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Investigation of the relationship 
between fear of the pandemic and 
health beliefs regarding breast cancer 
of women between the ages of 40‑69
Sevgi Gür, Melike Durmaz, Yasemin Şara, Şerife Kurşun Kural1

Abstract:
BACKGROUND: Given the paucity of studies in the existing literature that have evaluated the 
relationship between women’s fear of the pandemic and their health beliefs about breast cancer, 
it was deemed necessary to conduct a study on this subject. The study was designed to ascertain 
the breast cancer risk status of women aged 40–69 years and to examine the relationship between 
pandemic fear and health beliefs about breast cancer.
MATERIALS AND METHODS: The descriptive and correlational study was conducted online data 
collection form from July to December 2021. The convenience sampling method was employed to 
recruit 180 women aged 40–69 years. Data was collected through the “Introductory Information 
Form”, “COVID‑19 Fear Scale” and “Champion’s Health Belief Model Scale for Breast Cancer 
Screening”. “The ‘Breast Cancer Risk Assessment Form” was used to calculate participants’ breast 
cancer risk scores.
RESULTS: The results indicated that the participation rate in the breast cancer screening program 
during the pandemic period was low  (17.8%). A  statistically significant positive and very weak 
relationship (ρ = 0.179) was found between the total score of the COVID‑19 Fear scale and the total 
score of the Health Belief Model (HBM) scale. Furthermore, a weak positive relationship (ρ = 0.340) 
was found in the seriousness sub‑dimension. These relationships were found to be statistically 
significant (P < 0.01). As the total score of the COVID‑19 Fear scale increased, the total score of 
the HBM scale and the seriousness sub‑dimension scores decreased.
CONCLUSION: It was found that the fear of contracting COVID‑19 negatively affected their behaviors 
to maintain their health beliefs about breast cancer prevention. As a result, it is recommended that 
women be encouraged to participate in screening programs to protect, maintain, and improve their 
health during the pandemic.
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Introduction

Coronavirus 2019  (COVID‑19), an 
infectious respiratory illness caused 

by severe acute respiratory syndrome 
coronavirus 2  (SARS‑CoV‑2), was first 
reported in the Chinese city of Wuhan.[1‑3] 
The first case of COVID‑19 in Turkey was 
reported on March 10, 2020, and the World 

Health Organization  (WHO) declared the 
global pandemic on 11 March 2020.[2]

The global impact of pandemics on public 
health is a significant concern. The impact of 
a pandemic is not limited to the physiological 
domain; it also affects individuals on 
psychological, social, and economic levels. 
It has been documented in the literature 
that past epidemics, including H1N1, 
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SARS, and Ebola, have harmed individuals, resulting 
in the development of psychological disorders such as 
fear and anxiety. The ongoing global pandemic has had 
a profound impact on the lives of millions of people, 
leading to the emergence of a significant global mental 
health crisis.[4‑6] Psychological distress has manifested 
in various forms, including fear, panic attacks, and the 
development of phobias. Additionally, the constant 
exposure to news about COVID‑19 across diverse media 
platforms has been linked to heightened anxiety and fear 
among the general public[5,7]

At the outset of the pandemic, the accelerated 
dissemination of COVID‑19 worldwide and within our 
country, coupled with the augmented number of patients, 
rendered hospitals exceedingly perilous environments 
for the transmission of the virus. To minimize the risk 
and utilize limited resources effectively, non‑emergency 
health services were suspended.[1,3,8] This has resulted 
in a notable reduction in cancer screening, impacting 
numerous health services, including those related to 
cancer screening.[9] Given that the pandemic is not yet 
fully contained, the risk remains. However, due to the 
heightened demand for health services, the resumption 
of these services has become imperative.[10] It has 
been advised that healthcare providers maintain their 
services by adhering to the requisite safety protocols 
and continuing cancer screenings.[9,10]

The provision of services to patients with and without 
confirmed or suspected infection with COVID‑19 
within the same system has resulted in a delay in the 
performance of routine medical examinations and the 
participation of individuals in screening programs. 
This situation has harmed the treatment processes of 
individuals and has resulted in a delay in the diagnosis 
of cancer at an early stage, because of the inability of 
individuals to participate in screening programs.[11]

According to GLOBOCAN 2022 data, breast cancer, 
which is a disease where early diagnosis and treatment 
are of particular importance, is the second leading cause of 
cancer worldwide (11.6%, 2,308,897 cases) and the fourth 
most common cause of death  (6.9%, 665,684  cases).[12] 
In Turkey, breast cancer is the most common cancer in 
women, with an age‑standardized rate of in 2018, the 
standardized rate was 45.6 per 100,000.[13] Given that 
one in every four women will develop breast cancer 
and that incidence is increasing gradually, it is crucial to 
diagnose breast cancer at an early stage and commence 
treatment promptly.[9,14] Breast self‑examination (BSE), 
clinical breast examination (CBE), and mammography 
are recommended as part of breast cancer screening 
programs. By the screening guidelines set forth by the 
Department of Cancer of the Public Health Institution 
of Turkey, women between the ages of 20 and 40 are 

advised to perform a monthly BSE and undergo a CBE 
every two years. Women between the ages of 40 and 69 
are recommended to perform a monthly BSE, have a CSE 
annually, and undergo two mammograms per year.[15]

The participation of women in breast cancer screening 
programs may be influenced by several factors, including 
socio‑demographic characteristics, knowledge and risk 
perception about the disease, and health and cultural 
beliefs.[16] Health belief, which is one of these factors, can 
be defined as the way individuals express their thoughts 
and behaviors about their health status or the presence of 
disease[17] Health beliefs can have a positive or negative 
impact on individuals’ health and also influence their 
health behaviors. The Health Belief Model (HBM), which 
elucidates the processes underlying health behavior 
change and provides guidance for the design of health 
behavior interventions, has been employed since the 
1950s.[17] The HBM is a conceptual model that has been 
employed in the evaluation of a multitude of factors 
influencing health behaviors in a variety of contexts. 
These include breast cancer screenings, prostate, cervix, 
and testicular cancer screenings, diabetes management, 
and compliance with treatment for hypertension.[18] The 
model has been the basis for numerous studies. A review 
of the literature reveals that studies evaluating health 
beliefs about breast cancer screening have reported a 
lack of knowledge about screening methods among 
women, as well as low rates of use and low health 
beliefs.[19‑21] These findings highlight the importance of 
identifying women at increased risk of breast cancer, 
understanding their beliefs about breast cancer and 
screening, and facilitating the adoption of positive health 
behaviors.[21]

Despite the importance of early diagnosis and treatment 
in breast cancer, recommendations to remain at home 
except in urgent or important situations and individuals’ 
fears of the pandemic have resulted in a decline in 
participation in breast cancer screening programs 
and the cancellation or postponement of imaging 
appointments.[8,22‑24] In their study to determine the impact 
of the COVID‑19 pandemic on breast cancer diagnosis, 
Gathani et al. (2021)[24] reported a 28% reduction in the 
total number of referrals to breast cancer diagnostic units 
during the initial six‑month period of 2020 in comparison 
to the same period in the previous year. The same period 
in 2019 saw 322,994 cases in comparison to 231,765 in 
2020. A  further study, conducted across 28 states in 
the United States and involving 9.8 million patients, 
indicated that the number of breast cancer screenings 
was 29% lower than before the pandemic.[25] It has been 
documented in the literature that the pandemic will 
impact the diagnosis and treatment processes of all 
cancers in both the short and long term, leading to an 
increase in cancer cases.[8,22,24]
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Given the paucity of studies in the existing literature 
that have evaluated the relationship between women’s 
fear of the pandemic and their health beliefs about breast 
cancer,[26‑28] it was deemed necessary to conduct a study 
on this subject. It was hypothesized that the study would 
contribute to the existing literature on this topic. The 
objective of the study was to ascertain the risk status 
of breast cancer in women aged 40 to 69 years and to 
examine the relationship between fear of the pandemic 
and health beliefs about breast cancer.

Materials and Methods

Study design and setting
The descriptive and correlational study was conducted 
between July and December 2021 with the assistance of 
an online data collection form.

Study participants and sampling
A convenience sampling method was employed to 
recruit a total of 180 women for the study. The sample 
comprised healthy women between the ages of 40 and 
69 who were literate, had access to a telephone and 
used the Internet, and volunteered to participate in the 
study. The snowball sampling technique, which is one 
of the improbable sampling methods, was employed to 
sample the participants. To perform snowball sampling, 
a connection was established with one of the units within 
the universe. The second individual was reached with 
the assistance of the initial contact, who in turn facilitated 
access to the third person. The required sample size was 
calculated using G Power 3.1.9.2. The study had a power 
of 95% with an alpha value of 0.05, which represents 
a moderate level of power and an adequate sample 
size (the number of participants required to be included 
in the study is 173).

Data collection tool
The following instruments were employed to collect data 
for the study: the Introductory Information Form, the 
COVID‑19 Fear Scale, and the Champion’s HBM scale for 
Breast Cancer Screening. The participants’ breast cancer 
risk scores were calculated using the Breast Cancer Risk 
Assessment Form. The online data collection form was 
distributed to the participants via social media and email. 
Following their reading and acceptance of the purpose 
of the study and the informed consent text presented in 
the introduction to the online questionnaire form, the 
participants were enrolled in the study.

Introductory ınformation form
The form, which was developed by the researchers based 
on an analysis of existing literature,[20,21,29] comprises 
two sections. The initial section of the questionnaire 
encompasses 15 inquiries  (including age, height, 
weight, educational background, marital status, 

employment status, and income status) to elucidate 
the socio‑demographic characteristics of the female 
participants in the study. The second section of the 
questionnaire comprises 10 questions designed to ascertain 
the women’s participation in breast cancer screening 
programs both before and following the pandemic, as well 
as their current status regarding COVID‑19.

COVID‑19 fear scale
The COVID‑19 Fear Scale is a tool designed by Ahorsu 
et  al.[30] for measuring fear levels among individuals 
during the ongoing pandemic. It has been adapted for 
use in Turkish in several studies, and its validity and 
reliability have been established.[31‑33] In this study, the 
scale, which has previously demonstrated validity and 
reliability according to Satici et al.,[33] was utilized. The 
total number of points from all scaled items is a 5‑point 
Likert‑type scale, reflecting the level of fear of COVID‑19 
experienced by the individual  (1  =  strongly disagree, 
2  =  disagree, 3  =  undecided, 4  =  agree, 5  =  strongly 
agree). The scale is free of reverse items, and the range 
of scores obtainable from it is between 7 and 35. A high 
score on the scale is indicative of a high level of fear of 
COVID‑19. In the Turkish validation and reliability study 
of the scale, Cronbach’s alpha value was determined to 
be 0.84. The necessary permissions for use were obtained.

Champion’s health belief model scale in breast 
cancer screening
In 1984, Victoria Champion developed the HBM scale for 
breast cancer screening, which was based on the HBM. 
Subsequent revisions were conducted in 1993, 1997, and 
1999. The scale assesses women’s beliefs about breast 
cancer, breast self‑BSE, and mammography. The original 
scale comprises 58 questions and eight subscales. The 
validity and reliability of the scale have been adapted 
into Turkish by three separate studies. In Cronbach’s 
alpha evaluations of the scales, alpha values were found 
to range from 0.58 to 0.89 in Karayurt’s study and from 
0.75 to 0.87 in Seçginli’s study. In the study conducted 
by Gözüm and Aydın, the alpha values ranged between 
0.69 and 0.83.[34‑36] The scale, previously validated and 
established as reliable by Gözüm and Aydın, was 
utilized in the study above. The HBM Scale was utilized 
in the context of breast cancer screening to evaluate an 
individual’s perception and judgment concerning breast 
cancer and general health. The instrument was comprised 
of three domains: perceived sensitivity (comprising three 
items, questions 1–3), seriousness (comprising six items, 
questions 4–9), and health motivation  (comprising 
five items, questions 10–14). Furthermore, the scale 
comprised items about barriers related to BSE  (eight 
items, questions 15–22), the benefits of BSE (four items, 
questions 23–26), BSE self‑efficacy (ten items, questions 
27–36), and the benefits of mammography (five items, 
questions 37–41). Additionally, the scale comprised 
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items about mammography barriers, which were 
assessed by including eleven items  (questions 42–
52). Additionally, the benefits of BSE  (eight items, 
questions 15–22), BSE benefits  (four items, questions 
23–26), BSE self‑efficacy  (ten items, questions 27–36), 
and mammography benefits (five items, questions 37–41) 
and mammography barriers  (eleven items, questions 
42–52) were also evaluated. The scale employs a Likert 
format, with responses assigned a value between one and 
five. The scale employs a scoring system in which the 
“strongly disagree” response is assigned a value of one, 
the “disagree” response a value of two, the “undecided” 
response a value of three, the “agree” response a value of 
four, and the “strongly agree” response a value of five. 
As each dimension of the scale is evaluated separately, 
a total score is not generated. Consequently, the number 
of points obtained by each individual is equal to the 
number of dimensions used. The completion of the scale 
is contingent upon the dimensions employed; it typically 
takes approximately 12‑15 min when all dimensions are 
included. Accordingly, the minimum score for perceived 
sensitivity is three, with a maximum of 15. The minimum 
score for seriousness is five, with a maximum of 25. 
The lowest possible score for health motivation is 5, 
with a maximum of 25. The lowest possible score for 
BSE benefits is 4, with a maximum of 20. The lowest 
possible score for BSE barriers is 8, with a maximum of 
40. The lowest possible score for BSE self‑efficacy is 10, 
with a maximum of 30. The lowest possible score for 
mammography benefits is 5, with a maximum of 25. The 
lowest possible score for mammography barriers is 11, 
with a maximum of 55. Higher scores indicate greater 
perceptions of both the perceived sensitivity and the 
severity of a situation, as well as greater perceptions of 
both the benefits and the barriers associated with it.[34] 
Permission to use the scale was obtained.

Breast cancer risk assessment form
In 2000, the American Cancer Society devised this 
assessment tool to evaluate the risk of breast cancer in 
women. It is recommended for inclusion in the National 
Family Planning Service Guide. The form is comprised 
of six sections and 20 sub‑items, which inquire about 
age, body mass index, history of breast cancer, history 
of familial breast cancer, age at first childbearing, and 
age at menarche. The total score derived from the six 
questions is used to determine the risk category, with 
participants scoring between 10 and 300 points according 
to their answers to each question. The total score is used 
to categorize the risk level as follows: A score of 200 or 
below is classified as “low” risk, 201–300 as “medium”, 
301–400 as “high” and 400 and above as “highest” risk.[29]

Data analysis
The data obtained from the study were subjected to 
analysis using the SPSS 25 software package (Statistical 

Package for Social Sciences). The data set included a range 
of descriptive statistics, including frequency, percentage, 
mean, standard deviation, and so forth. A Shapiro–Wilk 
test for conformity to normal distribution was conducted 
to ascertain which tests would be employed for the 
evaluation of the scores obtained from the scales. The 
majority of the scale scores did not conform to a normal 
distribution, as indicated by the demographic data. 
Accordingly, non‑parametric tests were utilized for the 
data analysis. The Mann‑Whitney U and Kruskal‑Wallis 
tests were employed to make comparisons between 
groups about numerical data. The inter‑scale score 
relationships were analyzed using Spearman’s Rho 
correlation coefficient. The internal consistency of the 
scales was evaluated by calculating the Cronbach alpha 
coefficient.

Ethical consideration
Before the commencement of the study, ethical approval 
was obtained from the Ministry of Health Scientific 
Research Platform on 31 May 2021 (approval number: 
2021_05_31T12_39_02). Subsequently, ethical approval 
was obtained from the Selcuk University Faculty of 
Nursing Non‑Interventional Clinical Research Ethics 
Committee (date: 16 June 2021; decision: 2021/49). To 
participate in the study, individuals were required to 
have read and approved the purpose of the study and 
the informed consent text presented in the introduction 
section of the online questionnaire. Furthermore, 
permission was sought and obtained from the individuals 
responsible for developing the scales for their utilization 
in the study.

Results

A socio‑demographic analysis of the women who 
participated in the study revealed the following: 57.8% 
were 50 years of age or younger; 55.5% had attained at 
least a bachelor’s degree; 81.1% were married; 60.6% 
were employed; and 60% had income equal to expenses.

Concerning the general health status of the participants, 
it was established that the majority  (71.1%) had not 
contracted COVID‑19 while the proportion of those who 
sought medical attention at a health facility for a health 
issue during the pandemic period was 68.9%.

An analysis of the characteristics of women with breast 
cancer revealed that 2.2% had previously been diagnosed 
with the disease, 13.9% had a family history of breast 
cancer (i.e., a relative, such as an aunt or grandmother, 
had been diagnosed with the disease), and 83.9% had not 
been diagnosed with breast cancer. The data indicated 
that 77.2% of the women had their first menstruation 
between the ages of 12 and 14, and 87.2% of the women 
were under 30 years of age at the time of their first birth. 
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Although 93.9% of the participants had been informed 
about the breast cancer screening program, only 44.4% 
had participated in it. Of those who participated in the 
program, 81.3% were aged 45 years and younger, and 
17.2% regularly participated in the breast screening 
program by the recommended schedule. The proportion 
of individuals who engaged in the breast cancer 
screening program during the pandemic period was 
notably low (17.8%).

Table 1 presents the participation of women in breast 
cancer screening programs both before and during the 
period of the pandemic.

The Cronbach’s alpha coefficient of the scale measuring 
fear associated with COVID‑19 is 0.874, while the 
Cronbach’s alpha coefficient of the HBM scale is 0.943. 
The sub‑dimensions of the former exhibit a range of 
reliability coefficients between 0.766 and 0.943. The 
reliability of the dimensions is high.

A comparison of the participants’ characteristics and 
the scales used revealed no statistically significant 
differences in total and sub‑dimensions of the COVID‑19 
Fear and HBM scales concerning age, education level, 
breast cancer risk status, family history of breast cancer, 
and awareness of breast cancer (P > 0.05).

Although no statistically significant difference was 
observed in the total dimension of the COVID‑19 Fear 
scale according to marital status (P > 0.05), a statistically 
significant difference was evident in the total dimension 
score of the HBM scale  (P  <  0.05). The mean score 
for the Health Belief Model scale was found to be 
higher for married patients than for single patients. 
No statistically significant differences were observed 
about the sub‑dimensions of the Health Belief Model 
scale (P > 0.05) [Table 2].

Upon examination of the relationships between 
the total scores of the COVID‑19 Fear scale and the 
total and sub‑dimension scores of the HBM scale, 
a statistically significant positive and very weak 
relationship (ρ = 0.179) was observed between the two 
variables. A statistically significant positive and weak 
relationship was observed between the total score of 
the HBM scale and the total score of the COVID‑19 Fear 
Scale (ρ = 0.179; P < 0.05). Additionally, a weak positive 
correlation was identified between the total score of 
the HBM scale and the seriousness sub‑dimension 
(ρ = 0.340; P < 0.01). As the total score of the COVID‑19 
Fear scale increases, the total score of the HBM scale 
and the seriousness sub‑dimension scores decrease, or 
vice versa [Table 3].

Table 1: Participation in breast cancer screening programmes before and during the pandemic
Before COVID‑19 n %

Breast 
self‑examination

Yes, I did it once. 10 5.6
Yes, I do it regularly every month 29 16.1
Yes, sometimes I do. 103 57.2
No, I didn’t. 38 21.1

Clinical breast 
examination

Yes, I had it done once. 62 34.4
Yes, I do it regularly 48 26.7
No, I didn’t. 70 38.9

Mammography Yes, I had it taken once. 51 28.3
Yes, I had it taken within the recommended time frame. 58 32.2
No, I didn’t. 71 39.4

Reason for clinical 
breast examination 
and/or mammography

I’m in the screening programme because of my age. 48 26.7
Performed/withdrawn because I have a relative with breast cancer in my family 16 8.9
Performed/withdrawn for breast problems (such as palpable mass, change in breast shape) 47 26.1
Performed/withdrawn because the doctor recommended it 15 8.3
I have not had a clinical breast examination and/or mammography 54 30.0

During COVID‑19
Clinical breast 
examination

Yes, I had it done once. 25 13.9
Yes, I do it regularly 9 5.0
No, I didn’t. 146 81.1

Mammography Yes, I had it taken once. 26 14.4
Yes, I had it taken within the recommended time frame. 8 4.4
No, I didn’t. 146 81.1

Reason for clinical 
breast examination 
and/or mammography

I’m in the screening program because of my age. 21 11.7
Performed/withdrawn because I have a relative with breast cancer in my family 1 0.6
Performed/withdrawn for breast problems (such as palpable mass, change in breast shape) 22 12.2
Performed/withdrawn because the doctor recommended it 9 5.0
I have not had a clinical breast examination and/or mammography 127 70.6
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Discussion

Breast cancer represents a significant public health 
concern, with a high prevalence rate among women 
worldwide.[14] Despite advances in early diagnosis and 
treatment methods, fear and anxiety about breast cancer 
continue to influence women’s health behaviors and 
attitudes.[26,37] During the global pandemic of COVID‑19, 
the most crucial objective was to reduce the spread of 
the virus. In light of the rising number of positive cases 
and mortality rates, individuals were advised to remain 
at home and significant restrictions were imposed. This 
resulted in the emergence of a novel psychological 
phenomenon, namely, the fear of contracting and/or 
dying from COVID‑19.[38] This situation has harmed 
women’s health beliefs regarding their participation 
in breast cancer screening programs. The reduction 
in the number of women attending screening centers, 
coupled with a shortage of medical personnel able to 
educate them on this issue, has resulted in a delay in the 
diagnosis of the disease and an increase in the number 
of patients presenting with advanced cancer.[22,26,37] 
In all studies conducted in Belgium, Germany, and 
Denmark, a significant decrease in cancer screening 
during the pandemic was reported in comparison to 
the pre‑pandemic period.[39‑41] A study conducted in 
Malaysia examined the health beliefs and practices 
of women regarding breast cancer screening. The 
results indicated that the impact of the pandemic on 
breast cancer screening was negative, with women 
expressing concerns about exposure to the virus during 
appointments.[37] According to the 2018 statistics of the 
Turkish Ministry of Health, the rate of prevalence of 

regular BSE in women was reported to be 20%.[42] While 
the participation of women in breast cancer screening 
programs before the pandemic was 44.4%, this rate 
decreased to 17.8% during the pandemic period. The 
findings from the study highlight the significant impact 
of the COVID‑19 pandemic on breast cancer screening 
participation rates, which is a cause for concern.

The global pandemic caused by COVID‑19 has had 
a significant psychological impact on individuals, 
particularly on health‑related behaviors. A  study 
examining the impact of fear of COVID‑19 on women’s 
beliefs about breast cancer screening found that, contrary 
to expectations, this fear did not negatively impact 
women’s beliefs about the necessity of screening. Instead, 
many women maintained a positive attitude towards 
breast cancer screening despite the challenges of the 
pandemic. This result suggests that fear may influence 
health behaviors but does not always prevent individuals 
from seeking necessary medical care.[28]

In contrast to the findings of Çevik et  al.,[28] the study 
conducted by Calpbinici and Öztoprak revealed that 
92.3% of women did not undergo cancer screening during 
the pandemic, and 33% expressed concern about the 
transmission of the disease.[26] The findings of the study 
conducted by Çalpbinici and Öztoprak[26] indicated that 
the fear of contracting COVID‑19 had overtaken the 
fear of contracting breast cancer, resulting in a negative 
impact on the behaviors and practices employed by 
individuals to maintain their health beliefs and protect 
themselves from breast cancer. The study revealed a 
statistically significant positive correlation between fear 
of contracting the novel coronavirus and beliefs regarding 
mammography screening. As levels of fear of contracting 
the novel coronavirus disease (COVID‑19) increased, so 
too did the decline in beliefs regarding the seriousness of 
breast cancer and the benefits of screening. The findings of 
the study align with those of previous research, including 
studies.[26,37,39‑41] It was demonstrated that the fear of 
contracting the novel coronavirus disease  (COVID‑19) 
outweighed the fear of developing breast cancer, resulting 
in a negative impact on health behaviors and practices 
aimed at maintaining breast cancer prevention beliefs.

Awareness of breast cancer and the associated screening 
processes is a significant determinant of women’s 

Table 2: Comparison of participants’ marital status and total scores of COVID‑19 Fear and Health Belief Model 
Scales

Scales Mean±Standard Deviation 
Medyan (Min.‑Max.)

Z P 

Married (n: 146) Single (n: 34)
Marital status COVID‑19 Fear Scale 18.33±6.16 18 (7‑35) 18.21±6.80 18 (7‑35) ‑0.126 0.899

Champion’s Health Belief Model Scale (CHBMS) 151.84±31.92 158.5 (59‑237) 142.29±29.74 151 (75‑182) ‑2.070 0.038*
Z: Mann‑Whitney U test. *P<0.05; **P<0.01; ***P<0.001

Table 3: Correlations Between Scores on the COVID‑19 
Fear Scale and the Health Belief Model Scale

COVID‑19 
Fear Scale

Champion’s 
Health Belief 
Model Scale 
(CHBMS)

Total score 0.179*
Susceptibility 0.048
Seriousness 0.340**
Health motivation 0.127
Barrier BSE 0.022
Benefit BSE ‑0.037
BSE self‑efficacy 0.079
Benefits for mammography screening 0.136
Barriers for mammography screening ‑0.001

Rho: Spearman correlation coefficient *P<0.05; **P<0.01; ***P<0.001
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health beliefs and behaviors. Kayan et  al.[43] reported 
that women with higher levels of education and more 
knowledge about breast cancer exhibited higher rates 
of BSE, CSE, and mammography. In contrast with the 
findings of Kayan’s study,[43] the present investigation 
revealed no statistically significant correlation between 
the participants’ sociodemographic and general 
health characteristics, including age, educational 
level, breast cancer risk status, family history of breast 
cancer, and breast cancer awareness, and the total 
and sub‑dimensions of the COVID‑19 Fear and HBM 
scales related to the novel coronavirus (P > 0.05). These 
findings indicate that the participants' sociodemographic 
attributes and general health characteristics do not exert 
a significant influence on the formation of their fears and 
health beliefs regarding the novel coronavirus.

Although the study did not reveal a statistically 
significant correlation between marital status and the 
total score on the Coronavirus Fear scale  (P > 0.05), a 
statistically significant difference was observed in the 
HBM scale scores (P < 0.05). In particular, the mean scores 
for married participants were found to be higher than 
those for single participants. The results of this study are 
consistent with those of previous studies[28,44] which have 
demonstrated that marital status can influence health 
beliefs. Married individuals tend to exhibit higher levels 
of health motivation and engagement in preventive 
behaviors, which may be attributed to the shared 
responsibilities and family health concerns inherent to 
this life stage.[28,44]

Limitations and recommendation
The study’s results can only be generalized to the 
participants involved in the study. A limitation of the 
study is that the experiences of women in this process 
have not been investigated in depth. However, the 
study’s strength lies in its contribution to the existing 
literature on the relationship between women’s fear of 
the pandemic and health beliefs about breast cancer, 
which is currently limited. As a future study topic, it 
may be recommended to conduct qualitative studies to 
investigate the long‑term effects of pandemic fear on 
health behaviors and to obtain deeper information about 
women’s experiences during this process.

Conclusion

The study revealed a decline in the participation of 
women in breast cancer screening programs compared 
to the pre‑pandemic period. The fear of COVID‑19 
has been identified as a significant factor influencing 
their behaviors and practices in maintaining their 
health beliefs about protection from breast cancer. In 
consideration of these findings, it is recommended 
that:

•	 The public should be informed about the safety measures 
that have been implemented at screening centers to 
reassure them about the risk of contracting the disease.

•	 It would be beneficial to offer flexible screening 
options, such as mobile mammography units, to 
improve accessibility.

•	 High‑risk and underserved individuals must be 
identified and encouraged to undergo screening.

•	 It is recommended that screening recommendations be 
expanded in collaboration with health professionals 
providing primary health care.

•	 It is recommended that screening rates be monitored 
on an ongoing basis.

•	 It is imperative to evaluate the long‑term consequences 
of the pandemic.

•	 Interventions must be guided to guarantee equitable 
access to early diagnosis services.[45‑48]
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