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Abstract

Introduction: Breast cancer is a prevalent and significant health issue among women both globally and in our country. The aim of this
study is to systematically examine the effects of tailored interventions, such as group education and telephone counseling, on breast cancer
screening behaviors and health perceptions among women with low socioeconomic status. The study seeks to evaluate how these
interventions influence women's health awareness, their adoption of screening behaviors, and their access to healthcare services.

Method: This study is a randomized controlled trial conducted at a family health center. Data were collected by using the Diagnostic Form,
Breast Cancer Health Belief Model Scale, Mammography Self-efficacy Scale, and Breast Cancer Fear Scale. The study sample consisted of
123 women. The Tailored Interventions in Breast Cancer Screenings (TIBCS) included group education and telephone counseling. These
tailored interventions were based on the health belief model. The study consisted of two experimental groups those receiving tailored group
education (N=41) and those receiving tailored telephone counseling (N=41) and one control group receiving standard care (N=41). A pre-test
and post-test control group design was used in the study, and the outcome variables were evaluated before the intervention and at the 3rd and
6th months after the intervention. Data were collected by using the Socioeconomic Status Scale, Diagnostic Form, Breast Cancer Health
Belief Model Scale, Mammography Self-Efficacy Scale, Breast Cancer Fear Scale, and Breast Cancer Fatalism Scale. The NCSS (Number
Cruncher Statistical System) program was used for statistical analysis. Data were evaluated by using descriptive statistical methods.
Results: The study found that TIBCS increased the rates of regular self-breast examinations, clinical breast examinations, and
mammography screenings (p<0.05). In the experimental groups of the TIBCS, it was observed that self-breast examination benefits,
mammography benefits, confidence, and health motivation perceptions increased, while perceived barriers to self-breast examination and
mammography decreased (p<0.05), with no change in susceptibility perception (p>0.05). Similarly, in both experimental groups, women's
perceptions of mammography self-efficacy increased, while fear and fatalism perceptions showed a significant decrease (p<0.05).
Conclusion: TIBCS applied to women with low socioeconomic status is effective in increasing the rate of breast cancer screening behaviors
and improving health perceptions. Therefore, tailored interventions are considered to be beneficial in future studies.
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Ozet

Giris: Meme kanseri, hem diinyada hem de iilkemizde kadinlar arasinda yaygin ve énemli bir saglik sorunudur. Bu aragtirmanin amaci,
sosyoekonomik diizeyi diisiik kadinlara yonelik yapilandirilmis miidahalelerin, 6zellikle grup egitimi ve telefon danismanligi gibi
stratejilerin, meme kanseri tarama davraniglart ve saglik algilart iizerindeki etkilerini sistematik bir sekilde incelemektir. Caligma, bu
miidahalelerin kadinlarin saglik farkindaligi, tarama davraniglarini benimseme diizeyleri ve saglik hizmetlerine erisimlerinde nasil bir rol
oynadigini degerlendirmeyi hedeflemektedir.

Yontem: Bu caligma bir aile saglhigi merkezinde gergeklestirilen randomize kontrollii bir ¢aligmadir. Calismanin 6rneklemini 123 kadin
olusturdu. Meme Kanseri Taramalarinda Yapilandirilmis Girisimler (METYAG) grup egitimi ve telefon danismanligindan olugmustur.
Yapilandirilmig  girisimler Saglik inang Modeline temellendirilmistir. Cahigma grubu yapilandimlmis grup egitimi alan (N:41),
yapilandirilmis telefon danmigmanligi alanlar1 (N:41) kapsayan iki deney grubundan ve standart bakim alan (N:41) bir kontrol grubundan
olugmustur. Aragtirmada, On test-son test kontrol gruplu tasarim kullanilmig, girisim Oncesi ve girisim sonrast 3. ve 6. ayda sonug
degiskenleri degerlendirilmistir. Calismada veriler, Sosyo- Ekonomik Durum Skalasi, Tamlama Formu, Meme Kanseri Saglik Inang Modeli
Olcegi, Mamografi Yeterlik Olgegi, Meme Kanseri Korku Olgegi ve Meme Kanseri Kadercilik Olgegi ile toplanmstir. Istatistiksel analizler
icin NCSS (Number Cruncher Statistical System) programi kullanilmis olup c¢aligmanin verileri tanimlayict istatistiksel yontemler ile
degerlendirilmistir.

Bulgular: Calismada METYAG’mn diizenli kendi kendine meme muayenesi yapma, klinikk meme muayenesi yaptirma ve mamografi
cektirme oranlarini arttigr belirlenmistir (p<0,05). Calismada METYAG deney gruplarinda kendi kendine meme muayenesi yarar,
mamografi yarar, giiven, saglik motivasyonu algilarini arttirdigi, kendi kendine meme muayenesi ve mamografi engel algilarini azalttig1 (p
<0,05), yatkinlik algisini ise degistirmedigi (p>0,05) belirlenmistir. Benzer sekilde, her iki deney grubundaki kadinlarin, mamografi yeterlilik
algilar1 yiikselir iken, korku ve kadercilik algilarinda anlamli azalma belirlenmistir (p<0,05).

Sonug: Sosyoekonomik diizeyi diisiik kadinlarda uygulanan METYAG’1n meme kanseri tarama davranislarinin sergilenme oranini ve saghk
algilarini artirmada etkilidir. Bu nedenle, konu ile ilgili yapilacak ¢alismalarda yapilandirilmis girisimlerin faydali olacag: diistiniilmektedir.

Anahtar kelimeler: Kendi kendine meme muayenesi, klinik meme muayenesi, mamografi, saglik algilari, vapilandirilmis girisim
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Introduction

Breast cancer is a significant issue that affects women's health. '*  According to the International Agency for
Research on Cancer (IARC), approximately 2.3 million new cases of breast cancer were recorded worldwide in
2020, with around 685,000 deaths resulting from the disease. Breast cancer is the most common type of cancer
among women in Tiirkiye, accounting for 23.9% of all cancers.’

Breast cancer screening methods aim to detect breast cancer at the earliest stage, before clinical symptoms appear,
and reduce mortality rates in women. The recommended population-based screening methods for early detection of
breast cancer are mammography, clinical breast examination (CBE), and breast self-examination (BSE).*°
However, various national and international reports indicate inadequacies in breast cancer screening behaviors.”*”
Since 2008, the National Cancer Screening Program has been implemented in Tiirkiye, with a goal to screen 70.0%
of the target population by using mammography. According to the 2020 Turkish Health Statistics Yearbook, only
34.9% of women in Tirkiye have had at least one mammogram.'’ Yet, studies have shown that regular
mammography in women over the age of 50 can reduce the risk of death from breast cancer by 20-30%.""">

In Tirkiye, numerous interventional studies have been conducted among various groups of women over the past 15
years to improve breast cancer screening behaviors. Methods such as group health education, distribution of
brochures and booklets, video screenings, the use of breast models, and phone reminders are among the most
frequently tested interventions in these studies. However, research evaluating the effectiveness of tailored
interventions in improving breast cancer screening behaviors remains quite limited.” Nevertheless, it is suggested
that tailored interventions are highly effective in enhancing breast cancer screening practices.'>'*'>!¢

There are numerous factors that influence breast cancer screening behaviors. These include low socioeconomic and
educational levels, age, marital status, lack of knowledge about breast cancer and screening methods, a family
history of breast cancer, and health beliefs. *'® In recent years, the Health Belief Model (HBM) has become one of
the most commonly used frameworks to increase screening rates among women and to better understand the impact
of health beliefs. This model explains the beliefs and attitudes that affect individuals' behaviors. The key
components of the model include perceived susceptibility, perceived benefits, perceived seriousness, perceived
barriers, health motivation, and perceived Vulnerability.]f””’18 In this context, the aim of the research is to examine
the effect of tailored interventions (group education, telephone counseling) applied to women with low
socioeconomic status on breast cancer screening behaviors and health perceptions. The data obtained is expected to
contribute to the planning of screening programs aimed at increasing breast cancer screening behaviors in the
community and to the development of healthcare policies.

Method

Research Objective

This study was designed to examine the effect of tailored interventions on breast cancer screening behaviors and
health perceptions among women with low socioeconomic status. The study was designed using the CONSORT
guidelines.

Study Population and Sample

The study was conducted between September 2017 and June 2019 at a family health center (FHC) in Istanbul. The
population of the study consisted of 1,113 women aged 40-69 who were registered at the FHC. The sample group
included individuals who visited the FHC, met the inclusion criteria, and expressed willingness to participate in the
study. The sample size was calculated by using the Epi Info program, with a 90% confidence interval, a 3% margin
of error, and an estimated 10% effect size from previous studies.'® Based on these parameters, the required sample
size was determined to be 41 participants per group. The study was conducted with two experimental groups and
one control group. A total of 123 women who met the inclusion criteria were selected, with 41 women assigned to
each group (Experimental Group 1 (n=41), Experimental Group 2 (n=41), and Control Group (n=41).

Data Collection Tools

In the study, the following data collection tools were used: the Socioeconomic Status Scale, the Diagnostic Form,
the Breast Cancer Health Belief Model Scale, the Mammography Self-efficacy Scale, the Breast Cancer Fatalism
Scale, the Breast Cancer Fear Scale, and the Screening Participation Form.

Socioeconomic Status Scale: The scale was first developed by Kuppuswamy in 1976, and various updates have
been made over the years. The most recent version of the scale was created by Singh and colleagues in 2017"’. The
scale is used to measure individuals' socioeconomic status. It assesses socioeconomic status by considering the
family's monthly income, educational level, and occupational characteristics, grouping it into upper, upper-middle,
?gg?dle’ lower-middle, and lower categories. The scale yields a minimum score of 3 and a maximum score of 29.
Diagnostic Form: This form includes sociodemographic characteristics of the women participating in the study
and questions related to breast cancer. The questionnaire consists of 18 questions, with the first 11 questions
addressing the sociodemographic characteristics of the women (name, surname, address, age, education level,
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employment status, marital status, social security, income level, having children, and number of children). The
remaining questions cover topics such as breast cancer knowledge level, family history of breast cancer, regular
doctor visits, breast self-examination practices, knowledge of breast self-examination, mammography uptake, and
knowledge about mammography.

Breast Cancer Health Belief Model Scale: The scale was developed in English by Victoria Champion in 1984. It
identifies the health perceptions that influence women's practices of breast self-examination and undergoing
mammography. The scale consists of a total of eight sub-dimensions and includes 53 items. These sub-dimensions
are: perceived susceptibility (5 items), perceived seriousness (7 items), perceived benefits of BSE (6 items),
perceived barriers to BSE (6 items), perceived benefits of mammography (6 items), perceived barriers to
mammography (5 items), confidence (11 items), and health motivation (7 items). The scale is in a 5-point Likert
format, where each item is rated as follows: 1- 'Strongly disagree,’ 2- 'Disagree,' 3- 'Neutral,' 4- 'Agree,' 5- 'Strongly
agree’. The adaptation of the Breast Cancer Health Belief Model Scale into Turkish was carried out by Seg¢ginli and
Nahcivan in 2004 and by Goziim et al. in 2003%. In this study, the scale adapted into Turkish by Secginli and
Nahcivan in 2004, which was used with women having similar characteristics to the sample group, was utilized.
The 2gronbach's alpha reliability coefficient of the Turkish Health Belief Model Scale ranged between 0.75 and
0.87.

Breast Cancer Fatalism Scale: The scale consists of 11 questions and is answered in a yes/no format. A 'Yes'
response is scored as 1 point, while a 'No' response is scored as 0 points. An increase in the score obtained from the
scale indicates a higher perception of fatalism. The minimum score is 0, and the maximum score is 11. The
adaptation of the scale into Turkish was carried out by Ersin and colleagues in 2014**. The internal consistency
coefficient of the original form of the scale was reported as 0.89.

Mammography Self-efficacy Scale: The scale consists of a total of 10 questions. It is in a 5-point Likert format,
where each item is rated as follows: 1- 'Strongly disagree,' 2- 'Disagree,' 3- 'Neutral,' 4- 'Agree,' 5- 'Strongly agree.'
The scale includes steps related to the mammography process, such as accessibility, ability to pay, making an
appointment, finding the screening center, as well as individual factors like anxiety about mammography and
communication with people at the center. The validity and reliability of the Turkish version of the scale were
established by Secginli in 2012.%° The Cronbach's alpha reliability coefficient of the scale is 0.90

Breast Cancer Fear Scale: The scale was developed by Champion and colleagues in 2004 and consists of 8
questions. It is in a 5-point Likert format, where each item is rated as follows: 1- 'Strongly disagree,' 2- 'Disagree,’
3- 'Neutral,' 4- 'Agree,' 5- 'Strongly agree.' The expected score range for the scale is 8-40 (min-max). A total score
of 8-15 indicates a low level of fear, 16-23 indicates a moderate level of fear, and 24-40 indicates a high level of
fear. The validity and reliability of the scale in our country were established by Secginli in 2012.%

Data Collection

Data were collected by the researcher through face-to-face interviews and phone calls, after obtaining institutional
and ethics committee approvals. The study was conducted in a meeting room designated by the researcher. Data
were collected at three different times: before the intervention, and then 3 and 6 months after the intervention,
within the specified date range.

Pre-intervention

Before the intervention, meetings were held with the family physicians and nurses to provide information about the
study's objectives and content. Initially, a pilot study was conducted with 14 women who met the research criteria.
Due to the unavailability of contact records for women aged 40-69 at the FHC, phone numbers of women visiting
the FHC twice a week were collected. Women who met the research criteria and agreed to participate were
contacted by phone to complete the "Socioeconomic Status Scale" and the Diagnostic Form. After informing the
experimental and control groups about the study, pre-tests were conducted using the data collection tools.
Implementation of the Intervention

In this study, tailored interventions targeting women with low socioeconomic status were implemented through
both group education and telephone counseling. The first experimental group received group education sessions
that included tailored messages based on the health belief model. These sessions were conducted once a week over
a total of five sessions, with each session involving 6-9 women. The educational sessions were held in a specially
arranged room, and participants were called one day in advance to remind them of the meeting. At the end of the
sessions, informative brochures obtained from the Cancer Early Diagnosis, Screening, and Education Center
(CEDSECs) were distributed to the women, and they were referred to CEDSECs for mammography screening.

The second experimental group was contacted by phone during the same period, and the tailored messages
provided in the group education were shared with them via telephone calls. These calls lasted between 10-20
minutes, during which the women’s questions were answered. The telephone counseling was conducted
individually by the researcher. Women in both groups were provided with the contact information of the nearest

Ketenciler & Secginli. TJFPMC 2025;19(1):60-71

62



CEDSECs centers to facilitate their access to screening services. This comprehensive intervention aimed to
enhance breast cancer screening behaviors among women and improve their access to healthcare services.
Post-intervention

Women from both the experimental and control groups were invited to the training room 3 and 6 months after the
intervention to collect the final test data. During this phase, the data collection tools were used again. After the final
test data had been collected, the control group received tailored group education from the researcher. Additionally,
the control group was provided with CEDSECs's transportation and contact information and encouraged to visit the
facility for clinical breast examinations and mammography.

Interventions: Tailored Interventions in Breast Cancer Screening (TIBCS)

Tailored Group Education

Research has shown that tailored interventions can increase breast cancer screening rates by reducing women’s
perceived barriers and enhancing their perception of benefits *°. In this study, women included in the research
received tailored messages based on the Health Belief Model through face-to-face group education sessions.
Tailored Telephone Counseling

Women in this group were contacted by phone, and the messages provided during the tailored group education
sessions were conveyed to them. Each phone call lasted between 10 to 20 minutes. Additionally, the women’s
questions regarding the topic were answered. The telephone counseling was conducted individually by the
researcher.

Ethical Principles of the Study

Approval for the study was obtained from the Ethics Committee of Istanbul Arel University (Approval date: May
31, 2018/number:69396709-050.01.01) and the Istanbul Provincial Health Directorate (Approval date: May 25,
2018/number:16867222-799). The purpose and process of the study were explained to the doctors and nurses
working at the FHC. Women who agreed to participate in the study were asked to complete an informed consent
form.

Results

The ages of the women participating in the study ranged from 40 to 67, with a mean age of 50.68 & 7.76 years. The
majority of the women (91.1%) were married, and 35% had four or more children. Among the participants, 73.2%
had an education level of middle school or lower. Additionally, 79.7% of the women were not employed, and most
(93.5%) had health insurance.

Prior to the intervention, no statistically significant differences were found between the experimental and control
groups in terms of marital status, age, number of children, education level, health insurance, and income level
(p>0.05) (Table 1).

The status of conducting clinical breast examinations within 6 months after the program showed a statistically
significant difference between groups (p=0.001). In the study, the rates of conducting clinical breast examinations
for those who received tailored group education and telephone counseling were found to be significantly higher
than the control group. However, there was no statistically significant difference in the rates of breast self-
examination between those receiving group education and those receiving telephone counseling (p>0.05). The
status of undergoing mammography within 6 months after the program showed a statistically significant difference
between the groups. The rates of undergoing mammography for those who received group education and telephone
counseling were found to be significantly higher than the control group (p=0.012). However, there was no
statistically significant difference in the mammography rates between those receiving group education and those
receiving telephone counseling (p>0.05) (Table 2).

In both experimental groups, women showed increased perceptions of the benefits of breast self-examination and
mammography, as well as improved perceptions of self-efficacy and health motivation at both the 3rd and 6th
months. Additionally, perceptions of barriers to BSE and mammography decreased, while perceptions of
susceptibility remained unchanged (Table 3).
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Table 1. Sociodemographic and Breast Cancer-related Characteristics of the Experimental and Control Groups

Experimental Experimental | Control
Group 1 Group 2 Group
(n=41) (n=41) (n=41)
n (%) n (%) n (%)
Age (year) 40-49 20 (48,8) 18 (43,9) 25 (61,0) 72810
50-59 14 (34,1) 16 (39,0) 12 (29,3) “p: 0,590
=60 7(17,1) 7(17,1) 4 (9,8)
Marital status Married 39 (95,1) 36 (87,8) 37 (90,2) 1,430
Single 2 (4,9 5(12,2) 4(9,8) "p: 0,619
Number of children 1 1(2,4) 3(7,3) 5(12,2) 8136
2 10 (24,4) 11 (26,8) 17 (41,5) "p: 0,218
3 12 (29,3) 11 (26,8) 10 (24,4)
>4 18 (43,9) 16 (39,0) 9 (22,0)
Education status Middle school 30 (73,2) 33 (80,5) 27 (65,9) 3,749
and below
High school 9 (22,0) 7(17,1) 9 (22,0) "p: 0,433
University 2(4,9) 1(2,4) 522)
Working status Yes 5(12,2) 13 (31,7) 7(17,1) 5221
No 36 (87,8) 28 (68,3) 34 (82,9) “p: 0,073
Health insurance Yes 39 (95,1) 40 (97,6) 36 (87,8) 73,017
No 2 (4,9) 1(2,4) 5(12,2) bp: 0,277
Prior knowledge about breast Yes 9 (22,0) 2(4,9) 6 (14,6) 5051
cancer No 32 (78,0) 39 (95,1) 35(85,4) “p: 0,080
Having a family history of Yes 3(7,3) 2(4,9) 0(0) 2,899
breast cancer No 38 (92,7) 39 (95,1) 41 (100) 5p: 0,370
Regular visits to the Yes 2(4,9) 3(7,3) 3(7,3) 0,401
gynecologist and obstetrician No 39 (95.1) 38 (02.7) 33 (92.7) B 1,000
The state of being informed Yes 1(2,4) 2(4,9) 5(12,2) Y3017
233:;2’: cast self-exam in No 40 (97.6) 39 (95,1) 36(87.8) | °p: 0,274
Prior information about Yes 3(7,3) 1(2,4) 6 (14,6) 73,855
mammography No 38(92,7) 40 (97,6) 35(85,4) ’p: 0,155

“Pearson Chi-square Test

®Fisher Freeman Halton Test

Table 2. Evaluation of the Results of Mammography and Clinical Breast Examination by Groups (6 months after the

rogram)
Experimental | Experimental Control
Group 1 Group 2 Group (n=41)
(n=41) (n=41) P
Having a clinical Yes 13 (3L,7) 15 (36,6) 0 18,400 P1s0,001%%
breast examination . o PP
(6th month) No 28 (68,3) 26 (63,4) 41 (100) p:0,001 P2.3:0,012
Having a Y 7(17,1 7 (17,1 0 ’:9.690
mamn%ogram s ( ) ( ) X 21.5:0,001%*
(6 months) No 34 (82,9) 34 (82,9) 41 (100) p:0,012* P2.3:0,012%
None 9 (22,0 14 (34,1) 39 (95,1) 150,948 130,001 %*
Breast self-exam 1- . " 0,001 %
(3 months) 2 times 16 (39,0) 15(36,6) 2(4,9) p:0,001 P2.3:0,
3times | 16 (39,0) 12 (29,3) 0
None 20 (48,8) 15 (36,6) 39 (95,1) 132,93 -0.001**
Breast self-exam 1- 11(26,8) 14 (34,1) 2 (4.9) PO001%% | prs0,001%*
(3 months) 2 times ’ ’ ’ v o
3times | 10 (24,4) 12 (29,3) 0
p 0,019* 0,981 1,000
Chi-square test *Wilcoxon signed Rank test **9<0,01 *p<0,05
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Table 3. Effect of TIBCS Program on Breast Cancer Health Beliefs

Experimental Experimental Control Group
Groupl (n=41) | Group2 (n=41)
(n=41)
Before Min/Max 12/ 28 (17) 12/ 24 (14) 12/ 29 (15) y:4,774 -
- education (Median)
5 Mean+SD 17,2743,85 15,7343,37 16,1243,23 p:0,092
=
2 Post Min/Max 14/27 (23) 20/ 28 (23) 12/20 (16) ¥%:80,511 pi-
= e(;’sca Gion (Median) 1:0,001 %
= ueat Mean+SD 22,56+2,07 23,20+1,52 15,54+2,13 p:0,001%* | p,.
) 3.month :0.001%*
N 3-Y
Y Min/Max 18/ 25 (22) 20/ 26 (23) 12/ 18 (15) x%:86,011 pi-
0 Post (Median) :0,001**
4 education —
= Mean+SD 21,76+1,71 22,85+1,37 14,49+1,72 p:0,001** pa-
= 6.month 0.001%*
n 3:0,
M Test value; dp x2:36,167 X2:51,652 X2:5,934
p:0,001** p:0,001** p:0,048*
Min/Max 10/ 27 (20) 9/24 (19) 10/ 24 (19) ¥*:1,560 -
. Before. (Median)
-E education Mean+SD 19,20+4,51 18,54+4,25 18,2043,65 p:0,458
S
;3 Min/Max 12/ 17 (14) 12/ 18 (14) 12/ 24 (18) v%:32,834 pi-
Post . . o
= education (Median) 3:0,001
= Mean+SD 14,05+1,41 13,80+1,83 17,5943,43 p:0,001** Po-
s 3.month 3:0,001%*
§ Post Min/Max 12/ 18 (13) 12/ 19 (14) 16/ 24 (19) ¥*:77,648 pi-
5 e((i)lslcation (Median) 3:0,001%*
& 6 h Mean+SD 13,66+1,68 14,10+1,70 19,71£2,29 p:0,001+* pa-
- mont 120,001 %*
xR d ) ) p) ?
-3 Test value; “p x:38,993 x:30,871 x :8,975
p:0,001** p:0,001** p:0,011*
Min/Max 12/ 28 (18) 12/ 29 (16) 12/ 29 (16) ¥*:4,482
Before (Median) i
& education Mean+SD 18,29+3,49 16,98+3,83 17,54+4,21 p:0,089
= Min/Max 20/ 27 (23) 20/ 25 (23) 12/ 23 (16) ¥*:78,201 pi-
2 Post (Median) 0,001%*
S education 3:0,
z £ Mean+SD 22,83+1,43 22,54+1,32 15,76+2,40 p:0,001** pa-
22 3.month 1:0,001%*
5 S Min/Max 17/24 (21) 20/ 24 (22) 12/19 (15) ¥*:81,388 pi-
g S: E((l)lsltcation (Median) 3:0,001%*
g Mean+SD 21,56+1,95 22,02+1,27 15,05+1,75 p:0,001+* Pa-
= 6.month 1:0,001%*
2 Test value; °p ¥’:34,265 ¥:43,745 ¥7,125
p:0,001** p:0,001%* p:0,028*
Min/Max 10/ 20 (17) 10/ 21 (18) 6/21 (18) ¥*:1,566
Before. (Median) )
= education Mean+SD 16,32+2,39 16,54+3,16 16,41+3,69 p:0,457
% Post Min/Max 10/ 13 (11) 8/ 17 (12) 12/ 20 (19) ¥:81,776 pi-
s e(‘l’fwa tion (Median) 3:0,001%*
T £ Mean+SD 10,93+0,85 11,63+1,70 18,17+1,95 p:0,001%* pa-
z g 3.month 1:0,001%*
] Min/Max 10/ 14 (11) 10/ 15 (13) 10/ 20 (19) ¥%:83,591 P1-2:0,019%
5 5 Post (Median) pi
g a education Mean+SD 10,95+1,00 12,37+1,55 18,85+1,81 p:0,001+** 3:0,001%*
£ 6.month P2
é“ 3:0,001**
Test value; dp x2:64,723 x2:40,248 XZ: 16,451
p:0,001** p:0,001** p:0,001**
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Table 3(continued). Effect of TIBCS Program on Breast Cancer Health Beliefs

Experimental Experimental Control Group
Groupl Group2 (n=41)
(n=41) (n=41)
Min/Max 2. pi-
Before (Median) 11/ 46 (24) 11/35 (21) 12/ 40 (22) 218,305 70,001+
. education Mean+SD 26,15+6,74 19,98+6,89 21,46+6,57 P:0,0017%* p}d 002+
[>] 3-Y
= Min/Max 2. pi-
k= Post (Median) 33/ 44 (39) 35/ 44 (40) 11/30 (22) 1*:82,308 0,001
¥E education
S 3.month Mean+SD 39,49+2,23 39,93+2,17 21,17+4,64 p:0,001%* p?d 001
3-Y
o
S Min/Max Pr sk
g Post . 32/ 44 (39) 33/42 (39) 22/28 (24) v*:82,091 3:0,001
= (Median)
2 education P2-
3 6.month 3:0,001**
5 Mean+SD 38,2942,57 38,3242,41 24,05+1,86 p:0,001%*
A
x:53,471 x*:65,850 17,104
Test value; °p
p:0,001%* p:0,001+* p:0,001%*
Min/Max 2.
= Before (Median) 14/ 32 (23) 15/28 (21) 17/30 (21) 25,066 _
s education Mean+SD 22,68+4,05 21,1242,92 21,1743,07 p:0,079
b= Min/Max 5 L.
= Post (Median) 20/ 30 (26) 20/ 29 (23) 18/27 (21) 145,309 0,001%*
= education )
N 1-
3 3.month Mean+SD 26,15+2,38 23,10+2,25 21,93+2,44 P0,001%% | 10 1)
= Min/Max 2. pi-
= Post (Median) 20/32 (23) 20/ 27 (24) 19/ 26 (22) 014,530 | PG poes
= education
S 6.month Mean+SD 24,07+2,81 23,7142,30 21,98+1,94 p:0,001+% | Pz
=] 1:0,004
S 219,307 220,626 22,579
o d X . ] X N > X Ly
& Test value; “p
p:0,001%* p:0,001%* p:0,275
Min/Max 2.
Before (Median) 16/ 43 (25) 12/ 45 (22) 18/ 43 (24) 11,464
- education Mean+SD 12,9542,93 12,3243,49 12,9343,07 p:0,481
'8 Min/Max 5
= Post ) 10/ 17 (15) 10/20 (12) 5/15 (13) 122,146
2 . (Median)
2 education
2 3.month Mean+SD 13,7142,66 13,17+3,32 12,83+2,48 p:0,342
3] T
& Post Min/Max 10/17 (13) 10/ 19 (13) 10/ 15 (13) 70,123
- . (Median)
) education
g 6.month Mean+SD 13,02+2,63 13,3743,67 12,80+2,12 p:0,941
£
§ Test value; °p ¥%:3,938 ¥*:1,179 x:0,328
8 p:0,140 p:0,555 p:0,849

The mammography self-efficacy scores at the 3rd and 6th months were significantly higher in the tailored
telephone counseling and group education groups compared to the control group (p = 0.001) (Table 4).

The breast cancer fatalism scores were also lower in the tailored telephone counseling and group education groups
at both the 3rd and 6th months compared to the control group (p = 0.001 for both). Additionally, at the 6th month,
the fatalism scores for women receiving telephone counseling were significantly higher than those receiving group
education (p = 0.001) (Table 5).
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Table 4. Mammography Proficiency Scale Total Score by Groups

Experimental Experimental Control Group
Group Group (n=41)
1(n=41) 2(n=41)
Before Min/Max (Median) | 16/ 43 (25) 12/ 45 (22) 18/ 43 (24) x:4,631 )
education
Mean+SD 26,78+6,59 24,27+7,69 25,5446,68 p:0,099
Pi-
Post Min/Max (Median) | 34/ 40 (38) 33/ 40 (37) 15/34 (23) x:84,685 | 1:0,001%*
education P ’
-
3.month Mean+SD 38,07+1,93 36,95+1,88 23,22+3,99 p:0,001%* | ..0,001**
Min/Max (Median) | 32/40 (37) 30/ 40 (36) 20/ 28 (23) 182,171 | py.
Post :0,001**
education 3:U,
Mean+SD 36,83£2,20 36,37+2,08 23,3442,28 p:0,001** | p,.
6.month
3:0,001**
2, 2, 2,
Test value; °p x 42,051 y 41,195 x:0,854 i )
p:0,001** p:0,001** p:0,653
‘Kruskal Wallis Test Friedman Test “Bonferroni Dunn Test
*p<(0.01 *<0.05
Table 5. Breast Cancer Fatality Score by Groups
Experimental Experimental Control
Group 1 Group Group (n=41)
(n=41) 2(n=41) P
. . 2.
Before education Min/Max (Median) | 0/ 11 (5) 1/11 (6) 0/ 11 (6) x:0,729 i
Mean+SD 5,3943,43 5,90+2,91 5,73+2,83 p:0,695
pi-
Post education Min/Max (Median) 3/5 (5) 1/6 (4) 3/11 (6) X2243,777 320,001**
3.month P2
Mean+SD 4,49+0,81 3,80+1,33 6,34+2,00 p:0,001%* | 5:0,001**
Min/Max (Median) | 3/ 6 (5) 1/6 (4 5/11(9) 192,228 | pi.
2:0,007**
Post education pi-
6.month Mean+SD 4,78+0,65 3,51+1,47 8,98+1,59 p:0,001%* | 5:0,001**
p2-
3:0,001**
$:2,262 x*:14,192 ¥*:33,760
Test value; °p - -
p:0,323 p:0,001** p:0,001**

“Kruskal Wallis Test ‘Friedman Test *Bonferroni Dunn Test **p<0.01 *p<0.05

Evaluations between the groups revealed statistically significant differences in breast cancer fear scores at the 3rd
and 6th months following the intervention (p=0.001). Pairwise comparisons showed that women who received
group education and telephone counseling had lower breast cancer fear scores at both the 3rd and 6th months
compared to those in the control group (p = 0.001 for both) (Table 6).
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Table 6. Breast Cancer Fear Score by Groups

Experimental Experimental Control Group
Group 1 Group (n=41)
(n=41) 2 (n=41)
Before Min/Max (Median) | 14/ 37 (23) 16/38 (24) 15/40 (24) x*:0,848 )
education Mean+SD 23,51+5,07 24,12+4,38 24,63£5,23 p:0,655
Post Min/Max (Median) | 16/ 23 (19) 16/22 (18) 16/ 31 (23) x:45,505 | pi-
:0,001%*
education 3
3.month Mean+SD 18,68+1,97 18,02+1,90 22,78+3,38 p:0,001** on 001+
3-Y
Min/Max (Median) | 16/ 23 (16) 16/23 (17) 16/27 (22) $:31,291 | pi.
Post :0,001**
education >
Mean+SD 17,61£2,13 18,07+2,26 21,10£3,20 p:0,001** | p,.
6.month
5:0,001**
2, 2, 2,
Test value; “p %:39,678 ¥ 42,915 x 15,880 i )
p:0,001** p:0,001** p:0,001**
“Kruskal Wallis Test Friedman Test °Bonferroni Dunn Test — **p<0.01 *»<0.05
Discussion

National and international studies emphasize the need for tailored interventions to enhance breast cancer screening
behaviors among women. Therefore, planning and implementing initiatives to increase screening practices in the
community is of significant importance.

The results of the study demonstrate that the Tailored Interventions in Breast Cancer Screening (TIBCS) program
was effective in improving health beliefs and breast cancer screening behaviors among women with low
socioeconomic status. The findings indicate that both tailored group education and telephone counseling
significantly increased the rates of breast self-examination, clinical breast examination , and mammography
screening among women.

After the intervention, in the experimental group that received tailored group education, the mammography
screening rate was found to be 17% and the CBE rate was 32% at the 6th month. Similarly, the rates for BSE were
39% and 24% at the 3rd and 6th months, respectively. In the group that received tailored telephone counseling, the
mammography screening rate was 17% at the 6th month, the CBE rate was 37%, and the rates for regular BSE
were 29% at both the 3rd and 6th months.

In research conducted in our country, the rates of regular breast self-examination among women have been reported
to range between 6% and 27%.*° In our study, tailored group education and telephone counseling interventions
were found to enhance women’s perceptions of the benefits of BSE and mammography, as well as improve their
health motivation and self-efficacy. These interventions also reduced perceptions of barriers to BSE and
mammography, although no changes were observed in perceptions of susceptibility. Additionally, women in the
experimental groups showed increased perceptions of mammography self-efficacy and reduced fear. Regarding
fatalism, no change was observed in the group receiving tailored group education, while a reduction was noted in
the group receiving telephone counseling.

Consistent with our study, Gathirua-Mwangi et al. (2016) examined the effects of tailored telephone counseling and
DVD interventions. Their study found that women who received the DVD intervention had significantly higher
rates of mammography screening. However, no significant change in mammography screening rates was observed
among women who received telephone counseling.*®

Wang et al. (2011) conducted a study among Chinese women, finding that tailored education based on the Health
Belief Model was more effective in promoting mammography screening compared to standard educational
methods." Similarly, Champion et al. (2016) identified that low-income women had higher perceptions of barriers
to screening, while high-income women had higher rates of mammography screening'®. Additionally, other
international studies®*® have also demonstrated that tailored interventions effectively increase mammography
screening behaviors.

In this study, women who received tailored education showed significantly higher perceptions of benefits and
lower perceptions of barriers to mammography screening at both the 3rd and 6th months compared to before the
intervention. Similarly, in the group that received tailored telephone counseling, lower barrier perceptions and
higher benefit perceptions were observed. These findings indicate that tailored interventions significantly impact
women's health beliefs regarding breast cancer screening behaviors. Perception of benefits reflects an individual's
belief in the potential of a behavior to reduce the risk of disease development. In line with these results, Akkas
Giirsoy et al. (2009) reported a significant increase in perceptions of benefits following educational interventions.”
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In this study, women who received tailored education demonstrated significantly higher health motivation
perceptions at the 3rd month compared to those who received tailored telephone counseling and those in the control
group. By the 6th month, both the tailored education and telephone counseling groups had notably higher health
motivation perceptions compared to the control group. Additionally, the group that received tailored education had
significantly higher self-efficacy scores at both the 3rd and 6th months compared to before the intervention.
Women who received telephone counseling also reported higher self-efficacy scores. Health motivation perception
reflects beliefs and behaviors related to maintaining health and detecting health issues early. Women with higher
health motivation perceptions are expected to have a greater likellhood of maintaining regular screening
behaviors.*

The study concluded that group education based on the Health Belief Model effectively increased women’s
perceptions of the benefits of mammography and health motivation, while reducing perceptions of barriers to
mammography. Similarly, Anakwenze et al. (2015) found in their study with Jamaican women that interventions
based on the HBM and the Transtheoretical Model were effective in reducing perceptions of barriers to
mammography and increasing perceptions of its benefits and self-efficacy.”!

According to the model, women who perceive themselves as at higher risk for breast cancer are expected to have a
greater tendency to undergo screening. However, in this study, no significant increase in perceptions of
susceptibility was observed in either experimental group at the 3rd and 6th months compared to before the
intervention. In contrast, Farhadifar et al. (2016) found that tailored interventions based on the Health Belief Model
significantly increased perceptions of susceptibility and mammography screening rates among Iranian women. ™
Perception of mammography self-efficacy is a crucial factor influencing women’s regular mammography screening
behaviors. Research indicates that women with higher perceptions of self-efficacy for mammography are more
likely to undergo screening.””*** In our study, significant differences were found in mammography self-efficacy
scores at the 3rd and 6th months compared to before the intervention. Women who received tailored group
education and telephone counseling had higher mammography self-efficacy scores at both the 3rd and 6th months
compared to before the intervention.

Fatalistic approach is a significant factor influencing both early detection and screening behaviors as well as health
beliefs and attitudes, playing a critical role in behavior change.’®"*** Research has demonstrated that perceptions
of fatalism have a marked effect on women's attitudes and behaviors.”’* In this study, both experimental groups
demonstrated lower fatalistic attitudes toward breast cancer at the 3rd and 6th months post-intervention compared
to the control group. Akhigbe et al. (2012) found that fatalistic attitudes significantly impacted screening behaviors
among Nigerian women. Similarly, Kulak¢1 et al. (2015) reported that nursing students had low levels of fatalism
regarding breast cancer and identified a weak and negative relationship between fatalistic attitudes and perceptions
of the benefits of self-breast examination.*

Breast cancer fear is another significant factor influencing screening behaviors.***! Ersin et al. (2015)* found that
women who underwent mammography had higher levels of breast cancer fear compared to those who did not.
Conversely, Donnelly et al. (2013)* found that breast cancer fear did not affect screening behaviors among Arab
women. A similar finding was reported by Seg¢ginli (2012). Another study noted that women's fear of breast cancer
was moderate and did not influence early detection behaviors.* In our study, women who received telephone
counseling and group education had significantly lower breast cancer fear scores at the 3rd and 6th months
compared to those in the control group.

Limitations of the Study

The study's limitations include the follow-up period being restricted to only 6 months and the reliance on subjective
self-reported data regarding women’s mammography screening status.

Conclusion

The study results indicate that tailored health education and telephone counseling are effective in positively
enhancing women's health perceptions and breast cancer screening behaviors. Particularly, tailored telephone
counseling is noted for its cost-effectiveness and feasibility, suggesting it could be more widely utilized by nurses
working at CEDSECs and family health centers.
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