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Abstract

Koike I, Chompikul J, Thepthien B and Maikhan N
Determinants of monthly breast self-examination among women in Samut Songkhram Province, Thailand.
J Pub Health Dev. 2018;16(1):29-43

The breast cancer incidence rate is highest among women in Thailand. Monthly breast self-examination
(BSE) which is simple, inexpensive and effective to detect breast cancer is recommended for every woman
as the first step for early detection. Therefore, cross-sectional study was conducted to identify factors
associated with monthly BSE among Thai women aged 20 years old and over in Samut Songkhram Province,
Thailand. Data collection procedure was carried out from April to May, 2017. A sample of 405 women
was selected by multi-stage cluster sampling to participate to face to face interviews. Chi-square tests and
multiple logistic regression were used to examine association between independent variables and monthly BSE.

The results of this study showed that only 18.8% of women reported doing monthly BSE while 47.2%
never practised BSE. In Chi-square test, variables significantly associated with monthly BSE were family
income, health insurance situation, breast cancer knowledge, BSE knowledge, health motivation, BSE
training experiences, and mammography experiences. After adjusting for other factors in the multiple logistic
regression model, breast cancer knowledge (Adj OR= 3.85; 95% CI= 1.95-7.62), BSE knowledge (Adj
OR= 7.31; 95% CI= 2.98-17.93), health motivation (Adj OR= 2.10; 95% CI= 1.14-3.39) and BSE training
experiences (Adj OR= 2.85; 95% CI= 1.48-5.49) remained significantly associated with monthly BSE.

These findings suggest that providing BSE training to the women is the key in promoting monthly BSE.
Therefore, promoting effective BSE training to increase their knowledge about BSE and breast cancer will
result in a widespread of monthly BSE among women.
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Introduction

In Thailand, breast cancer was the most common
cancer and age-standardized incidence rate (ASR) of
breast cancer was 29.3 per 100,000 in 2012'7. This
incidence and mortality rate have been increasing
rapidly.

Early detection and effective treatment for the
early stage of breast cancer is the most important
approach to reduce breast cancer mortality rate’.
Experimental evidences suggested that mammography,
clinical breast examination (CBE) and monthly breast
self-examination (BSE) help to detect breast cancer
in early stage*’. Mammography is said that effective
method to discover breast cancer in the earliest stage,
however this screening require high cost for sustain-
able and proficient skill’.

In the context of the limited resources, BSE and
CBE are useful as an alternative and conjunctive
screening approaches in the developing countries™ *.
BSE is the multistep examination to feel and observe
their breast abnormalities like lumps, thickening,
hardened knot or any other changes using women’s
eyes and hands by individuals for monthly basis. Since
BSE is safe, easy to apply, non-invasive procedure
with no special material or tool requirements”"’. It
is very valuable method for people in rural and/or
economically developing area who have difficulty
to access to the CBE and mammography for regular
breast examination®. Also self awareness and self
management would be enhanced by practicing regular
BSE, with the result that women could link to CBE
and mammography screening in early stage''.

In Thailand, Ministry of Public Health have
strongly recommended the practicing monthly BSE

for all women aged 20 years and older. However

this examination is still not familiarized with most of

. 6, 12-13
Thai women

. Therefore it is important to
understanding why Thai women do not perform BSE
monthly.

It is important to conduct BSE regularly once
a month as the habit in order to be familiarize with
how our breast look and feel normally. However few
studies focused “monthly” BSE in statistical analysis
part. Moreover, Samut Songkhram province had much
higher prevalence rate in Thailand but there were not
many researches related to breast cancer examination
in this area'’. Understanding Thai women’s factors
related to BSE behaviors will help public health
officers, nurses, health village volunteers and other
healthcare professionals to choose more effective
health education programs and thus increase monthly
BSE practices in this area’. Thereby, the aim of
this study was to identify the determinants of breast
self-examination among Thai woman aged 20 years
old and over who were living in Samut Songkhram

province, Thailand.

Methods
Study design

A community based cross-sectional study was
carried out Samut Songkhram province. The data
collection was conducted from April to May, 2017
after getting approval from the Office of the Committee
for Research Ethics, Faculty of Social Sciences and
Humanities, Mahidol University Institutional Review

Board (Certificate of Approval No. 2017/054.1403).

Sample size and sampling technique
The sample size was determined using confidence

interval of 99%, and acceptable error of 5%, and
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the proportion of practicing monthly BSE of 18.4%
that was obtained from Thailand Health and Welfare
Survey reported”. An additional 10% was added
calculated sample size of 399 to allow for any missing
or incomplete data occurring during data collection as
some participants may withdraw from the study. Con-
sequently, the required sample size was 440 women.

Multistage cluster sampling with proportional
to size of population were used to randomly select
a sample of 440 women from Samut Songkhram
province. Stage 1, one districts named Mueang Samut
Songkram district were randomly selected from three
districts since these three districts have similar char-
acteristics. Stage 2, one sub-district named Laem
Yai sub-district was randomly selected from Mueang
Samut Songkram district. Stage 3, three villages were
randomly selected from Laem Yai sub-district. Stage
4, 440 households were selected by proportional to
size of the population from the three selected villages
by using household profile obtained from Health
promoting hospital.

The inclusion criteria were 20 years old and over
and living at Samut Songkhram province which is
located at the central region in Thailand. The exclu-
sion criteria were being pregnant, having had breast
cancer or any other cancers, during breast feeding,
having mental or physical disabilities, and not being
able to communicate.

From the total of 440 women, 35 participants
left interview without finishing it, thus they were
excluded from the study. The final sample included

in this analysis was 405 women.

Instrument and Measures

The women were interviewed face to face by
the Thai coordinator and research assistances using
questionnaire. One day training was conducted to
introduce objectives and methodology of the study
to the coordinator and two reserch assistants. The
objects of the study and ethics matters were explained
to respondents to obtain informed consent from all
participants before the study began. The structured
questionnaire based on the literature reviews and
part of the Champion’s Health Belief Model Scale
(CHBMS) which is a reliable valid tool to measure
the Health Belief Model (HBM) to practice BSE'
and this permission to use and modify was obtained
from Champion'”"*

The questioner was included the information
about the participant’s socio-demographic character-
istics including age, education level, marital status,
family income, health insurance situation, number of
children, menstruation situation, and family history
of breast cancer.

The knowledge about breast cancer and BSE
comprised 20 questions. Answers were recoded into
1 or 0. If correct answers were scored one, incorrect
answers and “I don’t know” were scored zero. Bloom’s
cut off point was used to classified into three levels
(total score <60%=low level, 60% - 80%=moderate
level and >80 %=high level)"’. Kuder-Richardson
(KR-20) was used to measure the reliability of the
knowledge part and it was high. KR-20 was equal
to 0.883 for the breast cancer knowledge and 0.743
for the BSE knowledge.

Using the CHBMS, the questionnaire contains

42 items. Perceived susceptibility to breast cancer
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(4 items), perceived seriousness of the breast cancer
(7 items), perceived benefits of practicing BSE
(6 items), perceived barriers of practicing BSE
(6 items), self-efficacy that was women’s confidence
to execute BSE successfully (11 items), health motiva-
tions that was women’s general concern about health
(8 items). All items were formatted with a 5-point
Likert scale, with the following given responses:
1="strongly disagree”, 2="“disagree”, 3="neutral”,
4="agree” and 5=“strongly agree” for positive
statements. All of these statements were positively
related to practicing BSE except perceived barriers
with negatively associated. Therefore, the score was
reversed. Median score for each component was used
to categorize women’s perception (Equal and more
than median was high perception, less than median
was low perception).

Cronbach’s Alpha was high for the reliability
of the perception of susceptibility (0.859), severity
(0.813), barriers (.679), benefit (0.896), self-efficacy
(0.916) and health motivation (0.901).

Cues to action to BSE dealing with information
of BSE and training experiences of BSE comprised
5 questions. Breast cancer examination experiences
were including experiences of BSE, CBE and
mammography. The respondents who answered
practice monthly BSE were classified as performance
monthly BSE as dependent variable.

All questions were originally designed in
English and translated to Thai version questionnaires
by Thai and English bilinguals. And the other bilingual
person validated by the back translation technique.
The translated instruments were reviewed by a group

of Thai health education experts.

Data analysis

Descriptive statistics was used to describe the
socio-demographic characteristics. Mean, standard
deviation (SD), median, quartile deviation (QD), and
percentage were used to describe each independent
and dependent variables.

Chi-square tests and simple logistic regression
were used to identify an association between each
independent variable and monthly BSE in this study.
Multiple logistic regression was used to determine
associations between the independent variables and

monthly BSE.

Results

Table 1 shows the distribution of 405 women
classified by socio-demographic characteristics.
Median age was 48 years which ranged from 20 to
79 years. Over half of women (57.0%) completed
primary school and 20.6% finished secondary school.
Nearly two-thirds of women (64.9%) were married.
About family income question, some women did not
know or did not want to answerer family income.
Only 287 women answered this question. Median
monthly family income was 9,000 Baht which ranged
from 400 Baht to 100,000 Baht. Majority (71.3%)
were covered by Universal Coverage Schema (UC).
Concerning number of children, 78.5% of women had
more than one children. More than half of women
(59.5%) had menstruation. Only a few women (7.7%)
had family history of breast cancer.

Table 2 shows distribution of knowledge levels and
perceptions levels. More than half of women (53.6%)
were in a high level of breast cancer knowledge.
However only 16.0% of women had good BSE
knowledge. Nearly half of women (45.9%) were
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moderate level and about one-three were (38.1%) poor  and 45.9% of women had low level of perceived
level of BSE knowledge. About 54.1% of women had  susceptibility. About perceptions, 77.3% of women

high level of perceived susceptibility to breast cancer  had high level of perceived barriers.

Table 1 Distribution of respondents by socio-demographic characteristics

Socio-demographic factors Number Percent
Age group (years) 405
20-34 87 21.5
35-49 138 34.1
50-64 140 345
>65 40 9.9
(Median = 48, QD = 11, Min = 20, Max = 79)
Education 402
No education 8 2.0
Primary school 229 57.0
Secondary school 83 20.6
Vocational 36 9.0
Bachelor 46 114
Marital status 405
Single 74 18.3
Married 263 64.9
Divorced 10 2.5
Widowed 49 12.1
Separated 9 2.2
Family income (Baht)" 287
<9000 139 48.4
>9000 148 51.6
(Median = 9000, QD = 4500, Min = 400, Max = 100000)
Health insurance situation 405
No insurance 8 2.0
Civil Servant Medical Benefit Scheme (CSMBS) 17 42
Social Security Schema (SSS) 81 20.0
Universal Coverage Schema (UC) 289 71.3
Private insurance 10 2.5
Number of children 405
0 87 21.5
1-2 213 52.6
3-10 105 25.9
(Median = 2, QD = 1, Min = 0, Max = 10)
Menstruation situation 405
Menstruation 241 59.5
Menopause 164 40.5
Family history of breast cancer 405
Yes 31 7.7
No 374 92.3

a=34 Baht for 1 USD
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Table 2 Distribution of respondents by levels of knowledge and perception

Knowledge and perception Number Percent

Levels of breast cancer knowledge

Good (>8.8) 217 53.6
Moderate (6.6-8.8) 70 17.3
Poor (<6.6) 118 29.1

(Median= 9.0, QD=2.5, Min=0, Max=11)
Levels of BSE knowledge

Good (>8) 65 16.0
Moderate (6-8) 186 459
Poor (<6) 154 38.1

(Median=6.5, QD=1.75, Min=0, Max=10)
Levels of perceived susceptibility
High (=11) 219 54.1
Low (<11) 186 45.9
(Median=11, QD=2, Min=4, Max=20)
Levels of perceived severity
High (=22) 210 51.9
Low (<22) 195 48.1
(Median=22, QD=3.5, Min=7, Max=33)
Levels of perceived benefit
High (=24) 222 54.8
Low (<24) 183 452
(Median=24, QD=1.5, Min=6, Max=30)
Levels of perceived barriers
Low (<12) 92 22.7
High (=12) 313 77.3
(Median=12, QD=1.5, Min=6, Max=24)
Levels of perceived self-efficacy
High (=39) 222 54.8
Low (<39) 183 45.2
(Median=39, QD=4, Min=11, Max=55)
Levels of perceived health motivation
High (=31) 217 53.6
Low (<31) 188 45.2
(Median=31, QD=2, Min=8, Max=40)
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Tables 3 presents most of the women (92.8%)  them around three-four of women (77.6%) had got
received BSE information, especially from public training from public health officers and the most
health officers (66.0%). TV (51.1%) were major common organization was Health Promoting Hospitals
sources of BSE information. Around half of women  (88.3%).

(48.4%) had got experience of BSE training. Among

Table 3  Distribution of respondents by cues to actions

Cues to actions Number Percent
BSE information 405
Yes 376 92.8
No 29 7.2
Sources of information (Multiple answers) b 376
TV 192 51.1
Newspaper 46 12.2
Radio 35 9.3
Internet 51 13.6
Pamphlets 127 33.8
Physicians/Nurses 131 34.8
Public health officers 248 66.0
Village Health Volunteers (VHVs) 135 36.0
Family, Relatives, Friends and others 120 31.91
BSE training experiences 405
0 209 51.6
1-2 182 44.9
=3 14 3.5
Median = 0, QD =0.5, Min = 0, Max = 5)
Provider of BSE training ° 196
(Multiple answers)
Village Health Volunteers (VHVs) 61 31.1
Nurses 10 5.1
Public health officers 152 77.6
Others 3 L.5

b = The number of respondents who had ever got BSE information

¢ = The number of respondents who had ever got BSE training
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The study revealed only 5.4% of women had got  while only 18.8% of those were doing monthly BSE
mammography and nearly one-four of women (28.6%)  as recommended. As a reasons of not doing regularly
had got CBE at the hospital. And more than half of BSE, one-third of women (35.7%) selected “Unsure
women (52.8%) had tried BSE at least one time, of BSE techniques” (Table 4).

Table 4 Distribution of respondents by breast cancer examination

Breast cancer examination Frequency Percent
Mammography 405
Yes 22 54
No 383 94.6
Clinical breast examination 405
Yes 116 28.6
No 289 71.4
Breast self-examination 405
Yes 214 52.8
No 191 47.2
Frequency of doing BSE 405
Never 191 472
Whenever curious 33 8.1
Irregularly 105 25.9
Every month 76 18.8
The reasons that why don’t do BSE regularly * 321
(Multiple answers)
Busy 72 22.4
Forget 65 20.2
Unsure of BSE techniques 115 35.7
Not at risk of breast cancer 69 21.4
Embarrass 16 5.0
BSE is not important 29 9.0
No private space 6 1.9

d = The number of respondents who had not done BSE regularly
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Table 5 describes association between each
independent variable and monthly BSE. The following
factors were significantly associated with monthly
BSE; family income, health insurance situation, breast
caner knowledge, BSE knowledge, Health motivation,
BSE training experiences and taking mammography.
The women having low family income were more
likely to practice monthly BSE (OR= 2.02, 95% CI=
1.14-3.57). Family income was not included in the
multiple logistic regression as around 30% of women
appeared to avoid answering this question. Women
who had good knowledge about breast cancer were

7.64 times more likely to do monthly BSE than those

with poor knowledge (OR= 7.64; 95% CI= 3.19-
18.27). The women who had good knowledge about
BSE were 19.87 times more likely to do monthly
BSE (OR=19.87; 95% CI=7.67-51.46) and the women
who was a moderate level of BSE knowledge were
around 7 times more likely to do monthly BSE (OR=
6.99; 95% CI: 2.87-16.9). The women who have ever
got BSE training were 5.32 times more likely to do
monthly BSE (OR= 5.32; 95% CI= 2.94-9.63). On
the other hand, age, education, marital status, number
of children, menstruation situation and family history
of breast cancer were not significantly associated with

monthly BSE.

Table 5 Association between independent variables and monthly BSE

Monthly BSE Crude OR
Variables P-value
n Yes% No% e L)
Family income 287
Low (<median) 139 28.1 71.9 2.02 (1.14-3.57) 0.016
High (=median) 148 16.2 83.8 1
Health insurance situation 405
ucC 289 21.8 78.2 2.21 (1.16-4.19) 0.015
Others 116 11.2 88.8 1
Breast caner knowledge 405
Good (>8.8) 217 29.0 71.0 7.64 (3.19-18.27) <0.001
Moderate (6.6-8.8) 70 10.0 90.0 2.07 (0.67-6.44) 0.207
Poor (<6.6) 118 5.1 94.9 1
BSE knowledge 405
Good (>8) 65 44.6 55.4 19.87 (7.67-51.46) <0.001
Moderate (6-8) 186 22.0 78.0 6.99 (2.87-16.9) <0.001
Poor (<6) 154 39 96.1 1
Health motivation 405
High (=Median) 217 253 74.7 2.70 (1.56-4.67) <0.001
Low (<Median) 188 11.2 88.8 1
BSE training experiences 405
Yes 196 30.6 69.4 5.32 (2.94-9.63) <0.001
No 209 7.7 92.3 1
Mammography 405
Yes 22 36.4 63.6 2.65 (1.07-6.56) 0.035
No 383 17.8 82.2 1
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All significant independent variables from the
Chi-square tests were included in the full model of
the multiple logistic regression excluding “family
income” and “mammography experience” as limited

number of women answered and few women had

got mammography. Table 6 shows breast cancer
knowledge, BSE knowledge, Health motivation and
training experience remained significant predictors

for monthly BSE.

Table 6 Multiple logistic regression for predictors of monthly BSE

Variables Adj. OR 95% C.I. for OR P-value
Lower Upper

Health insurance
ucC 1.65 0.80 3.38 0.175
The other 1

Knowledge about breast cancer
Good 3.85 1.95 7.62 <0.001
Moderate to poor 1

Knowledge about BSE
Good to Moderate 7.31 2.98 17.93 <0.001
Poor 1

Health motivation
High 2.10 1.14 3.39 0.018
Low 1

Training experience
Yes 2.85 1.48 5.49 0.002
No 1

Discussion Thai national household survey in 2007 (18.4% of

This study revealed that only 18.8% of the
women reported doing monthly BSE while 47.2%
of women had never tried BSE. This result was
relatively lower proportion of BSE when compared
with some other study in Thailand. For instance, the
study among women in northeast region in Thailand
was reported 49% of women doing monthly BSE",
33.0% of women did monthly BSE among Thai
breast cancer patients in 2012*". However, this study

revealed similar result when compared to the previous

women did monthly BSE'") and other researches
in low and middle income countries these showed
low prevalence of BSE, 19% in Malaysia’, 17% in
Turkey™ and 14.4% in Ethiopia among health extension
workers™. These rates were lower than high income
countries prevalence such as 61% of Canada women
did regularly BSE*. This present result agreed with
Asian women had lower breast cancer screening

15
prevalence than western women .
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In this study, there were two significant predictors
in the socio-demographic characteristics; family
income and health insurance situation. The low in-
come women and the women who covered by UC
were nearly twice more likely to practice monthly
BSE. Most of the low income women were covered
by UC thus the health insurance situation also
significant. These findings were contrary to the previous
studies. In the Turkey study, the women with good
perceived income level more likely to perform BSE™.
Thai women who covered by the CSMBS had higher
likelihood of practicing BSE than the women who
covered by UC". This contrast would be because the
lower income women could not afford to take breast
cancer examination in the hospital. However, they
had more chance to visit Health Promoting Hospital
which regularly providing BSE training in the study
area. This might contribute of the prevalence of BSE
practice.

This study didn’t show any association between
age, education levels, marital status, having children,
menstruation status and family history of breast
cancer and monthly BSE. This result was similar to the
studies in the Thai'’, Malaysia'® and Ethiopia™. However,
most of researches found the association between
the family history of breast cancer and BSE3,”™.
In this study, it was difficult to find out the associa-
tion because insufficient sample size for statistical
analysis (7.7%), also this result was consistent with
some previous studies'” >,

Perceived susceptibility was not influential
predictors to practicing monthly BSE. Previous
studies in Iran’ and Turkey” were inconsistent with
this finding. One explanation of this inconsistent

is that most of Thai women believed breast cancer

is still disease of western women and that was not
relevant to them'”.

Perceived seriousness was not significantly related
to doing monthly BSE. Though this result was con-
trast to HBM theory, it was in agreement with the
results of previous studies such as the study among
western Turkey’” and Iranian women. This would
be the possible explain that breast cancer might be
generally perceived as a serious disease by the most
of the women and therefore it did not work as a good
predictor of monthly BSE.

Perceived benefits was not significantly related
to doing monthly BSE. There were conflicting in the
previous findings. For example, the studies among
western Turkey”’ and Saudi women® mentioned
that perceived benefits was the significant predictor
of BSE performance. However these studies among
Iranian women™®, in Nigeria® and among Malaysian
women’' supported this present result. One explanation
for the conflict might be different based on the
population context.

There was no association between perceived
barriers and doing monthly BSE in this study. This
finding was contradicted HBM theory and prior
researches. For example, the study in Turkey and
Iran found that women who perceived greater barriers
to BSE were somewhat less likely to perform
BSE™ *. However Nigeria® supported this present
result. This reason could be explained that most of
women answered disagree and strongly agree with all
perceived barriers’ questions in this study. Because
of that, any association in this analysis could not
be found.

Self-efficacy was not significant predictor of

doing monthly BSE. This result was contrary to the
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previous studies. Previous studies found out self-
efficacy as the most powerful predictor of doing BSE
in western Turkey“, Iran’, and Nigeriazg. Because
the women who had high self-efficacy are willing
to control and management health obstacle’. This
inconsistency may be because of the difference of
education levels, media exposure and culture of the
participants.

Health motivation and doing monthly BSE were
significantly associated. The women who had high
level of health motivation were 2.85 times more likely
to do monthly BSE than the women who had low
level. This result was consistent with studies done in
Iran™ and Nigeria™. Because the women who had high
concern about general health were interested in health
education program that was held at the community.
These women were able to get knowledge of BSE,
too, and follow that health promotion behavior.

Among cues to actions, while information of BSE
was failed to find to be associated with doing monthly
BSE, experience of BSE training was founded as the
main predictors of doing monthly BSE. This result
was consist with the study in Thai Roiet province
showed experiences of practice was significantly
related to practice BSE’.

The association between mammography and
doing monthly BSE was significant by Chi-square
test and simple multiple logistic. The previous study
showed a contrast result that there was no association
between regularly BSE and having mammogram in
Thailand". In this present study, the women who had
got mammography had high health motivation, and
thus they might intend to do monthly BSE.

There was some limitation of the study. The self-

reported data was used to investigate doing monthly

BSE. Recall bias might be occurred during the data
collection. Also this study could not found women’s
BSE correct skill. Thereby, future research should focus
women’s BSE skill using breast model to invest their
correctly BSE. About the research assistants, this study
hired VHVs who are familiar with villagers. Thus,
bias of the interviewers might affect the result and
sensitive questions were difficult to get answer such
as family income. Thereby, the medical persons who
are unrelated to target area such as nursing students
should be hired in the future research. The strength
was the study design which was a community-based
study. It was conducted for wide range of women

age and focused on “monthly” BSE.

Recommendations

This study revealed that even though Thai govern-
ment recommend monthly BSE for the women aged
20 years old and over, the prevalence of monthly
BSE was still low in this area. From the findings,
there were four important factors to design BSE
promotion programs: 1) breast cancer knowledge
2) BSE knowledge 3) Heath motivation 4) BSE
training. Thus, health education focusing on breast
cancer risk factors and BSE technics should be more
promoted to help women assess their risk and enhance
their awareness of the importance of early breast
cancer detection and monthly BSE. Moreover, for the
sustainable awareness, women should be encouraged
to obtain other breast cancer screening method like
CBE and mammography with low cost. Because these
methods also very effective to find breast cancer at
early stage. Moreover it will increase contact with
the health care system and in turn, lead to increased

opportunity for health care providers to encourage
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women to do monthly BSE. Thus, the holistic breast
cancer examination package including BSE educa-
tion, CBE, and mammography should be provided
by multi-sectorial approaches in accordance with
appropriate age, for example, annual breast checkup

at health promoting hospitals.
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