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ABSTRACT 

The aims of this DNP project were to evaluate the use of skin cancer preventive 

behaviors among Hispanic adults within a rural Southwestern Arizona community and to identify 

the role of self-efficacy expectations and outcome expectations associated with use of skin 

cancer preventive behaviors within this population. A 42-question survey addressing 

demographics, skin cancer risk factors, use of skin cancer preventative behaviors, self-efficacy 

and outcome expectations was developed. The survey was distributed in two primary care clinics 

in San Luis, Arizona. This survey study included a sample size of 153 Hispanic adults over the 

age of 18 years old. Findings of this study suggest moderate use of UVR protective behaviors, 

and minimal use of both CSE and SSE. Use of UVR protective behaviors were associated with 

skin examination self-efficacy and UVR protection self-efficacy. Results from this project can be 

used as preliminary data for a prospective intervention study to improve and maintain skin 

cancer preventive behaviors in Hispanics living in the Southwestern Arizona border area as well 

as along the entire U.S. –Mexico border. 

Abbreviations: Advanced Practice Nurse (APN), American Cancer Society (ACS), 

Clinical Skin Examination (CSE), Doctor of Nursing Practice (DNP), Institutional Board Review 

(IRB), Nonmelanoma Skin Cancer (NMSC), Primary Investigator (PI), Self-skin examination 

(SSE), Statistical Package for the Social Science (SPSS), Ultraviolet Radiation (UVR) 
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CHAPTER I: INTRODUCTION 

Skin cancer is a major public problem with high and increasing incidence in the United 

States (U.S). Skin cancer is classified as the abnormal growth of skin cells. Ultraviolet radiation 

(UVR) exposure from the sun or tanning beds is the primary cause of skin cancer (Apalla et al., 

2017). The American Cancer Society (ACS) reports that 1 in 5 Americans will develop skin 

cancer in their lifetime (2015). Skin cancer is the most frequently diagnosed cancer within the 

U.S., with an estimate of over 5 million cases annually (Rogers, 2015). In 2016 more than 13,600 

deaths were attributed to skin cancer in the U.S. (ACS, 2016).  

The incidence of skin cancer differs among races and ethnicities. The rates of skin cancer 

among the Hispanic population in the U.S. are on the rise; these individuals also have higher 

rates of morbidity and mortality compared to non-Hispanic whites (Chapman et al., 2015). Skin 

cancer is most prevalent in non-Hispanic whites (25 cases per 100,000), followed by Hispanics 

(4 cases per 100,000) (ACS, 2015). In the past 20 years the number of melanoma diagnoses 

among Hispanics in the U.S. has increased by 19% (ACS, 2015). Lack of skin cancer awareness 

and patient education contribute to this increase (Wu et al., 2011). If the trend of melanoma 

diagnoses among Hispanics continues to increase, then quality of life is likely to decline and 

healthcare costs among this population will subsequently rise. This Doctorate of Nursing 

Practice (DNP) project assessed the general use of skin cancer primary and secondary prevention 

behaviors, and the role of prevention self-efficacy in adult Hispanic participants within rural 

Southwestern, Arizona.  
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Background 

Skin Cancer Risk Factors 

Genetic risk factors for skin cancer are naturally light skin tone, blue or green eyes, 

blonde or red hair, freckles, and skin that easily burns (United States Department of Health and 

Human Services, 2014). A family history of skin cancer is also a major risk factor (Moyer, 

2012). Race and ethnicity contribute to skin cancer risk as skin, hair and eye color are all 

characteristics related to race and ethnicity (USDHHS, 2014). Due to the high melanin density in 

people with darker skin tones, the risk of developing skin cancer induced from Ultraviolet 

Radiation (UVR) exposure is lower than in persons with light skin tones (Wu et al., 2011). 

Behavioral research can help us better understand why rates of skin cancer in Hispanics continue 

to rise despite the disparities in racial and ethnic risk factors.  

Skin Cancer Primary Prevention  

Skin cancer caused by UVR overexposure can be prevented with regular UVR protection. 

Protective behaviors such as use of sunscreen, avoiding sun exposure during peak hours, seeking 

shade while outside, wearing sun protective clothing and avoiding tanning beds are all that are 

recommended by the Surgeon General’s Report Call to Action to Prevent Skin Cancer 

(USDHHS, 2014).  

There is a dearth of information on skin cancer primary prevention in Hispanic 

populations. Authors of one recent study focusing on Hispanics reported that only 30% of 

participants reported use of sunscreen, 53% reported seeking shade when outdoors and only 24% 

reported using sun protective clothing (Coups et al., 2013). A study focusing on sun protective 

behaviors in Hispanic outdoor workers found that while working outside, 42.9% of participants 
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reported never using sunscreen, 73.4% reported not covering up their face or neck, 59% reported 

not covering their arms and 17.2% reported not covering their legs (Day, Stapleton, Natale, 

Goydos & Coups, 2015) These studies indicate low participation in preventive behaviors and 

warrant further research on current sun protective behaviors among Hispanics.  

Skin Cancer Secondary Prevention 

Skin cancer is highly treatable if detected early through skin self-examination (SSE) or 

clinical skin examinations (CSE) (Apalla et al., 2017). More than half of newly diagnosed 

melanomas and recurrences have been detected by patients themselves through SSE, 

emphasizing the importance of performing regular thorough SSE to promote early detection of 

skin cancer (Coups et al, 2016). Melanomas first detected by a healthcare provider during a CSE 

tend to be thinner and in early stages, allowing for initiation of treatment and reducing mortality 

rates (Swetter et al., 2012). One study reported that Hispanics were 60% less likely to have heard 

of SSE than non- Hispanics (Ma et al., 2007). This study indicates the need to further assess the 

use of skin examinations as a skin cancer preventive behavior among Hispanics.  

Local Problem 

The Arizona Melanoma Task Force reported that melanoma is the fifth most diagnosed 

cancer in Arizona (2016). Rates of nonmelanoma skin cancer (NMSC) in Arizona are also 

concerning. Harris, Griffth & Moon reported data from the Southeastern Arizona Skin Registry 

revealing the incidence of NMSC in this region was 3 to 6 times higher than in northern regions 

(2001). The Southeastern Arizona Skin Registry was the only registry within the U.S. that 

monitored cases of all types of skin cancer. The registry lost funding in 1998 and there has since 

been a lack of reporting of NMSC within Arizona and the U.S., creating difficulty in determining 



 

 

 

 

12 

accurate incidence rates (Harris et al., 2001). Geographically, Arizona has high altitude and low 

latitude, attributing to the low atmospheric protection from UVR and year-round warm climate 

within the state. The strong UVR exposure and warm climate contribute to the potential for 

increased incidence of skin cancer among Arizona residents (Newton & Yee, 2007; USDHHS, 

2014).  

Camillus Health Center and the San Luis Walk-In Clinic, Inc. are health clinics located in 

San Luis, Arizona. These clinics provide healthcare to uninsured and insured patients within 

rural Southwestern Arizona. The U.S. Census Bureau reports that San Luis has a current 

population of approximately 31,000 people, with 98 percent identified as Hispanic or Latino 

(2015). Given the dominance of Hispanic individuals within San Luis, the increasing rates of 

melanoma diagnoses among Hispanics and in Arizona, and the dearth of information on primary 

and secondary prevention behaviors, it is imperative to identify the prevalence of skin cancer 

preventive behaviors within this patient population. Healthcare providers practicing in these 

clinics and surrounding communities need to be conscious of the potential need for patient 

education of skin cancer and use of preventive behaviors to support the goal of decreased 

incidence of skin cancer among Hispanics. 

Significance 

This Doctor of Nursing Practice (DNP) project assessed Hispanic patients attending 

Camillus Health Center and the San Luis Walk-In Clinic, Inc. and their current use of skin cancer 

preventive behaviors. Providing skin cancer education and performing skin examinations to 

patients of all races is an important component of preventive health care performed by Advanced 

Practice Nurses (APN). This project will impact the Hispanic patients at Camillus Health Center 
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and the San Luis Walk-In Clinic, Inc. by addressing the use of skin cancer primary and 

secondary prevention behaviors among this patient population.  

Purpose and Aims 

The purpose of this DNP project was to assess the current use of primary and secondary 

skin cancer prevention behaviors in rural, Hispanic adults (age 18+). The specific aims of this 

project were to assess the self-efficacy and outcome expectations of skin cancer preventive 

behaviors by using a brief survey. The research questions posed for this DNP project were:  

1. What skin cancer preventive behaviors do Hispanic adults within a rural 

Southwestern Arizona community typically practice?  

2. Are self-efficacy expectations and outcome expectations associated with use of skin 

cancer preventive behaviors within this population?  

The preliminary data collected in this study provided a necessary foundation for a future 

intervention to increase skin cancer prevention awareness and behaviors in rural Hispanics. The 

long-term goal was to decrease the incidence of skin cancer in the Hispanic population.  

Stakeholders with a vested interested in this project included Hispanic individuals over 

the age of 18 who were attending Camillus Health Center or the San Luis Walk-In Clinic. The 

Hispanic patients attending these clinics provided valuable information pertaining to the 

awareness of skin cancer, the use of preventive behaviors, and their self-efficacy and outcome 

expectations for their use of these behaviors. The rise in skin cancer diagnoses in Hispanics is 

concerning, thus, it is imperative that this population is educated on skin cancer and preventive 

behaviors to lower rates of diagnoses among this population.  
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Theoretical Framework 

Lifestyle behaviors have a significant influence on an individual’s health (Farhud, 2012). 

Understanding the determinants of lifestyle behaviors is essential in the effort to promote 

behaviors that support health and well-being, such as the use of skin cancer prevention behaviors 

(Resnick, 2009). Barbara Resnick’s theory of self-efficacy is based on the assumption that 

individuals exercise influence over what they do and their behaviors: what an individual thinks, 

feels and believes directly affects how he or she behaves (Resnick, 2009). This theory provided a 

framework for this project to describe the role of self-efficacy and outcome expectations in 

Hispanics within the rural community of San Luis, Arizona and their use of skin cancer 

prevention behaviors.  

Resnick’s theory of self-efficacy originated from the principles of Bandura’s social 

cognitive theory. The initial theory of self-efficacy tested the assumption that psychological 

procedures could result in behavior change by modifying an individual’s self-efficacy 

expectations (Resnick, 2009). A self-efficacy expectation is the belief that an individual can 

successfully perform the behavior that will lead to a specific outcome (Bandura, 1977). One 

assumption of the theory is that individuals have the ability to exercise behavioral control and 

create evaluation criteria to judge their abilities (Mareno, 2016). Two components of the self-

efficacy theory are self-efficacy expectations and outcome expectations. Outcome expectations 

are defined as an individual’s belief that a given behavior will lead to certain outcomes (Bandura, 

1977). Self -efficacy and outcome expectations differ in that individuals may have high self-

efficacy expectations but if they do not believe in the outcomes associated with the behaviors 

then it is unlikely that they will routinely adhere to behaviors (Resnick, 2014). Self-efficacy 
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expectations and outcome expectations are significant factors in the adoption and maintenance of 

a behavior (Resnick, Luisi and Vogel, 2008). 

Self-Efficacy Expectations 

Bandura proposes that four main principles make up self-efficacy expectations: enactive 

attainment, vicarious experience, verbal persuasion, and physiological feedback (1977). Enactive 

attainment is the act of performing and experiencing a behavior. Successful enactive attainment 

is described as the most influential source in strengthening self-efficacy expectations (Resnick, 

2014). This principle will determine if this population is already using these behaviors. Vicarious 

experiences influence self-efficacy expectations, for example by watching others successfully 

perform the same activity (Resnick, 2009). Vicarious experience generates the expectation that 

the observer can successfully perform the behavior independently (Bandura, 1977). This 

principle aided in indicated whether an individual’s family, friends or members in the 

community are using skin cancer preventive behaviors, and how individuals are influenced to 

engage in the same behavior. Verbal persuasion involves verbally telling an individual that he or 

she has the capability to perform a behavior (Bennett et al., 2011). Verbal persuasion aided in 

assessing if health providers, educators and other members of the community are providing 

verbal encouragement in using skin cancer preventative behaviors. Physiological feedback 

influences self-efficacy expectations in that individuals rely on their physiological state to judge 

their ability to perform a behavior (Resnick, 2009). Stressful situations may elicit emotional 

arousal that affects an individual’s physical accomplishments and can influence an individual to 

avoid or engage in a certain behavior (Bandura 1977; Resnick, 2009). This principle will be 
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measured if there are any emotional factors associated with using skin cancer preventive 

behaviors. 

Outcome Expectations 

Outcome expectations are known to be effective for motivating behaviors and promoting 

behavioral adherence (Resnick, Luisi & Vogel, 2008). Bandura emphasized that an individual 

must have clear outcome expectations for successful adoption of a behavior (1977). Individuals 

may believe that a specific behavior leads to a specific outcome (outcome expectation), but they 

must also believe that they can successfully perform the behavior (self-efficacy expectation) 

(Mareno, 2016). Outcome expectations were assessed in this study to determine if rural 

Hispanics believe that they can perform skin cancer preventive behaviors. 

Application  

The theory of self-efficacy is applicable to this DNP project because as it provided a 

framework for how self-efficacy promotes the engagement of skin cancer preventive behaviors 

among the Hispanic patients seen at Camillus Health Center. In this project the primary 

investigator (PI) aimed to assess the self-efficacy expectations and outcome expectations of skin 

cancer preventive behaviors using a brief survey. The survey items measured participants’ 

confidence in performing skin cancer preventive behaviors.  

Synthesis of Evidence 

The rates of skin cancer diagnoses among Hispanics in the U.S. continue to rise each 

year. Hispanics are at a higher risk for presenting with late stage skin cancer, which contributes 

to their poor cancer survival rates (Hu, Parmet & Allen, 2009). The increasing rates of skin 

cancer mortality among Hispanics potentially can be decreased with regular use of preventive 
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behaviors and early screening for diagnosis (Chung, 2015). Current evidence indicates that skin 

cancer preventive behaviors, including sun exposure behaviors, among Hispanics are deficient 

(Coups, Stapleton, Hudson, Medina, Natale & Goydos, 2012b; Day et al., 2015; Hernandez et 

al., 2013; Kearney et al., 2014). Hispanics constitute the fastest growing racial group in the U.S., 

further emphasizing the need for increased skin cancer prevention efforts within this population 

(U.S. Census Bureau, 2015). Researchers have identified that Hispanics in rural communities are 

at high risk for skin cancer development owing to lack of access to healthcare, preventive 

services and education (Chung, 2015). Evaluation of engagement in these behaviors and self-

efficacy provides a foundation for future interventions to increase skin cancer awareness and 

preventive behaviors in Hispanics. Ultimately, these efforts could promote early diagnoses and 

decrease mortality rates among Hispanics in rural communities.  

Gaining a better understanding of the use preventive behaviors and the role of behavior 

self-efficacy among Hispanics required searching several literature databases including PubMed, 

Embase and Scopus. Search terms included skin cancer, sun protective behaviors, skin self-

examination, clinician skin examination, sunscreen, ultraviolet radiation protection, self-efficacy, 

rural, Hispanic and Latino. Inclusion criteria were articles published within the last 10 years, 

participant age greater than 18 years old, and English language. These searches yielded a total of 

43 results. Articles were excluded if they did not relate to skin cancer, adults, or Hispanics or if 

they were conducted outside of the U.S. The 10 selected articles encompassed use of 

preventative behaviors among Hispanics in the U.S. The summary of these articles is in Table 1. 

The synthesis of the findings follows below. 
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Ultraviolet Radiation Protection 

The primary cause of skin cancer is exposure to UVR (Hu et al., 2004). Use of sunscreen, 

sun protective clothing and seeking shade are known and effective UVR protection behaviors 

(Coups et al., 2012b). These behaviors are not consistently practiced by Hispanics. Several 

authors found that about 47.1% to 69% of Hispanics reported never applying sunscreen (Coups 

et al., 2012b; Day, 2015; Imahiyerobo-Ip et al., 2011). Only 12.1% reported wearing sunscreen 

always when working outdoors and nine percent reported reapplying sunscreen throughout the 

day (Day et al., 2015; Hernandez et al., 2013.) Sunscreen use was higher among Hispanics born 

in the U.S., women, persons with at least a high school education, and persons with private 

health insurance (Coups et al., 2012b; Day, 2015). Social networks appear to have a positive 

correlation with sunscreen use, emphasizing the role of peer influence (Andreeva et al., 2011). 

Hispanics born in the U.S. are less likely to wear sun protective clothing, emphasizing the role of 

acculturation in adoption of preventive behaviors (Coups et al., 2012b).  

Several authors reported that wearing sun protective clothing was higher among 

Hispanics who mostly speak Spanish and are of Mexican origin, men, and those who report sun 

sensitive skin and occupational sun exposure (Coups et al., 2012b; Kearney et al., 2014). Several 

studies have noted that Hispanics are less likely to cover their face, neck and arms when outside 

(Day, 2015; Imahiyerobo –Ip et al., 2011) Persons with educational levels greater than high 

school were linked and had lower use of sun protective clothing. In contrast, persons with higher 

levels of education had higher sun screen use (Andreeva et al., 2011).  

There is a dearth of current research regarding seeking shade as a skin cancer preventive 

behavior among Hispanics. Coups et al. reported that seeking shade had higher associations with 
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women, and persons residing the South and West regions of the U.S (2012). Andreeva et al. 

(2011) found no correlation between seeking shade and acculturation among U.S. Hispanics. 

These studies have provided evidence to support that there are suboptimal sun protective 

behaviors among Hispanics. There is a need for healthcare providers to address these behaviors 

in the effort to prevent skin cancer.  

Skin-Self Examination and Clinician Skin Examination 

Comprehensive skin examinations can lead to earlier skin cancer diagnoses, decreased 

tumor thickness, reduced healthcare costs, and increased survival rates (Coups et al., 2013; Pollit 

et al., 2009). Several authors found alarmingly low rates of Hispanics who have had a CSE 

(Coups et al., 2012a; Coups et al., 2013 and Roman et al., 2013). Reasons for the lack of CSE 

were patients not knowing to ask for an examination, brief appointments, and patient lack of 

awareness of the risks of skin cancer (Roman et al., 2013; Coups et al., 2012a; Coups et al., 

2013).  

The rate of SSE among Hispanics are slightly higher than the rate of CSE, but are still 

concerningly low, ranging from 17 -37% of participants (Coups et al., 2013; Imahiyerobo-Ip et 

al., 2011 and Roman et al., 2013). Lack of awareness of the importance of SSE, how to perform 

exams, and confidence in performing SSE, along with not knowing what to look for during an 

SSE were primary barriers to its performance (Chung, 2015; Coups et al., 2013). Coups et al. 

emphasized that persons who have received skin cancer education are more likely to perform 

SSE and report suspicious lesions to a provider (2013). Andreeva et al. found a correlation 

between increased SSE and CSE and social networks, highlighting the importance of social 
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influence in use of these preventive behaviors (2011). This is valuable information for 

developing further research to support the use of skin examinations.  

Gaps and Limitations 

This literature search yielded primarily cross-sectional studies and two quasi- 

experimental studies. The search did not yield any randomized control studies or meta-analyses, 

emphasizing the lack of strong evidence to support research in the use of sun protective 

behaviors in Hispanics. Zero articles were found concerning rural communities and behaviors of 

Hispanics in Arizona. This literature search produced only two studies specific to rural settings. 

Three studies were specific to urban settings, and five studies did not specify geographic 

characteristics. Only one study included self-efficacy measures. These gaps indicate the need to 

describe skin cancer preventive behaviors in rural Hispanic communities such as San Luis, AZ. 

Further research will allow clinicians to better understand the current state of skin cancer 

awareness and use of preventive behaviors among Hispanics in rural southwestern Arizona. 
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TABLE 1. Evidence Appraisal Table 

 

Project Question: Are Hispanic adults within a rural Southwestern Arizona community aware of skin cancer and primary and 

secondary prevention behaviors, and, if so, are they engaging in preventive behaviors? How does self-efficacy promote engagement of 

skin cancer preventive behaviors within this population? 

 
Author / 

Article 

Qual: Concepts or phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Andreeva et 

al., 2011 

Quantitative:  

Hypothesis: The effect of 

acculturation on use of 

sunscreen, shade, and sun-

protective clothing would be 

mediated by perceived health 

status, educational level, access 

to health care, and contact with 

social networks regarding health 

matters 

 

Key Variables: education, sex, 

country of origin, sunscreen, 

protective clothing, shade  

Cross-

sectional  

 

496 Latino adults 

residing in the U.S. 

 

Median age 41.3 

years old  

 

61.5% Women 

38.5% Men 

Telephone interview 

 

Question topics: perceived 

health status, healthcare access, 

social networks, educational 

level, use of sun protective 

clothing, use of sunscreen, use 

of shade 

Higher educational level was 

correlated with less use of sun 

protective clothing. Perceived 

health status, educational level 

and social interaction showed a 

positive correlation with 

sunscreen use. 

No main variables influenced 

seeking shade.  

 

Positive association between 

acculturation and sunscreen 

use mediated by educational 

level (P < .05) 

Negative association between 

acculturation and use of sun 

protective clothing mediated 

by education (P < .05) 

Perceived health status and 

contact with social networks 

regarding health networks 

supported as mediators for 

sunscreen use. 

(P < .05)  
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Author / 

Article 

Qual: Concepts or phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Chung et al., 

2015 

Quantitative:  

Research Question: Will an 

educational intervention of risk 

factors improve knowledge and 

awareness of SSE among 

Hispanics in North San Diego? 

 

Key Variables: self-efficacy and 

skin cancer screening behaviors 

and skin cancer knowledge. 

 

Quasi-

experimental  

34 Hispanics 

residing in rural 

North San Diego 

County attending 

community health 

and fitness fair  

 

Ages 18- 60  

94.1% Female 

5.9% Male  

 

Pre and posttest:  

• Knowledge Assessment 

Questionnaire tool  
• Skin Examination 

Questionnaire.  
 

Intervention: Educational 

session on skin cancer risks 

and how to perform SSE. 

 

 

Pretest: 23.5% believed they 

were at risk for developing 

melanoma 

44% reported knowing what 

causes and how to prevent 

melanoma 

67.6% lacked confidence in 

their ability to perform SSE 

85.3% reported not knowing 

how to check their skin for 

melanoma  

 

Post Test: Chi Square  

Knowledge on melanoma (p = 

.000) 

Cause and prevention of 

melanoma (p=.000) 

Risk of developing melanoma 

(p=.004) 

How to check for melanoma 

(p=.000) 

Understanding of ABCDE rule 

(p=.000) 

Confident in how to examine a 

mole (p=.000) 

 

Coups et al., 

2012a 

Quantitative:  

Research question: What are the 

correlates of physician skin 

examination (PSE) in Hispanics 

in the US 

 

Cross- 

sectional  

4766 

adult Hispanics 

residing in the US 

with no personal 

history of skin 

cancer  

 

Participants interviewed in 

person in the 2010 National 

Health Interview Survey 

 

Question Topics:  

PSE history 

7.2% reported ever having a 

PSE 

Lowest rates found in Hispanic 

males, those born outside of 

U.S., younger than 40 years 

old, and those with level of 
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Author / 

Article 

Qual: Concepts or phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Key Variables: age, sex, country 

of origin, education, use of PSE 

Ages: 18 - 65 

51.9% Male 

48.1% Female  

 

education of high school or 

less  

Coups et al., 

2012b 

Quantitative: 

Research Question: What are the 

influences on use of sun 

protection behaviors in Hispanics 

in the U.S.? 

 

Key Variables: age, sex, country 

of origin, education, use of PSE 

 

Cross – 

sectional  

 

1676 adult 

Hispanics living in 

the U.S. 

 

Ages: 18-65 

45.7% Male 

54.3% Female 

Participants interviewed in 

person in the 2010 National 

Health Interview Survey  

 

Question topics:  

Perceived risk of skin cancer, 

use of preventive behaviors 

53.7% report routinely seeking 

shade  

32.3% report use of sunscreen 

18.1% report use of sun 

protective clothing 

12% believed they were at risk 

of developing skin cancer 

Coups et al, 

2013 

Quantitative:  

Research question: What is the 

prevalence of skin self-

examination (SSE) and total 

cutaneous examination (TCE) 

from a health among Hispanics? 

 

Key Variables: knowledge of 

SSE and TCE, use of SSE and 

TCE 

Cross –

sectional 

 

788 adult Hispanics 

living in California, 

Arizona, New 

Mexico, Texas, and 

Florida 

 

Ages: 18 - 65 

45.7% Male 

54.3% Female 

Electronic survey on awareness 

of skin cancer risk, how to 

perform SSE and use of SSE 

and TCE 

 

 

42.8% reported they did not 

know they should perform SSE 

33.5% reported not knowing 

what to look for in SSE 

17.6% reported use of SSE 

9.2% report receiving TCE 

 

Primary reasons for not 

performing SSE: lack of 

awareness and how to perform 

Primary reasons for not 

performing TCE: lack of 

knowledge, lower skin cancer 

risk worry and lack of 

recommendation from 

physician 

 

Day et al., 

2015 

Quantitative:  

 

Cross-

sectional 

149 adult Hispanics 

who worked 

outdoors in 

Electronic survey on skin 

cancer risk, surveillance and 

prevention behaviors 

Average amount of time spent 

outside per week: 25.59 

minutes 
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Author / 

Article 

Qual: Concepts or phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

What is the perceived risk of skin 

cancer among Hispanics? Do 

Hispanics use surveillance and 

prevention behaviors? 

 

Variables: melanoma risk, 

perceived risk, skin cancer 

knowledge, outdoor work, 

sunscreen use 

Arizona, New 

Mexico, Texas, 

Florida, and 

California. 

 

85% Male 

15% Female  

 

 

82.8% reported covering their 

legs 

42.9% reported never wearing 

sunscreen when working 

outside  

41.1% reported covering their 

arms  

18.6% reported covering their 

face and neck when working 

outside 

 

Residing at higher altitude and 

sunscreen use (p=.04) 

Higher education level and 

sunscreen use (p=.03) 

 

 Hernandez et 

al., 2013 

Quantitative: Evaluate the 

effectiveness of an educational 

video in increasing Hispanic 

knowledge of sun protection and 

adherence to sunscreen use 

 

Key Variables: perceived risk, 

use of sunscreen, use of sun 

protective clothing 

Quasi-

Experimental 

80 Hispanic adults 

in Chicago 

 

Ages: 19-75 

16.25% men 

83.7% women 

 

 

Pre video survey on skin 

cancer knowledge 

 

6-minute educational video on 

skin cancer development, risk 

and prevention 

 

Post video survey on perceived 

risk and likelihood of using 

preventive behaviors 

Pre Intervention Survey 

Results:  

80% report using sunglasses 

70% reported using sunscreen 

67% believed fair skin 

Hispanics are at risk for 

developing skin cancer  

55% believed dark skin 

Hispanics are at risk for skin 

cancer 

57% of sunscreen users 

reported applying only once  

46% report using hats 

17% report wearing sun 

protective clothing 

10% applied sunscreen twice a 

day  
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Author / 

Article 

Qual: Concepts or phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Post Intervention Survey 

Results:  

Fair skin Hispanics at risk for 

skin cancer (p<.0002).  

Dark Skin Hispanics at risk for 

skin cancer (p<.0001) 

95% planned to use sunscreen  

 

Kearney et al., 

2014 

Quantitative:  

Research Question: 

Do Hispanic farmworkers use 

sun safety behaviors? 

 

Key Variables: personal 

characteristics, knowledge, 

perception, work environment, 

sun protection behavior 

Cross- 

Sectional  

157 Latino farm 

workers in eastern 

North Carolina  

 

Ages: 31 – 45 years 

old  

 

100% Male 

Private interview guided by 

semi-structured survey on 

knowledge of skin protection, 

risk perception and sun safety 

behaviors 

 

Full body skin exam by 

dermatologist 

98% report wearing long pants  

93.5% report using some type 

of sun protection on head 

90.8% rarely use sunscreen 

87.4% wear sunglasses 

85% report wearing long-

sleeved shirts 

 

None of the participants were 

found to have skin cancer upon 

skin exam.  

 

Imahiyerobo-

Ip et al., 2011 

Quantitative:  

Research Question: 

Are minorities in New York City 

aware of skin cancer risks and 

prevention?  

 

Key Variables: Ethnicity, skin 

cancer knowledge and protective 

behaviors 

Cross –

sectional  

165 patients from 2 

dermatology 

offices in New 

York City 

Hispanics = 38 

(23%) 

African Americans 

= 25 

Asians = 20  

White = 82 

 

Ages: 29 - 69 

 

Survey on skin cancer 

awareness and preventive 

behaviors distributed in the 

clinics’ waiting rooms  

 

  

Hispanic results: 21% had 

physician lead skin 

examination 

37% previously performed 

SSE  

55% wore sunscreen  

8% previously heard of the 

ABCDs for melanoma 

detection 
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Author / 

Article 

Qual: Concepts or phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

26% Male 

74% Female 

Roman et al.,  

2013 

Quantitative:  

Research question: What is the 

prevalence of percentage of 

physician led skin examinations 

and regularly performance of 

SSE among Hispanics? 

 

Variables: Hispanics, SSE, risk 

of skin cancer, self-skin exam, 

physician skin exam 

Cross -

sectional  

301 Hispanic adults 

in North Carolina 

 

Ages: 19 – 90 years 

old 

 

28% Male  

72% Female 

Electronic survey on use of 

SSE and physician skin exams 

 

 

23% reported knowing the 

risks of skin cancer 

22% reported regularly 

performing SSE  

9% reported receiving a 

regular physician lead skin 

examination  
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CHAPTER II: METHODS 

Design 

This DNP project utilized a cross-sectional descriptive design. Cross-sectional studies are 

most appropriate for large samples of subjects to generate hypotheses and interventions based on 

study outcomes (Carlson & Morrison, 2009). Cross-sectional studies include an entire 

population, or a subset of a population for data collection. Cross-sectional studies look at the 

prevalence of particular characteristics in a population from a single point in time (Visser, 

Krosnick & Lavrakas, 2000). The specific aims of this project were to assess the self-efficacy 

expectations and outcome expectations of skin cancer preventive behaviors in adult Hispanics in 

rural Southwestern Arizona. The findings of this study will be used to evaluate, innovate or 

improve practices in providing skin cancer prevention education, especially to Hispanics in rural 

areas (Rouen, 2017). There are a limited number of studies that explore the use of skin cancer 

preventive behaviors among Hispanics, especially those living in rural communities. The 

findings from this research will benefit the rural community that is the setting for the study. They 

also can be used to improve skin cancer education methods and to develop evidence based 

practices for healthcare providers.  

Setting and Sample 

The setting for the study was Camillus Health Center and the San Luis Walk-in Clinic, 

Inc. in San Luis, Arizona. These clinics provide healthcare on the border of Arizona and Mexico 

and serve a primarily Hispanic population. The mission of Camillus Health Center and the San 

Luis Walk-in Clinic, Inc. is to improve the health of local communities on both sides of the U.S. 

– Mexico border. To this end, they provide easy access to healthcare services to all residents of 
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Yuma County and San Luis Rio Colorado, regardless of their ability to pay. Patients from across 

the lifespan are seen at these clinics, ranging from newborns to geriatric patients. A family nurse 

practitioner is the sole provider at Camillus Health Center. The clinic is supported by five other 

staff members including an office manager, patient account manager, a medical assistant and two 

receptionists. The clinic sees approximately 100 patients per week. The San Luis Walk-In Clinic, 

Inc. provides a variety of health services including: family medicine, internal medicine, 

pediatrics, and obstetrics and gynecology. There are six physicians, three physician’s assistants, 

six nurse practitioners and a midwife practicing at this clinic. The clinic sees more than 200 

patients per week.  

The sample was comprised of Hispanic patients over the age of 18 years old who were 

patients at these clinics. Other inclusion criteria were: 

1. Participants can be Mexican nationals or U.S. citizens 

2. Live in Mexico or the U.S. 

3. Self-designated as Hispanic or Latino 

4. Spanish speaking and can read Spanish 

Exclusion criteria are: under age 18, not self-designated Hispanic or Latino, not able to read and 

speak Spanish. 

The estimated sample size for this project was calculated using means. The sample size 

is based on scores of the Sun Habits Scale developed and evaluated by Glanz, Schoenfield & 

Stephen (2010; more information on this scale follows below). These investigators reported a 

mean sun habits behavior score of 2.37 (SD 0.54) based on a score of 1 = never/rarely to 4 = 

always. The projected increase for the mean score for this DNP project is 2.5. In comparing the 
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two means, an estimated sample size for this study is 136 participants (with alpha set to .05 and 

power set to .80; two-tailed to account for possible change in a positive or negative direction), as 

exhibited in Appendix A. The sample size will be increased to 141 participants who complete the 

survey to account for attrition. Based on the number of patients seen per week at the Camillus 

Health Center and the San Luis Walk-In Clinic, Inc. this sample size was achievable.  

Procedures 

Data Collection 

The data collection of this DNP project involved collaboration, participant recruitment, 

instrument development and data collection (Rouen, 2017). Data was collected in person by 

trained a volunteer and office staff over a 4-week period. The PI educated the volunteer and 

office staff on the importance and meaning of this project to promote health outcomes related to 

skin cancer within the community. The PI educated the volunteer and staff on the importance of 

ensuring that each survey was complete to avoid missing data prior to each patient leaving the 

clinic. The incentive for aiding in this study was in the form of cash payment.  

Data was collected using a 42-item survey translated to the Spanish language comprised 

of categorical items and ordinal scales (Appendix A). The survey was in paper form and 

distributed to patients by the volunteers as they entered the waiting room in these clinics. 

Participants were asked to complete the survey while they were waiting for their appointment. 

The survey took approximately 3 to 5 minutes to complete. The volunteers collected the survey 

from the patients before they left the clinic. The survey was anonymous in order to protect 

patient data and personal information.  
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In using a survey to collect data it is important to develop or use an existing survey that 

has documented reliability, validity, sensitivity and precision (Rouen, 2017). The survey for this 

study is in Appendix A. Sample characteristics were measured using six items addressing: age, 

gender, education, race and ethnicity. The research questions concerning UVR protection and 

skin examination behaviors were measured by a scale developed by Glanz et al. (2008). This 

survey contains items that previously have been tested and exhibit acceptable reliability and 

validity (α = 0.78, P < .01). To measure self-reported sun protection behaviors, participants 

responded to categorical items on sun exposure (2 items) and sunburn (1 item); they responded 

to items on sunscreen application (1 item), wearing sun protective clothing (3 items), seeking 

shade (1 item), time spent in the sun to tan (1 item) that are measured on a 5-point ordinal scale 

with response options ranging from 1=rarely or never to 5=always. These items were summed 

for a total mean scale score of sun habits behaviors. To measure self-reported skin examination 

behaviors, participants responded to two categorical items on CSE and two items on SSE.  

The items measuring skin cancer self-efficacy and outcome expectations reflected the 

constructs in Resnick’s self-efficacy theory as exhibited in Appendix A. Sun protection self-

efficacy were measured by 11 items adapted from the literature by the PI. Response options 

range from 1 = strongly disagree to 5 = strongly agree, with higher scores reflecting higher self-

efficacy. 

Skin examination self-efficacy and outcome expectations were measured by items 

adapted from Janda et al. (2010). Ten items measured confidence factors and three items 

measured outcome expectations in performing SSE. Response options ranged from 1 = strongly 

disagree to 5 = strongly agree, with higher scores reflecting higher self-efficacy. This survey 
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contains items that have been previously tested and exhibit acceptable validity and reliability (p 

≤ 0.05) (Janda, Baade, Youl, Aiken, Whitemen, Gordon, Neall, 2010).  

The items were combined into one survey that were translated into Spanish by a 

translator hired for the study. The majority of the patients seen at Camillus Health Center and 

San Luis Walk-In Clinic, Inc. speak, read and write in Spanish as their primary language. In 

order to promote patient understanding and accurate data reporting the survey was presented in 

their primary language. The PI used Brislin’s Translation Model to address cultural and function 

equivalence (Baldwin, Choi, McClain, Celaya & Quan, 2012). In step one of Brislin’s 

Translation Model a bilingual translator with Spanish as their first language translated the survey 

from English to Spanish. In step two, an additional bilingual translator translated the survey back 

to English from Spanish. Any terms in question were back translated until the translators 

resolved the errors (Jones, Lee, Philips, Zhang & Jaceldo, 2005).  

Data Analysis 

Data analysis transforms numbers into meaningful information representing research 

outcomes (Rouen, 2017). Data analysis organizes data to answer the research question and 

address the problem statement (Moran, 2017). Data for all research questions were analyzed 

using frequencies, percentages and measures of central tendency using Statistical Package for the 

Social Science (SPSS) 24.0. Cronbach’s alpha was estimated for scales with continuous data. 

The Skin Examination Attitudes, Beliefs, and Behaviors Scale was analyzed by total mean 

scores. The PI explored the relationship of self-efficacy to UVR protective behaviors using 

Pearson correlations. In collecting data, it is common to find incomplete responses and 
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illegibility (Rouen, 2017). Surveys with more than two missing answers were excluded from data 

analysis.  

Human Subjects 

Institutional Review Board (IRB) approval is essential to ensure that participants are 

protected, risks are minimized, and privacy is safeguarded (Polit & Beck, 2012). The project was 

approved by the University of Arizona IRB on July 6, 2017 (Appendix C). Consent was obtained 

through use of a disclaimer at the beginning of the survey. The disclaimer described the study, 

privacy and confidentiality considerations, and ability to opt out of the survey, along with 

investigator information. By completing the survey, the participants provided consent.  

Conclusion 

The number of melanoma diagnoses in Hispanics in the U.S, continues to grow each year 

(ACS, 2015). The review of literature revealed a dearth of research concerning the use of skin 

cancer preventive behaviors in rural Hispanic communities and provided more justification for 

why this topic warrants further research. It is imperative to identify the current practice of these 

behaviors to develop interventions to decrease skin cancer incidence and mortality within this 

population (Coups et al., 2013).  
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CHAPTER III: RESULTS 

This section of this DNP Project will describe the characteristics of the sample and results 

for the main variables of the project. The research questions for this project were: 

1. Are Hispanic adults within a rural Southwestern Arizona community engaging in skin 

cancer preventive behaviors?  

2. Are self-efficacy expectations and outcome expectations associated with use of skin 

cancer preventive behaviors within this population?  

Data Collection 

Survey distribution occurred between August 8, 2017 and August 31, 2017. The PI hand-

delivered 100 surveys to Camillus Health Center and 80 surveys to the San Luis Walk-In Clinic, 

Inc. Staff at these clinics distributed the survey. The PI traveled to San Luis on August 17, 2017 

and collected the initial 130 completed surveys. Designated persons at the clinics returned the 

remaining 44 surveys to the PI by U.S. mail. After receiving all of the completed surveys from 

the clinics via mail the PI coded and manually entered the survey data into SPSS software for 

statistical analysis.  

Sample 

A total of 174 participants started the survey. Of those, 21 did not complete the survey in 

full. Surveys with more than one page of missing responses were excluded from the study. The 

final evaluable sample size was 153. 

The sample had a mean age of 44.29 years with, a minimum age of 19 years and 

maximum age of 89 years. The sample was predominately female (n = 122). All participants 

self-identified as Hispanic or Latino ethnicity and the majority described themselves as white or 
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Caucasian race. The majority (57.6%) had at least a high school diploma or GED. Table 2 lists 

the sample demographic characteristics. 

Risk Factors 

Risk factors explored within this sample included job requirements to work outside, 

untanned skin color, average time of sun exposure during the day, and number of sunburns. 

Within this sample 112 (73.2%) reported that their job does not require them to work outside. 

The predominant (90.2%) skin tones ranged from light brown to very fair. Overall sun exposure 

was low: 109 (71.2%) reported that they spend two hours or less in the sun during weekdays. On 

the weekend days 88 (57.6%) reported that they spend two hours or less in the sun. Within the 

past 12 months 111 (72.5%) reported that they did not have a sunburn. Table 3 lists the sample’s 

self-reported risk factors. 
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TABLE 2. Demographic Characteristics of Sample (n=153) 

 
 Age (years) ( n=150)   

 Mean Standard Deviation    

 44.29 17.31   

 Frequency  Percent 

Educational Level   

Less than 8th grade 36 23.5 

11th Grade 29 19 

High School/GED 30 19.6 

Vocational/Technical School 14 9.2 

Some College 18 11.8 

Associate Degree 15 9.8 

Bachelor’s Degree 6 3.9 

Graduate Degree 5 3.3 

   

 Gender    

Male 31 20.3 

Female 122 79.7 

   

Ethnicity    

Hispanic 153 100 

   

 Race   

Asian 2 1.3 

White or Caucasian 97 63.4 

Unknown 7 4.6 

Other (Hispanic, Mexican, Latino, Mexican American) 47 30.7 
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TABLE 3. Risk Factors of the Sample (n=153) 

 
 Frequency Percent  

Job requires work outside   

Yes 41 26.8 

No 112 73.2 

Color of untanned skin   

Very Fair 46 30.1 

Olive 17 11.1 

Light Brown 75 49.0 

Dark Brown 13 8.5 

Very Dark 2 1.3 

Average number of summer sun exposure between 10 am and 4 pm on weekdays (n= 152) 

30 minutes or less 59 38.6 

31 minutes to 1 hour 27 17.6 

2 hours 23 15.0 

3 hours 10 6.5 

4 hours 8 5.2 

5 hours 5 3.3 

6 hours 20 13.1 

 Average number of summer sun exposure between 10 am and 4 pm on weekends (n=152) 

30 minutes or less 35 22.9 

31 minutes to 1 hour 24 15.7 

2 hours 29 19.0 

3 hours 19 12.4 

4 hours 24 15.7 

5 hours 7 4.6 

6 hours 14 9.2 

Sunburn in past 12 months 

0 111 72.5 

1 29 19.0 

2 10 6.5 

3 2 1.3 

4 0 0 

5 or more 1 0.7 

Ultraviolet Radiation Protection Behaviors and Skin Examinations 

UVR protection behaviors were defined as use of sunscreen, avoiding sun exposure 

during peak hours, seeking shade while outside, wearing sun protective clothing and avoiding 
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tanning beds as recommended by the Surgeon General’s Report (USDHHS, 2014). Skin 

examination was defined as checking skin for unusual growths or changes from head to toe 

(Apalla et al., 2017).  

In general, this sample reported moderate use of UVR protection behaviors. Use of 

sunglasses was the most frequent behavior, with 79 (51.7%) reporting wearing sunglasses always 

or often. This was followed by wearing of UVR protective clothing, with 74 (48.4%) reporting 

that they always or often wear a shirt with sleeves that cover their shoulders. Wearing a wide 

brimmed hat was the least practiced behavior, with 93 (60.8%) reporting that they never or rarely 

engage in this behavior. This was followed by sunscreen, where 88 (57.5%) reported that they 

never or rarely use sunscreen. Table 4 lists the frequency of UVR protection behaviors. 

Use of skin examinations was low among this sample. One hundred forty-three (93.5%) 

reported that they had not had a clinical skin examination (CSE) in the past 12 months. Skin self-

examinations (SSE) were similarly low, 144 (94.1%) reported that they had not performed a SSE 

in the past 12 months.  

TABLE 4. Frequency of UVR Protection Behaviors (n=153) 

 Item  Frequency and Percentage 
 Never Rarely Sometimes Often Always 

Sunscreen Use 
53 

34.6% 

35 

22.9% 

36 

23.5% 

12 

7.8% 

17 

11.1% 

Wear a shirt with sleeves that 

covers your shoulders 

21 

13.7% 

26 

17.0% 

32 

20.9% 

35 

22.9% 

39 

25.5% 

Wear a wide brimmed hat 

(n=152) 

74 

48.4% 

19 

12.4% 

19 

12.4% 

17 

11.1% 

23 

15.0% 

Stay in the shade or under an 

umbrella 

25 

16.3% 

25 

16.3% 

42 

27.5% 

37 

24.2% 

24 

15.7% 

Wear sunglasses 
33 

21.6% 

18 

11.8% 

23 

15.0% 

22 

14.4% 

57 

37.3% 

Spend time in the shade to get 

a tan 

105 

68.6% 

32 

20.9% 

12 

7.8% 

1 

0.7% 

3 

2.0% 
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Self-Efficacy Expectations  

Self-efficacy expectations were defined as the belief that an individual can successfully 

perform the behavior that will lead to a specific outcome (Bandura, 1977). Table 5 displays the 

descriptive data for the self-efficacy expectation survey items. Participants reported self-

confidence related to self-efficacy expectations in performing skin examinations as moderately 

high. One hundred thirty (85%) somewhat or strongly agreed that they are confident in 

examining their own skin regularly, even without help. One hundred twenty-seven (83%) 

somewhat or strongly agreed that they are confident that they can examine their skin if someone 

shows them how. Participants were least confident that their doctor or nurse tells them that they 

are capable of examining their own skin; 67 (43.8%) somewhat or strongly agreeing with that 

statement. Ninety-one (59.5%) reported that they see their healthcare provider for a skin 

examination at their provider’s recommendation. The Cronbach’s alpha of the skin examination 

self-efficacy expectations scale was .89, demonstrating high internal consistency and reliability 

(Tavakol & Dennick, 2011). 

Overall, the sample reported high confidence related to self-efficacy expectations in 

performing UVR protective behaviors. Participants were most confident that they can seek shade 

to avoid the sun, with 147 (96.1%) somewhat or strongly agreeing with this statement. One 

hundred forty-five (94.8%) somewhat or strongly agreed that they are confident that they can 

apply sunscreen if someone shows them how. Participants were least confident regarding self-

efficacy expectations and reported that they somewhat or strongly agreed with the following 

behaviors: their healthcare provider tells them that they are capable of being sun safe (n = 116; 

78.5%) and when other people tell them to protect their skin from the sun, they follow their 
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advice (n = 130; 84.9%). The Cronbach’s alpha for self-efficacy expectations related to UVR 

protective behaviors was .87, demonstrating high internal consistency and reliability (Tavakol & 

Dennick, 2011). 

TABLE 5. Self-Efficacy Expectations (n=153) 

 Item Frequency and Percentage 

Skin Examination  
Strongly 

Disagree 

Somewhat 

Disagree 

Neither 

agree nor 
disagree 

Somewhat 

Agree 

Strongly 

Agree 

I am confident that I can examine the 

skin on any part of my body. 

10 

6.5% 

9 

5.9% 

24 

15.7% 

48 

31.4% 

62 

40.5% 

I am confident that I can examine my 

skin for lesions using recommended 

procedures. (n=152) 

4 

2.6% 

12 

7.8% 

17 

11.1% 

55 

35.9% 

64 

41.8% 

I am confident that I can detect 

abnormalities in any moles, skin 

lesions or spots I find. 

14 

9.2% 

14 

9.2% 

24 

15.7% 

 

51 

33.3% 

50 

32.7% 

I am confident I could find a 

suspicious lesion if it was there. 

(n=152) 

8 

5.2% 

16 

10.5% 

21 

13.7% 

47 

30.7% 

60 

39.2% 

I can examine my skin thoroughly if 

someone shows me how. 

5 

3.3% 

10 

6.5% 

11 

7.2% 

46 

30.1% 

81 

52.9% 

I am confident I can check my skin for 

suspicious skin spots using procedures 

others demonstrate to me. 

5 

3.3% 

12 

7.8% 

14 

9.2% 

45 

29.4% 

77 

50.3% 

My doctor or nurse tells me that I am 

capable of examining my own skin. 

(n=152) 

27 

17.6% 

38 

24.8% 

20 

13.1% 

29 

19.0% 

38 

24.8% 

I see my healthcare provider for skin 

examination at their recommendation. 

19 

12.4% 

25 

16.3% 

18 

11.8% 

47 

30.7% 

44 

28.8% 

When other people tell me to get a 

skin spot checked out, I follow their 

advice. 

7 

4.6% 

21 

13.7% 

22 

14.4% 

53 

34.6% 

50 

32.7% 

I can examine my own skin regularly, 

even if I have no one to help me. 

6 

3.9% 

6 

3.9% 

11 

7.2% 

43 

28.1% 

87 

56.9% 

Cronbach’s Alpha α = 0.89 

 
     

  



 

 

 

 

40 

TABLE 5 – Continued  

Item Frequency and Percentage 

UVR Protection 
Strongly 

Disagree 

Somewhat 

Disagree 

Neither 
agree nor 

disagree 

Somewhat 

Agree 

Strongly 

Agree 

I am confident that I can apply 

sunscreen to sun-exposed parts of my 

body. 

2 

1.3% 

6 

3.9% 

13 

8.5% 

51 

33.3% 

81 

52.9% 

I am confident that I can wear a hat to 

protect my face from the sun. 

2 

1.3% 

7 

4.6% 

10 

6.5% 

50 

32.7% 

84 

54.9% 

I am confident that I can seek shade to 

avoid the sun. (n=152) 

1 

0.7% 

2 

1.3% 

2 

1.3% 

32 

20.9% 

115 

75.2% 

I am confident that I can cover up my 

skin with clothing for sun protection. 

1 

0.7% 

6 

3.9% 

7 

4.6% 

38 

24.8% 

101 

66.0% 

I am confident that I can apply 

sunscreen correctly if someone shows 

me how. 

1 

0.7% 

4 

2.6% 

3 

2.0% 

42 

27.5% 

 

103 

67.3% 

I am confident that I can be sun safe 

using procedures others demonstrate 

to me. (n=152) 

1 

0.7% 

1 

0.7% 

12 

7.8% 

41 

26.8% 

97 

63.4% 

My healthcare provider tells me that I 

am capable of being sun safe. 

6 

3.9% 

5 

3.3% 

26 

17.0% 

34 

22.2% 

82 

53.6% 

When other people tell me to protect 

my skin from the sun, I follow their 

advice. 

2 

1.3% 

4 

2.6% 

17 

11.1% 

47 

30.7% 

83 

54.2% 

When my skin gets sunburned, I know 

it’s time to seek sun protection. 

6 

3.9% 

3 

2.0% 

10 

6.5% 

35 

22.9% 

99 

64.7% 

Cronbach’s Alpha α = 0. 87 

 
     

Outcome Expectations 

Outcome expectations are defined as beliefs that a certain consequence will be produced 

by personal action (Resnick, Luisi & Vogel, 2008). Confidence related to outcome expectations 

for skin examinations varied among this sample. Participants were most confident that if they 

saw something suspicious on their skin they would go to the doctor right away; 132 (86.3%) of 

participants strongly or completely agreed with this statement. Only 57 (37.3%) reported that 

they somewhat or strongly agreed that checking their own skin would make them feel anxious. 

The Cronbach alpha for this scale was .342, indicating lack of internal consistency.  
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Confidence regarding outcome expectations for use of UVR protective behaviors was 

relatively high. With only two measures within this scale, 140 (91.5%) of participants somewhat 

or strongly agreed that using sun protection behaviors will keep their skin healthy and being safe 

in the sun will prevent skin cancer. The Cronbach alpha for this scale was .73, demonstrating 

acceptable internal consistency and reliability.  

TABLE 6. Outcome Expectations (n=153) 

 Item Frequency and Percentage 

Skin Exam 
 

Strongly 

Disagree 

Somewhat 

Disagree 

Neither 

Agree or 
Disagree 

Somewhat 

Agree 

Strongly 

Agree 

I am confident in my 

doctor’s ability to diagnose 

skin cancer. 

 
3 

2.0% 

2 

1.3% 

27 

17.16% 

33 

21.6% 

88 

57.5% 

Checking my own skin 

would make me feel 

anxious. 

 

46 

30.1% 

 

20 

18.3% 

 

22 

14.4% 

26 

17.0% 

31 

20.3% 

If I saw something 

suspicious on my skin, I 

would go to the doctor right 

away. 

 

2 

1.3% 

4 

2.6% 

15 

19.8% 

33 

21.6% 

99 

64.7% 

Cronbach’s Alpha α = 0.342 

 

 
     

UVR Protection       

Using sun protection 

behaviors will keep my skin 

healthy. 

 
2 

1.3% 

2 

1.3% 

9 

5.9% 

31 

20.3% 

109 

71.2% 

Being safe in the sun will 

prevent skin cancer. 
 

 

0 

0 

1 

0.7% 

12 

7.8% 

31 

20.3% 

109 

71.2% 

Cronbach’s Alpha α = 0.73 
 

      

We used correlations to identify strengths of the associations among the mean scores of 

skin examination outcome expectancies, skin examination self-efficacy, UVR protection 

outcome expectancies and UVR protection self-efficacy scales (Table 7). There were significant 
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positive correlations between skin examination self-efficacy and UVR protection behavior and 

between UVR self-efficacy expectations and UVR protection behavior.  

TABLE 7. Correlations of Mean Scores among Skin Examination Outcome Expectations, Skin 

Examination Self-Efficacy, UVR Protection Outcome Expectations, and UVR Protection Self-

Efficacy  

*Correlation is significant at the 0.05 level (2-tailed) 

  

  

Risk Factors 

Survey sum 

score 

UVR Protection 

Behavior sum score 

Skin Exam 

sum score 

Skin Exam Outcome 

Expectations Mean Score 

Pearson 

Correlation 
.037 -.023 .026 

Sig. (2-tailed) .653 .781 .748 

N 153 153 153 

Skin Exam Self Efficacy 

Mean Score 

Pearson 

Correlation 
-.008 .185* -.129 

Sig. (2-tailed) .926 .022 .113 

N 153 153 153 

UVR Protection Outcome 

Expectations mean score 

Pearson 

Correlation 
-.143 .129 .123 

Sig. (2-tailed) .077 .111 .129 

N 153 153 153 

UVR Protection Self 

Efficacy Mean Score 

Pearson 

Correlation 
-.184* .197* .075 

Sig. (2-tailed) .023 .015 .358 

N 153 153 153 
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CHAPTER IV: DISCUSSION 

Summary of Findings 

The implementation of this DNP project was met with some successes and some 

challenges. The primary investigator (PI) was able to successfully distribute the survey in paper 

form. The sample recruitment process was successful and facilitated by hiring and training 

clinical staff in in two Southwestern Arizona clinics. We were able to exceed the survey 

participant goal of 141, collecting complete surveys from 153 eligible Hispanic patients. Thus, 

the aims of this project were met. The findings indicated that Hispanic individuals are engaged in 

skin cancer preventive behaviors and self-efficacy expectations and outcome expectations may 

play a role for engaging in these behaviors. These findings add to the current dearth of 

knowledge of Hispanics and skin cancer prevention. The results of this project demonstrated that 

further exploration of barriers to use of skin cancer preventative behaviors, especially using 

sunscreen, wearing wide brimmed hats and participating in self skin examination (SSE) and 

clinician skin examination (CSE) is needed to achieve more consistent engagement of these skin 

preventive behaviors among Hispanic adults in Southwestern Arizona. The findings of this 

project provide preliminary data for future intervention research of skin cancer preventive 

behaviors among the Hispanic population.  

Findings Relative to Other Evidence in the Literature 

Sample 

Our sample of 153 participants is comparable to other studies exploring the use of UVR 

protective behaviors among Hispanics that also focused on a specific geographic area. For 

example, Imahiyerobo-Ip et al. (2011) studied patients from two dermatology offices in New 
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York City (n = 165) and Kearny et al. (2014) focused on Latino farmworkers in Eastern North 

Carolina (n = 157). However, our sample size was larger than the Chung et al. (2015) study of 

Hispanics in Northern San Diego county (n = 34).  

Our study sample was relatively young, with a mean age of 44.29 years, which is 

comparable to sample age (ranging from 38.3 to 49 years) in several other studies that assessed 

Hispanics’ use of sun protective behaviors (Imahiyerobo-Ip et al., 2011; Coups et al., 2012b; 

Coups at el., 2013; Day et al., 2015). Thus, current studies tend to focus on young to middle 

adults, suggesting that future work should include older adults as well.  

Our sample was predominantly female (79.7%), which reflects other studies with samples 

ranging from 72% to 94% females (Chung et al., 2015; Imahiyerobo-Ip et al, 2011; Roman et al., 

2013). These findings suggest that females are more willing to participate in surveys, 

substantiated by several previous studies exploring factors in survey participation (Curtin et al 

2000; Moore & Tarnai, 2002; Singer et al 2000). Conducting this study in venues outside of the 

clinic setting may have facilitated greater participation from males. Future studies should explore 

why Hispanic females are more likely to participate or oversample for Hispanic males.  

About a third of our sample (30.7%) showed some confusion for selecting their race 

based on categories in the survey. These participants self-designated as either: Mexican, 

Hispanic, Latino or Mexican-American. We used the National Institutes of Health categories for 

race in the survey. The U.S. Census Bureau identified an increase in the number Americans that 

did not select a provided race category in the 2010 census (Krogstad & Cohn, 2014). Of those 

who selected ‘other’, majority were Hispanic. Hispanics and those of mix races have reported 

that they are unsure of how to categorize themselves on the options provided for race (Krogstad 



 

 

 

 

45 

& Cohn, 2014). Research is being conducting on how to change the wording for questions 

regarding race to decrease confusion and provide more accurate results (Krogstad & Cohn, 

2014).  

Our sample was well-educated: 57.6% reported having a high school diploma, GED, 

vocational or technical certification or a college degree. This finding was unanticipated given 

that educational achievement is reportedly lower in U.S. border regions as compared with other 

areas in the U.S. (United States-Mexico Border Health Commission, 2010). The U.S. Census 

Bureau reported that 41.9% of residents of San Luis have a high school diploma or higher 

(2016). Compared to other border regions in California, New Mexico, and Texas, Arizona has 

the second highest percentage of residents with bachelor’s degree or higher at 23.6% (USMBHC, 

2010). The high level of education in our sample may reflect several factors in this project, 

including participation in the survey as well as the high levels of confidence in skin 

examinations, confidence in UVR protective behaviors and use of UVR protective behaviors 

(Curtin, Presser, and Singer, 2000; Goyder, Warriner, & Miller, 2002); however, we did not 

compare demographic characteristics with the findings for the research questions. These results 

are comparable to several other studies of Hispanics and use of UVR protective behaviors 

reporting 60%– 70% of their sample with a high school diploma or higher (Imahiyerobo-Ip et al., 

2011; Coups et al., 2012b; Coups et al. 2013; Day et al., 2015). Overall this sample compares to 

other studies: predominantly female, mean age of 44 years, and the majority are well educated. 

Thus future studies of Hispanics may want to further target older age groups, males, or less 

educated individuals. 
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Risk Factors 

Skin cancer risk factors assessed in this study were UVR exposure, job requirements to 

work outside, untanned skin color, and number of sunburns in the past year. The sample had 

relatively low levels of risk factors. Less than one-third (26.8%) of participants reported that 

their occupation requires them to work outside. These results varied from those in other studies 

that included all adult Hispanics and did not focus solely on Hispanic outdoor workers. In their 

study of the influences on use of sun protection in Hispanics in the U.S., Coups et al. (2012b) 

reported 12% of participants with high occupational sun exposure, whereas Chung et al. (2015) 

reported that 41.2% of Hispanic participants in their study of an educational intervention to 

increase knowledge and awareness of SSE reported occupational sun exposure (Chung et al., 

2015). The low number of outdoor workers in this sample may be related to the primarily female 

dominance, and the fact that the majority of outdoor workers tend to be male (Department of 

Labor, 2017). Conducting this study in venues outside of the clinic setting, and during harvesting 

season (November through March) may have facilitated more outdoor workers and male 

participation, as majority of the estimated 45,000 field workers in Yuma County are male 

(School of Agriculture & Life Sciences, 2016). 

Overall, our sample had minimal UVR exposure. The majority (71%) of participants 

reported two hours or less of sun exposure during the week, and 57.6% reported two hours or 

less of exposure on weekend day. This may have contributed to the finding of less than one-third 

(26.8%) of participants reporting one or more sunburns in the past 12 months. Findings about 

sunburn varied from other studies exploring Hispanics’ sun safety behaviors. Kearney et al. 

(2014), in a study of Hispanic farmworker’s use of sun safety behaviors, reported that 16.4% of 
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participants had one or more sunburns in the past year. In contrast, Coups et al. (2012b) found 

that 43.1% of Hispanic participants reported one or more sunburns in the last year. Sunburn is a 

known risk factor for skin cancer. The rate of sunburn reported by our sample indicates a need 

for increase or more consistent use of UVR protective behaviors when these individuals are 

exposed to UVR.  

A nonmodifiable risk factor for skin cancer is skin tone. One third (30.1%) of our sample 

reported that their untanned skin color is very fair, and 11.1% reported olive. Previous studies 

have also found that 29% to 30.1% of Hispanic participants reported very fair, white or olive 

untanned skin (Day et al., 2015; Kearney et al., 2014). Lighter skin tones, such as fair and olive 

are associated with higher risk of skin cancer, further supporting the need for increased and more 

consistent use of UVR protective behaviors in this population (USDHHS, 2014). 

Hispanic Adults Engaging in Preventive Behaviors 

UVR protection. The findings of this study indicate that underserved and rural Hispanic 

adults do not regularly engage in one or more skin cancer preventive behaviors. Recommended 

behaviors are use of sunscreen, avoiding sun exposure during peak hours, seeking shade while 

outside, wearing sun protective clothing and avoiding tanning beds (USDHHHS, 2014). The 

overall use of sunscreen by our sample was low, with 18.9% reporting that they always or often 

use sunscreen, and 57.5% reporting that they never or rarely use sunscreen. These results are 

similar to other studies of sunscreen use in Hispanics that reported 12.1% -18.1 % reported 

wearing sunscreen always, but are more favorable than other studies reporting 36.7% - 90.8% of 

participants never or rarely wearing sunscreen (Coups et al., 2012b; Day et al., 2015; Kearney et 

al., 2014). Nationally, Hispanics’ use of sunscreen is reportedly lower than sunscreen use by 
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non-Hispanic whites (Linos et al., 2012). Lack of sunscreen use among Hispanics has previously 

been attributed to their belief that they are less likely to get skin cancer (Pipitone et al., 2002; Ma 

et al., 2007). This belief was not explored in this study, but could be addressed in future studies 

of this sample.  

Covering up exposed skin with clothing is another widely-accepted UVR protective 

behavior. Under half (48.4%) of our sampled reported that they always or often wear a shirt with 

sleeves that cover their shoulders and 30.7% reported that they never do. These findings are 

comparable to those of Day et al. (2015) who found that 41.1 % of adult Hispanics reported 

covering their arms when working outside, but much higher than the 18% reporting similar 

behavior in the study by Coups et al. (2012b). These results suggest that wearing sun protection 

clothing is not a common UVR protective behavior among U.S. Hispanic adults.  

We found that 60.8% of participants reported never or rarely wearing a wide brimmed hat 

when outside, and only 26.1 % reported always or often wearing a wide brimmed hat when 

outside. These findings are similar to those of Kearney et al. (2014) who found that 27.5% of 

farmers in North Carolina reported wearing a wide brimmed hat often or always and Day et al. 

(2015) who found that among Hispanic outdoor workers in Arizona, Texas, New Mexico, and 

Florida (states with known high UVR intensity), only 18.6% of participants reported covering 

their face and neck. These results indicate use of a wide brimmed hat is one of the least used 

preventive behaviors among Hispanics. Use of wide brimmed hats is also reportedly low among 

US adults aged 18 – 29 years old, including all ethnicities and races (CDC, 2012). This indicates 

that low adherence to this behavior may not be specific to just Hispanics, but among all races and 

ethnicities in the US.  
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There is a dearth of evidence for adult Hispanics seeking shade as a UVR protective 

behavior. In our study, 39.9% of participants reported always or often staying under the shade or 

under an umbrella, and 32.6% reported never or rarely engaging in this behavior. These results 

are lower than those reported in the study by Coups et al. (2012b) where 53.7% of adult 

Hispanics in the U.S. reported that they routinely seek shade. Coups et al. (2013) reported that 

English acculturated Hispanics had a lower rate of seeking shade than Spanish acculturated 

Hispanics. This study did not assess acculturation, but acculturation may contribute to low rates 

of seeking shade within this sample.  

The majority of this population (51.7%) reported that they always or often wear 

sunglasses, whereas 33.3% reported that they never or rarely wear sunglasses. These results are 

much lower than those reported by Hernandez et al. (2013) who found that among Hispanic 

adults in Chicago, 80% reported wearing sunglasses on a regular basis, but much higher than the 

11.3% of Hispanic farmers in North Carolina (Kearney et al. (2014).  

Intentional tanning is a strong risk factor for skin cancer. Within this population 89.5% 

reported never or rarely spending time in the sun to get a tan, and 2.7% reported always or often 

spending time in the sun to get a tan. Coups et al. (2013) study found higher rates of sunbathing 

in English-speaking acculturated Hispanics than in Spanish-speaking acculturated Hispanics. 

Spanish-speaking acculturation of this sample may support the low rates of sunbathing in the 

current sample.  

The setting for this study was along the U.S.-Mexico border, so it is important to consider 

acculturation of this border population as a potential influence on UVR protective behaviors. 

Coups et al. (2012b) found that highly acculturated U.S. Hispanics were more likely to adopt 
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U.S. norms of UVR protection including sunscreen use, whereas those who were less 

acculturated were more likely to wear sun protective clothing, hats and seek shade (Coups et al., 

2012b). The National Health Interview Survey 2010 reported that U.S. adults use of sun 

protection was low (USDHHS, 2014). Although acculturation was not a measured variable for 

the current study, the potential of U.S. acculturation among the sample could explain the low 

proportions for behaviors of sunscreen use, wearing sun protective clothing and seeking shade. 

The Hispanic and Latino culture strongly emphasizes family values and familial influence on 

behaviors. Although this project did not address family members’ use of skin cancer preventive 

behaviors, Miller et al. (2015) found individuals with families with high engagement of sun 

protection were more likely to engage in sun protection themselves. Further studies exploring 

acculturation and family influence on engagement of skin cancer preventative behaviors within 

this population is warranted.  

Overall use of UVR protective behaviors is low among adult Hispanics in the U.S. and 

Southwestern Arizona. The least often used behavior within this study population of wearing a 

wide brimmed hat, and the behavior most often used is wearing sunglasses. This information is 

valuable as it identifies areas of focus for interventions related to promoting the use of UVR 

protective behaviors among this population.  

Skin examination. We queried our participants about two types of skin examination: 

clinical skin examination (CSE) and skin self-examination (SSE). Only 6.5% reported having a 

head-to-toe CSE within the past year, which was comparable to other studies of Hispanic adults 

in the US where 7.2% - 9.2% reported having a CSE (Coups et al., 2012a; Coups et al., 2013). 

These findings support the assumption that Hispanics within the U.S. do not regularly receive 
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skin examinations from their healthcare providers. The lack of this behavior may attribute to the 

increase in late diagnoses and poor prognosis in Hispanics diagnosed with melanoma (Apalla et 

al., 2017). The results indicate the need to identify barriers in receiving CSE and the need to 

promote the importance of CSE for early diagnosis of skin cancer.  

When participants were asked if they or a partner had examined their entire body 

including their back for skin cancer in the past year, 94.1% of participants answered no, and only 

5.9% answered yes. Our findings are much lower than those of Roman et al. (2013) who reported 

that 22% of their sample of Hispanic adult participants in North Carolina regularly performed 

SSE. However, Coups et al. (2013) found that among Hispanic outdoor workers living in 

Arizona, Florida, and New Mexico, 17.6% reported performing SSE. The current study did not 

ask reasons why participants do not perform SSE; however, Coups et al. (2013) identified the top 

reasons as: “I didn’t know I should”, “I never think of it”, and “I don’t know what to look for.” 

Collectively, these findings suggest that interventions to educate Hispanics on the importance of 

SSE, facilitate adherence to a consistent SSE schedule, and address barriers to performing SSE 

are needed. 

 Cultural considerations may provide insight to this sample’s use of skin examination. 

The cultural value of modesty among the Hispanic and Latino culture may contribute to low 

rates of CSE and SSE (Juckett, 2013). Physical exposure required for skin examination may 

contribute to discomfort in asking a partner for help in performing a SSE, or allowing their 

healthcare provider to perform a CSE, especially if their provider is of the opposite sex (Juckett, 

2013).  
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Self-Efficacy and Outcome Expectations Associated with Use of Preventative Behaviors 

Skin examination self-efficacy and outcome expectations. There was a significant, 

positive association of skin examination self-efficacy expectations with UVR protection 

behavior, indicating that reported increased confidence levels of skin examination self-efficacy is 

associated with use of UVR protective behaviors. This finding can be supported by Resnick’s 

theory of self-efficacy, which is based on the assumption that individuals exercise influence over 

what they do and their behaviors: what an individual thinks, feels and believes directly affects 

how he or she behaves (Resnick, 2009). The individual concepts of self-efficacy: vicarious 

experience, enactive attainment, physiological feedback and verbal persuasion were all assessed 

in the Skin Examination, Attitudes, Beliefs and Behaviors Scale. Participants who reported high 

confidence levels regarding the constructs of self-efficacy related to skin examination were more 

likely to engage in UVR protective behaviors. This is significant as these findings indicate that 

increasing skin examination self-efficacy may increase the use of UVR protective behaviors 

within this sample. Further studies and interventions to support these ideals are indicated.  

The scale assessing skin examination outcome expectations had three items. This scale 

did not demonstrate internal consistency, indicating that the items are not all measuring the same 

underlying construct of skin examination outcome expectations (McCrae et al., 2013). The lack 

of internal consistency of this scale could attribute to the lack of association of skin examination 

outcome expectation with any skin protective behavior.  

Ultraviolet radiation protection self-efficacy and outcome expectations. There was a 

significant, positive association of UVR protection self-efficacy with UVR protective behaviors. 

This finding can be supported by Resnick’s theory of self-efficacy. In this case participants who 
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perceived high self-efficacy that encompassed the concepts of vicarious experience, enactive 

attainment, physiological feedback and verbal persuasion related to the use of UVR protective 

behaviors were more likely to engage in those behaviors. This is significant as it indicates that 

increasing UVR protection self-efficacy within this sample, may increase their use of UVR 

protective behaviors. Further studies and interventions are indicated to address the role of self-

efficacy and use UVR protective behaviors within this population.  

In contrast, there was not a significant association between UVR outcome expectations 

and use of UVR protective behaviors. The UVR outcome expectations assessed in this survey 

addressed confidence levels in using UVR protective behaviors to keep skin healthy and to 

prevent skin cancer. The scale used demonstrated internal consistency, and almost all 

participants (91.5%) somewhat or strongly agreed that UVR protection will keep their skin 

healthy, and being safe in the sun will prevent skin cancer. Although these findings did not 

support a positive association with the use of UVR protective behaviors. Resnick emphasizes 

that if individuals do not believe in the outcomes associated with the behaviors then it is unlikely 

that they will routinely adhere to behaviors (2014). This sample reported that they believe in the 

outcomes associated with UVR protective behaviors, but they reported an overall low adherence 

to UVR protective behaviors, which may attribute to the lack of association between these two 

factors. Further research is indicated to assess the role of UVR outcome expectations and the use 

of UVR protective behaviors within this population.  

Strengths 

There were several strengths associated with this DNP project. A study focusing on the 

role of self-efficacy and outcome expectations in the use of skin cancer preventative behaviors in 
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rural, underserved Hispanics has not been conducted previously. In addition, no previous studies 

have targeted a specific region along the U.S. Mexico border. findings of this project are 

especially informative and valuable to the Hispanic population residing in the border region of 

San Luis, AZ and Southwestern AZ. Also adding to the uniqueness of this project was its 

targeted and in-person recruitment of Hispanic participants and the 100% Hispanic composition 

of the sample. Thus, this study provides further insight to the behaviors of rural and underserved 

Hispanics living immediately adjacent to the US Mexico border. The survey was presented in 

Spanish, the primary language used in this region to decrease the risk of language barrier and 

contribute to more culturally competent data collection. The methods of this study are 

reproducible and can be conducted in a smaller or larger sample or in other geographic settings.  

Limitations 

Despite the strengths, this project had some limitations. There was a 13% attrition rate 

due to incomplete surveys. Despite reminding participants to complete all items on the surveys, 

21 surveys had more than one page of missing answers. The length of the survey and 

participants’ limited time at the clinic may have contributed to the rate of incompletion.  

This sample was primarily female (79.7%) decreasing the generalizability of the results 

of this study to both males and females. Future studies should strive for a balanced gender 

distribution (Curtin et al 2000; Moore & Tarnai, 2002; Singer et al 2000).  

There were some methodologic limitations. Likert-type scales have utility for measuring 

attitudes as demonstrated in this study, although these scales often result in skewed data and have 

a polarized distribution (Jamieson, 2004). This survey required self-reporting which poses a 

potential for over or underestimating actual behaviors and presents a risk for social desirability 
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bias (Fadnes, Taube & Tylleskar, 2009). Finally, the skin examination outcome expectations 

scale lacked internal consistency, and did not provide valid assessment of skin examination 

outcome expectations for this sample. This scale was developed by the PI, and had not been 

previously tested for reliability and validity. Future researchers should seek to find or develop a 

reliable and valid scale for assessing skin examination outcome expectations.  

Use of indoor tanning beds increases risk of skin cancer. A minor limitation was that we 

did not assess tanning bed use owing to this study’s rural setting and the predominance of indoor 

tanning among non-Hispanic white females (USDHHS, 2014). To assess for acculturation and 

further skin cancer risk among rural Hispanics, future studies should assess indoor tanning. 

This project identified that rural Hispanics have deficient use of sunscreen, wide 

brimmed hats, SSE, and CSE but did not ascertain reasons for not engaging in these behaviors. 

Future studies should explore why this population does not engage in these behaviors in order to 

develop and implement an effective intervention.  

Implications for Clinical Practice and Future Research 

Skin cancer is highly preventable, although the rates of skin cancer among Hispanics in the 

U.S. continue to rise. Similarly, skin cancer morbidity and mortality among Hispanics is higher 

than for non-Hispanic whites (Chapman et al., 2015). Thus, it is imperative that healthcare 

providers caring for the Hispanic population assess their patients’ use of skin cancer preventive 

behaviors. Healthy People 2020 initiatives include increasing the proportion of adults over the 

age of 18 years old who use UVR protective measures to reduce the risk of skin cancer (Office of 

Disease Prevention & Health Prevention, 2017). Persons living in non-metropolitan areas, 

including rural areas such as the setting of this sample, were found to have a higher risk of 
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disparity in use of skin cancer preventive behaviors as compared to those living in metropolitan 

areas (Weaver et al., 2013). This DNP project has identified inconsistent use of UVR protective 

behaviors within this sample, emphasizing the need for healthcare providers in Southwestern 

Arizona to assess their patient’s use of these behaviors, and provide appropriate education and 

reinforcement.  

The US Preventive Services Task Force (USPSTF) issued a guideline on screening for 

skin cancer in adults stating that there is insufficient evidence to assess the benefits of 

population-based skin examination for early detection of skin cancer (Wernli, Henrickson, 

Morrison, Nguyen, Picobelli & Blasi 2016). In contrast, the American Academy of Dermatology 

(AAD) emphasized that skin exams have proven to save lives, that the USPSTF is not advising 

against the use of skin examinations, and that this guideline does not apply to those with an 

increased skin cancer risk (Torres, 2016). USPSTF representatives stated that, “clinicians should 

understand the evidence but individualize decision making to the specific patient or situation” 

(Wernli et al., 2016). There is not a current guideline addressing the recommended frequency of 

skin examinations, although the ACS recommends performing SSE every month and a CSE 

annually (2016b). These are guidelines and recommendations for healthcare providers in 

Southwestern Arizona.  

This DNP project demonstrated extremely low rates of both SSE and CSE within this 

sample. Healthcare providers in Southwestern Arizona should be aware of the current 

recommendations and initiatives and incorporate them into their practice as this population has 

been identified as high risk due to their lack of access care and lack of use of preventive 

behaviors (United States – Mexico Border Health Commission, 2010). The low rate of SSE 
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identified in this study indicates that healthcare providers within Southwestern Arizona need to 

emphasize the importance of regular SSE, demonstrate how to perform SSE and how to identify 

a suspicious lesion in their patient education during patient visits, or within a public health 

forum. CSE rates were also extremely low among this sample. Healthcare providers need to 

incorporate the option for CSE in regular patient visits and emphasize to their patients the 

importance of having a routine CSE. Further research should aim to ensure that providers in rural 

Southwestern Arizona are knowledgeable on SSE and CSE, and educated about the importance 

of their role in prevention of skin cancer in this population. Once appropriate education and 

interventions have been provided for both providers and patients, this population may be more 

likely to consistently engage in skin cancer preventative behaviors,  

Furthermore, the city of San Luis is categorized as a healthcare professional shortage area 

for primary care (USDHHS, 2017). In addition to the lack of healthcare providers, persons who 

live in the US-Mexico border region face barriers to receiving health care including lack of 

health insurance, cost of health care and logistical issues including transportation (USMBHC, 

2010). These barriers indicate that this population is less likely to receive preventative care due 

to the lack of access to medical care (USMBHC, 2010). This is especially important for 

healthcare providers in Southwestern Arizona to recognize as they are the forefront of ensuring 

their patients receive preventive care including skin examination and UVR protection education.  

Utilization of this survey in its entirety is not practical for healthcare providers to use in 

their daily practice, although sections of the survey can be used to assess specific concerns. The 

demographic questions in addition to the Sun Habits and Skin Examination scales potentially 

could be used by providers to identify patients that are high risk for developing skin cancer. 
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Future research could target providers use of the UVR Protection Self Efficacy scale and the 

Skin Examination Attitudes, Beliefs and Behaviors scales to assess a patient’s confidence in 

performing UVR protective behaviors, SSE and CSE. These individual sections can serve as 

tools to facilitate identifying patient’s needs related to skin cancer risk and prevention, but need 

to undergo further testing for this purpose. 

Finally, results from this DNP project can be used as preliminary data for a prospective 

intervention study to improve and maintain skin cancer preventive behaviors in Hispanics living 

in the Southwestern Arizona border area as well as along the entire 1,954 miles of the U.S. –

Mexico border. Interventions should take into account the unique characteristics of this 

important and often over-looked population 

Conclusions 

This DNP project identified deficiencies and inconsistencies in use of skin cancer 

preventative behaviors in Hispanics in rural Southwestern Arizona. This project also recognized 

the role of self-efficacy and outcome expectations in engagement in preventative behaviors. The 

information gathered in this study will provide a foundation for future research, and education  

regarding use skin cancer preventative behaviors in Hispanics, with an aim to decrease the 

incidence of skin cancer in Hispanics.  
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APPENDIX A: 

DATA COLLECTION INSTRUMENTS 
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Demographics 

1. What is your age? _____ 

2. What is the highest level of schooling you have completed? 

Less than 8th grade 

 11th Grade 

High school/ GED 

Vocational/Technical School 

Some college 

Associate Degree 

Bachelor Degree 

Graduate Degree 

 

3. Gender: Male or Female 

4. Which choice best describes your racial background? 

American Indian/Alaskan Native 

Asian 

Native Hawaiian 

Black or African American 

White or Caucasian 

Unknown 

Other (specify) __________________ 

 

5. Does your job require you to work outside? Yes No 

6. How does your skin respond to the sun? 

a. Always burns, blisters and peels 

b. Often burns blisters and peels 

c. Burns moderately 

d. Burns rarely, if at all 

e. Never burns 
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Sun Habits and Skin Examination Scales 

 

 For each question listed, please select the one answer that is the best response to the question.  

Section 1 – Sun Habits 

 

1. In the summer, on average, how many hours are you outside per day between 10 am and 

4pm on WEEKDAYS (Monday – Friday)?  

30 minutes or less 

31 minutes to 1 hour 

2 hours 

3 hours 

4 hours 

5 hours 

6 hours 

2. In the summer, on average, how many hours are you outside per day between 10 am and 

4 pm on WEEKEND DAYS (Saturday & Sunday)? 

30 minutes or less 

31 minutes to 1 hour 

2 hours 

3 hours 

4 hours 

5 hours 

6 hours 

3. In the past 12 months how many times did you have a red OR painful sunburn that lasted 

a day or more? 

0 1 2 3 4 5 or more 

 

For the following questions, think about what you do when you are outside during the summer 

on a warm sunny day.  

4. How often do you wear sunscreen?   Never Rarely Sometimes Often Always 

5. How often do you wear a shirt with sleeves 

that covers your shoulders?    Never Rarely Sometimes Often 

Always 

6. How often to you wear a hat?    Never Rarely Sometimes Often 

Always 

7. How often do you stay in the shade or 

under an umbrella?    Never Rarely Sometimes Often Always 

8. How often do you wear sunglasses?   Never Rarely Sometimes Often 

Always 

9. How often do you spend time in the sun to get a tan? Never  Rarely Sometimes 

Often Always 
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10. What is the color of your untanned skin? 

Very Fair 

Olive 

Light Brown 

Dark Brown 

Very Dark 

 

Section 2 – Skin Examinations 

11. Have you EVER had your skin checked for a skin cancer from head to toe by a health 

professional? 

No 

Yes 

*If yes, what was the month and year when you last had your skin check from head to  

 toe? ____________ 

 

12. In the last 12 months, have you or a partner examined your entire body, including your 

back for skin cancer? 

No 

Yes 

 *If yes, how many times? _____   (Glanz et al., 2008 
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Skin Examination, Attitudes, Beliefs and Behaviors Scale (concepts relevant to Resnick’s Self-

Efficacy Theory) 

 

For each of the following statements please indicate whether you strongly disagree, disagree, 

agree, strongly agree, or are unsure with each statement. Please select only one option for each 

question. Score: Strongly disagree – 1, Disagree – 2, Agree - 3, Strongly agree- 4, Don’t know or 

unsure-5 

1. Checking my own skin would make me feel anxious. (Outcome expectations) 

2. If I saw something suspicious on my skin I would go to the doctor right away. (Outcome 

expectations) 

3. I am confident in my doctor’s ability to diagnose skin cancer. (Outcome expectations) 

4. I am confident I could find a suspicious lesion if it was there (Self-efficacy, Physiological 

feedback) 

5. I am confident that I can detect abnormalities in any moles, skin lesions, or spots I find. 

(Self-efficacy, physiological feedback) 

6. I am confident in that I can examine my skin for skin lesions using recommended 

procedures. (Self-efficacy, enactive attainment) 

7. I can examine my own skin regularly, even if I have no one to help me. (Self-efficacy, 

enactive attainment) 

8. I am confident that I can examine the skin on any part of my body. (Self-efficacy, 

enactive attainment) 

9. I can examine my skin thoroughly if someone shows me how. (Self-efficacy, vicarious 

experiences) 

10. I am confident I can check my skin for suspicious skin spots using procedures others 

demonstrate to me. (Self-efficacy, vicarious experiences) 

11. My doctor or nurse tells me that I am capable of examining my skin. (Self-efficacy, 

verbal persuasion) 

12. I see my healthcare provider for skin examination at their recommendation. (Self-

efficacy, verbal persuasion) 

13. When other people tell me to get a skin spot checked out, I follow their advice. (Self-

efficacy, verbal persuasion) 

(Janda et al., 2010) 
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UVR Protection Self Efficacy Scale (relevant concept for Resnick’s Self-Efficacy Theory) 

Score: Strongly disagree – 1, Disagree – 2 ,Agree - 3, Strongly agree- 4, Don’t know or unsure-5 

 

1. I am confident that I can apply sunscreen to sun-exposed parts of my body. (Enactive 

attainment) 

2. I am confident that I can wear a hat to protect my face from the sun. (Enactive 

attainment) 

3. I am confident that I can seek shade to avoid the sun. (Enactive attainment) 

4. I am confident that I can cover up my skin with clothing for sun protection. (Enactive 

attainment) 

5. I am confident that I can apply sunscreen correctly if someone shows me how. (Vicarious 

experiences) 

6. I am confident that I can be sun safe using procedures others demonstrate to me. 

(Vicarious experiences) 

7. My healthcare provider tells me that I am capable of being sun safe. (Verbal persuasion) 

8. When other people tell me to protect my skin from the sun, I follow their advice. (Verbal 

persuasion) 

9. When my skin gets sunburned, I know it’s time to seek sun protection. (Physiological 

feedback) 

10. Using sun protection will keep my skin healthy. (Outcome expectation) 

11. Being safe in the sun will prevent skin cancer (Outcome expectation) 
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APPENDIX B: 

SAMPLE SIZE ANALYSIS 
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(Brant, n.d.) 
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APPENDIX C: 

INSTITUTIONAL REVIEW BOARD APPROVAL LETTER 
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