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Abstract  

Despite the potential benefits of screening in discovering breast cancer, many women still do not 

follow recommended screening regimens. Fear of cancer detection and fatalistic beliefs were 

identified by previous studies as the main reasons given by women for noncompliance with breast 

cancer screening. The aim of this descriptive study is to explore relationship of fear and fatalism 

with breast cancer screening among a convenience sample of 136 women recruited during their visit 

to the Gynecology Clinic at the Maternity University Hospital in Alexandria, Egypt. The study tool 

consists of four parts: (1) Bio-sociodemographic information; (2) Champion Breast Cancer Fear 

Scale (CBCFS); (3) Powe Fatalism Inventory (PFI); (4) abridged version of the Champion Health 

Belief Model Scale (CHBMS). The findings revealed that only 3.7% and 14.7% of women practiced 

regular breast self-examination and had previously had mammography, respectively. Negative 

correlations were found between fatalism and health beliefs; and between fear and health belief. A 

positive correlation was found between fatalism and fear. The findings of this study add some 

experimental support for the relationships between fear, fatalism, and breast cancer screening 

behavior. 
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Introduction  

Cancer is a serious community health problem that entails many social and ethical considerations 

alongside its physical, biomedical problems. Various forms of malignant diseases are endemic 

throughout the world, and disease and death rates associated with cancer differ according to the 

developmental level of the countries and population features (Abolfotouh et al., 2015; Altintas et 

al., 2017). Globally, breast cancer is the most prevalent form of oncological malignancy among 

women, and the leading cause of death among them (Amoran & Toyobo, 2015; Ibnawadh et al., 

2017). It represents about thirty to forty percent of all the cancers in women globally (Charkazi et 

al., 2013; Che et al., 2014). WHO (2018) acknowledges that breast cancer is the most prevalent 

cancer among women, affecting more than two million women annually, and it causes about fifteen 

percent of all cancer deaths among women (WHO, 2018). 

The incidence of breast cancer in developing countries is rising due to numerous factors, including 

general issues such as increased life expectancy, urban growth, and Western lifestyles (Azim & 

Ibrahim, 2014). In 2018 breast cancer was the main cause of cancer mortality among Egyptian 

women, accounting for 21.3/100,000 (10.8%) of all deaths related to cancers, with an incidence rate 

52.4/100,000 (17.9%) (International Agency for Research on Cancer [IARC] & WHO, 2019). It is 

commonly discovered at delayed stages. Many women miss early detection and treatment 

opportunities due to deficiency of knowledge regarding breast cancer and cancer screening tests 

(Ahmadian & Samah, 2012).  

Breast self-examination (BSE) and mammography are considered secondary level prevention 

methods, and such screening plays an important role in the early detection of breast cancer, reducing 

mortality and improving survival (Ahmadian et al., 2011; Arevian et al., 2011). BSE is done 

autonomously by women, and it does not require any tools. About twenty percent of the time breast 

cancer is discovered by physical examination, thus it is recommended that all women perform BSE 

regularly as an important aspect of their breast cancer screening plan (Hanson et al., 2019). 

According to the American Cancer Society’s guidelines for the early detection of breast cancer, 

women are advised to start annual breast cancer screening with mammography between the ages of 

40 to 44 if they wish to do so (as a precautionary measure), and those aged 55 years or more should 

carry out mammography once every two years (Oeffinger et al., 2015). Despite the potential benefits 

of screening in discovering breast cancer, many women still do not practice the recommended 

screening tests. Fear of cancer detection and fatalistic beliefs have been identified as the main 

reasons given by women for noncompliance with breast cancer screening recommendations (Choi 

et al., 2015).  



3 

Despite there being different definitions of fear and fatalism, both of them present distinct concepts 

to interpret individual behavior adaptation. Fear is considered in terms of being a sufficiently strong 

emotion that is a biologically driven, motivated state, wherein selected features from the 

environment guide behavior, especially concerning a particular perceived threat. Fear affects 

judgment, behavior, and standard practices. Some women may agonize over the expected pain that 

they think mammography investigation will entail, or be anxious about actually being diagnosed 

with breast cancer (Wu et al., 2019). Fatalism is another psychosocial obstacle for cancer prevention 

and screening behavior, defined as a general inclination to ratify events that occur because of 

attributing them to the agency of an external force or higher power, whereby nothing can be done 

to change the course of events and outcomes (Flórez et al., 2009). Fatalistic beliefs concerned with 

cancer, portrayed cancer as a pre-established condition that cannot be avoided regardless of human 

action, or as a confirmed cause of death when it is diagnosed (Altintas et al., 2017).  

The theoretical and conceptual framework for the current study is the psychological side of women’s 

attitudes, beliefs, and behavioral intentions. The Health Belief Model (HBM) is a commonly used 

paradigm for the investigation of individual attitudes, such as perceptions of susceptibility, barriers, 

and health behaviors. HBM helps to investigate why some women are unwilling to screen 

themselves for breast cancer, and addresses the behavior of women who are noncompliant with 

breast cancer screening recommendations (Azaiza & Cohen, 2006). Researchers have also utilized 

the HBM to investigate the shortage of public participation in health screening and prevention 

programs (Abolfotouh et al., 2015). In particular, Champion 1999  explored the constructs of 

perceived susceptibility to breast cancer, barriers, and action, and in conjunction added the trans-

theoretical model (TTM), to understand the barriers by stages of mammography adherence among 

women (Champion, 1999).  

To the researchers’ knowledge, few studies have explored the role of fear and fatalism within the 

HBM framework with regard to BSE and mammography screening compliance among Egyptian 

women, thus this research seeks to address this gap. The results of the current exploratory study 

provides a general understanding and identifies areas of concern for more detailed investigation, 

and its insights can inform the design of future intervention programs for the early detection and 

treatment of breast cancer. 

Aim of the study  

The study aims to explore the relationship of fear and fatalism with breast cancer screening among 

Egyptian women. 
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Hypotheses 

Hypothesis 1: Fear among women is negatively correlated with health beliefs concerning breast 

cancer screening. 

Hypothesis 2: Fatalism among women is negatively correlated with health beliefs concerning breast 

cancer screening. 

Methods 

Study design, sample, and setting 

A descriptive study was utilized to attain the aim of current study using the HBM as a theoretical 

framework to investigate the relationship of fear and fatalism with breast cancer screening among 

women using a convenience sampling method (Maiman & Becker, 1977). The required sample size 

was calculated using the Steven (2012) equation (Suresh & Chandrashekara, 2012), considering a 

confidence level of 95% and a precision rate of 0.05. The estimated sample size was 124 women; 

10% was added to compensate for dropouts, so the total sample size was 136 women. The 

participants were chosen according to the following criteria: aged 35 years or more; free from 

current or previous history of cancer; and not pregnant or lactating. The participants were 

interviewed during their visit to the Gynecology Clinic at the Maternity University Hospital in 

Alexandria, Egypt, which is a tertiary hospital with capacity of 376 beds. It receives morbid women 

who needed maternity, obstetrics, and gynecological care and interventions. 

Study tool 

The study tool consists of four parts, as described below: 

(1) Bio-sociodemographic data, including age, marital status, qualifications, employment status, 

family history of cancer, health insurance, previous mammogram X-ray, and practicing breast self-

examination.  

(2) Champion Breast Cancer Fear Scale (CBCFS) (Champion et al., 2004). This scale was developed 

specially to evaluate the perceived fear of breast cancer, and it analyzes the general emotional or 

physiological arousal relating to human behavior regarding mammography testing. The CBCFS is 

an eight-item instrument using a three-point Likert scale, with a scoring range of 1 (strongly 

disagree/ disagree) to 3 (strongly agree/ agree). Individual scores are calculated to determine a total 

score for fear, whereby higher total scores indicate a greater level of fear. The scale has been tested 

for reliability and validity, with a Cronbach’s alpha coefficient of 0.91 (Talbert, 2018).  
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(3) An adapted version of the Powe Fatalism Inventory (PFI), which has accepted reliability, 

indicated by a Cronbach’s alpha coefficient of 0.84 (Powe, 1995). This 15-item scale was used to 

determine participants’ perceptions of cancer fatalism, whereby women were directed to provide a 

response of “Yes” or “No” to each item. These scores are binary coded (“Yes” is scored as 1, and 

“NO” as 0). The maximum possible score on the PEI is 15, and the minimum is zero. Scores from 

0 to 8 are considered to indicate a low perception of cancer fatalism, while scores from 9 to 15 

indicate a high perception of cancer fatalism.  

(4) The abridged version of the Champion Health Belief Model Scale (CHBMS). Originally 

designed in the 1980s (Champion, 1984), this study used the updated and abridged version of the 

CHBMS (Champion, 1999). The scale examines attitudes and beliefs to predict behaviors related to 

an individual’s health. The abridged version of CHBMS consists of 30 items distributed over six 

main domains: (1) perception about susceptibility to breast cancer; (2) seriousness of the breast 

cancer; (3) perceived benefits of mammography; (4) perceived barriers of mammography; (5) self-

efficacy; and (6) clues to action. Answers use a three-point Likert scale, with scoring ranging from 

1 (strongly disagree/ disagree) to 3 (strongly agree/ agree). The reliability of the CHBMS is 

indicated by a Cronbach’s alpha coefficient of 0.88 (Champion, 1999).  

The content validity of the CBCFS, PFI, and CHBMS scales has been demonstrated in previous 

studies (Champion et al., 2004; Leung, 2018; Parsa et al., 2008; Talbert, 2018). The study tool was 

translated into Arabic language and back-translated by the researchers to check the fidelity of the 

translated version. The content validity of the Arabic tool was checked by a panel of experts in the 

nursing field. The total research tool item’s content validity index (I-CVI) was 0.81, and its content 

validity ratio (CVR) was 0.83. The Cronbach’s alpha coefficient for the Arabic versions of the 

instruments was 0.81. 

The study tool was piloted on 15 participants who were excluded from the study subjects to measure 

the accuracy, time required to complete the questionnaires, and the applicability of the data 

collection process. Required modifications were applied according to the results of the pilot study. 

Data collection 

Required permission for data collection was obtained from the Director of the Hospital to carry out 

the current study. The researchers coordinated a meeting with the Head Nurse of the Gynecological 

Clinic to clarify the aim of the study and data collection process. The data collection was conducted 

from January to February 2020, during which time the researchers visited the hospital three times 

per week. On each occasion the researchers invited about 5-7 women to participate. Those who 

agreed to consent completed the questionnaires within 25 to 30 minutes (each). 
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Ethical considerations  

The participant’s rights were maintained by explaining to them the purpose and the significance of 

the study and their duties, they were assured that their information would be kept confidential and 

would be used for research purpose only. It was explained to them that no personally identifying 

data would be reported; that their participation was entirely voluntary; that they were free to 

discontinue participation in the study at any time; and that their decision to participate or decline 

would not affect the care their received or their statutory rights. The data collection was carried out 

in a private room in the hospital. The Research Institutional Review Board of Alexandria University 

in Egypt approved the study proposal and study tool. 

Statistical analysis  

Data collected from the studied sample was revised, coded, and entered using a PC. Computerized 

data entry and statistical analysis were conducted using SPSS version 22. Data were presented using 

descriptive statistics in the form of mean and standard deviation (SD). Linear regression model was 

used as a linear approach for modeling the relationship between scalar responses and explanatory 

variables. Pearson’s correlation coefficient was deployed to test statistical relationships or 

associations between continuous variables, determining relations that are insignificant (>0.05), 

significant (0.01 – 0.05), or highly significant (<0.01). 

Results  

Table (1) shows the frequency and percentage distribution of participants according to their 

sociodemographic characteristics. It can be seen that the mean age of the women was 42.8 (±8.66); 

the majority of them (70.6%) were married; and 80.9% of them had a bachelor’s degree. The results 

also indicated that practicing regular breast self-examination and previous mammography rates 

among women were estimated at 3.7%, and 14.7%, respectively. Meanwhile, 44.9% of them had a 

positive family history of cancer. 
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Table (1): Number and percentage distribution of studied women according to their characteristics 

(n=136). 

Characteristics N % 

Age 

35<45 101 74.3 

45<55 24 17.6 

55 - 65  11 8.1 

𝒙̅ ± SD 42.8±8.66 

Marital status 

Married 96 70.6 

Not married 40 29.4 

Qualification 

Illiterate 0 0 

Read and write 0 0 

Secondary 26 19.1 

Bachelor’s degree or higher 110 80.9 

Employment 

Not employee 68 50 

Employee 68 50 

Family history related cancer 

Yes 61 44.9 

No 75 55.1 

Health insurance 

No 63 46.3 

Government 43 31.6 

Especial 30 22.1 

Previous mammogram X ray 

Yes 20 14.7 

No 116 85.3 

Practice of breast self-examination 

Regular 5 3.7 

Irregular 51 37.5 

No 80 58.8 
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Table (2) illustrates mean score and SDs of women’s perceptions of breast cancer screening 

according to HBM. The results revealed high mean scores related to clues to action, benefits of 

mammography, and self-efficacy (13.4, 12.36, and 11.38, respectively). Low mean scores were 

related to women’s perceptions of breast cancer susceptibility (9.05) and barriers to mammography 

utilization (9.27). The total mean score was 66.39 out of 90. 

Table (2): Mean score and standard deviations of women’s perceptions of breast cancer screening 

according to HBM (n=136). 

Domains Max Min Mean±SD 

Susceptibility to breast cancer 14 5 9.05±2.01 

Seriousness of breast cancer 15 5 10.87±2.2 

Benefits of mammography 15 5 12.36±2.1 

Barriers of mammography 15 5 9.27±2.3 

Self-efficacy 15 5 11.38±2.6 

Clues to action 15 7 13.4±1.6 

Total 80 49 66.39±5.9 

 

Figure (1) illustrates percentage distribution of studied women according to their perception of 

mammography benefits. It shows that the majority of women (72.80%) mentioned that 

mammography would help them find tumors early. Approximately 60% of participants stated that 

the mammography would help them discover tumors before they could feel them by self-

examination, or detection/ diagnosis by a healthcare professional. Furthermore, around 50% of 

women mentioned that the mammogram would reduce their chance of dying from breast cancer.  
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Figure (1): Percentage distribution of studied women according to their perception of 

mammography benefits. 

Figure (2) illustrates the percentage distribution of studied women according to their perception of 

mammography barriers. The figure shows that over 60% of women mentioned that they do not know 

if a mammogram costs a lot of money, it takes a lot of time, or it is painful. About a quarter (24%) 

stated that mammogram makes them anxious about breast cancer, and 18.40% of them mentioned 

that mammography is embarrassing. 
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Figure (2): Percentage distribution of studied women according to their perception of 

mammography barriers. 

Table (3) shows the frequency, percentage, and mean distribution of the study participants 

according to the PFI. It was noted that 60.29% of the women believe that if someone gets breast 

cancer “it was meant to be”, and above half (52.20%) mentioned that some people do not want to 

check for breast cancer because this makes them scared that they may really have it, and they do not 

want to know that they may be dying from it. However, only 11.02% of the participants stated that 

breast cancer would kill them no matter when it is found and how it is treated. The findings also 

revealed that majority of the women disagree with the statements “If someone was meant to have 

breast cancer, it does not matter whether they find it early or late” (87.5%), and “Whatever doctors 

and nurses tell them to do, they will get breast cancer anyway” (80.8%). Moreover, a small number 

of the women believed that “if someone has breast cancer, it is already too late to be treated for it” 

(6.62%), and breast cancer is the way that they “were meant to die” (8.82%). Finally, the total mean 

score for the PFI was 19.19±2.8 out of 30. 
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Table (3): Frequency, percentage, and mean distribution of the study participants according to PFI 

(n=136) 

Fatalism scale items 
Yes No Mean±S

D No. % No. % 

I think if someone is meant to have breast cancer, it doesn’t 

matter what kinds of food they eat, they will get breast cancer 
anyway 

50 36.7 86 63.23 1.36±.43 

I think if someone has breast cancer, it is already too late to 
get treated for it. 

9 6.62 127 93.38 1.06±.244 

I think someone can eat fatty foods all their life, and if they 
are not meant to get breast cancer, they won’t get it. 

54 39.70 82 60.29 1.39±.49 

I think if someone is meant to get breast cancer, they will get 
it no matter what. 

33 24.26 103 75.73 1.24±.43 

I think if someone gets breast cancer, it was meant to be. 82 60.29 54 39.70 1.10±.30 

I think if someone gets breast cancer, their time to die is soon. 14 10.29 122 89.70 1.08±.28 

I think if someone gets breast cancer, that is the way they 
were meant to die. 

12 8.82 124 91.17 1.52±.50 

I think getting checked for breast cancer makes people scared 

that they may really have it. 
71 52.20 65 47.79 1.24±.43 

I think if someone is meant to have breast cancer, they will 

have breast cancer. 
33 24.26 103 75.73 1.52±.50 

I think some people don’t want to know if they have breast 

cancer because they don’t want to know they may be dying 
from it. 

71 52.20 65 47.79 1.12±.33 

I think if someone gets breast cancer, it doesn’t matter 

whether they find it early or late, they will still die from the 
breast cancer. 

17 12.5 119 87.5 1.39±.49 

I think if someone has breast cancer, and gets treatment for it, 
they will probably still die from the breast cancer. 

54 39.70 82 60.29 1.19±.39 

I think if someone was meant to have breast cancer, it doesn’t 

matter what doctors and nurses tell them to do, they will get 
breast cancer anyway. 

26 19.12 110 80.88 1.21±.41 

I think if someone is meant to have breast cancer, it doesn’t 

matter if they eat healthy foods, they will still get breast 
cancer. 

29 21.32 107 78.67 1.17±.36 

I think breast cancer will kill you no matter when it is found 

and how it is treated. 
15 11.02 121 88.97 1.11±.31 

 Total 19.19±2.8 

 

Table (4) shows the frequency, percentage, and mean distribution of the study participants 

according to the CBCFS. It was noticed that a large majority of the women (70%) do not like to 

think about breast cancer, and over half feel unhappy (58.82%), anxious (58.85%), and uneasy 

(56.62%) when they think about breast cancer; 65.4% feel scared when they think about it. 

Moreover, the total mean score for the CBCFS was 34.6±7.66 out of 50. 
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Table (4): Frequency, percentage, and mean distribution of the study participants according to 

CBCFS (n=136). 

Items 
Agree 

Don’t 

know 
Disagree 

Mean±SD 

N (%) 

When I think about breast cancer, I get 

scared 
89 (65.44) 32 (23.53) 15 (11.03) 3.85±.98 

I don’t like to think about that 96 (70.59) 25 (18.38) 15 (11.03) 3.86±.95 

I may have this disease 29 (21.32) 96 (70.59) 11 (8.09) 3.16±.63 

When I think about breast cancer, I feel 

nervous 
82 (60.29) 32 (23.53) 22 (16.18) 3.62±.92 

When I think about breast cancer, I get 

unhappy 
80 (58.82) 34 (25.0) 22 (16.18) 3.59±1.02 

When I think about breast cancer, I get 

depressed 
67 (49.26) 31 (22.79) 38 (27.94) 3.35±1.11 

When I think about breast cancer, I get 

Edgy 
52 (38.24) 39 (28.68) 45 (33.09) 3.16±1.12 

When I think about breast cancer, my 

heart beats faster 
39 (28.68) 43 (31.62) 54 (39.71) 2.91±1.07 

When I think about breast cancer, I feel 

uneasy 
77 (56.62) 36 (26.47) 23 (16.91) 3.52±1.01 

When I think about breast cancer, I feel 

anxious 
80 (58.85) 31 (22.79) 25 (18.38) 3.54±1.03 

Total 34.6±7.66 

 

Table (5) shows the correlation between fear, fatalism, and health belief of breast cancer screening 

among the studied women. The findings revealed that a negative correlation was found between 

fatalism and health belief. In addition, a negative correlation was found between fear and health 

belief. This means that greater fatalism and fear entail decreased health belief concerning breast 

cancer screening among women. A positive correlation was found between fatalism and fear, which 

implies that increased fatalism increases fear. 
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Table (5): Correlation between fear, fatalism, and health belief of breast cancer screening among 

the studied women.  

 Health belief Fatalism Fear scale 

Health belief 
r. 

p 
 

-.174 

.043* 

-.234 

.021* 

Fatalism 
r. 

p 

-.174 

.043* 
 

.437 

.000** 

Fear scale 
r. 

p 

-.234 

.021* 

.437 

.000** 
 

 

Table (6) shows multiple linear regression analysis for breast cancer screening performance among 

studied women. It can be seen from the P values that fatalism (.043) and fear (.021) had a high effect 

on women’s health belief of breast cancer screening, along with women’s age (.039), marital status 

(.038), and X (.019). Qualification, employment, and family history of cancer had low effects on 

women’s health belief. 

Table (6): Multiple linear regression analysis for breast cancer screening performance among 

studied women.  

Predictors 

Unstandardized 

Coefficients 

 Standardized 

Coefficients T P. value 

B  β 

Age .261  .454 2.482 .039* 

Qualification .108  .154 2.825 .051 

Marital status .211  .308 2.407 .038* 

Employment .087  .156 .351 .745 

Family history related 

cancer 
.102  .199 1.011 .068 

Fatalism  .509  .417 2.001 .043* 

Fear  .466  .510 3.164 .021* 

ANOVA 

Model df F P value 

Regression 9 2.699 .036* 

a. Dependent Variable: Health belief model 

b. Predictors: (constant) Age, Qualification, Marital status, Employment, Family history related 

cancer, Fatalism, and Fear. 
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Discussion  

Breast cancer is the most common cancer among women globally and one of the leading causes of 

death from cancer universally (Siegel et al., 2018). Although detecting breast cancer through 

screening at an early stage has been clearly shown to be an effective strategy, the screening 

participation rate among women remains low. The aims of the Healthy People 2020 program by the 

US Office of Disease Prevention and Health Promotion includes decreasing the mortality rate of 

breast cancer, decreasing the quantity of individuals with delayed stage cancer, and increasing the 

sharing of women in breast cancer screening, and such goals ought to be globally advocated 

(Masoudiyekta et al., 2015). The current study indicated that practice of regular breast self-

examination was found to be only 3.7% among the studied women. This could be attributed to 

deficiency of knowledge of how to practice BSE, which underscores the importance of educational 

programs to increase women’s awareness of the significance of practicing BSE.  

This finding supports the implications of a previous study carried out among university students in 

Malaysia (Al-Naggar et al., 2012), which revealed that 55.4% of subjects mentioned that they had 

never conducted BSE. Another study carried out in Saudi Arabia revealed that only 18.7% of study 

subjects conducted BSE (Jahan et al., 2006). Similarly, Hanson et al. (2019) noted that about half 

of their study subjects in a rural Community in South Western, Nigeria did not perform BSE. Some 

demographic characteristics importantly affect the practice of the BSE. Poor information, absence 

of symptoms, myths, and being afraid of being diagnosed with breast cancer were the most common 

obstacles to performing BSE identified in previous studies. It had been emphasized by some studies 

that participants are more likely to perform BSE if they are less fatalistic (Azaiza et al., 2010). 

The findings of the current study indicated that Egyptian women have low perceived susceptibility 

to and seriousness of breast cancer. This underscores the necessity of continued work in educating 

women regarding breast cancer awareness. Concerning women’s perception of mammography 

benefits, our study revealed that the majority of participants perceived greater benefits of 

mammography and stated that mammography helped to discover breast tumors early. Also, around 

fifty percent of the women mentioned that mammography decreases the mortality rate from breast 

cancer. These findings are in harmony with those of Smith et al. (2010), who indicated that women 

generally have positive perceptions of mammography. Nevertheless, despite these positive 

understandings, many women do not perform regular mammograms. 

In the same context, Charkazi et al. (2013) and Nelson et al. (2016) mentioned that early discovery 

of breast cancer through compliance with screening test is a main tool in the effective management 

and outcomes of this malignancy that can decrease morbidity, and improve survival and quality of 
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life. One surprising finding was that despite 44.9% of participants in this study having positive 

family history of malignancy, the vast majority (85.3%) of women surveyed do not perform 

mammography. This could be attributed to some barriers like fear of results, and feeling 

embarrassed, as stated by the women. This is consistent with Ahmadian and Samah's (2012) findings 

in Iran, which revealed that most women were antipathetic to BSE and other screening practices 

that involved their bodies being touched by and exposed to physicians, so such screening options 

were habitually ignored by them. Aside from body issues and cultural sensitivity associated with 

screening measures themselves, many women worldwide are negligent to perform screening 

because of a “lack of any manifestations of cancer” and the view that “such screening practices were 

unnecessary” (Izanloo et al., 2018); however, this general passivity is compounded in contexts 

where fatalism and fear are identified as pervasive obstacles (Smith et al., 2005). A study in China 

also reported that a lack of time and costs are major reasons for Chinese women refrain from 

performing mammography testing (Chua et al., 2005). 

Our study revealed that approximately 60% of the women believed that if someone was meant to 

have breast cancer, they would get breast cancer. In this context, (Powe & Finnie, 2003) defined 

fatalism as the belief that all life events were determined by a superior power, and that individuals 

cannot control their lives (Akhigbe & Akhigbe, 2012). Similarly, (Cohen, 2013) findings indicated 

that cancer fatalism concerns the conceptualization of cancer as a matter of transcendent 

predestination (e.g. God’s will, fate, or chance), which is understood to imply that an individual’s 

self-management and self-efficacy is ultimately of no avail; this can be associated with the 

perception of cancer diagnosis as a death sentence. Studies have found that women’s awareness 

of breast cancer is particularly affected by fatalism (Altintas et al., 2017; Kulakci et al., 2015).  

However, our study findings indicated that the majority of the participants (87.5%) disagree that if 

someone was meant to have cancer, it is not important whether they detected early or late. This 

result is contradictory with the other findings on beliefs cited above, and other study results which 

defined cancer fatalism as “individual perceptions considering cancer as a confirmed cause of 

death” (Baron-Epel et al., 2009). This belief is usually attached with perceptions that early 

detection of cancer by screening interventions are not fruitful because the death is certain, thus it 

is not significant at which stage the cancer is diagnosed (Abraído-Lanza et al., 2007).  

Our results revealed that few women believed that if a woman has breast cancer she would delay 

seeking treatment. This indicates that the majority of participants know that breast cancer can be 

treated, and can be given a good prognosis when discovered early. This is consistent with another 

study which indicated that most women were of the opinion that breast cancer could be cured if 

detected early(Azubuike & Okwuokei, 2013). However, it was observed from current research 
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findings that the majority of women prefer not to think about breast malignancy, and over half of 

participants feel unhappy, anxious, and uneasy when they think about breast cancer, and a large 

percentage of women feel scared of it. In this context, (Hay et al., 2005) defined cancer fear as a 

negative emotional reaction to the threat of cancer . In this context, scholars have noted that in some 

cultures the word “cancer” itself is an object of fear, and it is instead referred to euphemistically as 

“the big C” or “that disease” (Jones et al., 2014; Taha et al., 2012),. 

Our study found a negative correlation between fatalism and health belief of breast cancer screening 

among study subjects. A negative correlation was also found between fear and health belief. Similar 

results were found by Akhigbe and Akhigbe (2012), who revealed no significant relationship 

between cancer fatalism and BSE practice, contrary to the view that individuals who resigned 

themselves to fate or luck do nothing as prevention. Cancer fatalism, however, is a complex 

phenomenon with far-reaching implications (Powe & Finnie, 2003). In this context Niederdeppe & 

Levy, 2007), mentioned that people believe that if the occurrence or non-occurrence of cancer is not 

in the individual’s hands, this suggests that a healthy manner or screening would not amend one’s 

personal fate. On the other hand, current research indicated that there is a strongly positive 

correlation between fatalism and fear. (Beeken et al., 2011; Miles et al., 2008) mentioned that cancer 

fear and fatalism are distinct, but associated constructs: cancer worry refers to the emotional 

response to the threat of cancer, while cancer fatalism refers to cognitions concerning cancer. The 

two are moderately correlated; a lot of fatalistic attitudes towards cancer tend to be related to being 

very afraid of it. 

Our findings indicated that women’s age and marital status had high effect on their health beliefs. 

These findings corroborate previous studies which indicated that over-screeners for mammography 

were more likely to be younger, and social determinants such as marital status may be important 

indicators of health-seeking behaviors (Hanske et al., 2016; Price et al., 2010). On the other hand, 

the results showed that family history of cancer had low effect on women’s health belief. This 

finding is in contrast with another study which showed that the majority of women at increased 

familial risk of breast cancer complied with screening guidelines for mammography (Price et al., 

2010). 

The findings of our study add some experimental support for the relationships between fear, 

fatalism, and breast cancer screening behavior. To ensure that women, especially high-risk groups 

perform mammography for breast cancer screening, it is important to understand obstacles that 

prevent women from having mammography (Molaei-Zardanjani et al., 2019). 
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Conclusion and recommendations 

The results of the present study identify features and barriers of breast cancer screening among 

Egyptian women that are of note to healthcare providers serving this population. Breast cancer 

screening remains a health challenge for women, and the results suggest that a more holistic 

approach is needed in order to address the barriers of fear and fatalism. The findings of the current 

study concluded that a negative correlation was found between fatalism and health belief of breast 

cancer screening. In addition, a negative correlation was found between fear and health belief of 

breast cancer screening. A positive correlation was found between fatalism and fear; when fatalism 

increases, so does fear. 

Nurses have an important role in giving women significant education for improving preventive 

behaviors and encouraging a healthy lifestyle. They can provide continuing education about breast 

cancer screening and its importance, and help their clients to discover early signs of breast cancer. 

Nurses and other health team members should understand women’s fear and worries about their 

health, and know barriers to and facilitators of screening. There is a need to increase women’s 

awareness regarding BSE early in their lives through media, schools, premarital examinations, and 

maternity clinics.  

Implications for clinical practice and future research 

The results of this study can be utilized in designing the content of education programs directed 

towards increasing early screening and diagnosis of the disease. The most important strength of this 

study is that the results can be used in practice and for research purposes. The findings of this study 

illustrate the greater need for health interventions that are culturally specific, with the purpose of 

promoting the psychological aspects of health to manage fear and fatalism. Future research should 

focus on effect of educational program on changing women’s worries and beliefs about breast cancer 

screening measures. 
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