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ABSTRACT 

An exploratory descriptive design was used to 

investigate older healthy Hispanic women's beliefs about 

breast cancer. A secondary analysis of a database from a 

larger study dealing with Hispanic and Anglo women's 

knowledge of breast cancer and use of breast cancer 

screening was conducted. Using Orem's theory of self-care 

and self-care deficit as the framework, and content 

analysis, data were obtained from a two part question of 

the original 63 item questionnaire. A major finding was 

that hopelessness/powerlessness received the largest number 

of responses, especially from the youngest subjects, 50 to 

69 years old. The seventy year olds had the largest number 

of responses in the acceptance category, while the eighty 

year olds had the largest in the denial category. The 

results supported the importance of culturally relevant and 

sensitive nursing practice. Reasons for older healthy 

Hispanic women's beliefs about breast cancer are discussed 

as well as recommendations for nursing practice and future 

research. 
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CHAPTER 1 

INTRODUCTION 

Cancer is the second leading cause of death in the 

United States today (Boring, Squires & Tong, 1992). 

According to Cancer Facts and Figures 1992, about one in 

three people, or approximately 83 million Americans, will 

develop cancer this year. It is estimated that 520,000 

persons will die of the disease (American Cancer Society, 

1992). 

Because no nationwide cancer registry exists, the 

American Cancer Society estimates cancer incidence. Breast 

cancer is the second major cause of cancer death in women 

(Boring, et al., 1992); one in nine women will develop 

breast cancer in their lifetime (Anstett, 1991). These 

statistics attest to the burden cancer, especially breast 

cancer, places on society. 

Cancer affects all ages, sexes, and cultures. It is a 

chronic disease and can affect all body systems and 

functions, causing major life and economic tragedies. 



Statement of the Problem 

There is probably no other country in the world where 

one can find such ethnic diversity as in the United States. 

Current census statistics reveal Hispanics to be the largest 

ethnic minority in the United States (U.S. Bureau of the 

Census, 1990). According to Texidor (1987), the U.S. has 

the sixth largest concentration of Hispanics in the world. 

Hispanic-Americans, or Hispanics, are also impacted by 

cancer. Although the breast cancer incidence in Hispanic 

women was 29% lower than non-Hispanic white women, survival 

rates were similar (U.S. Department of Health and Human 

Services, 1990). The difference in survival rates among 

different racial groups may reflect later stage diagnosis, 

as well as differences in stage-specific survival rates. 

Other reasons for similar survival rates but lower 

incidence are screening procedures. Irregular screening and 

failure to respond to breast cancer symptoms are two reasons 

Hispanics are more likely to be diagnosed at later stage 

breast cancer, with poorer prognosis (Richardson, Marks, 

Solis, Collins, Birba, & Hisserich, 1987). 

In a study, "Older Women and Preventive Care," 

conducted by Longman and Saint-Germain (1989), and funded by 

the American Association of Retired Persons (AARP)/Andrus 

Foundation, over 600 healthy Hispanic and Anglo women were 

interviewed and given a 63 item questionnaire about breast 



cancer screening practices. Bilingual women with previous 

health survey experience were used to interview the 

participants. The respondents were asked a series of 

questions about demographics, acculturation, knowledge/ 

beliefs about breast cancer, and what it would mean to them 

to get breast cancer. The study results provided rich, 

cultural data. The present study was a secondary analysis 

of the qualitative data generated by a two-part question and 

focused on Hispanic women who spoke English. 

Purpose 

Much has been written about the actual incidence and 

estimates of breast cancer, but little has been written 

about healthy women's beliefs about breast cancer. Even 

less has been written about healthy Hispanic women's 

perception of the impact of breast cancer. 

Culture and oncology have had little consideration in 

the past. Nurses tend to explain unfamiliar patient 

behaviors as "due to culture," thinking this is a suitable 

answer in itself. This attitude in no way improves patient 

care, or assists nurses to intervene successfully with 

patients of other cultures (Kagawa-Singer, 1987). 

The nursing process is an ongoing, dynamic process, 

that interacts with patients of many ethnic origins. Nurses 

must have the ability to interact with patients from many 



cultures in order to provide quality care. An understanding 

of cultural beliefs is essential to facilitate the success 

of interacting with other cultures. The purpose of the 

study was to investigate healthy Hispanic women's beliefs 

about having breast cancer. 

Research Questions 

1. What are the beliefs of healthy Hispanic women towards 

breast cancer? 

2. Are there differences in beliefs toward breast cancer 

of healthy Hispanic women according to ages? The 

second research question was chosen to investigate the 

impact of breast cancer screening on beliefs toward 

breast cancer according to age. 

Significance of the Problem 

Cancer incidence and mortality rates are generally 

higher in minorities. Hispanics have the second largest 

incidence of breast cancer compared to all other minorities. 

"Cancer risks are strongly associated with life style and 

behavior differences in ethnic and cultural groups can 

provide clues to factors involved in the development of 

cancer" (American Cancer Society, 1992, p. 16). One of 

nursing's goals is to assist in the treatment of symptoms, 

and provide education to women during the cancer experience. 



Knowing the meaning and interpretation of health beliefs of 

a culture is essential to providing health care which 

promotes quality of life. 

A goal of nursing is to promote quality of life for 

patients. Nurses need to conquer ethnocentricity in order 

to recognize and incorporate the health beliefs of other 

cultures (Varricchio, 1987). 

The population of Hispanics in the United States is 

expected to double every five years at least until the year 

2000 (Texidor, 1987). Therefore, Hispanics represent an 

excellent culture group to study. Kosko and Flaskerud 

(1987) found that the health care beliefs of older Hispanic 

women are widely unknown to the health care industry. If 

nurses are to achieve their goal of quality care, then they 

must consider the cultural differences, and incorporate the 

specific health practices of these individuals into their 

nursing practice. 

Summary 

Cancer is the second leading cause of death today in 

the United States. Cancer crosses all cultures and races. 

Understanding cancer from a cultural perspective has become 

significant due to the changing nature of the population. 

To assess and understand the cancer beliefs of these diverse 

populations, culturally specific studies must be done. 
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Little Is known about the health beliefs of the largest 

minority in the U.S. - the Hispanics. Still less is known 

about healthy Hispanic women's attitudes towards breast 

cancer (the second leading cause of death among women). 

Beliefs held by women can have wide ranging effects in their 

care and treatment. 

The beliefs of older healthy Hispanic women towards 

having breast cancer were described in this study. By 

increasing nurses' knowledge and awareness of a culturally 

significant patient population, they will be able to support 

patients in a manner that the individual defines as most 

meaningful and nurturing. 
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CHAPTER 2 

CONCEPTUAL FRAHEWORK AND 

REVIEW OF LITERATURE 

A discussion of the conceptual framework and relevant 

literature review is presented in this chapter. Orem's 

model of self-care was chosen to guide this study. The 

model includes definitions of two concepts: self-care, and 

self-care deficit (Orem & Taylor, 1986). The literature 

review includes a synopsis of cultural beliefs related to 

breast cancer and to self-care and self-care deficit. 

Figure 1 represents the relationships of self-care, self-

care deficits, and culture. 

Conceptual Framework 

Orem asserted that human limitations for self-care, in 

conjunction with health situations give rise to a nursing 

requirement. She believed nursing is a human service given 

to persons who have a legitimate need for it. Nursing acts 

are based upon judgements as to why patients require 

nursing. The reason persons benefit from nursing is the 

existence of self-care limitations or deficits (Fawcett, 

1989; Fitzpatrick & Whall, 1989). 
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Figure 1. Conceptual Framework: Adaptation of Orem's self-

care deficit theory of nursing. 



Culture is described as a way of perceiving, behaving, 

and evaluating one's world (Herberg, 1989). It provides the 

blueprint or guide for determining one's values and 

practices (Herberg, 1989). Beliefs held by patients have 

wide ranging effects, influencing participation in care, 

decisions about treatment, emotional responses, and family 

relations. Therefore, culture is related to self-care and 

understanding culturally based responses to health care is 

very important (Nielsen, McMillan & Diaz, 1992). 

The unique health beliefs of each ethnic group are as 

different as a person's imagination. Taken out of context, 

these customs may seem superstitious, or based on ignorance 

to health care professionals. Patients' cultural beliefs 

must be understood in order for nursing to educate and 

reduce or limit self-care deficits therefore providing high 

quality care (Varricchio, 1987). 

Hispanics are known for their strong family 

relationships. The family is the source of identity and 

security. Decisions are made within the context of this 

system. The ability of members to make independent 

decisions is not encouraged, or emulated, so the family is 

always consulted when medical decisions are required 

(Kagawa-Singer, 1987). 
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Self-Care • •• 

Self-care is described as an action by individuals to 

themselves, or their environment to regulate their own 

operation and development to sustain life, or maintain 

function, and bring about a state of well being (Orem & 

Taylor, 1986). Breast cancer screening, breast self-

examination, clinical breast examinations, and mammograms, 

fall into the self-care category. Few studies have been 

conducted on Hispanic women and their utilization of breast 

cancer screening. 

Today, information about breast cancer screening is 

found in every section of the media. Nielsen (1991) wrote 

about the importance of breast screening as a routine part 

of every woman's health maintenance program. Mammography is 

considered the core of the breast screening process which 

must be followed by a clinical breast examination (CBE), and 

monthly breast self-examination. Women who follow this 

program are furnishing themselves with the best tools 

available to detect cancer in its earliest and most curable 

form. 

Self-Care Deficits 

The theory of self-care deficit is the core of Orem's 

general theory of nursing (Fitzpatrick & Whall, 1989). 

Self-care deficits emerge when self-care or dependent care 
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demands exceed the individual's abilities. The client 

maintains self-care as long as possible, but may require 

some degree of assistance from others. 

Therapeutic self-care is then required along with 

nursing care or nursing agency to guide the patient back to 

health. Each person's therapeutic self-care demand varies 

throughout life (Fitzpatrick & Whall, 1989). 

Nursing Care 

Orem stated that human limitations for self-care 

associated with health situations give rise to a requirement 

for nursing care (Fawcett, 1989). Nursing care is described 

as a form of help or assistance given by nurses to 

persons with a legitimate need for it. Fawcett (1989) 

viewed Orem's nursing care as a deliberate human action 

involving reflection which in turn requires the acceptance 

of human beings as having intrinsic activity rather than 

passivity. Orem's nursing care is also described as a 

response of human groups to the incapacity of another to 

care for him or herself or his/her dependents when action is 

limited because of a health state or health care needs 

(Fitzpatrick & Whall, 1989). 

The elements of nursing care include assisting, 

helping, and intervening. Nursing care can be continuous or 

periodic, and seeks to bring about humanely desirable 



conditions in persons and their environments (Orem, 1985). 

Nursing care is a human service that arises from society's 

mandate, and is a way of overcoming human limitations (Orem, 

1985). 

Life Quality 

The consequence of nursing care or self-care activities 

is improved life quality, the goal of every individual. 

Human beings are capable of self-determined actions even 

when they feel an emotional pull in the opposite direction 

(Orem, 1985). Results of nursing care with the person 

having self-care deficits include "the meeting of existent 

and emerging demands for self-care and the regulation of the 

exercise or development of capabilities for providing care" 

(Orem, 1985, p. 31). 

Literature Review 

The 1989 study, "Older Women and Preventive Care" by 

Longman and Saint-Germain was the source for four papers. 

The first four articles reviewed are the results of the data 

analysis. 

Saint-Germain and Longman (forthcoming) studied 409 

older Hispanic women's responses to breast cancer. Using 

random cluster sampling from Hispanic neighborhoods, a 63 

item pre-tested questionnaire was given to subjects by a 



group of trained bilingual women who interviewed them in the 

respondents' homes. The questionnaire was translated into 

Spanish and back-translated into English to ensure 

comparable meaning in both languages. 

They reported Hispanics' beliefs about breast cancer, 

finding that older women were not convinced of the benefits 

of prevention, and had only vague ideas of the risks and 

warning signs for breast cancer. Older Hispanic women had 

erroneous ideas about the causes of cancer, which affected 

their decision about screening. Breast cancer screening was 

perceived as a risky behavior. Finally, the authors 

recommended that women be urged to bring a relative with 

them when they go for screening to assist with the familial 

aspect of health care decision making. 

The following three reports from the Longman and Saint-

Germain (1989) study focus on breast cancer screening. 

Longman, Saint-Germain and Modiano (1992) investigated older 

Hispanic women's access to and utilization of breast cancer 

screening services. One hundred fifty older (aged 47 to 93 

years) Hispanic women were interviewed using a 63 item 

questionnaire. Attitudes about preventive care and 

differences in access to the health care system were the 

reasons cited for differences in utilization and compliance 

with recommended breast cancer screening guidelines. The 

authors suggested development of strategies to ensure that 



Hispanic women have access to the health care system, know 

the importance of early detection of breast cancer, and that 

breast cancer can be successfully treated. 

Knowledge, attitudes, and practices of breast cancer 

screening in older Hispanic and Anglo women of the southwest 

were reported by Saint-Germain (1991). Four hundred nine 

Hispanic and 183 Anglo women were surveyed to assess the 

differences between the two groups. Few differences were 

found between the two groups of women in use of breast 

cancer screening practices with both falling below the 

recommended levels of frequency. Knowledge levels of 

detecting breast cancer and breast cancer risks were low for 

both groups. The overall findings were that Arizona women 

have lower rates of breast cancer screening than the 

national average. The rates for Hispanics were comparable 

to other studies. 

Saint-Germain and Longman (1992) investigated breast 

cancer screening practices of older women (409 Hispanic and 

138 Anglo women) living in Tucson, Arizona. A wide range of 

income levels from a random cluster sampling of ethnically 

heterogeneous and homogeneous neighborhoods was used. A 

pre-tested, translated interview guide was given by trained, 

bilingual women from the community. The interviews lasted 

from 30 to 90 minutes in the subjects' homes in the language 

of their choice. They were able to identify a preliminary 



model that described the influencing factors of using breast 

cancer screening. Two independent factors, socio-economic 

status and culture, were thought to influence breast cancer 

screening habits through five variables: access, barriers, 

beliefs, cues, and knowledge. 

Reasons for non-compliance in a Health Maintenance 

Organization (HMO) breast cancer screening program were 

reported by Rimer, Davis, Engstrom, Myers and Rosan (1988). 

Brief telephone interviews were conducted with a random 

sample (n=502) of compliers (women who returned the "breast 

risk assessment form") and non-compliers (those who did not 

return the form). The interviews were conducted in four 

waves contacting the subjects between three weeks and three 

months after materials were mailed to them. Data were 

obtained by a 10 minute structured questionnaire given by 

professional interviewers. Interviews were completed by 90% 

of the women who were telephoned by the interviewers. 

Descriptive analyses using chi-square and Kruskal-Wallis 

tests were used to identify the important variables related 

to compliance and non-compliance. Compliers were older, 

stated they were more unlikely to get breast cancer, and 

more likely to have read the materials, and related them 

more positively than women who did not return the form. 

Non-compliers were asked under what conditions they 

would complete the form. Twenty-one percent said they would 
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complete it with non-physicians at the HMO. An interesting 

finding was women who believed their physicians would want 

them to have a mammogram said they would be more likely to 

get one (pc.OOOl). Nearly twice as many non-compliers (17%) 

as compilers (9%) believed their physician did not want them 

to have mammograms. 

Gonzalez (1990) was among the first to investigate the 

frequency of breast self-examination in low-income Mexican 

American women. She conducted semistructured interviews to 

examine how self-efficacy and English language proficiency 

related to the frequency of breast self-examination (BSE) in 

low-income Mexican-American women. A convenience sample of 

Mexican-American low income women (n=106) who attended a 

local health clinic that served primarily Spanish-speaking 

Mexican-Americans was used. Interviewers recorded responses 

on Likert-type questionnaires. Using bivariate correlations 

and analysis of variance, the findings revealed a strong 

relation between self-efficacy and frequency of BSE (r=0.47; 

p<0.001). Neither social support or barriers to health care 

had a significant effect on self-efficacy or frequency of 

BSE (r=0.18; p<0.07). English language proficiency was 

shown to have an indirect effect. The investigator 

recommended future studies be conducted to confirm results. 

Hispanics are not the only minority that under-use 

cancer screening services. Lovejoy, Jenkins, Wu, Shankland, 



and Wilson (1989) designed a study to improve the use of 

breast cancer screening by Chinese-American women. Using a 

community based coalition, a one day demonstration cancer 

awareness and screening program was organized. One hundred 

and nine women attended the program. Breast cancer was 

detected in one subject and six women with abnormal 

mammograms required follow-up. Culturally-sensitive cancer 

screening and awareness programs were emphasized. 

This type of program needs to be assessed in future 

studies to determine if the beliefs and attitudes developed 

persist. The program was advantageous because it offered a 

low-cost, culturally sensitive cancer awareness, and 

screening alternatives. 

Patient beliefs about cancer fall under the category of 

self-care deficits, because their beliefs are often so 

overwhelming that they are a self-care deficit. For 

example, Loveys and Klaich (1991) conducted a qualitative 

study of 79 women newly diagnosed with breast cancer. Their 

study detailed in the women's own language, the considerable 

adjustments brought on by a diagnosis of breast cancer. 

Content analysis revealed 14 domains of illness demands: 

treatment issues, change in life context or perspective, 

acceptance of illness, social interaction or support, 

physical changes, reconstructing the self, uncertainty, 

loss, making comparisons, acquiring new knowledge, making 
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choices, mortality issues, financial or occupational 

concerns, and making a contribution. All of these domains 

can be considered self-care deficits. 

Other studies about cancer beliefs addressed patients' 

psychological responses or perceptions of breast cancer. 

Pettingale, Burgess, and Greer (1988) conducted a 

prospective, multidisciplinary study of 168 newly diagnosed 

patients with early breast cancer, and Hodgkin's or non-

Hodgkin's lymphoma. Psychological assessments were done at 

three and 12 months after diagnosis. No statistically 

significant relationship was found between psychological 

responses to breast cancer and any other prognosis measured. 

The differences seen between patients with lymphoma and 

breast cancer were thought to be attributed to differences 

in the treatment of the two conditions. There was no 

evidence that patients' gender or type of tumor affected 

their overall mental judgement about cancer. The authors 

postulated that the effect described as a result of breast 

cancer may apply to all types of malignancies. 

The number of Hodgkin's and non-Hodgkin's patients was 

small compared to patients with breast cancer. Another 

problem with the study was the inclusion criteria limited 

participants to those who spoke fluent English. Therefore, 

the results were limited to one cultural group. 



Cooper, Cooper and Faragher (1989) also did a study 

related to cancer beliefs. They used a much larger sample 

(N = 1596) to explore the incidence and perception of 

psychological stress of patients attending breast screening 

clinics and those controls attending a well women's clinic. 

The investigators reported that certain life events, death 

of husband, and death of close friend, were significantly 

related to breast disease and severity. 

Factor analysis of the life-event incidences was 

unsatisfactory (p<0.001 to 0.802). This may be due to the 

dichotomous nature of the data. No significant difference 

was found for the remaining two factors: marriage/birth and 

serious illness of a close family member. Also, the results 

of the study did not confirm the author's earlier findings 

of significant life events immediately preceding the 

diagnosis of breast cancer. 

Hailey (1989) investigated 99 undergraduates' 

perceptions of breast cancer patients with those of other 

women patients. The students read one of three descriptions 

(breast cancer, lung cancer, or heart attack) of a seriously 

ill woman and asked to imagine the patient was a family 

friend. Next the students completed a questionnaire about 

their perceptions. A MANOVA revealed significant 

differences between diagnostic groups (F[24, 170] = 8.51, 

p, .001). Newman-Keuls comparisons revealed that scores for 
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lung and breast cancer were equivalent and more negative 

than the scores for those following a heart attack. The 

students' responses to other breast cancer questions were 

more negative than those about the other two conditions. 

The results supported the concept that people react 

differently to different diseases. A limitation of the 

study was the homogeneity of the pool of subjects? they were 

mostly female college students. 

Summary 

As the "cancer-phobia" of the United States grows, and 

as the continued shift of the population moves towards a 

large Hispanic minority, it will be imperative for nursing 

to grow with that change. One way nursing can grow with the 

change is to understand culturally appropriate cues of 

Hispanics' beliefs about breast cancer, the second leading 

cause of death in women today (American Cancer Society, 

1992). Few studies have been done on healthy Hispanic 

women's beliefs about breast cancer. 

Orem's theory of self-care/self-care deficit provided 

the foundation for the conceptualization of this study. 

This study's goal was to investigate healthy Hispanic 

women's beliefs about breast cancer so nursing can support 

these women in an optimum manner. 
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CHAPTER 3 

METHODOLOGY 

In this chapter the design, setting and sample, 

protection of human subjects, the method of data collection, 

and the data analysis of the study are addressed. For the 

purpose of this study, qualitative data were subjected to 

content analysis. Qualitative methods were used to measure 

the cultural beliefs of healthy older Hispanic women. 

Research Design 

The design for this study was an exploratory 

descriptive one, using a secondary analysis of the 

qualitative and quantitative data collected in a larger 

study (Longman & Saint-Germain, 1989). Qualitative studies 

use data expressed as words and seek to develop theory 

(Burns & Grove, 1987). Descriptive studies are designed to 

gain more insight about characteristics within a particular 

field of study. Their purpose is to provide a picture of 

situations as they naturally happen. A descriptive study 

may also be used for the purpose of developing theory. In 

nursing, there is a need for a clearer delineation of the 

phenomenon before causality can be examined (Burns & Grove, 

1987) . 
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Secondary data analysis involves studying data 

previously collected in another study. Data are reexamined 

using different analyses than those previously used. Data 

are analyzed to validate the reported findings and examine 

dimensions previously unexamined (Burns & Grove, 1987). 

Content analysis was selected as the method for the 

qualitative description of the original responses to a two-

part open-ended question included in a questionnaire by 

Longman and Saint-Germain (1989). Content analysis is a 

research method for analyzing written verbal communication 

messages, and promotes the development of nursing knowledge 

through the analysis of various forms of communications such 

as questionnaires (Cole, 1988). Information that is 

transcribed from original questionnaires is rarely used and 

banked data are appropriate to conduct retrospective studies 

(Smith, Garvis, & Martinson, 1983). Content analysis is a 

relevant strategy for conducting practice-oriented nursing 

research (Cole, 1988). 

Setting and Sample 

The target population for this study was English 

speaking Hispanic women over 50 years of age. The sample 

consisted of 237 subjects drawn from data provided in a 

larger study (n=409) of older Hispanic women's responses to 

breast cancer (Longman & Saint-Germain, 1989). In the 



study, a random cluster sample from a wide range of income 

levels of Hispanic neighborhoods was obtained. The setting 

was the respondents' homes in a large southwestern city. 

Protection of Human Subjects 

Written permission was obtained from The University of 

Arizona Human Subjects Committee (Appendix A) to conduct the 

Longman and Saint-Germain (1989) study. An example of the 

disclaimer form explaining the purpose of the study was 

given to each participant and can been seen in Appendix B. 

Only the subjects who voluntarily agreed to participate in 

the study were included. 

There were no known risks, and participants were given 

a verbal explanation of the purpose of the study. 

Participants had the opportunity to ask questions and to 

withdraw at any time. The anonymity of the participants was 

maintained. 

A secondary analysis of data from the Longman and 

Saint-Germain (1989) study was used in this investigation. 

The present study was also approved by the Ethical Review 

Committee of The University of Arizona College of Nursing. 

Method of Data Collection 

Longman and Saint-Germain (1989) obtained their sample 

of 409 Hispanic women over the age of 50 through random 



cluster sampling of ethnically heterogeneous and homogeneous 

neighborhoods. A 63 item questionnaire was translated into 

Spanish and back-translated into English to ensure 

comparable meaning in both languages. Trained bicultural, 

bilingual women from the community with previous health 

survey experience conducted interviews in the respondents' 

homes, in the language of their choice. The interviews 

lasted 30 to 90 minutes. 

In the present study, only English speaking women who 

described themselves as Mexican, Latin American, South or 

Central American, Chicano or Hispanic were used. Of the 409 

respondents, 237 were used in the present study. 

Data Analysis 

The present analysis was derived from the following 

two-part open ended question of the Longman and Saint-

Germain study (1989): "How would having breast cancer affect 

your daily life? and How would it change the way you live 

now?" Content analysis was selected as the method for 

analyzing the data obtained from the two-part study 

question. The content was analyzed on the basis of 

formulated rules which served as guidelines to enable two or 

more persons categorizing the same materials to obtain the 

same results (Smith, Garvis & Martinson, 1983). 



Data from the two questions were analyzed according to 

the unit of analysis, the development of the set of 

categories, and the development of a rationale to guide the 

responses into categories (Wilson, 1985). For example, 

words used by subjects such as "death" and "sad" were 

considered a unit of analysis. The second stage for 

development of the set of categories included analyzing 

responses with regard to Orem's self-care and self-care 

deficit theory. Categories were then developed to tally the 

responses such as "hopelessness and powerlessness." 

As a result of the responses, the proposed five 

categories for the analysis of the data were: hopelessness/ 

powerlessness, death, denial, acceptance, and religious/ 

family. Hopelessness/powerlessness, death and denial 

represented the framework of self-care deficit, while the 

two categories of acceptance and religious/family 

represented the self-care framework. Hopelessness/ 

powerlessness requisites included feelings of devastation, 

nervousness, inability to cope, and depression. The death 

category was any mention of death or dying. The denial 

category included no change in lifestyle, or unwillingness 

to change, accept or think about the disease. The category 

of acceptance included mention of seeking treatment, and 

learning to live a different lifestyle. The category of 

religious/family included descriptions of "putting the 



matter in God's hands" or "asking God what 

mentioning the impact on the family unit. 

I should do," 
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and 

Reliability and Validity Issues 

Reliability is described as how consistently the 

measurement technique measures the concept (Burns & Grove, 

1987). In this study, reliability was estimated using 

individual reliability, which was done by tabulating the 

percentage of agreement between two raters (Lindzey & 

Aronson, 1980). 

Interrater reliability was estimated by two graduate 

students. Intrarater reliability was estimated by coding 

the data twice. The definitions of self-care and self-care 

deficits represented the scoring instructions. Two raters, 

graduate students from The University of Arizona College of 

Nursing, were trained to code comments. The data from 100 

random subjects were coded and represented pretesting of the 

categories. The two raters achieved over 90% agreement on 

the proposed categories. 

Validity was addressed by the researcher comparing all 

the categories to different sources. The categories were 

compared to the initial study as well as to two other 

similar qualitative studies. The researcher could find no 

reasons why the categories should not be trusted. 
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Summary 

Content analysis was selected as the method to analyze 

the data from a larger study (Longman & Saint-Germain, 

1989). The categories of self-care deficit included 

hopelessness/powerlessness, denial, and death. The 

categories of self-care included acceptance and religion. 
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CHAPTER 4 

RESULTS OF DATA ANALYSIS 

In this chapter, the results of the data analysis are 

presented. The purpose of the study was to investigate 

older healthy Hispanic women's beliefs about having breast 

cancer. Orera's self-care model was chosen as the framework 

for the study's five categories of analysis. The 

characteristics of the sample are described first. The five 

categories and their relationship to Orem's self-care 

deficit and self-care theories are then presented. Finally, 

the data as they relate to the two previously stated 

research questions are presented. 

Characteristics of the Sample 

There were 409 Hispanic subjects in the Longman and 

Saint-Germain study (1989). Data from 237 of these subjects 

were used for analysis in this study. All subjects were 

Hispanic females who spoke English. Their ages ranged from 

50 (n=12) to 93 (n=l) years of age (x=64.1 years; s.d.=9.5). 

Figure 2 presents the age distribution of the subjects; the 

majority of the subjects (N=97) were 50 to 59 years old. 
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50-59 60-69 70-79 80-89 
AGE IN YEARS 

90-95 

Figure 2. Age Distribution of Subjects. 
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Categories and Their Relationships to 

Orem's Self-Care Theory 

The categories emerged from a two-part question of a 63 

item questionnaire. First, the total responses from English 

speaking Hispanic women who were 50 years of age or older 

were recorded. Next, the responses were reviewed and 

grouped according to similarity of key words or phrases. 

They were then grouped into five categories based on Orem's 

model. These were: hopelessness/powerlessness, denial, 

death, acceptance, and religious/family. The first three 

categories fit Orem's self-deficit theory, while the last 

two categories fit Orem's self-care theory. 

The category having the most responses was 

hopelessness/powerlessness (Figure 3). The acceptance 

category was second in the number of responses, and the 

denial category was third. The death and religion/family 

categories were close behind at fourth and fifth 

respectively. The three categories that represented Orem's 

self-care deficit theory are presented first, followed by 

the two categories that represented Orem's self-care theory. 

The hopelessness/powerlessness category yielded the 

largest number of responses (n=71 or 30%). Reactions to the 

two-part question: How would having breast cancer affect 

your daily life?, and How would it change the way you live 

now? were varied and ranged from ""worried" to "devastated." 



HOPELESS DENIAL RELIGION 
ACCEPT DEATH NO RESPONSE 

CATEGORY 

Figure 3. Category Distribution of Responses. 
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Key words included: "Nervous," "sad," "afraid," "depressed," 

and "drastic change." Webster (1977) defined hopelessness 

as: "not susceptible to remedy or cure, giving no ground for 

hope, and incapable of solution, management or 

accomplishment" (p. 551). Webster (1977) defined 

powerlessness as: "devoid of strength or resources, lacking 

the authority or capacity to act" (p. 903). The recurrent 

theme of the responses in this category was despondence over 

the diagnosis of breast cancer, and the inability to act on 

the situation. 

Denial had the third largest number (n=36 or 15%) of 

responses to the two part question. The majority of the 

answers were: "no change." Fifteen of the responses were 

"breast cancer would not change their lifestyle." The 

second largest answer (n=9) in this category was: "I don't 

think about it," and the third answer was: "I won't get it." 

One response given was: "I won't answer that," and another 

was: "I can't imagine having breast cancer." 

The final category in the self-care deficit theory was 

death. Twenty-seven (11%) of the responses were death as 

the only foreseeable outcome of having breast cancer. The 

largest number of replies (n=19) was: "I would want to die." 

Other responses to the question were: "It would be ray death 

sentence," and "I hope I would die quickly." One response 

was: "I would kill myself." 
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The final two categories, acceptance and religion/ 

family, fit into the self-care theory of Orem's framework. 

The acceptance category had the second largest number of 

responses. Fifty-eight (24%) of the replies were positive 

remarks toward a diagnosis of breast cancer. The responses 

indicated the subjects would seek treatment, with answers 

ranging from "I'll try to treat the problem" (n=6), to "have 

an operation" (n=5) or "go see the doctor" (n=5). Five 

responses were that they would attempt to "lead a normal 

life." Fifteen responses contained the word "accept" or 

"cope" in their answer. 

The last category, religion/family, received the lowest 

number of responses (n=23 or 10%). Answers were related to 

this category because the responses mentioned God and/or 

their family or both. The largest number of responses (n=5) 

was: "I don't want to burden the family." Other responses 

related to family were: "It would affect the whole family," 

and "It would be financially difficult for the family." 

"Ask God to help me," "Have faith in God," or "I would put 

it in God's hands" were other responses. A majority of the 

total subjects' answers (51%) had both family and God in 

their responses. 

Some subjects either did not answer and left a blank 

(n=ll or .05%), or chose the "No response/refuse" (n=2 or 

.8%) selection on the answer sheet. "Don't know" (n=9 or 
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.04%) was another response given by subjects unwilling to 

answer the two part question. Cumulatively, these three 

answers represented 9.8% of the total 237 responses. 

Orem (1986) stated self-care deficit exists when self-

care demands exceed the individual's abilities. The first 

three categories (hopelessness/powerlessness, denial, and 

death) represented Orem's self-care deficit concept because 

the responses symbolized self-care demands surpassing the 

ability to care for oneself. The result is a health-

deviation creating self-care conflict. Conflicts between 

self-care values and other values may influence the 

selection of activities toward practices that are unhealthy 

(Fitzpatrick & Whall, 1989). 

According to Orem, the individual maintains self-care 

as long as possible, but may require some degree of 

assistance from others {Fitzpatrick & Whall, 1989). Nurse-

patient relationships are established when an actual or 

potential self-care deficit is evident (Orem & Taylor, 

1986). In turn, individuals benefit from nursing because of 

self-care deficit (Fawcett, 1989). 

The last two categories, acceptance and 

religious/family, represented Orem's self-care concept. 

Orem and Taylor (1986) defined self-care as: 

"an action directed by individuals to themselves 

or their environments to regulate their own 
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functioning and development in the interest of 

sustaining life, maintaining or restoring in 

integrated functioning under stable or changing 

environmental conditions, and maintaining or 

bringing about a condition of well-being" (p. 52). 

Therefore, these categories represented engagement in 

deliberate, conscious, and necessary steps to continue life. 

Orem defined the ability to take action directed toward 

care of self as self-care agency. More specifically, self-

care agency is: 

"a complex capability of maturing individuals to 

(1) determine the presence and characteristics of 

specific requirements for regulating their own 

functioning and development, including prevention 

of disease processes and injuries; (2) make 

judgements and decisions about what to do; and 

(3) perform care measures to meet specific self-

care requisites in time and over time" (Orem & 

Taylor, 1986, p. 52). 



44 

Results of the Research Questions 

Research Question 1 

What are the beliefs of healthy Hispanic 

women towards breast cancer? 

The beliefs of healthy Hispanic women toward breast 

cancer were obtained thro.ugh responses from a two part 

question in a 63 item questionnaire. Their responses to the 

question, "How would having breast cancer affect your daily 

life?, and How would it change the way you live now?", were 

unevenly distributed among the five categories. No category 

contained a majority of the responses, and the difference 

among the largest and smallest categories was 20 percentage 

points {Table 1). 

The largest percentage (30% n=71) of responses was in 

the hopelessness/powerlessness category. The acceptance 

category had the second largest number of responses (24% 

n=58), while the denial category was third (15% n=36). Next 

was the death category with 11% (n=27) of the responses, and 

the religion/family category was last with 10% (n=23) of the 

total responses. 

A small percentage gave no response at all. Exactly 5% 

of the responses were blank and 4% of the responses chosen 

were: "Don't know/refuse." Finally, two responses (.8%) 

were "No response." 



Table 1. Number and Percent of Responses by Category. 

Category Number % 

Hopeless 71 30. 0 

Acceptance 58 

in C
M
 

Denial 36 15.2 

Death 27 11.4 

Religion 23 9.7 

Blank 11 4.6 

Don't Know 9 3.8 

No Response 2 0.8 

Total 237 100.0 
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Research Question 2 

Are there differences in beliefs toward 

breast cancer of healthy Hispanic women 

according to ages? 

To analyze this question, subjects were divided by age 

into units of 10 years: 50-59, 60-69, 70-79, and so on 

(Table 2). The 50 and 60 year old age groups were similar 

in their choice of responses. Both groups had the largest 

number of responses (29 for the 50 year olds and 21 for the 

60 year olds) in the hopelessness/powerlessness category. 

The second highest number of responses was again alike 

between the two age groups. The acceptance category had 19 

responses in the 50 year olds and 16 in the 60 year olds. 

The two groups differed for the choice of the third 

largest number of responses. The 50 year olds chose denial 

(n=18) while the 60 year olds chose death (n=12) as the 

third largest number of responses. 

The 70 year olds were in the acceptance category (n=19) 

as the largest number of responses. The hopelessness/ 

powerlessness category came in second (n=17), and the denial 

category (n=9) came in third for the number of responses. 

There were only 14 subjects in the 80 year old age 

group. The largest number of responses was categorized in 

the denial category (n=4). The hopelessness/powerlessness 
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Table 2. Category Distribution by Age. 

Age in Years 

Category 50-59 60-69 70-79 80-89 90-95 Total 

Hopeless 30 21 17 3 0 71 

Accept 19 16 19 3 1 58 

Denial 18 5 9 4 0 36 

Death 11 12 4 0 0 27 

Religion 10 6 6 1 0 23 

No Response 9 7 3 3 0 22 

Total 97 67 58 14 1 237 
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and acceptance categories were tied for the second largest 

number of responses. A single subject was in the 90 year 

old category, and the response was appropriate for the 

acceptance category. 

Summary 

Responses from a sample of 237 Hispanic women who spoke 

English, 50 years of age and older, were used for data 

analysis. The women's responses were distributed into five 

categories: hopelessness/powerlessness, denial, death, 

acceptance, and religious/family. The hopelessness/ 

powerlessness category contained the most responses, while 

the religious/family category had the least. The categories 

of hopelessness/powerlessness, denial and death represented 

Orem's self-care deficit concept, whereas acceptance and 

religious/family represented Orem's self-care concept. 

The hopelessness/powerlessness category received the 

largest number of responses (30%). The acceptance category 

came in a close second (24%), while the denial category 

received the third largest number of responses (15%). 

Responses by age varied from group to group. The 50 

and 60 year olds represented the hopelessness/powerlessness 

category. The 50 year olds were representative of 

acceptance responses, while the 80 year olds had denial. 



The sole 93 year old's response was categorized as 

acceptance. The three most frequently chosen categorie 

were acceptance, denial, and hopelessness/powerlessness 
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CHAPTER 5 

CONCLUSIONS, IMPLICATIONS, AND RECOMMENDATIONS 

Major findings are interpreted in this chapter and 

subsequent conclusions are presented. Following a statement 

of the study's limitations, nursing practice implications 

and recommendations for further research are proposed. 

Discussion of the Findings 

The first major finding of the study was the beliefs of 

older healthy Hispanic women towards breast cancer. Almost 

one-third of the responses were categorized in the 

hopelessness/powerlessness category (one of five possible 

categories). The responses reflected despondence and 

inability to act as a result of a possible breast cancer 

diagnosis. This finding concurs with that of Sugarek, Deyo 

and Holmes (1988), who reported Mexican-American women 

scored significantly higher than non-Hispanics or Blacks on 

the "Chance" and "Powerful Others" subscales. This 

indicated a higher level of belief that health outcomes 

depended on a source beyond their control. They stated that 

data from said scales suggested much of this "fatalistic" 

attitude may be related to educational status rather than 

cultural bias. 



Reasons for Hispanics' beliefs about cancer, and 

ability to act when diagnosed with cancer, remain unclear. 

There are some broad themes in the literature relating to 

Hispanics' beliefs about health. One often mentioned cause 

of disease is imbalance, either within the person, or 

between the person and environment (Saint-Germain & Longman, 

forthcoming). There are a number of words in Spanish that 

have no English equivalents that describe people with 

imbalance, for example, one arm, hand, leg, etc. (Saint-

Germain & Longman, forthcoming). This would explain the 

possibility of losing a breast as very troubling. 

Self-efficacy is an important factor shown to affect 

health behavior (Gonzalez, 1990). Breast cancer screening 

has been shown to increase survival through early detection 

and is also considered one form of self-efficacy (Sugarek, 

Deyo & Holmes, 1988). Recent studies have reported on 

Hispanics' beliefs about breast cancer screening. Saint-

Germain and Longman (forthcoming), and Sugarek, Deyo and 

Holmes (1988) reported that Hispanics appear to be 

especially unaware or skeptical that screening procedures 

can reduce cancer mortality. Conceivably, this belief could 

contribute to the large number of responses in the 

hopelessness/powerlessness category. 

Hispanic beliefs about breast cancer and their relation 

to age was another finding. No significant trends were 



identified. Subjects were categorized according to 10 year 

units of age. The 50 to 59 year olds and 60 to 69 year olds 

both had the largest number of responses in the 

hopelessness/powerlessness category, while the 70 to 79 year 

olds had the largest number of responses in the acceptance 

category. This trend did not continue with advancing age, 

but instead the 80 to 89 year olds had the largest number of 

responses in the denial category. The 80 year olds had the 

second smallest number of participants, and therefore were 

not well represented. One subject, 93 years of age, 

responded in the acceptance category. 

The findings of Saint-Germain and Longman (1992) 

somewhat coincide with the present findings. Saint-Germain 

and Longman grouped their subjects differently by age, i.e., 

older women were 65 years and older, while the younger women 

were 50 to 64 years old. They reported that the older women 

gave more severe responses (1 being less severely affected 

and 4 being more severely affected) on their Likert-type 

scales: hopelessness, turmoil, powerlessness, denial, 

abandonment, and limited time perspective. The authors 

stated the older women were "significantly (p>.05) more 

likely than younger women to feel more hopeless, and to more 

strongly deny that they could get breast cancer" (p. 116). 

The responses in the age groups are similar, except that the 

findings of the present study found that the younger women 



also had hopelessness responses to a possible diagnosis of 

breast cancer. 

The Longman and Saint-Germain (1989) study included 

both English and Spanish speaking subjects, whereas the 

present study included only English speaking subjects. The 

results of this study indicated that the majority of age 

groups of English speaking Hispanic women were pessimistic 

about breast cancer diagnosis effects on their daily lives. 

The majority of responses fit into the self-care 

deficit of Orem's self-care theory. The central idea of 

Orem's self-care theory is that "self-care is learned 

behavior" (Orem, 1986, p. 36). "Development of self-care 

rests on cultural attainment of social groups and 

educational abilities of their individual members" 

(Fitzpatrick & Whall, 1989, p. 173). Educational reasons 

may be the reason for some of the Hispanics' beliefs about 

breast cancer. Until Hispanics have a working knowledge of 

breast cancer and prevention measures, they may continue 

with self-care deficit. 

Limitations of the Study 

The findings of this study are limited by the fact that 

only English speaking Hispanics' responses were used for 

analysis. Therefore, less acculturated women were not 

included. 
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The investigator's definitions for the five categories 

were used in this study. Sometimes it was difficult to make 

a decision about putting a response in a category. 

Nursing Implications 

A diagnosis of breast cancer does not impose one 

standard set of problems for every woman (Loveys & Klaich, 

1991). The results of this study provide information about 

beliefs of being diagnosed with breast cancer in the 

Hispanic community. By examining these beliefs, nurses are 

better able to identify belief barriers. By serving as a 

culturally sensitive agent to answer questions, nurses can 

identify factors that limit access to screening as well as 

provide better care. Such an exchange of information can 

empower women to choose known, effective strategies for 

coping with the demands of illness. 

Findings in this study lend support to the idea that 

the possibility of a cancer diagnosis negatively impacts 

patients and their lives. Presumably, this impacts on the 

nurse-patient relationship, as well as the patient's cancer 

experience. Therefore, "it is incumbent on nurses who care 

for individuals with cancer to become knowledgeable about 

current cancer care practices so that they can provide 

optimal nursing care to these patients and families" 

(Longman, 1990, p. 1260). 
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Recommendations for Further Research 

Currently, Hispanics represent the largest minority in 

the United States (U.S. Bureau of the Census, 1990). Yet 

there are few studies on Hispanics, and even fewer on 

elderly Hispanics. Such a large percentage of the 

population cannot be overlooked without disastrous effects. 

The following recommendations are proposed: 

1. Replication of the study to include participants who 

speak Spanish as well as English. 

2. Investigation and comparison of Hispanic women's 

beliefs about other chronic illnesses with breast 

cancer. 

3. Exploration of ethnic differences among groups with 

comparable educational achievement. 

4. Qualitative research on cultural variations in response 

to breast cancer between Hispanics and Anglos. 

5. Comparison of Hispanic women's beliefs about 

gynecological cancer with breast cancer. 

Summary 

The largest number of responses given was in the 

hopelessness/powerlessness category. Other studies have 

also reported a "fatalistic" theme among Hispanics in their 

beliefs about cancer. Educational levels and a low 
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acceptance for screening practices are thought to be linked 

to this belief system. 

There did not appear to be any inclination seen when 

Hispanic cancer beliefs were related to age. The 50 to 69 

year olds had the largest number of responses in the 

hopelessness/powerlessness category. The 70 to 79 year olds 

had the largest number of responses in the acceptance 

category, while the 80 to 89 year olds had the largest 

number in the denial category. 

While this study was limited to English speaking 

Hispanics, the results did provide culturally sensitive 

information from a relatively large sample. With this 

information, nurses can increase their knowledge about a 

culturally significant population. Only through 

understanding Hispanics' beliefs can nurses provide total 

health care services. 



APPENDIX A 

HUMAN SUBJECTS APPROVAL 
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TH[ UNIVERSITY of 

ARIZONA 
College of Nursing Hulth Sc|[Nas C[NT[„ 857:1 

MEMORANDUM 

TO: Nancy McNamara 

FROM: Leanna Crosby, D.N.Sc., Director of Intramural Research j.: ? 

DATE: March 11, 1992 

-

SUBJECT: Human Subject's Approval for Thesis Research "Oilier Healthy Hispanic Women's Beliefs 
About Breast Canccr" 

Your research on the above entitled project, requires no further approval for secondary analysis of data as 
it has received prior approval as an exempt project. 

Best wishes with yourrcsearch. 

LC/ga 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N ,  A R I Z O N A  8 5 7 2 1  

C O L L E G E  O F  N U R S I N G  

MEMORANDUM 

TO: Alice J. Longman, EdD,RN 
Michelle Saint-Germain,PhD 

FROM: Linda R. Phillips, PhD, RN, FAMfaC P R®) 
Director of Research 

DATE: August 18, 1988 

RE: Human Subjects Review: "Older Women and Preventive Care" 

Your project has been reviewed and approved as exempt from University review by the 
College of Nursing Ethical Review Subcommittee of the Research Committee and the 
Director of Research. A consent form with subject signature is not required for 
projects exempt from full University review. Please use only a disclaimer format 
for subjects to read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director of Research if 
you need access to it. 

We wish you a valuable and stimulating experience with your research. 

LRP/ms 



APPENDIX B 

DISCLAIMER FORM 



Respondent f 

BREAST CANCER PREVENTION 
FOR OLDER HISPANIC WOMEN 

NAME DATS INTERVIEWER 

ADDRESS INTERVIEWED IN J English/Spanish 

PHONE TIME 3ECAN TIME ENDED 

TOTAL TIME 

INTERVIEWER COVER SHEET 

INSTRDCTIONS 

1. IDENTIFY YOURSH-F to the respondent. Show letter of introduction. 

2. IF THE RESPONDENT AGREES TO BE INTERVIEWED, read the DISCLAIMER: 

You are being invited to take part in a study on preventive health care for 
older women. The purpose of the study is to examine the availability of 
recommended breast cancer screening services for older Anglo and Hispanic 
women. 

The interview will consist of a series of questions about your health care, 
health insurance, preventive care, feelings about your health care, and about 
your health in general. A final set of questions will be asked about 
yourself. At the completion of the interview you will be asked if you want 
information about screening for breast cancer. The interview should take 
about 30 minutes of your time. 

There are no risks to you in completing the interview. You are also 
encouraged to ask questions at any time during the interview. You are free :o 
withdraw from the study at any time. Your name will not be used on the 
interview form and all information will be kept confidential. If you would 
like co receive a summary of the results please let us know. 

If you need any additional information I will give you the names of the 
project directors. 

3. AFTER OBTAINING CONSENT, proceed with the interview. 

4. READ ALL QUESTIONS AND PROBES THAT ARE CAPITALIZED AND BOLDFACE. 

5. FOR THE RESPONSES, make a checkmark, circle the number of the response 
category that applies, or write down the respondent's comments. 

6. IF THE RESPONDENT DOESN'T UNDERSTAND THE QUESTION, you may explain it in 
other words or use examples. Avoid a pattern of "don't know". 

7. AT THE END OF THE QUESTIONS, ask the respondent if there is anything she 
would like to add; if she does, write it down. 

8. AT THE END, offer the respondent the free information package on breast 
cancer screening. 
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