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Abstact

Background: Prevalence rates in breast cancer have now reagiddmic levels. One of the main
reasons behind onset of breast cancer is poor miegdeliefs and behavior of women towards cancer
prevention. We examined the effectiveness of headthication intervention in two communities of
South Greece.

Objective: The study investigates the effectiveness of aflhigalth education intervention on
women'’s beliefs and behaviour changes concerniegdbicancer prevention.

Methodology: A 90-minute, one-off encounter, health educatituuyg was designed for 300 women
from Peloponissos, South Greece. A Health BeliefdBoquestionnaire, was used before the
intervention, immediately after and 6-months after intervention.

Results: Despite certain perception-related barriers (ensisament, anxiety, ect) women’s overall
beliefs towards breast cancer prevention (percestexteptibility, perceived benefits and perceived
barriers) changed positively after the health etlanantervention and this change was sustaindit at
month follow up. However, specific barriers (emlaaement, fear of pain, anxiety when anticipating
tests’ results) were not maintained at the samel le¥ post-intervention during the same follow up.
During the follow up period, women performed breastf-examination every month (73%) and
55.10% had breast examination by a clinician ardenment a mammography.

Conclusions: Short, low cost, health education interventions east cancer prevention to women
can be effective in changing beliefs and behavidailored interventions are necessary to overcome
relapsing of specific barriers. Emphasis shouldghen on the importance of doctor/nurse role in
breast screening.
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Introduction susceptibility, severity of the disease,
'enefits of the new behaviour and barriers
or applying the healthy behaviour (Janz &
ecker, 1984, Ogden 2000, Koelen & Van
en Ban, 2004).

r%:cording to the literature, the main barriers

‘gor women to avoid preventive examinations

(Globocan, 2011). In Greece, a country wit re. a)kbeliefs and attit(l;de)s, b) theglsocie]lcl
J ' e network experience and c) accessibility o
a population of 10.5 million people, 4,349t?hesrvices (Ogedegbe et al, 2005). The

new cases of breast cancer and 1,927 dea . -
were recorded in 2008 (Globocan, 2011). percentage of Greek population receiving

Breast cancer is now the most commoRo ccing SEIVICES 15 low ar)d .'t IS sgrlously
W§ffected by social factors (Dimitrakaki et al,

Breast cancer is the most frequent canc
among women. In 2008, worldwide, 1.3
million new cases were diagnosed (23%

all cancers). The same year in Europ
425.147 women developed breast cancer a
128,737 women died from the diseas

cancer both in developed and developin 009). An additional barrier in accessing

regions with approximately 690,000 ne rgreening services is the economic crisis that

cases estimated in each continent (populati
ratio 1:4) (Globocan, 2011). Incidence rate as severely affected the country. Therefore

vary from 19.3 per 100,000 women in e health professionals can not develop high
Eastern Africa to 89.7 per 100,000 women iri? ?Ztrvegtri]gns long  — lasting  prevention
Western Europe, and are higher in develop h ' i And Hvpothesi

regions of the world (greater than 80 pe esearc Ques_ lons And HypOthesis :
100,000) (except Japan) and loremost of n the intervention study our main hypothesis

the developing regions (less than 40 pevlyas Wh_ether a brief health educat'lon
100,000) (Globocan, 2011). intervention maybe effective in changing

omen’s beliefs and behaviour with regards

Despite the developments in preventiv breast cancer preventive tests
medicine the incidence of breast cancer h prev " .
e research questions of the intervention

been increasing worldwide but breast cance tudv were: Does the intervention:

in most cases, if diagnosed early, is curabl.% Iy ' | | . ' ved

and with minor effects on the quality of life. ncrease = 1evels In perceive
susceptibility to breast cancer?

The advanced imaging techniques (U/S, MRI _ _
and Digital Mammography) have high' Increase levels of percglved beqefltg of
breast self-examination, clinician

accuracy and in combination with regular s g hy?
clinical examination can help to diagnose the €Xamination and mammography

disease at an early stage. An important stép
in this process is the women’s motivation to
protect themselves from breast cancer. An
important instrument for motivation is the®
Health Promotion programs which focus on
health education. However, effective healtih
education programs have to be theoretic and
evidence-based. The Health Belief Model

Decrease levels of perceived barriers to
mammaography and breast examination
by a clinician?

Increase self-efficacy to breast self-
examination?

Increase rates in
mammography and
examination?

undergoing
clinical breast

(HBM) is an applicable model for planning

interventions aiming in behaviour changeg/l's‘thOdOIOgy

[Simon & Das, 1984, Yarbrough & Braden,Design and Sample

2001, Abood et al, 2003, Norman & Brain,The intervention research participants were
2005]. According to the HBM, health300 women, who belonged to the local
behaviour is the result of a series of people\women associations of two prefectures south
core beliefs concerning perceived personaf Athens, Lakonia and Arcadia. Two
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hundred and seventy women fulfilled all thedecrease levels of perceived barriers to
steps of the research (during the follow up 3thammography and breast examination by a
women could not be found). We decided talinician 4) increase self-efficacy to breast
select the participants from an alreadgelf-examination, 5) increase the number of
existing local social network, because allvomen undergoing mammography and
demographic characteristics of the area werdinical breast examination.

represented in the local women'sThe nhealth education intervention included a
associations. The only condition for womenectyre, discussion and leaflets in a 90-
in order to participate to the study was 10 NGhjnute one-off encounter. A 30-minute

have had any breast preventive tests for gicture was conducted using a Power-Point
least three years. presentation by a female doctor and nurse
Measures from the local hospital. The lecture consisted

A 25-item, self- completed and anonymou®f knowledge about breast anatomy,
questionnaire, based on HBM, was used fdpcidence, mortality, risk factors for breast
data collection (Attia et al, 1997, Champiorfancer development, self-examination and its
1993) and was validated in Greek accordinfchniques, breast examination by a clinician
to the Trust's Scientific Advisory Committee@nd the significance of early detection of
process (Medical Outcomes Trust, 1997)¢ancer through mammography. A discussion
The first section of the questionnairefollowed and women were encouraged to ask
concerned demographic data (age, familguestions. Moreover, women were given
status, number of children, nationality,;amphlets about breast cancer emphasizing
profession, insurance, education, monthijhe benefits of early detection, produced by
income, residence and number of people i€ Greek Ministry of Health. Moreover,
one household), while the second includetstructions were given to women for easy
items concerning the HBM domains (HowaCCESS 10 screening services.

susceptible women think they are to th&he statistical analysis was implemented by
disease (breast cancer), the benefits of thie statistical program SPSS for Windows
adoption of the preventive behavior (self{version 10.1) statistical software (SPSS Inc.,
examination, mammography, examination by hicago, IL).

a clinician), the barriers of undergoing aresults

mammography and breast examination by a ,

clinician). The degree of seriousness of theociodemographic data

disease was not assessed, as cancer is alw@lg median age of the women who
perceived as a serious disease in Gregigrticipated in the intervention was 44, 2
culture. years and only 6 women (2%) were over 70
The participants were asked to complete thgears. 132 women (44%) were married and
questionnaires 3 times (at baseline, podt68 (55%) were single, widowed or

intervention and six months  postdivorced. 151 of the participants (50.3%) had
intervention). Immediately after their children. Almost half of the participants

completion, at the 6 months post-interventioN=154, 51.3%) had high school education
questionnaire, 4 items were added assessifitp years), 92 (30.3%) graduated from a
the behaviour change. The participants of theigher educational institute (16 years) and 49
study signed a written form of informed(16.3%) had basic education (9 years). 243
consent before completing the(90%) of the study sample had Greek
guestionnaires. nationality while 210 women (77.60%) were

The aims of the intervention were to: 1) rais@ousewives. All women had ne:tional
awareness about women’s susceptibility t§iSurance coverage, while only 21 (7%) had
breast cancer, 2) increase levels of perceivédlditional private insurance. Table 1 presents
benefits of breast self-examination, clinicafvomen's perceived susceptibility towards
breast examination and mammography, gpe disease (items 1,2,3), perceived benefits
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(items 4,5) and perceived barriers (items @ntervention.
12), before, after and six months post
Table 1 : Women'’s beliefs towards breast cancevemntion

ITEMS AGREE DISAGRE DO NOT
E KNOW P-value
N (%) N (%)
N (%)

ltem 1: “My health is OK, that's why | do not
think at all that perhaps sometime | may develop
breast cancer”
BEFORE INTERVENTION (N=300) 175 (58.20) 95 (31.80) 30 (10)
SHORTLY AFTER (N=300) 42 (14) 233 (77.70)  2%8.30) P=0.002
AFTER 6 MONTHS (N=270) 8 (3 262 (97) - =170
Item 2: “When | learn that a familiar woman
developed breast cancer, | think that it may
happen to her too”
BEFORE INTERVENTION (N=300) 158 (52.70) 72 (24.70) 68 (22.70)
SHORTLY AFTER (N=300) 12 (4) 254 (84.70) 34 (1103 | P=0.566
AFTER 6 MONTHS (N=300) 250 (92.6) 20 (7.4) - P=@aQ
Item 3: “As the years pass, there is a higher
possibility for me to develop breast cancer”
BEFORE INTERVENTION (N=300) 140 (46.70) 54 (18) 1% (35.30)
SHORTLY AFTER (N=300) 208 (69.30) 69 (23) 23 (7.0 P=0.426
AFTER 6 MONTHS (N=270) 249 (92,30) 21 (7,70) - P-620
Item 4: “The more that women undergo a
mammography regularly the fewer deaths will
occur due to breast cancer”
BEFORE INTERVENTION (N=300) 199 (66.30) 27 (9) 7424.70)
SHORTLY AFTER (N=300) 262 (87.30) 15 (5) 23 (7.30 | P=0.240
AFTER 6 MONTHS (N=270) 244 (90.40) 26 (9,60) - naasistics

-constant

variable
Item 5: “I can discover a tumor sooner through
self-examination than visiting a clinician once a
year”
BEFORE INTERVENTION (N=300) 31 10.30 58.70
SHORTLY AFTER (N=300) 88 6.30 5.70 P<0.001
AFTER 6 MONTHS (N=270) 96,70 3,30 - p=0.949
Item 6: “If | discover a tumor by myself it would
be too late”
BEFORE INTERVENTION (N=300) 35.30 38.70 26
SHORTLY AFTER (N=300) 4.30 89 7 p=0.362
AFTER 6 MONTHS (N=270) 0,70 99,30 - p=0.670

"p: Pearson chi-square p-value before and shortly &r intervention and before and 6 months

after intervention.
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Table 2: Women beliefs towards breast cancer prevénn

ITEMS AGREE DISAGREE | DO NOT

KNOW | p-value

N (%) N (%) N (%)

Item 7: “I am not able to do self-
examination appropriately”
BEFORE INTERVENTION (N=300) 137 (45.70) 68 (22.70) 95 (31.70)
SHORTLY AFTER (N=300) 61 (20.30) 215 (71.70) 248 p=0.101
AFTER 6 MONTHS (N=270) 10 (3,70) 260 (96,30) - p=i3
ltem 8: “Although mammography and
breast examination by a clinician are
useful tests, | feel ashamed to undergo
them”
BEFORE INTERVENTION (N=300) 159 (53) 127 (42.30) 4 (4.70)
SHORTLY AFTER (N=300) 33 (11) 258 (86.30) 9 @) p=0.005
AFTER 6 MONTHS (N=270) 45 (16,50) 225 (83,50) - p241
ltem 9 “I will experience pain If |
undergo a mammography”
BEFORE INTERVENTION (N=300) 147 (49) 102 (34) 51 @
SHORTLY AFTER (N=300) 12 (4) 279 (93) 9 (3) p=098
AFTER 6 MONTHS (N=270) 47 (17,60) 223 (82,40) p=D6
Item 10: “Mammography is a dangerous
test”
BEFORE INTERVENTION (N=300) 153 (51) 105 (35) 42 @)
SHORTLY AFTER (N=300) 24 (8) 270 (90) 6 (2) p=001
AFTER 6 MONTHS (N=270) 8 (2,90) 262 (97,10) p-866
Item 11: “The regular test of my breast it
would be stressful for me while
anticipating the results”
BEFORE INTERVENTION (N=300) 152 (50.70) 108 (36) @(13.30)
SHORTLY AFTER (N=300) 23 (7.70) 267 (89) 10 (3.30) | p=0.036
AFTER 6 MONTHS (N=270) 46 (16,20) 224 (83,80) - p=A83

" p: Pearson chi-square p-value before and shortlyfeer intervention and before and 6 months

after intervention.

www.inernationaljournalofcaringsciences.org




International Journal of Caring Sciences 2083 May — August Vol 6 Issue 2 175

Women’'s perception to personal risk ofsignificance regarding undergoing

getting breast cancer, was investigatethammography, clinical breast examination
through the questiofil believe that | have and self-examination, was not observed
the same risk with other women to develop>0.05), according to linear regression.
breast cancer” and the “agree” answerslowever, there are other studies pointing out
corresponded to the rates of 100 (33.3%jhat destitute, single, unemployed women,
244 (81.3%), 261 (96.7%), before, shortlywith basic education only and over 65 are
after and six months post-interventiorunder-users of screening services (Arrossi et

respectively. al 2008, Husaini et al 2001, Feldstein et al
Regarding behaviour changes (breast sei011).
examination, clinical examination, Few women above the age of 70 participated

mammography), six months after theo the study. Earlier studies report that age is
intervention, 244 (90.4%) of the womenamong the variables that are statistically
were able to perform breast self examinatioassociated with inclination to participate in
and out of them 180 (73.90%) did it everybreast screening (Gordon et al, 1991).
month. 149 women (55.1%) had undergonperceived Susceptibility

both breast examination by a clinician and 3 . - .
he perception that one is highly susceptible
0
mammography. For 136 women (91%) the a positive factor of intention influencing

\r;s#:;snO]E;?/e)seﬂ}gﬁfrV\;g;?sns\?eargvesfndeg; omen’s decision on performing breast self-
0 99 ’xamination and having a mammography

The main reasons _fo_r aVo'd'n(~:l(FuIton et al 1991, Han et al, 2009, Aarts et
mammography  and clinical breast

L2 - al 2011, Canbulat and Uzun, 2008, Avci &
examination were embarrassment (N—1i

0 _ 0 ozum, 2009). In our study, it seems that
13.1%), forgetfulness (N=14, 11.5%), fear lomen felt  much more susceptible

pain (N=12, 4.1%), no need of doing ther’qespecially shortly after the intervention

(N=2, 1.6%), and economic reasons (N:2Cp=0.002) and at the 6-month follow up

0
1.6%). compared to the baseline (items 1, 2, 3 and
Discussion item about perceived risk). No statistical

The findings of the pre-test showed that thi%orrelatlon was found from any of the

population held many misconceptions abou emographic  data ~ (p>0.05). Other
rgsearchers support  that  perceived

breast cancer which may have a negativ usceptibility can be modified after suitable
impact on preventive behaviour of women. | P y can. .
ealth education interventions (Brodersen et

'lfn‘(’)"vc\’/,r,th T/gg“%”'”g};?}at thaert‘;‘gsgﬁtrs ' ;'to 9%l 2011, Azaiza & Cohen, 2006, Cohen &
9 y y P P zaiza, 2010, Gallagher 2011, Secginli &

baseline had disappeared at the SiX_monﬁ}ahcivan 2011). The rate of women -in the

follow-up period. current study- who answered that they have
The program was effective in increasinghe same risk with other women to develop
perceived susceptibility to breast cancemreast cancer tripled during the follow up
perceived benefits of Dbreast selfperiod. A meta-analytic review supports that
examination, clinician breast examinatiorusually, women have an optimistic bias
and mammography as well as self-efficacy odibout their personal risk, which is modified
breast self-examination. At the 6-monthafter attending health promotion programs
follow up, most of the “positive” beliefs (Katapodi et al 2004, Ogedegbe et al, 2005).
were maintained or improved. Moreover
during the follow-up period, five in ten
women underwent mammography and breaBturing the 6-month post-intervention period,
examination by a clinician, and more thamine to ten women believed that
seven to ten women performed selfmammography saves lives (item 4). Also,
examination every month. Statisticalwomen were more aware of the value of self-

Perceived Benefits
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examination, however, no statisticalalthough more sophisticated methods of
significance was found through linearhealth education were used (Gozum et al,
regression (p>0.05). Women with high2010, Cohen & Azaiza, 2010). On the other
scores of perceived benefits are more likeljand, some other interventions motivated
to attend screening tests than women withigher rates of women getting a
lower scores of perceived benefitsmammography after health education
(Lagerlund et al, 2000). The perceivedrograms (71%, 79%) (Billette de Villemeur
benefits of breast self-examination anct al, 2007, Kidder, 2008).

mammography are positively affected bygarriers in practice

health education programs (Han et al, 200%mbarrassment is very often a barrier for

Secginli & Nahcivan, 2011). noncompliance to mammography (Azaiza &
Perceived Barriers Cohen, 2006, Crump et al, 2000, Trigoni et

Many women hold a negative view of breas®l: 2008, Alexandraki et al, 2010). Women in
cancer (Schettino et al, 2006). Such attitudé¥/r program, appeared to overcome this
have a negative impact on getting d4€eling immediately after the intervention
mammography (Husaini et al, 2001)(P=0.005); however they started relapsing at
Fatalism in our study (item 6) was associatet follow up (item 8). The statistical linear
significantly with low income (p=0.001), regression did not show significant
increased age (p>0.023) as well as with loworrelation with any demographic factor.
education (p=0.002). These correlation®octor's provision of information and

coincide with similar studies investigating€XPlanations seems to be an important factor
health beliefs (Mayo et al, 2001). in decreasing embarrassment and increasing

women’s likelihood of getting screened
S (Goldman et al, 2004, Trigoni et al, 2008).
Breast self-examination Fear of pain is, also, a common predictor for
Health education intervention empoweredvomen not getting screened (Ogedegbe et al,
women to trust their ability as seven in ter2005, Trigoni et al, 2008, Alexandraki &
women practiced self-examination everyMooradian, 2010). In the current study,
month. According to statistical tests, ngerceived fear of pain seemed to be defeated
statistical significance was observed witlshortly after the intervention but started
any demographic data. Breast selfreappearing at the 6-month follow up (item
examination is not often practiced by womer®). The levels of perception that
even if women are health professionalsnammography is not hazardous to health
themselves (Rosvold et al, 2001, Canbulat &ere raised and improved especially shortly
Uzun, 2008, Bastani et al, 1994, Soyer et ahfter intervention (p=0.001) (item 10). This
2007). However, past literature demonstratefgear rarely is mentioned in literature as a
that breast cancer health education prograrbarrier (Azaiza & Cohen, 2006). Anxiety
influence women’s motivation and self-levels while anticipating the results appeared
efficacy in self-examination (Han et alto act as a barrier to screening

Behaviour Change

2009). mammography, perhaps as serious a barrier
Clinical breast examination and @as cultural beliefs and economics (Adler,
mammography 1997). In our research, fear of pain as a

breaLs{)arrier presented lower rates shortly after the

and Intervention (p=0.036), however, the rate
eclined six months later. Future studies on
ow to reduce anxiety when anticipating test
esults should be carried out. The findings of

compared with other health educatio he current study are congruent with a

intervention studies where fewer Womerpr?\f[fgzasr'nn;'Ia;rgesezgcggﬂ.g;egie zﬁ;gtr']n%
than our sample’s got a mammograph)()’u P Vv : w !

Five in ten women underwent
examination by a clinician
mammography during the next six month
following the health education intervention.
It could be argued that it was a high rat
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mammography, i.e. embarrassment, fear oéappearing at follow-up, i.e, embarrassment,
pain and stress while anticipating the resultear of pain, and anxiety while anticipating
(Trigoni et al, 2008). the results. Tailored interventions are

The results of the present study support th@ecessary to strengthen and sustain the
the brief health education intervention'€sults of such populations. Emphasis should
improved women’s health beliefs and healti®€ given to the importance of doctors’ role in
behaviour towards breast cancer preventioRr€ast screening recommendation in a
This type of health education intervention i$ensitive way so women can make informed
not of high cost, and not in need of extr&l€cisions to undergo breast preventive tests.
fund. The existing personnel are enough fdrerhaps, the intervention is appropriate for
such interventions and seem to be effectivwomen who have similar demographic
in hard economic times, where recourses aR¥ofile in conditions where resources are
sparse. Such interventions are easil§Parse.

administered, require no special tools, coul®eferences

lead to early diagnosis of breast cancer, Karts M.J. Voogd A.C., Duijm L.E. Coebergh JW

performed regmar_ly' and could involve all Louwman WJ (2011) Socioeconomic inequalities
women of the region. Maybe women from in attending the mass screening for breast cancer i

the same social network — as the local the south of the Netherlands-associations with
women associations of our sample - can Stage at diagnosis and surviveteast Cancer Res
: . Treat 3 Feb (Epub ahead of print).

influence each other to adopt preventive, .,"n \"gack D.R. & Feral D. (2003) Nutrition
behaviours. The importance of social context  eqycation worksite intervention for university §taf
to direct impact of behaviour has been application of the health belief modéINutr Educ
pointed out by other authors too (Joseph et Beh35(5): 260-267.

dler D.L. (1997) Anxiety among mammography
al, 2009). Therefore, more and thorougl‘?‘ patients Adm Radiol 16(2-3): 36.40.

studies are needed to support these pres‘i\@xandraki I. Mooradian A.D. (2010) Barriers relhte

findings. to mammography use for breast cancer screening
The limitations, of the study were that it was gg“g’rz‘%sm'“o”ty womenJ Natl Med Asso02(3):

Ca”'eo,' QUI on a small Sample of Women ,O,&rrossi S. Ramos S. Paolino M. Sankaranarayanan R.
an existing social network in two specific  (2008) Social inequality in Pap smear coverage:
regions and therefore the results cannot be identifying under-users of cervical cancer
generalized. Also, a substantial limitation i%r(eszr)]-l%% gn8 ArgentinaReprod Health Matters
was the one.-qff brief na‘gure of the progran}\ttia A.K. Abdel-Rahman D.AM. & Kamel L.I
and the traditional techniques used (lecture, (1997 Effect on an educational film on the Health
pamphlets). Moreover, the role of culture on Belief Model and breast self-examination practice.
health beliefs and behaviour was not EastMediterr Health 3(3): 435-443.
assessed in the present study as it is n®fc I-A- Gozum S. (2009) Comparison of two
included in HBM. Of course. there mav be different educational methods on teachers
. ) 7! . y knowledge, beliefs and behaviours regarding breast
other_sahent fQCtors operating to influence cancer screeningur J Oncol NursL3(2): 94-101.
perceived barriers that may not be revealeskaiza F. Cohen M. (2006) Health beliefs and rafes o

by the Health Belief Model. breast cancer screening among Arab womén.
. . Womens Health5(5): 542-545.
In conclusion, we could support that the briegastani R. Maxwell A.E. Carbonari J. Rozelle R

health education intervention was successful Baxter J Vermon S (1994) Breast cancer
in positively modifying women’s beliefs and  knowledge, attitudes, and behaviours: a

; i ; comparison or rural health and non-health workers.
behaviour by raising the levels of perceived Cancer Epidemiol Biomarkers Pré{L): 77-84.

susceptibility and by decreasing the levels Gjeite de vilemeur A. Exbrayat C. Garnier A.
barriers to breast cancer self-examination, Ancelle-Park R. Ferley, J.P. Jestin C. (2007)

clinical examination and mammography. Evaluation of a combined screening programme for
These modifications remained at the follow- Preast, cervical and colorectal cancers in France.
up, however, important barriers for women U7 J Cancer Pred6(1): 26-35.

to continue regular screening start
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Brodersen J. Siersma V. Ryle M. (2011) Breast cancétusaini B.A. Sherkat D.E. Bragg R. Levine R Emerson
screening: “reassuring” the worried wezand J JS Menters CM Cain VA (2001) Predictors of
Public Health Jan 27 (Epub ahead of print). breast cancer screening in a panel study of African

Canbulat N. Uzun O. (2008) Health beliefs and breast American womenWomen Healtt34(3): 35-51.
cancer screening behaviours among female healttanz N. & Becker M.H. (1984) The Health Belief

workers in TurkeyEur J Oncol Nursl2(2): 148- Model: A decade lateHealth Educ QL1: 1-47.

156. Joseph G. Burke N.J. Barker J.C. Pasick R.J. Tuason
Champion V.L. (1993) Instrument refinement for N. (2009) Perceived susceptibility to illness and

breast cancer screening behaviofdurs Res perceived benefits of preventive care: an

42(3):139-143 exploration of behavioural theory constructs in a

Cohen M. Azaiza F. (2010) Increasing breast transcultural contextHealth Educ Behav36(5
examinations among arab women using a tailored suppl):71S-90S.
culture-based interventionBehav Med36(3): 92- Katapodi M.C. Lee K.A. Facione N.C. Dodd MJ
99. (2004) Predictors of perceived breast cancer risk
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Kontodimopoulos N Niakas D Tountas Y. (2009)Koelen, M. & Van Den Ban A. (2004) Health
Use of cancer screening services in Greece and education and health promotionWageningen
associated social factors: results from the nation- Academic Publishers, Wageningen The
wide Hellas Health | surveyeur J Cancer Prev Netherlands
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