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Introduction
Breast	 cancer	 is	 one	 of	 the	 most	 critical	
concerns	 in	 women’s	 health.	 It	 is	 also	 the	
most	 common	 type	 of	 cancer	 worldwide.	
Statistics	 from	 the	 World	 Health	
Organization	 show	 that	 the	 incidence	 of	
the	 disease	 has	 increased.	 Breast	 cancer,	
with	a	prevalence	of	11.7%	and	a	diagnosis	
of	 2261419	 new	 cases,	 was	 recognized	 as	
the	 first	 common	 cancer	 in	 the	 world	 in	
2020.	 In	 Iran,	 in	 2020,	 breast	 cancer,	 with	
a	 prevalence	 of	 28.1%	 and	 16967	 affected	
cases	 of	 women,	 ranked	 first	 among	
cancers	 in	 women	 and	 fifth	 in	 terms	 of	
mortality.[1]	 In	 developing	 countries,	 such	
as	 Iran,	 mortality	 and	 prevalence	 of	 breast	
cancer	 are	 increasing;	 the	 deaths	 due	 to	
it	 will	 increase	 to	 7000	 cases	 by	 2035.	
However,	 approximately	 23%	 of	 breast	
cancer	cases	are	observed	 in	 the	population	
under	 40	 years	 old,	 and	 70%	 of	 women	
die	 due	 to	 diagnosis	 in	 advanced	 stages.[2]	
In	 a	 recent	 study,	 the	mean	 age	 of	 women	
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Abstract
Background:	The	mortality	 rate	 of	 breast	 cancer	 has	 increased	 in	women	who	 are	 referred	 late	 in	
the	 advanced	 stages	 of	 their	 disease,	 while	 morbidity	 and	 mortality	 from	 cancer	 can	 be	 reduced	
through	 prevention	 programs,	 such	 as	 self‑care	 behaviors	 and	 early	 detection.	 Therefore,	 more	
attention	 should	 be	 paid	 to	 primary	 prevention,	 self‑care,	 and	 the	 role	 of	 women	 in	 breast	 cancer	
prevention.	 The	 aim	 of	 this	 study	 was	 to	 describe	 women’s	 experiences	 of	 self‑care	 in	 breast	
cancer	 prevention.	 Materials and Methods: In	 this	 descriptive‑exploratory	 qualitative	 study,	
38	 participants,	 including	 23	 women	 who	 were	 eligible	 for	 breast	 cancer	 screening,	 eight	 service	
providers,	and	seven	health	policymakers,	were	selected	by	purposive	sampling.	Data	were	collected	
through	 semi‑structured	 interviews	 and	 analyzed	 using	 conventional	 qualitative	 content	 analysis.	
To	 assess	 data	 trustworthiness,	 Lincoln	 and	Guba’s	 criteria	were	 used.	Results:	 The	 results	 of	 this	
study	 are	 summarized	 in	 one	 theme,	 three	 categories,	 and	 eight	 subcategories.	The	 theme	 extracted	
from	 the	 data	 analysis	was	 “the	 agency	 of	women	 in	 self‑care	 in	 breast	 cancer	 prevention,”	which	
included	 three	main	 categories:	women’s	 understanding	of	 the	 concept	 of	 self‑care	 in	 breast	 health,	
subjective	 challenges	 in	 breast	 cancer	 prevention,	 and	 active	 management	 and	 follow‑up	 of	 breast	
health	 status.	Conclusions:	 This	 study	 provided	 a	 new	 understanding	 of	 the	 experience	 regarding	
women’s	 self‑care	 in	 breast	 cancer	 prevention.	 The	 experiences	 were	 in	 a	 wide	 range	 demanding	
comprehensive	 attention.	 Healthcare	 authorities/providers	 can	 use	 the	 findings	 of	 this	 study	 to	
develop	strategies	to	support	women	regarding	preventive	self‑care	for	breast	cancer.
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with	 cancer	 in	 Iran	 was	 reported	 to	 be	
49.6	 years	 old,[3]	 which	 is	 a	 decade	 lower	
than	 global	 statistics	 and	 reported	 in	 the	
fourth	 and	 fifth	 decades	 of	 life.	 However,	
in	Western	societies,	the	mean	age	of	breast	
cancer	 is	60	 to	70	years.[4]	Many	women	in	
advanced	 stages	 of	 cancer	 refer	 to	medical	
centers	 for	 treatment,[5]	 which	 has	 led	 to	
an	 increasing	 trend	 in	 mortality	 due	 to	
this	 disease.	 Breast	 cancer	 affects	 women	
in	 the	 best	 reproductive	 years	 of	 their	
lives.[6]	 Patients	 with	 cancer	 face	 multiple	
concerns,	 including	 physical	 and	 cognitive	
vulnerability,	comorbidities,	and	lack	of	life	
expectancy.[7]	 These	 women	 are	 unable	 to	
play	 their	 roles	 in	 the	 family	 and	 society	
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properly.[8,9]	 Cancer	 imposes	 a	 tremendous	 economic	
burden	 on	 the	 patient	 and	 the	 treatment	 system.[10]	 The	
costs	 of	 cancer	 treatment	 are	 very	 high	 compared	 to	 its	
prevention,	 and	 financial	 and	 human	 resources	 are	 limited	
in	 the	 health	 system.[11‑13]	 The	 economic	 burden	 of	 breast	
cancer	 in	 Iran	 was	 US$947,374,468,	 and	 it	 is	 expected	 to	
increase	significantly	due	to	the	increasing	incidence	rate.[14]	
Thus,	breast	cancer	can	create	numerous	health,	social,	and	
economic	 challenges	 for	 women,[15]	 while	 morbidity	 and	
mortality	 from	 cancer	 can	 be	 reduced	 through	 prevention	
programs.	 Primary	 prevention	 aims	 at	 avoiding	 high‑risk	
behaviors	 that	 cause	 cancer,	 and	 secondary	 prevention,	
which	 includes	 early	 diagnoses	 and	 screening,	 can	 reduce	
or	stop	cancer	progression.[7]

In	 countries,	 such	 as	 Iran,	 due	 to	 limited	 resources,[16]	
more	 emphasis	 should	 be	 placed	 on	 primary	 prevention,	
self‑care,	 and	 the	 role	 of	 women	 in	 breast	 cancer	
screening.	 Self‑care	 behaviors	 can	 prevent	 this	 disease	 to	
some	 extent.	 Self‑care	 is	 a	 learned	 strategy	 an	 individual	
adopts	to	maintain	and	improve	life,	health,	and	well‑being	
and	 prevent	 and	 treat	 an	 illness.[17]	 Few	 studies	 have	
focused	on	women’s	self‑care	experiences	in	breast	cancer	
prevention.	Most	studies	have	quantitatively	examined	the	
factors	 related	 to	 Breast	 Self‑Examination	 (BSE)	 or	 the	
level	of	women’s	participation	in	screening.[18‑20]	However,	
studies	 that	 can	 depict	 a	 comprehensive	 understanding	 of	
self‑care	in	people’s	lives	should	be	conducted.	Identifying	
and	 removing	 cultural	 and	 social	 barriers,	 planning	 to	
correct	 beliefs	 and	 attitudes	 about	 breast	 cancer,	 raising	
women’s	 awareness	 and	 knowledge	 about	 the	 symptoms	
of	breast	cancer,	and	BSE	have	been	found	to	be	effective	
in	preventing	cancer.[21,22]

Therefore,	the	need	for	studies	that	can	provide	the	required	
information	 is	 felt	 to	 be	 essential	 since	 the	 first	 step	 in	
investigating	 self‑care	 is	 to	 identify	 stimuli	 and	 inhibitors.	
These	 factors	 can	 vary	 from	 community	 to	 community,	 as	
in	 one	 study	 in	 Malaysia,	 overweight,[23]	 and	 in	 another	
study	 in	Australia,	 impaired	 body	 image	 following	 obesity	
prevented	 BSE.[24]	 In	 other	 studies,	 women	 believed	 what	
was	 taught	 was	 actualized;	 consequently,	 they	 avoided	
discussing	 cancer.[25,26]	 Pakistani	 women	 in	 London	
believed	 that	 breasts	 should	 be	 taken	 care	 of.	 As	 Islam	
commands,	 they	 should	 take	 care	 of	 their	 whole	 body,	
and	 they	 had	 no	 problem	 with	 BSE;	 however,	 they	 still	
did	 not	 feel	 good	 about	 the	 clinical	 examination	 of	 their	
breast	 by	 a	 male	 doctor.[27]	 Thus,	 cultural	 factors	 affect	
women’s	perception	of	breast	cancer,	screening,	and	BSE[19]	
and	can	hinder	women	 from	participating	 in	 screening	and	
self‑care	 programs.	 Awareness	 of	 women’s	 experiences	
of	 self‑care	 in	 breast	 cancer	 prevention	 based	 on	 their	
culture	 and	 beliefs	 is	 essential	 to	 adopt	 effective	 health	
promotion	 programs	 and	 strategies	 to	 protect	 and	 reduce	
their	mortality.[28,29]	 Programs	 that	 do	not	 take	 into	 account	
women’s	 cultural	 beliefs	 will	 not	 succeed	 in	 promoting	
care	 programs;	 in	 contrast,	 programs	 that	 use	 culturally	

appropriate	 strategies	 can	 effectively	 increase	 women’s	
participation.[30]	 This	 study	 aimed	 to	 explore	 Iranian	
women’s	experiences	concerning	self‑care	in	the	prevention	
of	breast	cancer.

Materials and Methods
This	 qualitative	 content	 analysis	 design	 was	 conducted	
in	 2020	 from	 April	 2020	 to	 October	 2020.	 Participants	
in	 this	 study	 were	 38	 individuals,	 including	 23	 women	
who	 were	 eligible	 for	 breast	 cancer	 screening.	 The	 age	
range	 of	 these	 participants	 was	 21–65	 years.	 Moreover,	
eight	 healthcare	 providers	 (gynecologists,	 radiologists	
specializing	 in	 breast	 cancer	 diagnosis,	 a	 general	 surgeon	
with	 breast	 surgery	 experience,	 a	 Ph.D.	 in	 reproductive	
health,	 general	 practitioners,	 and	 midwives)	 and	 seven	
health	 policymakers	 participated	 in	 this	 study.	 Participants	
included	 35	 women	 and	 three	 men.	 The	 selection	 of	
participants	 in	 the	 client	 section	 was	 purposeful	 and	 with	
maximum	 variation	 in	 terms	 of	 age,	 employment,	 level	 of	
education,	 and	 reproductive	 status.	 Healthcare	 providers	
and	 policymakers	 were	 also	 selected	 based	 on	 different	
occupations	 and	 responsibilities.	 The	 criteria	 for	 selecting	
female	 participants	 included	 living	 in	 urban	 areas,	 being	
over	 20	 years	 old,	 and	 being	 willing	 to	 participate	 in	 the	
study.	Unwillingness	 to	 continue	 participating	 in	 the	 study	
was	 the	 exclusion	 criterion.	 The	 health	 team	members	 are	
responsible	 for	 providing	 appropriate	 care	 and	 education	
for	 patients	 and	 their	 families.	 Therefore,	 it	 is	 necessary	
to	provide	more	 in‑depth	 insight	 into	healthcare	conditions	
and	 to	 explore	 the	 experiences	 of	 the	 healthcare	 provider	
team.	Therefore,	other	participants	who	had	 the	experience	
of	 training,	 treating,	 and	 caring	 for	 breast	 cancer	 patients	
and	 who	 were	 willing	 to	 participate	 in	 the	 study	 were	
also	 included.	 They	 were	 selected	 by	 the	Vice	 Chancellor	
of	 Health,	 comprehensive	 health	 centers,	 and	 hospitals	
affiliated	with	 the	 Isfahan	University	 of	Medical	 Sciences,	
Isfahan,	Iran.

The	 study	 setting	 consisted	 of	 all	 healthcare	 centers	
for	 women,	 such	 as	 comprehensive	 health	 centers	 in	
Isfahan,	 participants’	 homes,	 or	 other	 places	 where	
they	 felt	 comfortable	 during	 the	 interview.	 Data	 were	
obtained	 through	 semi‑structured	 individual	 interviews.	
An	 interview	 guide	 was	 used	 to	 guide	 the	 interviews.	
The	validity	of	 the	guide	was	 confirmed	by	 three	 faculty	
members	of	nursing	and	midwifery	 school	of	 the	 Isfahan	
University	 of	Medical	 Sciences,	 Isfahan,	 Iran,	who	were	
experienced	 in	 qualitative	 studies.	 Moreover,	 two	 pilot	
interviews	 were	 conducted,	 and	 required	 changes	 were	
made	 to	 the	 questions.	 These	 interviews	 were	 held	 by	
the	 10th	 author	 and	 appraised	 by	 the	 first	 and	 second	
authors.	 The	 duration	 and	 location	 of	 the	 interviews	
were	 determined	 based	 on	 the	 participants’	 opinions,	
experiences,	 comfort,	 and	 willingness.	 The	 interviews	
lasted	 from	 30	 to	 75	 minutes,	 50	 minutes	 on	 average.	
Interviews	 were	 conducted	 with	 open‑ended	 questions	
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using	 the	 interview	 guide.	 During	 the	 interview,	 the	
participating	 women	 were	 asked	 to	 talk	 about	 their	
experiences	 of	 self‑care,	 prevention	 of	 breast	 cancer,	
and	 its	 risk	 factors.	 Examples	 of	 questions	 asked	 of	
participants	were	as	 follows:	How	do	you	 think	a	person	
is	at	risk	for	breast	cancer?	How	do	you	care	for	yourself	
against	breast	 cancer?	Have	you	encountered	a	particular	
problem	 doing	 this	 care?	What	 factors	 help	 you	 to	 take	
better	care	of	yourself?	Service	providers	were	also	asked	
questions	 such	 as:	 Tell	 us	 about	 your	 experiences	 with	
the	 current	 state	 of	 breast	 cancer	 prevention	 in	 women.	
What	 are	 the	 barriers	 to	 breast	 cancer	 prevention	 based	
on	 your	 professional	 experience?	 Exploratory	 questions	
were	 asked	 based	 on	 participants’	 answers	 to	 the	 main	
questions	of	the	interview.	Data	collection	continued	until	
data	 saturation	was	 reached;	 it	was	when	new	 interviews	
did	 not	 add	 a	 new	 concept	 to	 the	 existing	 data,	 and	
duplicate	 concepts	 were	 obtained.	 The	 interviews	 were	
recorded	 using	 a	 mobile	 voice	 recorder.	 Participants’	
nonverbal	 cues	 were	 noted	 during	 the	 interview.	 After	
each	 interview	 and	 listening	 to	 the	 recorded	 file	 several	
times,	 the	 content	 of	 the	 interview	 was	 transcribed	
verbatim.	 In	 all	 cases,	 participants	 consented	 to	 the	
interview	being	recorded.

Data	 analysis	 was	 performed	 using	 the	 conventional	
content	 analysis	 method	 of	 Graneheim	 and	 Lundman.[31]	
In	 this	 method,	 to	 code	 the	 text	 of	 all	 interviews,	 they	
were	 transcribed	 verbatim	 and	 read	 several	 times	 to	 gain	
a	 general	 understanding	 of	 the	 findings.	 Then,	 in	 each	
interview	 transcript,	 the	 sentences	 or	 words	 related	 to	 the	
objectives	of	the	study	were	identified	as	a	code	or	meaning	
unit.	 Codes	 with	 semantic	 similarity	 were	 then	 placed	 in	
a	 subcategory.	 Subcategories	 formed	 categories	 based	 on	
their	 similarity	 and	 relationship	 to	 each	 other,	 and	 finally,	
at	a	higher	level	of	abstraction,	categories	formed	the	main	
theme	of	the	study.

The	 rigor	 of	 the	 data	 was	 assessed	 using	 four	
criteria:	 credibility,	 dependability,	 confirmability,	 and	
transferability.[32]	 The	 researcher’s	 long‑term	 engagement	
with	the	findings	throughout	the	study,	conducting	in‑depth	
interviews	 with	 an	 individual	 method,	 maximum	 diversity	
of	participants,	full	explanation	with	details	about	sampling	
method,	 data	 collection,	 analysis	 method,	 and	 peer	
review	 increased	 the	 credibility	 of	 the	 data.	 An	 accurate	
and	 complete	 description	 of	 the	 research	 environment,	
interactions	 and	 processes	 observed	 during	 the	 research,	
and	 the	 characteristics	 of	 the	 participants	 confirmed	 the	
transferability.	 Dependability	 was	 achieved	 using	 the	 peer	
check.	 In	 the	 confirmability	 of	 the	 data,	 a	 part	 of	 the	
interviews	 and	 their	 transcripts,	 along	with	 the	 coding	 and	
the	categories	formed	from	it,	was	provided	to	a	number	of	
research	 colleagues	 and	 experts	 in	 the	 field	 of	 qualitative	
research,	and	 the	accuracy	of	 the	coding	was	confirmed	by	
them.

Ethical considerations

This	 study	 has	 been	 approved	 by	 the	 ethics	 committee	
of	 the	 Isfahan	 University	 of	 Medical	 Sciences	 (IR.MUI.	
RESEARCH.REC.1398.785	 accessed	 on:	 https://ethics.	
research.ac.ir/EthicsProposalView.phd?id=121918).	
Confidentiality	 of	 information	 and	 the	 right	 to	 withdraw	
from	the	study	were	assured	at	every	stage	of	the	research,	
and	finally,	 an	 informed	 consent	 form	was	 signed	 by	 the	
participants.	All	 methods	 were	 performed	 in	 accordance	
with	the	relevant	guidelines	and	regulations.

Results
Table	 1	 shows	 the	 characteristics	 of	 the	 participants.	
Participants’	 experiences	 of	 self‑care	 in	 breast	 cancer	
prevention	 were	 divided	 into	 three	 main	 categories:	 the	
perceived	 concept	 of	 self‑care	 in	 breast	 health,	 subjective	
challenges	 in	 preventive	 breast	 cancer	 self‑care,	 and	
active	 management	 and	 breast	 health	 monitoring.	 Thus,	
the	 main	 theme	 of	 the	 study,	 namely	 the	 agency	 of	
women	 in	 self‑care	 in	 the	prevention	of	breast	 cancer,	was	
formed	[Table	2].

The perceived concept of self-care in breast health

Participating	 women	 had	 a	 different	 understanding	
of	 self‑care	 in	 breast	 health.	 The	 place	 of	 individual	
health	 in	 women’s	 value	 system,	 women’s	 knowledge	
of	 care	 services	 in	 the	 field	 of	 breast	 cancer	 prevention,	
and	 individual	 beliefs	 in	 the	 need	 for	 regular	 breast	
examinations	had	shaped	their	perceptions	of	breast	health	
self‑care.

The place of individual health in women’s value system

Most	 participants	 stated	 that	 women	 give	 low	 priority	 to	
their	health	over	other	family	issues.	This	prioritization	was	
often	due	 to	 the	 lack	of	 time.	The	multiplicity	of	women’s	
roles	 in	 the	 family	 has	 prevented	 them	 from	 making	
decisions	about	their	health	and	self‑care.	Women	prioritize	
the	health	of	 their	children	and	other	 family	members	over	
their	 health	 and	 chores	 to	 their	 health	 care.	 “I am caring 
for my two children in the current corona condition.Well, I 
really can’t make time to care about my health.” (P32)

Furthermore,	 in	 families	 with	 financial	 deficiencies	
and	 limitations,	 these	 values	 and	 priorities	 delay	 the	
implementation	 of	 care	 measures.	 One	 of	 the	 service	
providers	 said:	 “Well, screening is expensive anyway, 
especially now that the health of people has become of 
little importance in their well‑being basket.In any case, 
health care has costs.”	(P37)

In	 a	 few	 cases,	 prioritization	 has	 been	 done	 based	 on	
women’s	 tendency	 toward	 fashion	 and	 clothing	 in	 society.	
“I think the biggest obstacle for ladies is that now many of 
us are thinking about fashion and clothes, beauty, Botox, 
and so on. Now, these issues are important rather than 
breast cancer care.”	(P38).

https://ethics.research.ac.ir/EthicsProposalView.php?id=121918
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Lack	of	self‑compassion	and	self‑awareness	caused	them	not	
to	consider	prevention	and	health	their	priority.	“The culture 
of prevention has not taken root at all in all levels; it means 
that women do not consider prevention for their health and 

let it happen, and when one does not care about oneself, 
others have the same feelings about this person.”	(P34)

The	 position	 of	 personal	 health	 in	 women’s	 value	 system	
plays	 an	 important	 role	 in	 the	 development	 of	 self‑care	

Table 1: Sociodemographic characteristics of the participants
Code Title Age Job Education Code Title Age Job Education
P1 Healthcare	provider 36 Academic	staff PhD	in	

Reproductive	Health
P20 Client 65 Housewife Primary	

school
P2 Client 35 Housewife Diploma P21 Client 48 Housewife Primary	

school
P3 Healthcare	provider 41 Midwife	in	health	

center
Bachelor	in	
Midwifery

P22 Client 58 Housewife Primary	
school

P4 Healthcare	provider 55 Academic	staff Ph.D.	in	Obstetrics	
and	Gynecology

P23 Client 57 Housewife Primary	
school

P5 Healthcare	provider 45 Midwife	in	
healthcare	center

Bachelor	in	
Midwifery

P24 Client 38 Housewife Diploma

P6 Policymaker 46 Expert	in	charge	
of	the	middle‑aged	
health	unit

Master	in	Midwifery P25 Client 33 Housewife Associate	
degree

P7 Client 48 Staff Primary	school P26 Client 46 Housewife Diploma
P8 Client 40 Housewife Primary	school P27 Client 34 Employee Diploma
P9 Policymaker	and	

service	provider
44 Health	center	

physician
MD	(physician)	 P28 Client 26 Housewife Bachelor

P10 Healthcare	provider 48 Surgeon Medical	specialist	 P29 Client 21 Housewife Diploma
P11 Healthcare	provider 58 Oncologist Medical	specialist P30 Client 22 Housewife Secondary	

school
P12 Policymaker

Healthcare	provider
54 Oncologist,	member	

of	the	Cancer	
Research	Center

Medical	specialist P31 Policymaker
healthcare	
provider

48 Oncologist,	Head	of	
the	Cancer	Department	
,	university	faculty	
member

Medical	
specialist

P13 Policymaker 49 Technical	Deputy	
of	the	Provincial	
Health	Center

MD	(physician)	 P32 Client 44 Housewife Bachelor

P14 Client 37 Housewife Primary	school P33 Client 38 Employed Bachelor
P15 Client 49 Housewife Primary	school P34 Healthcare	

provider
47 Midwife Bachelor

P16 Client 45 Housewife Primary	school P35 Physician 45 Trained	doctor	of	breast	
cancer	screening	unit

MD	
(physician)	

P17 Client 44 Tailor Diploma P36 Policymaker	
and	
healthcare	
provider

53 Oncologist	Director	of	
the	non‑communicable	
disease	prevention	unit	of	
the	province

Medical	
specialist

P18 Client 53 Housewife Primary	school P37 Healthcare	
provider

52 Breast	surgeon Medical	
specialist	

P19 Client 48 Housewife Primary	school P38 Client 35 Employed Associate

Table 2: Subcategory, category, and the theme of the study
Subcategory Category Theme
The	place	of	individual	health	in	the	women	value	system	 The	Perceived	

Concept	of	Self‑Care	
in	Breast	Health

The	women	
agency	in	self‑care	
in	the	prevention	
of	breast	cancer

Knowledge	of	women	about	care	services	in	the	field	of	breast	cancer	prevention
Individual	beliefs	in	the	need	for	breast	examination
Belief	in	the	lethality	of	cancer Subjective	challenges	

in	self‑careStigma	caused	by	breast	cancer	
Attempts	to	have	a	healthy	lifestyle	with	a	focus	on	breast	cancer	prevention Active	management	

and	monitoring	of	
breast	health	status

Seeking	information	on	breast	health	care
Cyclic	monitoring	and	reaction	to	changes	in	the	breast
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behaviors.	Whether	or	not	to	take	self‑care	in	breast	cancer	
prevention	depends	on	this	position.

Women’s knowledge of care services in the field of breast 
cancer prevention

Almost	all	participating	women	were	unaware	of	prevention	
care	services	for	breast	cancer.	Most	of	them	were	unaware	
of	 the	 provision	 of	 breast	 cancer	 education	 and	 screening	
services	 provided	 nationwide	 free	 of	 charge	 to	 women,	
regardless	 of	 their	 marital	 status.	 This	 lack	 of	 knowledge	
and	 awareness	 among	 women	 in	 the	 community	 about	
such	services	and	centers	was	also	expressed	by	 the	health	
policymakers	 of	 the	 province:	 “As soon as I talk about 
cancer screening, they ask where they should go? I say the 
nearest health center to their house, where they have their 
child vaccinated … they say that they did not know about 
it …”	(P36)

While	 the	 free	 services	 to	 educate	 women	 in	 the	
community	is	a	standard	in	the	prevention	of	breast	cancer,	
in	 most	 participants’	 opinion,	 the	 free	 services	 meant	 the	
low	quality	of	 the	service!	One	of	 the	healthcare	providers	
stated:	 “In the healthcare center, people think that every 
service that is offered free of charge is worthless and has 
low quality.”	(P37)

Paying	 and	 waiting	 for	 services	 is	 sometimes	 a	 sign	 that	
the	 service	 is	 valuable	 and	 of	 good	 quality.	 One	 of	 the	
participating	 midwives	 said:	 “Now, because our services 
are free or cost little, people think that the quality is low, 
and this makes it somehow not valuable for people to refer 
to.”	(P34)

A	 limited	 number	 of	 participants	 were	 aware	 of	 such	
services	 in	 health	 centers;	 however,	 they	 considered	 these	
services	 to	 be	 for	 married	 women:	 “I thought that the 
examination performed by a midwife or a doctor was for 
women who were married and had problems…”	(P32)

Individual beliefs in the need for regular breast 
examinations

Participants	 had	 different	 beliefs	 about	 the	 need	 for	
breast	 examinations.	 Some	 of	 them	 believed	 that	 once	
the	 examination	 and	 the	 test	 results	 were	 normal,	 there	
was	 no	 need	 to	 continue	 screening	 and	 self‑examination,	
and	 despite	 the	 initial	 screening	 procedures,	 they	 did	 not	
continue	 the	 care.	 In	 this	 regard,	 one	 of	 the	 women	 said:	
“Well, when the examination or mammography result is 
normal, I believe there is no need to repeat these tests and 
examinations.”	(P38)

Some	 women	 believed	 they	 were	 not	 at	 risk	 and,	
therefore,	 did	 not	 need	 to	 have	 a	 breast	 examination	
or	 self‑examination.	 The	 narrations	 of	 most	 of	 the	
participants	 showed	 that	 BSE	 is	 not	 necessary	 as	
long	 as	 there	 are	 no	 clinical	 signs.	 According	 to	 them,	
if	 some	 clinical	 signs	 appear,	 a	 breast	 examination	
should	 be	 performed.	 Moreover,	 women	 sometimes	 had	

misconceptions	 about	 the	 clinical	 symptoms	 associated	
with	 breast	 cancer.	 To	 the	 extent	 that	 they	 believed	 that	
only	 breast	 pain	 was	 a	 sign	 of	 breast	 cancer,	 and	 so	 an	
examination	 was	 necessary	 for	 these	 conditions.	 “Many 
of them think they do not need to be examined because 
they do not have a problem. It does not matter if it is 
not in pain. It is very important if it is in pain,” said	one	
surgeon.	(P10)

Additionally,	 there	 was	 a	 belief	 that	 screening	 methods	
were	 not	 necessary	 among	 single	 participating	 women;	
therefore,	 BSE	 was	 considered	 for	 married	 women.	 One	
of	 the	 participants	 said:	 “I remember one of my friends 
who once said that women should examine their breasts 
themselves; I said that I am single and I do not need to 
examine my breast.”	(P32)

People’s	beliefs	about	the	need	for	BSE	and	Clinical	Breast	
Examination	 (CBE)	 will	 play	 a	 significant	 role	 in	 breast	
health	 and	 caring	 behaviors.	 However,	 misconceptions,	
such	 as	 no	 need	 for	 screening	 in	 single	 women,	 can	 be	 a	
barrier	 to	 breast	 cancer	 prevention.	 The	 importance	 and	
priority	of	personal	health	in	a	woman’s	value	system	plays	
a	 significant	 role	 in	 their	 understanding	of	 care	 services	 in	
the	field	of	breast	cancer	prevention.

Subjective challenges in preventive breast cancer 
self-care

People’s	 subjectivity	 plays	 an	 important	 role	 in	 the	
preventive	 self‑care	 of	 breast	 cancer.	 The	 belief	 in	 the	
lethality	 of	 cancer	 and	 the	 stigma	 of	 breast	 cancer	 were	
major	subjective	challenges	that	participants	experienced	in	
preventive	breast	cancer	self‑care.

Belief in the lethality of cancer

From	 the	 participants’	 point	 of	 view,	 breast	 cancer	 was	 a	
deadly	disease	with	a	complex	nature,	which	 they	believed	
would	 certainly	 lead	 to	 death.	 Despite	 advances	 in	 cancer	
treatment,	 the	 disease	 was	 still	 considered	 incurable	 by	
most	participants.	This	belief	 led	 to	 the	 fear	of	dying	 from	
cancer	 and	 the	 rejection	 of	 screening	 methods,	 including	
BSE.	 The	 breast	 surgeons	 said,	 “They do not believe they 
can be cured. So, the later they are informed, the later they 
enter that phase.”	(P37)

According	 to	 the	 participants,	 personal	 beliefs	 about	
cancer	 led	 to	whether	or	not	 to	have	a	breast	 examination.	
Those	 who	 believed	 that	 cancer	 was	 an	 incurable	 disease	
in	 nature	 refused	BSE	 and	 considered	 death	 the	 inevitable	
end	 of	 the	 cancer.	 In	 this	 regard,	 some	 policymakers	 have	
emphasized	 the	 need	 to	 change	 the	 mindset	 of	 women	 in	
order	 to	promote	self‑care	in	breast	health:	“.One part that 
can be very helpful if addressed properly is changing the 
basic belief that there is no effective treatment for breast 
cancer.”	(P13)

Belief	 in	 the	 lethality	 of	 cancer	 was	 also	 extended	
to	 screening	 and	 diagnostic	 processes.	 Some	 of	
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the	 participating	 women	 refused	 to	 undergo	 any	
examination	(BSE	or	CBE)	or	diagnostic	procedure.

Stigma caused by breast cancer

In	 most	 participants,	 breast	 cancer	 was	 seen	 as	 a	 stigma,	
and	 they,	 therefore,	 refused	 to	 talk	 to	 those	 around	 them	
about	 their	 disease.	 Concerns	 about	 this	 stigma	 affected	
participants’	 seeking	 information	 about	 BSE	 or	 CBE.	 One	
health	 policymaker	 said,	 “We have so many patients who 
do not even let their family know about it.they do not even 
let their husbands know that they have cancer.”	(P31)

Taboos	 are	 involved	 in	 stigmatizing	breast	 cancer	 as	 the	
breast	 is	 a	 symbol	 of	 femininity.	 Therefore,	 the	 taboo	
of	 breast	 cancer	 will	 be	 a	 double	 problem	 because	 the	
word	 breast	 is	 a	 forbidden	 word	 in	 public	 in	 a	 society	
like	Iran.	One	policymaker	pointed	to	the	ban	on	the	use	
of	 the	word	breast	even	in	public	media:	“Unfortunately, 
in our society, many things are still observed traditional.
For example, it is not easy to talk about breast 
cancer.”	 (P36)

Even	 talking	 about	 breast	 health	 in	 meetings	 attended	 by	
men	 is	 taboo.	 One	 of	 the	 healthcare	 providers	 said	 about	
her	 experience	 in	 educating	 families:	 “What is wrong with 
pronouncing that word (breast) accurately in public now? 
Why, when we mention the word breast in a group where 
men are also present, women become embarrassed and 
lower their heads?!” (P34)

Belief	 in	 the	 lethality	 of	 cancer	 has	 occupied	 women’s	
minds.	Moreover,	 cancer	 stigma	 is	 another	 concern.	These	
two	 factors	 are	 subjective	 challenges	 for	 women	 to	 take	
care	of	themselves.	If	women	can	overcome	them,	they	can	
take	better	care	of	themselves	against	breast	cancer.

Active management in monitoring breast health status

Attempts	 to	have	a	healthy	 lifestyle	with	a	 focus	on	breast	
cancer	prevention,	seeking	information	in	the	field	of	breast	
health	 care,	 and	 cyclic	monitoring	 and	 reaction	 to	 changes	
in	 the	 breast	 have	 formed	 the	 active	 management	 and	
monitoring	of	breast	health	status.

Attempts to have a healthy lifestyle with a focus on breast 
cancer prevention

Proper	 physical	 activity,	 controlling	 weight	 in	 the	 right	
range,	 obsessing	 over	 a	 healthy	 diet,	 staying	 calm,	 and	
managing	stress	are	some	of	the	ways	in	which	participants	
strive	 to	 have	 a	 healthy	 lifestyle	 focused	 on	 cancer	
prevention.	This	focus	was	based	on	women’s	awareness	of	
known	risk	factors	for	breast	cancer.

Walking	and	physical	activities	were	mentioned	by	some	of	
the	 participants:	 “When the situation was good (referring 
to the time before the outbreak of the coronavirus), well, I 
always took a walk….I am still active.”	(P33)

Most	 participants	 were	 aware	 of	 the	 role	 of	 stress	 on	
health	and,	subsequently,	on	breast	health.	Therefore,	some	

of	 them	 tried	 to	 take	 care	 of	 themselves	 against	 this	 risk	
factor	 by	 controlling	 their	 stress	 and	 staying	 calm. “In my 
opinion, stress has a direct effect on health; now, the stress 
of coronavirus has also been added. We have to control 
this stress somehow”	(P33)

The	 obsession	with	 preparing	 healthy	 food	was	 one	 of	 the	
points	mentioned	about	breast	cancer	care:	“I pay attention 
to our nutrition; I mean the whole family. The food I make 
is healthy; I do not take food from outside, and I am 
obsessed with eating good food.”	(P38)

Seeking information on breast health care

Participants	 sought	 out	 health‑related	 information	 in	
different	 ways,	 especially	 information	 on	 breast	 cancer.	
This	 information	 helped	 them	 identify	 some	 of	 the	
common	 risk	 factors	 for	 breast	 cancer.	 Information	 could	
be	 obtained	 from	 channels,	 such	 as	 people	 specializing	 in	
women	 health,	 media,	 and	 approved	 Internet	 platforms.	
About	 getting	 information	 through	 television	 networks,	 a	
woman	said:	“I follow health news and TV health network 
programs.”	(P33).

Mass	media,	including	television,	was	known	as	the	source	
of	 information	 for	most	 participants.	Another	woman	 said:	
“I watch science programs on channel four; not all of them, 
but for example, I watch topics related to women’s health 
such as menstruation, examination, and nutrition.”	(P38)

The	 midwives	 were	 another	 source	 of	 information	 for	 the	
women	 who	 were	 referred	 to	 them. “I tried to ask most 
of my questions from a midwife in the healthcare center. 
I remember once she gave me the breast examination 
pamphlet.”	(P33)

Cyclic monitoring and reaction to changes in the breast

Utilizing	 the	 training	 and	 recommendations	 received	 in	
BSE	 and	 paying	 attention	 to	 and	 following	 changes	 in	
breast	 tissue	 were	 the	 measures	 that	 formed	 the	 cyclic	
monitoring	and	reaction	to	changes	in	the	breast.

One	 woman	 described	 her	 experience	 with	 regular	 BSE:	
“When I noticed that this examination was necessary, and 
I had to pay attention to it, I took it seriously and did it 
regularly.”	(P38)

Paying	attention	to	any	changes	in	the	appearance	or	tissue	
of	 the	 breast	 is	 one	 of	 the	 recommended	 items	 in	 BSE	
training.	 In	 this	 regard,	 one	 of	 the	 participants	 who	 had	 a	
history	 of	 fibrocystic	 changes	 in	 her	 breast	 stated:	“It was 
told us that some of these cysts could also be cancerous, 
and that is why any changes in the breast should be taken 
seriously.”	(P33)

Follow‑up	 of	 any	 changes	 in	 the	 appearance	 or	 texture	 of	
the	breast	was	one	of	 the	actions	 taken	by	 the	participants.	
By	 regular	 and	 continuous	 BSE,	 women	 realized	 that	
they	 could	 monitor	 the	 health	 of	 their	 breasts	 and	 seek	
early	 detection	 in	 case	 of	 a	 problem.	 One	 of	 the	 women	
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described	her	experience:	“See! When I examine my breasts 
myself, it means that I am sensitive to the changes I feel. 
This can detect a possible problem much earlier in case of 
a problem.” (P33)

Women	 have	 a	 different	 understanding	 of	 the	 concept	 of	
self‑care	 in	 breast	 health.	 They	 have	 to	 deal	 with	 existing	
barriers,	 one	 of	 which	 is	 the	 subjective	 challenges	 in	
preventing	breast	cancer	self‑care.	Along	with	the	perceived	
concept,	coping	with	challenges	and	managing	and	tracking	
breast	 health	 status	 can	 reflect	 the	 agency	 of	 women	 in	
self‑care	 in	 breast	 cancer	 prevention.	 In	 other	 words,	 the	
concept	 of	 self‑care	 forms	 the	 evaluation	 and	 cognition	
of	women	 of	 this	 concept	 as	 the	 first	 step	 in	 their	 agency.	
They	 encounter	 subjective	 barriers	 to	 breast	 health,	 and	
coping	with	 them	 is	 a	 sign	 of	 advancing	 their	 agency.	 By	
creating	 individual	 responsibility,	 women’s	 agency	 helps	
them	to	manage	and	monitor	breast	health	status	efficiently.	
In	this	way,	women	can	have	breast	health	care	under	their	
control.	In	this	regard,	the	main	theme	of	the	study,	namely,	
women’s	agency	in	self‑care	in	breast	cancer	prevention,	is	
formed.

Discussion
The	 concept	 of	 self‑care	 in	 breast	 health	 was	 one	 of	 the	
main	 findings.	This	 concept	 implied	 the	 status	 of	 personal	
health	 for	 women.	As	 shown	 in	 other	 studies,	 a	 woman’s	
priorities	and	concerns	can	lead	her	to	focus	on	other	issues	
instead	 of	 focusing	 on	 cancer	 prevention.[33‑36]	 Personal	
health	 is	 an	 important	 issue	 that	 should	 be	 considered	
in	 breast	 cancer	 prevention	 programs.	 Lack	 of	 time	
and	 neglect	 of	 the	 importance	 of	 one’s	 health	 affect	 the	
continuation	of	personal	health‑related	care.[24,26,34]

Paying	attention	 to	one’s	health	has	been	expressed	as	one	
of	 the	 ideals	of	 some	women.	Thus,	women	who	wanted	a	
perfect	and	flawless	life	took	care	of	their	health.[16]	In	fact,	
the	amount	of	information	available	to	women	makes	them	
actively	 involved	 in	 this	 process.[37]	 However,	 ignorance	
of	 preventive	 screening	 programs	 and	 services	 in	 the	
community	 causes	 them	 not	 to	 take	 action	 in	 this	 regard	
despite	being	eligible	for	screening.[38]

This	 study	 showed	 that	 individual	 beliefs	 determine	 the	
need	for	breast	examination	among	 the	participants.	Simon	
et al.	 (2017)[26]	 likewise	 showed	 that	 individual	 beliefs	
and	 social	 norms	 necessitate	 screening	 for	 older	 Chinese	
women.	 The	 notion	 of	 being	 healthy,	 having	 no	 clinical	
symptoms,	and	having	no	need	for	examination	were	among	
the	 beliefs	 that	 eliminated	 the	 need	 for	 BSE	 and	CBE	 for	
women.[33,38]	 In	 another	 study	 in	 the	 UK,	 women	 with	 no	
history	 of	 symptoms	 rarely	 performed	BSE.[39]	Women	 are	
sometimes	 aware	 of	 the	 importance	 of	 examination	 and	
screening;	however,	based	on	their	beliefs,	 they	do	not	feel	
the	need	for	examination,	which	can	be	due	to	the	influence	
of	 the	 source	of	 information.[40]	On	 the	other	 side,	 in	 some	
studies,	 women	 have	 considered	 screening	 the	 norm	 and	

have	 never	 believed	 that	 they	 should	 refrain	 from	 doing	
so.[41,42]

A	 subjective	 challenge	 in	 self‑care	 was	 a	 finding	 that	
reflected	 women’s	 beliefs	 and	 indicated	 that	 women	 had	
beliefs	 about	 cancer.	 In	 women’s	 minds,	 cancer	 was	 a	
deadly	 disease,	 and	 breast	 cancer	 was	 a	 double	 stigma.	
Fear,	 as	 the	 result	 of	 the	 belief	 in	 unavoidable	 death	
or	 breast	 loss,	 can	 act	 as	 either	 a	 barrier	 or	 a	 supportive	
factor.[34,43]	 If	 the	 fear	 or	 anxiety	 is	 severe,	 it	 can	 prevent	
women	 from	 participating	 in	 self‑care.[34]	 In	 some	 cases,	
severe	 fear	has	prevented	 them	from	receiving	 information	
and	awareness	about	breast	cancer.[44]	In	other	words,	it	can	
be	 said	 that	 a	 deep	belief	 in	 the	 lethality	 of	 cancer	 creates	
fear,	 leading	 to	 a	 negative	 attitude	 toward	 the	 power	 to	
control	 cancer.	 However,	 less	 degrees	 of	 fear	 or	 anxiety	
can	act	as	a	stimulus.[34]	For	example,	in	a	qualitative	study	
by	March et al.	 (2017),	 although	 immigrant	women	 living	
in	Spain	pointed	to	the	link	between	cancer	and	death,	they	
knew	 they	 could	 overcome	 this	 belief	with	 early	 detection	
and	 effective	 treatment.[25]	 This	 fear,	 which	 has	 been	 seen	
in	 other	 studies,	 has	 different	 dimensions.	 Fear	 of	 being	
diagnosed	with	 cancer,	 fear	 of	 pain,	 fear	 of	 radiation,	 and	
ultimately	death	were	among	these	dimensions.[33,38,45]	Belief	
in	 the	 lethality	of	 cancer	 can	prevent	women	 from	making	
any	 attempt	 at	 early	 detection	 or	 self‑care	 and	 influencing	
the	course	or	stage	of	the	disease.[33]

Breast	 cancer	 was	 considered	 a	 double	 stigma	 for	 the	
participants.	 Women’s	 fear	 of	 the	 unknown	 aspects	 of	
cancer	 and	 the	 belief	 that	 the	 only	 way	 to	 treat	 breast	
cancer	 is	 mastectomy,	 which	 will	 have	 adverse	 effects	 on	
their	 body	 image	 and	 feelings,	 along	 with	 the	 possibility	
of	 rejection	 by	 the	 husband,	 has	 intensified	 the	 stigma	 of	
breast	cancer	in	women.[36]	Health‑related	stigma	is	a	social	
process	 or	 personal	 experience	 in	 which	 a	 person	 feels	
different,	rejected,	and	ashamed	because	of	a	health‑related	
problem.	 The	 individual	 may	 have	 this	 belief,	 or	 society	
has	 led	 them	 to	 believe	 it.[46]	 This	 stigma	 even	 prevented	
BSE	 in	 healthy	 Indonesian	 nurses.[47]	 In	 this	 regard,	 health	
professionals	should	be	aware	of	these	subjective	challenges	
and	 women’s	 cultural	 sensitivities	 in	 self‑care	 programs.	
They	 should	 understand	 them,	 correct	 misconceptions	 and	
beliefs,	 and	 transfer	 positive	 messages	 about	 preventing	
and	 protecting	 against	 cancer.[34]	To	 control	 the	 fear	 of	 the	
cancer	 lethality,	 it	 is	 recommended	 to	 include	 physicians,	
psychologists,	 and	 behavioral	 scientists	 in	 information	
campaign	programs.[28]

One	 of	 the	 findings	 of	 the	 study	 was	 the	 effort	 toward	 a	
healthy	 lifestyle	with	 a	 focus	 on	 breast	 cancer	 prevention.	
The	 fact	 that	 women	 are	 looking	 to	 change	 their	 lifestyle	
shows	that	they	are	aware	of	life‑threatening	factors	and	are	
ready	 to	 change	 undesirable	 habits.[16]	 In	 fact,	 changes	 in	
the	 current	 lifestyle,	 including	 reducing	 physical	 activities	
and	 increasing	 the	 prevalence	 of	 obesity,	 are	 known	 to	
be	 the	 most	 important	 risk	 factors	 for	 breast	 cancer.[45]	 In	
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this	 regard,	 national	 programs	 and	 policies	 should	 focus	
on	 prevention	 and	 take	 action	 by	 increasing	 awareness,	
reducing	 exposure	 to	 risk	 factors,	 providing	 information,	
and	 supporting	 the	 adoption	 of	 a	 healthy	 lifestyle.	 When	
women	 are	 aware	 of	 risk	 factors,	 they	 are	 more	 likely	 to	
engage	 in	 healthy	 behaviors.[7,48]	 If	 women	 do	 not	 know	
enough	 about	 the	 risk	 factors	 for	 breast	 cancer,	 they	 will	
have	 a	 negative	 attitude	 toward	 seeking	 breast	 health	
care.[49]

This	 study	 showed	 that	 one	 of	 the	 examples	 of	 active	
management	 and	 follow‑up	 of	 breast	 health	 status	 is	
periodic	breast	monitoring	through	regular	self‑examination.	
Women’s	 awareness	 of	 how	 to	 perform	 the	 examination	
and	 understanding	 of	 the	 importance	 of	 the	 risk	 that	 may	
threaten	 their	 health	 are	 involved	 in	 performing	 BSE.	
In	 other	 words,	 the	 perceived	 concept	 of	 self‑care	 in	
breast	 health	 will	 be	 alongside	 active	 management	 and	
monitoring	 of	 breast	 health	 status.	 A	 study	 of	 Ethiopian	
university	 girls	 found	 that	 the	main	 reason	 for	 not	 having	
BSE	was	 unawareness	 of	 how	 and	 when	 to	 do	 it	 and	 not	
realizing	 the	 importance	 of	 BSE	 in	 the	 early	 detection	 of	
cancer.[50]	 In	 fact,	 the	 basis	 of	 breast	 cancer	 prevention	
in	 self‑care	 programs	 is	 focused	 on	 BSE.[7]	 This	 issue	 is	
especially	 important	 in	 countries	 with	 limited	 resources	
for	mammography.[51]	Taiwanese	women	 stated	 that	 due	 to	
medical	 limitations,	 the	benefits	of	BSE	play	a	key	 role	 in	
maintaining	their	health.[52]

As	 the	findings	 showed,	 the	 three	 factors	of	 the	perceived	
concept	of	self‑care	 in	breast	health,	along	with	subjective	
challenges	 in	 self‑care	 and	 active	 management	 and	
follow‑up	 of	 breast	 health,	 formed	 the	 main	 theme	 of	
the	 study,	 which	 is	 women’s	 agency	 in	 self‑care	 breast	
cancer	 prevention.	 These	 three	 factors	 are	 interrelated.	 In	
the	 study	by	Peek	et al.	 (2008),[36]	 participants	 stated	 they	
received	 help	 only	 in	 critical	 and	 emergency	 situations.	
Therefore,	 they	 did	 not	 perform	 preventive	 breast	 cancer	
self‑care	 behaviors,	 which	 indicated	 the	 low	 priority	 of	
preventive	 care	 and	 implied	 the	 relationship	 between	 the	
perceived	 concept	 of	 self‑care	 and	 active	 breast	 health	
management.

Self‑care	requires	awareness,	skills,	and	motivation.	In	fact,	
with	 increasing	 awareness	 through	 education,	 the	 self‑care	
agency	 can	 be	 increased	 by	 determining	 and	 providing	
information	 to	 provide	 self‑care	 requirements.[53]	 Protecting	
women	 against	 breast	 cancer	 is	 linked	 to	 staying	 healthy	
and	 monitoring	 the	 disease.	 Protecting	 oneself	 against	
breast	 cancer	 is	 associated	 with	 maintaining	 health	 and	
monitoring.[52]	 In	 fact,	 the	 agency	 in	 self‑care	 is	 the	 ability	
to	 perform	 informed	 and	 selective	 actions	 emerging	 by	
assessing	 and	 understanding	 self‑care	 needs.	 Then,	 one	
decides	on	appropriate	measures	to	meet	these	needs,	and	in	
the	implementation	stage,	they	implement	these	decisions.

The	 study	 was	 conducted	 in	 the	 sociocultural	 context	
of	 Iran	 and	 heavily	 responds	 to	 the	 healthcare	 system	 in	

Iran	 that	 is	 radically	 different	 from	 other	 countries,	 and	
therefore,	its	generalizability	is	limited.

Conclusion
This	 study	 provided	 a	 new	 understanding	 of	 the	 Iranian	
women’s	 experience	 regarding	 self‑care	 in	 breast	 cancer	
prevention.	The	 experiences	 varied	widely	 and	 demanded	
comprehensive	 attention.	Awareness	 of	 these	 experiences	
is	 essential	 to	 adopt	 effective	 health	 promotion	 programs	
and	 strategies	 to	 support	 women	 in	 self‑care	 for	 breast	
cancer	 prevention.	 Consequently,	 using	 the	 findings	 of	
this	 study	 is	 recommended	 for	 healthcare	 authorities/
providers.

Acknowledgements

The	 authors	 thank	 the	women	who	 took	 part	 in	 this	 study	
and	 provided	 us	 details	 about	 their	 valuable	 experiences	
(This	article	is	part	of	a	research	project	with	grant	number	
50618.).

Financial support and sponsorship

Vice	 Chancellor	 for	 Research,	 Isfahan	 University	 of	
Medical	Sciences

Conflicts of interest

Nothing	to	declare.

References
1.	 International	Agency	 for	 Research	 on	 Cancer	 Breast.	 Available	

from:	 https://www.uicc.org/news/globocan‑2020‑global‑cancer‑
data.	[Last	accessed	on	2024	July	10].

2.	 International	 Agency	 for	 Research	 on	 Cancer.	 Iran,	 Islamic	
Republic	 of.	 Available	 from:	 https://macsa.ir/fa/wp‑content/
uploads/2021/04/364‑iran‑islamic‑republic‑of‑fact‑sheets.pdf.	
[Last	accessed	on	2024	July	10].

3.	 Jazayeri	 SB,	 Saadat	 S,	 Ramezani	 R,	 Kaviani	 A.	 Incidence	 of	
primary	 breast	 cancer	 in	 Iran:	 Ten‑year	 national	 cancer	 registry	
data	report.	Cancer	Epidemiol	2015;39:519‑27.

4.	 Asgarian	F,	Mirzaei	M,	Asgarian	S,	 Jazayeri	M.	Epidemiology	of	
breast	cancer	and	 the	age	distribution	of	patients	over	a	period	of	
ten	years.	Iranian	Quarterly	Journal	of	Breast	Disease	2016;9:31‑6.

5.	 Birnbaum	 JK,	 Duggan	 C,	 Anderson	 BO,	 Etzioni	 R.	 Early	
detection	 and	 treatment	 strategies	 for	 breast	 cancer	 in	 low‑
income	 and	 upper	 middle‑income	 countries:	A	modelling	 study.	
Lancet	Glob	Health	2018;6:e885‑93.

6.	 Birhane	 K,	 Alemayehu	 M,	 Anawte	 B,	 Gebremariyam	 G,	
Daniel	 R,	 Addis	 S,	 et al.	 Practices	 of	 breast	 self‑examination	
and	 associated	 factors	 among	 female	 Debre	 Berhan	 University	
Students.	Int	J	Breast	Cancer	2017;2017:8026297.

7.	 Saranrittichai	 K,	 Ussavapark	 W,	 Thamrongwarangkoon	 A,	
Haengsorn	 T,	 Daoruang	 S,	 Teeranut	 A.	 Community‑	 based	
approaches	 to	 cancer	 prevention	 in	 rural	 Thailand	 based	 on	
experiences	 of	 accredited	 health	 professionals.	 Asian	 Pac	 J	
Cancer	Prev	2020;21:7‑12.

8.	 Chrischilles	 EA,	 Riley	 D,	 Letuchy	 E,	 Koehler	 L,	 Neuner	 J,	
Jernigan	C,	et al.	Upper	extremity	disability	and	quality	of	life	after	
breast	cancer	 treatment	 in	 the	Greater	Plains	Collaborative	clinical	
research	network.	Breast	Cancer	Res	Treat	2019;175:675‑89.

9.	 Fitzmaurice	 C,	 Akinyemiju	 TF,	 Al	 Lami	 FH,	 Alam	 T,	



Savabi‑Esfahani, et al.: Experience of self‑care in breast cancer

Iranian Journal of Nursing and Midwifery Research ¦ Volume 30 ¦ Issue 3 ¦ May-June 2025 405

Alizadeh‑Navaei	R,	Allen	C,	et al.	Global,	regional,	and	national	
cancer	 incidence,	 mortality,	 years	 of	 life	 lost,	 years	 lived	 with	
disability,	and	disability‑adjusted	life‑years	for	29	cancer	groups,	
1990	 to	 2016:	 A	 systematic	 analysis	 for	 the	 global	 burden	 of	
disease	study.	JAMA	Oncol	2018;4:1553‑68.

10.	 Shams	 M,	 Faya	 Bakhsh	 A,	 Saffari	 M.	 A	 review	 of	 studies	
conducted	 on	 efficacy	 of	 health	 educational	 interventions	 to	
correct	women’s	behavior	 in	performing	breast	self‑examination.	
Basic	Clin	Cancer	Res	2014;6:2‑9.

11.	 Capri	 S,	 Russo	 A.	 Cost	 of	 breast	 cancer	 based	 on	 real‑world	
data:	 A	 cancer	 registry	 study	 in	 Italy.	 BMC	 Health	 Serv	 Res	
2017;17:84.

12.	 Asban	A,	Homsy	C,	Chen	L,	Fisher	C,	Losken	A,	Chatterjee	A.	
A	 cost‑utility	 analysis	 comparing	 large	 volume	 displacement	
oncoplastic	 surgery	 to	 mastectomy	 with	 single	 stage	 implant	
reconstruction	 in	 the	 treatment	 of	 breast	 cancer.	 Breast	
2018;41:159‑64.

13.	 Tosteson	 ANA,	 Yang	 Q,	 Nelson	 HD,	 Longton	 G,	 Soneji	 SS,	
Pepe	 M,	 et al.	 Second	 opinion	 strategies	 in	 breast	 pathology:	
A	 decision	 analysis	 addressing	 over‑treatment,	 under‑treatment,	
and	care	costs.	Breast	Cancer	Res	Treat	2018;167:195‑203.

14.	 Daroudi	R,	Akbari	 Sari	A,	Nahvijou	A,	Kalaghchi	B,	Najafi	M,	
Zendehdel	K.	The	economic	burden	of	breast	cancer	in	Iran.	Iran	
J	Public	Health	2015;44:1225‑33.

15.	 Riegel	 B,	 Barbaranelli	 C,	 Sethares	 KA,	 Daus	 M,	 Moser	 DK,	
Miller	 JL,	et al.	Development	 and	 initial	 testing	of	 the	 self‑care	
of	chronic	illness	inventory.	J	Adv	Nurs	2018;74:2465‑76.

16.	 Khazaee‑Pool	M,	Montazeri	A,	Majlessi	F,	Rahimi	Foroushani	A,	
Nedjat	 S,	 Shojaeizadeh	 D.	 Breast	 cancer‑preventive	 behaviors:	
Exploring	 Iranian	 women’s	 experiences.	 BMC	Womens	 Health	
2014;14:41.

17.	 Ghahremani	 L,	 Mousavi	 Z,	 Kaveh	 MH,	 Ghaem	 H.	 Self‑care	
education	programs	based	on	a	trans‑theoretical	model	in	women	
referring	 to	 health	 Centers:	 Breast	 self‑examination	 behavior	 in	
Iran.	Asian	Pac	J	Cancer	Prev	2016;17:5133‑8.

18.	 Morowati	 Sharifabad	 MA,	 Seifi	 M,	 Dehghani	 A,	 Kargar	 S,	
Mortazavizadeh	 SMR.	 The	 relationship	 between	 breast	 self‑
examination	 and	 the	 disease	 stage	 in	 detection	 time	 among	
patients	 with	 breast	 cancer	 in	 Yazd.	 Journal	 of	 Tolooebehdasht	
2019;18:37‑45.

19.	 Ghodsi	 Z,	 Hojjatoleslami	 S.	 Breast	 self‑examination	 and	
mammography	 in	 cancer	 screening:	 Women	 health	 protective	
behavior.	J	Prev	Med	Hyg	2014;55:46‑9.

20.	 Moodi	 M,	 Miri	 MR,	 Sharifzadeh	 G,	 Miri	 M,	
Norozi	 E,	 Es‑haghi	 S.	 Predictors	 of	 breast	 self‑examination	
behavior	 in	 housewives	 based	 on	 trans‑theoretical	 Model.	
J	Birjand	Univ	Med	Sci	2019;26:64‑73.

21.	 Berrino	 F,	 Villarini	 A,	 Gargano	 G,	 Krogh	 V,	 Grioni	 S,	
Bellegotti	 M,	 et al.	 The	 effect	 of	 diet	 on	 breast	 cancer	
recurrence:	 The	 DIANA‑5	 randomized	 trial.	 Clin	 Cancer	 Res	
2024;30:965‑74.

22.	 Harvie	M,	Howell	A,	 Evans	DG.	Can	 diet	 and	 lifestyle	 prevent	
breast	 cancer:	What	 is	 the	 evidence?	Am	 Soc	 Clin	 Oncol	 Educ	
Book	2015:e66‑73.

23.	 Ahmadian	 M,	 Carmack	 S,	 Samah	 AA,	 Kreps	 G,	 Saidu	 MB.	
Psychosocial	predictors	of	breast	self‑examination	among	female	
students	 in	Malaysia:	A	study	 to	assess	 the	 roles	of	body	 image,	
self‑efficacy	 and	 perceived	 barriers.	 Asian	 Pac	 J	 Cancer	 Prev	
2016;17:1277–84.

24.	 McBride	 KA,	 Fleming	 CAK,	 George	 ES,	 Steiner	 GZ,	
MacMillan	 F.	 Double	 discourse:	 Qualitative	 perspectives	
on	 breast	 screening	 participation	 among	 obese	 women	 and	
their	 health	 care	 providers.	 Int	 J	 Environ	 Res	 Public	 Health	

2019;16:534.
25.	 March	 S,	 Villalonga	 B,	 Sanchez‑Contador	 C,	 Vidal	 C,	

Mascaro	A,	de	Lluc	Bennasar	M.	et al.	Barriers	to	and	discourses	
about	 breast	 cancer	 prevention	 among	 immigrant	 women	 in	
Spain:	A	qualitative	study.	BMJ	Open	2018;8:021425.

26.	 Simon	 MA,	 Tom	 LS,	 Dong	 X.	 Breast	 Cancer	 Screening	
Beliefs	 among	 Older	 Chinese	Women	 in	 Chicago’s	 Chinatown.	
J	Gerontol	A	Biol	Sci	Med	Sci	2017;72(Suppl	1):S32‑40.

27.	 Alatrash	 M.	 Prevalence,	 Perceived	 Benefits,	 and	 Perceived	
Barriers	Regarding	Breast	Cancer	Screening	Among	Three	Arab	
American	Women	Subgroups.	J	Transcult	Nurs	2020;31:242‑9.

28.	 Charaka	 H,	 Khalis	 M,	 Elfakir	 S,	 Huybrechts	 I,	 Khazraji	 YC,	
Lyoussi	 B,	 et al.	 Knowledge,	 perceptions,	 and	 satisfaction	
of	 Moroccan	 women	 towards	 a	 new	 breast	 cancer	 screening	
program	in	Morocco.	J	Cancer	Educ	2021;36:657‑63.

29.	 Dahiya	N,	Basu	S,	Singh	MC,	Garg	S,	Kumar	R,	Kohli	C.	Knowledge	
and	 practices	 related	 to	 screening	 for	 breast	 cancer	 among	women	
in	Delhi,	India.	Asian	Pac	J	Cancer	Prev	2018;19:155‑9.

30.	 Wang	 L,	 Mackenzie	 L,	 Hossain,	 Z.	 Breast	 cancer	 screening	
practices	 and	 associated	 factors	 among	 Chinese‑Australian	
women	 living	 in	 Sydney:	 A	 cross‑sectional	 survey	 study.	 Nurs	
Health	Sci	2022;24:293–303.

31.	 Graneheim	 UH,	 Lundman	 B.	 Qualitative	 content	 analysis	 in	
nursing	 research:	Concepts,	 procedures	 and	measures	 to	 achieve	
trustworthiness.	Nurse	Educ	Today	2004;24:105‑12.

32.	 Polit	 DF,	 Beck	 CT.	 Nursing	 Research:	 Principles	 and	Methods.	
Lippincott	Williams	and	Wilkins;	2014.

33.	 Karaca	Bıçakçı	N,	Karakaş	D,	Aydın	Avcı	İ.	Fear	of	breast	cancer	
and	 assessment	 of	 the	 efficiency	 of	 mammography	 scanning	 in	
working	women.	Eur	J	Breast	Health	2023;19:70‑5.

34.	 Kissal	 A,	 Vural	 B,	 Ersin	 F,	 Solmaz	 T.	 The	 effect	 of	 women’s	
breast	 cancer	 fear	 and	 social	 support	 perceptions	 on	 the	 process	
of	participating	in	screening.	Glob	Health	Promot	2018;25:52‑9.

35.	 Hackett	 J,	 Thorneloe	 R,	 Side	 L,	 Wolf	 M,	 Horne	 R,	 Cuzick	 J,	
et al.	 Uptake	 of	 breast	 cancer	 preventive	 therapy	 in	 the	 UK:	
Results	 from	 a	 multi‑centre	 prospective	 survey	 and	 qualitative	
interviews.	Breast	Cancer	Res	Treat	2018;170:633‑40.

36.	 Peek	 ME,	 Sayad	 JV,	 Markwardt	 R.	 Fear,	 fatalism	 and	 breast	
cancer	 screening	 in	 low‑income	African‑American	 women:	 The	
role	 of	 clinicians	 and	 the	 health	 care	 system.	 J	Gen	 Intern	Med	
2008;23:1847‑53.

37.	 Ghanouni	A,	Renzi	C,	Waller	JA	cross‑sectional	survey	assessing	
factors	 associated	 with	 reading	 cancer	 screening	 information:	
Previous	 screening	 behaviour,	 demographics	 and	 decision‑
making	style.	BMC	Public	Health	2017;17:327.

38.	 Bamidele	 O,	 Ali	 N,	 Papadopoulos	 C,	 Randhawa	 G.	 Exploring	
factors	 contributing	 to	 low	 uptake	 of	 the	 NHS	 breast	 cancer	
screening	 programe	 among	 Black	 African	 women	 in	 the	 UK.	
Diversity	and	Equality	in	Health	and	Care	2017;14:212‑9.

39.	 Chambers	 SE,	 Copson	 ER,	 Dutey‑Magni	 PF,	 Priest	 C,	
Anderson	 AS,	 Sinclair	 JMA.	 Alcohol	 use	 and	 breast	 cancer	
risk:	A	 qualitative	 study	 of	 women’s	 perspectives	 to	 inform	 the	
development	of	 a	preventative	 intervention	 in	breast	 clinics.	Eur	
J	Cancer	Care	(Engl)	2019;28:e13075.

40.	 Wu	 TY,	 Lee	 J.	 Promoting.	 Breast	 cancer	 awareness	 and	
screening	 practices	 for	 early	 detection	 in	 low‑resource	 settings.	
Eur	J	Breast	Health	2018;15:18‑25.

41.	 Brandzel	 S,	 Chang	 E,	 Tuzzio	 L,	 Campbell	 C,	 Coronado	 N,	
Bowles	 EJ,	 et al.	 Latina	 and	 Black/African	American	 women’s	
perspectives	on	cancer	screening	and	cancer	screening	reminders.	
J	Racial	Ethn	Health	Disparities	2016.	doi:	10.1007/s40615‑016‑
0304‑2.

42.	 Norfjord	Van	Zyl	M,	Akhavan	S,	Tillgren	P,	Asp	M.	Experiences	



Savabi‑Esfahani, et al.: Experience of self‑care in breast cancer

406 Iranian Journal of Nursing and Midwifery Research ¦ Volume 30 ¦ Issue 3 ¦ May-June 2025

and	 perceptions	 about	 undergoing	 mammographic	 screening:	
A	 qualitative	 study	 involving	women	 from	 a	 county	 in	 Sweden.	
Int	J	Qual	Stud	Health	Well‑being	2018;13:1521256.

43.	 Vrinten	C,	McGregor	LM,	Heinrich	M,	von	Wagner	C,	Waller	J,	
Wardle	J,	et al.	What	do	people	 fear	about	cancer?	A	systematic	
review	 and	 meta‑synthesis	 of	 cancer	 fears	 in	 the	 general	
population.	Psychooncology	2017;26:1070‑9.

44.	 Miles	 A,	 Voorwinden	 S,	 Chapman	 S,	 Wardle	 J.	 Psychologic	
predictors	 of	 cancer	 information	 avoidance	 among	 older	
adults:	 The	 role	 of	 cancer	 fear	 and	 fatalism.	 Cancer	 Epidemiol	
Biomarkers	Prev	2008;17:1872‑9.

45.	 Kangmennaang	 J,	 Mkandawire	 P,	 Luginaah	 I.	 Breast	 cancer	
screening	 among	 women	 in	 Namibia:	 Explaining	 the	 effect	 of	
health	insurance	coverage	and	access	to	information	on	screening	
behaviours.	Glob	Health	Promot	2019;26:50‑61.

46.	 Vrinten	 C,	 Gallagher	A,	Waller	 J,	 Marlow	 LAV.	 Cancer	 stigma	
and	 cancer	 screening	 attendance:	A	 population	 based	 survey	 in	
England.	BMC	Cancer	2019;19:566.

47.	 Irawati	 D,	 Herawati	 T.	 Association	 between	 cancer	 stigma	
and	 breast	 self‑examination	 among	 nurses.	 Enferm	 Clín	
2020;30:60‑4.

48.	 Jerônimo	 AF,	 Freitas	 ÂG,	 Weller	 M.	 Risk	 factors	 of	 breast	
cancer	and	knowledge	about	 the	disease:	An	 integrative	 revision	
of	Latin	American	studies.	Cien	Saude	Colet	2017;22:135‑49.

49.	 Godfrey	 K,	 Agatha	 T,	 Nankumbi	 J.	 Breast	 cancer	 knowledge	
and	 breast	 self‑examination	 practices	 among	 female	 university	
students	 in	Kampala,	Uganda:	A	descriptive	 study.	Oman	Med	J	
2016;31:129‑34.

50.	 Mandrik	 O,	 Ekwunife	 OI,	 Zielonke	 N,	Meheus	 F,	 Severens	 JL,	
Lhachimi	 SK,	 et al.	 What	 determines	 the	 effects	 and	 costs	 of	
breast	 cancer	 screening?	 A	 protocol	 of	 a	 systematic	 review	 of	
reviews.	Syst	Rev	2017;6:122.

51.	 Trupe	 LA,	 Rositch	 A,	 Dickerson	 L,	 Lucas	 S,	 Harvey	 SC.	
Knowledge	and	attitudes	about	breast	 cancer	 in	Limpopo,	South	
Africa.	J	Glob	Oncol	2017;3:509‑14.

52.	 Yang	RJ,	Huang	LH,	Hsieh	YS,	Chung	UL,	Huang	CS,	Bih	HD.	
Motivations	 and	 reasons	 for	 women	 attending	 a	 breast	 self‑
examination	training	program:	A	qualitative	study.	BMC	Womens	
Health	2010;10:23.

53.	 Dewi	TK,	Ruiter	RAC,	Diering	M,	Ardi	R,	Massar	K.	Breast	self‑
examination	as	a	route	to	early	detection	in	a	lower‑middle‑income	
country:	 Assessing	 psychosocial	 determinants	 among	 women	 in	
Surabaya,	Indonesia.	BMC	Women’s	Health	2022;22:179.


