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Comparison of breast cancer awareness
and attitudes toward screenings in women
with and without a family history
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Abstract

Background This study compares breast cancer awareness and attitudes toward screenings in women with and
without a family history of breast cancer.

Methods This descriptive and correlational research included 1,620 women—3807 with a family history and 813
without. Data were collected using a Personal Information Form, Breast Cancer Awareness Scale (B-CAS), and
Attitudes Toward Cancer Screenings Scale. SPSS 27 software was used for data analysis, including chi-square test,
Pearson correlation, and descriptive statistics.

Results The mean age of women with a family history was 31.22+8.97, while those without had a mean age of
27.15+8.78. Women with a family history scored higher on the B-CAS and the Attitudes Toward Cancer Screenings
Scale, particularly in knowledge of risk factors, symptom awareness, screening barriers, and health behaviors
(p<0.001).

Conclusion Women with a family history of breast cancer have greater awareness and knowledge of risk factors than
those without.
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Background

Cancer in the 21st century represents a major public
health problem worldwide, imposing a significant social
and economic burden [1]. Since the first global estimates
of the cancer burden were published in the 1980s, breast
cancer has been consistently reported as the most fre-
quently diagnosed cancer type among women [2].
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breast cancer were diagnosed worldwide in 2022. Breast
cancer was ranked as the second most commonly diag-
nosed cancer, accounting for 11.5% of all new cancer
cases, and the fourth leading cause of cancer-related
deaths, representing 6.8% of total cancer mortality [1, 2,
4, 6-9].

The main risk factors for breast cancer include
advanced age, high body mass index or obesity, exposure
to tobacco and alcohol, physical inactivity, stress and anx-
iety, high-fat diet, early menarche, late first pregnancy,
short breastfeeding duration, use of hormonal medica-
tions such as menopausal therapy or oral contracep-
tives, radiation exposure to the chest, breast density, and
a family history of breast cancer [10, 11]. Additionally,
the increasing life expectancy in the developing world,
urbanization, and the adoption of Western lifestyles have
contributed to the rising incidence of breast cancer [7].
These factors can trigger breast cancer pathogenesis
either individually or collectively [11]. Genetic predispo-
sition accounts for 5-10% of breast cancer cases, while a
family history of breast cancer constitutes approximately
20-30% of these cases [12]. A family history is one of the
best-known factors significantly affecting breast cancer
risk, with an odds ratio of 1.71 (95% CI 1.59—-1.84), mean-
ing that the ones with a family history of the disease are
about 71% more likely to develop breast cancer compared
to those without such history [13]. In another study using
a large patient cohort, women with a family history of
breast cancer in two or more relatives were found to have
a 2.5 times higher risk (95% CI 1.83-3.47) of developing
the disease [14]. Another study reported that the preva-
lence of breast cancer in young women with a positive
family history is approximately 7-13% [15]. All this data
suggests that a family history of breast cancer should be
considered one of the most important screening factors
in breast cancer prevention [16].

Gaining knowledge about breast cancer risk factors and
implementing early detection methods can effectively
reduce mortality rates and improve patient prognosis [7].
Awareness of the disease (including screening methods
and early signs) plays an important and effective role in
developing and implementing screening programs in the
community. The information acquired can significantly
increase the chance of early detection of breast cancer,
leading to improvements in survival rates and quality of
life [4].

When breast cancer is diagnosed at an early stage, it
can improve prognosis and overall outcomes, reduc-
ing mortality rates; therefore, screening programs have
begun to be implemented in many countries [3, 8, 9].
Regular breast cancer screening can reduce breast can-
cer deaths by 60% within 10 years of diagnosis [17]. In
this context, raising community awareness about breast
screening methods and early warning signs of breast
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cancer can aid in early diagnosis of the disease. Various
screening methods are available for the early detection
of breast cancer-related changes, including mammo-
grams, self-breast examinations, and clinical breast
examinations performed by trained health professionals
[8]. Early detection strategies focus on facilitating timely
access to cancer treatment by reducing barriers to care
and/or improving access to effective diagnostic services.
The goal is to increase the proportion of breast cancers
detected at an early stage, thereby enabling more effec-
tive treatment and reducing the risk of mortality associ-
ated with the disease [7]. In this context, awareness is an
important condition for promoting behavioral change.
The risk of breast cancer can be reduced by decreasing
exposure to modifiable risk factors through behavioral
changes. Increased awareness of both modifiable (e.g.,
alcohol consumption) and non-modifiable (e.g., family
history of breast cancer) risk factors can encourage posi-
tive health behaviors and the utilization of recommended
preventive health services [15].

Methods

Aim

The purpose of this research is to compare breast can-
cer awareness and attitudes towards cancer screenings
among women with and without a family history of
breast cancer.

Objectives of the research

To identify factors that influence attitudes toward
cancer screening programs.

To determine new targets and programs for cancer
screening awareness in public health nursing.

To assess the attitudes of women with a family
history of breast cancer toward screening programs
for breast cancer, which has a high treatment success
rates when diagnosed early.

Research questions

What are the levels of breast cancer awareness
among women with and without a family history of
breast cancer?

What are the attitudes toward cancer screenings
among women with and without a family history of
breast cancer?

Is there a relationship between breast cancer
awareness and attitudes toward cancer screenings
among women with and without a family history of
breast cancer?

Are there significant differences in breast cancer
awareness and attitudes toward cancer screenings
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between women with and without a family history of
breast cancer?

Research hypotheses

HO: There is no significant difference in breast cancer
awareness levels between women with and without a
family history of breast cancer.

H1: There is a significant difference in breast cancer
awareness levels between women with and without a
family history of breast cancer.

HO: There is no significant difference in attitudes
toward cancer screenings between women with and
without a family history of breast cancer.

H1: There is a significant difference in attitudes
toward cancer screenings between women with and
without a family history of breast cancer.

Type of research
The research is descriptive and correlational in nature.

Place and time of research

The research was conducted online through various digi-
tal platforms (WhatsApp, Facebook, Instagram). Data
were collected via surveys distributed online from March
to August 2024.

Population, sampling method, and size

The population of the research includes 21,956,491
women aged 15-49 in Turkey [18]. The sample size was
determined using a formula for known populations with
a 95% confidence interval and a 5% margin of error, cal-
culated through a program [19], resulting in a sample size
of 384 women. Data were collected between March and
August 2024 via online platforms using a convenience
sampling method. This method allows researchers to
collect data from the population in the easiest, fastest,
and most cost-effective manner, making it one of the
most preferred methods [20]. During the data collection
period, 1,710 women accessed and completed the survey.
After excluding incomplete questionnaires, 1,620 women
who met the inclusion criteria and provided complete
responses were included in the final analysis.

Inclusion criteria

+ Women aged 15—49.

+ Atleast literate.

+ Voluntarily willing to participate.

+ Proficient in reading and understanding Turkish.

+ Ownership of a smartphone, computer, tablet, or
wireless internet access.
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Exclusion criteria

+  Women younger than 15 or older than 49.

« Incomplete survey responses.

+ Inability to read and understand Turkish.

«+ Lack of a smartphone, computer, tablet, or wireless
internet access.

Data collection tools

The study consists of three sections: the study question-
naire, Personal Information Form, Breast Cancer Aware-
ness Scale (B-CAS), and Attitude Scale Towards Cancer
Screenings.

Personal information form

This form was prepared by the researchers based on the
literature and includes 12 questions related to the indi-
vidual’s age, marital status, education level, and family
history of breast cancer [4, 11, 15, 22].

Breast Cancer Awareness Scale (B-CAS)

The Breast Cancer Awareness Scale (B-CAS) was previ-
ously developed and published by Altuntug et al. [21] and
was not developed specifically for this study. The scale
consists of 35 items organized into five dimensions and
uses a five-point Likert-type format. The dimensions
“Knowledge of Risk Factors” and “Knowledge of Signs
and Symptoms” are marked as “Yes,” “I don’t know;” and
“No” Scoring assigns 2 points for “Yes, 1 point for “I
don’t know,” and 0 points for “No.” The factors related to
“Attitude Towards Breast Cancer Prevention,” “Barriers
to Breast Screening, and “Health Behaviors Regarding
Breast Cancer Awareness” are evaluated on a five-point
Likert scale ranging from “1: Strongly Disagree” to “5:
Strongly Agree” The minimum score attainable on the
scale is 18, while the maximum score is 124. A score
close to 18 indicates low breast cancer awareness, while
a score closer to 124 indicates high breast cancer aware-
ness. In this study, the Breast Cancer Awareness Scale
was evaluated for internal consistency using the Cron-
bach’s alpha coefficient. The Cronbach’s alpha values for
the subdimensions of the scale were found to be as fol-
lows: a=0.849 for the first dimension (9 items), a«=0.916
for the second dimension (8 items), o = 0.942 for the third
dimension (6 items), «=0.666 for the fourth dimension
(4 items), and a=0.721 for the fifth dimension (8 items).
The overall Cronbach’s alpha coefficient of the scale was
calculated as a=0.862. These findings indicate that the
scale demonstrates acceptable to good reliability within
the current study sample.

Attitude scale towards cancer screenings
The Attitude Scale Towards Cancer Screenings was pre-
viously developed and published by Yildirim Oztiirk et



Gokeay et al. BMC Cancer (2026) 26:954

al. [22] and was not developed specifically for this study.
This five-point Likert-type scale consists of 24 items and
one dimension. The items are answered on a scale from
“5: Totally Agree” to “1: Totally Disagree” The minimum
score that can be obtained from the scale is 24, while the
maximum score is 120. A score close to 24 indicates a
negative attitude toward cancer screenings, while a score
close to 120 indicates a positive attitude. In this study, the
Cronbach’s alpha coefficient was calculated to determine
the internal consistency of the Attitude Scale Towards
Cancer Screening, and the coefficient was found to be
a=0.910. This value indicates that the scale has a high
level of internal consistency within the study sample and
is appropriate for use.

Data evaluation

Data will be analyzed using IBM SPSS Statistics for Win-
dows, version 27.0 [23]. Descriptive statistics such as
counts, percentage distributions, means, standard devia-
tions, and chi-square (x2) tests will be used for data com-
parison. The normality of the data will be determined
using the Shapiro-Wilk Test. For sample sizes larger
than 30, The Kolmogorov-Smirnov test will be utilized,
while the Shapiro-Wilk test will be applied for sample
sizes smaller than 30. A significant result at the 5% level
(p<0.05) will indicate that the data are not normally dis-
tributed. It is important to note that these tests may be
overly stringent for large samples and may not yield valid
findings in research involving Likert scales [24]. In a nor-
mally distributed dataset, skewness should be 0, and kur-
tosis should equal [25]. It is accepted that if the skewness
and kurtosis values used in normality analyses fall within
the +2 range, the data are considered normally distrib-
uted [23]. Independent samples t-tests will be used to
compare scale means between two groups that show nor-
mal distribution, while One-Way ANOVA tests will be
used for three or more groups that show normal distri-
bution. LSD and Games- Howell tests will be utilized as
post hoc tests. The relationships between factors will be
analyzed using Pearson correlation analysis [26]. Correla-
tion analysis serves to identify the directions and levels
of relationships among variables [27]. This method deter-
mines whether there is a positive or negative relationship
between variables and, if so, the strength of that relation-
ship. Both Pearson and Spearman correlation analyses
can be used for this determination. When interpreting
the findings of correlation analysis, the levels of correla-
tion coefficients are considered. Pearson coefficients (r)
are evaluated as follows: r=0.00 indicates no relation-
ship, r=0.01-0.29 indicates a low level of relationship,
r=0.30—0.70 indicates a moderate level of relationship,
r=0.71-0.99 indicates a high level of relationship, and
r=1.00 indicates a perfect relationship [28]. Simple lin-
ear regression analysis was performed to examine the
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effect of breast cancer awareness on attitudes toward
cancer screening. The statistical significance level is set at
p<0.05 [29].

Results

A total of 1,620 women participated in this study, divided
into two groups: those with a family history of breast
cancer (n=807) and those without (#=813). The mean
age was 31.22+8.97 years for participants with a family
history and 27.15 + 8.78 years for those without.

The socio-demographic profile revealed that women
with a family history of breast cancer were predomi-
nantly married (%53.5) and had children (%50.6). In con-
trast, the group without a family history consisted mainly
of single (%66.3) and childless (%68.1) individuals. While
both groups were characterized by high levels of univer-
sity education and medium income, a higher prevalence
of chronic illness was observed in the group with a family
history (%50.4) compared to the group without (%17.7)
(Table 1).

Regarding health-seeking behaviors and awareness,
women with a family history demonstrated higher
engagement in preventive measures. Specifically, the
majority of this group had received education about
breast cancer (%62.8), performed regular breast self-
examinations (BSE) (%71.9), and participated in screen-
ing programs. Conversely, participants without a family
history reported lower rates of breast cancer education
and BSE performance, indicating a potential gap in pro-
active health behaviors among those without perceived
familial risk (Table 1).

The breast cancer awareness scale scores for women
with a family history of breast cancer and those without
are 74.84.+ 14.06 and 71.81 +15.6, respectively; scores for
the knowledge of risk factors subscale are 12.56 +3.64
and 10.05+4.74; scores for the knowledge of symptoms
and findings subscale are 12.64+3.37 and 11.34+5.30;
scores for the attitudes toward breast cancer prevention
subscale are 19.33+7.74 and 19.36+7.83; scores for the
barriers to breast screening subscale are 8.74+3.34 and
8.29+3.65; and scores for the health behavior subscale
related to breast cancer awareness are 21.58 +5.34 and
22.77 £6.23. The scores from the attitudes toward cancer
screening scale are 86.72+17.47 and 84.79 +19.88.

It has been found that women with a family history
of breast cancer have higher scores in the breast cancer
awareness scale, knowledge of risk factors, knowledge
of symptoms and findings, barriers to breast screening,
health behavior related to breast cancer awareness, and
attitudes toward cancer screening than women with-
out a family history, and this difference is statistically
significant (p<0.001). However, the attitudes toward
breast cancer prevention subscale of the breast cancer
awareness scale did not show a statistically significant
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Table 1 Comparison of Descriptive Characteristics of Women

With and Without a Family History of Breast Cancer (N=1620)
Variables  Categories Women With a Women Without
Family History a Family History
of Breast Cancer of Breast Cancer
(n=807) (n=813)
X+ SD %X+ SD
Age 31.22+897 27.15+8.78
n (%) n (%)
Marital Married 432 (53.5) 274 (33.7)
Status Single 375 (46.5) 539 (66.3)
Childbear-  Yes 408 (50.6) 259(31.9)
ing Status  No 399 (49.4) 554 (68.1)
Educational Literate 66 (8.2) 22(2.7)
Level Primary 111 (13.8) 64(79)
Education
High School 77 (21.9) 96 (24.1)
University 453 (56.1) 531 (65.3)
Occupation  Unemployed 240 (29.7) 202 (24 8)
Worker 211 (26.1) 3(18.8)
Civil Servant 88(23.3) (24 0)
Retired 3 (O 4) 263 (32.3)
Student 65 (20.4) 202 (24.8)
Place of City 353 (43.7) 489 (60.1)
Residence  District 319(39.5) 274 (33.7)
Village 5(16.7) 50 (6.2)
Income Low 248 (30 7) 119 (14.6)
Level Medium 464 (57.5) 639 (78.6)
High 95(11.8) 55(6.8)
Chronic Yes 407 (50.4) 44 (17.7)
lliness No 400 (49.6) 669 (82.3)
BSE Practice Yes 580 (71.9) 388 (47.7)
No 227 (28.1) 425 (52.3)
Breast Yes 507 (62.8) 283 (34.8)
Cancer No 300 (37.2) 530 (65.2)
Education
Breast Can-  Yes 423 (524) 155 (19.1)
cer Screen- No 270 (47.6) 658 (80.9)
ing (Clinical
BreastExam,
Mammog-
raphy)

difference between women with and without a family his-
tory (p >0.005).

The average scores on the Breast Cancer Awareness
Scale significantly differ based on women’s place of resi-
dence, income status, and self-examination practices
(p<0.05) (Table 2). Those living in districts have higher
average scores than those living in cities, individuals with
low income have higher scores than those with medium
and high income, and those who perform self-breast
examinations (SBE) have higher scores than those who
do not.

The average scores of the attitudes toward cancer
screening scale significantly differ based on women’s
parental status, education level, occupation, presence of
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chronic diseases, whether they have received education
about breast cancer, and whether they undergo cancer
screenings (clinical breast examination, mammography)
(p<0.05) (Table 2). Women with children have higher
scores than those without, literate individuals score
higher than high school and university graduates, liter-
ate individuals and elementary school graduates have
higher scores than university graduates, unemployed
participants score higher than students, and non-work-
ing individuals have higher scores than civil servants
and students. Additionally, those with chronic diseases
have higher scores than those without, those who have
received education about breast cancer have higher
scores than those who have not, and individuals who
undergo cancer screenings (clinical breast examination,
mammography) have higher scores than those who do
not.

A moderate negative correlation was found between
women’s breast cancer awareness scale and their atti-
tudes toward cancer screenings (r=-0.430; p<0.001). A
low negative correlation was detected between the breast
cancer awareness scale subdimension of knowledge of
symptoms and findings and the attitudes toward cancer
screenings scale (r=-0.120; p<0.001). A moderate nega-
tive correlation was also found between the breast can-
cer awareness scale subdimension of attitudes toward
breast cancer prevention and the attitudes toward can-
cer screenings scale (r=-0.413; p<0.001). A low positive
correlation was identified between women’s ages and
the breast cancer awareness scale (r=0.082; p<0.001).
Additionally, a low positive correlation was found
between women’s ages and the breast cancer aware-
ness scale subdimensions of knowledge of risk factors
(r=0.124; p<0.001), knowledge of symptoms and find-
ings (r=0.113; p<0.001), and barriers to breast screening
(r=0.113; p<0.001) (Table 3).

A simple linear regression model was employed to
determine the effect of participants’ breast cancer aware-
ness on their attitudes toward cancer screening. The sta-
tistical estimates related to the model were found to be
significant and acceptable (Table 4; p < 0.001). The results
indicated that participants’ breast cancer awareness
explained 18.5% of the variance in their attitudes toward
cancer screening [F(1, 1619) = 366.590, R* = 0.185].

Discussion

Breast cancer is one of the most commonly diagnosed
cancers among women worldwide and remains a lead-
ing cause of cancer-related mortality [30]. Reducing risk
factors, increasing awareness, and promoting widespread
participation in cancer screenings are essential for breast
cancer prevention [31]. It is well-known that genetic pre-
disposition plays a major role in breast cancer [32]. Our
findings align with previous research indicating that
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Table 2 Comparison of Women'’s Descriptive Characteristics with Breast Cancer Awareness Scale and Attitude Towards Cancer

Screenings Scale (N=1620)

Variables Categories n

Breast Cancer Awareness Scale Attitude

Towards Cancer
Screenings Scale

x+ SD X+ SD
Childbearing Status Yes 667 73.63+15.064 87.15+18.755
No 953 73.10+14.847 84.76+£18.685
Test*/Significance t=0.697 p=0.486 t=2529p=0012
Educational Level Literate (a) 88 72611652 91.66+18.12
Primary Education (b) 175 7249+14.54 89.78+20.32
High School (c) 373 74.70+£14.01 83.28+1848
University (d) 984 73.01£15.18 8544+£1840
Test**/Significance F=1457p=0.224 F=7.959 p<0.001
a>cdab>d
Occupation Unemployed (a) 442 7345+14.68 876211874
Worker (b) 364 7217 %1566 86.86+18.81
Civil Servant (c) 383 7443+15.26 84.32+£19.29
Retired (d) 3 75.00+21.00 75.00%£5.19
Student (e) 428 73151419 84.23+£18.03
Test***/Significance F=1.101 p=0354 F=2931p=0.020
a.b>ea>ce
Place of Residence City (a) 842 7237+15.51 8544+19.35
District (b) 593 7445+14.40 8537+£18.24
Village () 185 74.02+13.64 8837+£17.33
Test**/Significance F=3635p=0027b>a F=2.052p=0.129
Income Level Low (a) 367 7530+ 14.09 85.39+16.92
Medium (b) 1103 729341523 85.42+1949
High (c) 150 71.38+14.25 89.03+£17.05
Test**/Significance F=4.898 p=0.008 a> b.c F=2533 p=0.080
Chronic lliness Yes 551 73.78+15.750 87.07£19.258
No 1069 73.08+14.497 85.07+£18.447
Test*/Significance t=0.890p=0.374 1=2.043 p=0.041
BSE Practice Yes 968 7421+£14.79 85.75+18.40
No 652 7200+ 15.06 85.75+£19.24
Test*/Significance t=2.921 p=0.004 t=0.00 p=1.000
Breast Cancer Education Yes 790 73.76%£1525 86.84+18.97
No 830 7291+1461 84.71+£1847
Test*/Significance t=1.145p=0.252 t=2279p=0.023
Breast Cancer Screening (Clinical ~ Yes 578 73.58+15.95 8748+19.12
Breast Exam, Mammography) No 1042 73171434 84.79+1847

Test*/Significance

t=0.527 p=0.598

t=2.776 p=0.006

*Independent t-test was used. **Games-Howell test was used. ***LSD test was used. The parts highlighted in bold indicate which group the statistically significant

difference originates from

women with a family history of breast cancer have higher
awareness of the disease compared to those without such
a history [30, 33]. The experience of witnessing the onset
of the disease within the family enhances individuals’
perception of the disease and its associated risk factors,
contributing to early diagnosis [33]. Our research shows
that women with a family history of breast cancer possess
greater knowledge of risk factors. The presence of the dis-
ease in the family increases risk perception and positively
impacts breast lump awareness [33, 34]. A study con-
ducted among university students found that participants

had poor knowledge, with family and personal history
being the most recognized risk factors [35]. Women with
a family history of breast cancer are also more familiar
with the symptoms of the disease. However, among the
at-risk group, nipple discharge remains the least recog-
nized symptom [33, 36].

There is no significant difference in preventive atti-
tudes between women with and without a family history
of breast cancer, a finding often attributed to sociode-
mographic factors [35, 37, 38]. However, women with a
family history of breast cancer scored significantly higher
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Table 3 Evaluation of the Relationship Between Women's Breast Cancer Awareness Scale, Sub-dimensions, Attitude Scale Scores

Towards Cancer Screening, and Their Ages (N=1620)

1 1-A 1-B 1-C 1-D 1-E 2 Yas
1- Breast Cancer Awareness Scale roo 0499 059" 07477 03177 05377 -0430" 0082
p 0.000 0.000 0.000 0.000 0.000 0.000 0.001
1-A Knowledge of Risk Factors r 1 06457 0152"  -0055" -0146" 0019  0.124"
p 0.000 0.000 0.028 0.000 0444 0.000
1-B Knowledge of Signs and Symptoms r 1 02157 -0.021 0008  -01207 0113”7
p 0.000 0.409 0.751 0.000 0.000
1-C Attitude Towards Breast Cancer Prevention r 1 0.041 02727 04137  -0027
p 0.101 0.000 0.000 0.274
1-D Barriers to Breast Screening r 1 02117 0044 0113”7
p 0.000 0.077 0.000
1-E Health Behavior Related to Breast Cancer Awareness  r 1 -0415"  -0.003
p 0.000 0918
2- Attitude Scale Towards Cancer Screening r 1 0.035
p 0.159
Age r 00827 01247 01137 -0027 01137 -0003 0035 1
p 0.001 0.000 0.000 0274 0.000 0918 0.159

*. Correlation is significant at the 0.05 level (2-tailed). **. Correlation is significant at the 0.01 level (2-tailed). The parts highlighted in bold indicate statistical

significance

Table 4 The Effect of Participants’ Breast Cancer Awareness on Their Attitudes Toward Cancer Screening

Dependent Variable ATCS Total B SE Beta t p 95.0% Confidence
Interval for B
Lower Upper
Bound Bound
(Constant) 125.302 2.108 59435 <0.001 121.167 129438
BCAS Total -0.539 0.028 -0430 -19.147 <0.001 -0.595 -0484

F(1.1619)=366.590; R=0.430; R2=0.185; Adjusted R2=0.184; Durbin Watson =1.600; p<0.001. The parts highlighted in bold indicate statistical significance

on the barriers to breast screening subdimension. These
women reported barriers such as waiting for symptoms
to resolve naturally, challenges in scheduling medical
appointments, and fear of a cancer diagnosis [36, 38].
Despite these obstacles, family history positively influ-
enced their attitudes toward screenings.

The high health behavior scores among women with
a family history of breast cancer suggest that they have
gained awareness and that their health behaviors are
positively affected. These individuals are more knowl-
edgeable about risk factors and tend to seek medical
services earlier as a result [33, 37]. Furthermore, it has
been noted that witnessing close friends experience the
disease also increases their awareness [39, 40]. Consistent
with the literature, women with a family history of breast
cancer participate more frequently in health screenings
[38]. However, it has been reported that women with
a family history of breast cancer in third-degree rela-
tives are not significantly influenced in their screening
participation [40, 41]. Interestingly, awareness levels of
breast cancer among individuals living in districts were
found to be higher compared to those living in cities.
Although awareness is generally considered higher in
larger urban areas [37, 41], some studies have found no

such correlation among city dwellers [39]. In this study, it
is suggested that the awareness of district residents may
be influenced by individual and social characteristics.
Individuals with lower income levels have been found
to have higher awareness of breast cancer compared to
those with medium and high income levels. However,
the literature generally indicates that individuals with
higher income levels exhibit better disease awareness [42,
43]. A study conducted in Europe reported that low eco-
nomic status negatively affects awareness among women
and reduces participation rates in screenings [44]. This
study suggests that breast cancer awareness may also be
influenced by other individual and social factors beyond
income level.

Women who perform clinical breast self-exams (CBSE)
show higher awareness compared to those who do not
engage in such screenings. However, the literature indi-
cates that despite awareness of CBSE, many women par-
ticipate in screenings irregularly, which leads to lower
overall awareness [45]. Low awareness is known to nega-
tively affect symptom observation behaviors, leading to
diagnoses at later stages of the disease [33]. Our study
confirms that the awareness of women regarding CBSE
aligns with their participation in these screenings.
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Women with children have been found to exhibit more
positive attitudes towards cancer screenings compared to
those without children. This result is supported by Tamin
[40], who reported that women with children demon-
strate higher breast cancer awareness and greater par-
ticipation in screening programs. It can be inferred that
motherhood fosters a sense of responsibility and encour-
age women to prioritize their health.

Women with lower levels of formal education have
scored higher on attitude scales towards cancer screen-
ings compared to those who have completed secondary
or higher education. It has been established that lower
awareness of disease and participation in screenings
among women with lower education levels is an expected
finding in the literature [43, 46]. Women with higher edu-
cation levels tend to recognize symptoms better and have
improved skills in seeking medical help [46]. Similarly,
Tamin [40] noted that individuals with lower education
levels have higher participation in screenings. Addition-
ally, age has been identified as an important factor influ-
encing women’s attitudes towards screenings [38]. In our
study, the negative relationship between education and
attitudes towards screenings may be related to the larger
proportion of older women in the sample, many of whom
are illiterate or have only completed primary education.

Participants who were unemployed or not working
showed more favorable attitudes toward cancer screen-
ings compared to students, and those not employed
had better attitudes than students and civil servants.
Conversely, Mohan and Thulaseedharan [41] reported
that working women undergo more screenings than
housewives. Factors negatively affecting women’s par-
ticipation in screenings include lack of sufficient time,
inadequate information about screening centers, being
under 40 years old, and fear of breast cancer [35, 37, 38].
In our study, it is speculated that attitudes toward cancer
screening may be influenced by these factors.

Women with chronic illnesses scored higher on the
cancer screening attitude scale compared to those with-
out. Some studies indicate that women consider their
past illnesses significant and risky, leading to higher
participation rates in clinical breast self-exams, mam-
mograms, and screening programs [35, 38]. The fear of
contracting a new disease may make individuals more
responsive to screenings.

Women who received education about breast cancer
showed more positive attitudes towards cancer screen-
ings compared to those who did not. Awareness of cancer
is largely dependent on knowledge about the disease [40,
47]. As observed in this study, familiarity with the symp-
toms and signs of the disease positively influences partic-
ipation in screenings [34].

Individuals who underwent breast cancer screenings
(clinical breast exams, mammograms) scored higher on
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the cancer screening attitude scale than those who did
not. Determinants of attitudes towards cancer screenings
include proximity to screening centers, family history of
breast cancer, and age [48]. Our study found that indi-
viduals with a family history of breast cancer were more
numerous and older than those without such a history.
Additionally, it was determined that many reside in urban
areas where access to screening centers is relatively easy.

A medium-level negative correlation was found
between the Breast Cancer Awareness Scale and the
cancer screening attitude scale. Ozcelik and Secginli
[38] noted that women with high levels of fear regard-
ing breast cancer participated less in screenings. Fur-
thermore, the absence of any symptoms has also been
reported as a barrier to participation in screenings [37]. It
is considered that the results of our study may have been
influenced by these factors.

A low-level negative correlation was found between
the knowledge of symptoms and findings subscale of the
Breast Cancer Awareness Scale and the attitude scale
toward cancer screenings. Although women may pos-
sess knowledge about cancer symptoms, studies indicate
a low rate of participation in screenings [39, 48]. This is
believed to be influenced by factors such as education,
age, having symptoms, and knowledge about screening
centers.

A moderate-level negative correlation was found
between the attitude toward cancer prevention subscale
of the Breast Cancer Awareness Scale and the attitude
scale toward cancer screenings. Lifestyle changes, such as
weight loss, increased physical activity, reduced alcohol
consumption, and quitting smoking, are crucial for breast
cancer prevention [33, 42]. Despite women’s awareness
of these risk factors, participation in screenings remains
low [34, 49]. Barriers to screenings include being under
40 years old, living in rural areas, distance from screen-
ing centers, and fear of tumor discovery [37, 38]. In
our study, it is speculated that awareness and attitudes
towards breast cancer prevention may be influenced by
these factors.

A low-level positive correlation was found between
women’s ages and the Breast Cancer Awareness Scale.
Literature suggests that awareness is generally higher
among women over 40 years old [37, 40, 41]. It is known
that married women and those with children face an
increased risk of gender-related diseases with age. Addi-
tionally, it appears that women’s awareness also positively
increases with age.

In this study, it was determined that participants’ lev-
els of breast cancer awareness had a significant effect
on their attitudes toward cancer screening, explaining
18.5% of the variance in screening attitudes. Recent stud-
ies similarly indicate that breast cancer awareness plays
a critical role in screening behaviors and attitudes, and
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that increased awareness is associated with higher par-
ticipation in screening programs [1, 2, 39, 49]. Based on
these findings, the development of educational and coun-
seling programs aimed at increasing awareness—par-
ticularly among women without a family history—may
improve screening attitudes and promote early detection
behaviors.

A low-level positive correlation was identified between
women’s ages and the subscales of knowledge about risk
factors, knowledge of symptoms and findings, and bar-
riers to breast screening on the Breast Cancer Aware-
ness Scale. Rahman et al. noted in their study involving
younger women that despite being aware of the symp-
toms and findings of the disease, they did not engage in
clinical breast self-exams (CBSE), which are crucial for
early detection. Research indicates that women over 40
years old have higher participation rates in screenings
[33, 36, 38]. Our study supports the literature, suggest-
ing that women who are knowledgeable about risk fac-
tors and symptoms demonstrate a more positive attitude
toward screenings.
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