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with a single chest radiograph.2' Bile acid malabsorption is a
more common cause of important morbidity than is generally
appreciated. It can be diagnosed easily and reliably by measuring
the whole body retention of SeHCAT. Preliminary results in
northern Sweden, where the diet has a higher fibre content
than in Scotland, suggest that normal subjects there may
retain less than 15%0 at seven days (Nyhlin, personal communica-
tion). The actual retention values are thus likely to vary in
different populations and should be determined for each centre.
We recommend that retention of SeHCAT should be measured
routinely in patients with troublesome chronic diarrhoea for
which no cause has been found.

We thank Amersham International for supplies of SeHCAT;
Mrs S Kent for technical help; and our colleagues, especially Dr W
Sircus and Dr A Ferguson, for allowing us to study patients under
their care.
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Older women's attitudes towards breast disease, self
examination, and screening facilities: implications
for communication

D S LEATHAR, M M ROBERTS

Abstract

Qualitative research techniques were used in two studies
in Edinburgh to explore older women's attitudes and
motivations towards breast disease, self examination,
and screening, with a view to identifying appropriate
strategies for communication. The results indicated that
knowledge of breast disease and screening facilities was
poor and that many psychological and emotional issues
inhibited self examination.
Increasing information about self examination and

clinics is unlikely to influence uptake unless it is presented
together with emotional support rather than through
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conventional mass media channels. Such support may
best be provided by setting breast screening within
general health screening rather than emphasising the
single disease.

Introduction

Several studies have suggested that those women who do not
take up opportunities for screening may be older and poorer
than those who attend clinics offering screening services.' -3
The same may be true for acceptance of self examination of the
breasts, but uptake of screening or the practice of self examina-
tion seems likely also to depend on a woman's underlying
motivations and attitudes towards breast disease. Most studies
on these aspects have been carried out in women who already
have some problem with their breasts.4 We therefore thought
that the relation between women's motivations and attitudes to
breast disease, self examination, and screening facilities required
further study, especially in relation to social class.

In exploring women's attitudes to topics as sensitive as breast
cancer we thought that a qualitative research approach using
group discussions might be most useful.6 The technique derives
from market research, doctors being either unfamiliar with it or
sceptical about its relevance in medicine. It is now, however, well
established in health education research, especially in Scotland,
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and has provided the methodology for basic research into the
reasons underlying attendance and non-attendance at other types
of health related clinics.7 8 Small groups of six to eight people
with specified sociodemographic characteristics are recruited
through quota sampling and asked to discuss a topic under the
direction of a psychologist. Aspects are explored and discussed
rather than specific questions asked, and the opportunity for
interaction allows topics to be explored in greater depth than
conventional questionnaire techniques sometimes permit.
Provided all intended aspects are covered by the end of the
discussion, respondents specify their own priorities in discussing
the topic, using their own language to do so. The method there-
fore avoids one of the common failings of questionnaire research,
which is exploring only those issues judged to be important by
the researcher and thus reflecting his biases and preconceptions.
Furthermore, the opportunity for interaction allows the re-
searcher to use complicated interviewing techniques, especially
projective methods, many of which have been developed by
market researchers. These are particularly useful in exploring
complex issues such as imagery and motivation.
We report here the results of two studies. The first, in 1980,

was exploratory, providing information on attitudes and motiva-
tion about breast disease, self examination, and screening with
particular emphasis on the implications for communication
strategy in a health education programme being planned for
Edinburgh.9 Subsequently, another study was done, in 1982,
to explore the relation of attitudes and motivation to social class,
especially in relation to attendance at the Edinburgh Breast
Screening Clinic by older women. The current trial of screening
for breast cancer has been described elsewhere, but by 1982
we already knew that only two thirds of women in the age group
45-65 took up the offer of screening.10

Subjects and methods

Altogether 18 group discussions were carried out, 15 with women
and three with men, giving a total sample size of 136 (table). Respon-

Sample structure

Group Age range (years) Socioeconomic state* Sex No of participants

First study (1980)
1 40-60 ABC1 F 8
2 40-60 BC1C2 F 8
3 40-60 C2DE F 8
4 30-45 C2DE F 7
5 30-45 ABC1 F 8
6 35-65 BC1C2 M 8

Second study (1982)
1 45-65 C1C2D F 7
2 45-65 C1C2D F 7
3 45-65 C1C2D F 8
4 45-65 C1C2D F 8
5 45-65 C1C2D F 7
6 45-65 D F 8
7 45-65 ABC1 F 7
8 45-65 ABC1 F 8
9 45-65 ABC1 F 7
10 20-45 C1C2D F 8
11 45-65 C1C2D M 7
12 45-65 C1C2D M 7

*Definitions according to standard market research criteria.14

dents were recruited by professional market research interviewers and
asked to attend the discussions, which were held in a private house.
Considerable care was taken to ensure that those attending would not
be distressed by the topic, and anyone with recent illness, especially
breast disease either of themselves or in their family, was excluded.
Respondents were not told the precise subject to be discussed, which
was described as being about "attitudes towards health care including
serious diseases."
The principal aspects covered were knowledge of and attitudes to-

wards breast disease, attitudes towards breast self examination and
screening, reasons for uptake or lack of uptake of early diagnostic
facilities, and communication issues. Eight of the groups were led by
a woman interviewer and seven by a man. The respondents were paid a
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standard fee for participation, and each group discussion lasted for
about one and a half hours.

Results

KNOWLEDGE OF BREAST DISEASE

Knowledge of the symptoms and extent of breast disease was poor.
Breast disease was equated with having a lump that was either benign
(removable and curable) or malignant (ultimately fatal), a distinction
impossible for women themselves to determine as expert knowledge
was required.

Confusion was also shown about the signs and symptoms of breast
cancer for example, about the relation to pain and the meaning of skin
puckering and nipple inversion. The causes were thought not to be
different from those of cancer in general, which was most often attri-
buted to general environmental factors. Almost all women believed
that cancer spreads inevitably to other parts of the body. Specific
beliefs about breast cancer's association with breast feeding or the pill
were very undeveloped, being merely restatements of the more
emotional media publicity.
There was only superficial awareness that women aged over 40

were more at risk, although older people were accepted as being more
susceptible to cancer in general. In terms of prognosis, a pessimistic
view of cancer's terminal nature, other than when "caught early
enough," tended to dominate. There was, however, considerable de-
bate about what being caught early enough actually meant in practice:
whether it was defined by the size of the lump; implied any pain;
or was cancer identified by machinery but not far enough advanced to
be identified by examination. Although there was a vague acceptance
that most lumps were benign, the immediate conclusion of virtually all
women interviewed was that any lump they found themselves was
bound to be malignant.

Surgery was the only method of treatment mentioned to any extent.
Benign lumps were removed, whereas malignant lumps resulted in
mastectomy. Partial versus complete mastectomy was virtually
unknown as was the possibility of women having a choice in the treat-
ment given. Also, mastectomy was not necessarily equated with
guaranteeing recovery. It was simply seen as the removal of a cancer,
which, depending on how advanced it was, might or might not lead to
eventual cure. There was no awareness at all of the cure rate within a
five year period.

ATTITUDES TOWARDS BREAST CANCER

Breast cancer was a highly emotive, deeply threatening topic. For
younger respondents most fears related to the psychological implica-
tions of being incomplete in the feminine sense. such as changes in
self concept, relations with husbands and children, and coping with a
world in which losing a breast is still regarded as abnormal. There were
also fears of being visibly abnormal; despite the quality of modern
prostheses there was the overwhelming belief that people would know
and would be constantly looking at them.

Older women stated that they would feel under less psychological
pressure of this type. While there was still the fear of being incomplete,
they thought they would be under less pressure from friends and rela-
tives "examining" them. They also claimed greater emotional support
from their husbands, as their marriages would be longer lasting with
less emphasis on sexual relations. Instead, their pressures were more
generalised, resulting more from the fear that their susceptibility
to cancer in general had been confirmed and was constantly visible.

ATTITUDES TOWARDS SELF EXAMINATION

Older women found self examination difficult to carry out on any
regular basis for three reasons. Firstly, they found difficulties in
accepting the psychological "niceness" of examining this part of the
body; this was primarily due to attitudes to sex in their younger days,
when it was a culturally repressed subject. Secondly, although many
women accepted on a logical level that self examination should be
carried out to find any abnormalities, in practice it was often done to
find nothing wrong and to reinforce this belief. As a result it was
carried out unsystematically, irregularly, and superficially, with in-
difference to educational programmes encouraging it and, to some
extent, reluctance to learn the correct procedure. Finally, there was un-
certainty in knowing what to look for other than a lump. There were



670 BRITISH MEDICAL JOURNAL VOLUME 290 2 MARCH 1985

also uncertainties about normal variations, the frequency and timing
of the examination, and the techniques to use.

KNOWLEDGE OF AND ATTITUDES TOWARDS BREAST SCREENING

Women were confused about what services were available, though
most knew of at least some form of screening facility. Knowledge was
poor of both the breast screening clinic and well woman clinics,
especially in terms of the services offered, patient age group, the range
of tests that took place, the need for referral, and their relation to other
clinics. They were, however, judged to be a service that should be
encouraged and expanded, and, indeed, there was uncertainty about
why they were not more widely known.
Two basic reasons were given for attending regularly. Firstly, the

logical rational consideration that early diagnosis minimised the con-
sequences of serious illness. This required a long term perspective.
Secondly, to obtain psychological reassurance to a deep seated worry.
This type of behaviour was particularly associated with women who
described themselves as worriers and had a strong need for reassurance
in situations that caused anxiety. This had to be resolved on some ob-
jective basis, the most obvious one being to attend a clinic for a pro-
fessional verdict of "all clear."
Many reasons emerged for not attending clinics. Although it

was recognised on an intellectual level that breast disease would have a
profound effect on their family responsibilities, many women claimed
that day to day considerations prevented this from being translated
into action. Preventive behaviour such as attending clinics also
appeared to offer nothing positive in any tangible sense but only the
negative possibility of finding something wrong.
Some women did not consider the service important enough to

warrant their attention. A related issue was that many, while
regarding the service as relevant, did not see it as important enough to
justify action. This did not imply that they had any particular fears
about it, merely that they needed a stimulus to turn good intentions
into actual behaviour.
Embarrassment at attending clinics for physical examination was

also mentioned. This included having to relate to professional staff
and being with strangers in a potentially emotional situation (such as
coping with distress if something is found). Some women were anxious
about the clinic procedure. Others were concerned that they were
making a nuisance of themselves in wasting valuable professional time.
It was also commented that "clinics" were not for healthy people.
"Centre" was suggested as a term with fewer emotionally negative
connotations.

Finally, most older women accepted that breast screening was a
"good thing" that should be encouraged by society as a whole and by
government and the National Health Service. These beliefs, however,
were almost always thought to be applicable to other people but not to
the subject herself.

Discussion

Some of our findings will be familiar to most doctors, but
possibly little attention is paid to them. One example is women's
lack of knowledge of signs and symptoms other than the pre-
sence of a lump. This finding was confirmed in another, quantita-
tive study of women's knowledge."1 Other studies have shown
that delay in seeking advice is related to this lack of knowledge.'2
The widespread knowledge of the secondary spread of cancer

is one that we should note as doctors' difficulties in describing
metastatic disease to patients are irrational in view of this.
Appropriate reassurance about the absence of spread is equally
important for patients. Despite many newspaper articles and
television programmes most women know little about new treat-
ments of breast cancer, and clinicians should remember this.
The confusion and lack of knowledge about existing screening
facilities and well woman clinics show a lack of positive com-
munication from health professionals, which could be improved
by appropriate means.
An interesting finding was the tendency of many women to

carry out breast self examination in a way that ensured that no
abnormality was found. This highlights the difficulties in teach-
ing women this technique. Although factual knowledge can be
improved, the desire not to find anything wrong will be less easy
to deal with. In fact, because of this many women were somewhat

pessimistic about the likely success of teaching self examination
and argued that unless it is established as a positive habit early
on in life it would be extremely difficult to break the counter
habit of non-examination.
The study also has important implications for breast screening

among older, working class women. Merely reminding them of
the logical advantages is fraught with problems. Great care
should be taken in making the assumption that simply providing
increased factual information will encourage early diagnosis;
the reasons for not using screening facilities were largely un-
related to factual knowledge. The prime reason was emotionally
based, to do with coming to terms with the developing expecta-
tion of ill health rather than the absence of specific information,
although factual information was in no way complete or accurate.
Anything that highlights the possibility of ill health or the
individual's vulnerability, such as the request to attend a screen-
ing clinic, may therefore be dismissed, even though the case for
attending is accepted and even encouraged at an intellectual
level.
To succeed in overcoming these emotional fears that lie at the

core of non-attendance would require procedures that breast
screening is perhaps not capable of providing on its own. In
particular, it would have to provide some general psychological
reassurance allowing older women to cope with the diffuse
threat of ill health or provide a clean bill of health from all
potentially serious threats of ill health. These requirements are
more in line with breast screening being set within a wider con-
text of general health screening rather than emphasising a single
disease. The policy that breast screening should be offered as a
single exercise may therefore be quite inappropriate for older
women, particularly in some social groups. This implication is
important but requires further work before any policy could be
suggested. It is interesting that women who do not respond to
an invitation for screening tend to be older and are more likely
to be working class than women who accept.3 13

In conclusion, the implications for communication are
relatively clear. There are many areas of factual uncertainty about
breast disease and self examination. Normally this would imply
some mass educational approach. Because emotional support is
required as well, however, it is more likely to be achieved through
personal, face to face communication such as counselling, when
information can be presented together with emotional support,
than through mass media channels such as television. It is our
view that using mass media channels alone could only increase
anxiety, which achieves nothing unless the means to resolve it
are also provided.
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