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ABSTRACT

Introduction: Breast cancer is the most common cancer in women, and early detection is vital for reducing mortality. Psy-
chological and cultural factors like fear and fatalism can limit screening participation.

Objectives: This study examined how women’s fear and fatalism levels affect their early detection behaviours and the re-
lationships among these variables.

Methods: A descriptive and cross-sectional design was used. The study was conducted between 1 November 2024 and 25 February
2025, with 433 women registered at Family Health Centres. Data were collected using the ‘Personal Information Form’, ‘Breast
Cancer Fear Scale’ and ‘Breast Cancer Fatalism Scale’. Analyses included descriptive statistics, t-test, ANOVA, post hoc (Tukey,
LSD), Pearson correlation and linear regression tests.

Results: Among the participants, 52.4% performed breast self-examination, 25.4% had a clinical breast examination and 26.2% of
women over 40 had a mammogram. Age, education, marital and employment status, having children and willingness to learn
about breast cancer significantly affected fatalism (p < 0.05). Employment status, having children and willingness to learn
significantly affected fear levels (p < 0.05). Early detection practices were not significantly associated with fear or fatalism scores
(p > 0.05). Regression analysis revealed that fatalism (B =0.308, p = 0.036) and willingness to learn (B =3.343, p < 0.001) sig-
nificantly predicted breast cancer fear.

Conclusion: Enhancing knowledge and health literacy, along with improving access to screening, is essential for increasing
screening behaviours. Regression analysis revealed that fatalism significantly predicted breast cancer fear. Increasing fatalistic
beliefs may intensify fear responses and potentially contribute to avoidance of early detection behaviours. Therefore, addressing
fatalistic perceptions may help reduce fear and promote screening participation. Health professionals should actively guide
women, with a focus on those experiencing high fear and fatalism, as reducing these factors can support greater participation in
early breast cancer detection. Health professionals should actively guide women, with a focus on those experiencing high fear and
fatalism, as reducing these factors can support greater participation in early breast cancer detection.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the
original work is properly cited.
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1 | Introduction

Breast cancer is globally the most commonly diagnosed type of
cancer and the type that causes death mostly in women [1].
Recent global estimates continue to show a rising burden of
breast cancer, particularly in low- and middle-income countries,
where disparities in early detection and access to screening re-
main significant [2, 3]. These disparities highlight the importance
of understanding sociocultural and psychological determinants
of screening behaviours. In 2022, 2.296.840 women were di-
agnosed with breast cancer in the world [4]. In Turkey, the
incidence of breast cancer in women was 25.9% and it was the
most common type of cancer in women [5].

The development of breast cancer is associated with a large
number of risk factors, including genetic and hereditary pre-
disposition [6]. These risk factors include advanced age, female
gender, early menarche, late menopause, never having given
birth, not breastfeeding, a family history of breast cancer, dense
breast tissue, hormone therapy and radiation therapy [7]. Signs
and symptoms of breast cancer include breast pain, lump, nipple
discharge, breast swelling and abnormalities in the nipple and
areola [8].

Although breast cancer is recognised as a significant public health
issue, it is possible to reduce the risk through various preventive
measures [9-11]. American Cancer Society (ACS) states that
primary, secondary and tertiary prevention strategies play a major
role in reducing the incidence and mortality of breast cancer [12].
In this context, the development of preventive health services
contributes not only to reducing mortality and morbidity rates but
also to reducing public health expenditures [13].

In breast cancer, regular screening is of critical importance for
early detection, effective treatment planning, reducing morbidity
and mortality, improving quality of life, extending life expectancy
and preventing potential psychosocial issues [14, 15]. For early
detection, women aged 20 and over are recommended to perform
a breast self-examination (BSE) every month, women aged 20-40
are recommended to have a clinical breast examination (CBE)
every 2 years, and women aged 40 and over are recommended to
have a CBE once a year and a mammogram every 2 years [16].

However, although early detection and screening methods make
significant contributions to the detection of breast cancer, many
women do not undergo regular screening. The main reasons for
not following screening recommendations include lack of in-
formation, neglect, embarrassment, psychosocial factors, fear
and fatalism [17, 18].

It is stated that fear of breast cancer is an important factor
influencing screening behaviours of individuals [19]. Fear related
to breast cancer screening has been conceptualised as a multi-
dimensional construct, including generalised cancer fear, fear of
screening components (e.g., pain and radiation) and fear of
screening outcomes (e.g., diagnosis and treatment consequences)
[20]. These distinct dimensions may differentially influence
women’s engagement in early detection behaviours. Fear may act
as a psychological barrier to health-seeking behaviours or from
making the right decisions. The concern that they may be di-
agnosed with cancer as a result of screening may deter in-
dividuals from undergoing this process [21]. Some studies
conducted in Turkey have shown that women delay or com-
pletely avoid early detection behaviours due to fear [22, 23].

Apart from fear, another important factor influencing screening
behaviour is the perception of fatalism. Fatalism reduces the
tendency of individuals to seek information and take protective
measures [24]. Tsai and Wang (2023) found a significant re-
lationship between breast cancer fatalism and lower cancer
screening participation and fewer preventive behaviours [25].
Similarly, a recent study conducted in Tiirkiye reported that
higher breast cancer fatalism was associated with lower partic-
ipation in early diagnosis behaviours and was significantly re-
lated to health belief constructs [26].

Although breast cancer can be diagnosed at an early stage and
effectively treated through early detection and screening pro-
grammes, fear levels and fatalistic perceptions of women can
negatively affect the rate of participation in these practices [16].
Therefore, the present study aims to determine the relationship
between women’s levels of fear regarding breast cancer and their
fatalistic perceptions with early detection behaviours, as well as
the relationship between these variables.

The conceptual foundation of this study can be framed within
established behavioural theories. Research applying the health
belief model (HBM) to breast cancer screening has demonstrated
that perceived barriers and emotional responses significantly
influence participation in mammography programmes [27].
Similarly, studies conducted in Tiirkiye using the HBM have
identified perceived barriers as the strongest predictors of
mammography behaviour and have shown that modifying health
beliefs significantly increases screening participation [28]. In
addition, behavioural change theories such as the trans-
theoretical model emphasise that emotional and cognitive factors
play a critical role in facilitating or hindering progression toward
preventive health behaviours [29].

Establishing this relationship may contribute to the development
of early detection behaviours among women and increase par-
ticipation in breast cancer screening programmes. A review of
the literature showed that there are limited number of studies
examining the effects of women’s fear of breast cancer and fa-
talistic beliefs on early detection behaviours for breast cancer.
The present study contributes to the limited body of literature
examining.

2 | Materials and Methods

2.1 | Type of Research

The present study was designed as a descriptive and cross-
sectional study. A cross-sectional design was considered ap-
propriate because it enables the examination of relationships
between variables at a single point in time within a defined
population. This design is commonly used in public health re-
search to explore associations between psychosocial factors and
health behaviours. In the present study, this approach allowed
for the simultaneous assessment of women’s breast cancer fear
levels, fatalism perceptions and early detection behaviours.

2.2 | Place and Time of Research

The present study was conducted at Artukbey and Yenisehir
Family Health Centres (FHCs) in the Artuklu district of Mardin
province between 1 November 2024 and 28 February 2025. These
centres were selected due to their accessibility and provision of
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services to a large population with diverse socio-demographic
characteristics. According to SEDI (Socioeconomic Development
Index) data for 2017, Mardin province ranks at the sixth level of
development, while Artuklu district has relatively higher so-
cioeconomic indicators [30]. In this context, the selection of the
study area ensured the representation of different socioeconomic
groups and increased the generalisability of the results.

Women attending these FHC typically presented for routine
primary care services such as vaccination, chronic disease
follow-up, reproductive health consultations and general
medical examinations. This provided access to women from
various age groups and socio-demographic backgrounds. Data
collection was conducted during regular working hours of the
centres to ensure systematic access to eligible participants.
The selection of these centres was also based on feasibility,
accessibility and the high patient volume, which facilitated
the recruitment of an adequate sample size within the planned
timeframe.

2.3 | Population and Sample

Study population consisted of 10,052 women aged 20-69 who
were literate, willing to participate in the study and registered at
the Artukbey and Yenisehir FHCs in the Artuklu district of
Mardin province. The sample size was found to be at least 371
individuals, based on a known population sample calculation
with 95% confidence and 5% margin of error. Non-probability
sampling methods were used in the study, and the study was
completed by collecting data from a total of 433 women. A non-
probability sampling approach was preferred due to feasibility
considerations and the practical constraints of conducting the
study within a limited timeframe. Women who met the in-
clusion criteria and attended the selected FHC during the data
collection period were consecutively invited to participate. This
approach is frequently used in cross-sectional public health
studies conducted in primary care settings and allows for the
recruitment of participants who are readily accessible. In the
post hoc t-test analysis performed with the GxPower 3.1.9.7
program, a power value of the study was calculated as 100%
with an effect size of 0.5, a 5% error level and 433 participants
[31]. This result indicates that the sample size was statistically
sufficient to detect medium effect sizes at the specified sig-
nificance level. The high statistical power strengthens the re-
liability of the findings and reduces the probability of type II
error. Therefore, the final sample of 433 participants was
considered adequate to examine the relationships between the
main study variables.

Inclusion criteria were set as volunteering to participate in the
study, presenting to Artukbey and Yenisehir Family Health
Centres during the study period, being literate, having no pre-
vious diagnosis of cancer and being a woman aged between 20
and 69. Individuals who did not meet these criteria were not
included in the study.

2.4 | Data Collection Tools

The data were collected by using ‘Personal Information Form’
including the socio-demographic information of the participants,
which was prepared by the researchers, ‘Breast Cancer Fear
Scale’ developed by Secginli in 2012 and ‘Breast Cancer Fatalism
Scale’ adapted by Ersin et al. in 2018.

2.4.1 | Personal Information Form

The form consists of a total of 20 questions regarding the par-
ticipants’ socio-demographic characteristics such as age, edu-
cational status, marital status, occupation, income level, number
of children, and their BSE, CBE and mammography status
[18, 23, 32].

2.4.2 | Breast Cancer Fear Scale

It is an 8-item 5 Likert-type scale developed by Victoria
Champion et al. The Cronbach alpha value of the scale is 0.91
[33]. Turkish adaptation and reliability-validity study was con-
ducted by Secginli [34]. The Cronbach alpha coefficient of the
Turkish version is 0.90, with an item-total score correlation of
0.60. The Cronbach alpha coefficient of the present study is 0.81.
The score range on the scale is 8-40, with 8-15 points indicating
low anxiety, 16-23 points indicating moderate anxiety and 24-40
points indicating high anxiety.

2.4.3 | Breast Cancer Fatalism Scale

It was first developed by Powe in 1999 and later reduced to 11
items by Mayo et al. (2001) [35, 36]. The revised 11-item form was
used in the present study. The possible total score of the scale,
which is answered as Yes (1 point)/No (0 points), ranges between
0 and 11. A high score indicates a high perception of fatalism.
Cronbach’s alpha coefficient of the original scale is 0.89. Turkish
adaptation study was conducted by Ersin et al., and Cronbach
alpha value was found as 0.79. The Cronbach alpha coefficient of
the present study is 0.91 [37].

2.5 | Data Collection Method

During the research process, women who referred to Artukbey
and Yenisehir Family Health Centres and met the participation
criteria were informed about the purpose and scope of the study.
Written informed consent was obtained from all participants
prior to data collection. Data were collected through face-to-face
interviews conducted in a private room within the Family Health
Centres to ensure confidentiality and minimise external
distractions.

The researcher personally administered all questionnaires in
a standardised order, beginning with the Personal Information
Form, followed by the Breast Cancer Fear Scale and the Breast
Cancer Fatalism Scale. Conducting the interviews face-to-face
allowed clarification of any misunderstood questions and en-
sured completeness of responses. Each interview lasted ap-
proximately 15-20 min. Participants were informed that there
were no right or wrong answers and that their responses would
remain anonymous in order to reduce social desirability bias.

2.6 | Analysis of Data

The data were analysed by using IBM SPSS Statistics for Win-
dows, Version 22.0 program. Descriptive statistics of frequency,
percentage, mean and standard deviation were calculated.
Normality distribution was assessed by using Kolmogor-
ov-Smirnov and Shapiro-Wilk tests and kurtosis-skewness
values, and the distribution was found to be normal. There-
fore, parametric tests were preferred. Chi-squared and Fisher
exact tests were used to compare categorical variables, and
Pearson correlation and linear regression analyses were used for
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the relationships between continuous variables. Independent
groups t-test, one-way analysis of variance (ANOVA) and post
hoc tests (Tukey, LSD) were used to determine the differences
between scale scores with respect to descriptive characteristics.

The selection of statistical tests was based on the distribution
characteristics of the data and the measurement levels of the
variables. Since normality assumptions were met, parametric
tests were considered appropriate for group comparisons and
correlation analyses.

Variables included in the linear regression model were selected
based on their statistical significance in bivariate analyses and
theoretical relevance according to the literature. Prior to re-
gression analysis, assumptions of linearity, independence of
errors and multicollinearity were evaluated. The Durbin-Watson
value (1.886) indicated no significant autocorrelation in the re-
siduals, supporting the appropriateness of the model.

2.7 | Ethical Considerations

Written ethical and institutional permissions were obtained from
Dicle University Social and Human Sciences Ethics Committee
(Date: 06.08.2024, Decision No: 753989) and Mardin Provincial
Health Directorate Public Health Services Directorate (Date:
10.10.2024, Decision No: 2024/6). In addition, written permission
was obtained from the authors who conducted the validity and
reliability studies of the scales used in Turkish. All participants
were informed about the research, and their written consent was
obtained.

Participation in the study was entirely voluntary, and partici-
pants were informed that they had the right to withdraw from the
study at any stage without any consequences. No identifying
personal information was recorded in order to ensure anonymity.
The collected data were stored securely and were accessible only
to the researchers. All procedures were conducted in accordance
with the ethical principles outlined in the Declaration of
Helsinki.

3 | Results

The mean age of the women who participated in the study was
40.07 £11.18, and their ages were between 21 and 68. It was
found that 46.2% of the women were younger than 40 years of
age, while 53.8% were older than 40 years of age. In terms of
educational status, 48.0% were undergraduates, followed by high
school graduates (18.9%). It was also found that 64.0% of the
participants were married, almost half (48.7%) were housewives
and 51.0% had an income equal to their expenses. Of the women,
65.4% had children and the mean age of children was 3.29 4-1.70
(Table 1).

Most participants (71.8%) reported that there were no women in
their families or immediate environment diagnosed with breast
cancer. The rate of women who stated that they had previous
knowledge about breast cancer was 70.0%, and it was found that
they received this knowledge mostly from healthcare pro-
fessionals, the internet and written materials. It was found that
77.4% of the participants wanted to have more information about
the topic. The rate of those who stated that they knew about early
detection methods was 2.5%. While 52.4% of the women stated
that they performed BSE, the rate of those who performed BSE

TABLE 1 | Descriptive characteristics of women (n = 433).
Frequency Percentage

Groups (n) (%) Mn Sd
Age 40.07 11.18

<40 200 46.2

> 40 233 53.8
Educational status

Literate 47 10.9

Elementary 60 13.9

Secondary 36 8.3

High school 82 18.9

University 208 48.0
Marital status

Single 156 36.0

Married 277 64.0
Occupation

Housewife 211 48.7

Teacher 44 10.2

Officer 57 13.2

Health professional 55 12.7

Student 11 2.5

Small business 42 9.7

owner

Worker 13 3.0
Income level

Income < expense 156 36.0

Income = expense 221 51.0

Income > expense 56 12.9
The status of having

children

No 150 34.6

Yes 283 65.4

Note: Mn: mean.
Abbreviation: Sd, standard deviation.

regularly every month was 10.2%. The reasons for not having BSE
were not knowing about the method, not finding time and
fearing negative results. The rate of those who underwent CBEs
was 25.4%, while those who never underwent this procedure was
found to be 74.6%. The rate of mammography uptake was 26.2%;
lack of information, embarrassment and lack of time were the
main reasons for not having one (Table 2).

The mean fatalism score of women was 3.21 + 2.81, while the
mean breast cancer fear score was 26.17 & 8. It was found that
66.5% of participants experienced high levels of breast cancer
fear, 21.7% experienced moderate levels and 11.8% experienced
low levels (Table 3).

As a result of the analyses conducted to find out whether breast
cancer fatalism scores and fear scores of women differed in terms
of descriptive characteristics, it was found that some of the
variables had a significant effect on breast cancer fatalism and
fear scores. When the variable of age was examined, fatalism
scores of women younger than 40 years of age (2.79 + 2.36) were
found to be significantly lower than those of women older than
40 years of age (3.58 +3.10) (p = 0.003). This result shows that
fatalism increases with the increase in age. However, the variable
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TABLE 2 | Knowledge and behaviour of women regarding breast cancer (n =433).

Groups Frequency (n)

Percentage (%)

Presence of breast cancer diagnosis in the family/relatives

None 311 71.8
1st degree relative 16 3.7
2nd degree relative 51 11.8
3rd degree relative 37 8.5
Neighbour/relative 18 4.2
The status of getting information about breast cancer
Yes 303 70.0
No 130 30.0
Where information about breast cancer is received from (n = 303)"
Healthcare Professional 223 73.6
Family 56 18.5
Neighbour/friend 48 15.8
Internet 127 41.9
Television 61 20.1
Book/magazine/newspaper/brochure 84 27.7
Other 12 4.0
Wishing to get information about breast cancer
Yes 335 77.4
No 98 22.6
Having knowledge of early detection methods
Yes 314 72.5
No 119 27.5
The status of doing BSE
Yes 227 52.4
No 206 47.6
BSE frequency
Never 206 47.6
Occasionally 183 42.3
Regularly every month 44 10.2
Reasons for not having BSE (n = 206)"
I don’t know 122 59.2
I don’t have time 30 14.6
I'm bored 16 7.8
I don’t believe it’s necessary 26 12.6
I'm afraid of getting a bad result 29 14.1
I don’t think I'll have breast cancer 36 17.5
The status of doing CBE
Yes 110 25.4
No 323 74.6
CBE frequency
Never 323 74.6
Sometimes 77 17.8
Regularly every year 33 7.6
Reasons for not having CBE (n = 323)"
I don’t know 156 48.3
I don’t have time 65 20.1
(Continues)
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TABLE 2 | (Continued)

Groups

Frequency (n) Percentage (%)

I'm embarrassed
I don’t believe it’s necessary
T'm afraid of getting a bad result
I don’t think I'll have breast cancer
I think the examination may harm my health
Status of having mammography previously (n = 233)
Yes
No
Mammography frequency
Never
Sometimes
Once every 2 years
Reasons for not having mammography (n = 172)"
I don’t know
I don’t have time
I'm embarrassed
I don’t believe it’s necessary
I'm afraid of getting a bad result
I don’t think I'll have breast cancer
I think the mammography may harm my health

58 18.0
48 14.9
43 13.3
48 14.9
10 31
61 26.2
172 73.8
172 73.8
30 12.9
31 13.3
76 44.2
33 19.2
42 24.4
19 11.0
26 15.1
18 10.5
21 12.2

*Multiple selected items.

of age was not found to have a significant effect on fear score
(p = 0.482). A strong relationship was found between the level of
education and fatalism (p < 0.001); fatalism scores of partic-
ipants who were literate and primary school graduates
(4.46 £3.25) were found to be significantly higher when
compared with the other education groups (Post hoc: 1> 2,
1> 3,2 > 3). However, the level of education was not found to
have a significant effect on the fear of score (p =0.058). In
terms of marital status, fatalism scores of married women
(3.45+2.84) were found to be significantly higher when
compared with those of single women (2.80+2.71)
(p = 0.021). However, marital status was not found to have
a significant effect on fear scores (p =0.557). The fatalism
scores of unemployed women (4.12 + 3.03) were significantly
higher than those of employed women (2.27 + 2.20) (p < 0.001).
The fear level of unemployed women (27.03 + 8.30) was found
to be higher than that of employed women (25.27 +7.97)
(p = 0.026). The income status variable did not show a signifi-
cant difference in terms of either fatalism or fear scores

(p > 0.05). However, having children created a significant
difference in both fatalism and fear scores. The fatalism score of
women without children (2.35 + 2.23) was found to be signif-
icantly lower than that of women with children (3.67 &+ 2.98)
(p ~ 0.001). Furthermore, the fear score of women with chil-
dren (26.77 £ 8.23) was significantly higher than that of women
without children (25.03 £7.96) (p = 0.035). In analyses con-
ducted based on whether or not there was a family member or
close relative diagnosed with breast cancer, no significant differ-
ence was found between fatalism and fear scores (p > 0.05). In-
terestingly, this finding suggests that fear and fatalistic perceptions
may not function as direct determinants of screening behaviour.
Rather, fear may operate as a generalised background emotional
state experienced similarly by both women who participate in
screening and those who do not. In this sense, fear may represent
an underlying health-related anxiety rather than a direct behav-
ioural trigger. This finding underscores the complex and multi-
dimensional nature of emotional influences in preventive health
behaviours. However, the fatalism scores of women who wanted to

TABLE 3 | Breast cancer fatalism and fear mean scores and breast cancer fear level (n = 433).
Level of
Mn Sd Scale min-max. fear Frequency (n) Percentage (%)
Breast Cancer Fatalism Total 3.21 2.81 0-11
Low 51 11.8
Breast Cancer Fear Total 26.17 8.17 8-40 Moderate 94 21.7
High 288 66.5

Note: Mn: mean, Min: minimum, Max: maximum.
Abbreviation: Sd, standard deviation.
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get information about breast cancer (3.033 £ 2.779) were found to
be significantly lower than those of women who did not want to get
information (3.847 +2.855) (p = 0.012). In addition, the fear
scores of women who did not want to receive information
(23.939 + 8.149) were found to be significantly lower than those of

women who wanted to receive information (26.827 + 8.080)
(p = 0.002). Knowledge of early detection methods, performing
self-breast examinations, undergoing CBEs, and having mam-
mograms did not show a significant difference in terms of fatalism
and fear scores (p > 0.05) (Table 4).

TABLE 4 | Differentiation of breast cancer fatalism and fear scores in terms of descriptive characteristics (n = 433).
Breast Breast
Characteristics n cancer fatalism score cancer fear score
Mn + Sd Mn + Sd
Age
< 40 200 2.79 +£2.36 2647 +7.76
> 40 233 3.58 £3.10 25.91+8.52
t= —2.953 0.699
p= 0.003 0.482
Educational status
Literate and elementary” 107 4.46 +3.25 27.50 +7.85
Secondary and high school® 118 3.514+295 26.57 + 8.88
University® 208 241+217 25.26 +7.85
F= 21.365 2.865
p= 0.001 0.058
Posthoc = 1>2,1>3,2>3
Marital status
Single 156 2.80£2.71 25.86 £ 7.77
Married 277 3.45+2.84 26.34 + 8.40
t= —2.320 —0.587
p= 0.021 0.557
Employment status
Unemployed 222 4.12 +3.03 27.03 +£8.30
Employed 211 2.27+£2.20 25.27+17.97
t= 7.261 2.239
p= 0.001 0.026
Income level
Income < expense 156 3.07 £2.65 25.16 +8.52
Income = expense 221 3.344+2.90 26.67 £8.12
Income > expense 56 3.10+2.90 27.01+7.17
F= 0.494 1.896
p= 0.610 0.151
The status of having children
No 150 2.354+2.23 25.03+£7.96
Yes 283 3.67 £2.98 26.77 £8.23
t= —4.766 —2.121
p= 0.001 0.035
Presence of breast cancer diagnosis in family/relatives
No 311 3.28+2.98 26.64 +7.77
Yes 122 3.05+2.34 24.99 +9.06
t= 0.777 1.889
p= 0.389 0.079
Status of getting information about breast cancer
(Continues)
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TABLE 4 | (Continued)

Breast Breast
Characteristics n cancer fatalism score cancer fear score
Mn + Sd Mn + Sd
Yes 303 3.09 +2.77 26.10 £ 8.00
No 130 3.50 +2.90 26.33 £8.59
t= —1.372 —0.275
p= 0.171 0.783
Wishing to get information about breast cancer
Yes 335 3.03£2.77 26.82 £+ 8.08
No 98 3.84 £2.85 2393 +8.14
t= —2.535 3.106
p= 0.012 0.002
Having knowledge of early detection methods
Yes 314 3.08 +2.76 2594 +£8.12
No 119 3.57+2.92 26.79 £8.31
T= —1.616 —0.966
p= 0.107 0.335
Status of doing BSE
Yes 227 3.14 £2.80 2592 £8.39
No 206 3.30 £2.82 26.45+7.94
t= —0.591 —0.674
p= 0.555 0.501
BSE frequency
Never 206 3.30 +2.82 26.45+7.94
Occasionally 183 3.124+2.80 25.67 £8.19
Regularly every month 44 3.20+£2.84 26.954+9.21
F= 0.188 0.663
p= 0.829 0.516
Status of having CBE
Yes 110 3.30+2.85 26.59 £+ 8.80
No 323 3.18 £2.80 26.03 +£7.96
t= 0.397 0.620
p= 0.692 0.536
CBE frequency
Never 323 3.18 £2.80 26.03 £7.96
Sometimes 77 3.29+£2.95 26.02 + 8.64
Regularly every year 33 3.33+2.64 27.90 £9.17
F= 0.080 0.804
p= 0.923 0.448
Status of having mammography previously
Yes 61 3.24+2.44 26.60 £ 8.78
No 172 3.70 +3.30 25.67 +8.43
t= —0.989 0.733
p= 0.257 0.464
Mammography frequency
Never 172 3.70 £3.30 25.67 £8.43
Sometimes 30 2.60 +1.88 27.03+7.90
(Continues)
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TABLE 4 | (Continued)

Breast Breast
Characteristics n cancer fatalism score cancer fear score
Mn + Sd Mn + Sd
Once every 2 years 31 3.87+2.77 26.19 £9.66
F = 1.778 0.342
p= 0.171 0.711

Note: n: number, Mn: mean, F: ANOVA test; t: independent groups ¢-test, Post hoc: Tukey, LSD. The superscripts (*, 2 ?) indicate statistically significant differences between
groups according to post hoc analysis. Bold values denote statistically significant results (p < 0.05).

Abbreviation: Sd, standard deviation.

According to the results of the correlation analysis, a positive but
weakly significant correlation was found between breast cancer
fatalism and fear scores (r =0.119, p = 0.014) (Table 5).

A linear regression analysis was performed to identify variables
that could influence women’s levels of fear regarding breast
cancer. Variables that showed a significant correlation with the
fear score in paired comparisons were included in the model. The
fear score was used as the dependent variable, while fatalism
score, employment status, parenthood status and wish to receive
information about breast cancer were included as independent
variables in the model. When the statistical data for the model
were evaluated, the model was found to be significant (F = 5.724,
p ~ 0.001). Although the explanatory power of the model was
low (R? = 0.042), some variables were found to have a significant
effect on fear. Of the independent variables, fatalism perception
is a significant predictor of breast cancer fear (B=0.308,
p = 0.036). According to the standardised coefficient ( = 0.106),
an increase in fatalism is associated with a slight but significant
increase in fear scores. The wish to receive information about
breast cancer also has a significant effect on levels of fear
(B=3.343, p < 0.001; #=0.171). Women who were willing to
obtain information had higher fear scores than those who
were not. Employment status (being employed) and having
children did not have a statistically significant effect on fear
(p =0.323 and p = 0.189, respectively) (Table 6).

4 | Discussion

Fear of breast cancer may cause women to avoid or disregard
early detection and screening methods. The perception of fa-
talism can also be a significant obstacle in the health-related
decision-making processes of individuals [38]. Therefore, de-
termining the effects of breast cancer fear and fatalism percep-
tion in women on early detection behaviours is of critical
importance for the development of public health strategies. This
part of the study discusses how women’s breast cancer fear and
fatalism perceptions affect early detection and screening
methods for breast cancer, supported by the literature.

TABLE 5 | Correlation analysis between breast cancer fatalism and
fear scores.

Breast cancer fatalism total

0.119"
0.014

Breast Cancer Fear Total

*< 0.05; Pearson correlation analysis.

Breast cancer is the most common type of cancer among women
worldwide, and early detection methods significantly reduce
mortality. Women’s knowledge levels and awareness are key factors
that directly influence screening behaviour. Of the women who
participated in the study, 28.2% stated that someone in their family
or close circle had been diagnosed with breast cancer. The rate of
individuals diagnosed with breast cancer in their family or close
circle was reported as 6.8% by Kulakel et al. and 17.4% by Ersin and
Havlioglu [39, 40]. These differences can be explained by the cul-
tural and demographic characteristics of the samples.

In the present study, the majority of participants (70.0%) reported
prior knowledge of breast cancer. Among the sources of information,
healthcare professionals ranked first, followed by the internet. The
findings of Ersin and Havlioglu support our results [40]. George et al.
reported that 92.3% of women had knowledge about breast cancer,
while Giizel and Bayraktar reported this rate as 96.7% and noted that
the internet (31.1%) and television (30.3%) were the most prominent
sources of information [41, 42]. In contrast, the level of knowledge
was found to be only 16.1% in Giimiis Sekerci and Sohbet [43]. These
differences indicate that socioeconomic factors, health literacy and
the level of integration of the community into the health system may
play an important role in accessing information.

In the present study, 77.4% of the women stated that they wanted
to get more information about breast cancer. Studies in the lit-
erature support our findings [42, 44]. This result shows that high
levels of demand for information can present an important
opportunity in planning health education programmes.

Despite awareness of early detection methods, implementation
levels remain low. In the present study, approximately three-
quarters of women stated that they were aware of early detection
methods. However, only 10.2% regularly performed BSE. Cal
et al. (2018) reported the rate of BSE as 61.2% and the rate of those
who regularly performed it as 50% [45]. Altintas et al. reported
the same rates as 59.5% and 45.9%, respectively [46]. However,
Demirel Bozkurt et al. found the rate of performing BSE as only
14.7%. These data show that the low rates in this study indicate
lack of knowledge and behavioural barriers [19]. The reasons for
not performing BSE included ‘not knowing how to perform’ and
‘fearing a negative outcome’. Sohbet and Karasu also reported
lack of knowledge and fear as the most frequent two reasons [23].

In the present study, approximately three-fourth of women stated
that they did not have CBE. The results of studies in the literature
are also similar to the results of the present study [19, 22, 47]. In
the present study, the reasons for not having CBE include ‘lack of
knowledge’, ‘feeling embarrassed’ and ‘the thought that it is
harmful for health’. The results of Altintas et al. are also similar
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The effect of fatalism and certain variables on breast cancer fear.

TABLE 6

Standardised

Unstandardised

95% confidence interval

coefficients

coefficients

Independent variable

Upper

Lower
19.607
0.020
—2.634
—0.590
1.518

SE
1.342
0.146
0.891

24.883
0.595

0.001

16.574

22.245
0.308
—0.882
1.195
3.343

Fixed

0.036

2.105
—0.990

0.106
—0.054
0.070
0.171

Fatalism total

0.870

0.323

Employment status (Ref: Employed)

2.980

0.189
0.001

1.316
3.602

0.908
0.928

Having children (Ref: None)

5.167

Wishing to get information about breast cancer (Ref: No)

5.724; p ~ 0.001; Durbin-Watson value = 1.886. Bold values indicate statistically significant results (p < 0.05).

0.225; R> =0.042; F=

Note: Dependent variable = fear total, R

to our results [46]. Sohbet and Karasu reported reasons such as
neglect and absence of problems [23].

In the present study, the rate of having mammography was also
similarly low. The reasons for not having mammography in-
cluded ‘lack of knowledge’, ‘feeling ashamed’, ‘insufficient time’
and ‘the thought that they may hurt’. These findings are
consistent with previous studies [42, 44]. These data show that
lack of information and cultural barriers are basic factors in
screening behaviours.

In the present study, the mean breast cancer fatalism score was
found as 3.21 + 2.81 similar to the literature [18, 25, 48]. Kulak¢1
et al. found the fatalism mean score to be lower [39].

In the present study, the fatalism score was found to increase
with age. However, Ersin & Kilic Dedeoglu did not find a sig-
nificant relationship between age and fatalism, while Ghah-
ramanian et al. reported higher fatalism perception in women
younger than 40 years of age [38, 48]. This shows that fatalism
can shape in different directions based on cultural norms.

The present study showed that fatalism level decreased as the
level of education increased. Studies conducted in the literature
are parallel to these results [32, 48].

In the present study, fatalism scores of married and un-
employed women were found to be higher. This result suggests
that social roles are also effective in addition to education and
knowledge of health. The result that women who did not have
children had higher fatalism scores can similarly be explained
with the decrease in life control perception.

The low fatalism scores of women who wanted to get in-
formation in the present study shows that health literacy may
decrease fatalism. AlWaheidi et al. reported that breast cancer
fatalism perception was an important cultural barrier that
delayed women’s decisions to get help about breast
symptoms [49].

The mean breast cancer fear score was found as 26.17 £+ 8.17 in
the present study, and 66.5% of women were found to expe-
rience high levels of fear. These results are in parallel with the
results of other studies in the literature [19, 21, 50]. The fact that
breast cancer is the most common type of cancer in women and
that it is frequently discussed in the media may explain high
levels of fear.

In the paired analyses conducted, the mean fear levels of un-
employed women were found to be significantly higher than
those of employed women. However, in the regression analysis,
employment status was not found to have a significant effect on
fear score. In a study conducted in America by Flores-Luevano
et al. (2020), working women’s fear scores were found to be
higher, unlike the results of the present study [21]. This dif-
ference in results may be due to cultural differences, working
conditions, differences in the health system and the ways
women accessed information about health. In paired analyses,
the mean fear scores of women who had children were found to
be higher than those of the women who did not have children.
However, regression analysis did not show a significant effect
for having children on fear scores. In a study conducted in 2022
by Ozcelik and Secginli, cancer fear levels of women who had
children were found to be higher and this result shows the
increasing effects of regular screening behaviours [51]. This
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result also shows that mothers may have higher anxiety due to
their responsibilities for themselves and their families. The result
that women who wanted to get information about breast cancer
had higher fear scores suggests that having information may
increase awareness and therefore anxiety, while avoidance be-
haviours in women who did not want to get information may
decrease fear. Regression analysis also showed significant results.
In the present study, no significant relationship was found be-
tween levels of fear and age, educational status, marital status,
income level, presence of breast cancer diagnosis in the family,
the status of wanting to be informed about breast cancer,
knowing about early detection methods and BSE, CBE and
mammography behaviours. Similarly, Polat and Ersin (2017) also
reported that fear levels did not determine screening behaviours
directly [52]. This suggests that mediating variables such as level
of knowledge, health literacy, social support and perceived
control are important for breast cancer fear to transform into
behavioural results. While high levels of fear may cause avoid-
ance, the optimal level of fear may support early detection
motivation. Although the regression model was statistically
significant, the explained variance was relatively low (R?=
0.042), indicating that only 4.2% of the variance in fear scores was
accounted for by the variables included in the model. This
suggests that additional psychosocial and contextual factors not
examined in the present study may play a more substantial role in
shaping women’s fear of breast cancer. Variables such as health
literacy, perceived self-efficacy, perceived control, social support
and prior health experiences may significantly contribute to fear
levels and should be considered in future research. Therefore, the
limited explanatory power of the model represents an important
limitation of this study.

A positive correlation was found between breast cancer fear and
fatalism in the present study. In addition, fatalism perception was
found to be a significant predictor of breast cancer. In addition to
studies that support our findings, there are also studies that
report that fatalism decreases fear [38]. The perception of fa-
talism has a significant effect on individuals’ health-related
decision-making and also plays a role in shaping the percep-
tion of illness. Determinism may be perceived as a mechanism for
coping with uncertainty and fear rather than a factor that fuels
fear in some societies. These differences show that fatalism
functions as a coping mechanism that reduces fear in some
societies and as a factor that fuels fear in others.

The positive association observed between fatalism and fear
warrants further consideration. In some cultural contexts, fa-
talism has been described as a coping mechanism that may
reduce anxiety by attributing health outcomes to destiny or di-
vine will, thereby decreasing perceived personal responsibility.
However, in the present study, higher fatalistic beliefs were
associated with higher levels of fear. In contexts where perceived
control is low, fatalistic beliefs may amplify fear by diminishing
self-efficacy and reducing engagement in proactive health be-
haviours. This finding suggests that, rather than functioning as
a protective coping strategy, fatalism may reinforce feelings of
helplessness and loss of control in the context of breast cancer.
When individuals perceive cancer as unavoidable and pre-
determined, this belief may intensify fear by reducing perceived
agency and increasing uncertainty. Thus, in this sociocultural
context, fatalism appears to exacerbate rather than alleviate
emotional distress.

4.1 | Implications for Public Health Nursing

The findings of this study provide important implications for
public health nursing practice, particularly in the development of
culturally sensitive interventions aimed at increasing breast
cancer early detection behaviours. Previous studies have
emphasised that psychosocial factors such as fear and fatalism
significantly influence screening participation [17, 18, 35].
Therefore, addressing these psychological determinants should
be considered a priority in community-based nursing
interventions.

Firstly, improving health literacy is essential, especially among
women with lower educational attainment and those outside the
workforce. Research has shown that educational interventions
based on structured health promotion models significantly im-
prove breast cancer screening behaviours [40]. Public health
nurses can design targeted educational programmes that simplify
complex medical information and directly address mis-
conceptions related to screening procedures.

Secondly, the observed association between fatalism and fear
highlights the importance of culturally sensitive counselling
strategies. Fatalistic beliefs have been identified as cultural
barriers that delay help-seeking behaviours [49]. Nurses can
implement counselling sessions that reframe fatalistic percep-
tions by emphasising the effectiveness of early diagnosis and
advances in treatment outcomes.

Furthermore, motivational interviewing techniques may be ef-
fective in transforming awareness into action. Studies indicate
that fear alone does not necessarily translate into screening
behaviour unless supported by perceived control and self-efficacy
[51]. Training public health nurses in motivational interviewing
may enhance women’s readiness to participate in regular
screening practices.

Community-based outreach programmes, including home visits
and peer support initiatives, may also reduce psychological
barriers and increase screening uptake. Evidence suggests that
nurse-led community interventions improve preventive health
behaviours and screening adherence [18, 40]. Such programmes
are particularly important in regions with socioeconomic
disadvantages.

In conclusion, integrating educational, psychological and
behavioural strategies within public health nursing practice is
crucial for reducing fatalism, managing fear and promoting early
detection behaviours. Evidence-based and culturally tailored
nursing interventions may contribute significantly to improving
breast cancer screening rates.

4.2 | Limitations and Strengths

The present study has some limitations. First of all, data col-
lection process is limited to adult women who referred to
Artukbey and Yenisehir Family Health Centres in the city centre
of Mardin between 1 November 2024 and 28 February 2025. This
limits the generalisability of the findings, as they only reflect the
population of a specific geographical area and healthcare in-
stitution. Secondly, the fact that the study was conducted in only
one province and that the data were collected through surveys
based on self-reports by participants may lead to limitations in
terms of data accuracy and representativeness. Thirdly, due to its
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cross-sectional design, the study prevents the determination of
causality between variables.

Nevertheless, the limited number of studies examining the re-
lationship between breast cancer fear and fatalistic perceptions
and early detection behaviours makes this study a significant
contribution to the field. Furthermore, the data obtained from
women with different socio-demographic characteristics provide
a unique perspective to the literature and support existing
knowledge.

5 | Conclusion

The present study found that more than half of women per-
formed BSE, a quarter underwent CBE and an average of
a quarter of women over the age of 40 had mammography.
However, the rates of regular BSE, regular CBE and regular
mammography were found to be quite low. This finding is
consistent with previous studies indicating that awareness does
not necessarily translate into regular screening behaviours
[19, 52]. These results suggest that informational knowledge
alone may be insufficient to sustain preventive health practices.
The most important reason women did not use early detection
methods was that they did not have information about these
methods.

It was found that women experienced a significant level of fear
regarding breast cancer. Similar levels of elevated fear have been
reported in previous research [18, 50], suggesting that fear re-
mains a prevalent psychosocial response among women in dif-
ferent cultural contexts. Excessive fear may function as
a psychological barrier rather than a motivating factor for
screening participation.

Demographic factors such as age, educational status and em-
ployment status significantly influenced fatalistic perceptions.
Previous studies have similarly reported that lower educational
attainment and socioeconomic disadvantage are associated with
stronger fatalistic beliefs [29, 48]. These findings reinforce the
importance of addressing sociocultural determinants in breast
cancer prevention strategies. Employment status, having chil-
dren and the wish to receive information were also found to have
a significant effect on breast cancer fear. However, performing
BSE, having CBE and having a mammogram were not found to
have a significant effect on fatalism and fear levels. An increase in
breast cancer fear levels was observed as fatalism perception
increased. This finding aligns with research suggesting that fa-
talistic beliefs may amplify emotional distress and reduce per-
ceived control over health outcomes [38, 49]. Such interaction
between cognitive beliefs and emotional responses highlights the
complex psychological mechanisms underlying screening
behaviours.

As emphasised in previous studies, structured educational in-
terventions and culturally tailored nursing programmes have
demonstrated effectiveness in improving breast cancer screening
behaviours [40]. Therefore, developing multifaceted strategies
that address both informational deficits and psychological bar-
riers may enhance early detection practices. The findings in-
dicate that women lack knowledge about breast cancer screening
methods. Therefore, it is important to organise educational
programmes and strengthen existing programmes in order to
raise awareness within society. Information campaigns should be

organised through healthcare institutions, schools, workplaces,
community centres and social media to increase awareness of
breast cancer. It is important to develop strategies that will re-
duce fatalism and increase the desire to get information, espe-
cially for women with low levels of education. In addition,
priority interventions should be implemented for high-risk
groups with high levels of fear and fatalism.

In addition, context-specific strategies should be considered
when designing interventions aimed at reducing fatalistic beliefs.
In regions where religious and cultural norms strongly influence
health perceptions, programmes addressing fatalism could be
developed in collaboration with religious leaders and respected
community opinion leaders. Such partnerships may help reframe
fatalistic beliefs in ways that support proactive health behaviours
rather than passive acceptance. Furthermore, interventions
targeting women with lower educational attainment and non-
working women should explicitly incorporate components fo-
cused on fear management, perceived control and empower-
ment. Structured group sessions, culturally sensitive counselling
and simplified health literacy materials may enhance the ef-
fectiveness of these initiatives.

Public health nurses play a critical role in translating awareness
into preventive action through individualised counselling,
community-based education and home visits. Evidence suggests
that nurse-led interventions significantly improve adherence to
screening recommendations [18, 40]. Integrating psychological
support with health education may be particularly effective in
populations with high levels of fear and fatalism.

In conclusion, combating breast cancer requires comprehensive
approaches that extend beyond medical recommendations to in-
clude cultural, psychological and behavioural dimensions.
Addressing fear and fatalism through evidence-based and cul-
turally sensitive strategies may contribute to improved early de-
tection rates and reduced breast cancer-related morbidity and
mortality. Future longitudinal and intervention-based research is
recommended to further clarify causal pathways and strengthen
the evidence base. This way, it may be possible to increase early
detection rates and reduce mortality. Furthermore, it is recom-
mended to conduct intervention-based experimental research and
plan large-scale studies including different sociocultural groups.
The present study contributes to the limited literature in this field.
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