC one year before first symptoms
notice are essential for early presentation or decreasing the prolonged delay (Innos et
al, 2013). Meanwhile, despite of sufficient level of knowledge about BC among Qatari
women, only 23.3% reported to utilize the clinical breast examination (Bener A et al,
2009).

Women understanding in way how interpret and imagine the burden of disease
would take role in women belief. Insufficient specific information about BC is
considered as one of the reasons for delayed presentation (Khakbazan et al, 2014).
Another qualitative study in Denmark has explored women’s perception about the
balance between screening benefits and potential harmful effects, and it has showed
that information in the breast screening leaflet have little influience on women’s decision
making to participate in screening because of the phenomenon over-diagnosis as a
potentially harmful effect (Henriksen et al, 2015). Similarly, negative information such
as side effects and expected toxicity of chemotherapy led to refusal of therapy, some
patients believed that the effects of chemotherapy were worse than BC itself (Ermiah,
2012).

Out of personal knowledge and perception, other factors in social level, such as
influence of community and health system facilities will take a role in the decision-
making process for participating in screening. For instance, the women's decision were

most likely influenced by dominating attitudes in the circle of acquaintances. Some
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women valued mammography screening as positive experiences because influenced by

the attitudes of close relatives, peers and colleagues (Henriksen et al, 2015).

1.6. Barrier For Patient Delay And Participation In Screening

There are such barriers in utilization of screening methods. Both healthy women
and women with minor disorders have distinct and interrelated barrier in utilizing
screening methods. Healthy women may not be aware about screening programs, and
women with minor disorder may not aware about BC symptoms or early diagnosis too.
Healthy women may not utilize screening methods, even some women when they
present with symptoms (minor disorder) still not utilized screening method. Many of
the barriers may continuous with women when such symptoms of BC or minor

disorders appear.

The barriers of healthy women in utilizing screening method lead to less
participate rate in the screening programs, while the barriers of women with minor
disorder in utilizing screening method caused more patient delay. High participate rate
instantly would decrease patient delay because the participated women utilized

screening method before the appearance of any kind of minor breast disorder.

Barriers of utilizing screening methods have been studied in many countries
worldwide. In France study, barriers determined as the feeling of not being concerned,
feeling of no having BC symptoms, the sense of fatalism of cancer and the belief of BC
IS not preventable; lack of time and other life constraints or priorities (Moutel, 2014).
While, in LMIC, there is distinct reason for patient delay. Factors associated with
patient delay are initially most related to the patients’ help-seeking behavior and
socioeconomic, and cultural factor (Unger-Saldafia, 2014). A qualitative study in Iran
has classified patient delay into four main patterns, which are include patients’ belief
of symptoms is related a benign conditions and not knowledge about symptoms and
risk factors, priorities in their lives, inhibiting of emotional expression such as fear
about BC outcomes, and barriers to access health care system (Khakbazan et al, 2014).
In a Thailand study reason of patient delay has been classified into patient behavior and
beliefs, and the physical and financial accessibility of appropriate primary and
secondary health care services (Poum et al, 2014). From another hand, the reasons of
early presentation for medical attention in Singapore and Malaysia have been reported

to be knowledge of BC and role of relatives (Lim et al, 2015).
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In Sulaimani, utilization of screening methods would be varied accordingly.
Screening program in this area have been introduced in early time, 2007. The
proportion of women participated in screening, and early present women with minor
disorder could be determined accordingly. In our study, socio economic, medical and
health condition, women's knowledge about BC and screening methods, were taken as
independent predictors for participation in screening and early presentation of women
with minor breast disorders. From another side, the theory of health belief model has
been used in studying the women's attitude and belief about the seriousness and the
susceptibility of BC and women perceived barriers and benefits about utilizing of

screening methods.

1.7.  Important Of The Study

As mentioned above the burden of BC in Kurdistan is high in term of morbidity
and mortality. Women mostly suffered BC in early age, as well as most BC diagnosis
in advance stage, this is mainly due to patient delay and not participation in the
screening programs.  Screening program in Iraq and Kurdistan was launched in so early,
in 2007. Early diagnosis and screening still were not prevailingly produced among the
women population. There is not a distinct model for the screening program. Both
secondary prevention early diagnosis and screening, third prevention are not distinct in
the health system. Still, there is not a clear model for screening. There is a scarcity of
data in this concerning. This is an original study for providing data assessing early
diagnosis program in Kurdistan. This study will provide data about the screening
participating rate in Sulaimani City, and the reason and barrier which are in place for
women who not attending screening methods. From Interventional point of view, this
will come out with new recommendations about which group of women is more prone

to not participate in the screening.
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1.8. Objective of the study:

Main objectives

The main objectives of this study are to assess the early detection program of

BC. This study will explore a clear view about the most initial programs of early

detection of BC in Sulaimani city. Utilizing of screening methods by women and the

various barriers of utilization would be demonstrated in this study.

Specific objectives

1.
2.

To find out the rate of utilization of BC screening among women in Sulaimani City.
To identify the reasons for implementing mammography, clinical breast exams and
breast self- examination.

To assess the barriers for breast self- examination, clinical breast exams, and
mammography.

To find out the relationship between utilization of screening approach (breast self-
examination, clinical breast exams, and mammography) among women and certain
studied variables.

To predict factors which contributed in utilization of breast sel- examination,

clinical breast exams, and mammography.
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2. LITERATURE REVIEW

2.1 BreastCancer

BC is most prevalence cancer among women worldwide. About 12% of women
in the US (or 1 in 8) will be diagnosed with BC in their lifetime (DeSantis et all, 2016).
In a study in south Irag BC accounts to 30.2 % of overall cancer among women (Habib
et al, 2010). BC can be described from various level, and many different factors
determine BC. Intrinsic factor such BRCA1 and BRCA2 gene which is assigned as
family history or hereditary factor have account for 5-10 % of cases, many other risk
factor such socioeconomic, medical and obstetric factor have taken a role in
determining BC incidence (American Cancer Society, 2016).

From molecular level, BC can be determined by the positive or negative
expression of estrogen receptor (ER%), progesterone receptor (PR+) and human
epidermal receptor factor 2 (Her2+) (DeSantis et al, 2016) (Akinyemiju et al, 2016).
The distribution of molecular bases of BC vary in different communities. In Sulaimani
study has found that the percentage of ER+ tumors were 73.2%, PR+ tumors was
64.2%, and HER2+ was 20.6% among BC women. And by population group, 61% of
tumors were ER+/PR+, 11.7% were ER+/PR- and ER+/HER2- were 64.9%, and this
proportion was similar to USA (Majid et al, 2012). In regarding to that in US, hormonal
ER+/PR+ and HER2- was more presented in the cases, 76% (DeSantis et al, 2016).

Despite of that, BC histologically can be presented nearly in 100 subtypes.
Various types of BC have been identified based on their histologic characteristics and
growth pattern of the tumor (Lewis et al, 2000). In Iran, during 10 years of screening
period nearly 92 of histological cancer types were registered, the invasive ductal
carcinoma among registered cancer comprised 77.7%, and lobular invasive carcinoma
was detected in 5.3% of cases (Jazayeri et al, 2015). This proportion in Sulaimani was
different, in a study have shown that, invasive ductal carcinoma compromise (92.8%),
and invasive lobular carcinoma (3.9%), ductal carcinoma in-situ in 6 (3.9%) (Majid et
al, 2012).

Clinically, BC manifested different sign and symptoms. Breast lump may be
present in a preclinical stage such benign tumor, or non-palpable breast mass, and other
clinical presentation such as pain, breast discharge, nipple insertion, skin change,
thickening or swelling of part of the breast, irritation or dimpling of breast skin may be
present ( CDC, 2018). BC stages are determined depend on the disease progressive
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level, which is described by the size of tumor, regional lymph nodes and distance of
metastasis. For instance, stage fifth of BC is defined by tumor size greater than 5 cm
which is extend to chest wall, metastasis to ipsilateral internal mammary node, and
spread to supraclavicular nodes (kasper et al., 2005). BC is high preventable disease, if
it is diagnosed from the stage 1 or 2 of disease. Screening and early diagnosis is most

essential for combat this disease.

2.2 Socio-Demographic characteristic And Breast Cancer

Socio-demographic have taken a crucial role in trend of BC, susceptibility of
women in and within societies and various social status are varied (Sranhope and
Lancaster, 2010). A review literature study in Europe, confirmed that, women with
higher socioeconomic status show significantly higher BC incidence and lower case
fatality, and the reason for this disparities are mainly related to reproductive factors,
mammography screening, hormone replacement therapy, treatment, comorbidity, and
lifestyle factors ( Lundqvist et al, 2016). Therefore, socio-economic and demographic
variables such as occupation, age, place of residence, educational level have been
considered as predictors of BC. From another side, same socio economic and
demographic variables could take role delay diagnosis and treatment (Sranhope and
Lancaster, 2010).

2.2.1 Age

Age is considered as a risk factor of BC. In the most developed countries BC
are more common among aged population, women age more than 60 years old. The
average age of BC patients in Sulaimani was 8 to 12 years younger than their US
counterparts, and despite of that most patient diagnosed at an advanced stage of their
disease (Majid et al, 2012). In a study in Estonia, mean age at the time of first symptom
was 61 years (range 23-92 years) (Innosl et al, 2013), and in US; mean age was 62
years (DeSantis et al, 2016). In some Asian countries such as Thailand, average age
(SD) at diagnosis was 50 + 11 years (range 25-83 years) (Poum et al, 2014). In Arabic
countries, age at diagnosis were reported from 45 to 54.5 years old (Najjar and Easson,
2010). In Iraqi, the mean age at diagnosis was (52+13) years and ranges from 15 years
old which is very rare to occur in this age to 70+ years. The highest percentage of cases
were in the age group 40-49 years (32.28%), followed by 50-59 years (26.62%), 15-39
years (20.63%), 6.16% were in the age of 70+ years (Al- Hashimi and Wang, 2014).
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For Kurdish women, the age specific incidence rate began to peak at 40-44
years of age and remained somewhat stable until age 60 when it started to decline
(Majid et al, 2012). While in another study among Kurdish women, the incidence rate
of BC reached peak of 168.9 per 100,000 at 55-59 years old. In some studies in
Sulaimani, the average age of BC patients was 47.4 + 11.0 (Majid et al, 2009) (Habib
et al, 2010). Furthermore, in Erbil a study showed that the mean age £SD was 32.71
+10.64 years, and the most proportion of registered BC was age group 21 to 30 years
old females that formed (36.6%) of the study sample (Ahmed etal, 2016).

2.2.2 Education:

Relation of higher education with a high BC incidence have been confirmed. A
review study in Europe reveals on that, high education are significantly associated with
high BC incidence (Lundqvist et al, 2016). While this relation in developing countries
still not concluded. The demographic transition in developing countries might lead to

high educated women to marry at a later age, do not more parity, and less lactate.

2.2.3 Marital state:

In a study in Erbil among diagnosed BC women 81.8 % was married (Ahmed
et al, 2016). Married and pregnant during childbearing age could affect the incidence
of BC. Women married in early ages are more prone to be pregnant and that would may
lead to more protection from BC.

2.2.4 Occupation:

Occupation is one of the variable which is affected BC trend. A review study in
Europe reveals on that, high income and managerial occupation are significantly
associated with high BC incidence (Lundqvist et al, 2016). There is not study in the
research area to confirm this result. Housewife women or unemployment was the
highest proportion (84.7%) among women who are registered to diagnose BC in Erbil
study (Ahmed et al, 2016).

2.2.5 Residency:

The urban women population are more susceptible to BC. Women urban
residence almost are more associated with western lifestyle in term of parity, late
pregnancy and lactation (Stameni¢ and Marija, 2011). While, women in rural may more
prone to obesity, lack access of mammography screening, and high detected cancer rate.

In Turkish study, however, knowledge about BC was high among district women
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residence, women from rural were more likely participated in mammography screening
(Dundar et al, 2012).
2.3 Signs And Symptoms Of Breast Cancer:

BC like other chronic diseases initiate with no clear onset. Signs and symptoms
of the disease may have presented when the disease is in its second stage. Most BC
presents with some common sign and symptoms in breast, but these signs and
symptoms are mostly correlated with other diseases. Some minor breast disorders may
be related with sign and symptoms of BC or related to hormonse, menstrual, or any
other abnormalities such as inflammation. The most presented BC signs and symptoms
are explained as follows. BC is chronic prolonged disease which is not having clear
onset of a disease. Women often discovered these symptoms by chance while dressing
or bathing. The number of patients with early-stage BC (Stages 1 and 2) almost equaled
those diagnosed at advanced stages (Stages 3 and 4) (Lim et al, 2015).

2.3.1 Painless mass

Lumps are most presenting symptoms of BC. In Estonian study, the most
frequent initial symptom was a painless lump in the breast (Kaire Innos et al, 2013).
Painless mass is mostly observed by patient accidently or by mammography screening
in the upper- outer quadrant of the breast (Lewis et al, 2000). In Libyans study, (68%)
patients with breast carcinoma noted a lump or lumps as an accidental finding, while
(2%) patients detected lumps during BSE (Ermiah et al, 2012). In a Malaysian a part of
screening program, among women who attend clinic to their breast condition, the
commonest symptom was a breast lump and the median duration of symptoms was 6
months (Teh et al, 2015). In a Thailand study (66%) of the patients initially presented
with a lump (Poum et al, 2014). In a study on 137 Morocco women, breast or axillary
lump was a first clinical presentation in (65.7 %) of patients, tumor size was greater
than 5 cm (77.8 %) of patients ( Maghous, 2016). The presence of a breast mass led to
the diagnosis of cancer, breast mass may present in subclinical period, in this case,
breast mass clinically is called non-palpable mass. In the UK, study shown that due to
expansion mammographic screening from 1985 to 1989, the non-palpable presentation
rate increased from 22% to 58%, because mammography could detect lump in
preclinical stage before palpable by physicians or detect in BSE (Moiel, and
Thompson, 2014 ). While in a study in Irag, palpable lamp were the main presentation
sign among BC diagnosed women 96.9%. This is mainly due to the absent of

mammography screening in Iraq (Alwan et al, 2019).
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2.3.2 Breast pain:
Breast pain (Mastalgia) is the most common breast related complain in women, it

affects up to 70% of all women that may be related to menstrual cycle (Lewis et al, 2000). Pain
is another clinical presentation of BC, while this symptom is mostly presented with
lumps. In a study in Singapore and Malaysia, 75% of the participants discovered a
painless lump, and 15% of women experienced pain accompanying with a lump. Some
women (10%) had rare symptoms such as swelling or change in breast shape, rashes on
the breast, inverted nipple, chest tightness, tingling pain in the breast, itchiness and a
soft gel-like cyst on the nipple (Lim et al, 2015). In a study in 137 Morocco women
(11.7%) has breast pain (Maghous et al, 2016). Clinically; breast pain may associated

with hormonal changes, menses, or lobular or lactate duct inflammation.

2.3.3 Nipple discharge:

Clinical presentation of BC mostly stands on anatomical carcinoma of breast.
Histologically, all breast tissues are predisposed to cancer. For instance, the main
histological type of BC in Sulaimani city was invasive ductal carcinoma which
compromise (92.8%), and invasive lobular carcinoma (3.9%), and ductal carcinoma in-
situ (3.9%) (Majid et al, 2012). Nipple discharge could be a presentation of ductal
carcinoma. Diseases associated with nipple discharge include malignancies, cystic
disease, intra ductal papilloma, and ductal ectasia (Lewis et al, 2000). In Libyan study,
symptoms of the BC such as skin changes, nipple discharge or bleeding were all
reported less frequently (29%). Systemic involvements as the first symptom occurred
in (3%) of patients (Teh, 2015). In a study on 137 Morocco women, skin changes was
21 (15.3%), nipple discharge (4.4%), (Maghous, 2016), and in Irag, nipple discharge
was presented in 7% of BC diagnosed women (Alwan et al, 2019).

24 Risk Factor Of Breast Cancer
Susceptibility of women for BC is almost determined by risk factors. BC as
other chronic disease is defined as the accumulation of risk factor. The risk factors of

BC have been determined and considerably have been measured in many studies.

2.4.1 Family history of breast cancer

Family history is predisposing risk factor for BC. Nearly 10% of all BC patient
may have inherited or specific genetic abnormality that contributed to developing BD
(Lewis et al, 2000). In a study in the research area (Sulaimani) has been shown that the

incidence of BC among women with first degree family history, almost 5 times higher
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in comparison to women do not have family history in the same age group (The odds
ratio: 5.21, and 6.89). In case control study in Sulaimani city, significant relation
between family history and BC was confirmed, among control, prevalence of positive
family history of BC was 7.1% while among cases prevalence was 19.0% (Majid et al,
2009). And, the prevalence of first degree family history (mother or sister) was
significantly high among patients 11.1% and compared to controls 2.1% (Majid et al,
2009). From another side, the prevalence of positive BC history varies within the
communities. In a study on 376 female teachers aged 23-51 years in Saudi Arabic has
been dictated that, 12.0 % of all teachers had a positive family history, and 6.6% had a
history of a breast lump (Dandash et al, 2007). According to study in Libya, among 200
diagnosed BC women 9% had a family history of BC, 9.5% had a history of benign
breast disease (Ermiah et al, 2012). In a study on 237 BC women in Morocco, (20.4 %)
had a family history of BC (Maghous, 2016). While in Erbil study positive family BC

among BC registered women was 12% (Ahmed et al., 2016).

2.4.2 Non breast feeding

Breast feeding is health behavior preventing BC. Women who are not breast
feed for a long time are predisposed to BC. According to American Cancer Society,
breast feeding for 1% to 2 years will decrease the risk of BC (Amerian Cancer Society,
2016). Generally, as a result of a decreasing childbearing period in women of industrial
countries, the lactation period was decreased for a short time or ever not lactate, and
this was considered as the factor for increasing BC incidence. In a study in Erbil among
women diagnosed with BC, 72 % was non breast feed (Ahmed et al., 2016).

2.4.3 Hormone treatment (Contraceptive uses)

BC is a hormone-dependent disease. Women without functioning ovaries and
never receive estrogen replacement therapy don not develop breast cancer. Hormonal
treatment could cause BC in genetic predisposing women (kasper et al., 2005). Many
studies revealed on the hormone replacement therapy, especially prolong use of
estrogen, is significant risk for developing BC (Blanch et al, 2014) (Lewis et al, 2000).
Many studies suggest that, suffering women with BC in early age is mainly attributed
to the use of contraceptive. In a study in Erbil among diagnosed BC women 25.8 % was
used oral contraceptive pills (Ahmed et al., 2016). It has been mentioned that, the
prolonged use of oral contraceptive in women younger than 35 years but would lead to
slightly increased risk of BC (Dale; and Federman, 2003).
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2.4.4 Gravida and Nulliparous
Risk of breast cancer increases with nulliparity and older age at first birth (Dale;

and Federman, 2003). In Erbil study which was done on 549 BC registered women has
found that nearly one third (35.2%) of the patients were nulliparous females and
incidence decreased with increasing parity (Ahmed et al, 2016). Case control study in
Sulaimani indicated that BC patients' age less than 50 years old had significantly fewer
children than the same aged control subjects (Majid, 2009). Women who have a first
full-term pregnancy by age 18 have a 30 to 40% lower risk of BC compared to
nulliparous (kasper et al., 2005).

2.4.5 Obesity

Obesity and high fatty food were computed as risk factors for BC (Dale; and
Federman, 2003) (Lewis et al, 2000), but still their association with BC were not
illustrated (American Cancer Society, 2016). In this concerning, in case control study
in Sulaimani, a significant difference in BMI was not found between BC patients and
controls (Majid, 2009). While in a Palestine study, there was found high BMI (more
than 30) more than 4 time increased the risk of BC (Kariri et al, 2017).

2.4.6 Age at menarche

Early menarche and premenopausal status are mostly associated with BC, this
is mainly due to early expose to reproductive hormone, estrogen, and progesterone
(American Cancer Society, 2016) (Blanch et al, 2014). Some studies have shown that
BC was significantly associated with early menarche, less than 13 years aged of
menarche increased the risk of BC (Kariri et al, 2017) (Wen YC et al, 2012). Women
who experience menarche at age 16 have only 50 — 60% of the BC risk of a woman
having menarche at age 12, and the lower risk persists throughout life (kasper et al.,
2005).
2.4.7 Having a benign tumor

A Benign tumor is considered the stage zero of BC. From another side, breast
benign tumor mostly is a risk factor for BC. Women who have had a biopsy with benign
findings are at greater risk of developing BC than those who have not had a biopsy
(kasper et al., 2005). In a study in Saudi Arabia, 6.6% of women had a history of a
breast lump (Dandash et al, 2007). In Spanish study has indicated the breast benign as
the risk factor for developing of BC (Blanch et al, 2014). Study in Singapore has shown
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that present benign mass before age 50 years was significantly associated factor with
BC (Wen YC et al, 2012).
2.5 Screening Program Of Breast Cancer

BC is chronic disease which do not have a clear onset. Therefore, screening
always recommended to diagnose this disease in the preclinical stage. Screening will
decrease the incidence rate, and regular mammography screening have decreased the
BC death by 17% (Lewis et al, 2000). Screening is the ongoing process of early
detection. Each screening program required to a guideline in order to have an efficient
out-come. According to American Cancer Society, the screening program guideline
describes and explores the identifiable target group or population, implementation
measures and tool for guaranteed high coverage rate or participate rate, access to high-
quality screening methods, an effective referral system, and measures in place to
monitor a program (Cheng-Har Yip, 2008).

Various screening models are proceed under the program guideline. Target
population, method and technique of the screening are set in each screening model.
Target population in many screening program is being determined based on age, or
other susceptibility to risk of BC such as family history and parity. For instance, in
Malaysia, target population in opportunistic screening program included the women
aged more than 40 years and above with average risk for developing BC, while; in the
organized screening program, target population are women at higher risk for developing
BC, such as family history, previous biopsy showing atypical ductal hyperplasia, or on
hormone replacement therapy (Teh et al., 2015). In the same concerning, in France
organized mammography screening launched in 2004, 9 million women aged 50-74
years are targeted to screening excluding those presenting with high risk of BC due to
family history, genetic predisposition, personal history of thoracic irradiation or at-risk
of benign tumors (Moutel et al, 2014). Regarding to screening tools, in France program,
(CBE) and mammography is recommended in two years interval. As well as, this
procedure will include the double reading of each negative mammogram, and when
necessary, an ultrasound examination would be done. Similarly in Denmark, target
population are women aged 50-69 and biannual mammography screening are proceed
(Henriksen et al, 2015). In Irag, CBE annually have been recommended to women aged
30 years and above, if deformity have been detected then women should be referred to

mammography screening (Alkhazrjy and Souza, 2018).
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Another aspect of screening model is the mechanism in which the women are
attending the screening. Basically, women attend the screening either through referring
system or direct invitation by using media or letter. In higher developed countries which
screening program has been introduced long earlier, women mostly participate the
program directly. A study in the US has shown, the percentage of self-referral to
participate in the screening have increased during past 2 decades by 15.7% (Moiel, and
Thompson, 2014). Developed countries follow different strategies for women to
participate the program directly. In France model, the program prone the postal
invitation for women to attend screening, and non-respond women would get follow
letter (Moutel et al, 2014). While in Denmark, invitation includes letter, and a pre-
booked time and date for the screening visits and provide leaflet for women for rise
awareness about the purpose of screening, benefits of the procedure ( Henriksen et al,
2015). A different screening model, have made difference awareness and participation
rate. As mentioned above, in Iragi model, raising awareness among general population
to the common signs and symptoms of BC, and promoting knowledge about utilizing
the screening methods have been undertaken as main objective of the program. In this

program leaflet are used to enhance general awareness. (Look appendix A)

2.6 Knowledge And Awareness About Breast Cancer

Knowledge about BC almost determines as women's awareness about the nature
of the disease, sign and symptoms, risk factors, early diagnosis, screening and
treatment. In this concerning many validate and reliable tools have been developed for
measuring the knowledge about BC. Generally, women's knowledge about BC in the
developing countries is not sufficient. For instance, it was discovered in Saudi Arabic
study; only 5% had a good general knowledge of BC and 14.6% had a very poor
knowledge (Elobaid et al, 2014). Even in study among educated women in Saudi Arabic
on 376 female teachers have been dictated that, only 12.0% had gained good
knowledge, and 52.1% were categorized in the limited knowledge level about
symptoms of BC (Dandash et al, 2007). Similarly in the United Arab Emirate, 43% of
women believed that BC was the most common type of cancer in women and only 26%
believed that breastfeeding is a protective against BC, and 22% of women stated that

they were unsure either BC is contagious or not (Elobaid et al, 2014).

Same finding in another neighbor countries, Iran, have been confirmed,

according to study mean of awareness about BC recognition such as a warning sign and
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its risk factors among women was low (Ghodsi, and Hojjatoleslami, 2014). In contrast
to all mentioned countries, survey on 1200 Qatari women aged 30 - 55 years has found
women have adequate knowledge of BC in terms of awareness about sign and
symptoms, risk factor, treatment, and 70.3% reported that BC is the most common
cancer in women (Bener et al, 2009). In a study in Asian countries, Singapore and
Malaysia, women were aware about only some of the symptoms, especially a breast
lump, but they did not know about the causes and treatment, and few of women also
talked about their fatalistic views of BC (Lim et al, 2015).

According to many theories and models, knowledge can affect beliefs and
attitude toward changing behaviors and take a new action. Therefore, lower women
participation in screening may be related to lower knowledge of women about BC
(Wang et al, 2009), (Moodi et al, 2012).

2.6.1 Knowledge and socio-demographic

Knowledge about BC varies accordingly with socioeconomic or demographic
variables. Women in different age groups, social status, and education levels would
have different views and awareness regarding to BC, treatment and early diagnosis.
More specffically, age differences and education level are main indicators of knowledge
of BC. In a study on 376 female teachers in Saudi Arabic have been dictated that, age
significantly related to higher knowledge level (Adj Odds ratio: 2.1) (Dandash et al,
2007). In contract to that, another study in same place has shown that younger women
had better knowledge compared to older women (Elobaid, 2014). Although age of
suffering BC varies worldwide, but in such countries, Singapore and Malaysia, study
has found that the younger women thought that BC was a condition confined mainly to

older women (Lim et al, 2015).

In concerning to education, many studies found that the level of education have
a positive association with better knowledge about cancer (Elobaid et al, 2014).
Similarly, Qatari women with higher education had better significant general
knowledge about BC (Bener et al, 2009).

Despite good knowledge in higher educated women, women may obtain
knowledge of their experiences with family history of BC, or other non-relative BC
such as a friend or neighbor. For non-educated women mass media, relevant life event,
experience, direct communication would be a source of information about BC. In a

Saudi study, those having a non-relative case (friend and acquaintance) showed
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significant better knowledge level than others who did not (Odds ratio: 2.1), while same
study could not confirmed the significant association of positive family history and
history of a lump with knowledge level (Dandash et al, 2007).

High family income have positive relation with knowledge about BC, this, may
related with another indicators such as education. In Saudi study, high income women
had a significant better knowledge level comparatively (Odds: 1.8) (Dandash et al,
2007).

2.6.2 Knowledge about sign and symptoms

Ability to recognized BC symptoms illustrates the women's knowledge about
BC. Knowledge about sign and symptoms may help women to not delay in presentation.
BC presentation is mostly confusing with other minor breast disorders such as infection
or/and inflammation of the breast and benign experiment. Study in UK has
demonstrated that many women clearly had lacked awareness about the more
ambiguous presentations of BC such as nipple discharge, in-drawing, nipple inversion
(Heisey et al, 2011). Another study in the UK has shown that the most women could
recognize a lump in the breast as symptoms, while only 42 % of women were able to
identify more than 4 non-lump symptoms (Linsel, 2009). More detail, white British
women appeared to have greatest knowledge of BC symptoms and they determined
quickly ‘any difference’ in their breasts in compared to Black Caribbean and Black
African which were unaware of their non-lump symptoms (Jones et al, 2015).

In contrast to that, in developing countries, in Qatar, a good proportion of
women knew that nipple retraction (81.2%) and discharge of blood (74.6%) are warning
signs of BC, 70.6% of women knew breast lumps can turn into cancer, and 58.3% of
women acknowledged BSE is good in finding small lumps in breasts (Bener et al,
2009).

2.6.3 Knowledge about risk factor
The different screening models are organized based on most probable risk

factors. Age, family history and nulliparous are the main risk factor which is important
to determine eligible target group for screening. Women need to be aware of that extent
which they are at risk in order to participate in screening. Awareness of women about
susceptibility to BC due to determined risk factor may help them to participate and
action for early treatment. As mentioned above awareness of women and invitation

them to screening again are more emphasized based on the risk factors. To women
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teacher in Saudi Arabic, 52.7 % reported the non- breastfeeding as a risk factor, and
38.6 % reported the use of female sex hormones, 22.1 % reported a positive family
history of BC, 17.8 % reported repeated exposure the breast to the radiation as a risk
factor. Getting older and history of a breast lump were reported by less than 3.0 % of
responses and none of the respondents linked age at menarche or menopause to be a
risk a factors (Dandash et al, 2007).

2.6.4 Knowledge about BSE, CBE and Mammography

As it has been mentioned above, there is a various screening program model.
Target population, procedure, and applying of program are different in those model
worldwide. In such system, women are invited to mammogram by using the different
media patterns such letter, phone call, and email. While, in some systems, there is only
defining the target of mammogram screening population without organizing a screening
population to invitation. Despite a different model, history of screening program has
varied across countries. Women have a different view regarding to mammography.
Therefore, women's awareness and believes about screening program could be
fluctuated. Some of women do not aware about any screening methods. Almost in
developed country early detection techniques have been more introduced. In the UK
study has shown that a native British women mostly know about the importance of early
diagnosis for cancer than others people living in that country (Jones et al, 2015). In this
concerning awareness about screening method would be a significant indictor for
screening participation and early diagnosis. Women's awareness about screening
methods and the way women invited to screening participation could be essential to the

success of screening performance.

2.6.4.1 Practice and awareness about breast self-examination

BSE as a screening method takes an important effect on early diagnosis. Data
has shown women who practice BSE was more diagnosed early compared to not-
practicing BSE women. In Libyan study, diagnosis delay tended to be significantly
higher among women who did not report monthly BSE (Ermiah et al, 2012). More
detail, univariate analysis in Morocco study have showed that non-reported BSE
practice have 3.91 add of risk for delay diagnosis, nevertheless, BSE practiced women
have mostly reported a medical reason to diagnosis delay instead personal reasons
(Maghous et al, 2016).
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BSE has being considered as a very preliminary screening method. It has
recommended to women aged more than 20 years old to practice BSE monthly (Al
Alwan et al, 2012). Meanwhile, awareness about and practice of BSE among women
varies in worldwide. For instance in developed world, UK study, almost half of women
check their breast once a month regularly, and intervention for increasing knowledge
about symptoms and risk factor of BC has increased this figure by 15% (Linsel et al,
2009).

In most developing countries, BSE has not introduced well among women, still
many women do not aware about practicing of BSE as screening for BC. Even among
women who aware about BSE as a screening method, they did not practice BSE or not
performed regularly. For instance, in a survey on 247 women from UAE have shown
that 34.1% of women had not previously heard about BSE, 48.6% women did not
regularly perform BSE, and almost 28% expressed a willingness to perform BSE,
almost 82 % of women who practice BSE are recommended by their health care
provider (Elobaid et al, 2014). Similarly, in neighbor country, Arabic Saudi, study has
done on 376 women teachers, concerning BSE, About two thirds (67.6%) of women
had never tried BSE and 43.4 % of the women had identified BSE as a screening
method, 32.4 % had the practice of BSE at one time, 15.4 % practiced it during the last
month (Dandash et al, 2007). In another survey in Saudi Arabia on 1,001 women aged
50-74 years old, only 25% of the women reported knowing about BSE, among those,
57% of women performed a BSE (ElI Bcheraoui et al, 2015). In another neighbor
country, Iran, 64.9% of women had not had preexisting knowledge about BSE and only
14.8% of women conduct BSE and in this number only 9.4% had done BSE monthly,
and 1.6% could carried out BSE correctly, and the average age of BSE onset was 20.17
+ 7.6. (Ghodsi et al, 2014). In the same concerning, in a survey at 1200 Qatari women
has shown that, only 30.3% of the women had heard about BSE and 18.7% practiced
BSE. And despite of having a sufficient level of knowledge about BC among Qatari
women, but only 24.9% identified BSE as a screening method (Bener et al, 2009)

2.6.4.2 Practice and knowledge about clinical breast examination

Clinical breast examination exists as a usual method in the most screening
models. In Iraq and Kurdistan, CBE was recommended for women age more than 30
years biannually (Al-Alwan et al, 2014). Despite of that CBE is utilized in many private

clinic and hospitals for any minor breast problem un-deliberately while women have
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knowledge about the BC and the early detection method (screening and early
diagnosis). For un-aware women, clinic and hospital have become a source for
introducing screening center and referred them to the screening center. In another word,
for any health problems; women's more contact with the health system (private clinic
or hospitals) would contributed to refer them to screening and increase the participating
rate. After clinical breast examination women intentional, by themselves, or
unintentional, by referral system, they attend a mammography for early diagnosis or
further management (Al-Alwan et al, 2014). Lack of knowledge about CBE as
screening method will affect women to less utilizing the CBE. In UAE, a study found,
45% of reasons to not-screened women were related to lack of knowledge about CBE
as screening techniques, and among those who screened 41% women were referred by
health care providers, the main misunderstanding of non-screened women in UAE was
about age of participation, because 41% of the women believe that they are not in target
group for screening, they thought CBE was recommended only for older women (
Elobaid et al, 2014). Similarly despite free screening BC in neighbor countries, Arabic
Saudi, only 28.3 have identified CBE as screening method, and among Qatari women,
only 23.3% have reported to have clinical breast examination (Bener et al, 2009)
(Khadiga F. Dandash, 2007). In Saudi survey, in women aged 5074 years, about 89%
of the women reported that they did not have a clinical breast examination in the past
year (El Bcheraoui et al, 2015). In contrast to that, having CBE in UAE study was
higher than Saudi Arabic and Qatar, which was 49.4% (Elobaid et al, 2014).
Noteworthy, in UAE screening program proceed the opportunistic screening model in

contrast to organized screening model.

2.6.4.3 Practice and awareness about mammography

Mammography is gold standard screening method in worldwide programs.
Mammography is recommended biannually for women aged more than 40 years old as
screening method in most developed countries (Eun Hye Lee et al, 2016), (Teh et al,
2015), (Mittmann et al, 2015), (Ravesteyn et al, 2012). Mammography have been used
for diagnosis in the clinic, and as screening for early detection. In screening, women
considered to mammography prior to the disease episode exhibit. Generally, as
mentioned above, there is two different mammography screening, opportunistic
mammography and organized mammography screening. Opportunistic mammography
screening is prone for any women who their age above 40 years old while organized

mammography screening include eligible women depend on BC susceptibility such as
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family history and age. Participation rate would vary accordingly in each kind of
screening due to their distinct target populations. Despite of that, women's health
behavior and accessibility of health care may take role in women's participation in each

kind mammography screening.

Mammography screening rate in developing countries is quite low
comparatively. Women do not aware about mammography screening and mostly
require to refer them to screening center by health provider from hospital and private
clinic. In Brazilian survey, 42.1% had never have mammography before subjected them
to screening (Vieira et al, (2015)). Moreover in Iranian survey, 62.2 % of women had
information about mammography and 25.84% of women had a history of mammogram,
and 13% had done as per recommendation (Ghodsi et al, 2014). In another survey in
UAE have shown that, the mammography screening uptake was 44.9% in the women,
and 44% of women who not screened was presented with lack of knowledge about
mammography as the very existence of screening techniques Elobaid et al, 2014). In a
study in female teacher in Arabic Saudi, mammography was identified only by (9.3 %)
of women(Dandash et al, 2007) and in another survey in Saudi Arabic women aged
50-74 years, 92% of old reported never having a mammogram (El Bcheraoui et al,
2015).

The relation between BC knowledge and practice mammography has not
confirmed. Study on Qatari women has mentioned that despite a sufficient level of
knowledge about BC but 22.5% of women underwent mammography (Bener et al,
2009). In a study on African-American women had shown that the associations between
BC knowledge and mammographic schedules were significant for the younger group,

but not significant for the older group (Sung et al, 1997).

In the USE study even among those who follow screening program, almost 82
% of the women who practice mammography was recommended by their health care
provider. Furthermore, some women thought that mammography would be done for
women who present with symptoms, 17% of women who done mammography, and

16% were not sure when to go for mammography (Elobaid et al, 2014).
2.6.4.4 Source of information about breast cancer

Different programs have been proceeding for awareness of women about the
BC entire world. But generally, non-educated women have own source for information

about BC. In the Saudi Arabia study was found that print media were the most

24



Chapter Two Literature Review

commonly reported source for BC information (83.2%). Television (68.2 %), family
and friends (28.6%) and health care professionals (14.1%) was also reported as a source
of information about BC (Dandash et al, 2007).

2.7 ReasonFor PatientDelay And Not Participation

Developing countries mostly have a longer patient delay. The lengthiest median
patient intervals have been reported Libya (4 months), Iran (3 month), and Egypt (2.7
month) Malaysia (2 month) (Unger-Saldafia, 2014) (Ermiah et al, 2012). In a Thailand,
median patient delay was 12 days (Amornsak Poum, 2014) and in Estonia was 16 days
(Innos et al, 2013). In a qualitative study in Malaysia and Singapore, overall, 46% of
patients were presented late more than 3 months, in this figure, 35% delay of
Singaporean patient and 56% the Malaysian (Lim et al, 2015). In Libya, 44.5% of
patients had a medical consultation within one month after detecting symptoms, while
15.5% had visited the doctor within 1-6 months after symptoms, 40% of patients had
consultation later than 6 months after first symptoms ( Ermiah et al, 2012). In Estonia,
thirty three percent of the patients had a medical appointment within one week of initial
symptom discovery, 31% within 8— 30 days, and 19% within 31-90 days; 17%
experienced delay of >90 days (Innos et al, 2013).

There is many prospective to study the barriers and reasons of delay presentation
or not participation in screening. The reasons and barrier which lead to women not
utilizing the screening methods or delay in utilizing could be identified for intentional

and unintentional factors.

Unintentional reasons include the extent to which women aware or have
knowledge about BC (this was mentioned abowve). Intentional factors, which is related
to women's belief and attitude concerned with the barriers to treatment and early
detection. In a survey in UAE have shown that 38.3% of women claimed good
knowledge of BSE procedures but did not perform them due to fear of finding
something (Elobaid et al, 2014).

Intentional factors which is related to personal factors ( women belief and
psychological factors) include fear from the diagnosis consequences, fatality of cancer,
treatment and long hospitalization, life priorities, mastectomy and death, lack of
financial resources, placing family above their own needs (Cheng-Har Yip et al, 2008)
(Khakbazan et al, 2014) (Lim et al, 2015). Other intentional factors related to physical

and systemic factors such as accessibility of the health care system have been
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mentioned as the barrier for utilizing of screening methods. The physically health care
accessibility barriers are mainly define as the lack of a medical referral system, irregular
presence of doctors, longer distance to hospital, and longer travel time to hospital
(Khakbazan et al, 2014), (Poum et al, 2014). For instance, in a study in Morocco, fear
of cancer diagnosis and/or treatment was indicated more than (11%) of a barrier for
early presentation, (70.1 %) reported a personal reason to diagnosis delay such as
financial constraints (6.8%), competing life priorities (6.8%), and the rest was related
to health systemic reason (Maghous et al, 2016). In a survey on 1200 Qatari women has
found that, fear and worries were the general potential barriers towards BC screening
(46.5%), embarrassment for clinical breast examination (53.3%) and fear of

mammography results (Bener et al, 2009).

Many factors and reasons contribute in patient delay. For instance, a study
distributed the factors into the behavioral factor, socioeconomic factor, and cultural
factors (Unger-Saldafia, 2014). Some cultural factors of patient delay such as
misinformed by relatives, cultural stigma and marriage issues, and preference for
traditional medicine as the first-line treatment were mentioned in Asian study (Lim et
al, 2015). In such countries, fear and shame prevented the women to visit the doctor,
these led to women utilize alternative treatment. And some patients believed that there
were no effective treatments for BC, or that traditional medicines are more effective
than modern drugs (Ermiah et al, 2012). In this section, socioeconomic, women
perceive and belief about sign/symptoms and risk factors have studied. As well as
cultural view, behavioral factors were studied in collaboration with utilizing screening

methods.

2.7.1 Socio-demographic effect of not screening participation or delay

In Brazilian survey, the proportion of women who had not previously undergone
a mammogram was higher among women of the lower of socioeconomic status
compared to high socioeconomic status (Vieira et al, (2015)). In many studies, such
socioeconomic were significantly indicated as the patient delay determinants, for
instance, older age, lower level of education, current smoking, lower family income
(Innos et al, 2013).

As mentioned above, in developing countries BC age at diagnosis is low
comparatively, women suffer BC in early age. Thus, mammography mostly used for

early diagnosis instead of screening. For instance in Iran, however age 40 years have
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been recommended to mammography screening, but, age onset of mammography

screening in Iran was less than 40 year, 36 + 2.7. (Ghodsi et al, 2014).

Utilization of mammography for early diagnosis has made a different out-come
about socioeconomic trends in those countries. For instance, in UAE, study found
education level was negatively associated with participating in regular utilizing of
mammography, among non-screened women in UAE, 38 % of women belief that they
were not in target group for screening because mammography is recommended only for
older women (Elobaid et al, 2014). In most developing countries, younger women were
mostly educated therefore these may affect the result of practicing of mammography.
In this section the relation of socioeconomic variables to utilizing screening methods

was studied

2.7.1.1 Age

Age is one of basic indicators for patient delay and to participation in the
screening methods. Several studies worldwide have revealed that older aged women
were more likely to delay or not participating in screening. In Estonia study, older aged
women increased the risk of patient delay ( Innos et al, 2013). Similarly, Libyan study
has shown that older women waited longer than younger women in presenting their

symptoms to a physician (Ermiah et al, 2012).

Regarding to age in related to screening participation, due to the difference in
the age of diagnosis and determining different ages for screening, studied has confirmed
controversial outcomes. In a survey on 1200 Qatari women aged 30 - 55 years has found
that, the three screening procedures were performed more often in young women (Bener
et al, 2009). In contrast to that, in Brazilian survey, the higher proportion of women
never undergone a mammogram were found in the youngest age group (40— 49 years),
compared to older age (Vieira et al, (2015)). In the same concerning, a study on
American Chines indicated that women aged 65 and older were less likely to ever had
a mammogram or to have intentions to do a mammogram, as well as they were less

likely received screening recommendations from their physicians (Wang et al, 2009).

Even regarding to BSE trend, studies in Libya and Morocco observed that
women with monthly practice BSE were more in young in compared to older ( Ermiah
et al, 2012) (Maghous et al, 2016). While, in Saudi Arabia women aged more 40 or
older were associated with practice BSE (Dandash, et al 2007).
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2.7.1.2 Education:

Women with high education may have a general knowledge regarding to health,
and this may turn to early presentation of their health problems or participating
screening program. In a study on Arabic population in Australia has found that women
with higher educational levels had significantly more knowledge about BC, high
attitude to their general health (Kwok et al, 2016). In Brazilian survey, women with a
low educational level (illiterate or <8 years of education) were less likely to have
undergone a mammogram (Vieira et al, 2015). Similarly, in Qatari survey, high
educated women were more participated in screening (Bener et al, 2009). In American-
chines study, those who not screened or who not intention in future for screening were
less educated (Wang et al, 2009). The effect of education in delay presentation, or not
intention to participate in screening has been more studied. In general understanding, it
can be concluded that, among socioeconomic factors, the education have been
confirmed as the constant indictors for early presentation, and conversely illiterate
significantly increase the risk of delay (Innos et al, 2013) (Ermiah et al, 2012).

2.7.1.3 Marital status:
A study found that unmarried women have significant association with practice
BSE (Dandash et al, 2007). Fear of divorce or remarriage could lead some women to
decide not to get their symptoms diagnosed if they suspected BC (Ermiah et al, 2012).
For a large number of women, especially in male dominated societies, their greatest
fear in diagnosing of BC is mostly related to their husbands that may neglect or abandon
them (Cheng-Har Yip, 2008). Another reason for not utilizing screening methods in
married women may be higher parity and high number of children in their family, these
may involve women activities about their health behavior in term of participation of
screening. Women who lactated for prolonged time always think they are more saving
because breast feeding would protect them from BC. In contrast to that in Canada, a
study found that women who were widowed, divorced, separated or never married were
more likely to be not had mammography compared to married women (Shields and
Wilkins, 2009).

2.7.1.4 Resident:

Women in difference living places have their distinct barrier and view for screening
participation and delaying. American cancer society has determined the barrier for BC
screening in developing countries, it has mentioned that, for women in rural areas;

barrier would be lack of awareness and information regarding to BC; but for women
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living in urban area, the fear of findings that their breast lump may be malignant results
they deny the states and do non action (Cheng-Har Yip, 2008). Living in urban area
was significant predictors for utilizing CBE and mammography (Bener et al, 2009). In
cross sectional study in Morocco has found that, the diagnosis delay was significantly
associated with rural residency. More in detail, the study found out that there was a
significant risk for longer delay more than six months among rural women, women who
live far away from specialized care center (Maghous et al, 2016). Ina same concerning,
in Thailand study, distance from, and time to, hospital were both significant association
with patient delay (Poum et al, 2014).

2.7.2 Signs and symptoms related to delay

Women with minor breast disorders may not consider their condition as the
presenting symptoms of BC. They may not look their symptoms as warning symptoms
of BC. They may delay their diagnosis and treatment or receiving therapy out of health
or screening center. Nature of BCs' sign and symptoms could be related to patient delay.
In a Libyan study (27%) of women did not consider their symptoms as much serious,
and alternative therapy was applied in 13.0% of the patients, most patients experienced
the symptoms for long time, which eventually led to more advanced stage and delay
(Ermiah et al, 2012). Patient mostly use their general understanding accordingly to
interpret their symptoms. Generally, in some study, the main factors related to patient
delay were determining as the symptoms not attributed to cancer, such as breastfeeding

and benign breast diseases (Maghous et al, 2016)

2.7.2.1 Painless mass

Knowledge about BC and the presence of family history were positively
associated with the correct interpretation of a breast lump among Saudi Arabia women,
but nearly a third of the women perceived the lump is due to normal hormonal changes
that affected women at menopausal age or during breastfeeding, (Elobaid et al, 2014)
Similarly in study in Iranian women have determined that painless lump were related
to a normal or trivial situation such as breastfeeding, hormonal changes, trauma, fatty
mass, or menopausal changes, and these lead to delay in presentation, conversely lump
accompanied with pain was attributed to a serious disease and need to follow up
(Khakbazan et al, 2014).

In cross-sectional study in Morocco has shown that breast lump as the first

warning symptom which was presented in the majority of patients (65.7 %), and the
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discovery of a breast lump did not reduced the patient delay because women could not
recognize breast lump as warning symptom (Maghous et al, 2016). In most developed
countries, since mammography screening program has long history, women regularly
were being screened biannually, breast lump have been detected before palpable stage
by mammography. For instance in US, compared with the prescreening era, the most
common BC presentation now in the clinic is non palpable mass. Between 1985 and
1989, the non-palpable presentation rate increased from 22% to 58% because of

mammographic screening expansion (Moiel, and Thompson, 2014 ).
2.7.2.2 Breast enlargement

A study in Iran has demonstrated that symptoms such as edema of the arm, and
breast swelling were attributing women to general diseases or adjacent organs.
Therefore, this attributing symptoms to adjacent organs were associated with delayed
presentation (Khakbazan, at el 2014). In Libyan study, significantly higher risk of delay
was among patients with a history of fibrocystic disease in the breast (Ermiah et al,
2012). Women mostly think breast enlargement are related to some minor breast

disorder instead of BC symptoms.
2.7.2.3 Other symptoms

In many studies, rare symptoms such as nipple inversion, skin change, and
nipple discharge women are mainly did not consider them as warning signs. Therefore,
the symptoms other than painless breast lump or breast pain were mostly associated
with patient delay ( Innos et al, 2013). Some study found that patients mostly
misinterpreted these symptoms to be related to menstruation, breast feeding, and bumpy
breast; and rare symptoms such as pimple and scar have been expected to be simple and
not relevant to BC (Poum et al, 2014), (Lim et al, 2015). Similarly to Saudi Arabia,
even among UK women same misinterpretation has been determined that women have
expected the non-lump symptoms to be related to menopause, menstrual cycle, age,
stress and breast injury and this would contributed to delay in help-seeking (Heisey et
al, 2011).

2.7.3 Risk factors related to delay:

Women suffer from BC mostly as the result of more risk factors. WWomen who
have more risk factor are more susceptible to suffer BC. Perceived susceptibility may
help women to participate in screening or early diagnosis. While there is some risk

factor adversely lead women to take an action to screening or early diagnosis. Apart of
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risk factor, women general health condition and some health behaviors may have
related with utilizing of screening methods and their barriers.
2.7.3.1 No breast feeding

Breast feeding affected screening behavior diversely. Some women's belief,
breast feeding would protect them from BC, therefore they did not need to CBE or
mammography, as well as, during breast feeding women could observe any change in
their breast, therefore they do not need to BSE. From another side, among Saudi Arabia
women, most of them perceived the lump is due to breast feeding, and women who
breastfed their last child for more than 12 months were more likely to have a

mammogram (El Bcheraoui et al, 2015).
2.7.3.2 Use of contraceptive and hormonal change

Contraceptive pill or other hormonal injection is associated with many adverse
effect on women's health. Women who use contraceptive would consider any medical
changes in their breasts. In this concerning women mostly may not care about other
signs of BC. In Libyan study significantly higher risk of delay was among women who
had used oral contraceptive pills longer than 5 years (Ermiah et al, 2012). Among Saudi
Arabia women, most of the women perceived that the lump is due to normal hormonal
replacement (El Bcheraoui et al, 2015).

2.7.3.3 Family history of breast cancer

In qualitative study on Iranian women has shown that family history of BC
influenced women for utilizing the screening methods, and not history of BC in family
or among friends and acquaintances also caused some participants thought they unlikely
to get BC (Khakbazan et al, 2014). Despite good awareness, some UK women checked
their breasts infrequently because they believe, they were not at risk of the BC because
of had no family history of BC (Jones et al, 2015).

In Morocco study, paradoxically, a family history of BC was significantly
higher among whom reported a fear of cancer diagnosis. Therefore there was a
significant risk for longer delay more than six months among women without family
history of BC (Maghous et al, 2016). In Qatari women, positive family history was
significant predictor for utilizing CBE and mammography (Bener et al, 2009).
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2.7.3.4 History of benign breast mass
Women with a history of benign breast mass is considered at risk of BC, while

women negatively perceived this. For instance in Estonian study, previous benign
breast problems were significantly associated with prolonged delay (Innos et al, 2013).
Among the UK women, women with previous experience of benign breast symptoms
were influenced to the decision which not to seek care sooner, this is mainly think

benign may not turn to cancer (Heisey et al, 2011).

2.7.3.5 Health conditions

Screening behavior (BSE, CBE, and mammography) like other health behavior
may have correlated with general health condition. In the qualitative study in the UK
has found that many of the women did not participate in screening because they had
other chronic health conditions. The women noted that the more of presenting health
condition interfered with their ability to contribute to the breast symptoms and not care
about early diagnosis, in another word, women who are dependent, participation in
screening would not be in their priority (Heisey et al, 2011). In contrast to that a study
revealed on that women diagnosed with hypertension was more likely to have a
mammogram according to the schedule (EI Bcheraoui et al, 2015). From other hand it
can be explained that women who more contact with health system for another health

condition would have opportunity for caring the screening or mammography.

Regarding to non-health behavior such as smoking, in a Thailand study,
multiple regression analysis have shown that smoking remained significant indicator of
patient delay (Poum et al, 2014). In Estonia study, current smokers were two times more
likely to present with prolonged delay compared with non-smokers. Smoking may
reflect women’s overall attitudes towards health promoting behavior (Innos et al, 2013).
In same concerning, in a big survey in Denmark has been indicated a higher probability
of non-participation rate among underweight and obese women as compared to women

with normal weight (Hellmann et al, 2015).
2.7.4  Cultural views regarding to barriers of utilizing of screening methods:

Utilizing of screening methods have been varied across countries. Despite of
that screening model are different worldwide, women who not utilizing screening
methods may relate to their cultural views regarding to those methods. Cultural barriers
in each screened model have been studied in some studies. In American- Chines study

has found that women with more Eastern views were more likely to perceive barriers
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to obtaining mammograms and have low knowledge about BC and screening, and less
perceived benefits of mammography (Wang et al, 2009). Same finding was confirmed
in the Saudi and Arabic-Australian studies, the barriers for not attending BC screening
were mainly been belonged to cultural context, women in Saudi Arabia are very
conservative, they are more likely to shy away from doing CBE (El Bcheraoui et al,
2015), and among Arabic-Australian, barriers to mammographic screening were
cultural, women say “I don't want to have a mammogram because I would need to take

off my clothes and expose my breasts (Kwok et al, 2016).

In such cultures there are many misinterpretations about the BC, and this may
involve screening method utilization. In a study in Singapore and Malaysia has been
found that some women believe that only women with large breasts had a high risk of
BC (Lim et al, 2015). As well as, the main misinterpretations in Arabic Saudi women
were that the BC is attributing to God (27.9%), and there was some belief that hitting
or bumping the breast, direct spraying of perfumes on the skin, tight clothes, and air
pollution are the cause of BC (Dandash et al, 2007).

In general, the high rate of utilizing the screening methods in Western countries
may relate to low cultural barriers. In American-Chines study have shown every half
standard deviation increased in Eastern cultural views was associated with 22%

decrease in the odds of having used mammography (Wang et al, 2009).
2.7.5 Belief and Attitude toward Utilizing Screening Methods.

As mentioned above, women personal belief and attitude toward BC and
screening methods might affect the utilizing of screening methods. Women personal
belief and attitude encompass the women perceived toward the seriousness of BC, and
the barriers and benefits of utilizing those screening methods. Many of women believe
that early detection leads to better treatment and saves lives but they afraid about the
test result of screening methods (Henriksen et al, 2015). Women attitude regarding to
screening methods has taken a role in decision about utilizing those methods. In a
survey on 1200 Qatari women has found that, although a majority of women had a
positive attitude towards BSE and CBE, but their attitude towards having a

mammogram test was mostly negative (Bener et al, 2009).

According to the theory of planned behavior, attitude, subjective norms, and
perceived behavioral control contribute in behaving of screening participation

(Henriksen et al, 2015). This theory illustrates that, individual’s perception regarding
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to the effect of the health behavior, the combination of the expectation of other people’s
reaction towards the action, weighting between the presences or absence of barriers to
action would have contributed women's decision making toward participating in the
screening program. Sociocultural Health Behavior Model is another framework model
to illustrate this healthy behavior, screening participation. The model includes the
interdependence of predisposing, need, family/social support, environmental health
system, and cultural factors which contribute to a particular health behavior or outcome
(Grace X Mal, 2013).

The main used model for study the barrier and reasons for women participation
in screening program was health belief model (Young Eun et al, 2011). This model have
explained many pathways which determine the women's decision to participate in
screening program. The main concepts of model are perceive seriousness, benefi,

susceptibility, barriers, health motivation, and confidence (Taymoori and Berry, 2009).

Health Belief Model (HBM) has been widely used in many studies as a
theoretical circumference to study BC detection behaviors (Glrsoy et al, 2009) (Tsu-
Yin Wu, 2006). The model could determine the factors which are related to women’s
belief and attitude about BC and BC screening behaviors (Noroozi et al, 2010)
(Shiryazdi et al, 2014).

Health belief model is the most widely used models to elucidate the health
behaviors such as screening. According to this model, women's perceived seriousness
and susceptibility of diseases, perceived benefit and barriers of taken an action for
prevent from the diseases, and women health motivation and confident about own
health could determine women decision and action toward the healthy behaviors
(Aflakseir and Abbasi, 2012).

The origin of this theory was belonged to the 1950s by social psychologists in
the U.S. (Hochbaum, 1958; Rosenstock, 1960). When they explained the public health
services which were failed to the widespread of people in recommending them to

participate in programs to prevent and detect from the diseases (Glanz et al, 2008).

This model explain that if individuals care themselves as susceptible to a
condition, they believe the condition would have potentially serious consequences for
them, then they believe that a course of action available to them would be beneficial in

reducing either their susceptibility to or severity of the condition, and believe the
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anticipated benefits of taking action outweigh the barriers to (or costs of) action, they

are likely to take action that they believe will reduce their risks.
2.8 Literature Review Conclusions

BC is most prevalent disease in the region. The disease could be detected in
preclinical stages. The clinical stage would start with a warning sign and symptoms of
BC, which were breast lump, pain, nipple discharge, nipple insertion, skin change,
thickening or swelling of the breast, and dimpling of breast skin. The disease could be
detected by the using screening methods in early stage. Women are supposed to use the
screening methods as preventive health behavior in the preclinical stage, and as early
diagnosis when women feel there is some of the warning signs. Utilizing of these
screening methods (BSE, CBE, and mammography) were not introduced well. This
section of the study illustrates that women in developing countries less frequently use
the screening methods or they delay (in average 3 months) in the utilization when they
feel the warning signs. According to studies in this review nearly 15- 57% of women
practice BSE. In concerning to mammography, only 10-44% of women undergone the
mammography in their life either for screening or for diagnosis. There was not ample

data about the purpose of participating in a screening program.

The difference rate of utilizing of screening methods in the countries would be
related to socioeconomic, and health systems. Initially socioeconomic, medical, and
health condition of women would determine the utilization of screening methods. From
another side the relation of these initial variables with screening utilization could be
mediated by the women's knowledge about BC. Women in different socioeconomic and
health conditions have difference opportunity to be aware about BC in term of risk

factor, sign and symptoms, severity, and screening methods.

As well as knowledge about BC had related to utilizing of screening methods.
Generally, women's knowledge about BC in the developing countries is not sufficient.
As we mentioned earlier, in Saudi Arabic study; only 5% had a good general knowledge
of BC and 14.6% had a very poor knowledge. Regarding to awareness and screening
methods, many studies revealed on that, less women aware about the screening
methods. This low knowledge could be determined as the barrier to lower rate of
screening utilizations. Because women knowledge influence of women's belief
regarding to the seriousness of the disease, enhance perceived susceptibility, and

perceived benefit of screening methods and health motivation.
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Other barriers of screening method may be related to personal factors (women's
belief and psychological factors). Fear from the detecting BC, treatment and long
hospitalization, fear of cancer, mastectomy and death, lack of financial resources, life
priorities and placing family above their own needs were all perceived differently by
the women. In this concerning, health belief model were the most widespread theory to

investigate women perceived about BC and screening methods. (Explained in figure 1).

From interventional point of view, health professional could have a distinct role
to deal with this disease in term of prevention and treatment. Nurses are in an
outstanding position to teach women on the importance of early detection of BC, this
is because only a few of women actually respond the screening recommendations.
Many studies argue the nursing role in the motivating and inhibiting factors that impact
a woman's decision to participate screening (Crooks and Jones, 1989) (Kochanczyk,
1982). A study describes the nursing role in enhancing screening program in two
aspects, first, teaching women about screening guidelines, the benefits and limitations
of screening, and risk factors for BC, and second, helping women to reduce or eliminate
barriers to screening (Houfek et al, 1997). Apart of that there are some studies that
explain role of nursing in CBE. In a study, nurse clinicians can effective detect the
suspect cases as is examined by surgeons, nurse could effectively detect 45% of cancer
cases only by CBE (Moskowitz, 1979).
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3. METHODS AND SUBJECTS
3.1. Method

This study was conducted in Sulaimani/lraq as part of a PhD project, which
was approved by University of Sulaimani. This study carries out under the tittle of
(Utilization of Breast Cancer Screening Methods Among Women in Sulaimnai City).
Nearly two million population lives in this area, mostly residing in the center of the
city or suburban area; 15 districts. In 2008, nearly 365,993 women aged more than 20
years old lived in this area (Majid et al, 2009). The aims of this study were to find out
the utilization rate of screening methods among women's in Sulaimani. The number of
women who practice BSE, and visitors to the health center to utilizing the CBE or
mammography. As well as, the study has been conducted to determinants of the
utilization screening methods and their barriers. The Breast Disease Treatment Center
(BDTC) as the only center for early detection and treatment of other minority breast
disorders in the center of the city and another two health centers in Sulaimani and
Darbandikhan; as the district, were selected for collecting data regarding the study

objectives.
3.2. Study Setting

The BDTC has launched since 2007 in Sulaimani province. This center have
proceed both programs, the early diagnosis and treatment program, and screening
program. Women visitors of this center include healthy women who were screened
participants and women with minor breast disorder who visit to early diagnosis and
treatment. Healthy women, and women with minor breast disorders were recruited to
this study. The center composed of the 4 doctor’s office, 1 nursing office, ultrasound
and mammogram, lab for final needle aspiration FNA and core biopsy, with
administrative staff. The visitor, women of this center were registered and had cased
sheet file for follow up and treatment. A convenience sample from the BDTC and
other two health center's from Urban and Suburban area were subjected to this study,

Ali Kamal Counselling Health Center and Darbandikhan Health Center.
3.3. Screening Models Of The Program

Screening tools in this model are based on CBE, sonography and
mammography, and confirming test such as FNA or core biopsy. Depend on model

programs, healthy women aged equal or more than 40 years old would have been
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recommended for annual or biannual mammography screening. As well as, healthy
women aged 35- 40 year and presented with first family history of BC or nullipara
similarly have been recommended for annual or biannual mammogram screening.
Apart of those above, women with minor breast disorder such as lump, mass, skin
dimpling, nipple discharge, would be examined by sonography, then positive

sonography will recruit to mammography screening.
3.4. Background Of Screening Program In Kurdistan (BDTC)

During the screening period, from June 2007 to August 2016 there were in total
100,769 first and second visits, of which 40,491 were the first visits of eligible women,
and the remaining were for the second screening round or for women who were not
eligible for the screening [Appendix B]. From 2013 to August 2016, 53,121 women
were screened either in the first round or second and/or more screening rounds. From
2008 to August 2016, 35,454 ultrasounds were performed while 18,083 mammograms
were taken from 2009 to August 2016. From 2013 to August 2016, 967 core biopsies

were done. A total of 793 women was diagnosed with BC.

The most minor breast disorders of visiting women in this center were breast
pain, followed by feeling a lump and the presence of breast discharge. While, a less
number of women visited the center only for routine screening. [Appendix C]. In this
screening model most participants were young. The overall mean age of screened
women at the time of participation was 38.46 + 10.29 years. Most of the women were

married and lived in the center of the city [Appendix D].
3.5. Research Design

This is a descriptive- analytical study, which was conducted on healthy women
and women with minor disorder of the breast. A prepared questionnaire was used to
interview the participants.  Any women who visited selected health centers were
eligible to participate in this study. The study was conducted by using cross- sectional
design in Breast Disease Treatment Center, Ali Kamal Counselling Health Center and
Darbandikhan Health Center.

3.6. Sampling Method Or Techniques

A convincing sampling method was used in this study, non-probability
(purposive) sample of 750 women were recruited to the study. In order to we have

sufficient number of women who use the CBE for screening or diagnosis, we select
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BDTC, because in this center, we could interview high proportion of healthy women
who visit the center for screening and visited the center for miner disorder of breasts.
From another side, we selected two another health center to find out a good proportion

of women who never visit the center or clinic.

Two hundred seventy three women were interviewed from the visited women
to BDTC, and 477 women from other health centers, Ali Kamal counselling health
center and the Darbandikhan health center recruit to the study. First, to achieve first
study objective, we calculate the participation rate of each screening method among
surveyed women, sample women group who recruited from the health centers (Al
Kamal health center and Darbandikhan health center). Participate rate was computed
by the percentage of women who practice or utilizing screening methods in surveyed
women. To achieve other study objectives regarding to reasons and barriers of utilizing
screening method and we analyze data based on three sample groups, women who
never visited screening center or clinic in their life, visited the center or clinic for
diagnosis (minor breast disorder) and visited the center only for screening. Patient
delay was measured for women with minor breast disorder, and find out its association
with independent variables (e.g. Socioeconomic and medical and health condition).
From other hand, to find out the barriers and reason of screening participation,
comparison analysis for independent variable was made among women who

participated in the screening and those who never visited the center
3.6.1. Variables

Variables related to study questions were taken to this study. Study questions
in this research were regarded to the participation rate of utilizing screening methods
among study population, the reason of utilizing screening methods, and the barriers of
screening methods in healthy women and women with minor breast disorder. Research
variables were arranged according to the pathways of research concept and their

relations were found. More explained in the Figure 1.
3.6.1.1. Dependent variables

The utilizing of screening methods, patient delay, and barriers of utilizing

screening methods were computed as dependent variables.

39



Chapter Three Methods And Subjects

3.6.1.2. Independent variable

1. Socioeconomic, medical and health background characteristics were obtained
as independent variables in relation to the utilizing screening methods, patient delay,
knowledge, attitude toward BC, and barrier of utilizing screening methods. More

explained in the Figure 1

2. Knowledge about BC , attitude toward BC and barriers of screening methods
were computed as independent variables in relation to the utilizing of screening

method and patient delay. More explained in the Figure 1.

3.7. Participants

Any woman who lives in the research area (Sulaimani province) were expected
to be participated in this study, except immigrant women - other women from the
middle and the south Province of Irag and Syria) who live in the province. According
to screening model in Kurdistan and Irag women aged more than 20 recommended to
practice BSE monthly. And women age more than 30 are recommended to participate
in screening program, visit health center for CBE. As well as, any women who
presented with minor breast disorders have been recommended to visit the center for

early diagnosis.

Any women aged more than 20 year who visited our selected area during
November 20, 2016 to June 14, 2017 was eligible to recruit to this study. WWomen who

gave oral consent and meet inclusion criteria were eligible.
3.7.1. Data collection

Data was collected based one structured questionnaire, interview was made to
data collection. Each interview was mainly last 20 -25 minutes. Each woman who

visited select area had equal change to be recruited to the study.
3.7.1.1. Inclusion criteria

Healthy women and women with breast minor disorder aged more than 20

years who given oral consent were included to the study.
3.7.1.2. Exclusion criteria

Women who diagnosed as at any stage of BC, immigrant women, and women

with mental disorder were excluded from this study.

40



Chapter Three Methods And Subjects

3.8. Tools Of Data Instruments

The questionnaire form of this study encompassed of 129 questions, which

consisted of three parts. (Appendix E)

Part one includes the questions regarding to socio-demographic, obstetric, and
screening  behavior data on participant.  Furthermore,  socio-demographic,
reproductive, contraceptive use, family history of BC, a lifestyle, screening
participation, describe of breast abnormality, reason for participating and a source of
information about screening method were addressed in this section of the

questionnaire.

Part two was concerned about knowledge of and awareness about screening methods.
Awareness measure (Breast CAM version 2) was directly applied as a tool for this
concerning. In this instrument, all information regarding to screening, sign and
symptoms, and risk factor was directed in order to measure the knowledge of the

participant.

Part three was concerned to barrier to utilizing the screening method, and participant
attitude toward and its prevention therapy (screening). Champion’s Health Belief
Model Scale (CHBMS) was catered in this section of the questionnaire. This
instrument questioned about participant's attitude regarding to perceive toward
seriousness and susceptibility of, cue to action (motivation) and confidentiality of
participant toward therapy (screening), and participant's belief about each screening

method and their barriers.
3.8.1. (Breast CAM version 2)

It is contractual instrument, was used to measure knowledge of women about
and screening test in many studies in the region (Mostafa A. Abolfotouh, 2015). Breast
CAM version 2 of this study was consisted of a subscales screening test (5 items),
nature of (5 items), warning signs of (7 items) and risk factors and health behavior (12
items). Breast CAM version 2 is 3 likert scoring systems. The answer of each item
includes the (yes), (no), and (I don’t know), only the true answer scored 1, I don’t

know considered false and scored zero score.
3.8.2. Champion’s Health Belief Model Scale (CHBMS)

It is a standard wide used instrument in many difference culture, it is translated
to many languages in the area (Abolfotouh et al, 2015),(Dundar et al, 2012). This
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instrument in this study was consists of 10 concepts: perceived seriousness of illness
(5 items), perceived susceptibility to illness (3 items), health motivation (5 items),
confidence in one’s ability (6 items), perceived benefits of BSE (4 items), perceived
barriers of BSE (4 items), perceived benefits of mammography (5 items), perceived
barriers of mammography (9 items), perceived benefits of CBE (3 items), perceived
barriers of CBE (6 items). The first four concepts (subscales) measured the women's
attitude regarding to BC. Similarly next 6 subscale measured women attitude toward
bereft and the barriers of utilizing screening methods (BSE, CBE, and

mammography)
3.9. Data Management And Analysis

The data was managed and analyzed by using descriptive and inferential

statistics by using SPSS program version 22

The data were analyzed through the application of descriptive statistic, frequency and
percentage, median and interquartile range (IQR), and mean and standard deviation
(SD). Frequency and percentage of utilizing screening methods were computed across
socioeconomic, medical and health variables. Median and IQR of patient delay has
found out in socioeconomic, medical and health variables. The mean and SD of breast
CAM score and the Champion HBM score was measured in socioeconomic, medical

and health variables.

The application of inferential statistical procedures which include chi square
test, Kruskal Wallis Test, independent T-test, analysis of variance (ANOVA),
Spearman’'s correlation coefficient, person correlation coefficient, and binary logistic

regression. Statistical level of significant was computed based on, P-value < 0.05.

Chi-square was used for the test of association of demographic and medical and health
condition variables in relation with the utilizing of screening method (BSE, CBE, and

mammograp hy)

Kruskal Wallis Test was utilized in testing the different median of patient delay

across demographic and medical and health condition variables.

Independent T-test and analysis of variance (ANOVA) were used to test significant
association of knowledge, women's attitude toward BC, and perceive of utilization the

screening methods with socioeconomic, medical and health variables. The meaning
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(breast CAM) and (Champion HBM) were tested across the socioeconomic, medical

and health variables.

The Spearman’s correlation coefficient was used to test the relation of patient delay
with (breast CAM), and (Champion HBM).

Person correlation coefficient was used to test the relation of (breast CAM) with
(Champion HBM)

Binary logistic regression was made to test the model for all independent variables
(socio economic, medical and health background, knowledge about , attitude about
and belief about utilizing screening methods) in relation with dependent variable
utilizing screening methods (BSE, CBE, and mammography). As well as binary

logistic regression to find out the indicators of more that 3 months patient delay.
3.10. Administration Arrangement

Research protocol was reviewed and approved by both scientific and ethical
committees of college of medicine/University of Sulaimani. The official permission
was given by Sulaimani Directorate of Health for collecting data from Breast Disease
Treatment Center, and both health center Ali-Kamal Counselling Center and
Darbandikhan Health Center (Appendix F1 and F2). In addition, oral permission or
consent was taken from each woman as voluntary participation in the study.

Subject welfares:

Patient chart number, no names (confidential).

Data kept in a secure place, not access other than the researcher.

Data is grouped so no one can be individually identified in the results.

3.11. Pilot Study

A 158 questions were designed for pilot study. Both healthy women and
women with minor disorder were included in piloting study. A Pilot sample of the

study has been conducted
1 — To determine the time needed to collect data.
2 —To find the problems and barriers facing during data collection.

3 - To find wrong or missed questions that were important for our study and we missed.
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Content validity and reliability of the questionnaire were determined through a
pilot study. Validity was obtained through expertise's panel (Look Appendix A). And
consistency reliability was based on a sample of 50 women during piloting and sample

were computed to data analysis in this study.
3.11.1. Validation:

A questionnaire was sent to 13 expertise with different careers in the
collaboration with the research topic and expertise in the field (Appendix G). Their
comment and suggestions were taken in intention for correcting the questionnaire.
Content validity of the questionnaire was taken based on their opinion and revision
they had.

3.11.2. Reliability:

Reliability was obtained for subscale of (Breast CAM) and (CHBMs). (Breast
CAM) was consisted of 4 subscales and 29 questions. And CHBMs was consisted of
10 subscale and 68 questions and we added 6 other questions to find consistency. A
three questions were subtracted from risk factor subscale of (Breast CAM). On the
other hand, 2 questions from seriousness, 2 questions from susceptibility, 2 questions
form health motivation, 5 questions from confidence, 2 question from BSE benefits, 2
questions from BSE barrier, 2 questions from mammography barriers, 1 question from
CBE benefits, 1 question from CBE barrier were removed, and two other questions

were replaced by other questions.

We test a reliability test (Croanbach Alpha) as internal consistency for both
scales. Alpha value for each subscales were (Seriousness: 84%), (Susceptibility: 83%),
(Health motivation: 81%), (Confidence: 83.1%), (BSE benefits: 82%), (BSE barriers:
82.5%), (Mammography benefits: 73%), (Mammography Barrier: 79.7%), (CBE
benefits76.7%), (CBE barriers: 80%). Alpha value for breast CAM was 78%. But
breast CAM subscale distinctively was not having internal consistency (Alpha value
was less than 75%) therefore we could not conduct the inference statistic for the

difference the mean of that subscale differently.
3.12. Scoring And Measurement

Knowledge of breast cancer was based on breast CAM, this score was based
29 questions regarding to the screening, risk factor, sign and symptoms of BC. Any

true answer was scored one, and total awareness was measured based on adding all
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score. The highest total score on the scale (breast CAM) has shown more awareness

about. Aswell as, each sub scale similarly was measured.

Patient delay as defined in the introduction was measured base one period of
time from women's feel a warning sign of the time to visit doctor, health center or

screening center. This was measured by day.

Champion HBM subscales were about women's attitude about and health
motivation, and women's attitude about screening method. This scale is 5-point Likert
scale ranging from 1 (strongly disagree) to 5 (strongly agree). The women's attitude
was based on accumulation of each item scores in each subscale. The high score of
each item shows a strong attitude of concepts (subscale) except barriers subscale which
was scored inversely. A high score therefore meant that the women perceive greater
susceptibility, perceived more seriousness, more health motivation and confidence,

and perceived more benefits and higher barriers of BSE, CBE and mammography.
3.13. Limitation Of The Study

Most current literatures assess the mammography screening rate within two
years' time interval, as well as CBE in one year time interval. While this study could
not assess the utilization of these screening methods in regular time interval, instead
we assessed whether women's utilized these screening methods in their life previously,
and what are the purpose of utilization of these screening methods. Further, we
examine the socio-demographic and health background differences among women
utilizing mammography for any reasons and those who not use, and for CBE, the
difference was tested among women who utilized CBE for screening in their life versus

those who never use for any reasons.

Subjected bias might have occurred as a result of interviewing methods for data
collection. Most women were feeling embarrassed when assess themselves in a low
economic status, and some women were humiliated when they say ' | am not aware

about screening method' and 'l do not do physical exercises'.

Since there was not previous studies or survey about the participation rate of
screening methods in the research area, this study could not count sample size.
Therefore, this study have used the convenience sampling method. As well as, in order
to, we have a convince sample size, we have used the data from the screening center,
the BDTC.
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Figure 1: Flowchart of the concept of study questions
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4. RESULTS

This chapter was based on the analysis of data which were collected from 750
women in urban and suburban area in the Sulaimani city. The data in this study were
arranged in five sections. The first section was about the description of the study population
and the definite reasons for utilizing of screening methods. The second section have
elucidated the relation of socioeconomic and medical background of women with the
utilizing of screening methods. The third section has determined the women's awareness
and its relation with the utilizing of screening methods. The fourth section was about
demographic and medical relation to the women's attitude about BC. Last section explains
the women perceive about screening method and utilizing the screening methods.

4.1 Description Of Study Population
4.1.1 Socio economic description of study population

750 women were recruited from 2 difference places. Table 1 shows that 273
(36.4%) women was recruited to the study from screening center (BDTC) and 477 (63.6
%) of women was selected from the other two health centers.

Table (1): Distribution of the study sample according to the place of data collection

Place of data collection Frequency (n) Percentage (%)
Screening center 273 36.4
Primary health center 477 63.6
Total 750 100.0

Age distribution of study participant has been shown in Table 2. Mean age of study
participant was 40.9+ 9, and nearly more than half of the participants 426 (56.8%) was
aged more than 40 years, 235 (31.3%) was in the age group 30-39 years old, and 89 (11.9%)
was in the age group 20-29 years.

Most women in this study 493 (65.7%) were unemployed (housewife), and the rest
257 (34.3%) was employed or self-employed. Most women were in the primary level of
education 218 (29.1%) and the secondary level 265 (35.3%). Uneducated was 89 (11.9%),
and Bachelor and above degree was 70 (9.3%). Most husbands were in the primary level
of education 186 (28.7 %) and secondary level 252 (38.8%). Uneducated was 64 (9.9 %),
and bachelor and above degree was 64 (9.9 %). Participation in this study were mostly
living in the center of urban (Sulaimani) 586 (78.1%). Most of the women were married
598 (79.7%), and few of the participants were being single 84 (11.2%).
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Another variable of study research was economic. This study showed that most

women perceive barely sufficient of their economic status 383 (51.1%), and perceived

insufficient economic status was 181 (24.1%).
Table (2): Distribution of the study sample according to the socio-demographic

characteristics
Age group Frequency (n) Percentage (%)
Age 20-29 years 89 11.9
Age 30-39 years 235 31.3
Age 40 and above 426 56.8
Total 750 100.0
Mean of age + SD 40.9+ 9
Occupation status
Employed 257 34.3
Unemployed 493 65.7
Total 750 100.0
Education levels
Uneducated 89 11.9
Primary 218 29.1
Secondary 265 35.3
Diploma 108 144
Bachelor and above 70 9.3
Total 750 100.0
Education level of husband
Uneducated 64 9.9
Primary 186 28.7
Secondary 252 38.8
Diploma 83 12.8
Bachelor and Above 64 9.9
Total 649 100.0
Place of residence
Urban (Sulaimani) 586 78.1
Suburban (District) 163 21.7
Total 749 99.9
Marital Status
Divorce 28 3.7
Married 598 79.7
Single 84 11.2
Widowed 39 5.2
Total 749 100.0
Self-perceived of economic status
Barely Sufficient 383 51.2
Insufficient 181 24.1
Sufficient 184 24.5
Total 748 100.0
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4.1.2 Medical and obstetric characteristic of study population

Medical background or health conditions of the study participants such as smoking,
contraceptive use, lactation and family history of BC have been studied (Table 3). In
average women's mean of gravida was 3.9+ 2.3. Almost 233 (35.3%) of women gravida
was 5 or more, and nulligravida was 36 (5.5%). Similarly, in average women's mean of
para was 3.2 £1.9, and almost 140 (21.2%) of women had 5 or more children and few of
the women was nulliparous 43 (6.5%). Nearly half of women have not presented with
abortion and death 363(48.4%). This study showed that almost 552 (73.6%) women were
lactated women. As well as a mean of the lactation period among breast feeding women
was 4.98 £ 4, and in average women breast feed the 3.23+1.8 children.

Table (3): Distribution of the study sample according to the reproductive history

Variables |  Frequency () | Percentage (%)
Gravida groups

Nullgravida 36 55
primigravida 37 5.6
2 Gravida 111 16.8
3 Gravida 122 18.5
4 Gravida 121 18.3
5 Gravida and More 233 35.3
Total 660 100.0
Parity

Nulliparous 43 6.5
1 para 62 9.4
2 para 141 21.4
3 para 160 24.2
4 para 114 17.3
5 para and more 140 21.2
Total 660 100.0
Abortion and death baby

Not eligible (single) or missed data 93 12.4
More than 2 abortions 98 13.1
More than 2 Death 13 1.7
More than one abortion and death 14 1.9
No Abortion and Death 363 48.4
One Abortion 133 17.7
One Death 36 4.8
Total 750 100.0
Lactated women

Not eligible or missed data 91 12.1
No 107 14.3

49



Chapter Four Results
Yes 552 73.6
Total 750 100.0
Mean of gravida + SD 3.9+ 23
Mean of para £ SD 3.2+1.9
Mean of lactation periodt SD (years) 498 +4
Mean of children lactated + SD 3.23+1.8

Table 4 demonstrated that most of the women 541 (72.1%) use contraceptive to

prevent the pregnancy, mean of using the contraceptive in years was 3.2 +1.9. From another

side, mean of age at first delivery was 22.94 +5.3 in women. In this study, women mostly
use natural method 240 (32%), and contraceptive (barrier) 142 (18.9%). Almost 108

(14.4%) of women was present of family history of BC. Furthermore, the percentage of

women presented with a first degree family history was 36 (4.8%), and second degree

family history was 80 (10.7%). In our study, 46 (6.1%) women were smoker, but most

women were passive smoker, 316 (42.1%).

Table (4): Distribution of the study sample according to health related behavior

Variables | Frequency (n) | Percentage (%)
Use of contraceptive

Not eligible 93 12.4
No 116 155
Yes 541 72.1
Total 750 100.0
Contraceptive methods

Not contraceptive use 203 27.1
Natural method 240 32.0
Barrier methods 142 18.9
Oral contraceptive pill 85 11.3
Barrier and oral contraceptive pill 80 10.7
Total 750 100.0
BC family history

No Family history of BC 642 85.6
Family history of BC 108 14.4
Total 750 100.0
First degree family history 36 4.8
Second degree family history 80 10.7
Smoking

Not smoker 385 52.5
Current smoker 46 6.1
Passive smoker 316 42.3
Total 747 100.0
Mean of use of contraceptive £SD (years) 3.2+1.9

Mean age at first delivery child + SD 22.94 £5.3

50




Chapter Four Results

4.2  Socioeconomic And Medical Description Of Utilizing Screening

Methods
Socioeconomic and medical variables in this study were set up as basic

determinants of utilizing the screening methods. Findings regarding to the relations of
these variables with utilizing all screening methods (BSE, Participation in screening CBE,
and mammography) were cross tabled in this section.

In Table 5 the frequency and percentage of women who practicing the screening
methods in the general population have shown. Among 477 women who interviewed in
two health centers 65 (13.6%) women practice BSE regularly, 228 (47.8%) practice BSE
rarely and 184 (38.6%) never practice BSE. In regards to the utilizing CBE, among women
age more than 30 years and above, 40 (9.5%) of women visited clinic or screening center
in their life once or more for screening, 138(32.2%) of women visiting center for diagnosis
their minor breast disorder and 246 (58.3%) never visiting any clinic or screening center.
Regarding to mammography, 62 (23.6%) had a mammography in their life once or more.

Table (5): Screening participation (utilization) rate among study sample

Screening methods Frequency Percentage
Practice BSE

Never practice 184 38.6
Practice rarely 228 47.8
Practice regularly 65 13.6
Total 477 100
Screening participation (Utilization of CBE)

Never participation 246 58.3
Participate for diagnosis 138 32.2
Participate in screening 40 9.5
Total 422 100
Have mammography

Yes 62 23.6
No 201 76.4
Total 263 100

Description of frequency of practicing screening methods and age of practicing
have shown in table 6. The median and (IQR) of the age of onset of practicing BSE was

38.0(14), and women mostly practice BSE 4 times in the last month. Regarding to CBE,
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the median and (IQR) of participation was 38 (13), and median of frequency of
participation in their long life was 2 (3). Similarly for mammography, women's median and
(IQR) of age of participating was 43(14) and a median of frequency was 1 (1).

Table (6): Onset (age of practice) of screening method and quality of practicing
(frequency of practice) among the study sample

Screening methods Frequency Medianand IQR
(n)

Frequency of BSE in six months 512 4.0 (4)

Age at practice BSE (years) 461 38.0(14)
Frequency of CBE in their life 462 2 (3)

Age at practice of CBE (years) 425 38 (13)
Frequency of Mammography in their life 167 1(1)

Age at practice of Mammography (year) 167 43(14)

Among those practice BSE, there is different reasons or purposes for the practicing
BSE. The frequency of the reasons of practicing of the BSE was shown in Table 7. Nearly
half of women practice the BSE to know any change in their breast 229 (45.7%), and a
quarter practiced BSE to know the change in the breast and have fear of BC. In this study,
many women have utilized the CBE for diagnosis their minor breast disorder. More than
half women presented with breast pain 204 (57.8), a mass 23(6.5), and pain with mass 61
(17.3). And other breast disorders which were reported were increased breast size, skin
change, nipple discharge and insertion.
Table (7): Distribution of the study sample according to reason to practice of BSE

Variables | Frequency | Percentage
Reasonto practice BSE

To do BSE regularly and know changes in the breast 12 2.4
| have a family history of BC 27 5.4
Doctors advise 32 6.4
To know the change in breast and it is physian advise 37 7.4
To know the change in my breasts 229 45.7
To know the change in the breast and may affect BC 127 25.3
I have Pain 37 7.4
Total 501 100
Reason for utilizing CBE

Pain 204 57.8
Pain with mass 23 6.5
Mass 61 17.3
Skin changes 13 3.7
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Increase breast size 18 5.1
Nipple discharge 19 54
Nipple insertion 1 0.3
Abscess in breast 14 4.0
Total 353 100.0

4.2.1 Utilizing of BSE

Breast self- examination was one of screening methods. Women aged more 20

years were recommended to this screening behavior monthly. Utilizing this very beginning

screening method was varied across women in different socioeconomic status and health

condition.

4.2.1.1 Socioeconomic indicators of utilizing (BSE):
The practice of BSE has been determined per socioeconomic status in this study.

Table 8 showed the BSE performance among women versus socioeconomic characteristic.
In this study 238(31.7%) of women were never practicing BSE, and 377(50.3%), 135(18.0%)

of women were rare or regularly practice BSE respectively. Among socioeconomic variables,

secondary education and having a job (employed) were significantly associated with the
regular performing of BSE, statistical analysis was (X2 = 6.7, P-value= 0.04) and (X? = 6.29,
P-value= 0.04) respectively. Never practice of BSE examination was higher among women
aged less than 40 years 83(35.3%), urban residence 189(32.3%), single 32(38.1), sufficient
self-perceived economic status 67(36.4%), but statistical differences were not observed.

Table (8): Relationship between practices of BSE with socioeconomic of characteristic of

the study group

Practice _ BSE

Chi- P-
Variables ';Ie(})’/f’); ﬁa(';g’ Rig(‘f)l/i)r ly Square | value
Age group
Age 20-29 years 31(34.8) 44(49.4) 14(15.7)
Age 30-39 years 83(35.3) 104(44.3) 48(20.4) 6.07 0.193
Age 40 and above 124(29.1) | 229(53.8) 73(17.1)
Total 238(31.7) | 377(50.3) 135(18.0)
Education levels
Uneducated 36(40.4) 48(53.9) 5(5.6)
Primary 64(29.4) | 114(52.3) 40(18.3) 161 0.041
Secondary 89(33.6) 119(44.9) 57(21.5)
Diploma 31(28.7) 56(51.9) 21(19.4)
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Bachelor and above | 18(25.7) 40(57.1) 12(17.1)

Education levels of husband

Uneducated 21(32.8) 37(57.8) 6(9.4)

Primary 51(27.4) | 103(55.4) 32(17.2)

Secondary 86(34.1) 120(47.6) 46(18.3) 10.31 0.24
Diploma 22(26.5) 44(53.0) 17(20.5)

Bachelor and above | 19(29.7) 28(43.8) 17(26.6)

Place of residence

Urban (Sulaimani) 189(32.3) | 297(50.7) 100(17.1)

Suburban (District) 49(30.1) 80(49.1) 34(20.9) 1.28 0.526
Total 238(31.8) | 377(50.3) 134(17.9)

Marital Status

Married 185(30.9) | 303(50.7) 110(18.4)

Wldowed 12(30.8) 20(51.3) 7(17.9) 2 g7 0.82
Single 32(38.1) 38(45.2) 14(16.7)

Divorce 9(32.1) 16(57.1) 3(10.7)

Occupation

Employed 70(27.2) 130(50.6) 57(22.2) 6.29 0.043
Unemployed 168(34.1) | 247(50.1) 78(15.8)

Self perceived -economic status

Insufficient 56(30.9) 95(52.5) 30(16.6)

Barely Sufficient 113(29.5) | 201(52.5) 69(18.0) 4.3 0.36
Sufficient 67(36.4) 81(44.0) 36(19.6)

4.2.1.2 Medical and health conditions determining of utilizing (BSE):
Obstetric, medical, and health behaviors of women were taken as another initial

indicator for practicing this screening behavior in this study. The relation of these variables
with the utilizing of BSE was one of the study questions. Findings in Table 9 showed the
association of obstetric, medical and health behaviors with the utilizing of BSE. In this
study a significant association was found between the positive BC history (X? = 23.0, P-
value= 0.00) especially second degree family history (X2 = 21.5, P-value= 0.00), women
lactation (X? = 6.4, P-value= 0.04), smoking (X? = 20.1, P-value= 0.00), utilizing CBE (X2
= 85.6, P-value= 0.00), and having past minor disorder(X? = 34.3, P-value= 0.00) with the
practice of BSE. Higher percentage of never practice BSE was found in women who not
have a BC family history 221(34.4%), especially second degree family history 227(33.9%),
not lactated women 77(38.9%), not smoker 230(32.8%), not utilizing CBE either for
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screening or for treatment 142(49.3%), and not have had past minor breast disorder
173(40.0%). Similarly, the high regular BSE practice was found in women who have BC
family history 9(25%), especially second degree family history 27(33.8%), lactated
102(18.5%), smoking 19(41.3%), utilizing CBE for screening 37(33.9%), have past minor
breast disorders 74(23.3%).

Utilizing a regular BSE method were found in women who have 3 or 4 children
35(21.9%), not use contraceptive 38(18.2%), not done any breast surgery 128(18.2%), and
not have any chronic diseases 107(19.1%). But these differences were not statistically

significant.

On the other hand, never the practice of BSE was mostly found in women who
nullipara 48(36.1%), not use contraceptive 76(36.4%), not done breast surgery 229
(32.5%), having chronic diseases 64(34.0%). While this association was statistically not
significant.

Table (9): Relationship between practice of BSE and medical and health characteristic of
the study sample

Variabi Practice _ BSE Chi- p_
ariables
lr\llif\;i)r Ea(g;g/ R?}g(tfljl/il)r ly | square | value
Women parity
Nulpara 48(36.1) 62(46.6) 23(17.3)
1 para 22(35.5) 29(46.8) 11(17.7)
2 para 47(33.3) 73(51.8) 21(14.9)
3 para 44(27.5) 81(50.6) 35(21.9) 8.7 0.55
4 para 29(25.4) 60(52.6) 25(21.9)
5 and more 48(34.3) 72(51.4) 20(14.3)
Total 238(31.7) 377(50.3) 135(18.0)
Contraceptive use
Yes 162(29.9) 282(52.1) 97(17.9) 3.2 0.19
No 76(36.4) 95(45.5) 38(18.2)
Family history of Breast Cancer
Yes 17(15.7) 57(52.8) 34(31.5)
No 221(34.4) 320(49.8) 101(15.7) 23.0 | 0.000
First degree Family history
Yes | 8(22) | 19(52.8) | 9(25.0) |
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No 230(32.2) 358(50.1) 126(17.6) 2.15 0.34
Second degree Family history
Yes 11(13.8) 42(52.5) 27(33.8)

215 0.00
No 227(33.9) 335(50.0) 108(16.1)
Lactation
Yes 161(29.2) 289(52.4) 102(18.5)
No 77(38.9) 88(44.4) 33(16.7) 6.4 0.04
Smoker
Yes 6(13.0) 21(45.7) 19(41.3)

20.1 0.00
No 230(32.8) 355(50.6) 116(16.5)
Participating in Screening (Utilization of CBE)
Not participate 142(49.3) 122(42.4) 24(8.3)
For screening 15(13.8) 57(52.3) 37(33.9) 85.8 0.000
For diagnosis 81(22.9) 198(56.1) 74(21.0)
Breast surgery
Done 9(19.6) 30(65.2) 7(15.2) 46 0960
Not done 229 (32.5) 347(49.3) 128(18.2)
Have chronic diseases
Yes 64(34.0) 97(51.6) 27(14.4)

2.23 0.328
No 174(31.0) 280(49.9) 107(19.1)
Referring to screening
Self-referred 55(19.0) 162(56.1) 72(24.9)
Health staff 21(20.0) 56(53.3) 28(26.7) 0.81 0.937
Relative 4(23.5) 10(58.8) 3(17.6)
Total 80(19.5) 228(55.5) 103(25.1)
Minor disorder past history
Yes 65(20.5) 178(56.2) 74(23.3)

34.3 0.000
No 173(40.0) 199(46.0) 61(14.1)

4.2.2 Participation in screening (utilizing CBE)

CBE is the main method of screening methods. Utilization of CBE for screening

purpose has defined as screening participation. According to the Kurdistan model

(Sulaimani), women aged more 30 years have been recommended to participate in

screening annually or utilizing the CBE for screening. In this study, among 661 women

aged more than 30 years who participated in this study, 104 women had participated in the

screening (utilizing CBE for screening purpose).
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4.2.2.1 Socioeconomic determinants of participation in screening (CBE)

Table 10 showed the socioeconomic differences in the women participated in
screening and never utilized CBE. The current study showed that there was a significant
association between occupation (X? = 11.7, P-value= 0.00), education level (X2 = 17.3, P-
value= 0.002), and husband education level (X? = 25.5, P-value= 0.00), with participation
in screening. Participation in the screening were mostly more among women who
employed, 55(40.1%), and participation in the screening has gradually been increased with
increasing education level and education of the husband. Among women educated level
were bachelor or above, 15(51.7%) participated in screening, and among women, their
husband education level was bachelor or above, 19(67.9%) have participated in screening.

Participation in screening was highest among women who aged more 40 years
67(31.0%), resident in urban (Sulaimani) 90(31.1%), widowed 10(43.5%), self-perceived
sufficient economic status 67(31.0). Meanwhile none of these rates were significantly
different.

Table (10): Relationship between screening participation (CBE) and socioeconomic
characteristics of the study group

Variables Participate in screening (CBE) Chi- P_
No Yes Square value

Age group

Age 30-39 years 97(72.4) 37(27.6)

Age 40 and above 149(69.0) 67(31.0) 0.46 0.49

Total 246(70.3) 104(29.7)

Occupation

Employed 82(59.9) 55(40.1) 117 0.00

Unemployed 164(77.0) 49(23.0)

Education level of women

Uneducated 39(81.3) 9(18.8)

Primary 75(78.9) 20(21.1)

Secondary 89(70.1) 38(29.9) 17.3 0.002

Diploma 29(56.9) 22(43.1)

Bachelor and above 14(48.3) 15(51.7)

Husband Education level

Ur_leducated 29(80.6) 7(19.4) 25 5 0.000

Primary 64(80.0) 16(20.0)
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Secondary 83(70.9) 34(29.1)
Diploma 23(63.9) 13(36.1)
Bachelor and above 9(32.1) 19(67.9)
Total 208(70.0) 89(30.0)
Place of Resident
Urban (Sulaimani) 199(68. 9) 90(31.1) 21 0.14
Suburban (District) 47(78.3) 13(21.7)
Marital Status
Married 188(70.9) 77(29.1)
Widowed 13(56.5) 10(43.5)
- 3.79 0.285
Single 33(68.8) 15(31.3)
Divorce 12(85.7) 2(14.3)
Perceived economic status
Insufficient 63(76.8) 19(23.2)
Barely Sufficient 120(69.0) 54(31.0) 2.4 0.30
Sufficient 62(66.7) 31(33.3)

4.2.2.2 Medical and health determining of participation in screening (CBE)

Table 11 showed medical and health characteristics versus the screening
participation. The current study showed that there was a significant association between
BC family history and participation in screening. Participation

significantly higher in women who present with a BC family history 29(60.4%), (X2 =

in screening was

25.1, P-value= 0.00). This finding was same for the first degree family history and second
degree. High participation in screening was found in women who have 2 or 3 children
23(36.5%), not lactated 35(33.0%), not have chronic diseases 80(31.9%), and not smoker
99(29.9%). But these rates was not statistically significant

Table (11): Relationship between screening participation (CBE) and women's health
characteristic

: Participate in screening (CBE) | Chi- P_
variables No (%) Yes (%) Square value
Women parity
Nulparity 49(67.1) 24(32.9)

1 para 14(63.6) 8(36.4) 43 0.505
2 paras 40(63.5) 23(36.5)
3 paras 49(73.1) 18(26.9)
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4 paras 42(72.4) 16(27.6)
5 paras 52(77.6) 15(22.4)
Total 246(70.3) 104(29.7)
Lactation
Yes 175(71.7) 69(28.3) 0.79 0.373
No 71(67.0) 35(33.0)
Smoking
Yes 13(72.2) 5(27.8)
No 232(70.1) 99(29.9) 0.03 084
Contraceptive use
Yes 169(70.7) 70(29.3)
0.33 0.56
No 71(67.6) 34(32.4)
BC family history
No 227(75.2) 75(24.8) 25 1 0.000
Yes 19(39.6) 29(60.4)
BC first family history
No 242(73.6) 87(26.4) 28.0 0,000
Yes 4(19.0) 17(81.0)
BC second family history
No 231(72.4) 88(27.6) 29 0.005
Yes 15(48.4) 16(51.6)
Have chronic diseases
Yes 75(76.5) 23(23.5) 5 39 0.151
No 171(68.1) 80(31.9)

4.2.3 Mammography Utilizing in women

Mammography is one of the screening methods which recommended for women

aged more than 40 years in the Kurdistan screening model.

From another side,

mammography is indicated as a diagnostic test for women presented with minor breast

disorders. In the current study, among 426 women aged 40 and above, 139 (28.8%) women

had done mammography either for screening or for diagnosis. Despite of that, several

mammography has done for women aged below 40 years who were at risk, women present

with symptoms, and BC family history. In this study socioeconomic and medical difference

of women who done mammography and not done have studied.
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4.2.3.1 Socioeconomic indicators of mammography
However, mammography is mostly being done for visiting women depend on

physician decision after CBE in the center of the screen, but socioeconomic status of
women may have related to performing the mammography. Socioeconomic relation with
mammography have shown in Table 12. This study found that mammography significantly
have been done by the employed women 65(38.5%), (X2 = 4.33, P-value= 0.03) and
women perceived barely sufficient economic 84(38.9%), (X2 = 8.39, P-value= 0.015). The
study found the percentage of women who done mammography were increased with
increasing education and education of their husband level but this relation was not
statistically significant. Similarly; the percentage of women who have done mammography
were higher in urban resident (Sulaimani) 121(34.1%), and widow 16(45.7%) or divorce
7(43.8%) women, but significant difference was not found.

Table (12): Relationship of practicing mammography and socioeconomic variables of the
study group

Variables Performing mammography Chi- P-
No (%) Yes (%) Square | value

Occupation

Employed 104(61.5) 65(38.5) 433 | 0.037

Unemployed 183(71.2) 74(28.8)

Total 287(67.4) 139(32.6)

Education level

Uneducated 49(75.4) 16(24.6)

Primary 90(68.7) 41(31.3)

Secondary 99(69.7) 43(30.3) 8.49 0.075

Diploma 34(58.6) 24(41.4)

Bachelor and above 15(50.0) 15(50.0)

Husband education level

Uneducated 32(66.7) 16(33.3)

Primary 84(74.3) 29(25.7)

Sgcondary 93(69.4) 41(30.6) 2639 | 0.106

Diploma 33(60.0) 22(40.0)

Bachelor and Above 16(51.6) 15(48.4)

Total 258(67.7) 123(32.3)

Place of residence

Urban (Sulaimani) | 234(65.9) | 121(341) | 205 |0.152
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Suburban (District) 53(74.6) 18(25.4)
Marital Status
Married 236(69.2) 105(30.8)
Widowed 19(54.3) 16(45.7)
. 4.1 0.246
Single 23(67.6) 11(32.4)
Divorce 9(56.3) 7(43.8)
Perceived to Economic status
Insufficient 84(71.2) 34(28.8)
Barely Sufficient 132(61.1) 84(38.9) 8.39 0.015
Sufficient 70(76.9) 21(23.1)
4.2.3.2 Medical and health determinants of mammography
Table 13 showed the medical determinates of mammography. In this study

mammography were mostly done in women who practiced BSE, especially in women
regular practice BSE 37(50.7%), and this difference was statistically significant (X2 =
17.4, P-value= 0.00). Findings illustrated that mammography was mostly done in women
who have 2 children 19(44.2%), not use contraceptive 40(33.6%), have BC family history
27(40.9%), not lactated 31(33.7), smoker 10(34.5%), have chronic disease 56(35.0%), and
in women who first visit the center for screening purpose 36(53.7%) . But none of these
rates statistically significantly.

Table (13): Relationship between practicing of mammography and medical variables of
the study population

Variables Performing mammography Chi- P —value
No (%) Yes (%) Square

Women parity

Nulparity 41(66.1) 21(33.9)

1 paras 12(70.6) 5(29.4)

2 paras 24(55.8) 19(44.2)

3 paras 67(66.3) 34(33.7) 3.80 570

4 paras 53(68.8) 24(31.2)

S paras 90(71.4) 36(28.6)

Total 287(67.4) 139(32.6)

Use of Contraceptive

Yes 204(67.5) 98(32.5) 0.05 8190

No 79(66.4) 40(33.6) ' '

Family History of BC
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No 248(68.9) 112(31.1)
Yes 39(59.1) 27(40.9) 243 0.119
Lactation
Yes 226(67.7) 108(32.3) 0.06 0.805
No 61(66.3) 31(33.7) ' '
Smoker
Yes 19(65.5) 10(34.5) 0.04 8950
No 266(67.5) 128(32.5) ' '
Have chronic diseases
Yes 104(65.0) 56(35.0) 0.614 0.433
No 182(68.7) 83(31.3) ' '
Practice of BSE
Not practice 97(78.2) 27(21.8)
Rarely 154(67.2) 75(32.8) 174 0.000
Regularly 36(49.3) 37(50.7) ' '
Total 287(67.4) 139(32.6)
Purpose of Participating in Screening
For screening 31(46.3) 36(53.7) 0.44 0.55
For diagnosis 107(51.0) 103(49.0) ' '

4.2.4 Patient delay in using screening methods

In this study, a total of 333 women have minor breast disorder when first time
visited the health center or clinic. Patient delay was measured by days, and the median days
for each group variable was used for statistical method. A statistic relation of
socioeconomic and medical variables was studied with patient delay in this section.
4.2.4.1 Socioeconomic determinants of patient delay

The overall median of patient delay was 30 days with 113 interquartile range (IQR).
Table 14 showed the significant relation of marital status (p- value= 0.005), and perceived
economic status (p- value= 0.047) with patient delay. The median patient delay was
significantly higher among those who were widowed 140.0 (IQR= 317.5) and perceived
barely sufficient economic status 35.0 (IQR=140). Similarly, the median patient delay was
high in women who uneducated 36.5(IQR=120) or primary educated level 45.0(IQR=83),
sub-urban (district) resident 45.0 (IQR=102). While none of this relation statistically was
significant.
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Table (14): Relationship of patient delay and socioeconomic variables of the study sample

Variables Median (IQR) .:.2 ES(E?IVX&I;'S
Age group

Less than 30 years 30.0(86)

30- 39 years old 30.0(83) 0.48
40 years and above 30.0(110)

Total 30 (113)

Occupation

Employed 30.0 (120) 0.55
Unemployed 30.0 (83)

Education level

Uneducated 36.5(120)

Primary 45.0(83)

Secondary 30.0(96.5) 0.625
Diploma 30.0(113)

Bachelor and above 30.0(40)

Education level of husband

Uneducated 42.5(105)

Primary 30.0(76)

Secondary 30.0(113) 0.927
Diploma 30.0(135)

Bachelor and Above 60.0(65)

Place of residence

Urban (Sulaimani) 30.0(98) 011
Suburban (District) 45.0(102)

Marital status

Married 30.0(80)

Widowed 140.0(317.5) 0.005
Single 15.5(56.5)

Divorce 7.0(80)

Self — perceive economic status

Insufficient 30.0(83)

Barely Sufficient 35.0(140) 0.047
Sufficient 30.0(54.5)
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4.2.4.2 Medical and health conditions determinant of patient delay
Medical and health condition of women may have related to patient delay in using

of screening methods, and this relation have shown in Table 15. This Table found the
significant relation of having a chronic diseases and patient delay in using screening
methods (p-value= 0.007). The median patient delay was found significantly higher in
women who present with chronic diseases 45.0 (IQR=154.5). Similarly median patient
delay was higher among women who have 4 children 35.0 (IQR=83), present with breast
pain 36.5(IQR=93), or pain with lump 35.0(IQR=146), referred by doctors 39.0(IQR=110)
or others 40.0(IQR=155), never practice BSE 40.0(IQR=110). But none of these relation
were statistically significant.

Table (15): Relationship of patient delay and medical and obstetric variables study
sample

Variables Median (IQR) .é;lis(l;‘:’llgmag;ls
Parity

Nulparity 25.5(83)

1 paras 30.0(70)

2 paras 30.0(110)

3 paras 30.0(113) 0.783
4 paras 35.0(83)

5 paras and more 30.0(120)

Total 30 (113)

Use of Contraceptive

Yes 30.0(80) 0.916
Not 32.5(128)

Family History of BC

No 30.0(83) 0.389
Yes 30.0(358)

History of First Degree

No 30.0(83) 0.166
Yes 61.5(355)

History of Second Degree

No 30.0(80) 0.949
Yes 30.0(358) '
Lactation

Yes 30.0(113) 0.605
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No 30.0(83)

Smoking

Yes 21.0(174) 0.474
No 30.0(95)

First Breast Disorder at The Time of Participation

Pain 36.5(93)

Pain with lump 35.0(146)

Mass 30.0(83)

Skin changes 10.0(57) 0.593
Increase breast size 27.5(99)

Nipple discharge 20.5(358)

Abscess 30.0(50)

Referred by

Themselves referring 30.0(95)

Health professional 39.0(110) 0.535
Other relatives 40.0(155)

Practice of Breast Self-Examination

Never practice 40.0(110)

Rarely practice 30.0(80) 0.961
Regularly practice 30.0(173)

Present with systemic chronic diseases

Yes 45.0(154.5) 0.007
No 30.0(83) '
Mammography _practice

No 30.0(81.5) 0.599
Yes 30.0(133)

4.3 Knowledge About BC In Association With Utilizing Screening

Methods
In this study, knowledge about BC was measured by using a breast CAM scale.

This scale has scored the women's knowledge according to 29 questions which is divided
into 4 subscales. The mean of overall knowledge (awareness) of this score was used in the
inferential statistical analysis in this study, because the statistical internal consistency of
each subscale of this tool could not proof distinctively. In this study, significant association
between socioeconomic and medical variables with overall knowledge of BC, and

knowledge with screening practice was tested.
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4.3.1 Determinant of breast cancer awareness

The association of socioeconomic and medical variables with screening method
was studied in the previous section. Therefore, the associations of BC awareness with
basic variables, socioeconomic and medical, have been studied in this section as first
relation.
4.3.1.1 Socioeconomic determinants of BC awareness

Mean of BC awareness across socioeconomic variables has been shown in Table
16. According to CAM score, mean of awareness of BC among women was 20.43+ SD=
4.12. This study found a significant association between awareness about BC and age
groups (F= 4.63, p=0.01), education level (F= 14.14, p=0.000), husband's education (F=
7.847, p=0.000), occupation (F= 6.328, p=0.000), self-perceived economic status (T=
5.404, p=0.000). A significant higher mean of breast CAM was found in women aged 40
and above (20.62+4.03), education level bachelor and above (22.14+3.81), and similarly
for their husband (21.84+4.1). In same concerning, a significant high breast CAM was
found in women who have job employed (21.72+3.86) and self- perceived barely sufficient
(20.77£4.08) or sufficient of economic status (20.59+3.95). From another side; higher
breast CAM was observed among those who are urban resident (Sulaimnai) (21.72+3.86),
and single marital status (20.61+3.91). Meanwhile, this observation statistically was not
significant, the association of the place of residence with BC awareness was nearly to be
(T=1.83, p=0.06).

Table (16): The relationship between mean of (BCAM) with socioeconomic variables

significant

Aware: Aware: Aware: Aware: Grand
screening | nature of | BC risk awareness:
Variables BC symptom' | factors& | (BC
S health knowledge)
behavior
Age groups
Age 20to 29 years | 2.62+1.47 | 3.40+£1.04 | 5.54+1.58 | 7.63+1.5 | 19.19+3.8
30-39 years 3.13+1.56 | 3.71+1.13 | 5.65+1.60 | 8.07+1.62 | 20.55+4.28
40 year and above | 3.23+1.50 | 3.77+1.03 | 5.66+1.58 | 7.97+1.65 | 20.62+4.03
F 5.987 4.198 0.209 2.350 4.63
sig 0.003 0.015 0.812 0.096 0.01
Education grade
Un educated | 2.45+158 | 3.21+1.03 | 5.11+1.7 | 7.24+1.8 | 18.01%+4.0
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Primary 3.08+1.49 | 3.64+1.12 | 5.62+1.64 | 7.70+£1.51 | 20.04+4.19
Secondary 3.20£1.52 | 3.70+1.04 | 5.69+1.55 | 8.09+1.5 | 20.68+3.85
Diploma 3.43+1.46 | 3.99+1.00 | 5.79+1.60 | 8.29+1.60 | 21.49+3.93
Bachelor and 3.37£1.40 | 4.10+0.93 | 5.974£1.20 | 8.70+1.68 | 22.14+3.81

F 6.224 9.592 3.572 11.380 14.140
Sig 0.000 0.000 0.007 0.000 0.000
Husband education
Un educated 2.73£1.56 | 3.53+0.97 | 5.36+1.35 | 7.66+1.69 | 19.28+3.68
Primary 2.93+1.55 | 3.54+1.06 | 5.43+1.65 | 7.67+1.69 | 19.57+4.20
Secondary 3.13+1.47 | 3.62+1.14 | 5.69+1.65 | 8.02+1.55 | 20.47+4.06
Diploma 3.48+1.49 | 4.07+0.94 | 5.95+1.48 | 8.34+1.54 | 21.84+3.86
Bachelor and 3.70+1.41 | 4.05+1.06 | 5.94+1.40 | 8.16+1.83 | 21.84+4.1
F 5.388 5.978 2.755 3.389 7.857
Sig. 0.000 0.000 0.027 0.009 0.000
Occupation
Employed 3.47+1.46 | 3.97+0.98 | 5.85+1.48 | 8.42+1.56 | 21.72+3.86
Un employed 2.94+1.53 | 3.57£1.09 | 5.53+£1.63 | 7.72+1.62 | 19.76+4.09
Total 3.13£1.52 | 3.70+1.07 | 5.64+1.58 | 7.96+1.63 | 20.43+4.12
T 4,582 4,957 2.634 5.680 6.328
sig 0.000 0.000 0.009 0.000 0.000
Place of resident
Urban (Sulaimani) | 3.18+1.53 | 3.73+1.07 | 5.66+1.60 | 8.01+1.60 | 20.57+4.15
Suburban (District) | 2.93+1.50 | 3.61+1.06 | 5.58+1.54 | 7.78+1.75 | 19.90+3.97
T 1.813 1.278 515 1.585 1.835
Sig. 0.070 0.202 0.607 0.113 0.067
Marital Status
Married 3.15+1.50 | 3.70+1.09 | 5.66+1.58 | 7.94+1.65 | 20.45+4.16
Widowed 2.9241.81 | 3.36+1.11 | 5.79+1.39 | 8.23£1.63 | 20.31+4.11
Single 3.14+1.45 | 3.81+0.92 | 5.70+1.55 | 7.95+1.51 | 20.61+3.91
Divorce 2.79+1.79 | 4.00+0.77 | 5.04+1.87 | 7.96+1.59 | 19.79+3.96
F 739 2.340 1.541 377 293
Sig. 529 .072 .203 770 .830
Perceived to Economic Status
Insufficient 2.90+1.57 | 3.48+1.12 | 551+£1.67 | 7.69x1.66 | 19.57+4.27
Barely Sufficient 3.21+1.47 | 3.81+1.04 | 5.68+1.64 | 8.07+1.65 | 20.77+4.08
Sufficient 3.20£1.55 | 3.72+1.04 | 5.67+1.36 | 8.01+1.54 | 20.59+3.95
F 2.921 5.955 741 3.381 5.404
Sig. 0.054 0.003 0.477 0.035 0.005
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4.3.1.2 Medical determinant of breast cancer awareness

Another basic determinant of BC awareness in this study was medical and health

background of the women. The association of medical and health determinant with BC

awareness have shown in Table 17. BC family history either first degree or second degree,

and women who have past minor breast disorders were one of medical variables which was
significantly associated with BC awareness (T= 2.956, P= 0.003), (T=8.41, p=0.000). High
mean of breast CAM was found among those who present in BC family history
(21.51+4.06) and past minor breast disorder (21.85+3.35). From another side mean breast

CAM was higher among women have 4 children (21.13+3.67), use contraceptive
(20.52+4.11), not lactated 20.52+4.22, smoking (20.78+4.20), not have chronic diseases
(20.45£4.10), self-referred to the center (22.04+3.21).

statistically was not significant.

Meanwhile, this observation

Table (17): Relationship between BCAM and medical and health variables of study
sample
Aware: Aware: Aware: Aware: Grand
screening nature of | BC risk awareness:
Variables BC symptom' | factors& | (BC
S health knowledge
behavior |)
Parities
Nul para 3.14+£1.45 | 3.73+£.94 | 5.74+1.47 | 8.07+x1.54 | 20.67+£3.81
1 para 2.85+1.42 | 3.65+1.20 | 5.82+1.43 | 8.00+1.55 | 20.32+4.28
2 paras 3.16+£1.56 | 3.70+1.10 | 5.50+£1.72 | 8.08+1.75 | 20.44+4.33
3 paras 3.26x£1.53 | 3.79+.99 | 5.63+1.71 | 7.89+1.62 | 20.57+4.24
4 paras 3.26x£1.50 | 3.78+1.14 | 5.91+1.34 | 8.18+1.54 | 21.13£3.67
5 paras and above 2.94+1.60 | 3.55+1.12 | 5.41+1.62 | 7.62+1.68 | 19.51+4.20
F 1.261 0.939 1.774 1.930 2.197
Sig. 0.279 0.455 0.116 0.087 0.053
Use of Contraceptive
Yes 3.19+1.51 | 3.71+1.10 | 5.63£1.60 | 7.98+1.63 | 20.52+4.11
No 2.99+1.57 | 3.69+.98 | 5.66+1.55 | 7.88+1.65 | 20.23+4.16
T 1.542 0.225 -0.222 0.724 0.831
Sig. 0.124 0.822 0.824 0.469 0.406
Family History of BC
No 3.02+1.54 | 3.69+1.06 | 5.60+1.58 | 7.94+1.62 | 20.25+4.10
Yes 3.74+£1.27 | 3.81+1.14 | 5.90£1.61 | 8.06+1.67 | 21.51+4.06
T 4.585 1.160 1.818 0.656 2.956
Sig. 0.000 0.246 0.069 512 0.003
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History of First Degree

No 3.09+1.53 | 3.68+1.06 | 5.61+1.58 | 7.96+1.62 | 20.35%4.1
Yes 3.78+1.26 | 4.08+1.13 | 6.19+1.60 | 8.03+1.78 | 22.08+3.90
T 2.637 2.179 2.146 0.255 2.475
Sig. 0.009 0.030 0.032 0.799 0.014
History of Second Degree

No 3.05£1.54 | 3.71£1.06 | 5.63£1.57 | 7.94+1.63 | 20.33+4.10
Yes 3.74+£1.25 | 3.69+1.14 | 5.76£1.69 | 8.10+1.65 | 21.29+4.17
T 3.826 -0.145 0.721 0.810 1.972
Sig. 0.000 0.884 0.471 0.418 0.049
Lactation

Yes 3.14+1.52 | 3.69+1.08 | 5.64+1.59 | 7.92+1.62 | 20.40+4.08
No 3.08+1.54 | 3.74+1.04 | 5.63£1.56 | 8.07+1.65 | 20.52+4.22
T 0.532 -0.510 0.103 -1.111 -0.336
Sig. 0.595 0.610 0.918 0.267 0.737
Smoking

Yes 3.43+£1.45 3.80+ 5.48+1.64 | 8.07£1.54 | 20.78+4.20
No 3.10£1.53 | 3.70£1.06 | 5.65+1.58 | 7.95+1.64 | 20.41+4.11
T 1.434 0.644 -0.724 0.457 0.601
Sig. 0.152 0.520 0.469 0.648 0.548
Have chronic disease

Yes 3.12+1.54 | 3.68+1.07 | 5.59+1.60 | 7.99+1.69 | 20.38+4.18
No 3.13£1.52 | 3.71£1.07 | 5.66£1.58 | 7.95+1.61 | 20.45+4.10
T -0.074 -0.336 -0.516 0.311 -0.191
Sig. 0.941 0.737 0.606 0.756 0.849
Have past breast minor disorder

Yes 3.73x1.19 3.90+0.9 6.12+1.27 8.11+1.56 21.85+3.35
No 2.69+1.59 3.56+1.1 5.29+1.70 7.85+1.67 19.39+4.32
T 9.76 4.23 7.24 2.11 8.41

P 0.000 0.000 0.000 0.035 0.000
Referred by

Herself 3.88+1.15 | 3.91+.94 | 6.17£1.27 | 8.08+1.62 | 22.04+3.21
Health professional | 3.59+1.34 | 3.83+.99 | 6.10+1.51 | 7.83+1.70 | 21.35+3.82
Other relative 3.59+1.17 | 3.65+1.27 | 6.29£1.53 | 7.94+1.24 | 21.47+3.4
F 2.463 0.810 0.184 0.899 1.70
Sig. 0.086 0.445 0.832 0.408 0.184

4.3.2 BC awareness relation to utilizing (practice) screening methods

Table 18 shows the means of breast CAM versus tilization of screening methods.

This study found that there was a significant association between breast CAM means and
the utilizing of screening methods, practice of the BSE (F=86.05, P=0.000), the utilizing
the CBE (F=85.26, P=0.000), and mammography use (T=8.431, P=0.000). The breast
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CAM mean was significantly higher among those women who practice BSE regularly
(23.25+2.85) in respect to those practice BSE rarely (20.86+£3.52) or never practice
(18.15+4.39).  Similarly, the breast CAM mean was significantly higher among those
women who participate in screening to screening purpose (23.25+3.04) in respect to those
who participate to diagnosis (21.53+3.49) or never participate (18.29+4.12). In same
concerning breast CAM mean was significantly higher among those women who done a
mammography (22.81+3.09) in respected to those who not done mammography
(19.55+4.02).

Table (18): Relationship between BCAM and utilizing the screening methods

Aware- RF | Total

Anare Aware | Aware BC & health awareness

Variables i g
screening BC symptom's behavior of BC

Practice BSE
Never 217158 | 3.41+1.19 | 4.98+1.75 | 7.59+1.67 | 18.15+4.39
Rarely 3.30+1.28 3.73+.99 | 5.83+1.44 | 8.00+1.61 | 20.86+3.52
Regularly 4.33+.90 4.15+.89 | 6.28+1.23 | 8.50+1.47 | 23.25+2.85
Total 3.13+1.52 | 3.70+1.07 | 5.64+1.58 | 7.96+1.63 | 20.43+4.12
F 119.647 21.629 37.666 13.845 86.053
Sig 0.000 0.000 0.000 0.000 0.000
Participating or not participate (Utilization of CBE)
Not 2.15+1.41 | 3.45+1.19 | 4.84+1.66 | 7.85+1.59 | 18.29+4.12

participate

Forscreening | 4.25+0.92 | 4.09+0.83 | 6.50+0.91 8.41+1.83 | 23.25+3.04

For diagnosis | 3.67+1.27 | 3.86+£0.98 | 6.02+1.42 7.99+1.58 | 21.53+3.49

Total 3.19+1.52 | 3.74+1.07 | 5.66+1.58 | 8.00+1.64 | 20.60+4.12
F 138.250 17.576 65.722 4.325 85.263
Sig. 0.000 0.000 0.000 0.014 0.000
Mammography

Yes 4.10+£1.04 | 3.98+0.90 | 6.44+0.96 | 8.29+1.65 | 22.81+3.09
No 2.80+1.50 | 3.66+1.08 | 5.28+1.68 | 7.81+1.62 | 19.55+4.02
F 9.148 3.00 7.543 2.854 8.431
sig 0.000 0.003 0.000 0.005 0.000

4.3.3 Breastcancer awareness relation to patient delay
Another utilizing of screening method was for diagnosis. Women with minor breast
disorder have been utilized screening methods for diagnosis their condition in the early

diagnosis program. In this regarding; patient may delay in utilizing screening methods due
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to lack of awareness about BC. Table 19 shown the relation of women awareness and delay
in utilizing of screening methods. The study found that the relation of patient delay with
patient awareness about BC was very weak and negative, and this correlation was not
statistically significant (R= -.013, p-value= 0.817).

Table (19): Spearman's rho correlation of patient delay and breast CAM

Breast CAM Patient delay

Correlation Coefficient Sig. (2-tailed)
Aware screening 0.033 0.549
Aware BC 0.056 0.307
Aware BC symptom's 0.014 0.793
Aware- RF & health behavior -0.068 0.214
Total awareness of BC -0.013 0.817

4.3.4 Awareness of women about the CAM items

Awareness has been measured based on breast CAM in this study. Breast CAM has
encompassed the four different components of understanding, screening, BC, warning sign
of BC, and the risk factors and healthy behavior related to cancer. Table 20 shown the
frequency of true answer about each component. Regarding to screening awareness the
study found that, however, 564 (75.2%) of women knew how perform the BSE, half of
women 373 (49.7%) knew that BSE should be done monthly. Similarly, the current study
found that the 294 (39.3%) of women did hear about mammography screening, (done every
2 years after age 40 year). Regarding to BC awareness, most women 710 (94.7%) knew
that BC has a high mortality (fatalist) without treatment, and 703 (93.7%) of women knew
that BC is curable in early stage. Meanwhile; less than half of women 351 (46.8%) knew
that BC is more common in obese women. Knowledge about common warning sign of BC
was higher among women, most women aware about lump 720(96%), pain 699(93.2%)
and abnormal changes in size 663 (88.5%), but some of the women knew about nipple
retraction 378 (50.4%) is warning signs. Lastly, knowledge about risk factor and healthy
behavior were prominently varies per each item. Most women knew that practicing
lactation 726 (96.8%) and physical exercise 721 (96%) could decrease the risk of BC.
While only a few of the women knew that late menopause 52 (6.9%) and delivery in late
age (more than 30 years) 201 (26.8%) were risk factors for BC.
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Table (20): Distribution of women's true answer about breast CAM questions

Knowledge about: screening, BC, sign and symptoms True Percentage
and risk factor - (Breast CAM) version 2): answer | of true
Did you know following statement about BC? answers (%)
Screening

Do you know how to perform BSE 564 75.2

Do you know about CBE, (Every year visit screening 592 78.9
center after 30 years old)

Do you hear about mammogram (every 2 years Visit 294 39.3
screening center after 40 years old)

BSE should be done monthly 373 49.7

Did you know there is screening program in the Sulaimania | 521 69.5
before you visit this center

Breast Cancer

BC is curable in early stages 703 93.7

BC is highly mortality without treatment 710 94.7
Painless in early stages 541 72.1

BC more common in women over age 473 63.1

BC more common in obese women 351 46.8
Warning signs (Is there any concerning of these disorders with breast cancer)
pain 699 93.2

A lump is definitely cancer 720 96.0
Sudden and abnormal changes in size 663 88.5
Discharges from nipple 625 83.3
Changes in nipple shape, nipple rash 528 70.5
Redness of skin 618 82.4
Nipple retraction 378 50.4
Risk Factors and health behavior (what is the effect of the following factors for
Breast cancer)

Breast feeding practice 721 96.1
Practice physical exercise 726 96.8
Low fat intake 655 87.3
Smoking 725 96.9
Alcohol 711 94.8
Radiotherapy 446 59.5

Late menopause 52 6.9

Long oral contraceptive pills 484 64.6
Family history of breast cancer 599 80.2
Trauma to breast area 188 25.1
Nulliparity (infertility) 462 61.6
High age at first delivery (more than 30 years) 201 26.8
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Women source of information regarding to the utilizing of screening methods was
shown in Table 21. This study showed that the main sources of information regarding to

screening methods were mass media 302 (61%), and women's relative 160 (26%).

Table (21): Distribution of source of information about screening methods

Source of information about screening methods Frequency | Percentage
Mass media (TV, Radio and Internet) 302 61
Health care professional 138 23
Relative 160 26
Total 600 100

44 Determinant Of Women's Attitude Toward Breast Cancer

Women's attitude toward BC was taken as another determinant in utilizing the
screening method or participate in screening. According to champion health believe model,
women's perceived of seriousness and susceptibility, and motivation and confidence
toward disease would have taken a role to participate in screening or utilizing the screening
method. Negative women's attitude toward BC may become a barrier to utilizing screening
methods or participating in screening. Socioeconomic and medical characteristic of women
has been studied in relation with women's attitude toward BC.

4.4.1 Socioeconomic characteristics in determining the women's attitude about BC

Women's attitude toward BC such as perceived seriousness and susceptibility of
BC, and motivation and confidence of women may vary in relation with socioeconomic
characteristics of women. Perceived seriousness, susceptibility, motivation and confident
were measured based on (CHBM- version 2). Table 22 shown the mean perceived of
seriousness and susceptibility of BC, and motivation and confidence of women in relation
of BC. The owverall mean of the perceived seriousness of BC, susceptibility of BC,
motivation and confident were (19.26+5.37), (8.12+1.78), (18.87+£3.51), and (20.28+4.48)
respectively. This study found that the mean of perceived BC seriousness was higher in
women who aged 30-39 years old (19.46+4.85), employed (19.46%4.85), uneducated
(19.55£6.72), urban (Sulaimani) resident (19.39+5.49), married, barely self-perceived
economic status (19.34+5.25). While none of these differences were statistically

significant.
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Perceived susceptibility of BC was significantly lower in women age grouped 20-
29 vyears (7.61+1.96) comparatively (F=4.237, p=0.015). Similarly, the mean of
susceptibility of BC was higher in women who employed (8.17+1.72), urban resident
(Sulaimani) (8.15%£1.72), divorced (8.32+1.78), and low in un-educated women
(7.99+1.72) and insufficient self-perceived economic status (7.97+£1.60). But none of

difference was statistically significant.

Mean of motivation was statistically higher in women who employed (19.81+3.11),
urban resident (Sulaimani) (19.03+3.45,), and regularly it is increased with education level
(bachelor degree) (20.26+3.31), and husband education level (bachelor) (20.09+3.06), and
it is low in insufficient self-perceived economic status (18.09+3.46). The significant
associations were found in employing (T=5.379, p=0.000), place of residence (T= 2.318,
p= 0.021), education level (F=15.504, p=0.000), husband's education (F=8.062, p=0.000),
self-perceived economic status (F=6.262. p=0.002). However mean of motivation was high
in aged groups 30- 39 year (19.23£3.45) and single women (19.56+3.29), the difference

statistically was not significant.

Mean of confidence (20.83+4.46) was statistically high in employed women
(T=2.43, p= 0.015). In same concerning mean of confidence was low in the age group 20-
29 years (19.28+4.52), un-educated (19.48+4.83), sub- urban resident (19.96+4.91), and
widow (19.33£4.93), meanwhile none of this difference statistically was significant.

Table (22): Relationship of perceived seriousness and susceptibility, motivation and
confident versus socioeconomic Vvariables of study sample

Variables Perceived Perceived | Perceived Perceived
Seriousness | Susceptible | Motivation Confident

Age groups

20 -29 year 19.06+£4.59 | 7.61+1.96 18.93+3.41 19.28+4.52

30- 39 year 19.46+4.85 | 8.20+1.72 19.23+3.45 20.27+4.42

40 and more 19.19+5.79 | 8.18+1.76 18.66+3.56 20.50+4.49

Total 19.26+5.37 | 8.12+1.78 18.87+£3.51 20.28+4.48

F 0.266 4.237 1.975 2.713

P 0.767 0.015 0.139 0.067

Occupation status

Employed 19.46x£4.85 | 8.17+1.72 19.81+3.11 20.8314.46
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Unemployed 19.1945.37 | 8.09+1.81 18.38+3.61 19.99+4.47
T 0.527 0.568 5.379 2.439
P 0.599 0.570 0.000 0.015
Education level
Uneducated 19.55+6.72 | 7.99+£1.72 16.69+3.52 19.48+4.83
Primary 19.11+4.83 | 8.06+£1.68 18.46+3.54 20.66+4.52
Secondary 19.35+5.58 | 8.15+1.88 19.23+3.37 20.3+14.50
Diploma 19.45+4.81 | 8.28+1.59 19.74+3.03 20.13+4.42
Bachelor and above 18.73+5.18 | 8.09+2.05 20.26+3.31 20.23+3.83
F 0.327 0.416 15.504 1.132
P 0.860 0.797 0.000 0.340
Husband Education level
Uneducated 19.91+6.75 | 8.16x1.55 18.52+3.24 20.72+4.74
Primary 19.38+4.66 | 8.07£1.72 17.91+3.63 20.59+4.52
Secondary 18.82+5.17 8.23+£1.82 18.85£3.56 19.94+4.42
Diploma 19.92+7.00 | 8.08+1.72 20.04+3.14 20.47+4.00
Bachelor and Above 19.56+4.69 | 8.16+2.11 20.09+3.06 20.42+5.27
F 1.009 0.235 8.062 0.776
P 0.402 0.919 0.000 0.541
Place of resident
Urban (Sulaimani) 19.3945.49 | 8.15+£1.72 19.03+3.45 20.37+4.36
Suburban (District 18.79+4.93 | 8.01+£1.97 18.31+£3.70 19.96+4.91
T 1.262 0.934 2.318 1.025
P 0.207 0.351 0.021 0.306
Marital Status
Married 19.36+5.47 | 8.13+£1.80 18.79+3.53 20.33+4.49
Widowed 18.38+5.18 | 8.18+1.84 18.36+3.69 19.3344.93
Single 18.95+4.92 | 7.92+1.60 19.56+3.29 20.20+4.22
Divorce 19.07+4.96 | 8.32+1.78 19.14+3.45 20.71+4.57
F 0.519 0.504 1.505 0.701
P 0.669 0.680 0.212 0.552
Perceive to Economic Status
Insufficient 19.08+5.82 | 7.97+£1.60 18.09+3.46 20.69+4.35
Barely Sufficient 19.34+5.25 8.17+1.87 19.04+£3.57 20.02+4.57
Sufficient 19.26+5.23 | 8.15+£1.76 19.29+3.37 20.50+4.34
F 0.136 0.804 6.262 1.638
P 0.872 0.448 0.002 0.195
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4.4.2 Health condition determining of women's attitude about BC

Medical background and health condition of women have been studied in relation
with women's attitude toward BC. Table 23 shows that the mean of the perceived
seriousness of BC was high among one para (19.94+4.40), use contraceptive (19.25+5.59),
especially oral pill (19.71+7.08), first degree of BC family history (20.08+4.01), lactated
women (19.28+5.56), no smoking (19.29+5.39), not have a chronic disease (19.36+5.19),
and referred by a doctor or health staff (19.42+6.27). While none of those difference was

statistically significant.

Mean of perceived susceptibility of BC was significantly high among those who
had a family history of BC (T=-4.373, p= 0.000), either first degree (T=-4.233, p= 0.000)
or second degree (T=-2.693, p= 0.007) and women who had past minor breast disorders
(T= 4.36, P=0.000). The means of perceived susceptibility of BC were (8.81+1.95),
(9.33£1.89), (8.63£1.97) and (8.45+1.80) respectively. In same concerning, high mean of
perceived susceptibility of BC was observed in women who had 3 paras (8.39£1.87), use
contraceptive (8.16+1.84), lactated (8.15+1.82), not smoking (8.13+1.80), not have chronic
diseases (8.14+1.80), referred by doctors or health staff (8.70+1.69). But a statistical
difference was not observed in mean of these variables regarding to perceived
susceptibility of BC.

Mean of motivation was significantly high among women who were one para
(F=9.244, p= 0.000), use natural method as contraceptive(F=5.084, p= 0.000), had BC
family history(T=-2.902, p= 0.004), either first degree(T=-2.365, p= 0.018) or second
degree(T=-2.127, p= 0.034), not lactated (T=-2.649, p= 0.008), smoker(T=2.884, p=
0.004), not have chronic diseases (T=-3.372, p= 0.001) and those who had minor breast
disorders (T=2.87, P=0.004). Similarly, high mean of motivation was observed in women
who did not use contraceptive (19.23+£3.35), and self-referred for screening center

(19.68+£2.93). But these differences statistically were not significant.

Mean of confident was significantly high among women who were use
contraceptive and oral pill (F=3.693, p= 0.005), smoking (T=2.910, p= 0.004) and women
who have minor breast disorders (T=3.13, P=0.004). Similarly, high mean of confident was

observed in women who were 3 para (20.64+4.76), did not use contraceptive (20.47+4.40),
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had a BC family history (20.83+4.32), not lactated (20.58+4.55), had chronic diseases
(20.64+4.59), and self-referred to the screening center (20.53+4.42). But these differences
were not statistically significant.

Table (23) Relationship of perceived seriousness and susceptibility, motivation and
confident versus medical and health behavior

Variables Perceived Perceived | Perceived | Perceived
Seriousness | Susceptible | Motivation | Confident

Parities

Nulparity 19.16+4.82 | 7.98+1.71 19.46+3.27 | 20.50+4.43

1 para 19.94+4.40 | 7.89£1.95 | 19.52+3.41 | 19.731£4.63

2 para 19.16+5.00 | 8.18+1.74 | 19.38+3.30 | 19.55+4.19

3 para 19.56+4.81 | 8.39+£1.87 18.78+3.53 | 20.64+4.76

4 para 19.32+7.67 | 8.04+1.66 | 19.43+3.34 | 21.04+4.38

5 para 18.77+5.01 | 8.04+1.77 17.19+3.62 | 20.03+4.42

Total 19.26+5.37 | 8.12+1.78 | 18.87+3.51 | 20.28+4.48

F 0.550 1.245 9.244 1.949

P 0.739 0.286 0.000 0.084

Use of Contraceptive

Yes 19.25+5.59 | 8.16+£1.84 | 18.76+3.55 | 20.20£4.53

No 19.18+4.79 | 7.98£1.59 | 19.23+3.35 | 20.47£4.40

T 0.169 1.213 -1.617 -0.717

P 0.866 0.225 0.106 0.473

Contraceptive used methods

Not use 19.18+4.81 | 8.00+1.61 19.14+3.42 | 20.49+4.37

Contraceptive barrier | 18.58+4.95 | 8.03£1.80 18.70+3.44 | 20.02+3.85

Barrier and oral 19.40+6.86 | 8.20+£1.73 18.51+3.44 | 21.74+4.79

Contraceptive

Natural method 19.53+4.79 | 8.25£1.86 | 19.35+3.46 | 20.16+4.58

Oral pill 19.71+7.08 | 8.09£1.94 | 17.49+3.74 | 19.19+4.85

F 0.892 0.689 5.084 3.693

P 0.468 0.599 0.000 0.005

Family History of BC

No 19.32+5.44 | 8.00+£1.72 18.72+3.54 | 20.19+4.50

Yes 18.91+4.99 |8.81+1.95 | 19.78+3.23 | 20.83%4.32

T 0.739 -4.373 -2.902 -1.384

P 0.460 0.000 0.004 0.167
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History of First Degree

No 19.22+5.43 | 8.06£1.75 | 18.81+3.51 | 20.26+4.48
Yes 20.08+4.01 | 9.33+1.89 | 20.22+3.27 | 20.61+4.48
T -0.940 -4.233 -2.365 -0.452

P .348 0.000 0.018 0.651
History of Second Degree

No 19.38+5.39 | 8.06£1.75 | 18.78+3.54 | 20.22+4.51
Yes 18.30+5.19 | 8.63£1.97 19.66+3.19 | 20.78+4.17
T 1.694 -2.693 -2.127 -1.042

P 0.091 0.007 0.034 0.298
Lactation

Yes 19.28+5.56 | 8.15+1.82 18.67+3.49 | 20.18+4.46
No 19.20+4.84 | 8.04+1.67 19.44+3.52 | 20.58+4.55
T 0.181 0.779 -2.649 -1.077

P 0.857 0.436 0.008 0.282
Smoking

Yes 18.76+£5.35 | 7.91£1.36 | 20.33+2.85 | 22.15+4.46
No 19.29+5.39 | 8.13£1.80 | 18.79+3.53 | 20.18+4.44
T -0.645 -0.804 2.884 2.910

P 0.519 0.422 0.004 0.004
Have Chronic Disease

Yes 18.97+5.90 | 8.06+1.71 18.13+3.75 | 20.64+4.59
No 19.36+£5.19 | 8.14+1.80 | 19.12+3.40 | 20.16%4.44
T -0.845 -0.524 -3.372 1.269

P 0.399 0.600 0.001 0.205
Have a past history of minor breast disorder

Yes 19.42+4.92 | 8.45£1.80 | 19.30+3.22 | 20.83%4.31
No 18.96+4.94 | 7.88+£1.73 | 18.56+3.69 | 19.81+4.46
T 1.27 4.36 2.87 3.13

P 0.20 0.000 0.004 0.002
Referred by

Herself 18.88+5.57 | 8.27£1.86 | 19.68+2.93 | 20.5314.42
Health professional 19.42+6.27 | 8.70+£1.69 19.44+3.49 | 20.44+4.97
Other relative 18.94+3.86 | 8.47+2.34 | 18.53+3.22 | 18.35%5.12
F 0.343 2.032 1.242 1.801

P 0.710 0.132 0.290 0.166

78




Chapter Four Results

4.4.3 Women's attitude toward BC in relation with utilizing of screening methods

According to health belief model women's attitude toward BC could be directly
determined the women's screening behavior. In this study mean of women's attitude such
as perceived seriousness, susceptibility of BC, motivation, and confidence in related
screening method (BSE, CBE, and mammography) have shown in Table 24. Mean of
perceived seriousness (18.22+5.11) was significantly lower in those women who regularly
practice BSE (F=4.589, p= 0.010). Similarly, mean of perceived seriousness was low in
women utilizihng CBE for screening (participate in screening) (18.32+4.79), among those
who do mammography (19.12+6.07), But statistically, the differences were not significant.

Mean of perceived susceptibility of BC (8.45+1.79) was significantly higher in
women who utilizing CBE for screening purpose compared to those not participate or
utiize CBE for diagnosis (F=10.194, p=0.000). Similarly; perceived susceptibility of BC
was higher in women who regularly practice BSE (8.31+1.86) compare those who rarely
practice or not practice, and high mean was observed in those who do mammography
(8.39£1.91), meanwhile this difference statistically was not significant.

High mean of motivation was significantly observed in women who regularly
practice BSE (20.95+2.46), utilizing CBE for screening (21.04+2.27), and do
mammography (19.61+3.12). Significant values were (F=58.911, p=0.000), (F=39.899,
p=0.000), (T=3.881, p=0.000) respectively.

High mean of confident (23.13+3.94) was significantly observed in women who
regularly practice BSE (F=90.254, p=0.000). Similarly; high mean observed in women
utilizing CBE for screening (21.18+4.35), not done mammography (20.53+£4.50) but these
statistic differences were not significant.

Table (24): Relationship of perceived seriousness and susceptibility, motivation

and confident versus utilizing of screening method.

Wyl G Perceive Perceive Perceive Perceive
Seriousness Susceptible Motivation Confident

Practice BSE

Never practice 19.024+5.71 7.92+1.66 17.22+3.38 17.63+4.16

Rarely practice 19.79+5.20 8.18+1.81 19.17+3.45 20.93+3.97

Regularly practice 18.22+5.11 8.31+1.86 20.95+2.46 23.13+£3.94

Total 19.26+5.37 8.12+1.78 18.87+£3.51 20.28+4.48
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F 4.589 2.480 58.911 90.254
P 0.010 0.084 0.000 0.000
Purpose of Participating in Screening
Not participate 19.40+4.98 7.80+1.61 17.62+3.85 20.09+4.33
For screening 18.32+4.79 8.45+1.79 21.04+2.27 21.18+4.35
For diagnosis 19.53+6.02 8.41+1.77 19.12+3.20 20.42+4.58
Total 19.29+5.47 8.19+1.74 18.87+3.53 20.42+4.46
F 1.985 10.194 39.899 2.199
P 0.138 0.000 0.000 0.112
Do Mammography
Yes 19.12+6.07 8.39+1.91 19.61+3.12 20.42+4.47
No 19.234+5.66 8.08+1.67 18.20+3.67 20.53+4.50
Total 19.19+£5.79 8.18+1.76 18.66+3.56 20.50+4.49
T -0.177 1.744 3.881 -0.237
P 0.860 0.082 0.000 0.813

4.4.4 Patient delay in relation with women's attitude toward breast cancer

Women with minor breast disorders may delay in utilizing the screening methods

due to negative or lack attitude toward BC. Table 25 shows the relation of women attitude

and delay in utilizing of screening methods. Women tend to utilize the screening methods

when they feel any minor disorders of their breast in the early diagnosis program. The

patient delay in this study was measured by days. There was high significant relation
between women's health motivation and patient delay (R= -0.166, P=0.009). Health

motivation was negatively associated with patient delay. Women's perceived seriousness,

perceive susceptibility, and confident were negative and weak associated with patient

delay, while these relations were not statistically significant.

Table (25): Spearman's rho correlation of patient delay with women's attitude toward BC

Women's attitude toward breast Patient delay

cancer Correlation Coefficient Sig. (2-tailed)
Perceived seriousness -0.048 0.453
Perceived susceptibility -0.016 0.800
Health Motivation -0.166™" 0.009
Confident -0.097 0.129
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45 Women's Attitude Toward Utilizing The Screening Methods

Depend on health believe model, women's utilizing of screening methods are stand
on women's perceived toward the benefits and barriers of these methods. The association
of socioeconomic, medical background and health conditions versus women perceived

toward benefit and the barriers of utilizing screening method have studied in this section.

45.1 Socioeconomic determining of women's perceived toward screening methods

Mean of perceived benefits and barriers for utilizing screening methods in relation
with socioeconomic variables have shown in Table 26. In overall mean of perceived
benefits of BSE was (15.40+2.39), barriers of BSE (8.48+2.36), benefits of mammography
(21.13£2.06), barriers of mammography (21.71+4.92), the benefits of CBE (11.16+1.51),
and barriers of CBE (14.23£3.09).

Current study pointed out that mean of benefits of BSE (15.68+2.48) was
significantly higher in women who were employed (T= 2.331, p= 0.020). Similarly; the
highest mean of perceived of benefits of BSE was observed in women aged 30-39 years
old (15.50£2.45), bachelor education level (15.64+2.26), urban resident (15.47+2.29),
widowed (14.85+2.59), insufficient perceived economic status (15.54+2.15). But

statistically, the differences were not significant.

In a same concerning, a significantly high mean of women's perceived barriers of
BSE was found in women who were un-educated (9.04+2.52), husband diploma education
level (8.72+2.18) or un-educated (8.66+2.43). A significant value was (F=3.045. p=0.017),
(F=3.204. p=0.013) respectively. Similarly; highest mean of barriers of BSE was observed
in women who were aged 40 years old and above (8.64+2.37), unemployed (8.52+2.37),
urban resident (8.51+2.28), divorce (8.86+2.59), insufficient self-perceived economic

status (8.80+2.65). Meanwhile the significant difference was not observed.

Current study illuminated a significant higher mean of women's perceived benefits
of mammography in women who were diploma education level (21.46+2.09), diploma
husband's education (21.64+1.97), urban resident (21.21+2.10), and barely sufficient
economic status (21.32+2.12). And significant values were (F=3.362, p=0.010), (F=2.964,
p=0.019), (T=2.166,p=0.031),(F=3.677, p=0.026) respectively. Similarly, high mean of
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women's perceived benefits of mammography was found in women who were aged 30- 39
years old (21.27+2.11), employed (21.30£2.38), widowed (21.38+1.46). But statistically,
the differences were not significant.

A significantly higher mean of women's perceived barriers of mammography was
found in women who were un-education level (23.21+4.75), uneducated husband's
education (22.38+4.75), and insufficient economic status (23.06+4.73). A significant
values were (F=3.180, p=0.013), (F=5.187, p=0.000), (F=9.327, p=0.000) respectively.
Similarly, high mean of women's perceived barrier of mammography was observed in
women who were aged 40 and over a year old (21.92+4.85), unemployed (21.79+4.63),
sub-urban resident (21.99+4.63), divorce (22.36%5.49), but these differences were not
statistically significant.

Current study pointed out that mean of women's perceived benefits of CBE was
significantly high in women who were urban resident (11.23+1.52) (T=2.842, p=0.005).
Similarly, high mean of women's perceived benefits of CBE was indicated in women who
were aged 30- 39 year old (11.17+1.63), employed (11.25+1.68), bachelor and above
education level (11.31+1.57), diploma husband's education (11.42+1.45), married
(11.18+£1.57), and sufficient economic status (11.24+1.57). But statistically, the differences

were not significant.

A significantly higher mean of women's perceived barriers of CBE was shown in
women who were un-education level (14.92+3.32), un-educated husband's education
(14.50£3.06), and insufficient economic status (14.90+3.27). A significant values were
(F=3.084, p=0.016), (F=6.151, p=0.000), (F=10.540, p=0.000) respectively. Similarly,
high mean of women's perceived barriers of CBE was found in women who were aged 40
and over year old (14.23+3.09), unemployed (14.11+2.97), sub-urban resident
(14.11£3.09), divorce (14.64+3.41), but these differences statistically were not significant.
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Table (26): Relationship of perceived benefits and barriers of utilizing screening methods
with socioeconomic variables of study sample

Variables | Perceive Perceive | Perceive Perceive Perceive | Perceive
Benefit of | Barrie of | Benefit Barrier of | Benefit of | Barrier of
BSE BSE _Mammo | Mammog CBE CBE
graphy raphy

Age groups

20-29 14.90+2.7 | 8.45+25 | 20.87+1.9 | 21.57+4.4 | 10.98+1.5 | 13.55+2.9
ear

go- 39 15.50+2.4 | 8.20+2.2 | 21.27+2.1 | 21.39+5.1 | 11.17£1.6 | 13.81+2.8
ear

21/0 and 15.44+2.2 | 8.64+2.3 | 21.10+2.0 | 21.92+4.8 | 11.16x1.5 | 14.23+3.0

more

Total 15.40+2.3 | 8.48+2.3 | 21.13+2.0 | 21.71+4.9 | 11.15+1.5 | 14.02+3.0
F 2.229 2.68 1.337 0.911 0.585 2.700

P 0.108 0.069 0.263 0.402 0.558 0.068

Occupation

Employed | 15.68+2.4 | 8.41+2.3 | 21.30+2.3 | 21.56+5.4 | 11.25+1.6 | 13.85+3.1
Un 15.25+2.3 | 8.52+2.3 | 21.03+1.8 | 21.79+4.6 | 11.09+1.4 | 14.11+2.9

employed

T 2.331 -0.576 1.707 -0.614 1.362 -1.100
P 0.020 0.565 0.088 0.539 0.174 0.272
Education level

Un 14.96+2.4 | 9.04+25 | 20.51+1.9 | 23.21+4.7 | 11.25+1.3 | 14.92+3.3

educated

Primary 15.43+2.3 | 8.31+2.2 | 21.20+1.9 | 21.21+4.6 | 10.98+1.5 | 13.94+2.9

Secondary | 15.37£2.4 | 8.55+2.3 | 21.22+2.1 | 21.91+5.3 | 11.17£1.5 | 14.07£3.0
Diploma 15.60+2.3 | 8.60+2.3 | 21.46+2.0 | 21.42+4.7 | 11.23+1.6 | 13.74+2.8
Bachelor 15.64+2.2 | 7.83+2.1 | 20.81+2.0 | 21.07+4.4 | 11.31+1.5 | 13.39+2.9

and above

F 1.167 3.045 3.362 3.180 1.029 3.084

P 0.324 0.017 0.010 0.013 0.391 0.016
Husband's education

Un 15.55+2.8 | 8.66+2.4 | 21.37+1.9 | 22.38+4.7 | 11.17£1.7 | 14.50+£3.5

educated

Primary 15.60+2.2 | 8.53+2.3 | 20.86+1.9 | 22.18+4.6 | 11.30+1.4 | 14.34+£3.0

Secondary | 15.19+2.2 | 8.57+2.4 | 21.16+2.0 | 21.71+4.7 | 11.04+£1.6 | 14.17+2.9
Diploma 15.42+2.2 | 8.72+2.1 | 21.64+1.9 | 21.81+5.9 | 11.42+1.4 | 13.70+£2.9
Bachelor 15.48+2.9 | 7.48+2.4 | 20.72+2.4 | 19.11+4.8 | 11.13+1.4 | 12.38+3.1

and Above

F 0.905 3.204 2.964 5.187 1.302 6.151
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P 0.460 0.013 0.019 0.000 0.268 0.000
Place of resident

Urban 15.47+2.2 | 8.51+2.2 | 21.21+2.1 | 21.64+5.0 | 11.23+1.5 | 13.99+2.9
Suburban | 15.13+2.6 | 8.40+2.6 | 20.82+1.8 | 21.99+4.6 | 10.84+1.6 | 14.11+3.0
T 1.601 0.487 2.166 -0.802 2.842 -0.432
P 0.110 0.627 0.031 0.423 0.005 0.666
Marital Status

Married 15.43+2.3 | 8.44+2.3 | 21.09+2.0 | 21.645.02 | 11.18+1.5 | 13.98+3.1
Widowed | 14.85+2.5 | 8.67+2.4 | 21.38+1.4 | 22.21+4.1 | 11.08+1.4 | 14.49+2.8
Single 15.48+2.6 | 8.50+2.0 | 21.23+2.1 | 22.11+4.3 | 10.99+1.5 | 13.93+2.6
Divorce 15.21+2.3 | 8.86+2.5 | 21.32+2.0 | 22.36+5.4 | 11.04+1.5 | 14.64+3.4
F 0.804 0.389 0.429 0.579 0.445 0.775

P 0.492 0.761 0.732 0.629 0.721 0.508
Perceive to Economic Status

Insufficien | 15.54+2.1 | 8.80+2.6 | 20.84+1.9 | 23.06+4.7 | 10.94+1.5 | 14.90+3.2
t

Barely 15.33+2.4 | 8.38+2.2 | 21.32+2.1 | 21.31+5.0 | 11.20+1.5 | 13.75+2.9
Sufficient

Sufficient | 15.42+2.4 | 8.39+2.2 | 21.01+1.9 | 21.18+4.5 | 11.24+15 | 13.69+2.8
F 0.472 2.094 3.677 9.327 2.191 10.540
P 0.624 0.124 0.026 0.000 0.112 0.000

45.2 Medical and health condition determining of women's perceived toward

screening methods

Mean of perceived benefits and barriers for utilizing screening methods in relation

to medical and health condition variables have shown in Table 27. This study found that

there was not a significant relation of perceived benefits of BSE and medical and health

condition variables. Meanwhile; the highest mean of perceived benefits of BSE was found

in women who were 4 paras (15.83+2.18), used the contraceptive (15.41+2.37) especially
contraceptive with an oral pill (15.79+2.23), had a BC family history (15.41+2.39), not
lactated (15.48+2.55), smoking (16.00+1.95), did not have a chronic disease (15.40£2.41)

and themselves referred for screening center (15.44+2.29). But, the significant relation was

not found.

A significant higher mean of perceived barriers of BSE was observed in women

who use oral pill as contraceptive (9.44+2.41), (F= 5.346, P= 0.000), not smoking
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(8.55%£2.35) (T=-3.171, p= 0.002) and women had not minor past breast disorders
(8.64+2.36) (T= -2.181, P=0.030). Similarly, high mean of perceived barriers of BSE was
pointed out in women who no para (8.61+2.33), does not use contraceptive (8.60+2.32),
had a chronic disease (8.51+2.27), other relative referred them to the screening center
(9.53+3.16). But this difference statistically was not significant.

This study found that there was not a significant relation of perceived benefits of
mammography and medical and health condition variables. Meanwhile the higher mean of
perceived the benefits of mammography was shown in women who were not use of
contraceptive (21.19+1.98), not have a BC family history (21.18+2.00), and themselves
referred for screening center (21.16+2.15).

A significant higher mean of perceived barriers of mammography was indicated in
women who use oral pill as contraceptive (23.07+£4.95), (F= 2.876, P= 0.022) and not
smoking (14.08+£2.97) (T=-2.876, p= 0.004), and not had past minor breast disorders
(22.11+4.96) (T= -2.989, P= 0.003). The current study indicated that the mean of perceived
barriers of mammography was high in women who had 5 paras or more (22.66+4.74), not
had a BC family history (21.76+4.94), had a chronic disease (21.93+5.00), doctors referred

them to screening center (21.26+4.29). Meanwhile the significant difference was not found.

This study found that there was not a significant relation of perceived benefits of
CBE with medical and health condition variables. Meanwhile the high mean of the
perceived benefits of CBE was found in women who were used of contraceptive
(11.16£1.55), not had a BC family history (11.16+1.56), smoking (11.57+£1.50), and other

relatives referred them to the screening center (13.47+3.22).

The current study revealed on that mean of perceived barriers of CBE was
significantly high in women who use oral pill as contraceptive (14.98+3.23), (F= 3.757, P=
0.005), not smoking (14.08+2.97) (T=-2.305, p= 0.021) and those not have a past minor
breast disorder (14.40+3.16) (T=-4.094, P=0.000). Similarly, high mean of perceived
barriers of CBE was found in women who were 5 para or more (14.60+3.35), not had a BC
family history (14.10+3.06), had a chronic disease (14.35+3.37), other relative referred
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them to screening center (13.47£3.22).

significant.

But statistically, the differences were not

Table (27): Relationship of perceived benefits and barriers of utilizing screening methods
with medical and health condition variables

Variables Perceived | Perceive | Perceived | Perceived | Perceived | Perceived

Benefit of | d Barrie | Benefit Barrier of | Benefit of | Barrier of
BSE of BSE | _Mam Mam CBE CBE

Parities

Nulparity 15.44425 | 8.61+2.3 | 21.26+1.9 | 21.61+4.6 | 11.16+1.6 | 13.93+2.9

1 paras 15.60+2.6 | 8.34+2.3 | 21.23+2.0 | 21.97+4.5 | 11.27+1.4 | 13.81+2.9

2 paras 15.12+2.4 | 8.45+2.3 | 21.15+2.2 | 21.65+5.5 | 11.06£1.5 | 13.84+2.8

3 paras 15.44+2.2 | 8.57+2.4 | 21.02+2.1 | 21.63+4.8 | 11.05+1.7 | 14.09+2.9

4 paras 15.83+2.1 | 7.90+2.1 | 21.26+£1.8 | 20.71+4.7 | 11.32+1.3 | 13.65+2.9

5 paras 15.1442.3 | 8.82+2.4 | 20.94+1.9 | 22.66+4.7 | 11.13+1.5 | 14.60+3.3

Total 15.39+2.3 | 8.48+2.3 | 21.11+2.0 | 21.67+4.9 | 11.16+1.5 | 14.02+3.0

F 1.583 2.127 0.542 2.068 0.555 1.593

P 0.163 0.060 0.744 0.067 0.735 0.160

Use of Contraceptive

Yes 15.41+2.3 | 8.42+2.3 | 21.11+2.1 | 21.6745.1 | 11.16+1.5 | 13.95+3.1

No 15.38+2.4 | 8.60+2.3 | 21.19+1.9 | 21.69+4.4 | 11.11+1.5 | 14.07+2.6

T 0.168 -0.929 -0.488 -0.064 0.360 -0.482

P 0.866 0.353 0.626 0.949 0.719 0.630

Contraceptive methods use

Not use 15.31+2.4 | 8.65+2.3 | 21.15+1.9 | 21.80+4.4 | 11.11+£1.5 | 14.18x2.7

Contraceptiv | 15.43+2.2 | 8.39+2.5 | 20.83+1.8 | 20.93+4.9 | 11.10+1.4 | 13.65+3.0

e barrier

Barrier and 15.79+2.2 | 8.22+2.0 | 21.34+2.1 | 22.15+4.5 | 11.50+1.3 | 14.28+3.0

oral pill

Natu?al 15.51+2.4 | 8.14+2.2 | 21.22+2.2 | 21.4645.2 | 11.17+1.6 | 13.68+3.0

method

Oral pill 14.86+2.3 | 9.44+2.4 | 21.08+1.9 | 23.07+4.9 | 10.88+1.6 | 14.98+3.2

F 1.822 5.346 1.078 2.876 1.713 3.757

P 0.123 0.000 0.366 0.022 0.145 0.005

Family History of BC

No 15.41+2.3 | 8.48+2.3 | 21.18+2.0 | 21.76+4.9 | 11.1741.5 | 14.10+3.0

Yes 15.29+2.3 | 8.47+2.4 | 20.81+2.4 | 21.43+4.7 | 11.01+1.4 | 13.56+2.6

T 0.512 0.043 1.741 0.647 0.978 1.697
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P 0.609 0.966 0.082 0.518 0.328 0.090
History of First Degree
No 15.42+2.4 | 8.48+2.3 | 21.14+2.0 | 21.75+4.9 | 11.16+1.5 | 14.07+3.0
Yes 14.86+2.0 | 8.42+2.4 | 20.83+1.7 | 20.97+3.8 | 10.81+1.5 | 13.11+2.3
T 1.377 0.168 0.869 0.921 1.338 1.856
P 0.169 0.867 0.385 0.357 0.181 0.064
History of Second Degree
No 15.40+2.3 | 8.48+2.3 | 21.16+1.9 | 21.74+4.9 | 11.15+1.5 | 14.07+3.0
Yes 15.39+2.4 | 8.46+2.3 | 20.81+2.6 | 21.49+5.0 | 11.08+1.4 | 13.64+2.7
T 0.034 0.075 1.434 0.426 0.426 1.200
P 0.973 0.940 0.152 0.670 0.670 0.230
Lactation
Yes 15.37+2.3 | 8.48+2.3 | 21.05+2.1 | 21.76+£5.0 | 11.10£1.5 | 14.06£3.0
No 15.48+2.5 | 8.48+2.3 | 21.34+1.8 | 21.56+4.5 | 11.27+1.5 | 13.90+2.9
T -0.575 -0.024 -1.693 0.495 -1.338 0.658
P 0.566 0.981 0.091 0.620 0.181 0.511
Smoking
Yes 16.00+1.9 | 7.41+2.3 | 21.65+1.7 | 19.70+5.6 | 11.57+1.5 | 13.02+3.4
No 15.36+2.4 | 8.55+2.3 | 21.10+2.0 | 21.84+4.8 | 11.12+1.5 | 14.08+2.9
T 1.771 -3.171 1.771 -2.876 1.885 -2.30
P 0.077 0.002 0.077 0.004 0.060 0.021
Have Chronic Disease
Yes 15.39+2.3 | 8.51+2.2 | 21.07+2.0 | 21.93+5.0 | 11.33+1.5 | 14.35+3.3
No 15.40+2.4 | 8.47+2.3 | 21.14+2.0 | 21.64+4.8 | 11.09+1.5 | 13.91+2.8
T -0.054 0.183 -0.381 0.692 1.845 1.726
P 0.957 0.855 0.704 0.489 0.065 0.085
History of past minor breast disorder
Yes 15.4742.3 | 8.26+2.3 | 21.28+2.1 | 21.06+4.4 | 11.14+1.6 | 13.50+2.7
No 15.34+2.4 | 8.64+£2.3 | 21.01+2.0 | 22.11+4.9 | 11.15£1.5 | 14.40£3.1
T 0.694 -2.181 1.729 -2.989 -0.051 -4.094
P 0.488 0.030 0.084 0.003 0.960 0.000
Referred by
Herself 15.44+2.2 | 8.21+2.3 | 21.16£2.1 | 20.28+4.9 | 11.10+£1.6 | 12.89+2.7
Health staff 15.36+2.1 | 8.24+2.2 | 21.12+2.0 | 21.26+4.2 | 10.81+1.3 | 13.43+2.4
Other relative | 14.76+2.1 | 9.53+3.1 | 19.88+1.2 | 20.53+4.8 | 11.18+1.8 | 13.47+3.2
F 0.730 2.510 2.926 1.599 1.379 1.807
P 0.483 0.083 0.055 0.203 0.253 0.165
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4.5.3 Women perceived toward the utilizing of screening method

Women perceived toward the benefits and barriers of screening methods may have
related to practicing or utilizing the screening methods. In Table 28, the mean of the women
perceives of benefits and barriers toward the screening methods in regards to practicing
and utilizing screening method have shown. The study found that mean of women
perceived to benefits of practicing BSE was significantly increased with regularly of
practicing of BSE (F=59.044, p=0.000), mean of never practice, rarely practice and
regularly practice of BSE were (14.22+2.33), (15.67£2.29), (16.70£1.80) respectively.
Similarly, mean of women perceived to benefits of practicing BSE was high in those
utilizing CBE for screening (15.75+2.21) and doing mammography (15.49+2.18), but this
difference was statistically not significant.

The study found that mean of women perceived to barriers of practicing BSE was
significantly decreased with regularity of practicing of BSE (F=82.454, p=0.000), mean of
never practice, rarely practice and regularly practice of BSE were (9.82+£2.27), (8.16+2.08),
(7.01£2.06) respectively. In a same concerning, mean of barriers of practicing of BSE was
significantly low (F=10.141, p=0.000) in women who utilizing CBE for screening
(7.64£2.19) in comparison to those who utilized for diagnosis (8.86+£2.32) or, not
participate (8.86+2.32).

Regarding to benefits of mammography, mean of perceived women was significant
(F=6.828, p=0.001) increased among regularly practiced BSE (21.52+2.00) compare to
rarely practice (21.22+2.06) or not practiced BSE (21.22+2.06) respectively. Similarly a
significant higher mean of the perceived benefit of mammography (T=2.872, p=0.004) has
been seen in women who do a mammogram (21.51+2.12) compared to those who have not
(20.90£2.01). High mean of perceived benefits of mammography was observed among
those who utilizing CBE for screening (21.43+£1.96) compare to those who not participate
or utilizing CBE for diagnosis. Buit statistically, the differences were not significant.

Regarding to barriers of mammography, women's perceived was significantly less
in those regularly practice BSE (F=30.815, p=0.000), utilizihg CBE for screening
(F=47.109, p=0.000), and doing mammography (T=-5.607, p=0.000). Mean of perceived
barrier of mammography regularly less in those regularly practice BSE (19.33%4.42),
rarely practice (21.55+4.87) or never practice (21.55+4.87). Similarly, Mean of perceived
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barrier of mammography was less in those utilized CBE for screening (18.57+4.15) and do
mammography (20.09+4.59).

In concerning to benefit of CBE, this study found no significant differences in mean
of perceived of the benefit of CBE versus utilizing screening method (BSE, CBE, and
Mammography)

Regarding to barriers of CBE, women's perceived was significantly less in those
regularly  practice BSE (F=32.256, p=0.000), utilizing CBE for
(F=65.615p=0.000), and do mammography (T=-6.675, p=0.000). Mean of perceived
barriers of CBE regularly less in those regularly practice BSE (12.61+2.62), rarely practice
(13.86+2.98) or never practice (15.07+2.90). Similarly, Mean of perceived barriers of CBE
was less in those utilizing CBE for screening (12.28+2.64) compared to those utilizing
CBE for diagnosis (13.50+2.61) or not participate (15.59+2.97), and are similar to those
do mammography (12.87+2.56) versus not doing the practice (14.90+£3.11).

screening

Table (28): Relationship of perceived women to benefits and barriers for utilizing screening

methods with practicing screening methods

Variables Perceive | Perceive | Perceive Perceive Perceive Perceive
Benefit of | Barrie of | Benefit | Barrier of | Benefit of | Barrier of
BSE BSE _Mam Mam CBE CBE
Practice _BSE
Never 1422423 | 9.8242.2 | 21.2242.0 | 23.31+4.6 | 11.01£1.5 | 15.07£2.9
practice
Rarely 15.67£2.2 | 8.16+2.08 | 21.2242.0 | 21.55+4.8 | 11.24+1.5 | 13.86+2.9
practice
Regularly 16.70£1.8 | 7.01+£2.06 | 21.5242.0 | 19.33+4.4 | 11.12+1.6 | 12.61£2.6
practice
Total 15.40+£2.3 | 8.48+2.36 | 21.13+2.0 | 21.71+4.9 | 11.15+£1.5 | 14.02+3.0
F 59.044 82.454 6.828 30.815 1.648 32.256
P 0.000 0.000 0.001 0.000 0.193 0.000
Purpose of Participating in Screening
Not 15.43+2.3 | 8.86+2.3 | 21.08+1.9 | 23.68+4.7 | 11.22+1.5 | 15.59+2.9
participate
For 15.75£2.2 | 7.644+2.1 | 21.43+1.9 | 18.57+4.1 | 11.12+1.4 | 12.28+2.6
screening
For 15.39+2.3 | 8.4742.3 | 21.13+£2.2 | 21.2444.7 | 11.14£1.5 | 13.50+2.6
diagnosis
Total 15.46+£2.3 | 8.49+2.34 | 21.16+2.1 | 21.73+44.9 | 11.17£1.5 | 14.08+3.0
F 0.956 10.141 1.093 47.109 0.228 65.615
P 0.385 0.000 0.336 0.000 0.796 0.000
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Do Mammography

Yes 15.49+2.1 | 8.34+2.3 | 21.51+2.1 | 20.09+4.6 | 11.21+1.7 | 12.87£2.5
6

No 15.42+2.3 | 8.79£2.3 | 20.90+2.0 | 22.81+4.7 | 11.14+1.4 | 14.90+3.1

Total 15.44+2.2 [8.64+£2.3 |21.10£2.1 |21.9244.9 |11.16£1.5 |14.23£3.1

T 0.314 -1.877 2.872 -5.607 0.408 -6.675

P 0.754 0.061 0.004 0.000 0.684 0.000

The items of CHBM measure women attitude regarding to the difference barriers
which related to different aspects women psychology. Table 29 showed the rate of women
agreement with each barrier. This study found fear of BSE practice was the main barriers.
Women mostly 130(17.4%) agreed to "doing BSE would make them worry about BC".
While feeling embarrassing 33(4.4%), and taking too much time 11(1.5%) were not a high
barrier for the practicing of BSE.

Regarding to barriers of mammography, this study found that given priority to other
problems, and cost of mammography was the main barriers of utilizing mammography.
206 (27.5%) of women approved that "the other important problems than doing
mammography" were barriers for them in doing mammography, 159(21.2%) of women
agree with that "having a mammogram would cost too much money", 147 (19.6%) of
women agree with afraid of treatments, "including potentially losing my breast” was
barriers for them from utilizing mammography.

Regarding to the barriers of CBE, 184 (24.5%) of women agree with the statement
that the practicing of breast exams by a physician would interfere with their routine

activities, and 141 (18.8%) of women agree with breast exams performed by a physician
are time consuming for them.

Table (29): women's belief about the barrier's items of (CHBMSs) screening methods

No. | Women's attitude to practice screening | Not agree | Neutral Agree
methods

B.6 | Barriers-BSE

103 | I feel funny doing breast self-examination. | 548(73.2) | 119(15.9) | 82(10.9)

104 | Doing breast self-examination during the | 544(72.6) | 75(10.0) 130(17.4)
next year will make me worry about breast
cancer.

105 | Breast self-examination will be | 622(82.9) | 95(12.7) 33(4.4)
embarrassing to me.
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106 | Doing breast self-examination will take | 687(91.6) | 52(6.9) 11(1.5)
too much time.

B8 Barriers-Mammogram

112 |1 was afraid of treatments, including | 492(65.6) | 111(14.8) | 147(19.6)
potentially losing my breast

113 |1 don’t know how to go about getting a | 512(68.4) | 146(19.5) | 91(12.1)
mammaogram.

114 | Having a mammogram would be too | 461(61.5) | 176(23.5) | 112(15.0)
embarrassing.

115 | Having a mammogram would take too | 444(59.2) | 167(22.3) | 139(18.5)
much time.

116 | Having a mammogram would be too | 625(83.4) | 89(11.9) 35(4.7)
painful.

117 | Having a mammogram would expose me | 636(84.8) | 91(12.1) 23(3.1)
to unnecessary radiation.

118 |1 would not remember to schedule a | 478(63.7) | 144(19.2) | 128(17.1)
mammogram.

119 | I have other problems more important than | 399(53.2) | 145(19.3) | 206(27.5)
getting a mammogram.

120 | Having a mammogram would cost too | 419(55.9) | 172(22.9) | 159(21.2)
much money.

B10 | Barriers- Clinical Breast Examination

124 | Breast exams performed by a physician | 707(94.3) | 33(4.4) 10(1.3)
can be painful.

125 | Breast exams performed by a physician | 462(61.6) | 147(19.6) | 141(18.8)
are time consuming.

126 | My family/ friends would make fun of me | 676(90.1) | 40(5.3) 34(4.5)
if 1 have a breast exam performed by a
physician.

127 | The practice of breast exams performed by | 408(54.4) | 158(21.1) | 184(24.5)
a physician interferes with my activities

128 | I am afraid | would not be able to go to a | 537(71.6) | 98(13.1) 115(15.3)
breast exam performed by a physician.

129 | Having breast exams performed by a|465(62.0) | 151(20.1) | 134(17.9)
physician is expensive.

Table 30 showed that there was a high significant correlation of BC knowledge
with health belief model components in excepted to perceived seriousness. A very strong
positive correlation has between BC knowledge and health motivation, (r=42, p=0.00).
This study indicated the negative significant correlation of BC knowledge with the barrier

of screening methods.
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Table (30): Spearman correlation of BC knowledge with CHBM component

CHBM components Correlation P. value
Perceived seriousness .033 0.365
Perceived susceptibility 1627 0.000
Perceived health motivation 426" 0.000
Perceived confident 392" 0.000
Perceived benefits of BSE 332" 0.000
Perceived barrier of BSE =271 0.000
Perceived benefits of mammography 269" 0.000
Perceived barrier of mammography -.275™ 0.000
Perceived benefits of CBE 165" 0.000
Perceived barriers of CBE -.262™" 0.000

Logistic regression analysis was used to predict factors related to practice BSE
regularly. All variable regarding to socioeconomic, medical and health condition,
knowledge and relevant sub-scale of CHBM was included in this analysis. The result of
this model showed that eleven variables with a significant odds ratio (Table 31). Women
who live in a suburban area (OR=0.225, Cl= (0.073-0.0693)) and had a family history of
BC (OR=0.069, CI = (0.015-0.310)) were more likely to never practice BSE. Women who
no lactated have been over 10 times more likely practice BSE regularly (OR=10.23, CI =
(1.766-59.331)), and those pregnant in high age were over one time have practiced BSE
regularly (OR=1.151, CI = (1.045-1.268)). Women who have good knowledge about BC
(OR=1.241, CI = (1.083-1.423)), perceived susceptibility (OR=1.721, CI = (1.245-2.380)),
good health motivation (OR=1.340, CI =(1.122-1.599)), perceived confident (OR=1.211,
Cl =(1.064-1.378)), and perceived benefit of BSE (OR=1.332, CI =(1.021-1.737)) were
over one time more likely practice BSE regularly. Meanwhile; women perceived
seriousness of BC (OR=0.886, CI =(0.794-0.989), and barrier of BSE was more likely to
never practice BSE (OR=0.514, CI =(0.379-0.695).
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Table (31): Logistic regression defining the indicators of regularly practice BSE

: : Odd 95% C.l.for
Variables B Wald Sig. ratio EXP(B)
Lower | Upper
Address (sub urban) -1.493 6.756 .009 225 073 693
Age at first delivery 141 8.130 .004 1.151 1.045 1.268
Not history of BC -2.677 12.159 .000 .069 015 310
Not lactation 2.326 6.729 .009 10.23 1.766 | 59.331
Good knowledge of BC 216 9.647 .002 1.241 1.083 1.423
Perceive seriousness -.121 4.630 031 .886 794 .989
Perceive susceptibility 543 10.774 .001 1.721 1.245 2.380
Health motivation 292 10.488 .001 1.340 1.122 1.599
Perceive confident 191 8.386 .004 1.211 1.064 1.378
Perceive benefit (BSE) .286 4.464 .035 1.332 1.021 1.737
Perceive barrier(BSE) -.666 18.605 .000 514 379 695
Constant -17.396 20.583 | .000 .000

Logistic regression analysis was used to predict factors related to participate in
screening. All variable regarding to socioeconomic, medical and health condition,
knowledge and relevant sub-scale of CHBM was included in this analysis. The result of
this model showed that eight variables with a significant odds ratio (Table 32). Older
women (OR=1.082, CI =(1.027-1.139)), and those who have a family history of BC
(OR=0.271, CI =(0.094-0.778)) were more likely to participate in screening. Women who
have good knowledge about BC (OR=1.459, CI = (1.254-2.698)), perceived susceptibility
(OR=1.377, Cl =(1.086-1.747)), good health motivation (OR=1.156, CI =(1.003-1.334))
were over one time likely to participate in screening. Meanwhile; women who more
perceived barrier's mammography (OR=0.874, ClI =(0.773-0.990)) and CBE (OR=0.734,
C1=(0.591-0.911)) were more likely to not participate in screening.
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Table (32): Logistic regression defining the indicators of participating in screening

Variables B Wald Sig. Odd 95% C.I.for
ratio EXP(B)
Lower | Upper
Old age .079 8.934 0.003 | 1.082 1.027 1.139
Not History of BC -1.307 5.885 0.015 | 0.271 0.094 0.778
Good knowledge 0.378 23.897 | 0.000 | 1.459 1.254 1.698
Perceived susceptibility 0.320 6.951 0.008 | 1.377 1.086 1.747
Health motivation 0.145 3.982 0.046 | 1.156 1.003 1.334
Perceived confident -0.164 9.730 0.002 | 0.849 0.766 0.941
Perceived barrier -0.134 4.508 0.034 | 0.874 0.773 0.990
(mam)
Perceive barrier (CBE) -0.310 7.834 0.005 | 0.734 0.591 0.911
Constant -5.941 5.292 0.021 | 0.003

Logistic regression analysis was used to predict factors related to have mammography.
All variable regarding to socioeconomic, medical and health condition, and relevant sub-
scale related to CHBM was included in this analysis. The result of this model showed that
eight variables with a significant odds ratio (Table 33). Old age women (OR=0.909, CI
=(0.869-0.950) and those who have good knowledge (OR=0.752, CI =(0.689-0.821) were
more likely to not have a mammography. Meanwhile, women who perceive good confident
(OR=1.115, CI =(1.046-1.188)), and perceived barriers to CBE (OR=1.197, CI =(1.092-
1.313)) were over one time more likely to have mammography.

Table (33): Logistic regression defining the indicators of having a mammography

Variables B Wald Sig. Odd 95% C.I.for
ratio EXP(B)
Lower Upper
Old age (years) -.096 | 17.62 .000 .909 .869 .950
Good knowledge -.285 | 40.78 .000 752 .689 821
Perceived confident 109 11.27 .001 1.115 1.046 1.188
Perceived barrier 180 14.62 .000 1.197 1.092 1.313
(CBE)
Constant 6.605 | 14.75 .000 738.51

4.5.4 Patient delay in utilizing of screening method in relation to their attitude
Women's attitude toward barriers and benefits of screening methods may lead to
delaying or early use of those methods. Table 34 showed the Spearman’s rho correlation

of women's attitude of utilizing of screening method with patient delay. Spearman's rhos
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shows that there was a significant positive correlation between the perceived barrier of
mammography and patient delay (R=0.149.P=0.02). High women's perceived to barriers
of mammography were associated with more patient delay. Similarly, patient delay was
passively associated with perceived barriers of BSE and there was no association between
perceived barriers of CBE and patient delay. Perceived benefits of utilizing BSE, CBE and
mammography were negatively associated with patient delay. But this relation statistically
was not significant.

Table (34): Spearman's rho correlation of patient delay with women's attitude toward
utilizing screening method

Women,s attitude toward screening Patient delay

method Correlation Coefficient | Sig. (2-tailed)
Perceive Benefit of BSE -0.057 377
Perceive Barrie of BSE 0.070 272
Perceive Benefit of Mammography -0.019 .769
Perceive Barrier of Mammography 0.149" .020
Perceive Benefit of CBE -0.035 585
Perceive Barrier of CBE 0.000 997

Logistic regression analysis was used to predict the factors related to patient delay
more than 3 months. The model was accounted for 70% of the variance in patient delay.
Aged women, unemployed, those who live out of city, widow, those who perceived barely
self-sufficient economic state, women with long lactation period, confident, those who
experienced more barrier for treatment, were more likely to be delay for presentation(more

than 3 months), but among all variables long lactation period was a significantly predictor
for patient delay (Table 35).
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Table (35): variables in binary logistic regression analysis of predicting 3 months delay

Variables predicted patient B Wald | Odd | Sig. 95% C.I.for
delay (more than 3 months) ratio EXP(B)
Lower | Upper
Age (year) 0.004 [ 0.039 |1.004 |0.843 |0.964 1.045

Occupation (um employed ) 0.369 [ 0.781 | 1.447 |0.377 |0.638 3.282

High Educational level (year) |-0.006|0.017 | 0.994 |0.898 | 0.910 1.086

High husband educational 0.014 |0.197 |1.014 |0.657 |0.953 1.079
level (year)

Live out of city -0.121 0.137 |0.886 |0.712 | 0.466 1.683
Married 5574 | 1.00 |0.062

Widow 0.441 | 0.105 |1.555 |0.746 | 0.107 22.5
Divorce 2.179 | 2.036 |8.835 [0.154 | 0.443 176.1
Perceived un sufficient to 3411 (100 |[0.182

economic

Perceive barely sufficient to -0.147{ 0.123 | 0.864 |0.726 | 0.380 1.96
economic

Perceive sufficient to economic | 0.417 | 1.356 | 1.518 |0.244 | 0.752 3.06
Parity (number of children) -0.202 [ 2.330 | 0.817 |0.127 | 0.630 1.06

Positive family history of BC -0.490 | 1.731 | 0.612 [0.188 | 0.295 1.27

Total lactation period (months | 0.099 | 4.302 | 1.104 |0.038 | 1.005 1.21
)

Knowledge 0.036 [ 0.589 |1.037 [0.443 | 0.945 1.14

Perceived seriousness of BC -0.008 | 0.067 | 0.992 [0.796 | 0.933 1.05

Perceived susceptibility of BC | -0.045| 0.267 | 0.956 | 0.605 | 0.805 1.14

Health motivation -0.056 | 1.250 | 0.946 | 0.264 | 0.858 1.04
Confident 0.001 [ 0.001 [1.001 [0.975 |0.936 1.07
Perceived barriers of 0.035 [ 1.065 |1.036 [0.302 | 0.969 1.10
treatment

Perceived benefits of -0.143 1 2.095 | 0.867 [0.148 | 0.714 1.05
treatment

Constant 0.593 | 0.056 | 1.810 |0.813
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5. DISCUSSION

5 . Discussion Preface

The current study was about describing the utilization of screening methods
(BSE, CBE, and mammography) among women in Sulaimani city, and defining the
barriers and reasons for not utilization of the screening methods. Socioeconomic,
medical and health condition of women could in different pathways determine the
utilization rate of screening methods and their barriers. At the basic level,
socioeconomic, medical and health condition directly could relate to utilizing the
screening methods and their barriers, and indirectly through the awareness could
determine the utilization of screening methods or their barriers. (This is more explained

in figure 2)

In this chapter, all findings of the current study were interpreted and discussed
with other literature findings. This chapter encompassed seven sections, which were
about 1) description of the study population, the rate of utilization of screening method,
2) Awareness and participation Rate (Utilizing screening methods), 3) Reasons for
utilizing the screening methods, 4) Socioeconomic and medical setting description of
utilizing screening methods, 5) Knowledge about breast cancer, 6) Determinant of
women's attitude toward breast cancer, 7)Women's attitude (benefit and barrier) toward

utilizing screening methods.
5.1 Description Of Study Population

In Kurdistan screening model women were recommended to monthly BSE after
age 20 years, CBE have to be done annually after 30 years, and mammography was
recommended annually or biannually after age 40 years (More explained in the
methodology). Therefore, we recruited women aged more than 20 years old. The

socioeconomic and health background of the study sample have been described follow.
5.1.1 Socio economic description of study population

Mean age of the woman participant was 40.9+ 9, and nearly more than half of
participants (56.8%) were aged more than 40 years, and (31.3%) were in the age group
30-39 years old. Education levels of study participants were low accordingly, (11.9%)
of women were illiterate, and most women were in the primary level of education
(29.1%). Only (9.3%) had Bachelor and above degree.
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Regarding to occupation, however developing countries are proceeding to be
more industrialized, women mostly (65.7%) were not having a job (housewife). Most
of the women were married (79.7%). It can be observed that age of married of study
participants, mostly lied below 30 years old, because only (11.9%) of women aged

below 30 years old.

Another variable of study research was the economic status of women. Self-
economic perception of women was measured. In this concerning, nearly half of women
(51.1%) perceived barely sufficient of their economic status, (24.1%) of women

perceived insufficient economic status.
5.1.2 Medical and obstetric description of study population

Medical and health conditions of women were taken as basic indicators for

utilizing screening methods, patient delay and its barriers.

With the industrialization of this community, women's childbearing goes
decreased, and this is considered as the one risk factor of BC. The current study found
most women had more gravidas (women's mean of gravidas was 3.9+ 2.3), almost
nearly one third of women (35.3%) had 5 gravidas or more. In other concerning,
average mean women parity was 3.2 £1.9, and almost (21.2%) of women had was 5
children or more, (6.5%) of women was nulliparous. Nearly half of women had not
abortion or dead child (48.4%), and (17.7%) had one child abortions. Consider to parity
and gravida this population are accordingly protective from BC, since our sample

women population had high average of parity.

High age of childbearing and use of contraceptive was considered the risk for
BC (Dale; and Federman, 2003). The current study found age at delivery began
averagely in 22.94 +5.3 wyears, and it is medically normal for pregnancy and
childbearing (kasper et al., 2005). Mean age at menarche and at first baby was
considered to be protective in this study. Women parity mostly was being prevented by
the using of contraceptive methods. And the use of contraceptive would decrease the
childbearing duration. This study found the contraceptive use was more prevalent
among women, almost most of the women (72.1%) use contraceptive to prevent
pregnancy, and the mean of duration of the contraceptive was 3.2 +1.9 years. Women
mainly used the natural method uniquely (32%), contraceptive (barrier) (18.9%) with

or without natural methods, oral contraceptive was (11.0%).
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The main non-modified risk factor for BC is the family history. From another
side, women with a family history were more indicated for the utilizing screening
methods. According to screening model in the region (Sulaimani) women with a family
history were recommended for mammography screening 5 years earlier. In this study,
almost (14.4%) of women were presented with a family history of BC, first degree
family history was (4.8%), and second degree family history was (10.7%). The
prevalence of positive family history in this study was high than Erbil and Saudi Arabia
which is reported 12% (Ahmed et al., 2016) (Dandash et al, 2007).

Lactation is a one of women's health behavior to prevent the BC. Among our study
participant high rate of women had this behavior and lactated for long period. Almost
(73.6%) were lactated women, and on average, mean of the lactation period (in year)
among breastfeeding women was 4.98 + 4. The high average mean of the lactation
period would be related to high parity, because women lactated the average number of
children was the 3.23+1.8.

Smoking was one of unhealthy behavior which may causes cancer generally.
Similarly, this unhealthy behavior may have such adversely affect with the screening
behavior. In our study few of the women (6.1%) were smoked. However the percentage

of smoker women were low, most women were at risk of passive smoking, (42.1%).
5.2 Awareness And Participation Rate (Utilizing Screening Methods)

Basically; awareness is a preliminary necessity for practice the screening
methods, and unawareness about screening methods may become a barrier for not

utilizing them. The awareness and practice rate have shown follow.
5.2.1 Awareness and practice of BSE

Breast self- examination is one of the screening methods. In the Kurdistan
screening model, the women aged more 20 years were recommended to conduct this
screening behavior monthly. In most developing countries, BSE has not introduced well
among women, still many women do not aware about practicing of BSE as screening
behavior for BC. Even among women who aware about BSE as a screening method,

low proportion of women practice BSE or performed regularly.

Regarding to BSE awareness current study found that most women (75.2%)
knew or heard how perform the BSE, but only half of them (49.7%) knew that BSE is

a monthly behavior. The current study found one third of women (31.7%) were never
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practicing BSE, and (50.3%) of women practice BSE rarely, and only (18.0%) of
women regularly practice BSE. Awareness about BSE and practice BSE in
Irag/Sulaimani were high in the most countries in the region. In study in Saudi-Arabia
on 1,001 women aged 50-74 years old, only 25% of the women reported about knowing
about BSE, among those 57% of women performed a BSE (El Bcheraoui et al, 2015)
In another neighbor country, Iran, 64.9% of women no had preexisting knowledge
about BSE and only 14.8% of women conduct BSE and in this number only 9.4% had
done BSE monthly (Ghodsi et al, 2014). In other Iranian study it was found, 45.9 %
women was performed BSE, but only 10.9% women performed BSE regularly
(Tahmasebi and Noroozi, 2016).

In contrast to that regular practicing BSE in some countries have shown to be
higher than our findings. In UAE study has shown that more than half of women did
regularly perform the BSE (Elobaid et al, 2014). Similarly; among health worker in
Tabriz/lran, has shown high figure, 73.2% of participants have performed BSE, and
26.9% of them performed it regularly (Mokhtary and Markani, 2014 ).

It can be observed that there is immense gap between awareness and practicing
the BSE. However, the awareness rate was high in developing countries, but still less
of women perform regularly the BSE. From another side women in the current study
women have performed this screening behavior in high age, the median of age onset of
practicing BSE was 38 years. It can be concluded that, this screening behavior prevailed
currently, or in this time. The high difference between the rate of awareness and

practicing BSE would be related to other screening barriers which we explained follow.
5.2.2 Awareness and practice of CBE and mammography

The low participation rate was observed in the developing countries. Screening
methods still not introduced well among women in these countries. For instance, among
of Qatari women less than 23 % identified the clinical breast examination (CBE) and
mammography as the methods for detection of BC (Bener, et al, 2009). Lack of
information about screening method is identified as the reason or barriers for not
participating. In UAE survey have shown that 44% of women who not screened was
presented with lack of knowledge about mammography as the very existence of

screening techniques (Elobaid et al, 2014).
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Despite many women (78.9%) identified CBE as a screening method in this
study, but women utilizing CBE for the screening among age 30 years and above was
low, (9.5%), and those utilized CBE for the diagnosis their minor breast disorder
(32.2%) and (58.3%) never visited any clinic or screening center. There is a huge gap
between awareness about CBE and utilizing CBE. Low participation rate (utilizing
CBE for screening) may be related to screening awareness in Irag and the regional
countries. In UAE, 44% women did not participate due to lack of knowledge about
screening (Elobaid et al, 2014). The other reasons and barriers of utilizing CBE would

be explained below.

The participation rate in screening indicates the performance assessment of the
screening program. Participation rate is low in developing countries, despite of that
annually participate rate was not reported in these countries. For instance, utilizing CBE
in their life among UAE women was 49.4% (Elobaid et al, 2014). Similarly among
Qatari women, only 23.3% have reported to utilize CBE in their life (Dandash et al,
2007), and in Saudi, in women aged 50-74 years, about 89% of the women reported
not participate in the screening in the past year (EI Bcheraoui et al, 2015). Finding in
the current study showed lower utilization of CBE compared to those countries. Among
women aged more than 30 years and above, (58.3%) had never utilized CBE in their
life (9.5%) of women utilized CBE for screening in their life once or more, and (32.2%)
of women have utilized CBE for the diagnosis of their minor breast disorder. Median
of the frequency of CBE utilizing in their long life was 2, and median age of utilizing
CBE was 38 years.

Regarding to mammography, in the current study, 294 (39.3%) of women did
hear about mammography screening, (done every 2 years after age 40 year), but among
women aged more than 40 years, (23.6%) had a mammography in their life once or
more. Women median age at participating in mammography screening was 43(with 14
IQR). In a survey done in Iran, although more women (62.2%) had information about
mammography, an almost same rate (25.8%) was observed for utilization as our study
(Ghodsi et al, 2014). However, compared to Saudi Arabia, where mammography was
identified by (9.3%) of women (Dandash et al, 2007), and 92% reportedly never had a
mammography (El Bcheraoui et al, 2015), awareness and history of mammography
were high in our study. The 23.6% utilization of mammography found in our study was

mostly related to prescribe mammography, instead of screening mammography because
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they were prescribed by physicians for the diagnosis of breast disorder, and not for

screening.
5.3 Reasons For Utilizing The Screening Methods

A monthly practice of BSE would be an effective care for determining the breast
abnormalities during mammography screening intervals. During screening interval
women by practicing BSE could detect the lump or other abnormalities. In this study
among those who practicing BSE, different reason and purpose were determined. The
current study found nearly half of women practice the BSE to know any change in their
breast 229 (45.7%), and a quarterly practice BSE to know changes in their breast and
fear of having the BC. Other reasons for practicing BSE in this study were, "I have a
family history of BC", "I have breast Pain", and "Doctors advise"

Women who detect any abnormalities during BSE accidently are recommended
to utilize CBE and mammography as part of the early diagnosis program. Regarding to
CBE as mentioned above, despite of those who utilizing CBE for regular screening of
their breast, many women utilizing CBE for the diagnosis of their minor breast disorder.
Varies clinical presentations were reported during visiting screening center or clinic.
More than half of women reported that purpose of their first utilizing CBE was for the
breast pain (57.8%), for the mass was (6.5%), and for pain with mass was (17.3%). And
another reported presentations was increasing the breast size, skin change, nipple
discharge and insertion. These findings are almost controversial with a study in
Malaysia which it stated that only 15 % of women were present with breast pain (Teh
et al., 2015).

Furthermore, in Estonian study, the most frequent initial symptom was a
painless lump in the breast (Innos et al, 2013). In a Malaysian and Thailand, among
women attended clinic, the commonest symptom was a breast lumps (Teh et al., 2015)
( Poum et al, 2014). In UK, palpable mass have been decreased in presenting in the
clinics, because mammography could detect lump in preclinical stage, before palpable
by physicians or detecting in BSE (Moiel and Thompson, 2014 ). Meanwhile, some

painless lamp are detected among Libyan women during BSE (Ermiah et al, 2012).
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5.4 Socioeconomic And Medical Description Of Utilizing Screening
Methods

Defining the relation of utilizing of screening methods with socioeconomic, and
medical and health background was one objective of this study. In another word,
socioeconomic and medical variables in this study were set up as the basic determinants
or barriers for the utilizing of screening methods. In this section we would be discussing

the determinant of utilizing screening method. (It is explained in Figure 2)
5.4.1 Utilizing of BSE

As we mentioned above, there was a huge gap between women's awareness
about BSE and the practice of that. For instance, half of women (49.7%) knew that BSE
was a monthly behavior and only (18.0%) practiced BSE regularly. Utilizing this very
beginning screening behavior could be related to women's socioeconomic status and/or
health systems.  Obstetric, medical, and health behavior of women were taken as

another initial indicator for practicing BSE in this study.
5.4.1.1 Socioeconomic indicators of utilizing breast self-examination

As mentioned above, one third of women (31.7%) were never practicing BSE,
and (18.0%) of women have been regularly and (50.3%) rarely practice BSE. Among
socioeconomic variables, education and having a job (employed) were significantly
associated with practice BSE regularly, statistic shows (X? = 6.7, P-value= 0.04), (X?
= 6.29, P-value= 0.04) respectively. Never practice of BSE were significantly high
among uneducated (40.4%) and unemployed (34.1%). The positive association of
education and having job have been concluded in many studies (Ermiah et al, 2012)
(Maghous et al, 2016), (Innos et al, 2013) (Mokhtary and Markani, 2014 ). However,
regular practice BSE were more among women age 30-39 years, sub-urban resident,
married, sufficient self-perceived economic status, but current study could not find the
significant association. While, other study found that statistical significant association
of marital status with practicing BSE (Mokhtary and Markani, 2014 ). In this study, we
categorized the performing of BSE to never, rarely and regular practice. This may lead

to the different findings in our study in comparison to other studies.

High performance of regular practice of BSE in employed and educated women
could be explained by the health belief model. Study has shown that score of perceived

benefits of BSE, perceived self-efficacy, health motivation were higher in employed

103



Chapter Five Discussion

women, gradually increase with level of education, and same study explain that

perceived barrier of BSE was low in employed women (Fouladi et al, 2013).
5.4.1.2 Medical and health background indicators of utilizing BSE

This study found a significant higher percentage of regular practice of BSE in
women who had a BC family history, lactated women, smoking, utilizing CBE -either

for screening or for treatment, and have had past minor breast disorder.

Higher practicing BSE by women presented with family history(Noroozi et al,
2010) or first degree of family history have been directly explained by almost the
constructs of health believe model (Fouladi et al, 2013). From another concern it could
be explained that those women who have checked their breasts infrequently they would
think they are not at risk of the BC because they had not family history of BC (Jones et
al, 2015).

In this study marital status and parity were not significantly related with
performing BSE, while lactation had significant relationship. Significant relation of
marital status with performing BSE was indicated in some studies (Noroozi, 2010)
(Mokhtary et al, 2014 ), but relation of lactation with performing BSE was not studied
yet.

Regarding the practice of BSE with past breast history, women with past minor
breast disorders and women who utilizing CBE could be their conditions have been
detected by their regular practicing of BSE, or they learn to practice BSE from visiting
a clinic or screening center. Therefore, this relationship would be made. From another
side, women who have such breast disorder would more perceive seriousness, and then
practice BSE. Furthermore, the relationship of the utilizing clinical breast examination
(CBE) or visiting screening center for breast problem with regular practicing of BSE
could be explain in way, women would have same perceived to the benefits and barriers
of practicing the BSE, as well as other screening methods, utilizing CBE and
mammography (Badakhsh et al., 2018) (Yimaz and Durmus , 2016). In the current
study almost half of women utilized the CBE and only two third practiced the BSE.

Smoking is a negative health behavior which is adversely associated with
performing of BSE (Amoran and Toyobo, 2015) (Anwar et al., 2018), while our finding

was controversial with this consisting finding.
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5.4.2 Participation in screening (CBE Screening )

Clinical breast examination is the main method of screening methods, healthy
women utilize the CBE for screening purpose. Another utilization of CBE is in the
diagnosis of minor breast disorders and treatment. Utilization of CBE for screening
purpose has been defined as the screening participation. According to the Kurdistan
model (Sulaimani), women age more 30 years have been recommended to participate

in screening annually.

In this study, among 661 women age more than 30 years who participated in
this study, only (15.7%) women had participated in the screening (utilizing CBE for
screening purpose). From another side, among 477 women who interviewed out the
screening center, 58.3%) of women aged more than 30 year old never participated in
screening and only (9.5%) of women have participated in the screening, utilized the
CBE for screening. The rate considered quite low compared to other study in middle of
Iraq and Saudi Arabia (Alkhazrajy and Souza, 2018) (Abdel Aziz et al, 2017). Low
participation rate in our study is mostly related to the categorization of those who utilize

the CBE into two groups, diagnosis use and screening use.

The socioeconomics and medical characteristics of the never participate (never
use CBE) and participate in screening (utilized CBE for screening) have been examined
in this study. Such socioeconomic and medical characteristics had a role of barriers for

participation in screening.
5.4.2.1 Socioeconomic indicators of participation in screening

This study showed that employed women (X? = 11.7, P-value= 0.00), high
education level (X2 = 17.3, P-value= 0.002), and husband education level (X2 = 25.5,
P-value= 0.00) were associated with utilizing of CBE as a screening method. This
finding was parallel with many published literatures (Banegas et al, 2012), (Ahmadian
et al, 2010). However, in this study, variables such as age, place of residence, perceived
economic status were the difference in utilizing the screening method, the differences
statistically was not significant. Education could be related to knowledge about BC,
because those who more educated have been expected to have a good knowledge about
BC. Regarding to employment, women who have jobs have had a good chance to

contact to the health center, good social networking, and good knowledge.
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In a survey on 1200 Qatari women has found that, young women mostly utilized
the screening methods (Bener et al, 2009). While in a Brazilian survey, the youngest
age group never participated in screening (Vieira et al, 2015). This controversial out-
come may relate to a different age at diagnosis of BC among the countries. Difference
ages at diagnosis mostly affect women perception about age susceptibility. Some
women believe that they are not at risk because they are young, therefore they are less
prone to participate in screening. From another side, in some developing countries
young women are most likely to be more educated therefore participation rate mostly

seen in the younger group.
5.4.2.2 Medical indicators of participation in screening

Regarding to medical variables current study found that utilizihg CBE for
screening was significantly high only in women who had BC family history (X2 = 25.1,
P-value= 0.00). This finding was similar out-come with many studies (Bener et al,
2009), (Moodi et al, 2012). Family history is main non-modified risk factors, women
with a family history was more susceptible to BC. In Morocco study, family history of
BC was significantly higher in whom reported a fear of BC ( Maghous et al, 2016).
From another side, some women believe that they would not be susceptible, because
they did not have a family history. In qualitative study on Iranian women have shown
that women who did not have BC in their family not use CBE, because they have
thought unlikely to get BC (Khakbazan et al, 2014). However, high participation rate
in the screening was found in women who have 2 or 3 children, not lactated, not have

a chronic disease, and not have smoking, but this rate was not statistically significant.
5.4.3 Mammography utilizing in women

Mammography is one of the screening methods which recommended for women
age more than 40 years in the Kurdistan screening model. From another side,
mammography is a diagnostic test for women presented with the minor breast disorders.
In the Kurdistan model, mammography is prescribed for examination of BC for further
diagnosis rather than women's choice for screening. In the current study, among 426
women aged 40 year and more, (28.8%) women had done mammography either for
screening or for diagnosis. In Kurdistan since there is not a pure screening program,
both early detection programs, early diagnosis and screening are running
simultaneously, it is difficult to find out whether mammography is used for screening

or for diagnosis.
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5.4.3.1 Socioeconomic indicators of mammography

A survey in Brazil reveals on that, women who previously not undergone a
mammogram were mostly from lower of socioeconomic status (Vieira et al, 2015).
However; in this model mammography are mostly being done for visiting women
depend on physician decision at the center of the screening, but some socioeconomic

variables still had a relation with the mammography done. The current study found that

mammography significantly have been done for women who have employed (X2

4.33, P-value= 0.03) and women perceived barely sufficient economic status (X2
8.39, P-value= 0.015). One explanation of that could be women who employed or have
a regular job, and barely perceived their economic status, they would be able to follow

the physician's recommendation about mammography.

In this concerning, the current study found the percentage of women who done
mammography was increased with increasing education level and education of their
husband, but this relation was not statistically significant. Similarly, the percentage of
women who have done mammography were high in urban resident (Sulaimani), and

widow or divorce women, but significant difference was not found.

Socioeconomic characteristics, such as age, education, marital status and occupation
mostly were studied as the determinants of screening participation (Ahmadian et al,
2010), but these relations were not confirmed well. For instance despite of that many
studies reveal on that high education were more likely associated with screening
participation (Bener et al, 2009). While in UAE study education level was negatively

associated with participating in mammography screening (Elobaid et al, 2014).
5.4.3.2 Medical and health indicators of mammography

According to the Kurdistan screening model, some medical variables such as
parity, BC family history have determined mostly the target group of the mammography
screening. In general, women's health condition would be related to the utilizing of
mammography. In the qualitative study in the UK, has found, many of the women did
not participate in screening because they had other chronic health conditions. The other
health problems would be interfered them to do not give priority their early detection
of their BC. In other word, women who are dependent due to diseases or caring for
others, participation in the screening would not be a priority for them ( Heisey et al,

2011). In contrast to that, some studies revealed on that women diagnosed with
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hypertension were more likely to have a mammogram according to the schedule (El
Bcheraoui et al, 2015). Noteworthy, women's diagnosis with hypertensive and not
dependent could take care of their general health due to their high contact with the
health system.

In the current study mammography were significantly done for women who
practice BSE regularly (X2 = 17.4, P-value= 0.00). This study found, women who
regularly practice the BSE would be similarly utilized another screening method
"mammography” efficiently. The current study found women who regularly practice
BSE would be more insist on their schedule of mammography, or may they found some
abnormalities which needs further investigation. This finding may indicate that there is

a general factors which proceed women to perform overall screening methods.

The current study has found that mammography was mostly done in women
who have 2 children, not use contraceptive, have BC family history, not lactate, smoker,
have a chronic disease, and in women who first visit the center for screening purpose.

But none of this rate statistically was significant.
5.4.4 Patient delay in using CBE for diagnosis

Another utilization of screening methods is by women who have minor breast
disorders in the early diagnosis program. Women with minor breast disorders may delay
in utilizing screening methods for a period of time. In early diagnosis program women
with minor breast disorder should fully examine for BC and early treated. Patient delay
in women with BC and symptomatic women has not been reported in the previous
studies in Kurdistan. A total of 333 women had minor breast disorders when the first
time they visited the health center or clinic. This study found the median of patient
delay was 30 days with 113 interquartile range (IQR), which was comparatively higher
as compared to the patient delay observed in the British (13 days) and New Zealand (14
days) (Nosarti et al., 2000), (Meechan et al., 2002) studies. The median of patient delay
in women presenting with BC symptoms in this study was lower in those diagnosed
when compared with findings in other LMIC; however, it was still higher than that
reported in the developed countries. For instance, patient delays in diagnosed women
were as follows: Morocco (6 months), Libya (4 months), Iran (3 months), Pakistan (17.2
weeks), Egypt (2.7 months), and Malaysia (2 months) (Ermiah et al, 2012) (Maghous
et al, 2016) (Malik and Gopalan, 2003) (Unger-Saldafna, 2014). However, patient delay

in diagnosed women was lower in developed countries, such as Estonia and Britain: 16
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days (Innos et al, 2013) (Arndt, 2002). Even in Thailand, it was reported to be 12 days
(Poum et al, 2014). A long patient delay in diagnosing women compared to women
presenting with symptoms in LMIC may indicate that a longer delay in diagnosing
women led to the delayed prognosis of BC and increased the clinical stages in these

women.
5.4.4.1 Socioeconomic indicators of patient delay

Socioeconomic characteristics were indicated as a determinant of patient delay.
A statistic relation of socioeconomic and medical variables was studied with patient
delay in this section. Current study indicated the significant relation of marital status
(p- value= 0.005), and perceived economic status (p- value= 0.047) with patient delay.
The median patient delay was significantly higher among those who are widow 140.0
(IQR= 317.5) and perceive barely sufficient economic status 35.0 (IQR=140).

In contrast for our study, for married women, fear of loss husband has been
determined as reasons for patient delay (Ermiah et al, 2012). Many women in the
LMCs, their greatest fear is that their husbands may neglect or abandon them (Cheng-
Har Yip, 2008). Another reason of married women could be related to higher parity and
high number of children in the family, these may interfere women activity about their

health behavior in term of participation of screening.

However, in the current study, the median patient delay was high in uneducated
women 36.5(IQR=120) or primary educated level 45.0(IQR=83), suburban (district)
resident 45.0 (IQR=102). But, none of these relation were statistically significant. The
effect of education in delayed presentation has been studied more. In general
understanding, it can be concluded that among socioeconomic factors, education have
confirmed as determinant for early presentation, and conversely illiterate significantly
increase the risk of delay (Innos et al, 2013) (Ermiah et al, 2012).

Regarding to place of resident, In Morocco, living in rural area was being with
more than six months delay, because they live far away from health care center (
Maghous et al, 2016). In a same concerning, in Thailand study, distance from, and time
to hospital were both significant association with patient delay (Poum et al, 2014). In
Kurdistan however all health systems have been sensitized to referring system, but there

is only on screening center in Sulaimani city.
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5.4.4.2 Medical illness and use of contraceptive association with patient delay

The current study found the significant relation of having a chronic disease and
delay patient in using screening methods (p-value= 0.007). Median patient delay in
women presented with chronic diseases was 45.0 (IQR=154.5). Women who had
another health problems also have not considered their minor disorder of their breast as
a serious problem, or their health conditions lead them more dependent, therefore they

have not utilized screening method early.

Similarly median patient delay in this study, was higher among women who
had 4 children, but significant relation was not found. There is some study which
mentioned that, most women give priority to their family work, or brought up their

children, women with high parity could be delay in presentation.

However, comorbidity in the British study was not a barrier to an early
presentation but age more than 65 year was the cause for patient delay (Arndt et al,
2002). Regarding a warning signs, the present study reported that more than 65% of
women presented with pain (tenderness) and lump with pain, and patient delay was
longer in these two presentations. However, statistical significance was not observed,
but same finding was statistically confirmed in the study conducted in Pakistan
(Memon et al, 2013). This may indicate that women did not care much about these
two signs. Similarly, median patient delay was higher among women who had four
children. Same outcome was approved in a study in Poland (Brzozowska et al., 2014).
This finding may indicate that women’s childcare could intervene with patient delay

by giving more priority to homecare and children instead to their own health.

Many studies also reveals on that, women who interpret their minor disorder of
breast to be related to a normal situations such as breastfeeding, hormonal changes,
trauma, fatty mass, menstruation or menopausal changes, which led to delayed
presentation (Lim et al, 2015) (Heisey et al, 2011), (Khakbazan et al, 2014). In our
study, women who referred by doctors were more delay, this could be explained by
that, those women who are delay they do not have enough knowledge about BC warning

sign and symptoms.
5.5 Knowledge About Breast Cancer

Knowledge about BC is another determinant of the utilizing screening methods.

Knowledge about BC had related to women's awareness about the nature of the BC
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diseases, warning signs and symptoms, risk factors, early detection. Overall mean of
knowledge according to breast CAM scale was 20.43+4.12. These findings regarding
to knowledge about BC could be considered high in compared to other findings in

neighbor countries.

In general, knowledge about BC in developing countries is low. For instance,
study in Arabic Saudi found only 5% had a good general knowledge about BC (Elobaid
et al, 2014). Even among educated women in that countries, 376 female teachers, have
been dictated that only 12.0% had gained good knowledge (Dandash et al, 2007).
Similarly, in Iran have been confirmed, that women not have enough knowledge about

warning sign and risk factors (Ghodsi et al, 2014).

In this study, knowledge about screening method was high regarding BSE,
(75.2%) of women know how perform the BSE) however half of women (49.7%) knew
that BSE are done monthly. Compared BSE, knowledge about mammography was low,

294 (39.3%) of women did not hear about mammography screening.

Regarding to the fatality and treatment of BC, most women (94.7%) knew BC
in high mortality (fatalist) without treatment, and (93.7%) of women knew that BC is
curable in early stage. In regarding to warning signs of BC, women have high
knowledge about lump (96%), pain (93.2%) and abnormal changes in the size (88.5%),
but some of the women knew about nipple retraction (50.4%). Women's knowledge
about all warning signs in current study was high compared to findings in lranian study
an except to nipple retraction which was shown (75%) of women had good awareness
about nipple retraction (Tazhibi, 2014). Women's knowledge about lump and change in
the size of the breast was higher in in current study compared to findings in other
Sulaimani study which it reported (76.0%) and (73.2 %) respectively, but information

about nipple retraction was come out converse once again (Amin et al, 2017).

Lastly, knowledge about risk factors and healthy behaviors were prominently
varies per each item. Knowledge about practicing lactation (96.8%), physical exercise
(96%) and family history (80.2%) were high. While only few of women knew that late
menopause (6.9%) and delivery in late age (more than 30 years) (26.8%) were risk
factors for BC. Apart from these two risk factors, late menopause and delivery in late
age, women's knowledge about BC risk factors was high in this study in compared to

Saudi Arabia women (Al- Dayel et al, 2019). While, concerning to the late menopause
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women in Iranian study showed the high awareness, (93.7%), and less women had good
knowledge about family history (66%) compared to current study (Tazhibi, 2014).

5.5.1 Knowledge about BC in association with utilizing screening methods

The association of BC awareness with the utilizing of screening method has
studied in this section. In this study BC knowledge was a significantly indicated for all
utilization of all screening methods. Low age at diagnosis may lead to women to be

more aware about the utilizing the screening methods.

This study found that there was a significant association between BC knowledge
and practice of BSE (F=86.05, P=0.000). Those women who practice BSE regularly
were more aware compared to rarely practice BSE, and never practice BSE. This
finding could be explain in way, knowledge about BC and early detection would
increase the positive attitude toward BC and seeking positive health behavior and
practice BSE (Charkazi et al, 2013). Many studies have revealed on the significant
improvement in practicing screening behavior (BSE) by providing knowledge
(Tahmasebi and Noroozi, 2016) (Ahmed et al, 2014). Because improve knowledge
about BC would enhance the women's perceived about seriousness and susceptibility
of BC, and improve the women health motivation and self-efficacy, increase perceived
to benefit of practicing of BSE, decrease perceived barrier of BSE (Mohamed et al,
2016) (Masoudiyekta et al., 2018).

This study found that there was a significant association between BC knowledge
and participate in screening (F=85.26, P=0.000). BC knowledge was significantly high
among those women who participate for screening purpose in respect to those who
participate to diagnosis, diagnosis participant compared to never participate. Similar
findings was obtained in other published literatures (Wang et al, 2009), (Moodi et al,
2012).

Regarding to mammography, this study found that there was a significant
association between BC knowledge and those who had mammography (T=8.431,
P=0.000). The significant relation of BC knowledge with mammography use could has
been explained by previous study which is mention that women with more knowledge
were likely to perceived fewer barriers and more benefits of mammography
screening(Wang et al, 2009). Similar findings were obtained in other published
literatures ( Wang et al, 2009), (Moodi et al, 2012). Higher knowledge about BC may
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have increased the women's perceived about their susceptibility, seriousness of BC, and
benefit of screening methods. Health awareness and knowledge would increase positive
attitude toward BC and seek to the positive health behavior (Tahmasebi and Norrozi,
2016) (Ahmed et al, 2014).

5.5.2 Breastcancer knowedge relationship with patient delay

Another utilizing of screening method was for diagnosis. Women with minor
breast disorder may delay in presenting their condition due to lack of knowledge. In
this respect, a qualitative study have suggested that women knowledge are require to
reduce patient delay (Khakbazan et al, 2014). This study found that low patient
knowledge was related to more patient delay, but the relationship was weak and not
statistically significant (R = —0.013, p = 0.817). The significant relation of knowledge
with patient delay has been approved in many studies. A study confirmed that
knowledge decreased patient delay by an odd of 2.5 (Dandash et al, 2007). Specifically,
some studies have determined low knowledge about warning signs for a longer patient
delay (Maghous et al, 2016),( Khakbazan et al, 2014).

When women feel the minor disorders in their breast, the knowledge about their
conditions in relation to taking an action toward early diagnosis might not sufficient.
Another explanation would be, patient delay in this study was accordingly low, and this
may relate to high women's perceived susceptibility when they had a minor breast
disorder. Therefore the effect of knowledge could be limited due to high perceived of
susceptibility.

5.5.3 Determinant of BC awareness

The association of socioeconomic, medical and health conditions with the
screening methods was studied in the previous section. This association may be
mediated with the knowledge about BC. In another word, women with different
socioeconomic, medical and health background have such awareness or knowledge
about BC and these knowledge would turn to the practicing the screening methods.
Knowledge about BC may be mediate the relation of socio-economic and medical

background with practicing screening methods.
5.5.3.1 Socioeconomic determinant of breast cancer knowledge

As mentioned above, mean of knowledge of BC, according to breast CAM was

20.43+ SD= 4.12. In this study high knowledge about BC was observed in women who

113



Chapter Five Discussion

are age more than 40 years (F= 4.63, p=0.01), high education level (F= 14.14, p=0.000),
high husband education (F= 7.847, p=0.000), employed (F= 6.328, p=0.000), self-
perceived barely economic status (T= 5.404, p=0.000). The current study showed that
employed women, higher education level, and husband education level were significant
indicators for utilizing CBE. Similarly, same socioeconomic variables were indicators
for BC knowledge. Therefore, it can be concluded that the association of these variables
with utilizing the screening method could be mediated through the knowledge. Women
who employed and have high education level would have a high chance for knowledge

about BC compared to uneducated women and unemployed women.
5.5.3.2 Medical and health determinants of breast cancer awareness

Another basic determinant of BC knowledge in this study was medical and
health background of the women. This study finding revealed on that, same medical
and health condition variables indicated the BC knowledge and utilizihg CBE. Among
medical and health condition variables, BC family history, and women who have past
minor breast disorders were one of these variables which were significantly associated
with BC awareness (T= 2.956, P= 0.003), (T=8.41, p=0.000). Women mostly attained
knowledge from their relative who had affected BC (friend and acquaintance) (Dandash
et al, 2007). These result could be concluded in way that women with family BC would
be more aware about BC and this will lead to participate in the screening methods. On
the other hand, women's BC knowledge was higher among women had 4 children, use
contraceptive, not lactate, smoking, not have a chronic disease, self-referred to the

center, but a statistical difference was not observed.
5.6 Determinant Of Women's Attitude Toward Breast Cancer

A part of socioeconomic, medical and health conditions, and knowledge about
BC, women's personal belief is another indicator of the utilization of screening
methods.  Women personal belief has taken the main effect in determining the
utilization of screening methods in this study. According to health believe model,
women's perceived of seriousness and susceptible of BC, health motivation and
confidence would take a role toward the utilizing screening method and early diagnosis.
Negative women's attitude toward BC may become a barrier to utilizing screening

methods or participate in screening.
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Women in different socioeconomic, medical and health background could have
different perceived beliefs toward BC seriousness, susceptibility, and health motivation
and confident would vary accordingly. Perceived seriousness, susceptibility, and
having motivation and confidence were measured base (CHBM- version 2). The overall
mean of the perceived seriousness of BC, susceptibility of BC, motivation and
confident were (19.26+5.37), (8.12+1.78), (18.87+3.51), and (20.28+4.48)
respectively. Socioeconomic and medical characteristic of women has been studied in

relation with women's attitude toward BC.

5.6.1 Women's attitude toward BC in relation with utilizing of screening

methods

Women's attitudes regarding to BC could be directly related to women screening
behavior according to health belief model. As well as women's attitude about BC have
been highly determined by BC knowledge in this study. Therefore, women attitude
could be mediate the BC knowledge and practicing the screening methods.

5.6.1.1 Women attitude toward breast cancer and utilizing of BSE

Finding in this study was parallel with the health belief model about screening
behavior (BSE), in except to perceived susceptibility which was not statistically related
to the practicing the BSE. High health motivation (F=58.911, p=0.000) and confident
(self-efficacy to practice BSE) (F=90.254, p=0.000) were significantly observed in
women who regularly practice BSE. Many studies have confirmed same finding
(Norrozi et al, 2010) (Shiryazdi et al, 2014) (Tahmasebi and Noroozi, 2016).

Regarding to perceived seriousness, current study found women's perceived
seriousness was significantly low in those women who regularly practice BSE
(F=4.589, p= 0.010). Similar finding was found among women health worker in
Turkish study (Tahmasebi, 2010) (Yimaz and Dolms, 2016).

Perceived susceptibility was weak in determining the practicing BSE. Regular
performance of BSE had highest score of perceived susceptibility, the statistic has not
shown a significant difference. Greater susceptibility of BC was observed in women
who perform BSE in two studied (Shiryazdi et al, 2014), (Yimaz and Dolmis, 2016)

while other study in Iran found out the negative out-come (Noroozi, 2010).
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5.6.1.2 Women's attitude toward BC and utilizing screening methods (CBE and

mammography)

According HBM, perceived seriousness of the disease would seek people to take
an action, or new behavior. In this study, perceived seriousness of BC was low in those
who utilizing screening methods (CBE and mammography). While this difference was
not statistically significant. However this finding was controversial with theory of
health belief model, but there is many studies that could not also confirm this result
(Yimaz and Dolmis, 2016), (Moodi et al, 2012) (Shiryazdi et al, 2014).

Perceived susceptibility of BC was one of the concept of HBM, which was most
frequently confirmed as a main determinant of utilizing screening methods (Yiimaz and
Dolms, 2016), (Moodi et ak, 2012) (Fouladi et al, 2013), (Seyed Mostafa Shiryazdi,
2014). Perceived susceptibility of BC was significantly high in women utilizing CBE
as a screening method compare to those do not participate or utilize the CBE for
diagnosis (F=10.194, p=0.000), and high significant perceived susceptibility of BC was
observed in those do mammography, meanwhile this difference statistically was not
significant. One explanation for that is mammography is mostly physician decision for
diagnosis instead women seeking for screening in Kurdistan model. For women with
minor breast disorder, after CBE, the physician will decide to do mammography or not.
Even thought, there is a study that improve the high frequent use of mammography in

the women who perceive high risk of BC (Meisel et al, 2015).

Current study found the significant relation of perceived health motivation with
utilizing of screening model, CBE (F=39.899, p=0.000) had mammography (T=3.881,
p=0.000). This finding is in agreement with previous studies (Moodi et al, 2012),
(Fouladi et al, 2013). From another side, in this study, perceive confident was not
statistically related with the use of screening methods, while some other studies found
the significantly relation (Yimaz and Dulms, 2016), (Moodi et al, 2012).

5.6.1.3women’s attitude toward BC in relation with Patient delay

Women with minor breast disorder may not utilized screening method in time
because of negative or lack attitude toward BC. Women's belief about BC could have
an effect on women's decision to utilizing screening methods for diagnosis their minor
breast disorder earlier. The present study showed that among health belief model

constructs, women’s health motivation (R = —0.166, p = 0.009) was significantly related
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to patient delay or not seeking treatment. Same finding was observed in the Iranian
study; while in the Iranian study, all constructs of health belief model, such as perceived
confidence, perceived seriousness, and susceptibility, significantly determined the
patient delay (Nejad et al, 2017), this model explained that how women belief and
attitude contributed to making decisions to prevent diseases (Taymoori and Berry,
2009). In this study, women who reported a high health motivation were more likely to

not delay in presenting symptoms or seeking to early diagnosis and treatment.

In the current study, women’s perceived seriousness of BC and perceived
susceptibility were associated with patient delay, while these were statistically not
significant. Women who perceived less seriousness (fear about BC) and susceptibility
(perceived to get BC) reported a longer delay in presentation and not seeking treatment.
This finding was controversial with the studies in LMICs, which indicated the fear from
diagnosis was the barrier for early presentation (Cheng-Har Yip, 2008), (Khakbazan et
al, 2014). Similarly, in a Poland study, fear of being diagnosed with cancer was

observed for (48%) causes of patient delay (Brzozowska et al., 2014).

5.6.2 Socioeconomic characteristics of women in determining of women's

attitude toward breast cancer

The difference in the women's attitude toward BC have been found across socio
economic background (Yimaz and Dolmis, 2016) (Tsu-Yin Wu et al, 2006). In this
study, however, women's perceived seriousness only significantly indicated the
utilizing of regular BSE, and did not have a significant relation with other screening
behaviors. In same concerning, in this study none of socioeconomic variables have
related to women perceived seriousness of BC. This study found that women perceived
seriousness of BC was higher in women aged 30-39 years, employed, un-educated,
urban (Sulaimani) resident, married, barely self-perceived economic status. While none
of these differences were statistically significant. It could be concluded that women
perceived seriousness it would not be mediate the socioeconomic variables and utilizing

the screening method excepting to practicing of BSE.

As mentioned above, perceived susceptibility was only a determination of
utilization of CBE and mammography, but not the practice of BSE. From another side,
among socioeconomic variables only age was related to the perceived susceptibility,
perceived susceptibility of BC was significantly lower in women aged grouped 20-29

years comparatively (F=4.237, p=0.015). Similarly, perceived susceptibility of BC was
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higher in women who employed, urban resident (Sulaimani), divorced, and lowest in
un-educated women and insufficient self-perceived economic status. But statistic

association was not found.

Health motivation is one of the CHBMSs construct which is immensely
determined the utilizing of screening behaviors. In this study, health motivation was
statistically high in women who employed (T=5.379, p=0.000), place of residence (T=
2.318, p= 0.021), education level (F=15.504, p=0.000), husband's education (F=8.062,
p=0.000), perceived economic (F=6.262. p=0.002). From other hand, women who
utilizing all screening methods had a significant higher health motivation. Therefore, it
can be concluded that health motivation could mediate the relation of these

socioeconomic variables and utilization of screening methods.

High confidence was statistically higher in employed women (T=2.43, p=
0.015), as well as highly confidential was also observed in women who practice BSE
regularly. The employment may lead women to gain confident and thereby they may
regularly practice the BSE. In same concerning high confidence was observed in the
age group 20-29 years, un-educated, sub- urban resident, and the widow, meanwhile

none of these differences have statistically been significant.

5.6.3 Medical background and health condition of women in determining of

women's attitude of breast cancer

As mentioned above, medical and health condition of women has mostly
determined the BSE examination only. However, other screening methods are mostly
indicated depend on medical and health condition of women. In this concerning medical
background and health conditions of women have been studied in relation with women's
attitude about BC. This study has shown that none of medical and health variables

significantly was associated with perceived seriousness.

Regarding to the susceptibility of BC, the perceivness was significantly high
among women who have a BC family history (T=-4.373, p= 0.000), and women who
have past minor breast disorder (T= 4.36, P=0.000). This can be explained in the way,
women who present with BC family history would more perceive susceptibility of BC,
and this high perceivness would lead to a more regular practice the BSE or other

screening methods.

118



Chapter Five Discussion

Health motivation is mostly vary across most medical and health condition
variables. Health motivation was significantly higher among women who were 4
gravidas (F=5.206, p= 0.000), one para (F=9.244, p= 0.000), use the natural method as
contraceptive(F=5.084, p= 0.000), have a BC family history(T=-2.902, p= 0.004), not
lactate(T=-2.649, p= 0.008), smoker (T=2.884, p= 0.004), not have chronic disease
(T=-3.372, p= 0.001) and those who have a minor breast disorder (T=2.87, P=0.004).
In the current study, however health motivation in women with difference medical and
health conditions was varies, but the differences of medical and health conditions were
not significantly related to the utilization of screening methods (CBE and

mammography).

High confident was significantly high among women who were using
contraceptive and oral pill (F=3.693, p= 0.005), smoking (T=2.910, p= 0.004) and

women who have a minor breast disorder (T=3.13, P=0.004).

5.7 Women's Attitude (benefit and barrier) Toward Utilizing
Screening Methods

One of the objective of this study was to define the barriers of screening method.
The current study has shown that women's knowledge about BC was a high determinant
of perceived barriers of utilizing screening methods. Therefore, lack of knowledge may
lead to high perceived of barriers and not utilizing screening methods. Women
perceived toward the benefits and barriers of utilizing screening method have measured
based on CHBM. In these concerning, depend on health belief model, women's utilizing
of screening methods are stand on women's perceived toward benefit and barriers of
these methods (Glanz et al, 2008), (It is explained in Figure 2). 8

5.7.1 Perceived the benefits and barriers and utilizing BSE

Women perceived toward benefit and barriers of practice BSE would have judge
on practicing BSE. Positive effect of perceived benefit and negative effect of perceived
barrier with practicing BSE were confirm in many studies (Tahmasebi and Norroz,
2016) (Shiryazdi et al, 2014) (Noroozi, 2010). In another word, women who perceived
greater barriers of BSE would be less likely to perform BSE regularly.

The current study found that women perceived to benefit of practicing BSE
(F=59.044, p=0.000) and even perceived benefit of mammography (F=6.828, p=0.001)

were regularly increased with regularity of practicing of BSE.
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In similar concerning, women perceived barriers to BSE (F=82.454, p=0.000)
was regularly decrease with regularity of practicing of BSE, never practice, rarely
practice and regularly practice of BSE. Similarly, regular practice of BSE had the same
relation with a perceiving barrier of mammography (F=30.815, p=0.000) and CBE
(F=32.256, p=0.000) too.

5.7.2 Perceive benefits and barriers, and utilizing of screening methods (CBE

and mammography)

Although mammography was mostly done for diagnosis by a physician, women
perceived of the benefit of mammography was related to do mammography. In this
study, a significant high of the perceived benefit of mammography (T=2.872, p=0.004)
has been observed in women who had a mammogram. Similarly, perceived barriers of
mammography was significantly less in women who utilizing CBE for screening
(F=47.109, p=0.000), and doing mammography (T=-5.607, p=0.000). These finding is
agreement with many published studies, (Yimaz and Dolms, 2016), (Moodi et al,
2012). And there is some studies which did not confirmed the perceived barriers

relation while confirmed the perceived of benefit (Shiryazdi et al, 2014).

Perceived of the beneft of CBE was not significantly related to utilizing
screening methods (CBE, mammography). In this study, women mostly did not
perceive the benefit of annual examining of their breast by a physician, while they
thought biannually mammography screening would be have benefit to find the mass
and preventive from BC. Regarding to barriers of CBE, women's perceived was
significantly less in those utilizing CBE for screening (F=65.615p=0.000), and doing
mammography (T=-6.675, p=0.000). One explanation of this finding would be, most
women have the same perceived of barrier for CBE and mammography.

5.7.3 Socioeconomic determining of women's perceived of utilizing screening

methods

As mentioned above, women's perceived to the benefit and the barrier of
utilizing screening methods were varied. Some women perceive more benefits of
mammography rather than CBE and BSE. Similarly, women perceived barriers to
utilizing the screening methods are also varied. In general, the women's attitude has a
correlation with practicing screening methods. Women who more perceived the

benefits and less perceived the barriers were more likely utilizing the screening
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methods. In this regarding, this study examined the socioeconomic determinants of

women's attitude regarding to utilizing of screening methods.
5.7.3.1 Socioeconomic determinants of the women's attitude toward utilizing BSE

The current study found that high perceived of benefits of BSE was significantly
higher in employed women (T= 2.331, p= 0.020). Regarding to the barriers of BSE,
illiterate was the main indicators, high perceived of barrier was found in women who
are uneducated (F=3.045. p=0.017), and husband's diploma education or uneducated
(F=3.204. p=0.013). In this concerning, these findings could be explained in the way,
the employed and high educated women practice BSE mainly due to their positive
attitude toward the benefit and barriers of BSE.

5.7.3.2 Socioeconomic determinants of women's attitude about the utilizing

screening CBE and mammography.

Unlike BSE, women's perceived benefits of mammography have been quite
determined by socioeconomic status. A significantly high perceived benefits of
mammography was found in women who were diploma education level (F=3.362,
p=0.010), diploma husband's education (F=2.964, p=0.019), urban resident (T=2.166,
p=0.031), and barely sufficient economic status (F=3.677, p=0.026). Regarding to
perceived barriers of mammography, uneducated (F=3.180, p=0.013), uneducated
husband (F=5.187, p=0.000), insufficient economic status (F=9.327, p=0.000) were the
main determinant. WWomen attitude regarding to the utilizing of screening method have
been determined by their socioeconomic status. A study in India has shown educated
women, and those having job had positive attitude concerning to utilizing screening
methods (Kadam, et al, 2016).

Similarly in this study, regarding to CBE, among socioeconomic Variables,
women urban resident (T=2.842, p=0.005) were more perceived the benefits of CBE.
This study found that uneducated (F=3.084, p=0.016), uneducated husband (F=6.151,
p=0.000), insufficient economic status (F=10.540, p=0.000) was associated with high

women's perceived barriers of CBE.
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5.7.4 Medical and health condition determining of women's perceived toward

screening methods

Women in difference health condition and susceptibility of BC could have
different attitudes in utilizing the screening methods. Women's belief about utilizing
screening methods in relation with their health condition was examined as one objective

of this study.

5.7.4.1 Medical and health condition determinants of women perceive about
utilizing of BSE

This study found the perceived benefits of BSE was not determined by medical
and health condition of women, there was not a significant relation of the perceived
benefit of BSE and medical and health condition variables. In regarding to perceived
barriers to BSE, women who use oral pill as contraceptive (F= 5.346, P= 0.000), not
smoking (T=-3.171, p= 0.002) and women had not minor past breast disorders (T= -
2.181, P=0.030) perceived more barriers of practicing of BSE. It could explain this
finding in prospective like, women who are not smokers, not have pass minor disorder,
and use an oral pill as contraceptive they feel more barriers of practice of BSE, and
therefore they may not practice BSE regularly.

5.7.4.2 Medical and health condition determinant of women perceive about
utilizing of CBE and mammography

This study found that women's perceived the benefits of mammography and
CBE were not determined by medical and health conditions of women. However, there
was a difference mean of perceived benefits of CBE and mammography but a statistical

difference was not found.

While, regarding to perceived barriers of mammography and barrier of CBE,
this study found that women who use oral pill as contraceptive (F= 2.876, P= 0.022)
and not smoking (T=-2.876, p= 0.004), and not have a past minor breast disorder (T= -
2.989, P= 0.003) perceived more barrier of mammography. Similar finding was
observed for CBE, use oral pill as contraceptive, (F= 3.757, P= 0.005), not smoking
(T=-2.305, p= 0.021) and those are not having past minor breast disorder (T=-4.094,
P=0.000) have perceive more barrier of CBE. In some other study less barrier has been

found in the women who present with a BC family history (Kadam, et al, 2016).
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In this study we have used the health belief model as conceptual background to
understand the screening health behavior and the barriers. Meanwhile, data about
women's knowledge in regarding to BC in this study have revealed on that, knowledge
has a taken central role on women's attitude and screening practice. Same finding have
also found in many studies (Akpinar et al, 2011) (Ramathuba et at, 2015). Therefore,
our finding could be explained through the both theories, Knowledge, attitude and
practice model (KAP) and health belief model HBMs. This concept have been more
explained in Figure 2.

5.7.4.3 Aspect of defining the barriers of screening methods

One objective of this study was to find out the barriers of screening methods.
Socioeconomic, medical and health condition of women, knowledge and attitude about
BC and early diagnosis were studied as a barrier of utilizing screening methods.
Another finding of this study was to define the different aspects of barriers regarding
to utilizing of screening methods. According to CHBM, many aspects (items)
consistently were defined as the barriers of screening methods. Regarding to barriers of
BSE, fear and worry of the result BSE practice (17.4%), feeling embarrassed during
(4.4%), and BSE takes too much time 11(1.5%) were the main aspects of defining the
barriers of utilizing the BSE among women. Concept of barriers among women may
be required to more qualitative study, meanwhile in this study participant women have

defined the barrier to some prospective.

Regarding to barriers of mammography, the current study found that given
priority to other problem (27.5%), and cost of mammography (21.2%) were the main
aspect of the defining of the barriers of utilizing mammography. As well as afraid of
treatments and losing breast (19.6%) was another aspect of determining the barriers of
utilizing mammography. Regarding to the barriers of CBE, their daily activities
interfering by CBE (24.5%) and CBE time consuming (18.8%) contribute to the main
defining the barriers of CBE. A similar study in Sulaimani has found that main barriers
of not attending screening were “I don't have sign and symptom” by (61.9%) and “Fear
of outcome” by (28.8%) (Amin et al., 2017).
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Figure (2): Model of utilizing screening methods
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5.7.5 Predictors of utilizing of screening methods

In order to we could predict the utilizing of screening methods in our women
sample versus never utilizing, we run binary logistic regression. In this regarding all

variables in this study were used for constructing this model.
5.7.5.1 Predictors of BSE

The predictors of BSE have been more identified in the published literatures. In
the Iranian study, some socio-demographic and health related variables were
determined as the predictors for BSE performance. Age, information sources, having
a family history of BC, current marital status, years of education, menarche, and
menopausal status predicted BSE performance (Noroozi, 2010). In this study, the
logistic analysis model was constructed for predicting only regular performing of BSE
in versus never performing. All study related variables were included to the model, and
eleven variable predicted the performing of BSE regularly. This model was accounted
for (58%) of variance of performing. Suburban resident, family history, not lactate,
those pregnant in high age, good knowledge about BC, perceived susceptibility, good
health motivation, perceived confident, and perceived benefit of BSE, low perceived
seriousness of BC , and low barrier of BSE were predictors for regular practice of BSE.
Similarly, education, parity, contraceptive use, perceived susceptibility, fewer
perceived barriers, confident, and healthy motivation have been identified as predictor
in many studies (Kirca et al., 2018) (Tavafian et al., 2009) .

5.7.5.2 Predictors of screening methods (CBE and mammography)

Different sociocultural circumstance may contribute in the variation of the
screening methods predictors. In this study, logistic regression analysis was used to
predict the factors related to participation in screening. The model accounted for 46.6%
of the variance in utilizing CBE. Older women, and those who have a family history of
BC were more likely to participate in screening. Women who have a good knowledge
of BC, perceived susceptibility, good health motivation were more likely to participate
in screening. Meanwhile, women who perceived barriers of mammography and CBE
were not likely to participate in screening. Negative outcome was found regarding
perceived confidence. In some other study, low family income, smoking, and

comorbidity have been a predictors of the screening methods (Khaliq et al, 2015).
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Regarding to prediction of mammography, however this screening method
was mostly related to physician examination choice for diagnosis of minor breast
disorders. But women socioeconomic, medical and health status, knowledge and their
attitude regarding to BC and treatment still predict the mammography do. Logistic
regression showed that old age women and those who have good knowledge were more
likely to not have a mammography. Meanwhile, women who perceive good confident,
and perceive barriers to CBE were over one time more likely to have mammography.
In this concerning, Iranian study have define the middle age group, married and family
history as a predictors of regular performing of mammography screening (Taymoori et
al, 2012). As well as, among health belief model, low perceive susceptibility and low
perceive of mammography barriers were determined as main predictors to the
adjustment to mammography recommendation. Meanwhile, in Saudi Arabia study,
knowledge, age were the significant predictors of performing mammography (Al
Dayel et al, 2019).

5.7.6 Patient delay in utilizing of screening method in relation to their attitude

According to Kurdistan early detection program, women with minor breast
disorder were recommended to participate or utilizing screening methods. This study
found that women who more perceived barrier of mammography were more delay in
presenting their condition or delay in participating in screening. In another word, high
women's perceived to barriers of mammography were significantly associated with
more patient delay (R=0.149.P=0.02).

Perceived benefits of utilizing BSE, CBE and mammography were negatively
associated with patient delay. But this relation statistically was not significant. Same
finding was observed in the Iranian study; while in the Iranian study, both perceived
barrier and benefit to treatment, significantly determined the patient delay (Nejad et al.,
2017), this model explained that how women belief and attitude contributed to making

decisions to prevent diseases (Taymoori and Berry, 2009).

This finding was not controversial with the studies in LMICs, which indicated
the fear from diagnosis was the barrier for early presentation (Cheng-Har Yip, 2008),
(Khakbazan et al, 2014). Similarly, in a Poland study, fear of being diagnosed with
cancer was observed for (48%) causes of patient delay (Brzozowska et al., 2014).
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5. CONCLUSION AND RECOMMENDATION

Unlike the HICs, the screening model in the Iraq do not encompasses only healthy
women, symptomatic women also were screened in the program. This study found that
women mostly did not utilize screening methods efficiently. Socio economic and women's
health condition, knowledge about BC, women attitude and beliefs about BC have

determined the utilizing the screening methods to high extend.
6.1 Conclusion:

Awareness and regular performing of BSE considerably high by comparing to the
region. The study illustrated that although women have aware about BSE, but few of them
perform BSE regularly. Education, employees, family history, pass history of breast
disease, lactation were significantly associated with regular performing of BSE. As well
as, family history, not lactate, those pregnant in high age, good knowledge, perceived
susceptibility, self-efficacy, health motivation, benefit of BSE, low seriousness of breast
cancer and low barrier of breast self-examination were predictors of regular practice of
BSE.

Despite many women identified the CBE as a screening method, but their
participation in the screening was less, only one-tenth of women utiized CBE for
screening, and 23.6% had done mammography once or more in their life. Education,
occupation, family history and knowledge of BC were the main indicators of utilization of
these screening methods. Health beliefs, such as perceived susceptibility, health
motivation, perceived benefits/barriers of CBE and mammography determined the

screening methods.

The patient delay was higher compared to the HICs. Socioeconomic and health
conditions, such as marital status, insufficient economic status, and associated
comorbidities, were significantly associated with a longer patient delay. In addition to this,
among health belief model constructs, women’s health motivation and perceived barriers

to medical care contribute to the patient delay.
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6.2

Recommendation:

Various programs and models have been launched worldwide to improve the utilizing

screening method efficiently. Defining the determinants of these screening methods and

their barriers would help the effectiveness of the programs for improve screening behavior

in women.

The following point have been recommended

1.

The Ministry of Health through hospital authorities should diversify breast health
education in MCH clinics to incorporate; more breast health education sessions.
Women teaching program regarding to early detection would more emphasis the
regular performing of BSE, women should be informed about the monthly practice
of BSE. For instance, Improve women's health motivation, self-efficacy, and
sensitizing women about the benefits of BSE would help the improvement in high
rate of regular performing of BSE. From interventional point of view, high intention
should be given for the women who is illiterate, unemployed, not lactate, and not
visited the screening center. Enhancing knowledge about BC and screening,
emphasizing the BC susceptibility and screening benefits (CBE and mammography),
and promoting better health condition will help in better participation.

The Ministry of Health should establish and introduce mobile screening units to
improve uptake. Strengthening the referring system from primary health center
would help early diagnosis program.

The Ministry of higher Education and that of Public Health should work on a policy
framework to disseminate BC screening information to women of reproductive age
at middle level colleges to counter fear and misconceptions. These interventions
should a center on enhancing self-efficacy of BC screening and reducing the barriers.
It may be true that physicians failed to inform their patients about the need for a
screening mammogram, therefore better counselling with nurse before coming to a
decision have to be introduced in the screening center. Nurse have to be trained on
good communication skill. Nurse could target those who have not received advice in

the past from medical care personnel on the needs of screening methods.
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5.

The BC Screen Center should have quality assurance programs and induction
policies, including safety tools, such as checklists, to ensure that intervention
program are performed by acceptable way. The most commonly identified barriers
include lack of education, lack of awareness and inappropriate health insurance.

The findings of this study should direct awareness program's organizers to create
content that will cater for the actual lack of information such as informing people of
the available BC screening resources and how to access them. Using mass media
could stimulate public awareness about BC screening methods.

Further research is needed to better understand how these cognitive and
environmental barriers interact to predict BC screening behaviors among this
underserved population of women from other place in Kurdistan. Age at BC
diagnosis is low in Kurdish women that has not been studied, there is a necessity of
case control study to that deal.

We recommend that future researchers recruit participants from a diverse range of
areas to increase the representativeness of findings. More study are require to find
out the effect the Kurdistan early detection program in term of decrease mortality,
decrease age at diagnosis, and prolong age suffering.

Patient delay could be measured for symptomatic BC women rather than diagnosed
women. Patient delay could be crucial indicator for assessing the early diagnosis

programs.
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Appendix B : Breastcancer screening detection rate of different techniques

Parameter ;88;- 2010 | 2011 2012 | 2013 2014 2015 2016 | Total
;C;ta' woman VISHOLS 1, ) oog | 9718 | 11,081 | 8473 | 18,226 | 20,549 | 16,783 | 5812 | 100,769
Breast cancer (n) 103 75 81 98 120 148 135 33 793
Eligible women 3170
registered in the first 4656 4557 | 6043 5202 | 5421 6323 5119 40,491
round (n)

Second §c.n.aen|ng - - - - 10155 | 11240 | 9300 2393 | 33,088
round visiting (n)

Overall visiting (n) 15,576 | 17,563 | 14,419 | 5563 | 53,121
Ultrasound (n) 4505 3522 | 3253 3064 | 5800 6712 5495 3103 | 35,454
Mammography (n) 1396 1560 | 1946 | 1476|2927 | 3342 | 3162 |2274| 18,083
Final needle 416 |311 [338 | 239 |311 |240 |212 |- |2067
aspiration (n)

Core biopsy (n) - - - - 261 313 290 103 | 967
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Appendix C: The reasons for the women to visit the center in 2013-2015

For early diagnosis For participation methods
B screenin Referre
Year | Feeling Feeling of reast | Other | g Direct | d by
. dischar Total ..
S lump breast pain . visit health oial
o 0 0 staff
n (%) n (%) n©) | N |n ) n (%) %
n (o
2013 1597 4812 469 | 316 | 1003 arg7 | 4382 1293 675
(19.4) (58.7) G7) | @8 |@2.2) (772 | 22.7)
2014 # o7 416 627 | 947 10,977 | 1116 w2 9258
(19.9) (61.9) @7 |67 | @662 T 88 | 3
2015 | 1649 5315 557 351 | 700 Dy | 540 1611 e
19.9) (64.2) 31 |42 | @y (77.4) | (22.5)
e 819 2291 118 159|370 e | 2505 701 o
(19.3) (54.2) @7 |G |@7 (80.0) | (19.9)
Total 6254 19,216 1260 | 1921 | 3020 21671 | 19843 S747 25,59
(19.7) (60.6) @9 |60 |(©5) 7D | 224 |0
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Appendix D: Socio-demographic characteristic of screening participant per years

Age of Age at Place of residence Marital status
Years | screened | diagnosis Center of Out of the | Single Married Widow

women of BC Sulaimani city

Mean+SD women n (0/4)\ n (04
2007 | 37.3x10 151 (93.2) 11 (6.8) 21 (1.5) 140 (98.4) 2(0.2)
2008 | 34.3xt10 | 49.1+7 960 (84.2) 180 (15.8) 168 (14.6) | 963 (83.9) 16 (1.3)
2009 | 36.2+11 | 49.9+11 2510 (78.4) | 688 (21.6) 412 (13.7) | 2504 (83.2) 93 (3.0)
2010 | 35.1+10 | 49.3+10 3478 (79.7) | 881 (20.1) 724 (16.2) | 3589 (80.2) 159 (3.5)
2011 | 35.6+11 | 49.9+10 4586 (76.1) 1438 (23.9) | 915 (15.2) | 5028 (83.8) 53 (0.8)
2012 | 38.4+11 | 48.7+12 3799 (73.1) 1393 (26.9) | 655 (12.7) | 4239 (82.6) 238 (4.6)
2013 | 41.6%9 48.8+10 3837 (71.3) 1539 (28.7) | 324 (4.9) | 4791 (88.9) 269 (6.0)
2014 | 42.1+9 50.1+13 4299 (69.2) 1910 (30.8)
2015 | 42.1+9 47.7+10 3619 (72.6) 1363 (27.4) | 246 (4.9) | 4674 (94.4) 28 (0.5)
2016 | 42.0+9 46.7+13 1949 (64.7) 1063 (35.3) | 33(1.0) 3010 (98.7) 5(0.2)
Total | 38.5£10 | 49.1+11 29,188(73.6) | 10,466(26.4) | 3498(10.1) | 30,198 (87.3) 863 (2.4)
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Appendix E: Questionnaire of the study
University Of Sulaimania/ Faculty Of Medical Sciences
School Of Nursing
Name Of Project: Utilization Of Breast Cancer Screening Methods among Women in Sulaimania
Questionnaire No: Date:

Section One: Socio-demographic, medical and obstetric data

I. Socio-demographic

1. Age by year:.......... 2. Occupation: .....ccceeeeeee.

3. Religion:............... 4. Educationlevel:.................. 5. Husband educationlevel....................
6. Address (place of residence): ...............

7. Marital status: Married O Divorced () Widowed Q) Single O

8. Perceived familyincome level: Sufficient () Barely sufficient () Insufficient()
Il. Reproductive characteristics
9. No. of delivery (gravida): ....... 10. No. of childrenshe has(para).:...... 11. No.of abortionor

12. Age at firstdelivery:....................
lll. Contraceptive use
13. Have you used contraceptive method of birth control?  Yes() No ()

14. Type of contraceptive method.......................... 15. Duration of USE .....ccveeeviereeeiseeeieievene
IV. Family history of breast cancer:(number of affected breast cancer in your family)

16. Sisters:........ 17. Daughters:........ 18. Mother:.........

19. Aunt......... 20.Grandmother:......... 21. Others..........
V. Lifestyle

22. Did you lactate your baby Yes(O No(Q 23. Duration of lactation in year: .........

24. Howmany babiesyou have lactate: .........ccccceeueenee.

25. Have eithertime smoke Yes(O No(Q 26. Duration of smoking in year:.........

27. Doesanyone smoke inyourfamily  Yes()  No()
VI. Previous breast diseases and screening participation
28. So far how oftenyou have done clinical breast examination?............ 29. Date of each visit...........
29. Why have you not attend clinicto examine your breast?
I have notsuch breasts problem (O |am afraid to have a breast cancer ()
I nothave such information ()  Other................
30. What was the reasons thatyou visit clinicor health center?
Pain () Mass () skin charges () increase breastsize (O Nipple discharge () Nippleinsertion ()
abscess () screening () Other.............. Determine the results (diagnosed)................
31. Howmany mammograms have done foryou: ............ ,  32. Date of doingeach mammographs
33. Where have you done a mammography? From Dr’s office ()  from screening center ()
34. Have you done any breast surgery? Yes O No ()
35. Do you have any otherchronic diseases? Yes () No (O
36.What are your chronicdiseases?..................
VII. Method of participating inscreening program and delay in diagnosis and treatment
37. Who have directingyou to attend health care centerto therapy or screening? Myself O

Dr.(O) other()
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38. How long have you known or noticed the breast problem beforeyou visit health center

VIII. Pattern of breast abnormality and describe abnormality at first visit
39. What are the troublesinyourbreast?

Pain (O Mass () skin charges () increase breast size () Nipple discharge () Nipple insertion O
abscess () screening (O other O

40. Which of your breast has affected trouble? Left O right O both O

41. Describe the pattern of pain: Cyclical O Non-cyclical () Radiated to auxillary O
O

42. Describe of nipple and areoladistortion: Discharge () Ulcer() Excoriation () Retraction Q)
O

43. Describe the discharge: Color:........... Type:......... Amount:............

44. Do you have any type of swelling? Axillary swelling () Arm swelling OsupraclavicularC)None O)

IX. History of practicing screeningtools (BSE)and reason for performing them

45, Have you ever checked your breasts forsign of lesion the lastyear? Never () rarely O

regularlyO)
46. How often did you check your breast in last six months? ...............

47. At which age you started breast self-examination? .......................
48. The reason of doing BSE

To examine the breastregularly O)
Breastcancer in my family O

Doctors’ advice ()

Check the progression of some abnormality O
Might have breast cancer in the future O)
Others ..o

49. Reason fornon-doing BSE

Scared of being diagnosed with BCO)
Can neverhave cancer ()
There is nobenefit O

50. Source of information about utilizing screening methods:

TV/Radio()  Internet() Primary health care () Friends andrelative () other()

Section Two: awareness about Breast cancer:

(Breast Cancer Awareness Measure (Breast CAM) version 2): (Did you know following
statement about BC?

No. | Knowledge about: screening, breast cancer, sign and symptos and risk factor Yes | No | I do not
know

Al. | Screening

51 | Do you know how to perform BSE

52 | Do you know about CBE, (Every year visit screening center after 30 years old)

53 | Do youhear about mammogram (every 2 years visit screening center after 40 years old)

54 | BSE should be done monthly

55 | Did you know there Is screening program in the Sulaimania befor you come here

A2. | Breast Cancer

56 | BCis curable in early stages

57 | BCis highly mortality without treatment

58 | Painless In early stages

59 | BC more common in women over age
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60 | BC more common in obese women | | |
A3. | Warning signs (Is there any concerning of these disorder with breast cancer)
61 | pain

62 | Alump is definitely cancer

63 | Sudden and abnormal changes in size

64 | Discharges from nipple

65 | Changes in nipple shape, nipple rush

66 | Redness of skin

67 | Nipple retraction

A4. | Risk Factors and health behavior (what is the effectofthe following factors for Breast cancer)
68 | Radiotherapy

69 | Practice physical exercise

70 | Smoking

71 | Alcohol

72 | Low fatintake

73 | Late menopause

74 | Long oral contraceptive pills

75 | Family history of breast cancer

76 | Breast feeding practice

77 | Traumato breastarea

78 | Nulliparity (infertility)

79 | High age at first delivery (more than 30 years)

Section Three: Reason and Barrie to Not-Confirming Screening Test ( BSE, CBE, and

Mammography)
Champion’sHealth Belief Model Scale (CHBMS): (To which degree you are agree with following statement ?)
SD: Strongly Disagree, D: Disagree, N: Neutral, A: agree, SA: Strongly Agree
No. | Attitude [SD|D [N |[A][SA
Bl Seriousness
80 The thought of breast cancer scares me.
81 When | think about breast cancer, my heart beats faster.
82 I am afraid to think about breast cancer
83 If | had breast cancer my whole life would change.
84 If | developed breast cancer, I would not live longer than 5 years.
B2 Susceptibility
85 It is extremely likely | will get breast cancer in the future.
86 I feel I will get breast cancer in the future.
87 My chances of getting breast cancer are great.
B3 Health motivation
88 I want to discover health problems early.
89 Maintaining good health is extremely important to me.
90 I search for new information to improve my health.
91 | feelit I1s iImportant to carry out activities that will improve my health.
92 I eat well-balanced meals.
B4 Confidence
93 I am confident | can perform breast self-examinations correctly.
94 If I were to develop breast cancer I would be able to find a lump by performing

breast self-examination.
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95 I amable to find a breast lump if | practice breast self-examination alone.
96 I amable to find a breast lump that is the size of a quarter.

97 I am sure of the steps to follow for doing breast self-examination.

98 I can use the correct part of my fingers when I examine my breasts.

B5 Benefits —-BSE

99 When I do breast self-examination [ feel good about myself.

100 | When | complete monthly breast self-examination I don’t worry as much about
breast cancer.

101 | Completing breast seff-examination each month will allow me to find Tumps
early.

102 | If I complete breast self-examination monthly during the next year I will
decrease my chance of dying from breast cancer.

B.6 Barriers-BSE

103 | I feelfunny doing breast self-examination.
104 | Doing breast self-examination during the next year will make me worry about
breast cancer.

105 | Breast self-examination will be embarrassing to me.

106 | Doing breast self-examination will take too much time.

B.7 | Benefits-Mammogram

107 | If I get a mammogram and nothing is found, I will not worry as much about
breast cancer.

108 | Having a mammogram will help me find breast lumps early.

109 If I find a lump through a mammogram, my treatment for breast cancer may not
be as bad.

110 | Having a mammogram Iis the best way for me to find a very small lump.

111 | Having a mammogram will decrease my chances of dying from breast cancer.

B8 Barriers-Mammogram

112 | I'was afraid of treatments, including potentially losing my breast

113 | I don’t know how to go about getting a mammogram.

114 | Having a mammogram would be too embarrassing.

115 | Having a mammogram would take too much time.

116 | Having a mammogram would be too painful.

117 | Having a mammogram would expose me to unnecessary radiation.

118 | I would not remember to schedule a mammogram.

119 | I have other problems more important than getting a mammogram.

120 | Having a mammogram would cost too much money.

B9 Benefits- Clinical Breast Examination

1T |1 have a lot to gain by having breast exams performed by a physician.
122 | Breast exams performed by a physician can help me find lumps in my breast.
123 | ' would not be so anxious about breast cancer If | had a breast exam performed

by a physician every years.

B10 | Barriers- Clinical Breast Examination

124 | Breast exams performed by a physician can be painful.

125 | Breast exams performed by a physician are time consuming.

126 | My family/ friends would make fun of me if I have a breast exam performed by
a physician.

127 | The practice of breast exams performed by
a physician interferes with my activities

128 | Iamafraid I would not be able to go to a breast exam performed by a physician.

129 | Having breast exams performed by a physician is expensive.
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Appendix- G: List of expertises

No. Name of Expertise Scientific Title | Place of Job Years of
Experience
1 Badia M.N. Salih Professor of Retired 40
nursing
2 Shahla K. Alalaf. Professor Medicine College, 15
HMU
3 Zhian Salah Ramzi Assistant Community Medicine 19
professor/ /University of
Sulaimani
4 Fatah Hama Rahim Assistant Community Medicine 4
professor /University of
Sulaimani
5 Chro Najmadin Fattah Assistant Obstetric and 25
professor Gynaecology/
university of Sulaimani
6 Bushra Mohammed Ali Assistant Community Medicine 28
professor/ /University of
Sulaimani
7 Dr. Su Phipps Assistant University of
Professor Oklahoma,
Schusteeman Center,
Nursing Colleg
8 Shukriyia Shdhan Chya Assistant Dean of college of 30
professor nursing /Alforat al-
Awsat university
9 Hallwan Abulrahman General Breast Disease 28
Hama Chawesh Surgeon Treatment Center
10 | Abbas Taher Rashid General Breast Disease 5
Surgeon Treatment Center
11 | Alla Aldulgadr Shalli Masterin Sulaimani Technical 29
diagnostic Institute/ Sulaimani
radiology Polytechnic University
12 | Zhiyan Ahmead Abdullah Higher diploma | Maternity hospital 33
13 | Sanaria Shwan Family doctor | BreastDisease 9
Abulrahem Treatment Center
14 | Nawsherwan Abdulla MD Head of Cancer 13

Control Sector of
Sulaimani DoH
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