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ABSTRACT 

Five Tucson, Arizona, mothers of adolescent daughters partici

pated in exploratory, descriptive nursing research employing 

ethnographic interviews during July, 1987, to determine what cultural 

knowledge informs the behaviors of mothers as they enculturate their 

daughters regarding Breast Self-Examination (BSE). Five major taxo

nomies of cultural knowledge emerged: "Caring For Yourself Means 

Surviving As A Species"; "Being Unsure, Thinking 'Why Bother?'"; "It 

Can't Happen To Me"; "If I Don't Know About It, It Isn't There"; and 

"It's Unnatural To Touch Yourself." Six pairs of conflicting cultural 

themes both presented BSE as a self-care means to promote human-species 

survival and simultaneously accounted for women's BSE non-compliance 

via their uncertainty over BSE techniques, sense of invulnerability 

to cancer, fear of uncovering disease, and unease with their own bodies. 

Nursing intervention should reinforce positive cultural knowledge about 

the female breasts which could be communicated by mothers to their 

daughters along with procedural knowledge in promoting BSE practice. 

vi i i 



CHAPTER I 

INTRODUCTION 

Care is an "essential human need for the full development, health 

maintenance, and survival of human beings in all world cultures 

(Leininger, 1981, 1978). Leininger (1981, 1978) states that in cultures 

such as the United States that value individualism and independence, 

self-care, as opposed to group care, will be revered. Self-care prac

tices are learned in a process called "enculturation," wherein the 

family unit takes responsibility for training a child to participate 

properly in his or her society, first by learning about his or her 

own body, thoughts, and feelings, and then by expanding awareness to 

behavior in relation to others (Aceves & King, 1978). In many societies 

where economic and social divisions of labor dictate that the mother 

spend much of her time with her child, the mother assumes the role 

of first and enduring teacher (Aceves & King, 1978). The mother's 

own cultural knowledge of self-protective techniques informs her behav

iors as she enculturates her child in self-care through sex education 

and health surveillance/promotion techniques (Aceves & King, 1978; 

Schuster, Kruger & Hebenstreit, 1985). 

Nurses, as first-line health educators to the public, have an 

interest not only in what to teach their patients to increase self-

care and health promotion, but also in how to help their patients to 

pass on knowledge of self-protective survival skills to members of 

1 
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their families, communities, and society. Using and building on cultural 

knowledge that informs the behaviors of their patients, and capitalizing 

on culturally-established parent-child lines of communication, nurses 

can more readily: a) tailor teaching to enhance patients' existing 

knowledge and skills; and b) facilitate transmission of self-care know

ledge and techniques to subsequent generations. 

Cultural Taboos Regarding 
Female Breasts 

American mothers report discussing with their daughters health 

promotion and self-care subjects broadly ranging from safety precautions 

to health surveillance to sex education. Some topics for mother-

daughter discussion have immediate impact, such as the need for medical 

checkups, regular exercise, and the use of car seatbelts. Other topics 

of mother-daughter discussion concern practices for which risks resul

ting from laxity might be far in the future, such as needs for dental 

hygiene against pyorrhea and birth control measures to preclude unwanted 

pregnancies (Mayer, 1986). Most mothers claim they have no taboo sub

jects between themselves and their daughters, yet few mothers report 

discussing with or teaching their daughters self-care in the form of 

Breast Self-Examination for breast cancer (Gravell, Zapka & Mamon, 

1985; Mayer, 1986). 

Referring to unspoken cultural taboos concerning breast related 

subjects, Margaret Mead (1976, p. 360) stated, "...the American culture 

...is so obsessed with the female breast that it has become the primary 

focus of a woman's total feminine identification." Brownmuller (1984, 

p. 25) asked, 
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Where does this whole issue of feminity and 
sexuality start? At what age does a girl 
begin to view her assets and count her defi
cient parts? When does she close the bedroom 
door and begin to gaze privately into the 
mirror — pull in her stomach, throw out her 
chest, and pose again in search for the most 
flattering angle? At what age does the process 
begin? This obsessive concentration on the 
minutiae of her physical being that will occupy 
some portion of her waking hours, quite 
possibly for the rest of her life? Where 
does this come from...? 

That the female breast is a symbol and synonym for and equated with 

sexuality in American society is undeniable. Societies tend to build 

taboos around any valued object (Aceves & King, 1978). Unspoken cultur

al taboos in American society surrounding the female breast may 

variously result in women's behaviors of embarrassment, false modesty, 

avoidance in touching the breast, or reluctance even in talking about 

the body part. Thus, mother-daughter communication of self-care know

ledge and techniques such as Breast Self-Examination (BSE) conceivably 

might be hindered by cultural knowledge. Schain (1985) commented that 

the "preoccupation with presence and size of breasts commences at an 

early age. Is it any wonder that discussion might be avoided of any 

disease involving such a value-laden organ?" 

Fears Associated With Breast Cancer 

Unspoken taboos notwithstanding, cultural knowledge usually 

serves to enhance species survival: a mother generally wants her child 

to learn self-care and protection in order that she or he will survive 

and thrive. In an open relationship between a mother and her daughter, 

cultural taboos surrounding the female breasts might be insufficient 
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to hinder transmission of breast related self-care knowledge such as 

BSE because it might be seen as a potential technique to enhance the 

odds of survival. Therefore, other than cultural taboos, an additional 

factor creating a barrier to open communication on breast-related 

matters may well be fears associated with breast cancer on the part 

of the mothers themselves. Peters-Golden (1982) stated that at least 

two of the fears associated with breast cancer involve a woman's 

"tunnel-vision" perception that equates potential loss of a breast 

with loss of sexuality, and a simultaneous larger fear of death. A 

woman's contemplation of the disease is clouded by inaccuracies of 

information, fears of incurability, ignorance of risk factors, and 

the .very human wish to deny vulnerability. Schain (1985) stated, 

"Womens' fears are probably very well-founded. Breast cancer threatens 

longevity, body image, self-esteem, and quality of life." For nurses, 

acting as teachers to the community, to clear a way through the wealth 

of cultural misinformation and facilitate communication of breast cancer 

surveillance is a formidable task. 

As the nation's number two killer of females, breast cancer 

strikes in the prime of life for no understood reason and with no known 

prevention (Keys, Bakemeier & Savlov, 1983). "Cure" is not a term 

used with breast cancer, as metastases can occur more than 20 years 

after the appearance t)f the initial tumor (Keys, Bakemeier & Savlov, 

1983). As the most common malignancy in women, breast cancer will 

strike one out of every ten females in the United States at some time 

in life (American Cancer Society, 1987). The disease is slowly rising 

in both incidence (130,000 new cases in the United States during 1987) 
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and prevalence (100 per 100,000 females in any given year) (American 

Cancer Society, 1987). While cancer involves only 15% of breast lumps 

(Keys, Bakemeier & Savlov, 1983), the mortality rate of 41,000 female 

deaths anticipated in 1987 (27 per 100,000 population) has scarcely 

changed over the past 50 years (American Cancer Society, 1987). Both 

the National Cancer Institute and the American Cancer Society agree 

that if breast cancer is discovered at a localized stage (i.e., fewer 

than three positive nodes surrounding the cancer), the five-year sur

vival rate, which has risen from 78% in the 1940s, is 90% today 

(American Cancer Society, 1987; Keys, Bakemeier & Savlov, 1983). How

ever, if regional axillary lymph node involvement exists at the time 

of discovery of the tumor, the five-year survival rate drops sharply 

to 60% (American Cancer Society, 1987). Without adjuvant chemotherapy, 

75% of the patients with lymph node involvement will develop recurrence 

or metastasis within ten years of initial treatment (Keys, Bakemeier 

& Savlov, 1983). 

Self-Care Through Breast Self-Examination 

Nurses stress to their patients that early breast cancer detec

tion, in the form of Breast Self-Examination (BSE) improves prognosis. 

A tumor will have doubled over 40 times and contain over a billion 

cells before it reaches a size of one cm and be large enough to be 

palpated (Collins, 1956). Once a mass contains so many cells as to 

be palpable, growth of the most common cancers of the breast, carcinomas 

and sarcomas, rapidly outstrips the range of effective therapy (Keys, 

Bakemeier & Savlov, 1983). Radiation health risks preclude frequent 
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use of mammograms for early breast cancer detection. It is also not 

feasible for women to see a health professional monthly for a physical 

check of the breasts. Therefore, the onus of early detection of breast 

cancer falls upon women themselves, and, in fact, 98% of all breast 

cancers are found through BSE (American Cancer Society, 1987). Ironi

cally, only one woman in four reports faithfully performing a monthly 

breast self-checkup. Because 75% of American women perform BSE sporadi

cally or not at all, only 45% of the breast cancers detected through 

BSE will be found before metastasis has occurred (Keys, Bakemeier & 

Savlov, 1983). Clearly, therefore, nurses' drive to increase the 

numbers of post-pubescent females who perform BSE on a regular basis 

will result in increased numbers of breast cancer patients for whom 

effective therapy will be possible because of early detection of the 

lesion. 

Eighty percent of the nation's women claim to be aware of and 

to believe in BSE (Stillman, 1977). However, as corroborated by Brailey 

(1986), level of knowledge does not always correlate with frequency 

of personal BSE practice. Further, as found by both the pilot study 

for this research (Mayer, 1986) and work by Gravell, Zapka & Mamon 

(1985), womens' knowledge of and belief in BSE does not result in their 

routinely communicating the technique to their daughters. Few public 

school programs involving sex education teach BSE to adolescent girls 

(Carstenson & O'Grady, 1980). As a healthy population, teen age girls 

have little contact with nurses, much less with health-care situations 

conducive to BSE teaching. Therefore, mothers serve as the primary 

source of BSE information for their daughters. Gravel! & Mamon (1985) 
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did find that, when inter-generational communication of BSE is 

encouraged, "a positive relationship exists between mother-daughter 

discussion and mothers' frequency and quality of BSE..." Presumably, 

because the daughters will one day be adults themselves, open communi

cation between mothers and daughters on breast self-care and BSE might 

result in improved frequency and quality of BSE for both members of 

the dyad at some future time. 

Mothers are the primary source of BSE information for their 

daughters, and inter-generational communication of BSE may improve 

compliance in future generations. Therefore, nurses need to know what 

cultural factors inform the mothers' behaviors and facilitate discus

sions with their daughters about the female breast: what social 

situations are conducive to open communication and how the mothers 

set up the situations; what information is shared and what topics are 

avoided; how the discussions differ from conversations mothers have 

with health care providers; what the mothers know and don't know about 

breast cancer and BSE; what cultural knowledge promotes mothers teaching 

their daughters BSE; and what culturally based feelings about the human 

body and fears hinder mothers from sharing BSE information with their 

daughters. Such knowledge might provide a basis for a community health 

program conducted by nurses to promote inter-generational communication 

of BSE and thereby increase the frequency and quality of BSE in the 

participants in the future. 

Problem 

Because mothers are the primary source of information to their 

daughters on breast self-examination, it is important that nurses, 
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as public health educators, discover what cultural knowledge informs 

the mothers behaviors when they enculturate their daughters on breast 

related matters in order to enhance that knowledge, promote mother-

daughter communication, and facilitate transmission of Breast Self-

Examination information and techniques to subsequent generations. 

Purpose 

This qualitative, descriptive, ethnographic nursing research 

is designed to answer the research question: what self-care knowledge 

informs mothers' behaviors as they act in their perceived roles to 

enculturate their daughters regarding Breast Self-Examination? 

Conceptual Framework 

Orem's (1985, 1971) Theory of Self-Care has formed a basis for 

this study. In her nursing model Orem conceptualized that persons 

interact continuously as rational, psychophysiologic-based organisms 

with a physical and biologic environment to sustain and promote health, 

to recover from illness, and to cope with the unchangeable (Fitzpatrick, 

1983). In this study mothers act in a rational manner to enculturate 

their daughters with knowledge of self-care and surveillance oriented 

techniques such as BSE to promote and sustain health. With no sure 

means of prevention and a potential for recurrence, breast cancer 

provides a situation in which, according to Orem (1985, 1971), the 

woman must cope with the unchangeable. Orem's (1985, 1971) model pre

sents the person taking actions that influence and are influenced by 

current state of health, good health results rationally sought, elements 

associated with therapeutic self-care requirements, and the individual's 
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capabilities as a self-care agent. In turn, both the environment and 

the person's actions are affected by the Person's Perspective, the 

Physician's Perspective, and by the Nurse's Perspective, of which only 

the Nurse's Perspective is holistic in its consideration of the environ

ment, the individual's actions, and the other two Perspectives (Orem, 

1985, 1971). 

While the individual's logic and rationality are essential to 

the Theory of Self-Care, Orem suggested that environmental factors 

and societal values may act in conflict with or in support of a person's 

personal values (Orem, 1985, 1971), and may positively or negatively 

affect the person's self-care knowledge and health behaviors. For 

example, an individual who lives in an environment not conducive to 

health, or a person who is never exposed to knowledge about healthful 

practices in society may not have a lifestyle that incorporates risk 

reduction and health surveillance and cannot pass on self-care knowledge 

or health promoting values to his or her progeny. Individual self-

care knowledge, culturally-inculcated values, and perceived benefits 

or drawbacks to health-seeking actions will, in turn, influence the 

health measures the person practices and advocates for his or her prog

eny. Conflicts between personal self-care values/beliefs and values/ 

beliefs the individual has acquired by enculturation into the larger 

society can result in practices which may prove detrimental to health 

maintenance. To illustrate this point, culturally-based knowledge 

that touching one's body is somehow considered "not nice" in a person's 

society may result in the woman abjuring the practice. Further, 



10 

communication between the woman and her daughter may be impaired by 

taboos and conflicting values: the woman may not pass on knowledge 

of a practice such as Breast Self-Examination to her daughter if she 

herself cannot be comfortable with the practice, or if she feels uncom

fortable with discussing, much less touching, the human body (Mayer, 

1986). Finally, because mothers are aware that breast cancer is rare 

in women under age 30, and that risk increases with age (Page & Asire, 

1985), mothers may not perceive that their daughters need worry in 

the present about a risk they perceive to be far in the future. Conse

quently, such knowledge may result in mothers' failure to communicate 

knowledge of BSE techniques to subsequent generations (Mayer, 1986). 

Orem's Self-Care Theory was chosen for this study because Breast 

Self-Examination is an individual self-care responsibility, and self-

care is a cornerstone of Orem's nursing concepts for practice (Orem, 

1985, 1971). A major limitation of the theory, however, is that it 

was designed for use with adults in time of illness, thereby not empha

sizing nursing interventions that might affect the still well and 

youthful age group, the adolescent daughters of mothers in the current 

study, who might benefit from learning BSE from their mothers as a 

preventive self-care activity. 

Therefore, Orem's (1985, 1971) Self-Care Theory, the basis for 

this research, was supplemented by the findings of Eichelberger, 

Kaufman, Rundahl & Schwartz (1980), who demonstrated that Orem's model 

could be extended in two ways to include both children and wellness: 

1. Based on developmental theories, self-care agency is a 

"process that builds on abilities and potential of the individual... 
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and does not suddenly emerge at the onset of adulthood but develops 

over time" (Eichelberger, Kaufman, Rundahl & Schwartz, 1980). Therefore, 

children, particularly pubertal girls who might be expected to have 

had some years of "practice" in self-care, as well as adults can be 

self-care agents (Eichelberger, Kaufman, Rundahl & Schwartz, 1980, 

p. 10). 

2. Wellness as well as illness can become the focus of care. 

Eichelberger, Kaufman, Rundahl & Schwartz (1980, p. 10) stated, "When 

the self-care approach is used in pediatric nursing, decisions made 

and actions to be taken are negotiated among the parent agency, the 

nurse agency, and the child himself"; the child therefore is capable 

of self-care. "Guidelines and limits must be provided by either parents 

or nurses to protect children from irresponsible actions, yet to allow 

them the opportunity to practice and experience increasing indepen

dence... to choose from alternatives, take action, and evaluate the 

consequences" (Eichelberger, Kaufman, Rundahl & Schwartz, 1980, p. 

10). By this adaptation of Orem's model, a daughter may acquire from 

her mother wellness-oriented self-care behaviors such as Breast Self-

Examination. 

Using Orem's (1985, 1971) premises modified by Eichelberger, 

Kaufman, Rundahl & Schwartz (1980) to allow for self-care by either 

adults or children in wellness or illness situations, a conceptual 

model of self-care, Mayer's Self-Care Model (MSM), was devised (Figure 

1). Consistent with the Orem's theory and its modification, upon which 

the MSM is based, the MSM depicts a child or adult engaging in self-

care and interacting continuously, as a rational, psychophysiologic 
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Physical-Biological Environment 
and Cultural Knowledge 

Perspective of a Caretaker Guiding a Child-
Adolescent, or Incapacitated Adult 
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Figure 1. Mayer's Self-Care Model (MSM) [patterned after Eichelberger, 
Kaufman, Rundahl & Schwartz's (1980) modification of Orem's 
Self-Care Theory (1985, 1971)]. 



13 

based organism, with a physical, biological, and cultural environment. 

The MSM depicts a person acting to sustain and promote health through 

self-care behaviors (e.g., BSE), to recover from illness (e.g., breast 

cancer or other disease), and to cope with the unchangeable (e.g., 

risk factors for disease) (Fitzpatrick, 1983). The MSM allows for 

a child, adolescent, or incapacitated adult to be protected from irres

ponsible actions by guidelines and limits set by a caretaker and the 

nurse, working together, within the limitations of an environment and 

shared cultural knowledge (Figure 1, top and bottom). In the process 

of attaining full capability as a self-care agent, the person influences 

and is influenced by the current state of his or her own health (e.g., 

presence or absence of a palpable breast lesion), the health results 

rationally sought (e.g., freedom from disease process), and the require

ments for therapeutic self-care (e.g., motivation and physical ability) 

(Figure 1, center). The MSM depicts the person as having an egocentric 

one-sided perspective, and the physician as having a medically-oriented 

and equally one-sided perspective, of the individual's state of health 

(e.g., presence, exacerbation, remission, or absence of illness), health 

results rationally sought (e.g., freedom from disease process), and 

requirements for therapeutic self-care (e.g., motivation and physical 

ability) which are dealt with by the individual as he or she seeks 

to attain self-care the nurse, and a caretaker, if one exists, has 

a simultaneous perspective of the- patient's perspective, the physician's 

perspective, and of the process involved (Figure 1, top and bottom). 

Under the MSM transmission of cultural knowledge by a mother 

depends upon her having internalized cultural knowledge of her society 
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during her own development by the process depicted in Figure 1. The 

mother in this study, then, has both conscious or unconscious cultural 

knowledge available to inform her behaviors when she, in turn, encultur-

ates her child into survival-oriented self-care skills through the 

same process by which she herself gained the knowledge. 

The MSM further delineates perspectives of a parent acting as 

a caretaker (if need be), the person himself, the nurse, and the physi

cian, each observing the process and intervening to promote health, 

assisting in recovery from illness, and promoting self-care capability. 

Summarizing the conceptual orientation, therefore, the child 

as well as the adult, in both wellness and illness "situations, may 

be construed to be capable of self-care according to the process 

depicted in the MSM (Mayer, 1987), which is based on Eichelberger, 

Kaufman, Rundahl & Schwartz' (1980) modification of Orem's (1985, 1971) 

Theory of Self-Care. On the one hand, the requirements of therapeutic 

self-care may conflict with deeply-seated cultural inhibitions, or 

the health results (in terms of freedom from disease) that the woman 

rationally seeks may appear at odds with an ailment that she perceives 

has no sure means of prevention. In this instance the logical woman 

depicted in the MSM may be unable to cope with the dichotomy in aspects 

of her cultural knowledge: she may react with paralyzing fear, feelings 

of helplessness over perceived inevitable death, or denial that she 

or her progeny are at risk, and take no action at all. Thus, her cul

tural knowledge would inform her behaviors to avoid teaching BSE 

techniques to her daughter. On the other hand, the logical and rational 

woman, who has the reinforcement of health-oriented influences from 
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her environment, culture, and society, may be amenable to undertaking 

routine Breast Self-Examination as a useful means of monitoring her 

own health status and in coping with what she perceives is an "unchange

able" entity such as her vulnerability to breast cancer. In this light, 

she may actively promote BSE as a useful practice to be incorporated 

into her daughter's health-care repetoire. 

The nurse can employ the MSM as a guide in practice not only 

to analyze if patient self-care, in the form of BSE, is being achieved, 

but also to assess the inputs of the person's environment, culture, 

caregiver, physician, and self-perception for potential barriers to 

goal achievement. Based on the nursing assessment, the nurse can inter

vene to help the person to overcome limitations, enhance existing 

capabilities, or alter the nature of the demands on self-care (Eichel-

berger, Kaufman, Rundahl & Schwartz, 1980, p. 9). 

Definition of Terms 

Adolescent Daughter: Either biological or adoptive, living 

in the same household as her mother, who is nine years of age or older 

at the time of the study, or who was between nine and 19 years of age 

at the time when BSE was first discussed between herself and her mother. 

Behavior: Observable patterned activities of human beings 

(Aamodt, 1984). 

Breast Self-Examination: A visual and tactile assessment of 

both breasts, in a consistent pattern and covering the area of the 

body from the axillary nodes, through the Tail of Spence to the lowest 

border of mammary tissue. The assessment is performed monthly on the 
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fourth day following onset of menstruation according to current stan

dards of the American Cancer Society (American Cancer Society, 1987). 

BSE Discussion: Spoken bilateral conversation regarding the 

origins, purpose, or methodology used for BSE or the applicability 

of the BSE technique to the subject's self or daughter, which may be 

supplemented by either movies, personal demonstration of the technique, 

or by printed material to be read by the daughter. 

Care: Attention, service, and protection provided by persons 

in a society who are in a position that requires them to be "in charge 

of" or to "take care of" [themselves or] others (Orem, 1985). Doing 

for others or self in terms of three dimensions, care eliciting, care 

giving, and care receiving (Aamodt, 1984). 

Culture: Learned behavior that is transmitted down through 

the generations of a society (Aceves & King, 1978). 

Cultural Knowledge: The acquired knowledge used by human beings 

to interpret experience and generate behavior (Spradley, 1980). 

Enculturation: All those learning processes by which a human 

being, as a member of a given society, obtains a working knowledge 

of the culture of that society (Aceves & King, 1978). 

Informs: An interpretive process whereby human beings select 

consciously and unconsciously from a substantive content of a system 

of symbols or cultural knowledge and translates them into behaviors 

(Aamodt, 1984). 

Mother: The biological or adoptive female adult who lives in 

the same household with and acts as primary caregiver to her daughter. 
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Nurse: An individual, characterized by capabilities to have 

and use specialized knowledge and skills, who renders help or assistance 

to persons in legitimate need (Orem, 1985). 

Person's Perspective: Egocentric viewpoint from which a person 

assesses his own and others' actions. 

Physician's Perspective: Based on the medical model for which 

there is a physical cause for all disease processes, the viewpoint 

of a medical doctor in his assessment of the patient. 

Self-Care Capabilities: Use of acquired knowledge by human 

beings to interpret experience and generate behaviors that will result 

in attention, service, or protection to self, or dependent significant 

others, in terms of three dimensions: care eliciting, care giving, 

and care receiving. 

State of Health: Person's position on a health-wellness contin

uum that permits him to conduct activities of daily living (health) 

or hinders him in pursuing his normal lifestyle (illness). 

Therapeutic Self-Care: Production of actions directed to self 

or to the environment in order to regulate one's functioning in the 

interests of one's life, integrated functioning, and well-being (Orem, 

1985). 

Limitations 

1. There was no attempt to control the sample choice for per

sonal or familial history of cancer, nor for the subjects' exposure 

to environmentally-induced risk factors for breast cancer. 
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2. There was no attempt to control the sample choice for the 

subjects' previous education on or participation in research concerning 

Breast Self-Examination. 

3. The interviews were conducted with ethnographic techniques, 

which resulted in a relatively homogeneous sample whose members belonged 

to one cultural group in sharing a common language, values, and econo

mic, educational, and social status. 



CHAPTER II 

REVIEW OF THE LITERATURE 

Introduction 

A Gallup poll (1974) revealed that most women overestimate the 

prevalence of breast cancer, believe the majority of breast lumps are 

malignant, and react with fear, panic, or denial to the topic. Over 

the years since that research study, which highlighted women's knowledge 

deficits, numerous studies have explored most aspects of Breast Self-

Examination. Topics have included: physical manifestations, treatments, 

and sequellae of cancer [Learning to Survive (Newsweek, 1985); Hassey, 

1985; Knobf, 1985; Kramer, Albrecht & Miller, 1985; McKhann, 1985]; 

knowledge of breast cancer and degree of perceived personal risk (Kelly, 

1979; Magarey & Todd, 1976; Massey, 1986; Vogel, 1985); training in 

BSE techniques (British Journal of Cancer, 1981; Hall, et al., 1980; 

Turnbull, 1978; Venet, 1980); the efficacy of BSE in providing earlier 

diagnosis (Holleb, 1981; Holliday, et al., 1983; Huguley & Brown, 1981; 

Nash, 1985; Saltzstein, 1984; Strax, 1977; Yarbro, 1985); women's health 

beliefs and their confidence in performing BSE (Assaf, et al., 1985; 

Calnan, 1984; Cole & Gorman, 1984; Ha11 a 1, 1982; Hirschfield-Bartek, 

1982); the degree to which women are compliant in performing BSE, both 

in terms of regularity and in competence (Celentano & Holtzman, 1983; 

Edwards, 1980; Rutledge, 1987; Sheley, 1983); and psycho-socio-cultural 

factors that influence women's choices to comply or not (Becker & 
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Maiman, 1975; Elkind, 1980; Keller, George & Podell, 1981; Kristiansen 

& Harding, 1984; Lewis, Ellison & Woods, 1985; Miller, Norcross & Bass, 

1980; Nathanson, 1977; Rosenstock, 1966; Wellisch, 1985). Still other 

researchers have attempted to refute or corroborate the clinical value 

of BSE, to study cultural influences that affect BSE practice, and 

to determine the acceptability to and compliance among both teenage 

and mother-daughter cohorts as outlined below. 

Studies Unsupportive of BSE Value 

A few studies indicated no particular benefit is gained from 

practicing BSE (Senie, Rosen & Lesser, 1981; Smith, Francis, and 

Polissar, 1980; Thiessen, 1971). Byrd (1980) reported on a study of 

273,108 women wherein examination by physicians yielded more impres

sive results in early cancer detection than did BSE. A report in 1984 

by Saltzstein stated that neither a change in the average size of breast 

cancers nor in the extent of axillary lymph node involvement was seen 

in 1,302 cases subsequent to extensive public and professional educa

tion, thereby limiting the efficacy of BSE. A similar conclusion had 

been reached by Eggertsen & Bergman in 1983. Likewise, Senie, Rosen 

& Lesser (1981) reported no significant relationship between 

patient-reported frequency of BSE and stage of disease at diagnosis. 

The five-year Breast Cancer Detection Demonstration Project supported 

the usefulness of mammography over BSE: mammography correlated 90% 

with the cancers detected, 40% of which were detected by mammography 

alone and only 10% by BSE alone (Baker, 1982). 
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Studies Corroborating the Value of BSE 

The foregoing studies notwithstanding, a greater number of 

research studies support BSE as an effective process by which to dis

cover early breast cancer and thereby perhaps to prolong life through 

early intervention (Feldman, Carter, Nicastri & Hosat, 1981; Foster, 

et al., 1978; Greenwald, et al.t 1978; Hoehn, Pierce & Olsen, 1984). 

Foster & Costanza (1984) in a follow-up study of 1,004 newly diagnosed 

invasive breast cancer patients from 1975 to 1981 found BSE was associ

ated with earlier stage clinical disease involving fewer metastases 

to axillary lymph nodes. Feldman, Carter, Nicastri & Hosat (1981) 

corroborated those findings in their own study of 996 newly diagnosed 

breast cancer patients, as had Greenwald, et al., in a similar study 

among 414 women in 1978, who indicated that BSE might reduce breast 

cancer mortality by almost 19% solely due to diagnosis at an earlier 

stage. Foster & Costanza (1984) determined that five-year survival 

for BSE practitioners was 75% vs. 57% for non-performers, with BSE 

performers less likely to die of breast cancer in any age group. In 

the same vein, Roder, Bonnett & Esterman (1985) concluded that both 

the proportion of cases with four or more affected nodes and tumor 

size at diagnosis were substantially reduced through BSE, thereby 

improving at least one-year patient survival rates. 

Studies of Cultural Influences on BSE 

Many studies reflect Orem's Theory in finding that external 

influences on beliefs can negatively or positively influence adherence 

to BSE. Among the studies reflecting negative cultural influences, 
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Morra (1985) noted that most women do not perform BSE monthly, do not 

do all the steps, and are not affected in their performance by incen

tives or rewards. A 1974 Gallup survey of 1,007 women showed that 

24% of the U.S. female population perform monthly BSE, while 46% do 

not, stating that practicing monthly BSE would make them worry unneces

sarily due to knowledge they had gained in their culture. Similarly, 

in a study of 273 women, 37% practiced BSE regularly, and no correlation 

was found between knowledge and beliefs about breast cancer gained 

from the culture and subsequent BSE behavior (Schlueter, 1982). In 

1983, Bennett, et al., noted that the practice of other culturally-

approved preventive health practices did not carry over to BSE practice. 

Similarly, Trotta (1980) and Stillman (1977) looked into sources of 

BSE education, techniques, and barriers to personal compliance, and 

both researchers also concluded that beliefs do not necessarily result 

in analogous behavior: that women's perceived psycho-social cultural 

barriers to BSE were the greatest factors in non-compliance. Stillman 

(1977) reported that four out of five women in the United States had 

become generally aware of the subject of BSE, but that their beliefs 

did not influence their behaviors. In a 1981 study of 708 women, Howe 

reported that some women feel uncomfortable dealing with breast con

cerns, and that lack of social influence and support may leave women 

unsure about the acceptability of doing BSE. Howe (1981) concluded 

that BSE frequency has a stronger association with women's beliefs 

in medical preventive health behaviors than with autonomous preventive 

health measures because, while practicing BSE does not lessen the risk 
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or chance of getting the disease, something abnormal could be found 

during the course of practicing the behavior. 

Among the positive influences of culture on BSE behavior reported 

in the literature, a 1973 study by the American Cancer Society revealed 

that women who received personal BSE instruction from a doctor or nurse 

reported significantly higher rates of BSE practice than those taught 

by any other method. Trotta's (1980) research on patient compliance 

revealed 50% of the respondents had been taught BSE by their physician, 

42% had learned techniques from reading or the mass media, but only 

8% had been taught by a nurse. She did not indicate that any of the 

participants in the study had been taught BSE by their mothers. 

The findings of a number of studies reveal that the cultural 

influence of education.reflects positively on BSE practices. Confirming 

the findings of Huguley & Brown (1981) among 2,092 women with breast 

cancer, Feldman, Carter, Nicastri & Hosat (1981) and Taylor, Lichtman 

& Wood (1984) found that BSE is more likely to be practiced by patients 

who are highly educated, younger, and married. Mayer (1984) and Miller 

(1980) linked the practice of BSE to white, better educated, Protestant 

and Jewish women. Bennett, Lawrence & Fleischman (1983) stated that 

frequency of BSE performance was identified with women who lived with 

their sexual partners, had been formally taught how to perform BSE, 

had a maternal history of disease, and who were confident in their 

examination technique. 
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BSE Studies Involving Teenage Girls 

Each of the foregoing studies, and numerous articles in popular 

magazines have focused on adult women. Only two popular articles, 

"How To Do a Breast Self-Examination" (Teen, 1981) and "What Every 

Girl Should Know About Her Breasts" (Seventeen, 1984) have addressed 

adolescent females personally. In the past five years, only one study 

(Gravell, Zapka & Mamon, 1985) incorporated college-age young women, 

and only one study (Carstenson & 0'Grady, 1980) evaluated high school 

age females regarding BSE. They found that high school students were 

not averse to learning about BSE, found the program acceptable, and 

maintained some compliance at one year. Further, 23% had taught the 

technique to other women, mostly their mothers. 

BSE Studies of the Mothers and Daughters 

Only Mayer (1984) and Gravell, Zapka & Mamon (1985) have 

addressed the mother-daughter relationship in the promotion of BSE 

practice, and the latter's findings were unclear as to whether family 

history of cancer or BSE techniques were the subject of discussion, 

and whether daughters in the study influenced their mothers, or whether 

knowledgeable mothers initiated teaching with their daughters. 

Therefore, while hundreds of studies in the literature may have 

some pertinence to the personal BSE practices of the mothers in the 

current study, there is no mention in the literature of mothers' aware

ness of their daughters' BSE practices. Further, there is no mention 

of the role of nursing in helping mothers to reinforce at home any 

education on BSE their daughters might have obtained elsewhere. 



CHAPTER III 

METHODOLOGY 

Design 

A Level I exploratory, descriptive nursing research study, 

employing ethnographic methodology (Spradley, 1979) was designed to 

investigate the cultural knowledge that informs mothers' behaviors 

in teaching their daughters Breast Self-Examination. 

Setti nq 

Because each woman was asked individually to participate, the 

number of settings was varied and included homes, offices, and telephone 

conversations. All interviews were conducted at the convenience of 

the subject and ensured privacy for the investigator and the subject. 

Population/Sample 

Given that a population consists of all members of a group of 

individuals who are alike on at least one specified characteristic, 

the population for this study consisted of all mothers who had discussed 

Breast Self-Examination with their daughters, and who lived in the 

same household with their biological or adoptive daughters, age nine 

to 19, at the time BSE was first discussed* From this target population 

a convenience sample of five mothers was recruited during July 1987 

in Tucson, AZ. The mothers were able to speak and read English and 

each had one or more natural or adopted daughters, age nine to 19, 
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at the time BSE was first discussed, with whom they had discussed Breast 

Self-Examination. The members of the sample had the study and protec

tion of human subjects thoroughly explained to them aloud by the 

investigator, and were asked to read a disclaimer reiterating: the 

aims of the study, benefits and risks to participants, persons who 

have access to data, provisions for anonymity of the participants, 

and ultimate uses of the data. The disclaimer also contained the 

parameters for participation in the study, including subjects' right 

to refuse to answer questions and to withdraw from the study at any 

time without ill will or negative impact on the subject's medical care. 

Subsequent to their reading of the disclaimer, the mothers were asked 

to voluntarily participate in the study. 

Protection of Human Subjects 

The study was submitted to the Ethical Review Committee of the 

College of Nursing, University of Arizona, and permission to proceed 

with the study, on an exempt basis, was obtained (Appendix A). A 

printed disclaimer (Appendix B) was explained and given to each parti

cipant. 

Data Collection Instrument 

No previous research has been done on the cultural knowledge 

that informs mothers' behavior during mother-daughter discussions of 

BSE. Therefore, exploratory methodology was employed in the form of 

an initial 30-minute ethnographic interview and one or more shorter 

ethnographic interviews with each subject as necessary to confirm, 
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elaborate on, clarify, or refute the data gleaned by the investigato 

(Spradley, 1979). The interviews utilized general "Grand-tour" and 

specific "Mini-tour" questions which were descriptive ("Tell me 

about..."), structural ("What are all the kinds of...?"), and contrast 

("How is x different from y?") in format to elicit general cultural 

domains and to focus the interview (Spradley, 1979) (Appendix C). 

Demographic information was also .requested from the subjects during 

the initial interview. The naturalistic information gathered was 

assessed against criteria for trustworthiness as follows (Guba, 1981): 

1) Credibility (internal validity) of the data was facilitated through 

constant comparative analysis of the information, gained during extended 

interactions, with data obtained from the same and other subjects for 

commonalities of words, meanings, body language, and behaviors; 2) 

Transferability (generalizabi1ity) of the data was set forth by the 

development of thick, descriptive data until a point of saturation 

was reached; 3) Dependability (reliability) of the naturalistic infor

mation was documented by an audit trail of interview notes and 

documentation; and 4) Confirmabi1ity (objectivity) of the data was 

documented by an audit trail of procedural memos and triangulation 

(comparison) of the data for its agreement with other sources. 

Procedure 

Each woman in the sample was approached by the investigator 

and told about the study. In the one instance where a mother was inter

viewed in a place other than her home, advance oral permission to make 

the contact was obtained from the person in charge of the site. Each 
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woman was shown the disclaimer, asked to read it, and any questions 

she had were answered by the investigator. A mutually agreeable time 

and date for each initial interview was arranged between the investi

gator and each subject. The content of each interview was recorded 

in shorthand, accompanied by field notes, by the researcher immediately 

after each interaction, and the notes were transcribed and coded by 

the investigator within eight hours of recording (Spradley, 1980). 

Following the initial interview, a domain analysis of content was 

performed, and the data guided the formulation of structural, descrip

tive, and contrast questions to focus observations and guide subsequent 

interviews (Spradley, 1980). 

Data Analysis 

Constant comparative content analysis of newly-obtained and 

previously-gathered data was used to assess subject replies for tax

onomies, domains of meaning, and cultural themes (Spradley, 1980). 

For example, Leininger (1978) stated that a taxonomy comprised of 

typical subject behaviors such as "giving assistance to," "supporting," 

"encouraging," "assisting in attaining," and "providing a remedy for" 

might be deemed similar in intent and collectively titled "Helping." 

In turn, the taxonomy of "Helping" might be only one of many taxonomies 

of behaviors that could be represented in the hierarchy by the more 

abstract term, "Caring" (Leininger, 1978). A domain of meaning is 

"any symbolic category that includes other categories, all of which 

share at least one feature of meaning" (Spradley, 1979, p. 101). In 

the present example, a domain of meaning that might encompass the 
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earlier-mentioned taxonomy headed by "Caring" could be entitled, "Being 

There," a term which would represent the cultural knowledge that 

informed the behaviors of all members of that society in a caring situ

ation (Aamodt, 1984). Analyzing the data in another light, cultural 

themes might be detected which "represent a relationship among domains 

of meaning" (Spradley, 1979, p. 94). A cultural theme appropriate 

to this example might emerge as, "To have a friend, you've got to be 

a friend." 

In addition to cultural knowledge obtained through ethnographic 

interviews with the mothers, demographic data was obtained from the 

mothers to reflect their ages, marital status, daughters' ages, ethnic 

origin, faith and degree to which they considered themselves devout, 

level of education, and employment. The sum of the information, then, 

reflected the mothers' cultural knowledge that informed their behaviors 

as they acted in their perceived roles to enculturate their daughters 

regarding Breast Self-Examination. 



CHAPTER IV 

FINDINGS 

Multiple ethnographic interviews were conducted with five Tucson, 

Arizona, mothers during July, 1987, in order to determine what cultural 

self-care knowledge informs mothers' behaviors as they act in their 

perceived roles to enculturate their daughters regarding Breast Self-

Examination. 

Demographic Information 

Five mothers, ranging in age from 41 to 53 years, with a mean 

age of 46.2 years, comprised the sample for this study. The daughters 

of the mothers ranged in age from 14 to 17, with a mean age of 15.4 

years. Three of the women were married, two were divorced and the 

sole support of their families. One woman was black, one was Hispanic, 

and the other three were white. Two mothers were Catholic and two 

were Protestant and one was Jewish in faith. One mother described 

herself as "very religious," while the remaining four stated they were 

only moderately religious. One of the mothers, a nurse, had graduated 

from a hospital diploma program, two of the mothers had graduated from 

junior colleges, and two of the mothers had university-level educations. 

All five mothers were employed outside the home in positions they 

described as professional. None of the women were natives of Tucson. 

30 



31 

The Researcher-Informant Experience 

Notwithstanding the differences between the mothers interviewed 

that were noted in the Demographics section above, the mothers were 

remarkably alike in being cooperative informants for ethnographic work. 

In an ethnographic study, the participants must be "informants," 

responding in their own words to questions phrased in the language 

of their culture, and not merely "respondents" answering in like terms 

to questions phrased in the language of the social scientist as would 

happen in a quantitative study (Spradley, 1979, p. 31). While the 

researcher had been distantly acquainted with each of the women prior 

to the study, none of the relationships resulted in role confusion 

between informant and respondent or informant and friend (Spradley, 

1979, p. 28). Thus, it was possible as an ethnographer to ask questions 

over and over of the mothers and to ask for seemingly endless clarifi

cation, actions which would have been met with dismay had the mothers 

considered themselves interacting with the researcher as friends might 

(Spradley, 1979, pp. 28, 30). Of the five mothers, one was an excellent 

informant and able to verbalize her thoughts and feelings with a minimum 

of prompting. The other four mothers were less verbal and analytical 

and so required relatively more interviews to elicit from them the 

similarities and contrasts in their thoughts, feelings, and cultural 

knowledge to ensure that the shades of cultural meaning were captured. 

Each of the mothers was concerned that she might not be expressing 

herself clearly or that the researcher might not be getting enough 
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information. On several occasions mothers in the study called the 

researcher at home to clarify or add to information from a prior inter-

vi ew. 

Ethnographic Findings 

From the data amassed during the research, five major domains 

of meaning emerged, the boundaries of which were determined by the 

mothers and shared with the investigator during the course of the study 

(Spradley, 1979, p. 101). 

"Surviving As A Species" 

The first domain of meaning, Surviving As A Species, and its 

two major divisions, Having a Reason and Having a Strategy, were com

prised of taxonomies of the positive factors that promote mothers' 

teaching of Breast Self-Examination to their daughters (Table 1). Other 

than relating global "survival of the species" as a reason for teaching 

their daughters BSE, some mothers cited their desires that their daugh

ters learn self-care, self-reliance, routine health care, and routines 

to be learned for use later in life (Table 1). Other mothers said 

their reasons for teaching BSE to their daughters were to help the 

girls avoid illness by learning to prevent disease, by learning to 

detect disease early, by becoming aware of potential risks, and by 

becoming aware that anyone can get cancer (Table 1). 

In teaching their daughters self-care as a means of survival 

as a species, several of the mothers perceived that Having a Strategy 

was a major division of the hierarchy (Table 1). Teaching strategies 

included choosing appropriate sites for their mother-daughter 



Table 1. Taxonomies of "Surviving As A Species". 
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TAXONOMIES 

Havi ng 
a 
Reason 

Teachi ng 
Self-
Protection 

Surviving as a species. 
Wanting daughter to learn 
self-care. 

Making BSE a part of routine 
health care. 

Wanting daughter to learn self-
reliance. 

Learning BSE to use later in 
1 ife. 

Survi vi ng 
As A 
Speci es 

Teaching 
11 lness 
Avoidance 

Preventing disease. 
Detecting disease early. 
Wanting daughter to know of her 

potential risk for disease. 
Knowing anyone can get cancer. 

Setting 
A 
Scene 

Getting source materials about 
BSE. 

Having a "special" place and 
time to talk. 

Allaying embarrassment by using 
facts. 

Havi ng 
A 
Strategy 

Choosi ng 
The 
Timing 

Replying honestly as queries 
arise. 

Tying BSE to maturation and 
development. 

Waiting till girl is in a learning 
mood. 

Setti ng 
The 
Mood 

Moralizing to reinforce teaching. 
Tailoring information to allow 
for the daughter's self-
consciousness. 
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discussions, having informational material about BSE available when 

they taught their daughters the technique, and arranging a "special" 

private time and place to talk. The mothers' strategies also incorpor

ated timing their interactions with their daughters so that questions 

could be answered honestly as they arose and teaching would be appro

priate to each girl's level of maturation and physical/emotional 

development. Finally, the mothers' strategies included setting a tone 

for discussions with their daughters so that each mother's values could 

be interjected into the discussions to reinforce BSE instruction, and 

so that the discussions could be tempered with euphemisms where neces

sary to avoid embarrassing the girls. 

"Being Unsure and Thinking, 'Why Bother?'" 

The second domain of meaning, "Being Unsure, Thinking 'Why 

Bother?'" emerged from the data to signal that all five of the mothers 

had problems in one or more of three areas covered by the major taxono-

mic headings, Lacking Information about Cancer, Lacking Information 

About BSE, and/or Being Afraid to Learn BSE. Four of the mothers said 

they felt inadequate to the task of performing BSE themselves, much 

less teaching the practice to their daughters (Table 2). The taxonomy 

of information the mothers felt they lacked included: misinformation 

regarding a lack of cure for cancer, inadequate information about the 

potential benefits of preventive self-care, and lack of knowledge of 

the nature of breast cancer and its risks. Two of the mothers also 

said they had inadequate knowledge of what a cancerous lesion might 

feel like, and they expressed confusion over BSE technique. The two 
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Table 2. Taxonomies of, "Being Unsure and Thinking, 'Why Bother?'" 

Lacking 
Info. 
About 
Cancer 

TAXONOMIES 

Thinking, "Why bother to check 1f I don't know what 
I'm looking for?" 

Thinking, "Cancer can't be cured so why do BSE?" 
Thinking cancer 1s a disease of old age. 
Lacking comprehension of what cancer 1s. 
Lacking comprehension of cancer risk. 

Bei ng 

Lacking 
Info- Lacking 

Info. 
About 
BSE 

Being unsure of BSE technique. 
Not realizing BSE could save their lives. 
Lacking knowledge of BSE rationale. 
Having total Ignorance of BSE in general. 
Having Incomplete Information. 
Being taught several different techniques and being 

unsure of which to use. 
Being wary of preventive techniques because there 1s 

no proof they work. 

Unsure, 
Thinking 
'Why 
Bother?' 

Being 
Afraid 
To Learn 
BSE 

Being afraid to ask questions about 8SE for fear of 
appearing unintelligent. 

Feeling reluctance to discuss or be familiar with 
one's own body. 

Needing 
Practice 

Needing 
Guidance 

Having information but lacking practice. 
Lacking practice and confidence to teach daughter 

BSE correctly. 
Having poor technique and knowing it. 
Lacking enough practice to recognize an 

abnormality. 
Feeling confusion over having been taught several 
different techniques. 

Having uncertainty over proper BSE method. 

Needing 
A 
Regimen 

Not making BSE a habit young; thus 1t is forgotten 
later in life. 

Not making BSE a monthly routine. 
Forgetting BSE must be done regularly. 
Forgetting when monthly to do BSE. 
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mothers said they felt that women in general might be hindered in 

carrying out BSE by their reluctance to ask questions for fear of 

appearing unintelligent, and by their embarrassment in discussing their 

bodies (Table 2). 

Needing Practice in BSE was agreed upon by all of the mothers 

as a taxonomy which included two components: Needing Guidance and 

Needing a Regimen (Table 2). In Needing Guidance, two of the mothers 

expressed a range of deficiencies in their own BSE education: lack 

of hands-on instruction, lack of confidence due to insufficient prac

tice, poor technique, no practice detecting abnormalities, and confusion 

over having been taught multiple BSE methodologies with uncertainty 

over which to use (Table 2). 

Regarding the taxonomy of Needing a Regimen, four of the mothers 

noted that many women do not make BSE a habit for themselves when they 

are young and so forget the technique and make no effort to make BSE 

a routine later in life. The four mothers further stated that many 

women forget or have not been told that BSE should be done every month, 

and/or forget what time of each month is recommended for BSE (Table 

2). Thus, the four mothers' deficiencies in their own BSE backgrounds 

made them uneasy about passing along to their daughters information 

about which they are unsure. 

"It Can't Happen To Me" 

Three of the mothers in this study also said that emotional 

factors hinder women's compliance in performing BSE and teaching it 

to their daughters. The emotional factors are summarized by the third 
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domain of meaning, "It Can't Happen To Me" (Table 3). Major taxonomic 

headings in this domain include Feeling Complacent, Feeling Invulner

able, and Using Denial, along with their respective taxonomies (Table 

3). Contributing to the taxonomy of Feeling Complacent were feelings 

of good health, feeling safe due to youth (and thereby erroneously 

assuming breast cancer is a disease of old age), feeling self-righteous 

and equating cancer with a punishment from a higher power, feeling 

not at risk with no family history of cancer, feeling that published 

cancer risks are "propaganda to scare people" and can be ignored, and 

using self-assessment to convince the self of invulnerability (Table 

3). 

A second major taxonomic division that three of the mothers 

cited as contributory to women's lack of compliance with BSE is Feeling 

Invulnerable (Table 3). While the previous major heading, Feeling 

Complacent, included taxonomies bound in the present, Feeling Invulner

able implied to the three mothers a sense of inviolability that extends 

into the future. Along with feeling invulnerable, other it?rns in the 

taxonomy include having a self-image of living forever, and thinking, 

"It can't happen to me" (Table 3). The taxonomy also includes the 

invulnerability that comes with an inability to take present precautions 

for a future too distant to envision (Table 3). 

The third major division under the domain of "It Can't Happen 

To Me" was Whistling In The Dark, which was identified by four of the 

mothers as synonymous with repression (Table 3). Whistling in the 

Dark was comprised of a number of unconscious behaviors such as saying 

cancer doesn't occur in the young (despite the mothers' awareness of 
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Feeling 
Complacent 

TAXONOMIES 

Feeling complacent with good health. 
Feeling safety due to youth. 
Feeling self-righteous — cancer only happens 
to those who deserve punishment. 

Feeling not at risk (no family history of 
cancer). 
Feeling published cancer risks are 
propaganda and can be ignored. 

Feeling, 
"It 
Can' t 
Happen 
To Me." 

Feeling 
Invulnerable 

Feeling invulnerable. 
Feeling, "Cancer can't happen to me". 
Having a self-image of living forever. 
Perceiving the future as too distant to 
take precautions in the present. 
Using self-assessment to convince self 
of invulnerability. 

Whi stli ng 
In The 
Dark 

Saying cancer doesn't occur in the young. 
Refusing to think about sickness. 
Whistling in the dark. 
Refusing to accept possibility of disease. 
Adopting lack-of-concern attitude. 
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evidence to the contrary), refusing to think about sickness, refusing 

to accept possible disease risk, and adopting a lack-of-concern attitude 

(Table 3). 

"If I Don't Know About It, It Isn't There" 

The domain of meaning, If I Don't Know About It, It Isn't There", 

has only one major heading, Feeling Fear, which all of the mothers 

in the study cited as a major detractor to BSE compliance and teaching 

(Table 4). The mothers differentiated Feeling Fear into taxonomies 

of Over-Reacting to Fear, Burying Fear, and Giving In To Fear (Table 

4). In Over-Reacting to Fear, the mothers stated they thought some 

women feel fear in thinking about any disease (not just cancer), and 

some women may believe that thinking about a particular illness will 

cause that disease (Table 4). Three mothers had heard from older female 

relatives that touching the breasts causes cancer (Table 4). Two mothers 

stated that many women are "scared to death" that they might uncover 

breast cancer while performing BSE, although both stated they perform 

BSE on a monthly basis despite their own admitted fears (Table 4). 

One mother said her experience had been that women whose social circle 

included breast cancer patients over-reacted by projecting the illness 

to themselves in thinking, "Every freckle is a cancer" (Table 4). 

The second heading, Burying Fear, covers a taxonomy of denial-

based reactions to fear, such as denying that a change in the body 

could be cancerous, telling oneself that "If I don't touch it, it isn't 

there" and the similar reaction of "Burying one's head in the sand," 

deliberately ignoring a body change and hoping it will disappear, 
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Table 4. Taxonomies of, "If I Don't Know About It, It Isn't There." 

"If I 
Don't 
Know 
About 
It, It 
Isn't 
There" 

Feeli ng 
Fear 

Over-
Reacti ng 
to Fear 

TAXONOMIES 

Feeling fear about any disease. 
Thinking about disease causes the 
disease. 
Being "scared to death" to find disease. 
Over-reacting: "Every freckle is cancer." 
Touching the breasts causes cancer. 

"If I 
Don't 
Know 
About 
It, It 
Isn't 
There" 

Feeli ng 
Fear 

Burying 
Fear 

Denying that a change might be cancer. 
"If I don't touch it, it isn't there." 
"Burying one's head in the sand." 
Ignoring a change, hoping it will go 
away. 

Acting unconcerned to cover up fear. 
Denying possibility of finding cancer. 
Suppressing thoughts of cancer. "If I 

Don't 
Know 
About 
It, It 
Isn't 
There" 

Feeli ng 
Fear 

Gi vi ng 
In To 
Fear 

Using taboos about touching one's body to 
rationalize not checking for disease. 

Saying, "I'm too afraid of what I'll 
find." 

Saying, "I don't know what cancer feels 
like." 

Stating, "I'm too busy to do BSE." 
Using excuse of laxness to avoid BSE. 
Saying, "I'm too lazy" to avoid doing 
BSE. 

Citing apathy as excuse for avoiding 
BSE. 

Saying, "I forget to do BSE." 
Hiding fear behind "lack of motivation." 
Placing disease prevention low on 
personal list of priorities to avoid 
facing fear. 
Procrastinating to put off a fear-
inducing examination. 
Being unwilling to endure the stress of 
cystic "false alarms," so avoiding 
BSE. 
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putting on a facade of unconcern to hide fear, denying any possibility 

of finding cancer, and suppressing thoughts of cancer (Table 4). 

Under the final heading. Feeling Fear, is the taxonomy Giving 

In To Fear. This taxonomy includes fear-motivated rationalizations, 

excuses, and/or actions that women exhibit to avoid practicing BSE 

or teaching BSE to their daughters (Table 4). In Giving In To Fear 

women use taboos about touching one's body to rationalize not checking 

for disease. Giving In To Fear also entails making excuses for not 

doing BSE such as, "I'm too afraid...too busy...too lax...too lazy...too 

apathetic...too forgetful... too unmotivated," or "I don't know what 

o cancer feels like so there's no point in doing BSE." In Giving In 

To Fear women place disease prevention low on their personal lists 

of priorities to avoid facing the fear. Women procrastinate to put 

off a fear-inducing examination, or simply avoid BSE entirely because 

they are unwilling to endure the fear and stress of "false alarms" 

for cancer (Table 4). 

"Thinking Its Unnatural To Touch Yourself" 

The domain of meaning, Thinking Its Unnatural To Touch Yourself 

includes feelings about touching one's body that all of the women in 

the study perceived detract from BSE compliance and teaching (Table 

5). The divisions of this domain were entitled Feeling 111 At Ease, 

Feeling Embarrassed, and Feeling Constrained By Modesty (Table 5). 

The taxonomy of situations that contribute to feelings of uneasiness 

include women adopting their parents' "don't touch yourself" attitudes 

and, similarly, women believing "It's unnatural to touch yourself" 
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Table 5. Taxonomies of, "Feeling Its Unnatural To Touch Yourself." 

Thinki ng 
Its 
Unnatural 
To 
Touch 
Yourself 

Feeling 
111 At 
Ease 

TAXONOMIES 

Adopting parents' attitude, "Don't touch 
yourself." 
Believing its "unnatural" to touch yourself. 
Giving breasts sexual vs. functional meaning. 
(Girls) feeling uneasy with new breasts. 
Permitting "prudish" ethics to preclude 
self-care. Thinki ng 

Its 
Unnatural 
To 
Touch 
Yourself 

Feeli ng 
Embarrassed 

Feeling embarrassed, even to yourself, to 
touch your body. 
Being afraid to be frowned on by others if 
they find out you touch your body. 

Feeling self-conscious about one's body. 
Getting the giggles when talking about the 
breasts in front of others. 

Feeling embarrassed in group BSE practice. 

Thinki ng 
Its 
Unnatural 
To 
Touch 
Yourself 

Feeling 
Constrained 
By Modesty 

Thinking that modesty dictates one should 
not touch one's self. 

Using modesty as a basis for not doing BSE. 
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(Table 5). Women who attribute sexual vs. functional meanings to their 

breasts was cited by four of the mothers as a reflection of society's 

values and was mirrored by their daughters' feelings of uneasiness 

with their own breasts. Women who permit "prudish" ethics to preclude 

self-care were identified by three of the mothers in the study as women 

who believe the human body should not be seen nor touched while naked, 

or who believe that their own bodies should be seen/touched by no one 

other than their husbands or physicians. 

Three of the mothers in the study also related that feelings 

about touching their own bodies result in Feeling Embarrassed (Table 

5). All of the mothers stated that some women experience embarrassment 

touching their bodies, that some women feel their social circle would 

frown on them for touching their own bodies, while still other women 

would experience a similar emotion, self-consciousness, in looking 

at or touching their bodies (Table 5). The three mothers who felt 

embarrassed when alone also mentioned situational embarrassment that 

might occur regarding BSE. Examples of situational embarrassment would 

be found in their daughters who get "the giggles" when talking about 

the breasts in front of others, and in women who try to learn BSE in 

group practice (Table 5). The mothers differentiated modesty from 

the componential categories of Feeling Embarrassment or Feeling 111 

At Ease. The mothers said they perceived modesty as a ladylike refine

ment, whereas the other two categories, Feeling 111 At Ease and Feeling 

Embarrassment, had sexual overtones (Table 5). Although the mothers 

perceived the etiology of Feeling Constrained By Modesty was different 
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from the other two categories, they perceived that the net result was 

the same in hindering women from touching themselves and in serving 

as an excuse for the women to avoid BSE. 

From the data of this study emerged five major domains of 

meaning, all of which represent facets of the cultural knowledge that 

informs mothers' behaviors as they enculturate their daughters into 

BSE: Surviving Through Self-Care; Being Unsure, Thinking Why Bother? 

Feeling, "It Can't Happen To Me"; "If I Don't Know About It, It Isn't 

There"; and Thinking Its Unnatural To Touch Yourself." 

Cultural Themes 

Cultural themes represent a relationship among domains of meaning 

(Spradley, 1979, p. 94). In analyzing the data gathered in this 

research, a number of cultural themes presented themselves, all support

ing the thesis idea, "Surviving As A Species" (Table 6) (Spradley, 

1979, pp. 94, 213). Opler (1945, p. 198) who described the Apache 

culture, was the first to use and describe the cultural theme, which 

he defined as "a postulate or position, declared or implied, and usually 

controlling behavior or stimulating activity, which is tacitly approved 

or openly promoted in a society." Spradley (1979, pp. 200-201) added 

that cultural themes incorporate social conflict, cultural contradic

tions, and informal techniques of social control, all of which are 

used to manage impersonal social relationships, to acquire and maintain 

status, and to solve problems. 

Table 6 depicts the cultural themes uncovered in the present 

research. Presented in pairs, each of the positive statements is aimed 
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THESIS IDEA: Surviving As A Species 

PAIRS OF CONFLICTING CULTURAL THEMES 

There's nothing unnatural about self-care. 
Don't touch yourself...it's unnatural. 

If you do BSE, you could detect cancer early enough to save 
your life. 

Cancer can't be cured, so there's no point in doing BSE. 

Teach your daughter to learn to care for herself by doing BSE. 
There's no point in teaching BSE to girls — cancer is an old 

people's disease. 

You need to learn how to do BSE. 
If you don't know what you're looking for, don't appear dumb 

by asking questions about BSE. 

Do BSE regularly, and call any abnormality to your doctor's 
attention. 

Forget about the lump — it'll go away. 

What you don't know about can hurt you. 
"If you don't touch it, it isn't there." 

You ought to take measures to detect cancer early — it can 
happen to you. 

Forget about worrying about cancer — it can't happen to you. 
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at encouraging women to practice BSE and is in conflict with or contra

dicts each of the negative statements that would tend to hinder women's 

BSE practice. The cultural themes, therefore, reflect contradictory 

and conflicting cultural knowledge that informs the mothers' behaviors 

as they act in their perceived roles to enculturate their daughters 

into self-care in the form of Breast Self-Examination. Contradictions 

are expressed in opposing statements such as "There's nothing unnatural 

about self-care" vs. "Don't touch yourself...it's unnatural" (Table 

6, Pair 1). Such statements say that touching oneself in the course 

of self-care is acceptable, and yet refute the words by terming touching 

oneself "unnatural." Conflicts are present in statements such as "You 

need to learn how to do BSE" vs. "If you don't know what you're looking 

for, don't appear dumb by asking questions about BSE." Such conflicting 

statements imply that although the practice of BSE is important to 

learn, one dare not gain the knowledge by asking questions (Table 6, 

Pair 4). In resolving conflicting statements in their own minds, 

mothers will tend to be swayed in their thinking by whichever of the 

themes predominates in the mothers' social circles. That is, some 

mothers will have been surrounded by positively slanted cultural know

ledge and will be influenced to teach BSE to their daughters, while 

other mothers will have been surrounded by negatively-phrased cultural 

knowledge which may deter them from teaching BSE to their daughters. 

Positively phrased and fact-based cultural themes provide solutions 

to the problem of early detection of breast cancer, such as, "Do BSE 

regularly, and call any abnormality to your doctor's attention" (Table 

6, Pair 5, First Statement). On the other hand, negatively phrased 
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themes, such as "Cancer can't be cured, so there's no point in doing 

BSE," "...cancer is an old people's disease," and "If you don't know 

what you're looking for (i.e., a cancer)..." are based on faulty or 

insufficient information and represent conflict (Table 6, Pairs 2, 

3, and 4). The social status conferred upon the knowledgeable is evi

dent in Table 6, Pair 4, by the negative second statement which relates, 

"If you don't know what you're looking for, don't appear dumb by asking 

questions about BSE." Finally, in contrast to the first statements 

in each pair which represent positive themes expressing health-promoting 

attitudes, the negative cultural themes expressed in the second state

ments of Pairs 5, 6, and 7 of Table 6 represent denial of the risk 

of disease and serve to maintain impersonal social relationships where 

the individual need not become involved with a caregiver. 



CHAPTER V 

SUMMARY 

"Survival as a species...that's what its all about. Whether 

I'm teaching her to examine her breasts or just wash her face, I want 

my daughter to learn to care for herself so she can grow, up well and 

healthy, and have kids that she'll teach to care for themselves." In 

so stating, one mother summarized the findings of this study. In 

keeping with the MSM and with Eichelberger, Kaufman, Rundahl & 

Schwartz's (1980) modification of Orem's Self-Care Model (1985, 1971) 

upon which the MSM was based, this research has shown that mothers 

perceive that survival of the human species depends upon knowledge 

of protective measures such as self-care being passed from generation 

to generation. The current study focused on mothers to determine what 

cultural knowledge they have that informs their behaviors and acts 

to help or to hinder them from passing information and techniques on 

Breast Self-Examination, a form of protective self-care, to their 

daughters. As first-line health educators to American women, nurses 

are in an ideal position to utilize mothers' cultural knowledge of 

BSE and to enhance that knowledge in order to promote mother-daughter 

communication and facilitate transmission of BSE information and tech

niques to subsequent generations. 

The five mothers who participated in ethnographic interviews 

for this study endorse BSE because they perceive it to be a means to 
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(Paulus, 1983; Stromborg, 1981). The literature also cites BSE as 

a procedure that is easy to learn, low-cost, and one which can be done 

in the privacy of a woman's home at her convenience, thus enhancing 

the cultural acceptability of BSE to American women. What remains 

is for nurses to assist women to overcome their reluctance to practice 

BSE. 

The mothers who participated in the current research identified 

a number of factors stemming from conflicting messages within the cul

ture that hinder the practice of BSE. Lack of knowledge or insufficient 

instruction in BSE might have been anticipated as reasons not to perform 

BSE. However, the mothers in the study also identified such unexpected 

factors as mixed messages over what is and is not culturally acceptable 

when touching their own bodies, culturally-fueled fears of finding 

disease despite fact-based knowledge of potential cure, feelings of 

invulnerability to breast cancer arising from a youth-oriented culture 

that equates disease with old age, and a culturally-supported do-nothing 

attitude toward early detection of disease. 

Therefore, to overcome culturally-induced barriers to BSE prac

tice, it is essential that nurses institute community health programs 

designed to achieve two goals: 1) to stress to mothers the positively-

termed meanings they use in regard to Breast Self-Examination; and 

2) to promote mother-daughter communication of BSE information and 

techniques. 
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Recommendations 

To attain the goals aimed at reducing culturally-induced barriers 

to BSE practice, nurses must take into account the cultural knowledge 

that informs their patients' behaviors. The mothers in the study 

identified deficits in BSE knowledge and technique that hindered BSE 

practice. Therefore, nurses must first consider their patients' physio

logical needs and abilities by teaching them the procedures of BSE 

to a degree that the patients feel confidence in performing the tech

nique. Second, the mothers pointed out fears and culturally-established 

patterns of behavior that preclude the performance of BSE. Therefore, 

nurses must take their patients' social needs and abilities into account 

and capitalize on culturally established parent-child lines of communi

cation to reduce fears and promote BSE practice among future 

generations. Finally, the mothers identified mixed messages they 

received from their culture that acted to curtail BSE practice. In 

this regard, nurses must address their patients' psychological needs 

and abilities and tailor their patient teaching toward replacing 

negatively focused cultural beliefs and values with cultural knowledge 

that positively promotes BSE. By encouraging mothers to explore with 

their daughters their shared meanings regarding the human body, by 

making information about BSE readily available, by pointing out conflic

ting cultural themes surrounding BSE, by helping women recognize their 

views regarding disease risk, and by encouraging mothers to verbalize 

their own feelings associated with discovery of disease nurses may 

promote inter-generational communication of BSE and potentially increase 

the future frequency and quality of BSE among American women. 
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DISCLAIMER 

You are being asked to voluntarily participate in descriptive 

ethnographic nursing research on the concept of care as it relates 

to Breast Self-Examination. The research question asks: what self-

care knowledge informs mothers' behaviors during the enculturation 

of their daughters regarding Breast Self-Examination? 

Over the course of two or more interviews you will be asked 

to talk with the investigator about conversations you have had with 

your daughter regarding Breast Self-Examination. Each interview will 

take 20-30 minutes, the contents of which will be analyzed for linguis

tic expressions and cultural themes. Your participation will not be 

known to anyone other than the investigator, your name will never be 

used in connection with the study, and results of the study will be 

reported only in anonymous group-form using code names. Any information 

you personally share with the researcher will be available only to 

the researcher and University of Arizona faculty who are members of 

the researcher's thesis committee. You may ask questions, refuse to 

answer questions, or even withdraw from the study at any time. 

There are no costs and no risks to you for your participation, 

nor are there any direct benefits to you for your cooperation. Your 

contribution will conceivably advance scientific knowledge on how self-

care in the form of Breast Sel f-Exami nati on is perpetuated in our 

society. Results of the study will be available to you upon your 

request. 

P. Lynn Mayer, BSN, RN 
9011 East 35th Circle 
Tucson, AZ 85710 



APPENDIX C 

SAMPLE INTERVIEW QUESTIONS 

56 



57 

SAMPLE INTERVIEW QUESTIONS 

1. Tell me about the last time you talked with your daughter about 

her body. 

2. Tell me about the first time you talked with your daughter about 

her breasts. 

3. Tell me about the setting where your more personal discussions 

with your daughter usually take place. 

4. Tell me about what you have told your daughter about Breast Self-

Examination. Which of you has initiated the conversations about 

Breast Self-Examination? 

5. Tell me about the ways in which your conversations with your 

daughter on matters concerning the breasts differ from discussions 

you have with your health care provider. 
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