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Abstract 
 

Objective: This research aimed to study the willingness to participate in oral 
screening among high risk people who have practiced long term smoking and betel 
quid chewing in one Muslim predominant community in Narathiwat province, 
Thailand. 
Method: This cross-sectional study adopted five distinctive variables of the Health 
Belief Model Theory in explaining the willingness to participate in oral screening. A 
total of 255 high risk adults 40 years of age or older were sampled by stratified 
random method according to their habits of smoking, chewing and both habits. A 
questionnaire-based interview was used to collect data. 
Results: The participants were 65.5% males. The mean age was 63.1 (SD = 11.7) 
years, ranging from 41 - 93 years. There were 52.1% smokers, 16.5% chewers and 
31.4% practicing both habits. Most of them reported never having an oral screening 
experience (99.2%) yet were willing to take the screening (89.8%). Participants 
willing to participate in oral screening had significantly higher knowledge regarding 
oral cancer risk factors than the unwilling individuals (p < 0.05). The study also 
proved that the willingness to participate in oral screening among high risk people 
significantly related to their perceived barriers and self-efficacy (both chi-square p-
values, <0.001). 
Conclusion: The willingness to take oral screening among high risk people in the 
study was of a satisfactory level. The significant factors relating to willingness were 
knowledge, perceived barriers and self-efficacy. The results from this study could be 
applied in a strategy plan to promote willingness to participate in oral cancer 
screening. 
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INTRODUCTION 
 
Oral cancer is one of the major public health problems in many Asian countries including 
Thailand.(1,2) The incidence rate of the disease in this country is 5.9 per 100,000 of the population 
which is 1.5 times greater than world incidence.(1) More than 4,000 new cases are diagnosed yearly, 
but unfortunately 50% of cases die from it.(1,2) 
 
Tobacco use, betel quid chewing and alcoholic consumption are established risk factors for oral 
cancer.(3) The most prevalent current and daily smokers are observed in male individuals who live 
in the southern region.(4,5) Data from Thailand’s cancer statistics also reveal the high incidence rate 
of oral cancer in males in this region.(2) 
 
Narathiwat is one of the 4 southernmost provinces of Thailand (Narathiwat, Pattani, Yala and 
Songkhla) that border Malaysia (Figure 1).(6,7) It is 1,140 kilometers from Bangkok.(8) Most of 
the Thai people are Buddhists.(9) However, this province has a unique characteristic(10) where 
almost 86% of the population are Muslim.(9,11) Most of the Muslims in the province have Malay 
ancestry and speak a unique Malay dialect in parallel with the Thai language in daily life.(11) 
Since 2004 until now, a separatist insurgency problem has occurred in this province and in 3  other 
neighboring provinces.(6,11,12) This problem directly and indirectly affects the health care 
system.(13) Patients may have some barriers to access medical services including routine physical 
examination and cancer check – up.(13) According to the referral system of Thailand’s Ministry of 
Public Health, almost 90% of oral cancer patients in the region will be referred to receive advance 
treatment in Songklanagarind Hospital, Songkhla province, the oral cancer center in the lower 
South.(14) The study concerning oral cancer in Songklanagarind Hospital showed that nearly two 
– thirds of oral cancer patients presented with late stage cancer(15,16) and the mean time for 
patient delay was 3 months.(17) Moreover, Kerdpon and Sriplung(17) also revealed that total 
delay was significantly influenced by ethnicity;  Muslims had more prolonged total delay than  
Buddhists in this hospital study.  
 
Figure 1.Narathiwat, Pattani, Yala and Songkhla locations in Thailand map. (7) 
 

 
 
 
It is widely accepted that early detection of oral cancer will improve its treatment prognosis and 
reduce mortality rate.(15,17–23) Prevention, health promotion and surveillance systems are 
important strategies of the World Health Organization (WHO) in controlling oral cancer.(24) 
Visual screening of high risk populations was proven to be the most cost-effective strategy.(25–
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29) Oral cancer examinations also offer health care providers an opportunity to identify patients 
who practice risky behaviors and counsel them about their risk of contracting cancer.(30) 
 
Unlike other parts of the body, the oral cavity is easily accessible and an oral cancer examination 
poses relatively little discomfort or embarrassment for the patient.(31) However,  a study from the  
U.S. National Health Interview Survey (NHIS) revealed that only 20 percent of the population 
received oral cancer examination(32), compared  to 40 – 50 percent for colon cancer, 58 percent 
for breast cancer, and 54 percent for prostate cancer.(33) Since individual participation in oral 
cancer screening is relatively low, it is interesting to find out the factors to promote a higher oral 
cancer screening rate in high risk groups.  
 
To predict why people take action towards a particular behavior was described by several behavioral 
theories.(34–36) The Health Believe Model (HBM) is one of the more widely used theories.(34) 
HBM was developed initially in the 1950s by Reoenstock (36) who studied individual’s reasons for 
not participating in health screening programs. The underlying concept of HBM is that health 
behavior is determined by personal beliefs or perceptions about the disease and the action available 
to decrease its occurrence.(34) It postulates that psychological readiness to adopt a recommended 
health action depends on 5 basic dimensions including 1) perceived susceptibility: belief or 
perception about the chances of experiencing a risk or getting a condition or disease, 2) perceived 
severity: belief or perception about how serious a condition and its sequelae are, 3) perceived 
benefits: belief or perception in efficacy of the advised action to reduce risk or seriousness of impact, 
4) perceived barriers:  belief or perception about the tangible and psychological costs of the advised 
action, and 5) perceived self-efficacy: the conviction that one can successfully execute the behavior 
required to produce the outcome.(34,36) 
 
To our knowledge, there is scarce evidence about the factors associated with oral cancer screening 
behaviors and screening rates among high risk individuals in Thailand, especially in the Muslim 
community. Alcoholic consumption is prohibited for Muslims(37), thus it is not an obvious risk 
factor for oral cancer in the community. The purpose of this study then is to study factors associated 
with willingness to participate in oral cancer screenings among smokers and/or betel quid chewers 
who are at high risk of contracting oral cancer in a Muslim predominant community in Thailand.  
Narathiwat is the community of choice because of its Muslim predominant community (86% 
Muslim population) and it is an area which has never had this study conducted before. 
 
 
METHOD 
 
This survey study adopted 5 distinctive variables of the HBM Theory in explaining the willingness 
to participate in oral screening. The participants were high risk adults of age 40 years or older (38) in 
one Muslim predominant community in Narathiwat, South Thailand. Prior Institutional Review 
Board approval from the Faculty of Dentistry, Prince of Songkla University was obtained.  
 
A total of 255 respondents were sampled by a stratified random method according to their habits of 
smoking, chewing or both habits. All of the samples were face-to-face interviewed using the 50-
items closed-ended questionnaire prepared by one of the authors (SK) in conjunction with an 
auxiliary trained translator. The survey intended to collect socio-demographic characteristics, past 
and current risk behaviors, knowledge regarding oral cancer risk factors, oral cancer screening 
experience, beliefs or perceptions regarding susceptibility to and severity of oral cancer, beliefs or 
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perceptions regarding benefits of, barriers and self-efficacy to oral cancer screening, and finally the 
willingness to participate in oral cancer screening. Written informed consent was obtained from the 
participants. In case they were not eligible to understand Thai, the translator verbally translated the 
consent form to them. If the participants agreed to take part, they signed or gave their fingerprint on 
the consent papers. Descriptive statistics were used to describe demographic characteristics (Table 
1). Demographic data and the willingness to participate in the oral screening were tested for relation 
using the chi-square test (Table 2). Knowledge regarding oral cancer risk factors was compared 
between the willing and unwilling groups of participating in the activity using the Student’s t-test 
(Table 3). Finally, relation between HBM variables and the willingness to participate in the oral 
screening were studied using the chi-square test (Table 4). The level of significance was accepted at 
0.05.  
 
 
RESULTS 
 
Overall, 255 oral cancer high risk people were recruited in this study. About half had an income of 
more than 3,000 Thailand Baht (THB) or about 105 United States Dollar (USD) per month.(39) 
Three thousand THB per month is set near the Thailand’s poverty line point of  2,422 THB or 85 
USD per month.(40) Fifty eight percent of the recruits live in the area of the sub-district Health 
Center (SHC) where basic dental service is provided by dental hygienists. (See Table 1) 
 
Table 1.Demographic characteristics of the sample. 

Variables  Characteristics  n (%) 
Gender  male 167 (65.5) 

female 88 (34.5) 
Age  40-59 97 (38.0) 

60-older 158 (62.0) 
x +SD 63.1 + 11.7 

Min-Max 41 - 93 
Marriage  married 189 (74.1) 

widow/divorce/single  66 (25.9) 
Education  at least primary level 153 (60.0) 

uneducated 102 (40.0) 
Occupation  not working 86 (33.7) 

agricultural  93 (36.5) 
non-agricultural 76 (29.8) 

Monthly income  up to 3,000 THB 118 (46.3) 
more than 3,000 THB 137 (53.7) 

Residential SHC within dental service area 107 (42.0) 
without dental service 148 (58.0) 

Behaviors smoking 133 (52.1) 
chewing 42 (16.5) 
both habits 80 (31.4) 

Oral screening experience  yes 2 (0.8) 
no 253 (99.2) 

Willingness to participate  yes 229 (89.8) 
 no 26 (10.2) 
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The willingness to participate in oral cancer screening of the respondents was significantly related to 
gender (p = <0.001), age (p = 0.006) and monthly income (p = 0.02)   shown in Table 2.  
 
Table 2. The relations between characteristics and the willingness to participate in oral cancer 
screening using and Crude Odds Ratio. 
Characteristics  Willing 

 
Unwilling 

 
Crude 
Odds Ratio 

95% CI chi-square  
p value 

Gender       
      male 159 8 1.00  <0.001* 
      female  70 18 5.41 1.38 – 21.16  
Age      
     40 – 59 94 3 1.00  0.006* 
     60 – older  135 23 5.20 1.18 – 22.84  
Marriage      
     married 174 15 1.00  0.08 
     widow/divorce/single 55 11 0.74 0.24 – 2.25  
Education      
     at least primary level 141 12 1.00  0.19 
     uneducated  88 14 0.85 0.32 – 2.28  
Occupation      
     not working 72 14 1.00  0.07 
     agricultural  87 6 2.62 0.66 – 10.40  
     non-agricultural  70 6 1.64 0.40 – 6.64  
Monthly income      
     up to 3,000 THB 100 18 1.00  0.02* 
     more than 3,000 THB 129 8 2.90 1.21 – 6.95  
Residential SHC      
     with dental service 99 8 1.00  0.31 
     without dental service  130 18 2.32 0.88 – 6.10  
Risk Behaviors      
     smoking  125 8 1.00  0.08 
     chewing  34 8 0.82 0.26 – 2.62  
     both habits  70 10 1.16 0.36 – 3.70  
Oral screening experience       
     yes  2 0   0.51 
     no  227 26      N/A** N/A  
* significance  
** Not applicable 
 
The knowledge regarding oral cancer risk factors is statistically compared in Table 3. Significant 
differences between the willing and unwilling groups were observed (p = 0.008). The willing group 
was more knowledgeable regarding oral cancer risk factors than the unwilling group.
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Table 3.The difference of knowledge between the willing and unwilling groups. 
 

Knowledge  Willing 
Mean (SD) 

Unwilling 
Mean (SD) 

t p value 

regarding oral cancer risk factors 5.52 (2.26) 4.27 (2.38) 2.66 0.008* 
 * significance 
 
The study found that the willingness to participate in oral screening among high risk people 
significantly related to their perceived barriers and self-efficacy (both chi-square p-valuess, 
<0.001). (Table 4) 
 
Table 4.The relation between HBM variables and the willingness to participate in oral 
cancer screening using and Crude Odds Ratio. 
 

HBM Variables Willing 
 

Unwilling 
 

Crude 
Odds Ratio 

95% CI chi-square  
p value 

Perceived susceptibility      
     more perceived 22 4 0.59 0.17 – 2.55 0.56 
     less perceived  207 22 1.00   
Perceived severity      
     more perceived 115 13 1.01 0.41 – 2.48 0.98 
     less perceived  114 13 1.00   
Perceived benefits      
     more perceived 186 17 2.28 0.84 – 5.86 0.10 
     less perceived  43 9 1.00   
Perceived barriers      
     more perceived 63 25 0.02 0.00 – 0.10 <0.001* 
     less perceived  166 1 1.00   
Perceived self-efficacy      
     more perceived 204 5 33.4 11.0 – 123.9 <0.001* 
     less perceived  25 21 1.00   

* significance 
 
 
DISCUSSION 
 
Some demographic data (age, gender and monthly income) were significantly related to the 
willingness to take part in oral screening in this study. The result was consistent with a previous 
study that showed the significant factors of some demographic data of gender, age, and risk 
behaviors.(41) 

The present study showed that the willing group was more knowledgeable regarding oral cancer risk 
factors than the unwilling group. It was consistent with the previous findings which revealed that 
knowledge was found to be the strongest predictor of participating in oral cancer screening.(42–44) 
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Concerning the HBM, the willingness to take part in oral cancer screening among high risk people 
significantly related to their perceived barriers and self-efficacy. This result is in accord with the 
studies of Noroozi and Tahmasebi(45) and Tavafianet al.(46) regarding breast cancer screening 
behavior, where only the 2 mentioned variables also reported significant predictors. Moreover, some 
studies found only perceived barriers as the most single important predictor for breast cancer 
screening(47,48), whereas  some have found perceived self-efficacy as the most powerful 
predictor.(49,50) 

The relatively high rate of willingness (89.8%) to participate in oral cancer screening was quite 
consistent with the result of a previous study (70%).(51) However, the real behavior for the routine 
oral cancer screening rate was reported at only 20%.(32) The real behavior was not included in this 
research. The questions of whether personal perceptions about the disease and willingness to 
perform the behavior have any impact on actual behavior remain unsolved. Therefore, additional 
studies are required to further explore these impacts. 

In conclusion, the willingness to participate in oral cancer screening among high risk people in the 
study was of a satisfactory level. The significant factors related to willingness were knowledge, 
perceived barriers and self-efficacy. Strategies that could help promote willingness to participate in 
oral cancer screening could perhaps include emphasizing knowledge delivery regarding the disease 
risk factors, reducing all possible barriers and motivating them to reach the desirable action.  
  
 
ACKNOWLEDGEMENTS  
 
The authors would like to acknowledge the Faculty of Dentistry, Prince of Songkla University for 
funding this research. We also appreciate the assistance of the village health volunteers of 
Narathiwat Provincial Health Office in accessing all participants.  
 
 
REFERENCES  
 

1. Globocan2008 [homepage on the internet]. Leon: international Agency for Research on 
Cancer [Accessed April 6, 2013] Available from http://www.iarc.fr/en/media-
centre/iarcnews/2010/globocan2008.php 

2. Khuhaprema T, Srivatanakul P, Attasara P, et al. Cancer in Thailand Vol. V Bangkok, 2010  
3. Warnakulasuriya S. Global epidemiology of oral and oropharyngeal cancer. Oral oncology 

[Internet]. Elsevier Ltd; 2009 [cited 2013 Feb 27];45(4-5):309–16. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/18804401 

4. World Health Organization. Global Adult Tobacco Survey: Thailand Country Report. 2011 
5. National health examination survey office (NHESO). 4th Thai national health examination 

survey report. 2008 – 9 
6. Wattana Sugunnasil, "Islam, radicalism, and violence in Southern Thailand: Berjihad di 

Patani and the 28 April 2004 attacks", Critical Asian Studies, 38:1 (2006), pp 119-144 
7. Southern unrest no longer a provincial problem. (2005) Retrieved April 25, 2013  from 

http://www.fringer.org/2005/09/southern-unrest-no-longer-a-provincial-problem/ 

The Asian Conference on the Social Sciences 2013 
Official Conference Proceedings Osaka, Japan

288



	
  

8. Tourism Authority of Thailand. (2012). Narathiwat. Retrieved April 7, 2013, from 
http://www.tourismthailand.org/destinationguide/list.aspx?provinceid=76&typeid=7  

9. Narathiwat province. (2007). Retrieved April 7, 2013, from 
http://en.wikipedia.org/w/index.php?title=Narathiwat_Province&oldid=101239820. 

10. National Statistical Office, Ministry of Information and Communication Technology. 
Executive Summary The 2010 Population and Housing Census. 2010;(Chart 1):18–20. 2012 

11. Klein J. Democracy and Conflict in South Thailand: A Survey of the Thai Electorate in Yala, 
Narathiwas and Pattani. The Asia foundation [Internet]. 2010 [cited 2013 Apr 20]; Available 
from: http://onlinelibrary.wiley.com/doi/10.1002/cbdv.200490137 

12. Dorairajoo S. Peaceful Thai, Violent Malay (-Muslim): A Case Study of the “Problematic” 
Muslim citizens of Southern Thailand. The Copenhagen Journal of Asian Studies [Internet]. 
2009 [cited 2013 Apr 20];61–83. Available from: 
http://cjas.dk/index.php/cjas/article/viewArticle/2544 

13. Wiriyapongsukit S, Rodklai A, Hasuwannakit S, Sutheeravut P, Kuning Metta, Sornsrivichai 
V. Health Care System Development during Violence Crisis in the Deep South, Thailand. 
Health System Research Institute. 2007. 

14. Bureau of Policy and Strategy, Ministry of Public Health. Health service system. Bangkok: 
MOPH; 2012 

15. Pruegsanusak K, Peeravut S, Leelamanit V, Jongsatitpaiboon J, Phungrassami T, Chuchart K, 
et al. RESEARCH COMMUNICATION Survival and Prognostic Factors of Different Sites 
of Head and Neck Cancer: An Analysis from Thailand. 2012;13.  

16. Kerdpon D, Sriplung H. Factors related to advanced stage oral squamous cell carcinoma in 
southern Thailand. Oral oncology [Internet]. 2001 Apr;37(3):216–21. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/11287274 

17. Kerdpon D, Sriplung H. Factors related to delay in diagnosis of oral squamous cell 
carcinoma in southern Thailand. Oral oncology [Internet]. 2001 Feb;37(2):127–31. Available 
from: http://www.ncbi.nlm.nih.gov/pubmed/11167138 

18. Gao W, Guo C. Factors Related to Delay in Diagnosis of Oral Squamous Cell Carcinoma. 
YJOMS [Internet]. American Association of Oral and Maxillofacial Surgeons; 
2009;67(5):1015–20. Available from: http://dx.doi.org/10.1016/j.joms.2008.12.022 

19. Gómez I, Warnakulasuriya S, Varela-Centelles PI, López-Jornet P, Suárez-Cunqueiro M, 
Diz-Dios P, et al. Is early diagnosis of oral cancer a feasible objective? Who is to blame for 
diagnostic delay? Oral diseases [Internet]. 2010 May [cited 2013 Apr 20];16(4):333–42. 
Available from: http://www.ncbi.nlm.nih.gov/pubmed/20233328 

20. Yu T, Frcd C, Wood RE. Delays in Diagnosis of Head and Neck Cancers. 2008;74(1).  
21. Se S, Mcgurk M, Ea G, Scott S, Mcgurk M, Grunfeld E. Patient delay for potentially 

malignant oral symptoms. 2008;141–7.  
22. Rogers SN, Pabla R, McSorley a, Lowe D, Brown JS, Vaughan ED. An assessment of 

deprivation as a factor in the delays in presentation, diagnosis and treatment in patients with 
oral and oropharyngeal squamous cell carcinoma. Oral oncology [Internet]. 2007 Aug [cited 
2013 Apr 20];43(7):648–55. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/17070094 

The Asian Conference on the Social Sciences 2013 
Official Conference Proceedings Osaka, Japan

289



	
  

23. Teppo H, Alho O-P. Comorbidity and diagnostic delay in cancer of the larynx, tongue and 
pharynx. Oral oncology [Internet]. Elsevier Ltd; 2009 Aug [cited 2013 Apr 20];45(8):692–5. 
Available from: http://www.ncbi.nlm.nih.gov/pubmed/19095490 

24. Petersen PE. Oral cancer prevention and control--the approach of the World Health 
Organization. Oral oncology [Internet]. Elsevier Ltd; 2009 [cited 2013 Feb 27];45(4-5):454–
60. Available from: http://www.ncbi.nlm.nih.gov/pubmed/18804412 

25. Speight PM, Palmer S, Moles DR, Downer MC, Smith DH, Henriksson M, et al. The cost-
effectiveness of screening for oral cancer in primary care. Health technology assessment 
(Winchester, England) [Internet]. 2006 Apr;10(14):1–144, iii–iv. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/16707071 

26. Brocklehurst P, Kujan O, Am G, Oliver R, Sloan P, Ogden G, et al. Screening programmes 
for the early detection and prevention of oral cancer ( Review ). 2010;(11).  

27. Subramanian S. Cost-effectiveness of oral cancer screening: results from a cluster 
randomized controlled trial in India. Bulletin of the World Health Organization [Internet]. 
2009 Mar 1 [cited 2013 Mar 2];87(3):200–6. Available from: 
http://www.who.int/bulletin/volumes/87/3/08-053231.pdf 

28. Sankaranarayanan R, Ramadas K, Thomas G, Muwonge R, Thara S, Mathew B, et al. Effect 
of screening on oral cancer mortality in Kerala, India: a cluster-randomised controlled trial. 
Lancet [Internet]. 1927;365(9475):1927–33. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/15936419 

29. Sankaranarayanan R, Ramadas K, Thara S, Muwonge R, Thomas G, Anju G, et al. Long 
term effect of visual screening on oral cancer incidence and mortality in a randomized trial in 
Kerala, India. Oral oncology [Internet]. 2013 Apr [cited 2013 Apr 20];49(4):314–21. 
Available from: http://www.ncbi.nlm.nih.gov/pubmed/23265945 

30. Robie PW. Cancer screening in the elderly. Journal of the American Geriatrics Society 
[Internet]. 1989 Sep;37(9):888–93. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/2760384 

31. Horowitz a M, Goodman HS, Yellowitz J a, Nourjah P a. The need for health promotion in 
oral cancer prevention and early detection. Journal of public health dentistry [Internet]. 1996 
Jan;56(6):319–30. Available from: http://www.ncbi.nlm.nih.gov/pubmed/18067438 

32. Macek MD, Reid BC, Yellowitz J a. Oral cancer examinations among adults at high risk: 
findings from the 1998 National Health Interview Survey. Journal of public health dentistry 
[Internet]. 2003 Jan;63(2):119–25. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/12816143 

33. Ra S, Brooks D, Cokkinides V, Saslow D, Ow B. Cancer screening in the United States , 
2013: a review of current American Cancer Society guidelines , current issues in cancer 
screening , and new guidance on cervical cancer screening and lung cancer screening . 
2013;63(2):21174.  

34. Glanz K, Rimer BK, Viswanath K. Health behavior and health education: Theory, research, 
and practice. 2008 

35. Munro S, Lewin S, Swart T, Volmink J. A review of health behaviour theories: how useful 
are these for developing interventions to promote long-term medication adherence for TB 

The Asian Conference on the Social Sciences 2013 
Official Conference Proceedings Osaka, Japan

290



	
  

and HIV/AIDS? BMC public health [Internet]. 2007 Jan [cited 2013 Mar 12];7:104. 
Available from: 
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1925084&tool=pmcentrez&rend
ertype 

36. Rosenstock IM, Strecher VJ, Becker MH. Social learning theory and the Health Belief Model. 
Health education quarterly [Internet]. 1988 Jan;15(2):175–83. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/3378902 

37. Rahman, Fazlur. Major Themes of the Qur'an (Second ed.). University Of Chicago Press. 
2009: 

38. Handbook and Guideline of Oral Cancer Screening for Dental Health Care Provider. Bureau 
of Dental Health, Department of Health, Thailand's Ministry of Public Health. 2011: 40 - 42 

39. Exchange Rate Bank of Thailand. Retreived April 26, 2013 from 
http://www.bot.or.th/Thai/Statistics/FinancialMarkets/ExchangeRate/_layouts/Application/E
xchangeRate/ExchangeRate.aspx 

40. Thailand's Social Indicators. The Office of National Economic and Social Development 
Board, Priminister's Office. Retrieved April 26, 2013 from 
http://www.nesdb.go.th/Default.aspx?tabid=458 

41. Chen C, Hsu M, Pan F. Oral Cancer Screening Intentions of Residents in Eastern Taiwan. 
2011;3120:84–9. 

42. Horowitz AM, Nourjah PA. Factors associated with having oral 
cancer examinations among US adults40 years of age or older. J Public Health 
Dent. 1996 ;56(6):331-5. 

43. Horowitz AM, Moon HS, Goodman HS, Yellowitz JA. Maryland 
adults' knowledge of oral cancer and having oral cancer examinations. J Public Health 
Dent. 1998 ;58(4):281-7. 

44. Cruz GD, Le Geros RZ, Ostroff JS, Hay JL, Kenigsberg H FD. Oral cancer knowledge, risk 
factors and characteristics of subjects in a large oral cancer screening program. J Am Dent 
Assoc. 2002;133(8):1064-71; 

45. Noroozi A, Tahmasebi R. Factors influencing breast cancer screening behavior among 
Iranian women. Asian Pacific journal of cancer prevention: APJCP [Internet]. 2011 
Jan;12(5):1239–44. Available from: http://www.ncbi.nlm.nih.gov/pubmed/2187527447. 

46. Tavafian SS, Hasani L, Aghamolaei T, Zare S, Gregory D. Prediction of breast self-
examination in a sample of Iranian women: an application of the Health Belief Model. BMC 
women’s health [Internet]. 2009 Jan [cited 2013 Apr 17];9:37. Available from: 
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=2806255&tool=pmcentrez&rend
ertype=abstract 

47. Umeh K, Dimitrakaki V. Breast Cancer Detection in Asymptomatic Women: Health Beliefs 
Implicated in Secondary Prevention. J Appl Bio Behav Res. 2003; 8, 96-115 

48. Cohen M, Azaiza F. Early breast cancer detection practices, health beliefs, and cancer 
worries in Jewish and Arab women. Preventive medicine [Internet]. 2005 [cited 2013 Apr 
28];41(5-6):852–8. Available from: http://www.ncbi.nlm.nih.gov/pubmed/16120457 

The Asian Conference on the Social Sciences 2013 
Official Conference Proceedings Osaka, Japan

291



	
  

49. Jirojwong S, MacLennan R. Health beliefs, perceived self-efficacy, and breast self-
examination among Thai migrants in Brisbane. Journal of advanced nursing [Internet]. 2003 
Feb;41(3):241–9. Available from: http://www.ncbi.nlm.nih.gov/pubmed/12581112 

50. Avci IA. Factors associated with breast self-examination practices and beliefs in female 
workers at a Muslim community. European journal of oncology nursing: the official journal 
of European Oncology Nursing Society [Internet]. 2008 Apr [cited 2013 Apr 28];12(2):127–
33. Available from: http://www.ncbi.nlm.nih.gov/pubmed/18242140  

51.  Katz R V, Claudio C, Kressin NR, Green BL, Wang MQ, Russell SL. NIH Public Access. 
2009;15(4):334–43. 

 

The Asian Conference on the Social Sciences 2013 
Official Conference Proceedings Osaka, Japan

292



	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  



	
  

	
  




