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According to the experience of the researcher, an oncology nurse, women living in
the rural areas of Thulamela municipality in the Limpopo Province, have many differ-
ent perceptions of breast cancer. Perceptions are based on previous disease experi-
ences. As with previous illnesses, changes in the breast caused by breast cancer are
self-managed and treated. When these women seek medical advice for breast cancer
related problems, they already have advanced cancer. The purpose of the study was
to investigate if women are knowledgeable of the signs and symptoms of breast
cancer, breast self-examination, as well as appropriate health care to take responsibil-
ity to prevent admission with advanced breast cancer. The research study was an
exploratory and contextual survey. The sampling method was convenient (n=200).
Data were gathered during a structured interview using a checklist. Data analysis
was done by means of descriptive statistics. The results of the study indicated a low
level ofknowledge regarding the signs and symptoms of breast cancer. The average
level of knowledge for the signs and symptoms of breast cancer was less than 10%
(n=20). With regards to breast self-examination the results varied between 8.5%
(n=17) and 13% (n=26). Biomedical medicine was the preferred treatment choice for
the majority of the respondents. The study provided evidence that women were
unable to take responsibility for their breast health. Their lack of knowledge of the
signs and symptoms of breast cancer and breast self-examination would not enable
them to prevent presenting with advanced disease. A breast health care strategy for
women living in Thulamela should be designed, implemented and evaluated to pre-
vent presentation with advanced breast cancer.

in the breast can be detected at a rela-
tively early stage.

Background, rationale

and problem statement

Breast cancer is a malignancy which is
easily treated and cured if detected
early. However, if detected late, the
prognosis is unfavourable (Crane-
Okado, 2001:129). Previously, women
lacked strategies for detecting breast
cancer early, but at present, through
breast self-examination, a clinical breast
examination, or mammogram, changes
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Though these strategies are widely
publicised, the high incidence ofbreast
cancer is still a concern. According to
the World Health Organization and In-
ternational Union Against Cancer
(2005), breast cancer is the most com-
mon cancer among women worldwide.
One in eight American women will de-
velop breast cancer (Smyke, 1993:95).
In Africa, the problem is equally con-
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ceming. The Cape Town Declaration
on Cancer Control in Africa (2006),
urged governments in the African re-
gion to recognise cancer as a critical
public health problem alongside HIV/
AIDS, malaria and tuberculosis.

In South Africa, The Cancer Associa-
tion of South Africa reports that breast
cancer isone ofthe most common can-
cers affecting women (CANSA, 2004:1).
The Medical Research Council (2006)
reported that 3156 women died in 2000
due to breast cancer, and that breast
cancer was the second-ranked cause
of cancer deaths in females in South
Africa. Though black women in South
Africa have a low incidence of breast
cancer, the incidence is rising (Walker,
Adam & Walker, 2004:81). The authors
also report that in those women who
were admitted, the mean age was rela-
tively young (54.1 years of age, with a
margin oferror of 10.9 years) and they
typically presented with advanced pro-
gression ofthe disease. Vorobiof, Sitas
and Vorobiof(2001:125s) state that sev-
eral determinants influence rural women
in their decision to obtain early medi-
cal help, as well as to refrain from pro-
posed therapeutic methods.

One determinant is a negative attitude
towards the disease. After detecting
an abnormality, some women block their
anxiety from their conscious awareness
and claim that they did not notice that
something was wrong in their bodies.
This behaviour causes a delay in the
treatment of patients who could ben-
efit from early treatment. Some women
also refuse to give consent to treatment,
while others wait and think about the
situation or deliberately delay taking
any action (Barraclough, 1996:17).

Lack ofknowledge has been identified
as a determinant that creates problems
with the management of the patients
(Barraclough, 1996:6), and is particu-
larly evident with regards to the addi-
tional signs and symptoms of breast
cancer. While Barraclough (1996:6)
observes that some women knew a
lump in the breast can be a sign of
breast cancer, they do not know that
other symptoms, such as a nipple dis-
charge or inversion, may also indicate
breast cancer. Vorobiof and Vorobiof
(2001:126s) found the idea of a pain-
less lump in the breast being poten-
tially cancerous and therefore life-
threatening a difficult concept for many

black women to accept.

According to Donegan and Spratt
(1995:8), women who lack knowledge
about breast cancer may be surprised
if someone who appears to be well is
diagnosed with breast cancer. The di-
agnosis of breast cancer may also be
traumatic ifit is made during screening
and the person was not aware of any
symptom ofthe disease. Some women
accept the diagnosis and treatment with
a fighting spirit, while others are af-
fected by both the emotional and cul-
tural meaning regarding the breasts.

Unfortunately Black women with breast
cancer present with far advanced dis-
ease (Walker2004). Walker (2004) found
that 21.1% of women presented with
stage Il and 63.1% presented with
stage IV breast cancer. Early detection
and treatment are the only weapons
women have to prevent death due to
breast cancer. The successful outcome
of breast cancer depends heavily on
early diagnosis and treatment. Self-ex-
amination of the breasts is an impor-
tant tool for women to detect changes
in their breasts as a first line ofdefence
against breast cancer. Equally impor-
tant is the decision where to obtain
health care if a problem is suspected.
Ifawoman is not knowledgeable about
the signs of breast cancer, she will in-
terpret the signs from her own previ-
ous experience which could delay ob-
taining appropriate health care. .

Problem statement

The researcher, an oncology nurse, ex-
perienced that women living in the ru-
ral areas of Thulamela municipality in
the Limpopo Province, have many dif-
ferent perceptions of breast cancer.
These perceptions are based on their
experience of previous diseases. As
with previous diseases they typically
resort to self-management and treat-
ment. Some women even associate
breast cancer with a chronic ulcer
(Tshipfula) or an abscess which they
can treat themselves.

When they do eventually seek medical
advice, the cancer has progressed to
an advanced stage, putting them be-
yond medical treatment to cure the dis-
ease. Cultural perceptions also exist
that may affect a delay in seeking medi-
cal advice, as removal of one or both
breasts is often unacceptable if a
woman is to remain attractive to her
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partner.

The research problem for the study was
therefore to investigate ifwomen ofthe
Thulamela municipality in the Limpopo
Province are knowledgeable of the
signs and symptoms of breast cancer,
breast self-examination, and appropri-
ate health care, so as to prevent admis-
sion with advanced breast cancer.

Purpose of the study

The purpose of the study was to deter-
mine the knowledge of women in the
Thulamela municipality regarding the
signs and symptoms of breast cancer,
breast self-examination, as well as their
decision of where they will obtain
health care. This knowledge will be a
prerequisite to develop culture-specific
health promotion interventions for edu-
cating rural women living in the
Thulamela municipality in the Limpopo
Province regarding breast cancer.

Theoretical framework

Orem’s self-care theory was used to
guide this study (Berbiglia, 2006:255).
Orem’s theory was used because the
theorist provided it as a key for ena-
bling a person to care for him/herself.
According to Leddy and Pepper
(1998:179-180), the self-care theory in-
dicates the purpose of nursing as help
given to people to meet their self-care
needs. Self-care is the practice of ac-
tivities that individuals initiate and per-
form on their own behalf in maintain-
ing life, health, and wellbeing.

There are three systems within Orem’s
professional nursing practice model,
namely:

. the compensatory system
where the nurse is responsible
for total care;

. the partially compensatory sys-
tem where the nurse and patient
share responsibility for care;
and

. the supportive-educative sys-
tem where the clienthas primary
responsibility for health with the
nurse acting as a consultant.

The current study focussed primarily
on the supportive-educative system.
Before women can be educated, their
current level ofknowledge must be in-
vestigated to serve as the basis for an
educational intervention.



Research methods and
design

The research methods and design will
be described in terms of the context;
population; design and data gathering;
and data analysis.

Context

The study was contextual (LoBiondo-
Wood & Haber, 2006:561). Contextual
means that the study results are only
valid for the situation in which the
study was done. The context for the
study was Region 4 of the Thulamela
municipality in the Limpopo Province.
The area was chosen because most of
the patients who were admitted with
advanced breast cancer at the local
hospital, Tshilidzini, lived in the area.
The inhabitants of Thulamela munici-
pality are predominantly Venda and
Tsonga.

According to the Census 2001 (2001),
the two main languages spoken are
Tshivenda and Xitsonga. Approxi-
mately 384 900 persons use Tshivenda
compared to 192 600 who speak
Xitsonga. The population density for
the area is 180 persons per square kilo-
metre. The total black population for
the area is approximately 582 000, of
which 46% is male and 54% female. In
terms oftheir educational level, 30% of
the population had no schooling at all,
43.4% had some secondary education,
and only 8.1% ofthe population had a
tertiary education. The majority ofthe
women are not employed, and the
women primarily earn their living by
means ofself-help projects, small busi-
nesses and care group activities.

Population

The target population included acces-
sible, healthy, rural black women ofdif-
ferent age groups from 18 years up-
wards living in the Thulamela munici-
pality. The inclusion criteria were fe-
male, Black, older than 18 years, no
prior diagnosis of breast cancer, resid-
ing in Thulamela municipality and will-
ing to participate. Convenience sam-
pling, a form of non-probability sam-
pling, was used. Convenience sam-
pling entails the use of the most con-
veniently available women as study
participants. All the women ap-
proached were part ofa group activity,
which could have been a care group,
small business group or self-help

group. Following the guideline for the
sample size from the statistician at
Tshwane University of Technology, 200
women were included in the study
(n=200).

Design and data gathering

The design of the study was a quanti-
tative survey (Burns & Grove,
2001:256). The data gathering method
for the study was a self-report method
using a structured interview. Accord-
ing to Bums and Grove (2005:396) a
structured interview has the benefit of
allowing the interviewer to explain or
rephrase the questions so that the par-
ticipants can better understand the
question. As a result of the high rate
of illiteracy among the women, a self-
completed questionnaire would not
have been feasible.

The data gathering instrument was a
checklist. Politand Hungler (1997:275)
describe a checklist as an instrument
used by an observer to record observed
phenomena. A checklist was appropri-
ate as the answers of the respondents
provided during the structured inter-
view were indicated on the checklist.
The checklist was based on theoretical
knowledge of breast self-examination
and the signs and symptoms of breast
cancer provided by Hamolsky and
Facione (1999:432) and Crane-Okado
(2001:124). The checklist consisted of
two sections. Section A was devoted
to the respondents’ socio-economic
data, and section B contained ques-
tions regarding breast self-examination,
the signs and symptoms of breast can-
cer, as well as the choice of preferred
treatment.

The checklist was pre-tested before
actual data gathering took place to en-
sure that the data required to answer
the research question were gathered.
Pre-testing of a measuring instrument
involves trying it out on a small number
of persons with similar characteristics
to those of the respondents’ target
group to refine the methodology in-
cluding the instrument and data gath-
ering process (Burns & Grove,
2005:746). The checklist was pre-tested
on 10 women who did not form part of
the main sample. After the pre-test, five
questions were added to the checklist.
For the treatment of choice, an option
was added in terms of faith healers, as
well as an “other” choice to be able to
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add options not listed.

Data analysis

The results of the checklist were ana-
lysed through descriptive statistics
and presented by means of frequency
tables and figures. Bums and Grove
(2001:794) define descriptive statistics
as the organisation of data in ways that
give meaning and facilitate insight,
such as frequency distributions and
measures of central tendency and dis-
persion. Data were analysed using the
SPSS 13.0 programme.

Ethical considerations

According to Brink (2002:38), it isevery
researcher’s responsibility to ensure
that the ethical code is maintained at
all times. The principle ofbeneficence
was maintained as the researcher
strived to avoid inflicting psychologi-
cal harm by practicing culture-sensitive
nursing. Health education regarding
breast cancer was given to the total
group of women after the data were
collected. The principle of respect of
human dignity was also preserved. The
right of self-determination of the par-
ticipants was acknowledged. The par-
ticipants volunteered to take part in the
study after being informed about it in
theirown language and they could also
terminate their participation at any
time. The interview was conducted in
the preferred language of the partici-
pants. Privacy was ensured by taking
the participants aside when others
were present. Anonymity and confi-
dentiality was also ensured, as no
names were written on the checklists,
only a sequential number. The rightof
the participants to fair treatment was
upheld by fair and non-discriminatory
selection based on research require-
ments. The Ethics Committee of
Tshwane University of Technology
approved the proposal of the study.

Validity and reliability
Validity refers to the degree to which
an instrument measures what it is sup-
posed to measure (Polit & Hungler,
1997:471). Reliability has been defined
as the accuracy and consistency ofthe
measuring instrument. A research in-
strument can be considered reliable if
it yields results on separate occasions
under comparable conditions.
Measures that were taken to assure the
validity and reliability ofthe study are



FIGURE 1: Level of education and knowledge of correct frequency of breast self-examination.
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the following:

. The checklist was given to a
professional nurse trained in
oncology nursing to determine
content validity.

. The checklist was pre-tested to
ensure that all questions were
understood and that the re-
quired data were produced.

. The checklist was formulated
and specifically planned to ad-
dress the rural black women’s
knowledge regarding self-ex-
amination for breast cancer,
signs and symptoms of breast
cancer and preferred choice of
treatment.

. The researcher collected all the
data, thus avoiding data gath-
ering variability.

. The researcher was available in
person to answer and explain
any unclear aspects to the par-
ticipants.

. The respondents were ad-
dressed in their own language
to improve understanding ofthe
questions and build trust.

. The checklist was the correct
instrument to tick offthe re-
sponses of the respondents,

40 60 80

Incorrect

thus ensuring that all data were
captured correctly.

. Using the checklist ensured
structural coherence through all
200 interviews.

Results

The results of the study will be pre-
sented in the format of the checklist.
The demographic data will be pre-
sented first, and thereafter the results
regarding the breast self-examination,
signs and symptoms of breast cancer
and the choice of treatment.

Demographic data

The majority ofthe women (47%; n=94)
came from small business groups, and
41.5% (n=83) from self-help groups.
The distribution of the socio-cultural
groups was as follows: Tsonga 26%
(n=54), Venda 70% (n=140) and others
4% (n=8). Interms ofeducation, 62.7%
(n=125) ofthe women had at least some
secondary schooling. In the study
sample, only 7% (n=14) were com-
pletely illiterate. A small percentage,
4% (n=8), had any tertiary education.
Most respondents (38%; n=76) were
between the ages 30-39 and the major-
ity of the respondents (87%; n=174)
were between 20-49 years old.

41
Curationis June 2009

100 120

Knowledge of breast self-
examination

Three specific questions were asked
regarding breast self-examination. The
questions focussed on the frequency
ofbreast self-examination, the optimal
time of self-examination and the palpa-
tion technique.

1. Frequency of breast self-examina-
tion

The first question focussed on the fre-
quency ofbreast self-examination. The
majority ofthe group (92%; n=184) did
not know the correct frequency of
breast self-examination. When inves-
tigated in terms of the groups from
which the women were recruited, only
one group, the self-help group, had 18%
(n=36) correct. Both the small business
and self care groups gave no correct
answer.

In terms of the socio-cultural groups,
only a small percentage of the Venda
women (11.5%; n=16) knew the correct
frequency of breast self-examination.
Both the Tsonga and Other group had
no correct answer.

When the correct frequency of breast
self-examination was cross tabulated
with the level of education, correct an-



swers came only from the FIGURE 2: Method of examination demonstrated

group who had at least some
primary and secondary edu-
cation. None of the women
with atertiary education knew
the correct frequency of
breast self-examination. The
level ofeducation and knowl-
edge ofthe correct frequency
of breast self-examination is
illustrated in Figure 1.

2. Time of breast self-
examination

The second question regard-
ing the correct time ofthe ex-
amination revealed that ofthe
200 women questioned, only
8.5% (n=17) knew the correct
time ofexamination. As inthe
first question, these women
came from the self-help
group. With regard to the
socio-cultural groups, only
12% (n=17) of the Venda
women were knowledgeable
and none in the Tsonga or
other group. Interms ofedu-
cation, only some women
with a primary (9.1%; n=3) and second-
ary level (9.7%; n=14) ofeducation an-
swered correctly. In the age groups,
only 14.4% (n=11) ofthe 30-39 age group
and 8% (n=4) of the 40-49 age group
were correct in their responses.

3. Method of examination
demonstrated

The third question regarding breast
self-examination focussed on the cor-
rect method ofbreast self-examination.
Four specific aspects were investi-
gated. These aspects were the correct
palpation technique, examining the
whole breast, as well as both the nip-
ple and axilla. The results are presented
in Figure 2. Again, the level of knowl-
edge was low, the highest correct per-
centage being examining the whole
breast (21%; n=42).

When the demographic variables were
taken into account, the most knowl-
edgeable women were found to be
Venda women between the ages of 30-
39 forming part of the self-help group
and having a secondary level of edu-
cation.

Knowledge of the signs and

symptoms of breast cancer
Eight signs and symptoms of breast

Palpation
techinique

Axillaexamined

Nipple examined

Whole breast
examined

0 20 40

Correct Incorrect

cancer were investigated. The signs
and symptoms of breast cancer in-
cluded in the checklist were:

. change in the size ofthe breast;

. change in the contour of the
breast;

. mass or thickening;

. skin retraction, dimpling;

. nipple retraction;

. persistent rash in nipple area;

. nipple discharge; and

. superficial veins on the chest.

In Figure 3, an overview of the wom-
en’s level of knowledge regarding the
signs and symptoms of breast cancer
is provided. From Figure 3, it is clear
that the overall level ofknowledge was
low. The highest percentage is 15.5%
(n=31) for knowing that the size ofthe
breast would change. Changes in the
contour of the breast (13%; n=26) and
knowledge about superficial veins on
the chest (12%; n=24) were second and
third. The least known signs were skin
retraction and nipple retraction, both
being 8.5% (n=17).

Regarding a mass or thickening, three
possibilities were listed, namely a mass
in the breast, the axilla or supraclavicu-
lar. Again, there was little variance in
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the level ofknowledge -16% (n=32) of
the women knew ofa mass in the breast
and 15.5% (n=31) about a mass in the
axilla. Concerning the mass or thicken-
ing in the supraclavicular area, only
7.5% (n=15) were knowledgeable.

Investigating the results in terms ofthe
demographic variables, a definite trend
was noticeable:

. In terms of the groups the
women belong to, the self-help
group was by far the most
knowledgeable, ranging from
15.7% (n=13) to 34.9% (n=29).
The level of knowledge ofthe
small business activity and the
care group is similar and quite
low (below 5%). In the socio-
cultural groups, the Venda was
the only group with some
knowledge, ranging from 10.7%
(n=15) t0 22.9% (n=32).

. The educational level indicated
again that having a secondary
education was most profitable
in terms ofknowledge of breast
cancer. It must be noted that
the percentage for the tertiary
education group might be mis-
leading, as there were only 8
(n=8) respondents in the group
(12.5% of the respondents rep-



FIGURE 3: An overview of the women’s level of knowledge regarding the signs and symptoms of breast

cancer.
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resents one respondent with a
correct answer).

. The age groups also present a
clear pattern. Those younger
than 20 years of age and older
than 60 years of age did not
have any knowledge of breast
cancer. The 30-39 age group
had the most knowledgeable re-
spondents, with a range of
11.7% (n=20) to 27.3% (n=48).

Preferred treatment

Four options were offered in the check-
list. These were self treatment, tradi-
tional medicine, faith healing and bio-
medical treatment. An “Other” option
was also provided. The results indi-
cate that biomedical treatmentwas pre-
ferred by the majority (68.5%; n=139)
of the respondents. Traditional medi-
cine is preferred by 8% (n=16) of the
group and faith healing by 5% (n=10).
Only 1% (n-2) of the respondents in-
dicated that they prefer to treat them-
selves.

Most of the women who chose tradi-
tional or faith healing belonged to the
care group, in both cases 13% (n=3).
Interestingly, only 42.6% (n=40) ofthe
small business activity group preferred

Correct

Incorrect [___J

being treated biomedically. Concern-
ing the socio-cultural group, 19.2%
(n=10) of the Tsonga group indicated
their preference for traditional healers.
An open-ended question invited the
respondents to motivate their preferred
choice of treatment. Almost half the
group (43.5%; n=87) chose a medical
practitioner as preferred treatment.
Comments were that doctors know how
to treat cancer; doctors specialise in
treating cancer; and doctors were spe-
cifically trained to treat cancer. The
hospital was mentioned by 16.5%
(n=33) of the respondents. The most
frequentreason was that specific equip-
ment at the hospital might be needed
for the treatment, for example an X-ray
machine. Anotherreason was also that
an operation could be done if needed.
Registered professional nurses were
chosen by 3% (n=6) ofthe group. Tra-
ditional medicine (5%; n=10), religious
healing (3.5%; n=7), and herbal medi-
cine (1.5%; n=3) were chosen infre-
quently. In Figure 4 the motivation is
presented.

A group of women were identified by
means of the open-ended question.
They were not identified through the
other questions on the checklist. These
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women (27%, n=54) (Figure 4) moti-
vated their preferred treatment choice
with the statement that they did not
know what breast cancer was. Due to
the importance ofthe group, a full de-
scription of the group is provided.

In terms of the activity group, 77.8%
(n=42) were in the small business ac-
tivity group. The majority (51.9%;
n=28) were Tsongawomen, with 40.7%
(n=26) being Vendawomen. Their level
ofeducation reflected the main group’s
level of education with 11.1% (n=6)
being illiterate, 38.9% (n=21) with a pri-
mary level ofeducation, 48.1% (n=26)
with a secondary level and 1.9% (n=I)
with a tertiary level of education. The
age groups were also similar to those
ofthe main group.

The majority (77.8%; n=42) was be-
tween 20-49 years ofage. When com-
pared to the main group, two signifi-
cant differences were found:

. The only difference between
this sub group of women and
the main group is that the ma-
jority were in the Tsonga and
Other groups, with only 40.7%
(n=22) Venda. In the main
group, 70% (n=140) were Venda
women.



. Another important difference is
that 88.9% (n=48) ofthe group
chose a non-biomedical treat-
ment choice.

Discussion

The study provided evidence that
women living in Thulamela in the
Limpopo Province had a low level of
knowledge of signs and symptoms of
breast cancer and breast self-examina-
tion. Lessthan 20% (n=40) ofthe group
had knowledge ofthe signs and symp-
toms of breast cancer and 27% (n=54)
ofthe group did not know about breast
cancer at all. This is not exceptional as
in a study conducted in 2006 to explore
rural Turkish women’s knowledge of
breast self-examination and mammog-
raphy, Dunar, Ozmen, Ozttirk, Haspolat,
Akyildis, Qoban and (“akiroglu (2006)
found that 23.4% oftheir sample 0f224
had no knowledge of breast cancer
whilst 29.7% had no concept of breast
self-examination. Oluwatosin (2006:461)
also reports a low level of understand-
ing of breast cancer and self-examina-
tion among women Ibadan, Nigeria. It
is interesting that women from
Thulamela as well as the sample of Ni-
gerian women most commonly ac-
knowledged a change in the size ofthe
breast, also present with swelling, as a
sign of breast cancer. A change in the
size of the breast is not a sign of early
breast cancer and according to
Nahcivan and Secginli (2007) a lack of
knowledge of breast cancer leads to a
great risk for advanced breast cancer
and metastatic spread.

A relatively high percentage of the
women (66.5%; n=133) had a second-
ary or tertiary education. The level of
education, however, was not a predic-
tor ofknowledge in terms of breast self-
examination (frequency of breast self-
examination, time of breast self-exami-
nation, method ofexamination) and the
signs and symptoms of breast cancer.
The group with a tertiary education
had overall less knowledge than the
group with a secondary education. This
finding is supported by Dunar et al.
(2006), who found that 9% ofthe women
in their study having primary educa-
tion had sufficient knowledge ofbreast
cancer.

The age group with the best knowledge
(approximately 20%) was the 30-39 year
age group. The results indicate that an

inverse relationship exists between age
and level of knowledge. The 60+age
group had no knowledge at all regard-
ing breast cancer, while at this age the
prevalence would be higher than in the
younger age groups. Dunar etal. (2006)
did not included women of 65 and older
in their study due to a perceived risk of
inadequate understanding. In a study
aimed at teaching women 40 years and
older about breast cancer and breast
self-examination, Budakoglu, Maral,
Ozdemir and Bumin (2007:108) found
that only 4.3% to 18.7% ofthe partici-
pant women (n=462) had knowledge of
most of the steps of breast self-exami-
nation. In terms ofthe groups, the self-
help group had a considerably higher
level of knowledge than the other two
groups. The reason for this phenom-
enon should be investigated, as the
group might present a viable avenue
for teaching the community.

The study also provides evidence that
the traditional healer is not the pre-
ferred health care choice ofwomen liv-
ing in Thulamela. This is in contrast
with the findings ofa study conducted
in 2002 by Puckree, Mkhize, Mgobhozi
and Lin (2002:247) who described that
70% oftheir sample of patients (n=300)
selected in Durban, Kwa- Zulu Natal,
preferred a traditional healer.

The results indicated that the Tsonga
women are less knowledgeable about
breast self-examination and signs and
symptoms of breast cancer. The
Tsonga women were also more prone
to choose non-biomedical treatment
options. The reason for the difference
in the two socio-cultural groups was
not clear from the research. The rea-
son might be historical and should be
investigated in depth before any health
promotion intervention is developed.

The Tsonga women could possibly be
a vulnerable and socially disadvan-
taged group and like other vulnerable
and disadvantage groups have fewer
health resources, get sicker and die
earlier than those in more privileged
social positions (Irwin, Valentine,
Brown, Loewenson, Solar, Brown,
Koller, & Vega, 2006). According to the
afore-mentioned authors, the majority
ofhealth problems ofthese groups can
be attributed to the social conditions
in which people live and work. These
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social determinants will have to be in-
vestigated and incorporated in a health
promotion intervention specifically
developed for Tsonga women.

Limitations

The limitations of the study were the

following:

. The study focussed on women
involved in self-help or small
business activities, which may
also not be representative ofall
women in the area.

. The generalisability ofthe re-
sults is limited as a result of the
contextual nature of the design
and the convenient sampling
method. For example, the
women in the activity groups
may not represent all the women
ofThulamela.

. The high level of education
suggests that the groups may
not be representative, yet the
fact that the overall level of
knowledge was so low may
suggest that the educational
level is not an indicator of
knowledge regarding breast

cancer.

. The data gathered was self-re-
ported, and therefore subject to
recall bias.

Conclusion

The study provided evidence that
women living in Thulamela municipal-
ity in the Limpopo Province were not
in the position to perform breast self-
care and were therefore unable to take
responsibility for their own breast
health. Their lack of knowledge ofthe
signs and symptoms of breast cancer
and breast self-examination would not
enable them to prevent presenting with
advanced breast cancer and maintain
life, health, and wellbeing. Nurses, es-
pecially oncology nurses, have a vital
role to play in promoting breast health
and empowering women to apply self-
care to prevent late presentation with
breast cancer. A breast health care strat-
egy for women living in Thulamela
municipality should be designed, im-
plemented and evaluated to prevent
presentation with advanced breast can-
cer.
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