CHAPTER I
1.1  TC "CHAPTER 1" \f C \l "1" Introduction

Breast cancer is the most cancer among women worldwide and it can be detected at any early stage through breast self examination, clinical breast examination, as well as mammogram. Medical advances have shown that one third of all cancers are preventable and a further one third if diagnosed sufficiently is potentially curable. This observation demands that cancer control should be of increasing priority in health care programs of developing countries (Parkin 1994; WHO 1997). 
To participate in population-based screening programs women should have knowledge and positive attitude towards these practices, thus it is important to educate the public about importance of early detection of breast cancer by screening (Okobia, Bunker, & Okonofua 2006).
Several International and national medical organizations has developed recommendations and guidelines regards the target populations and time of intervals for screening programs. The US Task Force Guide to Clinical Prevention Services recommends mammogram every 1-2 years, and annual clinical breast examination in women aged 50-69(US Task Force 1996).
In Botswana there is no guideline for breast cancer screening except for cervical cancer. 

The aim of this study was therefore to assess knowledge attitude and practice of breast cancer examination among women attended at extension 2 clinic. This will be useful in making recommendations with regard to health education of women concerning breast self examination (BSE), clinical breast examination (CBE), as well as mammogram.

1.2 Problem statement and rationale:
As a woman having a breast is something to be proud of. Loosing a breast from surgery due to breast cancer affects a woman psychologically and physically. In Botswana every year the month of October is an awareness month for breast cancer as it is celebrated all around the world. This is the only month where the awareness campaign becomes alive.

It is for this reason that I chose to study women’s knowledge, attitude and practice of breast cancer examination. Having the knowledge of breast cancer could result in seeking medical attention early before complications develop.
1.2 Research aim:
   The aim of the study is to assess the knowledge, attitude and practice of breast 

   cancer examination among women attending Extension 2 clinic in Gaborone,  
   Botswana, between the month of august and September 2009. 

1.3 Research questions:
1. What is the women’s knowledge regarding breast cancer examination?

2. What is the attitude of women towards breast cancer examination?

3. What is the practice of women on breast cancer examination?

4. What is the association of socio- economic characteristics with the knowledge 

    attitude and practice of breast cancer examination?
1.4 Research objectives:
The objectives for this research are:

 1. To assess women’s knowledge regarding breast cancer examination.
2. To determine their attitude towards breast cancer examination
3. To determine the practice of women on breast cancer examination.
4. To determine the association of socio-economic characteristics with the 
     knowledge attitude and practice of breast cancer examination.
CHAPTER II

 LITERATURE REVIEW

2.1 Introduction:

Cancer is a highly prevalent disease in the world and Africa is no exception. The World Health Organization predicts that there will be 16 million new cancer cases per year in 2020 and 70% of these will be in the developing countries (WHO 2008). According to 2008 research entitled: “The challenge of cancer control in Africa”, in Africa in particular sub-Saharan Africa, will account for more than 1 million of these cases. And in another entitled: “Across Africa, a cancer epidemic is approaching rapidly,” Botswana has a higher rate of cancer than the United States or Canada (Lingwood Boyle Milburn et al 2008). The good news is that many cancers are preventable or treatable, especially if detected at early stages.

Breast cancer is the cancer that starts in the tissue of the breast. It is the most common malignancy causing deaths and cancer related morbidity in women. It is a disease affecting both the developed and the developing nations (Lee et al 2004). Women in Botswana are not an exception to this, because breast cancer is the second most common type of cancer affecting women after cervical cancer (Botswana Cancer Registry 2008).

Numerous risk factors are associated with breast cancer. One major risk factor is increasing age. Among the factors that increase the risk of breast cancer the most important ones include both a personal, and a family history of breast cancer and some specific genetic mutations and hyperplasia that have been confirmed on biopsy. Other factors that augment the risks of developing breast cancer are: an early menarche and late menopause, obesity after menopause, use of iatrogenic hormones (both oral contraceptives and postmenopausal hormone therapy have been implicated), nulliparity or 'having the first child after the age of 30', certain ethnic features, radiation, or intake of alcohol on a daily basis (Lee Ahn You et al 2004).

The earliest presentation of breast cancer, which is a painless breast lump sometimes, is being taken for granted by women, thus making treatment limited once they are presented to the health center. Besides that they can also present with other breast symptoms such as changes in nipple or areola, breast size and nipple discharge, but not pain (Humphrey 2002). 
Breast cancer has received a great deal of publicity and has been the focus of intensive study relative to its origins, diagnostic methods and treatment. With the goal of formulating recommendations for early detection of breast cancer in developing countries, the 2002 Global Summit Consensus Conference on International Breast Health Care focused on several key issues, including educating and empowering women to adhere to guidelines for breast screening, developing infrastructure for diagnosing and treating breast cancer, and educating primary health care professionals (National Cancer Control Program 2002).
The three screening methods for breast cancer include breast self-examination (BSE), physical examination of the breasts by a physician or qualified health workers or clinical breast examination (CBE) and mammography. Unlike CBE and mammography which require hospital visit availability of equipment and expertise, BSE is inexpensive and is carried out by women themselves. The World Health Organisation (WHO) recommends BSE as an alternative cost-effective screening method of women above age of 20years. This is because mammography, though effective in screening breast cancer, is not available for many women in developing countries (WHO 2002).
Breast cancer is amenable to almost complete cure in its early stages but to seek medical help early in the course of disease, women need to be "breast aware": they must be able to recognize symptoms of breast cancer through routine performance of practicable screening (Okobia Bunker Okonafua and Osime et al 2006). Therefore the KAP of breast cancer examination in women is very important.

REVIEW OF RELEVANT LITERATURE

Studies from around the world have shown that the incidence of breast cancer is rising both in developed and developing nations (Dundar Ozmen Ozturk et al 2006).  In developing countries and elsewhere around the world, the rising incidence of breast cancer and the increasing mortality from the disease are major health concerns. A primary reason for the escalating mortality is late diagnosis of the disease and lack of early detection (Pinotti, Barros, Hegg, & Zeferino 1995).
One potentially important strategy in reducing breast cancer mortality is the use of screening to achieve earlier detection of cancer (Parkin, Muir, & Whelan et al 1992). This is very important because an excellent prognosis is directly associated with the stage at which tumour is detected and how localized the lesion is. Early diagnosis is usually results in treatment before metastases and signifies a better outcome of management. 

The standard screening techniques currently available to women are breast self-exam, clinical breast exam and mammography. Cancer screening tests play a pivotal role in reducing breast cancer related mortalities (Tang, Solomon & McCracken 2000). The American Cancer Society (ACS) recommends CBE and 
mammography in the early detection of breast cancer (Smith Saslow Sawyer et al 2003). According to ACS recommendations, women should know how their breasts normally feel and report any breast changes promptly to their health care providers. It is for this reason knowledge attitude and practice of breast cancer examination is very important.

2.2 Knowledge of breast cancer examination:
It has been reported that in Botswana most women only seek medical help in the late stage of the disease (Botswana Cancer Registry 2006). This could be attributed to the inadequate knowledge of breast cancer examination. 
Since the common presentation of breast cancer is the painless lump, knowledge of breast cancer examination is very important. Many studies have been conducted to assess knowledge of breast cancer and it has been found that many women around the world have low knowledge of the same. A more recent study (Mukupo & Mubita-Ngoma 2007) found that in Zambia, both rural and urban women’s knowledge level of breast cancer was generally low. This could be attributed to a lack of educational programs on breast cancer or the programs are not enough to reach the target population. In Botswana, breast cancer awareness program is mainly alive in October; hence many women cannot be reached if we wait only for October of every year to sensitize women. Information needs to be sent out to the community in an appealing way.               
According to Steinberger (1994) and Ko (2000) knowledge of breast cancer and provision of screening guidelines are related to high screening rates. Mammography or a low dose x-ray examination could find cancer too small to be felt even by the most experienced examiner. A study conducted by (Marinho, Cecatti Osis and Gurgel 2008) reveals that few women in Brazil had adequate knowledge of mammography as a method of breast cancer examination. 
However Pravia et al (1999) found that women in Italy had good knowledge of mammography. The study done by (Dundar et al 2006) reveal that only 29.7% of the women in Western Turkey had adequate knowledge on mammography. Women in Southeast Iran (67.4%) were found to have overall insufficient knowledge of breast cancer screening. Only 3.4% had good knowledge about mammography (Heidari, Mahmoud & Sakhavar 2008).
Breast self-examination is one of the vital screening techniques for early detection of breast lumps, most especially cancer of the breast. Through clinical examination and self-examination can have a crucial impact on early identification of breast cancer; its diagnosis and ultimately enhance survival (Balogun & Owoaje 2005). In Nigeria (Kayode, Akande, & Asagbemi 2005) found the respondents had a good knowledge of breast self examination. 
This was different from (Salaudeen, Akande, & Musa 2009) who found that female undergraduates in a state in Nigeria had low level knowledge of BSE. Similar findings were found by (Heidari, Mahmoud & Sakhavir 2008); women in Southeast Iran had poor knowledge on breast self-examination. Only 21.6% had good knowledge.

Regarding clinical breast examination where by a woman sees a physician or a health worker for breast examination; (Pavia et all 1999) found that women in Italy had good knowledge on CBE and the majority had visited a clinician for the past one year.

2.3 Attitude:
Attitude toward breast cancer examination is also important. In Nigeria (Okobia, Bunker, & Okonofua 2006) found that there was an indication of positive medical help-seeking behaviour as the majority of women indicated visiting the doctor as the best approach to breast cancer care. However in Italy (Pavia et al 1999) found that, though women were aware of the effectiveness of mammography in the
diagnosis of breast cancer, there was still high proportion who ignored the purpose of mammography as a screening procedure and benefits of early detection.
 Mukupo & Mubita-Ngoma (2007) also found that the majority of women in Zambia, both rural and urban, did not perceive themselves as being at risk of getting breast cancer.  This concurred with (Salaudeen, Akande, & Musa 2009), who found that the gaps in knowledge on breast self examination culminated in poor attitudes of respondents to breast self examination. Less than one-fifth (18.3%) of respondents in a state in Nigeria, cared to seek for knowledge on breast self examination. This showed that many respondents still believed that breast cancer is a rare disease and that they can never be affected by it. This was different from (Sadler Ko Cohn et al 2007), who found that women in USA perceived that they were susceptible to breast cancer, however the adherence to cancer screening guidelines was low.

The study conducted by (Haji-Mahmoodi, et al. 2002) regarding attitudes toward 

BSE; the majority of women believed that it is not difficult and time consuming or troublesome (63% and 72 %, respectively). Also Jahan, Al-saigul, & Abdelgair (2006) found that the participants had a positive attitude towards learning BSE.

2.4 Practice of breast cancer examination 
Breast self-examination (BSE) is an excellent first line of defense against breast cancer, because each woman’s body is unique and she is the best person to track changes (New Jersey Cancer Registry 2000).

The ACS recommends all women over the age of 20 to perform BSE once a                                                                                                                                       month. The BSE takes just few minutes each month. The best time to perform BSE is about 7 to10 days after the first day of the menstrual period when the breasts are least tender. Breast self-examination is inexpensive and is carried out by women themselves. Studies based on breast cancer patients’ retrospective self-report on their practice, established that a positive association exists between performance of the examination and knowledge of breast cancer. There is also evidence that most of the early breast tumors are painless and that the majority of early self- discoveries are by breast self- examination performers (Okobia et al 2006). 
Mukupo & Mubita-Ngoma (2007) found that women in both rural and urban regions of Zambia, did not practice breast self examination. This concurred with (Okobia et al 2006) who found that the minority of women in semi-urban regions Nigeria, did practice breast self examination. In Zahedan (Iran) practices of women about breast cancer screening were very low, only 4.5% of women performed BSE on regular basis (Heidari, Mahmoudzadeh-Segheb & Sakhavar 2008). Similar findings were also found in Swedish women only 10% of the women practiced BSE regularly (Persson & Johansson 1995).
Recently there was a debate on the role of regular self-examination of the breast in preventing breast cancer mortality (Hackshaw & Paul 2003). However, the teaching of BSE can help women to be alert to any abnormal changes in their breasts and seek medical advice immediately. One study carried out in Karnataka, India, has suggested that this can be used as a strategy for creating breast health awareness among women, and female health workers can be trained to teach the women to carry out BSE.
Every woman should see her doctor on a regular basis. A clinical breast examination should be part of the routine checkup. Beginning at age 20, women should have a clinical breast exam every two to three years. Women aged 40 and older should have one every year (New Jersey Cancer Registry 2000).

A previous study done in Italy by Pavia et al (1999) revealed that having had a clinical examination by a physician was associated with having had a mammogram at the recommended time interval. The study done by Heidari et al (2008) reveals that practice of breast cancer screening was poor among women in Southeast Iran, only 4.1% of women had a clinical breast examination. Similar findings by (Bener et al 2001) reveal that practice of CBE was also poor, 13.8 % of Arabic women had done clinical breast examination. These findings provide strong support for the influential role of the physician in motivating women to adhere to clinical breast examinations as well as mammograms. 
A mammogram is the most accurate test for breast cancer. It can detect approximately 90 to 95 percent of breast cancers, even before they can be felt. Therefore, a regular mammogram is important, even if a woman or her doctor does not feel anything abnormal when examining the breast (New Jersey Cancer Registry 2000). Annual mammography is considered the most valuable tool for detecting breast cancer in the earliest possible stages, before the cancer has metastasized and when interventions are most effective and least invasive and debilitating. The decline in breast cancer mortality has been largely attributed to regular mammography screening practice (Wu & Yu 1998). The ACS recommends that women aged 40 and over should have a screening mammogram every year and should continue to do so for as long as they are in good health. Pavia et al (1999) revealed that in Italy, only 30% of women had undergone mammogram according to the recommended time interval, while in Nigeria (Okobia et al 2006) found that none of the studied women had undergone mammograms at the recommended time interval. This was similar from Marinho et al (2008) who found that in Brazil only 35.7% of women users of public health services had adequate practice of mammography.

2.5: Social demographic characteristics
Investigators have reported that demographic characteristics, such as higher level of education and income, marital status, younger age, social support, a history of breast diseases, a family history of breast cancer, ethnic background and residence area are significant determinants of breast examination practice (Ferro et al 1992, Maxwell, Bancej & Snider 2001). However, Persson & Johansson (1995) their study revealed that neither age, education background, nor occupation, nor having knowledge of breast disease and medical outcome was associated with breast self examination practice.  Recent study done by Dundar et al (2006) in the Western Turkey reveals that the level of knowledge about breast cancer was the only variable significantly associated with the BSE and mammography practice. Similarly, in Lagerlund's study, it was found that, in Swedish population a sufficient level of knowledge of breast cancer had a positive effective factor on having mammography (Lagerlund et al 2000).

Hyun's study also reveals that Korean women who are taught to perform BSE have a better level of knowledge about breast cancer (Eun-Hyun 2003). That is to say, variables like age, education level, health insurance, history of breast cancer in friends and/or relatives and family type are not significant in BSE and mammography practice. Similarly, in Jirojwong's study, it was found that socio-demographic variables were not effective on BSE practice (Jirojwong & MacLennan 2003). Marinho et al (2008) in Brazil found that there was no association between socio demographic variables and adequate of knowledge, adequate of attitude, as well as adequate practice of mammogram.

Summary
Knowledge, attitude and practice of breast cancer examination are very important. The three screening methods for breast cancer early detection are; breast self-examination, clinical breast examination and mammogram. Having knowledge of breast cancer examination will assist in the early detection of breast cancer, hence, prevent complications. Some studies have shown that there is association between socio-demographic characteristics with the KAP of breast cancer examination while others have disagreed.
CHAPTER III
RESEARCH METHODOLOGY
3.1 Introduction
This chapter contains the research design adopted for the study, a description of the study site, study population, sampling and sample size, data collection tool and method, data analysis, inclusion and exclusion criteria; and ethical considerations.
3.2 Research design
A cross- sectional quantitative study was conducted to determine the knowledge attitude and practice of breast cancer examination.

3.3 Study site

The study was conducted at extension 2 clinic Gaborone, which is located in the heart of the metropolis with an average number of 200 patients/day seen, and is the busiest clinic in the metropolis; its proximity to most offices makes it easily accessible to most workers during working and after hours. The services which are offered from this clinic are various, which include consultations, laboratory, x rays, dispensary and sexual reproductive health. 
3.4 Study population
The study population consisted of adult women attended at extension 2 clinic irrespective of their illness or race from the age of 21.This age was chosen because according to Botswana Government law, a person who is under age of 21 cannot give consent; so to avoid delay that could result from seeking parental consent this constituency was chosen. The average number of patients seen in the 

clinic per month is 5000. Among these, 3000 are female. Women are seen more frequently than men or children. They come to this clinic for different reasons such as sexual reproductive health, medical examination for pre employment, consultations etc. 

3.5 Sampling and sample size
Systematic random sampling was used; all patients who met the inclusion criteria were included in the study.  Every fourth person who was registering on that particular day was chosen. The sample size was 375 participants. The sample size was calculated based on the approximate number of female patients seen per month which is 3000; with a confidence interval of 95%, expected frequency factor under study 50%, and worst acceptable of 45% using Epi-info (statcal) amounted to 341. An extra 10% of the sample was added to allow for incomplete or unreliable answers.

3.6 Data collection tool and method

Data collection was accomplished using interviewer-administered questionnaire (See appendix A). The questionnaire was divided into four major parts, with 30 items in total.

Part I) Socio demographic data: age, education level, occupation, marital status, and number of children.

Coding for part 1:  

Question 1:  21-40 = 1, 41-60 = 2, >60 = 3

Question 2: primary = 1, secondary = 2, tertiary = 3, none = 4

Question 3: School girl = 1, Self employed = 2, formally employed = 3, full time house wife =4, unemployed= 5

Question 4: Single = 1, married = 2, divorced = 3, widowed = 4, separated = 5

Question 5:  none = 1, 1-5 = 2, 6-10 = 3, >10 = 4 

Part II) Knowledge of breast cancer examination: 

Coding for part II

Question 6 : K1 = True = 0 False = 1 (correct answer), not sure = 0

                    K2-K5 True =1 (correct answer) False =0, not sure = 0

Question 7: K1, K2, K4…..K10 True = 1(corrective answer), false = 0, not sure =0

                      K3, K11 True = 0 false = 1(correct answer), not sure = 0

Question 8: K1&K3 true = 1 (correct answer) false = 0 not sure =0

                     K1&K4 True = 0 false =1 (correct answer), not sure = 0

Question 9 K1, K2, K3 True =1 (correct answer), false = 0, not sure = 0

Question 10-16: Yes = 1 (correct answer), no= 0, not sure = 0

Question 17: K1, K2, K3 true = 1 (correct answer), false =0, not sure =0

Question 18: K1&K3 true = 1(correct answer), false -0, not sure = 0

                        K2 True = 0 false = 1 (correct answer), not sure = 0

Question 19: Radio = 1, television = 2, neighbours and relatives = 3, 
                                    print material = 4, hospital staff = 5, other = 6

Part III: Attitude

Coding for part III

Question 20, 21, & 26: A1 (negative statement) Agree = -1, disagree= 1,

                  uncertain = 0

Question 22, 23, 24, 24, & 25: A2 (positive statements) Agree = 1, disagree = -1, 
                  uncertain = 0 

Part IV: Practice

Coding for part IV

Question 27, 28, &30: Yes = 1 (Practice), no = 0(not practice)

Question 27.1: monthly = 1(correct practice), every six month = 0, yearly = 0

Question 27.2: forgetting = 1, not sure how to do it = 2, difficult to perform = 3, 
                           never taught how to do it = 4

Question 29: never thought it was important = 1, staying far from the clinic = 2, 
                        too busy = 3, too shy to be examined = 4, it is painful to be 
                         examined = 5, no reasons = 6, others = 7. 

Data collection was done by the researcher alone, from august 13th 2009 to 06th October 2009, which is a period of two months. On each particular day ten participants were interviewed.

3.7 Data analysis
Questionnaires were coded to suit computer statistical package and data was imported into Statistical Package of Social Sciences (SPSS). Analysis was done using SPSS to calculate mean, standard deviation and frequency distribution according to knowledge, attitude and practice of breast cancer examination. Pearson correlation test was used to test the association between social demographic characteristics with the knowledge, attitude and practice of breast cancer examination.

Questions to assess the knowledge of breast cancer examinations were asked and the knowledge questions were 13 and the scores were categorizes as follows:

 <60% =low, >60% = high.

3.8 Inclusion criteria
Any female patient from the age of 21 years and above irrespective of the illness was eligible for the study. The reason being below 21 year they could not have consented themselves as they needed parental consent, and to avoid the delay from the parent to give consent.  

3.9 Exclusion criteria
Any female who was less than twenty years of age, very sick, or with psychiatric 
problem was excluded from the study.

3.10 Ethical considerations
The research was commenced only after receiving the approval of the Medunsa Research Ethics Committee (MREC) of the Faculty of Health Sciences- University of Limpopo (See Appendix E), another approval was also sought from the Ministry of Health Botswana (See Appendix F), and the local authority (See Appendix G), written informed consent (See Appendix C) was sought from the study participants at the commencement of the study. The aims and objectives of the research were introduced to the participants. Provisions were made to have their queries related to the research answered, for those that sought clarifications. They were informed that their participation was voluntary and they were free to decline from the study at any stage. Participants were assured of their confidentiality while they participated in the study and privacy was maintained by not writing their names on the question. 

CHAPTER IV TC "CHAPTER 4" \f C \l "1" 
PRESENTATION OF RESULTS TC "RESULTS" \f C \l "1"  
4.1. Socio-demographic characteristics of the respondents

Three hundred and seventy five women participated in this study. The social demographic characteristics of study participants are shown in Table 1. The majority of the respondents 240 (64%) were young age between 21-40. The remaining one third 135(36%) were adults. The mean age of the respondents was 37(SD = 12). The graphical illustration of the age of the respondents is shown in figure 1.  More than half of the respondents 215 (57.3%) had attained secondary education. Few of the respondents 90(24%) had attained primary, and 64(17.1%) tertiary education. Very few of the respondents 6 (1.6%) had no formal education. The graphical representation is shown on figure 2 below.

Two third of the respondents 251 (66.9%) were formally employed. The remaining one third were school girl 20(5.3%), self employed 33(8.8%), full time house wife 17(4.5%), and the rest were unemployed 54(14.4%). Majority of the respondents 268(71.5%) were single and the remaining few 88 (23.5%) were married 88. Very few 4(1.1%) were divorced, widowed 12 (3.2%), and separated 3(0.8%). Three quarter of the respondents 286(76.3%) had children between 1-5. the remaining quarter 76(20.3%) had none, 13(3.5% had children age between 6-10; none of the respondents had children more than ten.

Table 1: Socio-demographic characteristics of the respondents at Extension 2   

               clinic, Gaborone.
	Variables
	 
	Frequency
	%

	Age
	21 - 40
	240 
	64.0

	
	41 - 60
	119
	31.8

	
	>60
	16
	4.2

	Education
	Primary
	90
	24.0

	
	Secondary
	215
	57.3

	
	Tertiary
	64
	17.1

	
	None
	6
	1.6

	Occupation
	School girl
	20
	5.3

	
	Self employed
	33
	8.8

	
	Formally employed 
	251
	66.9

	
	Full time house wife
	17
	4.5

	
	Unemployed
	54
	14.4

	Marital Status
	Single
	268
	71.5

	
	Married
	88
	23.5

	
	Divorced
	4
	1.1

	
	Widowed
	12
	3.2

	
	Separated
	3
	0.8

	Number of children
	None
	76
	20.3

	
	 1 -5
	286
	76.3

	
	 6 - 10
	13
	3.5

	
	>10
	0
	0.0
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Figure 1: Age distribution of the women at extension 2 clinic
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Figure 2: Education level of the respondents

4.2: Knowledge on beast cancer examination

4.2.1 Symptoms of breast cancer
Very few of the respondents 25(6.7) knew that pain is not a symptom of breast cancer.  Majority of the respondents 353 (94.1%) knew that lump in the breast   is a symptom of breast cancer. The commonest presentation of breast cancer which is a painless breast lump only a third 128(34.1%) of the respondents knew about it. More than half of the respondents 203 (54.1%) knew about nipple discharge as a symptom of breast cancer, while few of the respondents 159(42.4%) had knowledge on skin changes as shown on table 2 below.

Table 2: Symptoms of breast cancer

	Statements
	TRUE
	FALSE
	Not sure

	
	n
	%
	n
	%
	n
	%

	Pain in the breast 
	219
	58.4
	25
	6.7
	131
	34.9

	Lump in the breast
	353
	94.1
	2
	0.5
	20
	5.3

	Painless lump
	128
	34.1
	44
	11.7
	203
	54.2

	Nipple discharge
	203
	54.1
	17
	4.5
	155
	41.3

	Skin changes
	159
	42.4
	12
	3.2
	204
	54.4


* Correct answers are highlighted in bold

4.2.2 Risk factors of breast cancer
At least more than half of the respondents 205(54.7%) knew about family history of breast cancer as a risk factor.  The remaining 170(45.3%) did not have the knowledge. Only few of the respondents 81(21.6%) knew about never given birth as a risk factor for breast cancer. This also applied to having many children, only 96(25.6%) of the respondents knew that it was not a risk factor. One third of the respondents 114(30.4%) knew that advancing age is also a risk factor for breast cancer.  More than a half of the respondents 212(56.5%) knew that breast feeding is not a risk factor for breast cancer. Very few of the respondents 64(17.1) had knowledge that oral contraceptive is a risk factor for breast cancer. 
Two third of the respondents 259(69.1%) and more than half of the respondents 204(54.4%) knew that tobacco intake as well as excessive alcohol intake are risk factors for breast cancer respectively. Few of the respondents 156(41.6%) knew that high dietary intake is a risk factor. Being obese as one of the risk factor only one third of the respondents 135(36%) knew about it. Thin women is not a risk factor for breast cancer only 149(39.7%) knew about it, as shown on the table 3.

Table 3:  Risk factors of breast cancer
	Statements
	TRUE
	FALSE
	Not sure

	
	n
	%
	n
	%
	n
	%

	Family hist. of breast cancer
	205
	54.7
	33
	8.8
	137
	36.5

	Never given birth
	81
	21.6
	65
	17.3
	229
	61.1

	Having many children
	51
	13.6
	96
	25.6
	228
	60.8

	Advancing age
	114
	30.4
	77
	20.5
	184
	49.1

	Breast feeding
	16
	4.3
	212
	56.5
	147
	39.2

	Oral contraceptives
	64
	17.1
	78
	20.8
	233
	62.1

	Tobacco intake
	259
	69.1
	14
	3.7
	102
	27.2

	Excessive alcohol intake
	204
	54.4
	28
	7.5
	143
	38.1

	High fat dietary intake
	156
	41.6
	34
	9.1
	185
	49.3

	Obesity
	135
	36
	48
	12.8
	192
	51.2

	Thin women
	24
	6.4
	149
	39.7
	202
	53.8


   * Correct answers are highlighted in bold                                                                                                                                         

4.2.3 Protective factors of breast cancer
Table 4 below shows the protective factors for breast cancer, Very few of the respondents 65(17.3%) knew that breast feeding is a protective factor for breast cancer. At least almost half of the respondents 181(48.3%) knew that not to breast feed was not a protective factor. The fact that you are young you are protected from the breast cancer, however very few of the respondents 33(8.8%) knew about it.  Having first child at older age almost half of the respondents 181(48.3%) knew that it is not a protective factor.
Table 4: Protective factors of breast cancer

	Statements
	TRUE
	FALSE
	Not sure

	
	n
	%
	n
	%
	n
	%

	Breast feeding
	65
	17.3
	131
	34.9
	179
	47.7

	Not breast feeding
	7
	1.9
	181
	48.3
	187
	49.9

	Young age
	33
	8.8
	167
	44.5
	175
	46.7

	Having first child at an older age
	12
	3.2
	181
	48.3
	182
	48.5


* Correct answers are highlighted in bold

4.2.4 Methods to detect early breast cancer
Majority of the respondents 320(85.3%), and 364(97.1%) knew that breast self-examination and clinical breast examination were the methods of early detection of the breast cancer respectively. Few of the respondents 111(29.6%) knew about the mammogram, as shown on table 5 below.

Table 5: Methods of detecting early breast cancer
	Statements
	TRUE
	FALSE
	Not sure

	
	n
	%
	n
	%
	n
	%

	Breast self examination
	320
	85.3
	10
	2.7
	45
	12

	Clinical breast examination
	364
	97.1
	4
	1.1
	7
	1.9

	Mammogram
	111
	29.6
	5
	1.3
	259
	69.1


*Correct answers are highlighted in bold

4.2.5 Knowledge about breast self examination, Clinical breast examination,        

         Mammogram
Less than half of the respondents 179(47.7 %) knew that BSE is recommended from above age of 20. few of the respondents 105(25.0%) knew that the best time to perform BSE is from 7 to 10 days from the first day of menstruation. Only a third of the respondents knew that BSE should be routinely done monthly. Majority of the respondents 357(95.2), knew that CBE should be part of the routine check up. Mammogram is the most accurate test of breast cancer and can detect cancer even before it is felt. Few of the respondents 104(27.7%) knew about it, as highlighted on table 6 below.

Table 6: Knowledge about breast self-examination, Clinical breast 
                Examination, Mammogram
	Statements
	Yes
	No
	Not sure

	
	n
	%
	n
	%
	n
	%

	BSE is recommended from above the age of 20
	179
	47.7
	69
	18.4
	127
	33.9

	Recommended  to perform  BSE  about 7 to 10 days from the first day of menstruation
	105
	28.0
	82
	21.9
	188
	50.1

	BSE should be routinely done monthly
	115
	30.7
	136
	36.3
	124
	33.1

	CBE should be part of the routine checkup 
	357
	95.2
	1
	0.3
	17
	4.5

	Mammogram is the most accurate test for breast cancer
	104
	27.7
	1
	0.3
	270
	72

	Mammogram can detect cancer even before it is felt
	104
	27.7
	1
	0.3
	270
	72

	Breast cancer can be cured if detected early
	350
	93.3
	0
	0
	25
	6.7


*Correct answers are highlighted in bold

4.2.6 Treatment of breast cancer
Majority of the respondents 215(57.3%), knew that surgery is one of the treatment for breast cancer. Few of he respondents 74(19.7%), 83(22.1%) knew about chemotherapy, as well as radiation respectively. Table 7 below shows the response rate on the treatment modalities for breast cancer.

Table 7: Treatment of breast cancer
	Statements
	TRUE
	FALSE
	Not sure

	
	n
	%
	n
	%
	n
	%

	Chemotherapy
	74
	19.7
	8
	2.1
	293
	78.1

	Surgery
	215
	57.3
	5
	1.3
	155
	41.3

	Radiation
	83
	22.1
	3
	0.8
	289
	77.1


*Correct answers are highlighted in bold

4.2.7 Preventive measures of breast cancer

Majority of the respondents 363(96.8%), 339(90.4%), knew that regular checkup by a doctor and breast self- examination were the preventive measures respectively. Few of the respondents 65(17.3%) knew that breast cleanliness is not part of the preventive measure as shown on table 8 below.

Table 8: Preventive measures of breast cancer
	Statements
	TRUE
	FALSE
	Not sure

	
	n
	%
	n
	%
	n
	%

	Regular checkup by a doctor
	363
	96.8
	2
	0.5
	10
	2.7

	Breast cleanliness
	174
	46.4
	65
	17.3
	136
	36.3

	Regular breast self examination
	339
	90.4
	10
	2.7
	26
	6.9


*Correct answers are highlighted in bold
Table 9 below give the summary of the knowledge score. The minimum score was 0.0% while the maximum score was 100%. The mean knowledge for the symptoms of breast cancer was 46.4% which shows low knowledge on the symptoms of breast cancer. Regarding risk factors for the breast cancer the mean score was 39.2 which shows also the respondents had low knowledge on the risk factors. The same applies to the protective factors for breast cancer which shows the mean knowledge score was 30.8%. The majority of the respondents had knowledge on method of detecting breast cancer the mean score was 70.6% score for the method of detecting breast cancer. Regarding BSE, CBE, and mammogram the mean score was 50.0 %, this shows low knowledge about them. The mean score for the treatment of breast cancer was 33.0% which means low knowledge about the treatment of breast cancer. However the mean score for the preventive measures for breast cancer was 78.0% that is the majority of the respondents had high knowledge about the preventive measure.
Table 9: Summary of the knowledge score 
	Category of K
	Total Score
	Min.
(%)
	Max.
(%)
	Means
(%)

	K of Symptoms of breast cancer
	46.3
	0.0
	100.0
	46.4

	K of risk factors of breast cancer
	61.6
	0.0
	90.9
	39.2

	K of protective factors of breast cancer
	30.6
	0.0
	100.0
	30.8

	K of methods of detecting breast cancer
	70.6
	0.0
	100.0
	70.6

	K of BSE  CBE and mammogram 
	50.1
	0.0
	100.0
	50.0

	K of breast cancer treatment
	33.0
	0.0
	100.0
	33.0

	K of preventive measures for breast cancer
	77.8
	0.0
	100.0
	78.0


K = knowledge

Table 10 below shows the level of knowledge of the respondents. Majority of the respondents 306(81.6%) had low knowledge on breast cancer symptoms. Only few 69(18.4%) of the respondents had high knowledge on breast cancer symptoms. Regarding risk factors for the breast cancer majority 295(78.7%) of the respondents had low knowledge, few 69(21.3%) had high knowledge. Most of the respondents 328(87.5) had low knowledge on protective factors for breast cancer, while few 47(12.5%) had high knowledge. Regarding methods of detecting breast cancer two third 274(73.1%) of the respondents had low knowledge, while a third 101(26.9) had good knowledge. Also the majority of the respondents 280(74.7%) had low knowledge on BSE, CBE and mammogram, few of the respondents 95(25.3%) had high knowledge. Most of the respondents 339(90.4%) had low knowledge of breast cancer treatment, very few of the respondents 36(9.6%) had high knowledge. More than a half of the respondents 210(56%) had low knowledge on preventive measures for breast cancer symptoms, while the remaining 165(44%) had high knowledge.

Table 10: summary of the level of knowledge

	Category of K
	Level of K

	
	Low
	High

	
	n
	%
	n
	%

	K of Symptoms of breast cancer
	306
	81.6
	69
	18.4

	K of risk factors of breast cancer
	295
	78.7
	80
	21.3

	K of protective factors of breast cancer
	328
	87.5
	47
	12.5

	K of methods of detecting breast cancer
	274
	73.1
	101
	26.9

	K of breast self and clinical examination and mammogram 
	280
	74.7
	95
	25.3

	K of breast cancer treatment
	339
	90.4
	36
	9.6

	K of preventive measures for breast cancer
	210
	56
	165
	44


* The highest percent is highlighted in bold
4.2.8 Sources of information on breast cancer

Most of the respondents 245(65.3%) got their information on the radio. A quarter of the respondents 97(25.9%), 97(25.9%), 99(26.4%) heard the information on the television, print material, and hospital staff respectively. Very few of the respondents 15(4.0%) got information from other sources such as internet, workplaces, school, etc. shown on table 11 below. 
Table 11:  Sources of information on breast cancer
	Source
	Frequency
	%

	Radio
	245
	65.3

	Television 
	97
	25.9

	Neighbours and relatives
	33
	8.8

	Print material
	97
	25.9

	Hospital staff
	99
	26.4

	Other sources
	15
	4.0


4.3 Attitude towards breast cancer examination

A negative attitude was reported by 78.9% who agreed that breast cancer is a frightful disease. However positive attitude was reported by 58.1% who disagreed that there is no cure for breast cancer.  A positive attitude was also reported by 79.2% who agreed that breast cancer can be prevented. Also 98.1% of the responded showed positive attitude as they agreed that the best approach for breast cancer care is to visit a doctor. A positive attitude was reported by 76.8& who disagreed by the statement I will not have mammogram unless I have a breast problem. Also a positive attitude was reported by 97.9% as they agreed that it is important to seek care for the knowledge of breast cancer examination. 

Most of the respondents had also positive attitude towards practice of breast examination, 86.4% disagreed that it is difficult to practice breast self                  examination shown on the table 12 below.
Table 12: Attitude towards breast cancer and examination
	Statements
	Rating (%)

	
	Agree
	Uncertain
	Disagree

	Breast cancer is a frightful disease
	78.9
	1.9
	19.2

	There is no cure for breast cancer
	21.4
	20.5
	58.1

	Breast cancer can be prevented
	79.2
	15.5
	5.3

	The best approach for breast cancer care is to visit a Doctor
	98.1
	1.6
	0.3

	I will not have a mammogram unless I have a problem
	7.5
	15.7
	76.8

	It is important to seek care for the knowledge of breast self examination
	97.9
	0
	2.1

	It is difficult to practice breast self examination
	9.6
	4
	86.4


* The highest percentage of respond in each item is highlighted in bold

4.4 Practice of breast cancer examination

Majority of the respondents 238(63.5%) had practiced breast self=examination, however only 88(37%) practiced monthly as required. The most common reason they gave was, they were not sure how to do it 175(46.7%). Very few of the respondents (85(22.7%) had visited a doctor for clinical breast examination, the most common reason was other reasons such as I never felt a lump, never had pain, never thought about it etc. very few of the respondents 6(1.6) had done mammogram in the past 2 years. Table 13 below shows the practice of breast cancer examination, and figure 3 and 4 shows the graphical presentation on practice and frequency of breast self- examination respectively. Figure 5 shows the practice of CBE and figure 6 shows practice of mammogram.
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Figure 3: Practice of breast self-examination of the respondents

Table 13: Practice of breast cancer examination
	Variables
	 
	n
	%

	Ever practiced breast self examination? 
	Yes
	238
	63.5

	
	No
	137
	36.5

	If yes, How often

 

 
	Monthly
	88
	      37

	
	Every six months
	  117
	 49.2

	
	Yearly
	33
	13.9   

	If  no, give reasons

 

 

 
	Forget
	32
	8.6

	
	Not sure how to do it
	175
	46.7

	
	Difficult to perform
	1
	0.3

	
	Never taught how to do it
	167
	44.5

	Ever visited doctor for clinical breast exam in 
past year?
	Yes
	85
	22.7

	
	No
	290
	77.3

	If no, give reasons

 

 

 

 

 

 
	Never thought it was important
	39
	10.4

	
	Stay far from a clinic
	4
	1

	
	Too busy
	49
	13.1

	
	Too shy to be examined
	1
	0.3

	
	Its painful to be examined
	1
	0.3

	
	No reason
	33
	8.8

	
	Other reasons
	248
	66.1

	Have you done a 

Mammogram in past 2 years?
	Yes
	6
	1.6

	
	No
	369
	98.4
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Figure 4: frequency of breast self-examinatin
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Figure 5: Practice of Clinical Breast examination
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Figure 6: Practice of mammogram in the past 2 years
4.5: Summary of the level of practice for breast cancer examination

Table 14 below shows the summary of the level of practice. The level of practice of the respondents is unacceptable, few  of the respondents practiced BSE, CBE and mammogram 37%, 22.7%, and 1.6% respectively.

Table 14: Summary level of practice for breast cancer examination   

	
	Level of practice

	
	Acceptable 
	Unacceptable

	
	n
	%
	n
	%

	Practice of breast self examination
	238
	63.5
	 nil
	 nil

	Frequency of practice of breast self examination
	 nil
	nil 
	88
	37

	Practice of clinical breast examination in the past year
	 nil
	 nil
	85
	22.7

	Practice of mammogram in the past 2 years
	 nil
	nil 
	6
	1.6


4.5 Association between social demographic characteristics with the   

     knowledge attitude and practice of breast cancer examination.

4.5.1 Association between social demographic characteristics with knowledge

Table 15 below shows the association between various categories of socio-demographic characteristics with the knowledge of breast cancer examination. Pearson correlation was used to determine the association. There was no association between age, education, occupation, marital status and the number of children, with the knowledge of breast cancer examination (X2 = 65.4, p =0.294),  
 X2=159 p= 0.000), (X2 = 113.3 p 0.653), (X2 =108.9 p 0.755), (X2 = 70.4, p 0.169), respectively. 

Table 15: Association socio-demographic characters with knowledge of breast 

                 cancer examination

	Variable
	Knowledge %
	Chi-Square
	P-Value

	
	Low
	High
	
	

	Age

	21 - 40 years
	76.3
	23.7
	65.4

	0.294


	
	41 - 60 years
	84.9
	15.1
	
	

	
	60<
	87.5
	12.5
	
	

	Education

	Primary School
	91.1
	8.9
	159.4

	0.000


	
	Secondary School
	79.5
	20.5
	
	

	
	Tertiary School
	60.9
	39.1
	
	

	
	None
	100.0
	0
	
	

	Occupation

	School girl
	75.0
	25.0
	113.3

	0.653


	
	Self employed
	84.8
	15.2
	
	

	
	Formally employed
	78.9
	21.1
	
	

	
	Full time house wife
	82.4
	17.6
	
	

	
	Unemployed
	81.1
	18.9
	
	

	Marital Status

	Single
	80.2
	19.8
	108.9

	0.755


	
	Married
	76.1
	23.9
	
	

	
	Divorced
	75.0
	25.0
	
	

	
	Widowed
	91.7
	8.3
	
	

	
	Separated
	66.7
	33.3
	
	

	Number of children

	None
	69.7
	30.3
	70.4

	0.169


	
	One - Five
	81.5
	18.5
	
	

	
	Six to ten
	92.3
	7.7
	
	

	
	10>
	0
	0
	
	


4.5.2 Association between social demographic characteristics with attitude
Table 16 below shows that there is no association between socio-demographic 

characteristics age (X2 = 15.4, p 0.637), education (X2  = 34.2, p 0.161), occupation (X2   = 36.3, p 0.456), marital status (X2 = 33.4, p 0.595), number of children ( X2  = 11.9, p 0.854), with the attitude of breast cancer examination.
Table 16: Association of socio-demographic characters with attitude towards 
                 breast cancer examination

	Variable
	Positive 
	Negative
	Chi-Square
	P-Value

	
	%
	
	

	Age

	21 - 40 years
	97.1
	
	15.4

	0.637


	
	41 - 60 years
	98.3
	
	
	

	
	60<
	100
	
	
	

	Education

	Primary School
	98.9
	
	34.2

	0.161


	
	Secondary School
	96.7
	
	
	

	
	Tertiary School
	98.4
	
	
	

	
	None
	100
	
	
	

	Occupation

	School girl
	95
	
	36.3

	0.456


	
	Self employed
	97
	
	
	

	
	Formally employed
	98
	
	
	

	
	Full time house wife
	100
	
	
	

	
	Unemployed
	96.2
	
	
	

	Marital Status

	Single
	97
	
	33.4

	0.595


	
	Married
	98.9
	
	
	

	
	Divorced
	100
	
	
	

	
	Widowed
	100
	
	
	

	
	Separated
	100
	
	
	

	Number of children

	None
	96.1
	
	11.9

	0.854


	
	One - Five
	97.9
	
	
	

	
	Six to ten
	100
	
	
	

	
	10>
	0
	
	
	


 4.5.3 Association between socio-demographic characteristics with practice 
Table 17 below shows various category of socio=demographic characteristics with the knowledge of breast cancer examination. The results shows that, neither age, education, occupation nor marital status and number of children were not
associated with the level of practice. ((X2  = 2.1, p 0.979), (X2  =  19.8, p  0.07),    (X2   = 22.6, p 0.125), (X2  = 10, p 0.868), (X2 = 4.6, p 0.797) respectively.

Table 17: Association of socio-demographic variables with the level of practice

	Variable
	Level of Practice %
	Chi-Square

	P-Value


	
	Accept
able
	Unaccep
table
	
	

	Age

	21 - 40 years
	8.3
	91.7
	2.1

	0.979


	
	41 - 60 years
	8.4
	91.6
	
	

	
	60<
	12.5
	87.5
	
	

	Education

	Primary School
	6.7
	93.3
	19.8

	0.07


	
	Secondary School
	8.8
	91.2
	
	

	
	Tertiary School
	9.4
	90.6
	
	

	
	None
	16.7
	83.3
	
	

	Occupation

	School girl
	5
	95
	22.6

	0.125


	
	Self employed
	15.2
	84.8
	
	

	
	Formally employed
	8
	92
	
	

	
	Full time house wife
	94.1
	5.9
	
	

	
	Unemployed
	92.5
	7.5
	
	

	Marital Status

	Single
	7.1
	92.9
	10

	0.868


	
	Married
	11.4
	88.6
	
	

	
	Divorced
	0
	100
	
	

	
	Widowed
	25
	75
	
	

	
	Separated
	0
	100
	
	

	Number of children

	None
	6.6
	93.4
	4.6

	0.797


	
	One - Five
	8.7
	91.3
	
	

	
	Six to ten
	15.4
	84.6
	
	

	
	10>
	0
	0
	
	


CHAPTER V
DISCUSSIONS, CONCLUSION AND RECOMMENDATIONS
DISCUSSIONS

5.1 Introduction 
The aim of the study was to assess the knowledge, attitude and practice of breast cancer examination among women attending extension 2 clinic in Gaborone. The study focused on determining the women’s knowledge regarding breast cancer examination, their attitude, and practice of breast cancer examination, finally the association of socio-economic characteristics with the knowledge attitude and practice of breast cancer examination.

5.2 Demographic characteristics
The findings from the study revealed that the age distribution of women participated in the study, majority (n=240) of them were in the middle age category, as the mean age was 37 years (range 21-75). More than half of the women had attained secondary education (n=215).  Few women had not attained any formal education (n=6), this can be explained by the fact that education in Botswana has been free; it is only recently the fee has been introduced in primary

and secondary education. Two third of the women were formally employ (n=251), and most of them were single (n=268), this can also be explained by the fact that in Botswana most women are single parents. Three quarters of women had children between 1-5 (n=286), and the reason could be being that majority of these women were young, and free availability of sexual and reproductive health clinics in Botswana.

5.3 Knowledge of breast cancer examination
The results of this study suggest that the women attending extension 2 clinic in Gaborone has low knowledge of breast cancer examination. This may partly explain the late presentation seen over women in Botswana (Botswana cancer registry 2006). The overall mean knowledge score of 49.7% was obtained. The poor knowledge in this study is in keeping with (Okobia et al 2006) who had mean score of 42.3%.  The knowledge of breast cancer symptoms was rather low with the mean score of 46.4%. The commonest presentation of breast cancer which is a painless breast lump, only a third of the women 128(34.1%) had knowledge about it.  The low knowledge of breast cancer symptoms found in this study is in keeping with (Okobia et al 2006) who found that only 21.4% of the women knew that breast cancer presents commonly as a painless lump. . Knowledge of symptoms of breast cancer symptoms is important in ensuring that women present early at health care facilities for diagnosis and treatment. 
Regarding the risk factors for breast cancer the mean score was 39.2%. Majority of the women 295(78.7%) had low knowledge on the risk factors, few of them 80(21.3%) had high knowledge. Similar findings were found by Salaudeen et al 2009, women had poor knowledge of the risk factors for breast cancer, and only 36.7% had good knowledge. These results of women attending extension 2 clinic sharply contrast with reports from the Western world. In a study of women's knowledge and belief about breast cancer among British women, (Grunfeld et al 2002) noted that 90%, 70%, and 60% respectively, were able to quantify the relative risk of breast cancer associated with family history, previous history of breast cancer, and smoking.

 Low knowledge was also found in 328(87.5%) of the women on the protective factors for the breast cancer. Only 47(12.5%) had higher knowledge. Early detection and prompt treatment offer the greatest chance of long-term survival. Mammography, clinical breast examination and breast self-examination are the secondary preventive methods used for screening in the early detection of breast cancer. In this study majority of the respondents 274(73.1%) had low knowledge on the methods of detection. Few of the respondents 101(26.9%) had high knowledge. Furthermore on the details of breast self examination, clinical breast 

examination and mammogram majority of the women 280(74.7 %) had low knowledge, only 95(25.3%) had high knowledge. The poor knowledge on BSE was also found by Salaudeen et al 2009, among female undergraduates in Nigeria. Also Marinho et al 2008 found that women in Brazil had poor knowledge on mammogram, only 7.4% of the respondents had adequate knowledge. The knowledge on treatment option for breast cancer was also low. Majority of the women 339(90.4) found to have low knowledge, while only 36(9.6%) had high knowledge. These results sharply contrast with study done by Salaudeen et al 2009, who found that female undergraduates in Nigeria had good knowledge on treatment options for breast cancer which are surgery, chemotherapy and radiation.

Radio was found to be the most source of information on breast cancer (65.3%).

The poor knowledge on breast cancer examination could have been contributed by the fact that listening need attentiveness, also you might find the program in the middle therefore you miss most of the information. Only 26.4 % of the women got their information on the hospital staff, and this shows that health facilities are not doing enough to disseminate the information on breast cancer examination.

5.4 Attitude toward breast cancer examination
The results of this study suggest that the women at extension 2 clinic despite their low level of knowledge on breast cancer examination; they had positive attitude towards breast cancer examination. Majority of the women 98.1% agreed that the best approach for breast cancer care is to visit a Doctor. Similar findings in Nigeria by Okobia et al 2006, found the participants had a right attitude towards breast cancer as the majority indicated visiting a Doctor for breast complaints. Most of the respondents had a positive attitude toward mammogram screening as they disagreed with the statement that I will not do mammogram unless I have problem. These findings concurred with Marinho et al 2008 who also found that 97.1% had an adequate attitude toward mammography. 

The positive attitude was also found on BSE, majority of the women agreed that it is important to seek for the knowledge of BSE and it is not difficult to perform BSE, (97.9% and 86.4%) respectively. The findings in this study is similar to Haji-Mahmoodi et al 2002, who also found that the majority of the women had a positive attitude towards breast self examination, as they believed that it is not difficult and time consuming or troublesome (63% and 72% respectively).

5.5 Practice of breast cancer examination
The results of this study suggest that the practice of breast cancer examination among women attending extension 2 clinic was unacceptable. The literature supports the argument that regular practice of BSE influences treatment, prognosis and survival rates (Nystrom 2000, Facione et al 2000). In this study despite the majority 238 (63.5%) of the women practiced breast self examination, Few of them 88(37%) practiced on regular basis.  These findings can be partly explained by the low knowledge of breast cancer examination. In Tehran, Iran a similar study by Haji-Mahmood et al 2002 revealed that 63% of the women had practiced BSE but only 6% performed monthly as required. Also Kayode et al 2005 reported that the practice of BSE was low 54.8% among female teachers in Nigeria, as they had low knowledge on breast cancer examination. The study done by Sadler et al 2007 among African American women revealed that only 31% of the respondent had reported performing breast self exam every month.

The study also revealed that only 22.7% % of the women attended at extension 2 clinic; had visited a doctor for the past one year for clinical breast examination which is unacceptable. This explains the influential role of the physician in motivating women attending at extension 2 clinic to adhere to clinical breast examination.  A related study by Odusanya and Tayo (2001) among nurses in Nigeria revealed that only 30% had a clinical breast examination. Dundar et al 2006 in the Western Turkey revealed that only 3.3% of the respondents had done CBE in the past one year, this was associated by the fact that majority of the women were illiterate. In this study majority of the women 215(57.3%) had attained secondary education but their level of practice for CBE was unacceptable. 

Annual mammography is considered the most valuable tool for detecting breast cancer in the earliest possible stages, before the cancer has metastasized and when interventions are most effective and least invasive and debilitating. The decline in breast cancer mortality has been largely attributed to regular mammography screening practice (Wu & Yu 2003). In this study the mammogram practice was also unacceptable, only 1.6% of the women had done mammogram in the past 2 years. The unacceptable practice of mammogram can partly be explained by the fact that mammogram is not done as a routine screening method in the health care facilities.  

A related study by Odusanya & Tayo 2001 revealed that only 8% of the nurses had done mammogram within the past three years, while Dundar et al (2006) in the western Turkey revealed that, only 5.1% of the respondents had done annual mammogram in the past two years. 

5.6 Association of socio-demographic characteristics with the knowledge 
      Attitude and practice of breast cancer examination
The results of this study suggested that there was no association between socio-demographic characteristics (age, education, occupation, marital status, number of children), with the knowledge, attitude and practice of breast cancer examination.  Similar to this study Marinho et al 2008 reported that there was no association between demographic variables with knowledge attitude and practice of breast cancer examination. Okobia et al 2006 reported that higher level of education and high knowledge score were the significant determinants of BSE practice, age and other demographic variables were not significantly related. 

 In Iran (Heidari, Mahmoud & Sakhavar 2008) reported that there was significant relationship between demographic variables such as age, education, marital status, family history of breast cancer, with the knowledge and practice of breast cancer examination, which was contrary to this study. 

5.7 Limitation of the study
The study was cross sectional, where all the questions were close ended, thus limits answering question which are listed, only few question had option for others. Some of the women who were systematically random selected on that particular day were not done, due to the long queue of the outpatient they 

decided to withdraw from the study.

5.8 Conclusion

Breast cancer is the cancer that starts in the tissue of the breast. It is the most common malignancy causing deaths and cancer related morbidity in women. In Botswana it is the second most common type of cancer affects women after cervical cancer. The earliest presentation of breast cancer which is a painless breast lump is sometimes being taken for granted by women thus making treatment limited once they presented in the health centre.
Therefore the knowledge, attitude and practice of breast cancer examination are very important. The three screening method of breast cancer includes breast self-examination, clinical breast examination and mammogram.

The cross section quantitative study design was conducted at extension 2 clinic among 375 women to determine the knowledge attitude and practice of breast cancer examination, using researcher administered questionnaire. 

The following conclusions were drawn.

1. The knowledge of breast cancer examination was low among these women. 

     Knowledge of breast cancer examination is very important in ensuring that   

     Women present early at health care facilities for diagnosis and treatment.

2.  Their positive attitude toward breast cancer examination was contrary to their                     
      low knowledge.

3.  The practice of breast cancer examination which include breast self-

     examination, clinical breast examination, and mammogram was unacceptable.

4. There was no association between socio-demographic characteristics with the 

    knowledge attitude and practice of breast cancer examination.

5.9 Recommendations
Based on the findings in this study the under listed recommendations will be useful. 

1. Government should develop policy on breast cancer screening

2. Clinical breast examinations and breast self examination should be recommended as the best method of screening test in Botswana as the mammogram is not done as a routine test due to availability.

3. Emphasis should be on encouraging women to practice breast self examination and clinical breast examination. Program should be targeted at women through media including leaflets, radio and television.

     The strong support should be provided by the physician in motivating 

     women to adhere to clinical breast examination as well as breast self
     examination.
4. The ministry of health should increase the awareness and advocacy 

      campaign on breast cancer in the country.

5. Non-governmental and other organizations can also make significant 
      contributions to “breast awareness” through talks, symposia and 
      workshops targeted at relevant significant of the population.
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APPENDIX A: QUESTIONNAIRE
Questionnaire no. (  )

Date _____________________________
Location __________________________

Interviewer ________________________
Put (√) in the applicable box

Part I: Demography

1. Age: --------------------- 

2. Education level: 
         a.   Primary school      (  )   b.     Secondary school   (  )

        c.   Tertiary school       (  )     d.   None                         (  )

3. Occupation:  

    a.   School girl                  (  )   b.   Self employed           (  )


    c.   Formally employed   (  )   d.   Full time house wife   (  )

    e. Unemployed                (  )   

4. Marital status: 

            a. Single         (  )   b. Married        (  )

                c. Divorced    (  )   d.  Widowed    (  )    

                e. Separated (  )

5. Number of children:          

      a. None     (  )       b. 1-5     (  )

      c. 6-10       (  )       d. 10 >   (  )

Part II: Knowledge
Tick (√) True/False/Not sure
6. What are the symptoms of breast cancer?  
                                                                  True                 False       Not sure

	Pain in the breast
	
	
	

	Lump in the breast
	
	
	

	Painless lump
	
	
	

	Nipple discharge
	
	
	

	Skin changes
	
	
	


7.  What are the risk factors of breast cancer?   Tic (√) True/force

                                                                          True          False         Not sure

	 Family history of breast cancer
	
	
	

	Never given birth
	
	
	

	Having many children
	
	
	

	Advancing age
	
	
	

	Breast feeding
	
	
	

	Oral contraceptive pills
	
	
	

	Tobacco intake
	
	
	

	Excessive alcohol intake
	
	
	

	High dietary fat intake
	
	
	

	obesity
	
	
	

	Thin women
	
	
	


8. The following are the protective factors of breast cancer 
                                                                   True     False    Not sure

	Breast feeding
	
	
	

	Not to breast feed
	
	
	

	Young age
	
	
	

	Having first child at old age
	
	
	


9.  The following method can detect early breast cancer 

                                                                   True       False      not sure

	Breast self examination
	
	
	

	Clinical breast examination
	
	
	

	mammogram
	
	
	


(Tick the correct answer).

10. Breast self examination is recommended from above the age of 20 

                          Yes (  )             No (  )            Not sure (  )

11. It is recommended to perform breast self exam about 7 to 10 day from the 

       first day of menstruation

                             Yes (  )             No (  )           Not sure (  )

12. Breast self examination should be routinely done monthly

                              Yes (  )              No (  )          Not sure (  )

13. Clinical breast examination should be part of the routine checkup

                            Yes (  )            No (  )              Not sure (  )

14. Mammogram is the most accurate test for breast cancer

                               Yes (  )           No (  )             Not sure (  )
15. Mammogram can detect breast cancer even before it is felt  
                       Yes (  )          No (  )                                Not sure   (  ) 

16. Breast cancer can be cured if detected early

Tick (√) True/False/not sure

17. Breast Cancer can be treated in the following manner:

                                                             True           False       Not sure

	Chemotherapy
	
	
	

	Surgery
	
	
	

	Radiation
	
	
	


18. Preventive measures for the breast cancer are as follows

                                                       True     False   Not sure

	Regular check up by a doctor
	
	
	

	Breast cleanliness
	
	
	

	Regular breast self examination
	
	
	


19. Source of information on breast cancer (can tick more than one)

          a. Radio                                   (  )    b. Television        (  )

          c. Neighbors and relatives     (  )    d. Print material   (  ) 

          e. Hospital staff                        (  )     f. other……………………….

Part III: Attitude

20. Breast cancer is a frightful disease

       Agree (   )              Disagree (  )         Uncertain (   )

21. There is no cure for breast cancer

       Agree (   )              Disagree (  )         Uncertain (   )
22. Breast cancer can be prevented (tick the correct answer)

       Agree (   )              Disagree (  )         Uncertain (   )

23. The best approach for breast cancer care is to visit a Doctor

       Agree (   )              Disagree (  )         Uncertain (   )

24. I will not have a mammogram unless I have a problem

       Agree (   )              Disagree (  )         Uncertain (   )

25. It is important to seek care for the knowledge of breast self examination

       Agree (   )              Disagree (  )         Uncertain (   )

 26. It is difficult to practice breast self examination

       Agree (   )              Disagree (  )         Uncertain (   )
Part IV: Practice:

27. Have you ever practiced breast self examination?

                Yes (  )             No (  )

27.1 If yes how often?

           a. Monthly (  )           b.  Every six month (  )

           c. Yearly    (  )          c. Never practice     (  )

27.2. If never you never practiced breast self-examination give reasons why:

           a. Forgetting             (  ) b. Not sure how to do it        (  )

           c. Difficult to perform (  ) c. Never taught how to do it (  )

28. Have you ever visited a doctor for clinical breast exam in the past one year?

                Yes (  )           No (  )

29. If no give reasons for not visiting a doctor for clinical breast examination

       a. Never thought it was important (  )      b. Staying far from the clinic    (  )

       c. Too busy                                         (  )            d.  Too shy to be examined (  )
       e. It is painful to be examined          (  )           f. No reasons……………… (  )

        g. Others……………………..
30. Have you done a mammogram in the past 2 years?

                  Yes (  )            No (  )                                                        
THANK YOU
APPENDIX B: 
                                                      Potsoloso

Kgwedi ____________________________

Lefelo _____________________________

Mmotsolosi___________________________

Supa ka letshwao le (√) fa go tshwanetseng

Sephatlo sa ntlha:

1. Dingwaga:______________

2. Dithutego:

(a) Sekolo se se botlana         (  )          (b) sekolo se segolwane     (  )

(c) Mmadikolo kgotsa college (  )        (d) Ga o ise o tsene sekolo   (  )

      3.   Tiro:

            (a) O ngwana wa sekolo     (  )     (b) Wa ipereka (  )

             (c) O bereka tiro e e rileng (  )     (d) Mme wa mo lwapeng, ga o 

             (e) Gakebereke                                  bereke          

4. Seemo sa Nyalo:

(a) Ga o a nyalwa                      (  )     (b) O nyetswe ka fa molaong       (  )

(c) O kgaoganye le monna        (  )     (d) O tlhokafaletswe ke monna   (  )

(e) Ga lo nne mmogo                 (  )

      5. Palo ya bana:

          (a) Ga ke na bana (  )        (b) Bana 1-5               (  )

          (c) Bana 6-10        (  )        (d) bana 10 le go feta (  )
Sephatlo sa bobedi: Kitso kgotsa go tlhaloganya
  Supa ka (√) Ee/Nyaa/Gakeitse

6. Dikai tsa kankere ya lebele ke dife                  Ee            Nyaa     Gakeitse

	Setlhabi mo lebeleng
	
	
	

	Kgwethe mo lebele                                 
	
	
	

	Kgwethe e e seng botlhoko mo lebeleng    
	
	
	

	Go tswena-tswena ga thoba ya lebele       
	
	
	

	Go fetoga ga letlalo la mmele
	
	
	


 7. Ke dife tse di ka dirang gore motho a tsenwe ke kankere ya lebele.  

                                                                                                     Ee         Nyaa    Gakeitse

	A  gona le bangwe ba losika ba ba kileng ba nna le kankere ya lebele


	
	
	

	Fa o ise o tshole                        
	
	
	

	Go nna le bana ba bantsi           
	
	
	

	Bogodi   
	
	
	

	Go amusa ka lebele                   
	
	
	

	Dipilisi tsa thibelo boimana        
	
	
	

	Go sa amusa ka lebele              
	
	
	

	Go goga motsoko                       
	
	
	

	Go nwa bojalwa phetelela           
	
	
	

	Go ja dijo tse di mafura mantsi   
	
	
	

	Go nna mmele mo kima thata   
	
	
	

	Basadi yo mosesane                  
	
	
	


8. Tse di latelang ke tse di ka go sireletsang gore o seka wa tsenwa ke kankere 

     ya lebele.

                                                                                 Ee         Nyaa     Gakeitse

	Go amusa ka lebele                            
	
	
	

	Go sa amusa ka lebele                        
	
	
	

	Motho wa ngwaga tse di kwa tlase     
	
	
	

	Go nna le ngwana o godile thata        
	
	
	


9. Tse di latelang ke tse di ka thusang gore o lemoge kankere ya lebele ka 

    bonako.

                                                                          Ee            Nyaa       Gakeitse

	Go itlhatlhoba mabele              
	
	
	

	Go itlhatlhoba ko bongakeng   
	
	
	

	Seiponi sa lebele                      
	
	
	


Supa ka (√) karabo e e siameng

10. Gotlhatlhoba mabele go siametse basadi ba dingwaga tse di masome ma 

      bedi le go feta.  Supa ka (√) karabo e e siameng

                                       Ee (  )    Nyaa (  )       Gakeitse (  )

11. Ke tswanelo ya gore mongwe le mongwe a itlhatlhobe mabele malatsi a le 7 

      go ya ko go 10 go tsweng mo letsatsing le a bonyeng setswalo ka lone.

                                      Ee (  )   Nyaa (  )   Gakeitse     (  )

12. Go itlhatlhoba mabele go tshwanetse go dirwa kgwedi le kgwedi.

                                       Ee (  )    Nyaa (  )     Gakeitse   (  )

13. Go itlhatlhobisa mabele go tswanetse go dirwa ka nako tsotlhe tse    

       dibeetsweeng ke ba bongaka.
                                             Ee (  )    Nyaa (  )   Gakeitse    (  )

14. Seiponi ya lebele ke yone tlhatlhobo e e tseneletseng ya go tlhatlhoba   

      mabele Kankere.        Ee (  )    Nyaa (  )    Gakeitse  (  )

15. Seiponi sa lebele se kgona go tshwara kankere ya lebele pele ga kgwethe e 

      utlwala mo lebeleng) 

                                        Ee (  )       Nyaa (  )  Gakeitse (  )

16. Kankere yam abele e ka a lafasega fa e tlhatlhobilwe ka nako

                                        Ee (  )     Nyaa (  )   Gakeitse (  )

Supa(√ )Ee/Nyaa/Gakeitse

 17. Tse dilating di ka alafa kankere ya lebele.

                                                                     Ee       Nyaa        Gakeitse

	 Melemo
	
	
	

	 Loaro
	
	
	

	Karametso ya marang  
	
	
	


18. Mefuta ya go kganela kankere ya lebele ke e e latelang.

                                                                       Ee             Nyaa    Gakeitse
	Go nna o ya ngakeng go tlhatlhobiwa     
	
	
	

	Bophepa jwa lebele                                
	
	
	

	Gosekaseka mabele kgapetsa kgapetsa
	
	
	


O ka sopa ka (√) go feta bongwe

19. O bone kae kgotsa o utlwule kae melaetsa ka kankere ya lebele? 

      a. Seromamowa            (  )                  b. Telebishene (  )

       c. Masika le ditsala       (  )                  d. Mekwalo      (  )

       e. Babereki ba kokelo   (  )                  f.  Mabaka a mangwe

Sepatlho sa boraro: Maikutlo

20.  Kankere ya lebele ke bolwetse jo botshabegan

             Ke a dumela (  )     Gake dumalane (  )       Gakeitse(  )

21. Gagona kalafi ya kankere ya lebele

             Ke a dumela (  )     Gake dumalane(  )       Gakeitse (  )

22. Kankere ya lebele e ka thibelwa .  

             Ke a dumela (  )     Gake dumalane (  )       Gakeitse (  )
23. Mokgwa o o siameng wa go alafa kankere ya lebele ke go bonwa ke 

       ngaka.                  

               Ke a dumela (  )     Gake dumalane(  )       Gakeitse (  )
24. Ga ke na go dira seiponi sa lebele ke sena bothata jwa mabele

                Ke a dumela (  )     Gake dumalane (  )       Gakeitse (  )
25. o botlhokwa go batla kitso/melaetsa ka go itshekatsheka lebele

                  Ke a dumela (  )     Gake dumalane(  )       Gakeitse (  )

25. Go thata go itlhatlhoba mabele ka bowena.

                   Ke a dumela (  )     Gake dumalane(  )       Gakeitse

Sepatlho sa bone: Go ithuta go itshekatsheka kankere ya mabele

26. A o kile wa leka go itlhatlhoba mabele.

          Ee (  )               Nyaa (  )

27.1. Fa orile ee, ke ga kae? 

       a. Kgwedi le kgwedi      (  ) b. Morago ga kgwedi tse thataro     (  )   

       c. Ngwaga le ngwaga   (  )   d. Ga ke ise ke dire jalo                     (  )

27.2. Fa o ise o itlhatlhobe, fa mabaka 

       a. Go lebala                    (  )     b. Ga ke itse gore go dirwa jang         (  )

       c Go thata go itira jalo  (  )    d . Ga ke a rutiwa gore go dirwa jang (  )

28. A o kile wa etela ngaka go itlhatlhobisa mabele mo ngwageng oo fitileng?

                  Ee  (  )            Nyaa   (  )

29. Fa karabo ele nyaa fa mabaka a gore o bo o saetela ngaka go tlhatlhoba 

      kankere ya mabele

       a. Ga ke a akanya fa go nale mosola  (  )  

       b. Ke nna kgakala le koke lwana ( )

       c. Ga ke na nako 

       d. Ke thlabiwa ke ditlhong go ka tlhatlhobiwa

        e. Go botlhoko go tlhatlhobiwa

        f. Ga go na mabaka

        g. Mabaka a mangwe…………..............................................................

      30. A o kile wa dira seiponi sa lebele mo ngwageng tse pedi tse di fitileng?

                Ee (  )               Nyaa (  )

                                                  Kealeboga
APPENDIX C:

Statement concerning participation in a Research Project.

……………………………………………………………………………………………

I have read the information on the proposed study and was provided the opportunity to ask questions and given time to rethink the issue. The aim and objectives of the study are sufficiently clear tom me. I have not been pressurized to participate in anyway. I agree to this, provided my privacy is guaranteed.

I understand that participation in this project is completely voluntary and that I may withdraw from it at any time and without supplying reasons.

I know that this project has been approved by the Research, Ethics and Publications Committee of Medunsa.

I hereby give consent to participate in this project. You may either only put a signature or write your name and signature.

……………………………….                                …………………………………..                                                                                  Name of patient/volunteer                                             Signature of patient/volunteer.

……………………………..        …………………….        ……………………… .                                                      Place                                                         Date                                  Witness.

________________________________________________________________________ 

Statement by the Researcher.

I provided written information regarding this Project.

I agree to answer any future questions concerning the project as best as I can.

I will adhere to the approved protocol.

Jane Gillead Tieng’o           …………..              ……………      …………….

Name of researcher             Signature                      Date                   Place           
APPENDIX D:

Mokwolo mabapi le go tsaya karolo mo patisilisong.

……………………………………………………………………………………………

Kebadile mokwalo ka ga patisiliso mme ka fiwa monyetla wa go botsa dipotso, Ka ba ka newa sebaka sa go ikakanya ka go e tsenolela.Ke tlhaloganya maikaelelo le maikemisetso a patisiliso e.

Ga ke a patelediwa go tseya karolo ka gope.Ke dumalana nayo, fela fa ele gore sephiri same setla tshegediwa.

Ke tlhaloganya gore botsaya karolo mo tirong e, ke jwa boitahaopo, le gore ke ka tswa mo go jone nako nngwe le nngwe, kwa ntle ga go tlhalosetsa ope mabaka a me a go tlogela.

Ke a itse fa trios e e letleletswe ke ba lekgotla la Dipatlisiso, melao le Bophatlalatsi la Medunsa.

Ka jalo ke dumalana le go tsaya karolo mo patisilisong e. O ka saena fela kgosa wa kwala leina wa bo o saena.

……………………………….                                …………………………………..                                                                                  Leina lamolwetsi/moithaopi                             Go saena ga molwetsi/moihtaopi.

……………………………..        …………………….             ……………………… .                                                      Lefelo                                                       Letsatsi                                  Mosupi

Mokwalo wa mmatlisisi.

Ke ntishitse mokwalo o o tlhalosang ka patisiliso e.

Ke dumalana le go araba dipotso dingwe le dingwe tse dika tlagang mo isagong mabapi le patisiliso e, ka matsetseleko.

Ke tla a sala melawana morago.

Jane Gillead Tieng’o              ………….                  ………..                       ……..

Leina la Mmathsisi              Monwana                 Letsatsi                     Lefelo
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