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Abstract: Among cancer death rates, gasterointestinal cancer ranks second to lung cancer in men and third in
women, behind lung and breast cancer, respectively. This study examined attitude and some factors affected
on gasterointestinal cancer in the women Iranian in 2013. This is a cross-sectional study that was carried out
on 560 women in Arak (A city in Iran) in 2013. Participant divided two groups younger women (Under 45 years:
372 women) and older age (45 years and upper: 188 women). By semi structure interview assessed positive and
negative attitudes and some factors affected with regard to gastrointestinal cancer. In this study younger
women obtained significantly higher attitude scores than older women (2.55, 2.12-3.87, P<0.01), women with
more education also demonstrated greater positive attitude (3.1, 2.3-4.2, P<0.001). Attitudes varied by age, with
women and those in the older age having more negative attitudes (1.32, 0.77-2.24, P<0.024). Attitudes also
varied significantly by educational level, with women who had the lowest levels of education showing the most
negative attitudes to cancer (2.92, 1.4-4.81, P<0.001). About positive attitude in younger women was
“Affecting personal life/family/career” (311, 83%) were the perceived. Negative attitude was generally high in
older women, with agree in each item. “Going for screening would be painful (116, 62%) and screening would
be too expensive (144, 77%)” was the negative attitude upon. Regression analyses showed that
sociodemographic variables, along with cancer experience and cancer attitude were entered into the regression
model, as the dependent variable. All of the variables, including independently predicted attitudes (R  adjusted:2

0.197). Reducing negative perceptions about cancer may in turn influence the decision to take part in screening.
Improving attitude among all groups should be a priority in the effort to improve gastrointestinal cancer
outcomes.
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INTRODUCTION Compliance rates range from approximately 50% to 80% in

Gasterointestinal cancer is among the top three gasterointestinal cancer [4] and from 63% to 93% in
leading causes of cancer deaths in Canada and the United studies [5, 6].
States and the lifetime risk of disease in these two To date, studies have not focused on social
countries is about 6% [1, 2]. A family history of colorectal interactions (Such as advice or encouragement) with
cancer (CRC) increases the risk of colorectal neoplasia relatives and social  contacts  (Such  as  friends).
and  there  is  good  evidence to support an increased Although health beliefs and attitudes toward
CRC risk  among  first-degree  relatives of CRC patients gasterointestinal cancer screening  have  been
[2]. Despite the demonstrated beneficial effects of emphasized in previous studies, there is a need to
gasterointestinal cancer screening, adherence to examine other variables to improve our understanding of
screening advice (Or compliance; these terms are used screening behaviors in relatives of gasterointestinal
inter changeably in this report) is less than optimal [3]. cancer patients [4-6]. 

studies including first-degree relatives of patients with
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For health education to be effective, it should be behavior is needed. The aim of this study was to
designed with an understanding of recipients’—target determine of attitude and some factors affected on
audiences’—health and social characteristics, beliefs, gasterointestinal cancer in women Iranian.
attitudes, values, skills and past behaviors. These
audiences consist of people who may be reached as MATERIALS AND METHODS
individuals, in groups, through organizations, as
communities or sociopolitical entities, or through some In this study 560 women were selected with random
combination of these. They may be health professionals, sampling method from health centers in Arak a city in Iran.
clients, people at risk for disease, or patients. In this study the population was divided into two

Attitude is determined by the individual’s beliefs groups including women less than 45 years and women
about outcomes or attributes of performing the behavior more than 45 years for compare of positive and negative
(Behavioral beliefs), weighted by evaluations of those attitude.
outcomes or attributes. Thus, a person who holds strong Women participation  was  voluntary  and
beliefs that positively valued outcomes will result from anonymous using self-administered data collection
performing the behavior will have a positive attitude procedures. The study was approved by both the Ethics
toward the behavior. Conversely, a person who holds Committee  of  Arak  university  of medical sciences
strong beliefs that negatively valued outcomes will result (Arak-Iran) and the health center Arak province.
from the behavior will have a negative attitude. For design the questionnaire our use qualitative

Understanding the social, psychological and study (focus group was conducted interviewer) and other
cognitive predictors of early detection practices for questionnaire. Data was collected using a questionnaire
colorectal cancer may be one way to improve including demographic variables, attitude and some
gasterointestinal cancer outcomes. One way in which factors related to gasterointestinal cancer.
socio demographic factors may influence practice toward The first section of the questionnaire collected
a health threat, such as cancer, is through attitude. information on some demographic question (ex. Age,
Existing evidence suggests that people have only a hazy status of job, level of education and so on). The second
understanding of the causes or prevention of cancer section consisted of 24questions designed to measure
including gasterointestinal cancer [5-7]. Importantly, there perceptions towards gasterointestinal cancer via a 5-point
appears to be a consistent socioeconomic gradient in Likert scale (1 = strongly disagree, 2 = disagree, 3 = I don’t
attitude, with those who are most socio economically know, 4=agree and 5 = strongly agree).
deprived demonstrating the lowest levels of attitude and Attitude included hazard of cancer on women and
understanding [8]. family, fear of cancer, attitude to examination of screening

Although an overemphasis on attitude at the expense cancer and so on.
of other social and psychological processes has been The attitude about gasterointestinal cancer were
criticized, attitude is an important prerequisite for measured; and for analyzing data, the sum of scores for
instigating behavior change [8] and it is likely that attitude attitude was 100.
of gasterointestinal cancer will inform practice toward Measures of attitudes were modified from items
gasterointestinal cancer screening and other early developed from previous psychosocial studies of cancer
detection behaviors. The movement toward more informed screening [3-14]. Respondents were asked to indicate the
decision-making in cancer screening has also led to a extent to which they agreed or disagreed with each of the
greater emphasis on individuals’ attitude and following items: “I would be too young for morbidity
understanding of cancer risk and disease outcomes and gasterointestinal cancer”, I think that risk of
the way in which these impact on decisions to participate gasterointestinal cancer in women higher in man”, I think
[4-6]. that morbidity of cancer had outcome adverse economic”

The study indicated that better attitude was linked and so on. Response categories were strongly agree,
with help-seeking behavior; however, the correlation was agree, don’t idea, disagree and strongly disagree, with
weak and the authors suggested that the gap between higher scores denoting more positive attitudes.
attitude and behavior might be accounted for by About negative attitude items about obstacle and
individuals’ beliefs about cancer. Further investigation of barrier were: “I'm bored to information about
the relationship between cancer attitudes and health gasterointestinal  cancer”, “I am afraid even to think about
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gasterointestinal cancer”; “The thought of cancer scares RESULTS
me”; “If I had cancer I would rather not know about it”
and so on. A   total    of    560   responded    to    the   survey.

The content validity of the questionnaire was The sociodemographic characteristics of the study sample
determined by a panel of reviewers consisting of college showed that the mean age of the women was 34.48±10.77
professors in health education and promotion, oncologist years and the mean  of  number  children  was  2.11±1.73.
and epidemiologist. Prior to conducting the main project, Of the women, 21% were history of colorectal cancer in
a pilot study was conducted to assess the content first of family and 11% were history of death cancer in
validity of the study questionnaires as well as reliability. family.
The pilot study was conducted to obtain feedback about About positive attitude in younger women was
the clarity, length, comprehensiveness and the required “gasterointestinal cancer screening helps detect cancer
time for completion of the questionnaires as well as for early” (311, 83%), “I have some chance of developing
data collection in order to estimate the internal cancer (117, 31%)” and “I never worry about getting
consistency of the measures. gasterointestinal cancer (253, 68%)” were the perceived

To determine the internal consistency of the positive attitude items agreed upon. Others of positive
instrument items a Chronbach's Alpha formula was and negative attitudes toward gasterointestinal cancer
applied to measure the reliability of  the  questionnaire. shown in Table 1. 
The results reveal the reliability rates, which are in an In this study younger women obtained significantly
acceptable level. higher attitude scores than older women (2.55, 2.12-3.87,

Analysis was by chi-square tests for comparison of P<0.01). Women with more education also demonstrated
proportions. Pearson’s correlation was used to examine greater positive attitude (3.1, 2.3-4.2, P<0.001). Attitudes
relationships between continuous variables and varied by age, with women and those in the older age
multivariate analysis was by multiple linear regression, having more negative attitudes (1.32, 0.77-2.24, P<0.024).
using SPSS 16. Attitudes  also  varied  significantly  by  educational level,

Table 1: Prevalence of positive and negative attitude about gastrointestinal cancer in younger and older women
Groups
-------------------------------------------------------------------
Younger women (n=372) Older women (n=188)
------------------------------- ----------------------------

Attitude N % N % P
Positive attitude
Gasterointestinal cancer screening helps detect cancer early 311 83 65 34 0.01
I have some chance of developing cancer 117 31 44 23 0.32
I never worry about getting gasterointestinal cancer 253 68 109 58 0.12
I can prevent myself from getting gasterointestinal cancer 165 44 33 17 0.02
I heard physician recommendation prevention of gasterointestinal cancer screening 288 77 67 35 0.01
My family told me to go for gasterointestinal cancer screening 262 70 78 41 0.01
I heard/read about prevention of gasterointestinal cancer from TV and newspapers 237 63 127 67 0.38
I heard about prevention of gasterointestinal cancer from friends or relatives 198 53 103 54 0.25
I have attended a public talk on gasterointestinal cancer 75 20 62 33 0.68
Negative attitude
Iam afraid of affecting cancer on personal life/family/career 208 56 118 63 0.54
I think cancer can lead to prolonged hospitalization 223 60 122 65 0.21
I think that cancer is a dangerous disease. 271 73 133 71 0.14
I think that prevents cancer cues prevention of mental health compromised 253 68 95 51 0.01
I think that do protective behavior was difficult. 174 47 124 66 0.012
Gasterointestinal cancer is expensive to treat 253 68 144 77 0.14
Going for screening would be painful 189 51 116 62 0.73
I am afraid of finding out if I have gasterointestinal cancer 163 44 114 61 0.01
I rather not know if I had gasterointestinal cancer 137 37 111 59 0.01
Gasterointestinal cancer affects my social life 226 61 92 49 0.01
Gasterointestinal cancer leads my death 152 41 84 45 0.86
Gasterointestinal cancer leads to anxiety and stress 219 59 105 56 0.61
I am afraid of results of cancer screening 115 31 122 65 0.01
In this study, between age and positive attitude (r=-0.22, p=0.031), age and negative attitude (r=0.19, p=0.01), positive correlation was observed
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Table 2: Attitude for prevention of gasterointestinal cancer by demographic factors
Attitude score (0-100)
------------------------------------------------------------------------------

Attitude Low (0-30) Medium (31-60) High (upper of 60)
Variables N (%) N (%) N (%)
Age (years) <20 (n=23) 6(26) 8(34) 9(40)

21-30 (n=180) 40(22) 85(48) 55(30)
31-40(n=139) 58(41) 42(31) 39(28)
41-50(n=108) 66(61) 20(18) 22(20)
>50 (n=110) 49(44) 38(34) 23(21)

Status of employment Yes (n=88) 19(21) 32(37) 37(42)
No (n=472) 216(46) 169(35) 87(18)

Status of marriage Single (n=44) 22(50) 14(32) 8(18)
Married (n=516) 103(21) 205(39) 208(40)

Level of education Illiterate (n=42) 28(66) 6(15) 8(19)
Elementary school(n=108) 55(51) 29(26) 24(22)
Middle school (n=95) 32(33) 24(25) 39(41)
High school (n=188) 43(22) 52(28) 93(49)
College or university (n=127) 35(27) 19(15) 73(58)

Monthly family income Low (n=151) 71(47) 51(34) 29(19)
Moderate (n=321) 75(24) 132(41) 114(35)
High (n=88) 15(17) 27(31) 46(52)

History of colorectal cancer in family Yes (n= 117) 25(21) 15(14) 77(65)
No (n=404) 223(55) 94(24) 87(21)
I don’t know (n=39) 10(25) 15(39) 14(35)

History of death of colorectal cancer in family Yes (n=65) 12(18) 15(22) 38(60)
No (n=448) 277(62) 103(23) 68(15)
I don’t know (n=47) 16(34) 23(49) 8(17)

with  women   who   had   the  lowest  levels  of  education In our study the strongest predictor of screening in
showing  the    most    negative   attitudes   to  cancer field of information resource was physician and family
(2.92, 1.4-4.81, P<0.001). encouragement, consistent with previous studies of

In this study attitude for prevention of gasterointestinal cancer screening [9] and breast cancer
gasterointestinal cancer by demographic factors showed screening [10, 11]. This suggests tapping on the network
that higher attitude in younger age, high level of of family and physician will be potentially a useful method
education, married of patient and patient with History of in getting across positive attitude for health behavior and
cancer in family were observed (Table 2). screening, but unto itself may still be inadequate in

Regression analyses were used to investigate actually changing screening behavior. Interventions at
whether attitude predicted by independently of the physician level may be an effective way to increase
sociodemographic variables. Sociodemographic variables appropriate prevention behavior in increased-risk
(Job, age, education, status of marriage), along with relatives.
cancer experience and cancer attitude were entered into In our study, we found important differences in the
the regression model, as the dependent variable. All of the positive and negative attitude between younger and older
variables, including independently predicted attitudes. age women that would support a age influence on

Regression analyses were then used to examine the gasterointestinal cancer health behavior. Women had
association between attitudes and use of service more concerns about the risks that might arise from an
screening and to explore whether attitudes might mediate examination, mirroring similar concerns from  their
the effects of screening. The effect on attitudes was Western female counterparts [12]. In addition, they also
added to the regression was minimal and attitudes had greater fears about receiving a positive diagnosis of
remained a significant predictor (P<0.01). cancer. This suggests a need for a personalized approach

DISCUSSION on a one-to-one basis and reassurance and support

Finding showed that reduce negative public issue because our study found that a physician in health
perceptions of cancer which may impact positively to centers and health worker recommendation for screening
participate in screening. was  a  strong  predictor  of   positive   attitude  and health

for females, where these intimate issues can be discussed

offered accordingly. More should be done to address this
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behavior in women. This mirrored findings from a recent habits, which could be attributed to other less serious
British study, suggesting that 84% of respondents not causes such as an upset stomach, stress, or diet, is a less
only wanted information on the risks and benefits of salient trigger for help seeking behavior. This is
screening, but also sought recommendation from an consistent with the finding of Nooijer et al. [22] that
“authoritative” source [13]. symptoms relating to pain or bleeding were more likely to

Among women, having a family member with cancer stimulate individuals to seek medical advice.
was a strong positive predictor of health behavior and The results of this study identified several basic
one postulate was that seeing or hearing about a relative educational needs of participants which increase their
contacting was a reminder of one’s susceptibility and a attitude and motivate change in their practices for
cue for health preventive behavior. prevention of cancer. 

Subjective stress experienced in relation to the In addition, resource of information that encourage
subject’s perceived chance of getting cancer was not in the women to care for gasterointestinal cancer and the
itself related to acceptance or compliance. Intermediate contribution of physician to care, are very important.
levels of anxiety have been found to be optimal for many
performance variables  [14].  If  such  a  relationship were CONCLUSION
to  operate  in  this  context, it might function through
some  stress  or  anxiety factor reported by the subject. This study has revealed that higher positive attitude,
The hypothesis that this threat and stress variable may physician and family recommendation of screening for
operate as a moderator in a curvilinear relationship with other diseases are positively associated with health
taking health behavior in other study [15-16]. behavior.

On multivariate analysis, positive attitude score In conclusion, the findings suggest that in the
remained    a     significant     correlate     of   screening. context of gasterointestinal cancer, increasing positive
This suggests that increasing positive attitude about attitude may encourage less negative attitudes about the
gasterointestinal cancer to women of any age group and disease. Reducing negative perceptions about the disease
educational level may improve screening uptake. may in turn influence the decision to take part in

Fazio said that the relationship between attitudes and screening. Improving attitude among all groups should be
behavior is weakest when there has been relatively little a priority in the effort to improve gastrointestinal cancer
experience with the attitude object [17]. outcomes.

Importantly, socioeconomic variation in negative
attitudes to cancer, using education as an indicator of Limitation: The research is cross-sectional and therefore
socioeconomic position. Those with lower levels of the direction of effects cannot be assumed. It is plausible
education and  older  age   reported   more  negative that negative attitudes to cancer could limit information-
views  in   terms   of   fear,  stress  and  pessimism about seeking about the disease and as such the acquisition of
the disease. Similar socioeconomic differences in attitude about it. Further prospective research and
attitudes, both toward colorectal cancer and cancer more intervention studies are required.
generally, have been reported among smaller samples in Moreover in this study, for data collection of this
the  United States [18, 19] and in the United Kingdom, parameter we used self–reporting this is limitation of this
among adults (Ages 55–64 years) offered bowel cancer study, hence some respondents might over-report socially
screening [20]. desirable attitudes. We attempted to reduce this bias by

This finding mirrors the socioeconomic gradient we training our interviewers to ask questions in an objective
observed in cancer perception. It also corresponds with and reassuring manner. 
the socioeconomic gradient in uptake of colorectal cancer
screening which has been consistently reported in ACKNOWLEDMENTS
previous research [9, 12, 20, 21].
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