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Abstract

Taiwanese leshians have been found to utilize screening tests for breast cancer at lower rates
when compared to women in general in Taiwan. However, there is a lack of evidence
regarding the factors which influence Taiwanese lesbians’ breast healthcare behaviour and
intentions.

A two-phase sequential exploratory mixed-methods study was employed to explore the
factors influencing Taiwanese lesbians’ breast healthcare behaviour and intentions, including
semi-structured interviews and an online survey. Taiwanese women aged 20 years or above
and who self-identified themselves as leshians or as partnered with the same gender were
targeted and recruited, using purposive and snowball sampling. Thirty-seven semi-structured
interviews were conducted initially. According to the interview findings and two existing
health psychology models (the health belief model and the theory of reasoned action), a
questionnaire was developed and an online questionnaire survey was undertaken with a larger
population. A total of 284 women completed the online survey.

The findings showed that the lesbians’ breast healthcare behaviour and intentions were
directly or indirectly affected by their gender identity, gender role expression, patient-
provider interaction and partners’ support. In addition, it was also found that the lesbians may
share similar views about breast cancer and breast cancer screenings, self-efficacy and cues to
action with women in general in Taiwan. Some of these factors had an important effect on the
lesbians’ breast healthcare behaviour and/or intentions, in particular the perceived barriers to
performing and/or having breast cancer screenings, the perceived susceptibility to breast
cancer, self-efficacy and cues to action.

Based on the PhD findings and social-ecological model, four levels of recommendations were
proposed in order to encourage Taiwanese lesbians’ utilization of breast cancer screenings
and to promote their breast health.
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Chapter 1: Introduction
This chapter aims to give a brief background of the study, the purpose of the study, an

overview of the methodology and the structure of this thesis.

1.1 Overview and background

Breast cancer is the most commonly diagnosed cancer and the leading cause of cancer death
among women worldwide (World Health Organization, WHO, 2014). Europe had the highest
incidence and mortality rates in 2012, at 96 and 16.2 per 100,000 women, respectively.
America had the second highest incidence and mortality rates at 91.6 and 14.8 per 100,000
women, respectively. In terms of the rates in Asia, the incidence rate was 27 per 100,000
women and the mortality rate was 6.1 per 100,000 women in 2012 (Ferlay et al., 2013).
Although the rates in Asia are much lower when compared to the rates in Europe and
America, the incidence rates in Asia have been found to be increasing gradually in recent
years and are expected to continue to rise over the next 10 years (Shin et al., 2010y).

While the incidence of breast cancer has been lower in Asian countries, Taiwan had the
highest incidence rate and the second highest mortality rate in 2008 when compared to the
rates for Japan, the Republic of Korea, the Democratic Republic of Korea, China and

Mongolia (see Figure 1.1; Ferlay et al., 2010).

Figure 1.1: Highest breast cancer incidence and mortality rates in East Asia

10 lughest breast cancer incidence and mortality rates m Eastern Asia

Taiwan |

Japan

528

kFaorea, Fepublic of
<orea, Democratic Fepublic of
Eastern Asia

Zhina

Mongolia
0 10 20 30 40 a0 BO
ASR (W) per 100,000 M Ihcidence
GLOBOCAN 2008 (IARC) (19.10.2011) B rortality

! Taiwan has been omitted from the GLOBOCAN 2012 database, hence, the comparison data presented in this
thesis was from the GLOBALCAN 2008 database.
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Over the last decade, breast cancer has replaced cervical cancer as the most diagnosed cancer
site for Taiwanese women (Chen et al., 2002). Based on the latest Taiwanese cancer registry
report, 10,056 women were diagnosed with breast cancer, and 1,852 died of this disease, in
2011(Health Promotion Administration-Ministry of Health and Welfare, 2014). Despite the
relatively lower incidence rate of 59 per 100,000, when compared to the rates in Europe and
America, the number of newly diagnosed breast cancer cases has increased every year
(Taiwan Cancer Registry, 2014). The mean age of breast cancer incidence is around 40 to 64
years in Taiwan, which is less than the mean age for the rest of the world (which is between
50 and 69 years). In addition, among Taiwanese women, breast cancer was the fourth leading
cause of death from cancer in 2011 (Health Promotion Administration-Ministry of Health and
Welfare, 2014). According to the statistics, breast cancer is not only the most commonly

diagnosed cancer but also a life-threatening disease to Taiwanese women.

Numerous studies conducted in the US have increased concerns about the higher breast
cancer risk among leshians because of nulliparity (Case et al., 2004; Kavanaugh-Lynch et al.,
2002) and behavioural risk factors (Roberts et al., 2004; Roberts & Sorensen, 1999; Roberts
et al., 1998; Zaritsky & Dibble, 2010). Roberts et al. (2004) indicated that although lesbians
in the US have increased their utilization of breast healthcare services recently (about 51-66%
of lesbians aged over 40 years), their use of such services still lags behind women in general
(approximately 67-70% of heterosexual women aged over 40 years). Barriers when accessing
healthcare among homosexual people have been investigated during recent decades. The
subgroup has been found to meet many inhibitors when attempting to access healthcare
(Institution of Medicine, IOM, 2011), such as homophobia and heterosexism from healthcare
providers and unfriendly medical environments. These barriers are recognized as causes of
the low utilization of preventive health services (Clark et al., 2003; DeHart, 2008; Pennant et
al., 2009).

In Taiwan, there is a lack of evidence regarding the breast cancer risk among Taiwanese
leshians. However, an unpublished online survey conducted by the Taipei Association for the
Promotion of Women’s Rights (TAPWR) in 2008 shows lower breast screening rates in this
subgroup; only 4.5% of the lesbians (68 out of 1,523; age not specified) had had a screening
previously when compared with Taiwanese heterosexual women (32.5% of women aged 45-

69 years had had a screening within the past two years in 2012; Health Promotion

15



Administration, Ministry of Health and Welfare, 2013;). Only 2% (31 out of 1,523; age not
specified) of leshians have regular cancer screenings. Although low utilization rates of breast
cancer screening were found, there is a lack of evidence to help understand the factors that
affect breast healthcare behaviours among Taiwanese lesbians.

1.2 Purpose of the study
The purpose of this PhD study is to explore the factors associated with Taiwanese lesbians’

breast healthcare behaviour and intentions.

1.3 Overview of the methodology
In order to understand Taiwanese lesbians’ breast healthcare behaviour and intentions and
their influencing factors, a sequential exploratory mixed-methods study design was used

which included qualitative interviews, instrument development and an online survey.

1.4 Thesis organization
The overall structure of this thesis takes the form of nine chapters, including this introductory

chapter.

Chapter 2 provides background information about Taiwanese leshians, the breast cancer risk
and the risk factors among lesbians, and the utilization rates of breast cancer screenings
among the subgroup. The current evidence on the factors associated with women’s breast
healthcare behaviour is also reviewed in this chapter.

Chapter 3 gives the overall study design and the research framework.

Chapter 4 presents the methods used in the qualitative interviews.

Chapter 5 provides the interview findings, which are mainly focused on the factors associated

with the participants’ sexual orientation.

Chapter 6 discusses the interview findings with the existing evidence and describes various

rationales for the influencing factors chosen for the questionnaire design.

16



Chapter 7 presents the process of the online questionnaire’s development which was used in

the online survey.

Chapter 8 provides the online survey methods and results.

Chapter 9 gives a synthesis of the main findings from the two studies as well as
recommendations and implications. The strengths and limitations of the PhD study, the

challenges met during the data collection periods and possible solutions are also discussed.

Directions for future studies are suggested for researchers.

17



Chapter 2: Background and literature review
2.1 Introduction
This chapter is divided into five sections. First, the definitions of the key terms are provided.
Second, the hidden population of Taiwanese leshians is introduced regarding their social
construction in terms of history, politics and culture. Gender identity and gender expression
are also discussed in this section to understand the formation of Taiwanese lesbians’ body
image, appearance, role and behaviour. This is followed by a look at the current evidence
associated with lesbian’s breast cancer risk and the risk factors and utilization rates of breast
cancer screenings among the subgroup. Finally, the literature that is related to the study

question is reviewed.

2.2 Definitions of the key terms
Before introducing the target population of Taiwanese lesbians, some key terms are provided
in this section in order for the researcher and readers to have the same concepts when

discussing the subgroup.

The term sex is a biological construct, referring to the genetic, hormonal, anatomical and
physiological features that define a male or a female (I10M, 2011; WHO, 2013). Gender
refers to the cultural meanings of the patterns of roles, behaviour, activities and personality

that guide society to consider a person male or female (IOM, 2011; WHO, 2013).

Sexual orientation has been defined as “an enduring pattern of or disposition to experience
sexual or romantic desires for, and relationships with, people of one’s same sex, the other
sex, or both sexes” (IOM, 2011, p. 27). In this thesis, sexual orientation within the target
population refers to a woman’s sexual or romantic desire for and relationship with a person of

the same biological sex.

The term lesbian is originally from the name of the Greek island of Lesbos. The prominent
Greek poetess Sappho lived there and expressed affection for women in her poetry in the
seventh century BC (Stonewall, 2013; Oxford Dictionaries, 2013). Since the nineteenth
century, lesbian has been used to refer to a woman who is sexually attracted to other women
(Oxford Dictionaries, 2013). A Taiwanese lesbian, in this thesis, indicates a Taiwanese

woman who is sexually or romantically attracted to other women.
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In terms of the definitions of gender identity and gender expression, according to IOM
(2011, p. 26), “gender identity refers to a person’s basic sense of being a man or boy, a
woman or girl, or another gender (for example, transgender, bisexual or gender queer — a
rejection of the traditional binary classification of gender). Gender identity can be congruent
or incongruent with one’s sex assigned at birth based on appearance of the external
genitalia. Gender expression denotes the manifestation of characteristics in one’s
personality, appearance and behaviour that are culturally defined as masculine or feminine.”
In this thesis, gender identity refers to a woman who self-identifies according to one of the
following terms commonly used in Taiwan: T (masculine lesbian), Po (feminine lesbian),
Bufen (undifferentiated lesbian), Bufen pain T (a slightly T-tinged Bufen) and Bufen pian Po
(a slightly Po-tinged Bufen). Gender expression denotes the attributes in a woman’s
appearance, behaviour and erotic role and responsibility which are associated with her gender
identity.

T and Po identities are widely used among Taiwanese lesbians. T originally derived from the
English word ‘tomboy’. Abate (2011, p. 407) defined the term ‘tomboyism’ as: “a girl who
prefers the activities, toys, and usually attire of a boy, few are aware of its long, complex, and
largely overlooked history. Over the centuries, this code of female conduct has assumed both
masculine and feminine forms, been found in both urban and rural locales, been associated
with both heterosexual and homosexual sexualities, been attributed to both dispositional
and circumstantial origins, been viewed as a temporary development phase as well as a
lifelong identity, and been present in both Western and non-Western cultures.” In Taiwan, T
only refers to a masculine lesbian due to the T-bar culture and significant media influence
(Chao, 2001). The formation of the T-bar culture and related historical events are introduced
in the following sections. The counterpart to T is Po. The term Po in Mandarin Chinese
serves as a suffix in communication. Laopo in Chinese means wife, and in this case means
the T’s ‘wife’ (a feminine lesbian) (Chao, 2000; 2002). The sharing of roles and
responsibility between a T/Po couple is considered similar to traditional dichotomous
heterosexual roles (man and woman) (Cheng, 1997; Zhang, 2011), although same-sex

marriage is currently still not legal in Taiwan.

The term Bufen became popular in the 1990s in Taiwan, when its use was encouraged among
Taiwanese leshians by academic feminists (Chao, 2000). Bufen refers to an undifferentiated

lesbian, meaning a lesbian who does not play either masculine or feminine gender roles

19



(Kuang et al., 2004). Unlike the strict differentiations of role and responsibility between T
and Po, Bufen couples share equal roles and responsibility generally (Cheng, 1997). The
terms Bufen pain T and Bufen pain Po emerged in recent years (Chiang & You, 2011). The
term Bufen pain T refers to a lesbian who identifies herself as lying between T and Bufen.
On the other hand, the term Bufen pain Po refers to a lesbian who identifies herself as lying

between Bufen and Po.

2.3 The hidden population: Taiwanese lesbians

In this section, the social construction of Taiwanese leshians is introduced in the context of
history, politics and culture. The association between gender identity, body image, gender
expression and erotic role and responsibility are discussed in order to understand women’s
behaviour and their way of thinking and decision-making in relation to breast healthcare. The
final part reviews the current literature which explores Taiwanese lesbians’ views on medical

services in Taiwan and their medical experiences.

2.3.1 Formation of the Taiwanese lesbian community

Fishel (1994) suggests that the confusing complexity of Taiwanese history, culture and global
trends should be considered carefully when studying local homosexuality because these may
have shaped the changing constructs of sexuality.

Taiwan became a Chinese colony during the seventeenth century. In 1895, Taiwan was ceded
to Japan until 1945 (The archives of the Institute of Taiwan History, Academia Sinica, 2010).
The Republic of China (ROC, today’s Taiwan) was formed in China in 1912. At the end of
World War I, in 1945, Japan surrendered Taiwan to ROC military forces. Following the
Chinese Civil War (1946-1949), the Communist Party of China took control of mainland
China and established the People’s Republic of China (PRC) in 1949. As a result, the ROC
relocated its government to Taiwan. Towards the end of the Chinese Civil War, many single
or widowed army men emigrated from China to Taiwan to set up the ROC government. Chao
(2000) suggests that those army members probably helped to form the first gay community in

Taiwan.

In Taiwan, the White Terror took place between 1949 and 1987, which resulted in
approximately 140,000 Taiwanese people being imprisoned, of which about 3,000 to 4,000

were executed for their real or perceived opposition to the ROC government. This was a time
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witnessing the suppression of political dissidents during a period of martial law (Chen, 2008;
Hou, 2007). Most of those prosecuted were labelled as communist spies in the 1950s. Cross-
dressing and transgender people, during this time, were suspected of spying and were either
imprisoned or killed (Chao, 2000). Although the concept of T/Po-identity was not popular in
the 1950s, leshians who self-identified as masculine and dressed in masculine clothes were
much more oppressed than feminine lesbians. This event is considered to be one of the
factors resulting in the majority power and rights among Taiwanese lesbians being controlled
by Ts after the T/Po community was formed, and Pos — even today — are viewed as outsiders

by some traditional Ts.

The White Terror was supported by the government of the United States both militarily and
financially for 20 years following the onset of the Korean War. Taiwan was incorporated into
the Cold War structure as a US military base in the Asia-Pacific. American culture began to
spread in Taiwan, together with American military men who used the country as a base
during the Vietnam War. Gay bars, during that period, were formed under the safeguard of
American Gl culture in Taipei, Taichung and Kaohsiung (in North, Middle and South
Taiwan, respectively). Upper-class lesbians, who were born into wealthy families and who
had an American educational background, would hang out with American Gls in gay bars
(Chao, 2000).

In the 1960s, the first waves of modernization and industrialization were initiated by the
governments of the US and Japan through financial investment. The traditional economy and
lifestyle collapsed, resulting in large-scale rural migration to urban and industrial areas. These
changes were also reflected in the historical transformation of gender roles. Previously,
Taiwanese women had to stay at home, confined to a household. Urbanization and
industrialization in Taiwan changed women’s lifestyles and ways of working. Many young
women came to the big cities to work in clubs or factories (Chao, 2000). A well-known red-
light district emerged towards the end of the Japanese colonial period and developed further
during the early 1960s under American Gl culture. Lesbian sex workers usually gathered
together at bars to socialize and to pick up sex partners. A lesbian community began to form
with the gender identities of T and Po (Chao, 2000; 2001).

Although the identity T/Po was created in the 1960s, it did not emerge widely until the first
T-bar (Tomboy bar) opened. In 1985, Wang You Gu (“Forget-Sadness Valley” in English),
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the first T-bar, was opened by a T/Po couple in a red-light district of Taipei (Chao, 2000).
Low-class T and Po sex workers in the same neighbourhood gathered together in the T-bar.
The T-bar culture strengthened the lesbian community and the gender identities T and Po
became the norm (Chao, 2000). After the first T-bar, more T-bars were opened in the three
newest and most Westernized cities, Taipei, Taichung and Kaohsiung. In the T-bars, lesbians
usually introduced themselves with an invented name instead of a real name (Chao, 2000;
2001). During this period, use of an invented name was a way to protect their identity during
the White Terror. However, the new generation of Taiwanese lesbians continue to use a fake

name.

After 1987, the ROC Government gradually replaced the name The Republic of China with
Taiwan in both the domestic and the diplomatic arena. Increasing emphasis was also placed
on Taiwan’s cultural specificity as being distinct from that of the People’s Republic of China.
During this period, the Taiwanese government still relied on the US military to defend the
country from China. Martial law and the consequent democratization of Taiwan’s political
structure resulted in the propagation of liberal ideas. Gay rights were some of the ideas raised
during this time (Chao, 2000; 2001).

In February 1990, the first lesbian organization ‘Between Us’ ({12 ) was formed in

Taiwan and the members made efforts to develop international contacts and sent a delegation
to the Asian lesbian conference held in Bangkok in the same year (Fishel, 1994). Initially, the
members of the organization included both college students oriented towards feminist study
groups and Ts/Pos from the communities. However, conflicts arose between the young
(feminists) and the old cohort (traditional T/Po-identity) lesbians in the organization. In the
first year, many of the Ts and Pos involved during the initial months withdrew their
participation because of tensions in the meetings, different opinions regarding role-
identification and priority, and frustration over the meetings being inefficient and
disorganized. The original feminist members aimed to alleviate the isolation of many Ts and
Pos and create an alternative space for socializing outside of bars and away from alcohol.
They were not willing to politicize these efforts or have the roles T and Po called into
question. Due to these conflicts, the organization changed the initial membership recruitment
methods; in addition to older and younger generation leshians, young cohort leshians (who

were mainly feminists) were invited and recruited into the organization (Chao, 2000; 2001).
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The concept Bufen (undifferentiated lesbian) emerged in the 1990s with the rise of feminism.
Cheng (1997), a contemporary feminist, indicates that the role played by T/Po and the
behaviour norms practiced in the circle differ greatly from those in wider society. During this
period, the lesbian identity was not the only dichotomous option in Taiwan. Although T and
Po identities were still used as gender-role labels, other categories were proposed to be used
by the subgroup, including Bufen (Cheng, 1997), Bufen pian T and Bufen pian Po (Chiang &
You, 2011).

Recently, a number of lesbian, gay, bisexual and transgender (LGBT) supportive
organizations and communities have been formed in Taiwan. The Gender Equity Education
Act and the Act of Gender Equality in Employment were passed and announced in Taiwan in
2003 and 2007, respectively (Laws & Regulations Database of the Republic of China, 2013).
In addition, issues of equal rights regarding marriage and having children have also been
raised within LGBT people since 2003. The executive branch in the Taiwanese government
proposed the legalization of same-sex marriage in 2003, although the bill met with opposition
and was not voted on. However, the same-sex marriage bill was re-sent to the executive
branch in 2013 and the first reading was passed in the same year (Taiwan Alliance to
Promote Civil Partnership Rights, 2013). Today, LGBT members in Taiwan still fight for
equality in terms of same-sex marriage and having/adopting children. A summary of the
historical events in Taiwan and the formation of the lesbian community can be seen in Table
2.1.
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Table 2.1: Formation of the Taiwanese lesbian community — historical events and

politics
Years Historical events and politics Formation of the Taiwanese lesbian
community and important LGBT
events

Seventeenth Taiwan became a Chinese colony.

century

1895-1945 Japanese colonization.

1946-1949 The ROC relocated its government to | Formation of the first gay community in

Taiwan. Taiwan by single and widowed army
men.

1949-1987 The White Terror. Lesbians who dressed like men were seen
as spies and either imprisoned or
executed.

1960s The first waves of modernization and | Gender-role transformation.

industrialization initiated by the
governments of the US and Japan with
financial investment.

1960s-1980s

A US military base in the Asia-
Pacific.

1) Gay bars were formed under the
safeguard of American GI culture in
Taipei, Taichung and Kaohsiung.

2) Lesbians frequented gay bars.

3) Formation of the T/Po-identity and
T/Po community.

1980s-1989 The ROC government emphasized 1) The first T-bar is opened.
Taiwanese culture as being distinct 2) T/Po-identity became a norm.
from that of the People’s Republic of | 3) Rising visibility of gay rights.
China.
1990 Beginnings of feminism. 1) The first lesbian organization is
formed.
2) International contact development.
3) The new Bufen-identity is proposed.
2003 1) For the first time, legalization for | Taiwan LGBT Pride, the annual LGBT
same-sex marriage is proposed, it | pride parade, was first held in Taipei in
but fails. 2003.
2) Gender Equity Education Act
passed.
2007 Act of Gender Equality in
Employment passed.
2013 The first reading of the legalization for

same-sex marriage is passed.

2.3.2 Gender identity and gender role expression among Taiwanese lesbians

This section focuses on the association between gender identity and gender role expression as

well as the relationship between gender identity and Taiwanese lesbians’ views of their own

female characteristics — their breasts — and erotic roles. In addition, the new identities of

Bufen, Bufen pain T and Bufen pian Po are discussed in order to understand the differences

between the traditional T/Po labels and the newly emerged labels.
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The identity of T/Po is mainly employed among Taiwanese lesbians and it helps the women
to structure expectations regarding personal identity, social interactions and romantic
exchange within lesbian culture (Halberstam, 1998; Levitt et al., 2003; Levitt & Hiestand,
2004). The construction of T and Po identities requires a process of body transformation.
Transforming a T’s body involves a whole series of de-feminizations (Chao, 2000). Ts
usually wear trousers and breast bindings, and have short hair to form a masculine
appearance. Non-feminine acts are also important to present the women’s identity, for
example, smoking, drinking, gesturing and speaking in a mannish manner in both public and
private spaces (Chao, 2000; 2001).

Wearing breast bindings is a significant act in de-feminizing a T’s body by making socially
defined feminine sexual characteristics — the breasts — invisible. In Kuang et al.’s (2004)
online survey, over 70% of the 38 self-identified Ts had tried to hide their breasts.
Ethnographic fieldwork by Chao (1997; 2000; 2001; 2002) was conducted between 1993 and
1994 involving 76 lesbians in bars in Taipei and Taichung and 30 feminists who were
members of Taiwan’s Queer Rights Movement. The researcher found that, in being a T, the
woman’s breasts cannot be seen because they are strongly related to provoking men’s
amorous desire and attention and presenting sexual availability, as associated with
heterosexual women. Moreover, the breasts are not only bound to distance Ts from the
heterosexual role — they are also important and visible signals to distinguish between Ts and
Pos. Binding breasts is an important act to present a T’s identity (Chao, 1997). Chao (1997)
indicates that the division T/Po in Taiwan is significantly based on Ts’ breasts, which are
seen as non-corporeal and non-existent by both Ts and Pos. Due to the body boundaries
between Taiwanese Ts and Pos, Ts’ breasts cannot be seen or touched by Pos and the Po is

asked not to bind her breasts.

Similar findings can also be seen in more recent studies. Hong (2013) interviewed seven
lesbians who had experience of wearing breast bindings in 2010. She found four reasons why
the women wore breast bindings: 1) to identify their sexual orientation; 2) to avoid a crisis of
self-identification induced by an incorrect choice of erotic partner; 3) to strengthen their
gender identity, and 4) to promote the identification of sexual orientation and sexual
attraction. Hong indicates that the lesbians’ use of breast bindings is strongly associated with
mainstream lesbian culture, traditional heterosexual identification and social expectations. In

addition, Su (2005) believes that wearing breast bindings is an action to control one’s own
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body and to develop self-identification. However, Cheng (1997), a contemporary feminist,
argues that the action strongly relates to heterosexual identification and also to mimicking

men.

In the last decade, Ts’ views on their own bodies and women’s use of breast bindings have
been found to be fluid and influenced by their social surroundings (Chan, 2000; Peng, 2008).
Peng (2008) points out that Ts’ breasts are initially seen as troublesome matters, which make
it difficult to coincide a masculine identity with a female body. No matter how hard Ts
dressed themselves to look like a man, their breasts revealed their true sex, resulting in a
physical and psychological imbalance. Ts’ partners’ and friends’ attitudes towards breasts,
and the Ts” own body experiences and self-identification were found to change their views on
breasts and to assist them in living with their female bodies in peace. The researcher indicates
that Ts’ views on their own breasts are transferable. Their gender identity, gender expression
and body image interact with the social environment. Similar findings can also be seen in
Chan’s (2000) study. Chan interviewed two Ts and five Bufens whose ages ranged from 21 to
33 years. The lesbians’ gender identity and gender expression were found to be influenced by

social interaction, mainly their friends.

Body construction among Taiwanese lesbians should be considered with not only the
women’s gender identity and social surroundings but also historical events (political
environment). For lesbians who self-identified before the 1990s (before the start of the
feminist movement), strict regulation of body expression is pursued by conventional Ts
within the T/Po community. These women bind their breasts so that they are as flat as
possible; their aim is to create a male-like appearance and to attempt to transform their body
from a woman into a man. Those who belong to the new cohort Ts (mainly born after the
1990s) tend to show their masculine identity to Pos in social contexts by binding their breasts
in order to increase their chances of finding the right sexual/romantic partner. These women’s

views about their own female characteristics are much more flexible than older Ts.

In terms of erotic roles and responsibilities among T/Po-identity lesbians, the relationships
between Taiwanese lesbian couples have been studied in the last decade. Taiwanese lesbian
gender role presentation was indicated to reflect the rigid gender differences in mainstream
Taiwanese society (Kuang et al., 2004). Although some researchers have argued that there

was no difference between the responsibilities and decision-making rights according to the
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gender role division in a leshian relationship (Tsai, 2006; Tseng et al., 2008), homosexual
love was indicated as being as attractive and romantic as “heterosexual love” and both types
of relationships shared rather similar features (Chiang, 2008; Shieh, 2010). Traditionally,
when a heterosexual couple has a family, the masculine partner is usually expected to be the
breadwinner and protector, and the feminine partner is the homemaker and mother figure (Li
& Zhong, 1996).

Zhang (2011) proposes different roles and responsibilities between T/Po leshians. The
researcher indicates that the traditional T-bar culture affects T/Po-identity enormously
because the T-bar is the original place where the T/Po community began. Among the T/Po
community, strict codes are followed by Ts and Pos. To be a T, a woman has to play a
masculine role, take care of her partner, pay the bills and be altruistic. Traditional Ts (who
are older) are more likely to follow these codes. In addition, Zhang (2011) also found that
there are more Ts than Pos in Taiwan. A T would try to maintain a relationship by devoting
as much time as she could to satisfy her partner (Po). Chiang and You (2011) interviewed
three Ts, two Pos and one Bufen to explore Taiwanese lesbians’ gender role identifications
and relationships with their partners. The researchers found that the Ts usually partnered with
women who were heterosexual, at least initially. Therefore, the Ts tried hard to present
themselves as gentlemen in order to fit in with their partners’ (i.e., Pos”) imagination of a
heterosexual couple’s interaction. Similar findings can also be seen in Su’s (2005) article.
She argues that gender identity is strongly associated with lesbians’ erotic roles and
responsibilities. For instance, Ts try to take care of Pos in their daily life in order to present a

masculine character.

Since the start of the feminist movement in Taiwan in the 1990s, different opinions of gender
identity and gender expression among Taiwanese lesbians have been discussed. Feminists
argue that Taiwanese lesbians should develop new forms of identification outside the
traditional T/Po-identity (Cheng, 1997). Cheng indicates that traditional T/Po identities
followed heterosexual identification, which should be abandoned because the dichotomous
identity can only be known by lesbians who usually hang out in T-bars or clubs, and because
it is not suitable for the larger lesbian population. In particular, for those who have never been
to a T-bar, the T/Po-identity is unknown. As contemporary leshians, the women have to break
the stereotype of the traditional heterosexual identity. The new identity, Bufen

(undifferentiated lesbian), was therefore proposed. The erotic roles and responsibilities within
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the relationship were also suggested to be equal among Bufens (Cheng, 1997). Cheng,
however, notes that lesbian gender expression is seen as an important factor in increasing

identification as an insider and looking for a partner.

Recently, Chiang and You (2011) found that the new identities of ‘Bufen pian T’ and ‘Bufen
pian Po’ were also employed among Taiwanese lesbians. ‘Bufen pian T’, for example, refers
to lesbians who identify themselves as lying between T and Bufen. In other words, the
individuals identified themselves as Bufen, but they shared some T-like characteristics, such
as, a masculine appearance (making their own breasts invisible/wearing breast bindings).
‘Bufen pian Po’, on the other hand, refers to women who identify themselves as lying
between Po and Bufen. They usually have a feminine appearance, such as wearing a bra and
makeup and having long hair.

The T/Po identities have been widely used among Taiwanese lesbians since the 1980s, with
strict body codes for being a T or a Po. Although the new identities of Bufen, Bufen pian T
and Bufen pian Po have been proposed in recent decades, the T/Po identities are still used
among the majority of Taiwanese lesbians. In addition, masculine and feminine role
expressions are acknowledged to be useful in identifying a ‘right’ partner and recognizing

insiders in the circle by both new and old generations of Taiwanese lesbians and feminists.

2.3.3 Taiwanese lesbians’ views on medical services

Before 2007, there were no studies on lesbians’ views on medical services in Taiwan.

The Taipei Association for the Promotion of Women’s Rights (TAPWR, 2007) organized a
lesbian study group to discuss the research associated with lesbian health in Western
countries, mainly the US. The content of the discussion was published as a handbook in 2007.
Physicians’ homophobia and their lack of knowledge about multiple gender diversity issues
and inappropriate medical forms are proposed by the members as major barriers to lesbians
using medical services and even seeing them delaying going to a clinic. TAPWR indicates
that the lack of research exploring Taiwanese lesbians’ medical needs is strongly related to
the current barriers in physicians’ training. Physicians do not know how to care for lesbians

or how to provide appropriate care and treatment.

In 2008, TAPWR conducted a survey to explore lesbians’ medical experiences, sexual

behaviour, willingness to give birth, social support and retirement planning (TAPWR, 2008).
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A total of 1,523 Taiwanese lesbians participated in the survey: 24.1% were satisfied with
their experience of having cervical or breast cancer screenings; 13.9% found it difficult to
talk with or to see a physician because of their gender role expression; 23.3% of the Ts
indicated difficulty in using medical services due to their gender expression; and 40-55% of
the 1,523 participants answered the questions in the medical experience section with ‘no idea
(neither agree nor disagree)’. The survey was the first lesbian health study conducted in
Taiwan. The information provides a general idea about Taiwanese lesbians’ views on medical
services and their experiences of having cancer screenings. However, it was not published
and only announced on the TAPWR website. The demographics of the participants and the

methods of the study are unknown.

In 2013, Wang explored the medical experiences of 14 Taiwanese lesbians, five lesbians who
were also healthcare providers, and four heterosexual healthcare providers (including both
males and females). The participants’ ages ranged from 20 to 40 years, and only one lesbian
was over 50 years old. Semi-structured interviews and one focus group were used as methods
to collect data. The participants were recruited using snowball sampling (from the
researcher’s friends) and purposive sampling (from one lesbian chart board and bulletin board
system, which is a terminal-based bulletin board system based in Taiwan). Wang (2013)
found that the negative medical experiences of the leshians was strongly associated with the
unfriendly medical environment (non-private space, open space), physicians’ negative
attitudes (heterosexual assumptions, heterosexism or homophobia) and the women’s gender
expression (body image and being judged by other patients). In order to adopt in the current
heterosexual medical environment, several strategies were proposed by the participants in
Wang’s study: 1) keep silent and accept the heterosexual assumptions of the healthcare
provider; 2) avoid, refuse or delay seeing a doctor if there are symptoms; 3) choose a female
physician; 4) choose a physician based on her/his reputation; and 5) try to find a lesbian
physician. In addition to the barriers, the lesbians’ partners were found to have an important
role acting between the physician and the patient, especially when the issues are related to

psychology or gynaecology.

It could therefore be that the medical experiences of Taiwanese lesbians are associated with
the women’s gender identity, gender role expression, medical environment and the
physician’s attitude towards and knowledge of multiple gender diversity. However, the

methods used to conduct the research in Taiwan should be considered. Details of the methods
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of the lesbian health survey conducted by TAPWR in 2008 were not provided. The rigour of
the methodology cannot be assessed, although the study had a large sample size, with 1,523
lesbians. In Wang’s (2013) study, the participants were mainly recruited from the
researcher’s friends, and the information provided was limited to the local lesbian population
which shared similar characteristics. Hence, the findings in Wang’s study might not be
generalizable to lesbians outside the circle. In addition, Wang only explored lesbians’ views
about medical services in Taiwan and the women’s medical experiences. The association
between the Taiwanese lesbians’ gender identity, gender role expression and their views on
medical services or medical experience, and how and why these issues relate to each other,
were not discussed, although the researchers indicated their importance. A further study is
needed to understand whether lesbians’ gender identity and gender role expression are
associated with the women’s views on medical services and their medical experiences and

how these issues relate to each other.

The previous evidence offers some ideas of how Taiwanese leshians might view medical
services and their experiences of using them. Although the evidence is not directly related to
the subgroup’s breast healthcare services in Taiwan and it is considered to have certain
limitations, it provides ideas of how Taiwanese leshians might think about breast healthcare

services and what issues might influence their utilization of those services.

2.4 Breast cancer risk and risk factors among lesbians

Although there was no evidence to explore Taiwanese lesbians’ breast cancer risk or the risk
factors, current international evidence suggests that lesbians might have a higher risk of
getting breast cancer than heterosexual women. Table 2.2 provides details of 11 studies that

investigated the breast cancer risk and risk factors among lesbians.
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Table 2.2: Studies of the breast cancer risk and risk factors among lesbians

Authors Sample size, age Study design/data Model used Factors assessed
(country) collection
Brandenburg et | 550 lesbians Cross-sectional survey | Gail Age, age at menarche, age at first live birth, nulliparity, previous breast
al., 2007 (US) 279 heterosexuals biopsy, biopsy with a typical hyperplasia, first-degree relative with
Mean age: 43 breast cancer
Dibble et al., 324 lesbians (mean age: 49.7) Cross-sectional survey | Modified Menarche age, menopause age, contraceptive pill use, parity, HRT,
2004 (US) 324 heterosexual sisters (mean age: Gail model breastfeeding, hysterectomy, BMI, waist/hip ratio, exercise, smoking,
48.9) alcohol use, low-fat diet, radiotherapy treatment
Austin et al., 665 leshians Prospective population | Rosner- Age, age at menarche, duration of pre-menopause, age at first birth,
2012 (US) 309 bisexuals cohort study Colditz number of births, mean BMI during pre-menopause, height at baseline,
86,418 heterosexuals mean alcohol intake during pre-menopause, history of benign breast
Age range: 25-42 disease, family history of breast cancer
McTiernan et 65 lesbians (mean age: 40.8) From RCTs of breast Gail and Gail — age, age at menarche, age at first live birth, nulliparity, number
al., 2001 (US) 317 general sample (mean age: 42.2) | cancer risk counselling | Claus of previous breast biopsies, biopsy with atypical hyperplasia, first
methods degree relative with breast cancer
Claus — age, relative with breast cancer and their age of onset
Case et al., 694 leshians Nurses’ Health Study 11 | x Nulliparity, alcohol use
2004 (US) 90,129 heterosexuals
Ages: 32-51
Cochran et al., 11,876 lesbians/bisexuals Two national and five | x Obesity, alcohol use, smoking, parity, contraceptive use, health
2001 (US) ? women in general regional lesbian insurance, mammography
Ages: 18-75 surveys, NHANES III,
NHIS
Grindel et al., 1,139 leshians Self-administered X Family history of cancer, smoking, nutrition, exercise, body weight,
2006 (US) Mean age: 38.63 questionnaire alcohol use, HRT, sunscreen use, mammography
compared with various
US national surveys
Rankow & 570 lesbian and bisexual women over | Regional lesbian X Family history, nulliparity, overweight (BMI > 27.3), alcohol use,
Tessaro, 1998 the age of 40 years survey, BRFSS, menarche < 12 years, mean age at menarche
(US) NHANES III, NHIS
Roberts et al., 433 lesbians Retrospective medical | x Alcohol use, smoking, parity, contraceptive pill use, HRT, family
1998 (US) 586 heterosexuals record audit history, BMI, menarche age, menopause age, mammogram age

Mean age: 42.9

Modified from Meads & Moore (2013, pp. 7-8; http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3890640/pdf/1471-2458-13-1127.pdf)
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Table 2.2: Studies of breast cancer risk and the risk factors among lesbians (con.)

Valanis et al., 573 leshians Women’s Health X Mammogram, diet, smoking, alcohol use, overweight, exercise,
2000 (US) 740 bisexuals Initiative survey psychosocial characteristics, contraceptive pill, HRT, pregnancy,
90,578 heterosexuals hysterectomy
1,420 asexuals
Mean ages: 56.7-64.8
Zaritsky & 42 lesbians (mean age: 63.9) Cross-sectional survey | X Age at menarche, number of years used BCP, number of live births,
Dibble, 2010 42 heterosexual sisters (mean age: number of miscarriages, total months pregnant, total months nursing,
(Us) 64.2) age at menopause, number of years used HRT, ever pregnant, abortion,

*derived from Dibble et al.’s (2004)
study.

miscarriage, breastfed child, ever used BCP, hysterectomy, ever used
HRT, taking HRT now, number of children

Modified from Meads & Moore (2013, pp. 7-8; http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3890640/pdf/1471-2458-13-1127.pdf)
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Of the 11 studies, four used a risk model to compare the breast cancer risk and risk factors
between leshians and heterosexual women. Austin (2012) employed the Rosner-Colditz
model and the other three studies used the Gail model (Brandenburg et al., 2007; Dibble et
al., 2004; McTiernan et al., 2001). McTiernan’s study also used the Claus model. Of these
four studies, three of the studies suggest that lesbians might have higher risk estimates of

breast cancer while the other study contradicts this.

Brandenburg et al. (2007) compared the breast cancer risk between 550 lesbians and 279
heterosexual women. The estimates of five-year and lifetime breast cancer risks were higher

for lesbians than for heterosexual women.

Dibble et al.’s (2004) study explored the similarities and differences among 324 sister pairs
(324 lesbians and their 324 sisters) to establish the risks associated with developing breast
cancer. The results showed that the lesbians had significantly higher scores in the five-year
risk estimations than their sisters. In exploring the lifetime risk estimations between the two
sample groups, the lesbians also had significantly higher lifetime risk estimations of

developing breast cancer than their sisters.

A prospective cohort study was conducted to estimate the breast cancer risk in a US cohort of
pre-menopausal women (Austin et al., 2012). A total of 665 lesbian, 309 bisexual and 86,418
heterosexual women were recruited in the study. The findings suggest that both lesbian and
bisexual women have a slightly increased predicted breast cancer incidence compared with

heterosexual women.

Lower risk estimates of getting breast cancer among lesbians are proposed by McTiernan et
al. (2001). The study used two different models — Gail and Claus — to compare the risk
estimates of breast cancer among women with a family history of breast cancer. Sixty-five
leshbians and 317 heterosexual women from risk counselling clinical trials in Seattle,
Washington, were recruited in the analysis from 1996 to 1997. The researchers found that, in
both models, lesbians had lower risk estimates of getting breast cancer compared to

heterosexual individuals.

The varied estimates of breast cancer risk among lesbians might be influenced by the applied

methodologies, equipment and recruitment criteria in the studies. In particular, all the
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participants in McTiernan et al.’s (2001) study had a high risk of getting breast cancer
because of their family history of breast cancer. Although the breast cancer risk among
leshians remains uncertain based on the current evidence, the balance of the evidence seems

to suggest a higher incidence rate of breast cancer among lesbians.

In terms of the factors that contributed to the higher risk of breast cancer among lesbians,
reproductive factors were highlighted as significant causes in increasing lesbians’ breast
cancer risk when compared to women in general. Several reproductive variables have been
found to be positively related to lesbians’ breast cancer risk, including nulliparity (Case et al.,
2004; Cochran, 2001; Rankow & Tessaro, 1998), early age of menarche (< 12 years)
(Rankow & Tessaro, 1998), fewer pregnancies (Dibble et al., 2004; Zaritsky & Dibble,
2010), lower total number of months of pregnancy (Zaritsky & Dibble, 2010), fewer children
(Dibble et al., 2004; Zaritsky & Dibble, 2010) and lower total number of months of
breastfeeding (Zaritsky & Dibble, 2010).

In addition to reproductive factors, behavioural factors have also been suggested as a
significant reason for the increase in the risk of getting breast cancer among lesbians, such as
drinking (Brandenburg et al., 2007; Case et al., 2004; Cochran, 2001; Dibble et al., 2004;
Rankow & Tessaro, 1998; Valanis et al., 2000) and smoking (Cochran, 2001; Dibble et al.,
2004; Valanis et al., 2000). In Brandenburg et al.’s (2007) paper, lesbians were found to be
more likely to have higher daily alcohol consumption levels (> 2 drinks/day) than
heterosexual women. Dibble et al. (2004) also found that significantly more lesbians reported

having a drinking problem when compared to their heterosexual counterparts.

Although the previous evidence suggested that behavioural factors were significantly
associated with lesbians’ higher risk of getting breast cancer, some researchers found that
there were no differences in smoking and drinking between lesbians and heterosexual
women. Zaritsky and Dibble (2010) compared the breast cancer risks among 42 pairs of
lesbians and their heterosexual counterparts. The findings support the view that there is no
significant difference in smoking and drinking between the two groups. Similar findings can
also be seen in Roberts et al. (1998). There was no difference between lesbians’ and
heterosexual women’s alcohol use in Roberts’ study. Moreover, Grindel et al.’s (2006)
national survey with 1,139 self-identified lesbians from 44 states in the US also found that the

majority of the participants in the study did not smoke and that they consumed alcohol at a
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moderate rate (4.14 drinks per week). In addition to the reproductive factors, the differences
in the risk factors of breast cancer between lesbians and heterosexual women remain

uncertain. Although drinking and smoking have been suggested as important reasons that are
positively associated with lesbians’ breast cancer risk, a large-scale survey or cohort study is

needed to support the results.

All of the 11 studies were conducted in the US. In terms of different racial characteristics,
lifestyles and living environments regarding Taiwanese leshians, the risk estimates of breast
cancer might be different from those for lesbians in the US. However, reproductive factors —
in particular, nulliparity — are common risk factors among lesbians, whether in Taiwan or in
the US. In addition, the Westernized lifestyle changes in Taiwan during recent decades may
lead to similar risk estimates of breast cancer among lesbians in the US. Hence, higher risk

estimates of breast cancer among Taiwanese leshians are considered.

2.5 Breast cancer screenings

Prevention and early detection are seen as key elements in controlling breast cancer. Early
detection is significant in decreasing the number of cancer deaths and improving the survival
rate of breast cancer treatments (International Agency for Research on Cancer, IARC, 2002).
Generally, the early detection of breast cancer comprises three main methods: breast self-
examination (BSE), clinical breast examination (CBE) and mammography (Kearney &
Murray, 2009). The following provides definitions of breast cancer screening and the

utilization of breast cancer screenings among lesbians.

2.5.1 Definitions of breast cancer screenings

BSE is defined as “a monthly self-examination of a woman’s breasts to check for lumps or
other changes” (NCI Dictionary of Cancer Terms). The purpose of a BSE is for the woman to
learn the topography of her breasts, to know how her breasts feel, and also to be able to
recognize any changes in them. The examination involves two basic steps: visual
examination and tactile examination of the breasts. The visual examination identifies any
changes in the shape, form, colouring or structure of the breasts. The tactile examination is
used to feel for changes in the texture and feel of the breasts (Khatib & Modjtabai, 2006).

CBE is defined as “a physical examination of the breast performed by a health care provider

to check for lumps or other changes” (NCI Dictionary of Cancer Terms). This examination

35



comprises two steps: inspection of the breasts (looking) and palpation (feeling). The areas
examined comprise the entire breast area, including the lymph nodes, above and below the
collarbone, and under each arm (Khatib & Modjtabai, 2006). The process is similar to a BSE
but it is performed by a healthcare provider.

Mammography is defined as “a specific type of imaging that employs a low-dose X-ray

system to examine breasts” (Radiological Society of North America, 2011).

In this thesis, women’s actions and intentions in relation to performing BSES or obtaining
CBEs or mammography screenings are together categorized as breast healthcare behaviours

and intentions.

2.5.2 Utilization rates of breast cancer screenings among lesbians

Lesbians might have lower utilization rates of breast cancer screenings than women in
general in Taiwan. Among Taiwanese women, a free biennial mammogram is provided under
the Taiwanese breast cancer, oral cancer and colorectal cancer screening programmes.
Eligible women include those aged 45-69 years and those aged 40-44 years who have first-
and second-degree relatives (grandmother, mother, daughter or sister) with breast cancer. In
2012, the utilization rate of mammograms among women aged 45-69 years was 32.5%
(Health Promotion Administration, Ministry of Health and Welfare, 2013). Before 2012, an
annual CBE was also offered under the cancer screening programme; however, it was
removed from the programme in 2012. Both monthly BSEs and annual CBEs are
recommended for women in Taiwan, starting in their 20s, by the Taiwan Breast Cancer
Foundation. In addition, the Taiwan Clinical Oncology Research Foundation and the Taiwan
Breast Cancer Alliance also recommend that women perform BSEs monthly from age 20
onwards, although the benefits and potential harm of BSEs have been argued over in the last
decade (Al-Foheidi et al., 2013; Kosters & Ggtzsche, 2003). The utilization rates for
performing BSEs and having CBEs regularly among Taiwanese women were around 30-40%
and 10-20%, respectively (Chiang et al., 2011; Lin, 2008; Luo et al., 2001). A survey
conducted by Chang et al. in 2000 found that 723 (50.6%) of the 1,450 participants had never
performed BSEs and that 594 (41.6%) performed them only irregularly.

There were no statistics about the utilization rates of BSE and CBE among Taiwanese

leshians.
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In Taiwan, in 2008, an unpublished online survey conducted by the TAPWR showed lower
utilization rates of having mammograms among Taiwanese lesbians. Of 1,523 Taiwanese
lesbians recruited in the study, only 4.5% (n = 68; age not specified) had had a mammogram
and 2% (n = 31; age not specified) had a mammogram every two years. Based on the
information provided, there was no heterosexual comparison group in the study; hence, the
differences in mammogram use between lesbians and women in general in Taiwan are
unknown. However, when comparing the rates with the national utilization rate of women
aged 45-69 years who had a biennial mammogram in 2012 (32.5%), it seems that the lesbians
have a much lower utilization rate of mammograms when compared to women in general.
With only one survey which did not provide detailed information about methods, a further
study is needed to understand the utilization rates of BSE, CBE and mammograms among
Taiwanese lesbians, particularly the utilization rates of mammograms among lesbians aged
45-69 years.

In addition to Taiwanese lesbians, leshians in the US were also found to potentially have
lower utilization rates of mammograms. Buchmueller and Carpenter (2010) compared health
insurance coverage, access to care and women’s cancer screenings among 5,265 women in
same-sex relationships and 802,659 women in different-sex relationships. The individuals in
same-sex relationships were significantly less likely to have had a recent mammogram than
the women in different-sex relationships. A further population survey found that women who
had sex with women were less likely to have had a mammogram than other women, at 53%
and 73%, respectively (Kerker et al., 2006). Moreover, Roberts et al. (2004) found that 66%
of lesbians aged 50 years or over had undergone a mammography screening and 78% had had
one within the previous two years. A total of 51% of homosexual women aged 40-49 years in
the study had had a mammogram during the previous year and 68% had had one within the
last two years. The researchers concluded that the utilization of breast cancer screenings by
lesbians had increased, but that the rates were still lower than those for women in general.
However, the lack of a comparison group (heterosexual women) in this study should be

considered along with the conclusion.

Recent evidence, on the other hand, shows that there is no difference in the utilization rates of
mammograms between leshians and heterosexual women in the US (Austin et al., 2013;
Bowen et al., 2004; Conron et al., 2010). Austin et al. (2013) investigated breast and

colorectal cancer screening adherence among different sexual orientation groups in 85,759
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US women (1989-2005). Mammogram use over the previous two years saw no differences
among the groups (84% of heterosexual women, 79% of bisexual women and 82% of
lesbians). In the 2001-2008 Massachusetts behavioural risk factor surveillance surveys (n =
67,359), there were no differences in the lifetime mammography use between heterosexual
women and sexual minority women (Conron et al., 2010). In addition, another US study with
a relatively small sample size (170 heterosexual women and 35 sexual minority women)
found that intentions to follow mammography recommendations were similar between the

two groups (Bowen et al., 2004).

Taiwanese lesbians may exhibit lower utilization rates of breast cancer screenings when
compared to the rates for women in general in Taiwan and the rates for lesbians in the US and
the UK. In the following section, the current evidence on possible factors associated with

Taiwanese lesbians’ breast healthcare behaviour is reviewed and presented.

2.6 Literature review
In the following sections, the methods of the literature review are provided, followed by a
synthesis of the findings and a critical appraisal of the evidence. At the end, a summary is

given.

2.6.1 Aim of the review

Because of the lack of research exploring Taiwanese lesbians’ breast healthcare behaviour
and its influencing factors, the aim of this review is to identify the factors influencing breast
healthcare behaviour among women who might share similar characteristics with Taiwanese

leshians.

Three groups of women were considered who might share similar characteristics with the
target population: 1) Taiwanese heterosexual women, 2) heterosexual women in the US and
the UK, and 3) leshians in the US and the UK. The reasons for including these three groups

of women are provided as follows.

1) Taiwanese heterosexual women
Taiwanese heterosexual women and Taiwanese lesbians share the same cultural background,
religion and lifestyles. Whether Taiwanese women’s sexual orientation is heterosexual or

homosexual, all have public health insurance and are eligible for free mammograms every
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two years if they were aged 45 years or over. The recommendations and procedures for breast
cancer screenings are also the same between the Taiwanese heterosexual women and

Taiwanese lesbians.

2) Heterosexual women in the US and the UK

The increase in breast cancer risk among Taiwanese women was suggested as being
associated with Westernized lifestyle changes (Leong et al., 2010). Such lifestyle changes
among Taiwanese women have been mostly adopted from the US and the UK. The similar
lifestyles of Taiwanese lesbians and women living in the US and the UK were considered.
Moreover, due to political and historical events, Taiwanese lesbians’ attitudes, beliefs and
behaviour were also thought to be influenced by US culture, in particular modernization and
industrialization in 1960s, which were initiated by the US government. Due to the influences
of Westernized lifestyle changes, modernization and industrialization during recent decades
in Taiwan, heterosexual women in the US and the UK were considered to share similar
characteristics and views on breasts, breast cancer and breast cancer screenings with

Taiwanese lesbians. Hence, heterosexual women in the US and the UK were included.

3) Lesbians in the US and the UK

The Taiwanese lesbian community developed based on the US gay culture of the 1960s.
During that period, Taiwan was a US military base in the Asia-Pacific. The similar social
behaviour of lesbians in Taiwan and those in the US was also considered (for example,
smoking, drinking and bar culture). Hence, lesbians in the US were included. In addition, and
as with heterosexual women in the UK, similar lifestyles were considered to exist between
lesbians in the UK and those in Taiwan (Leong et al., 2010). Therefore, lesbians in the UK

were also included.

2.6.2 Search strategy

Two languages (Chinese and English) were used to search for relevant studies. Searches were
conducted using two Chinese databases (the Airiti Library and the National Central Library),
the Taiwan Digital Meta-Library, and seven English databases (CINAHL, Medline,
PsycINFO, the Cochrane Library, the Campbell Library, the British Nursing Index (BNI) and
the Centre for Reviews and Dissemination (CRD)).
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The search terms were: ‘breast awareness’, ‘breast palpation’, ‘mammography’,
‘mammogram’, ‘self-examination’ and ‘mass screening’ (which were independently
combined with ‘breast’), ‘female’, ‘breast neoplasms’, ‘health promotion’, ‘health

behaviour’, ‘primary healthcare’, ‘attitudes to health’ and ‘guideline adherence’.

The studies were limited to the geographic subsets ‘USA’, ‘UK & Ireland’ and ‘Taiwan’. The
search results showed the relevant literature regarding both heterosexual women and lesbians
in the UK and in the US. No relevant studies were identified which took lesbians in Taiwan

as their subjects.

The date range of these published papers was limited to between the years 2000 and 2014,
reflecting the inception of breast cancer screening programmes in the UK (2010-2016), the
US (the National Breast and Cervical Cancer Early Detection Programme, 2000-present) and
Taiwan (2004-present). However, related studies conducted among lesbians in the US and the
UK were few, and four out of the 10 lesbian studies published between 2000 and 2014 used
the same data resource (the Lesbians and Health Care Survey, UK, 1997-1998). Therefore,
the key papers written before 2000 are included in this review to help in understanding
lesbians’ breast healthcare behaviour and its various influencing factors. No relevant studies

regarding lesbians in the US and the UK before 1998 were identified.

In addition to searching electronic databases, some of the articles that were included were
identified by reviewing the reference lists of the identified studies. An Internet search was
conducted using Google Scholar together with additional targeted searches of selected
relevant websites, such as the National Coalition for LGBT Health, GLMA (Gay and Lesbian
Medical Association), the National LGBT Cancer Network and Health with Pride, and the
NHS.

2.6.3 Inclusion and exclusion criteria
Inclusion criteria

A study was included in the review if the study met all of the following inclusion criteria:

1) It explored the factors associated with heterosexual or homosexual women’s breast
healthcare behaviour;
2) It was conducted in the US, the UK or Taiwan;
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3) It was published after 2000 (heterosexual women) or else published after 1998 (lesbians);

4) 1t was either a qualitative or a quantitative study.

Exclusion criteria

As previously described, the aim of this review is to identify the factors influencing breast
healthcare behaviour among women who might share similar characteristics with Taiwanese
lesbians. Therefore, studies recruiting women who did not share similar characteristics with

Taiwanese lesbians were excluded:

1) Studies conducted with women who had physical or intellectual disabilities;

2) Studies which only recruited race-based female minority groups.

The review excluded studies that mainly recruited women with physical or intellectual
disabilities in the US, the UK and Taiwan because their utilization of breast cancer screenings
was found to be lower than that of the general female population (Davies & Duff, 2001).
Their breast healthcare behaviour was associated mainly with the need for a direct invitation
or referral, difficulty in understanding the breast cancer screening procedure, and the
possibility that, due to physical disability, the process of undergoing a mammogram would
not be possible (Schootman & Jeffe, 2003; Sullivan et al., 2004).

The review further excluded studies exploring factors exclusively relating to the breast
healthcare behaviour of racial minority women in the US, the UK and in Taiwan. The breast
healthcare behaviour of racial minority women was found to be influenced by their specific
beliefs regarding cancer and their cultural backgrounds (Fernandez et al., 2005).

2.6.4 Studies identified and included

Figure 2.1 shows the process of identifying the relevant literature. A total of 2,828 studies
were found with 354 duplicates. The title and abstract of each study uncovered were
reviewed, and 2,243 studies were excluded because they were not relevant to this review.
There were 231 studies that were reviewed and assessed for relevance. Of these studies, 56
recruited women who had a disability and 135 were concerned only with race-based female

minority groups, all of which were excluded from the review.
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A total of 40 studies were included in this review, comprising 12 studies conducted in
Taiwan, 20 in the US and eight in the UK. All of the Taiwanese studies were conducted with
heterosexual women. No relevant studies conducted with lesbians in Taiwan were identified.
Of the 20 US studies, 11 were conducted with heterosexual women and nine with lesbians.
Among the eight UK studies, four were conducted with heterosexual women and four with
lesbians. Each of the four UK studies conducted with lesbians used the same data resource,
collecting data from the Lesbians and Health Care Survey, UK, 1997-1998 programme, with
1,066 British lesbians. All of these studies were included in this review because of the

different findings relating to lesbians’ breast healthcare behaviour.

In this review, studies conducted with women sampled from the general population (i.e.,
which did not specify the women’s sexual orientation) were categorized as heterosexual
women in order to distinguish them from studies conducted with lesbians. The term general
population is not used in this review because it refers to the generalizability of the study’s
findings, and some of the studies conducted using the term general population might have
limited generalizability. Therefore, the term heterosexual women was employed to help
readers distinguish between studies conducted with participants sampled from the general

population and those conducted with participants sampled from lesbians.

Figure 2.1: The process of identifying the relevant literature

Duplicates = 354

Total number of citations found = 2,828 >

Citations excluded on the basis of the title

v and abstract (irrelevant citations) = 2,243
Citations retrieved for assessment of full
paper = 231 > -
"| Excluded from the current review = 191
Recruited women who had a disability = 56
v Only recruited race-based female minority
Studies reviewed = 40 group = 135
Taiwan = 12: Heterosexual women = 12/Lesbians =
0

USA = 20: Heterosexual women = 11/Lesbians =9
UK = 8: Heterosexual women = 4/Lesbians = 4
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2.6.5 Study quality assessment tools

Four assessment tools were employed for the critical appraisal of the included studies:

1) A qualitative research checklist developed by the Critical Appraisal Skills Programme
(Critical Appraisal Skills Programme, CASP, 2013);

2) A cohort study checklist developed by the Critical Appraisal Skills Programme (CASP,
2013);

3) A descriptive/cross-sectional research checklist adopted from Guyatt et al.’s (1993; 1994)
user guides to medical literature; and

4) A checklist developed by Hawker et al. (2002), used to provide a summed quality score,

which gives an overall judgment of the methodological rigour of each study.

Details of the checklists can be seen in Table 2.3. The assessment tool for qualitative studies
developed by CASP was used to assess the quality of the studies included. The studies were
appraised through 10 questions about study design, study aims, sampling, data collection,
reflexivity in the process of the research, ethical issues, data analysis, study findings and
value of the study. The assessment tips under each question provided by the CASP were
considered and appraised. For example, the quality of the sampling in a study was assessed
through three suggestions: “1) if the researcher has explained how the participants were
selected; 2) if they explained why the participants they selected were the most appropriate to
provide access to the type of knowledge sought by the study; and 3) if there are any

discussions around recruitment, such as why some people chose not to take part.”

A cohort study checklist developed by the CASP (2013) was used to assess the included
longitudinal studies. The studies were appraised through 12 questions about study design,
study aims, recruitment, bias-minimization, confounding factors, follow-up, findings,
generalization, and implications. Each question was assessed through tips provided under
each question in the tool. For example, follow-up was assessed through three sub-aspects: “1)
the good or bad effects should have had long enough to reveal themselves; 2) the persons that
are lost to follow-up may have different outcomes than those available for assessment; and 3)
in an open or dynamic cohort, was there anything special about the outcome of the people
leaving, or the exposure of the people entering the cohort?”
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As no tool was developed by the CASP for appraising cross-sectional studies, the
descriptive/cross-sectional studies and secondary data analysis of the cross-sectional survey
included in the review were assessed by using a checklist adopted from Guyatt et al.’s (1993;
1994) work. The framework of Guyatt’s checklist was similar to the appraisal tools
developed by the CASP and tips under each question were also provided to help reviewers to
appraise cross-sectional studies. There were a total of 11 questions included in the tool for
assessing the quality of the research, comprising two screening questions and nine detailed
questions. The screening questions mainly focus on the study aims and design. The detailed
questions aim to appraise the sampling, sample size, measurement tool, data collection
procedure, results, rigour, credibility of the findings and generalization of the study. The tips
for assessing the quality of each study provided in the tool under each question were
considered and appraised. For instance, four hints were assessed in terms of the quality of the
data collection in a cross-sectional study: “1) if the setting for data collection was justified; 2)
if it is clear how data were collected; 3) if the researcher has justified the methods chosen; 4)

if the researcher has made the methods explicit.”

A summed quality score system was used to judge the methodological rigour of each study
included in this review. The quality score criteria were established by Hawker et al. (2002),
comparing nine aspects: abstract and title, introduction and aims, method and data, sampling,
data analysis, ethics and bias, results, transferability or generalizability, and implications and
usefulness. Each aspect can be scored as ‘1’ (very poor), 2’ (poor), 3 (fair) or ‘4’ (good), and
the summed score for a study can range between ‘9’ (very poor) and ‘36’ (good) points. In
this review, a summed quality score of ‘9’ is defined as very poor quality, a score between
‘10’ and ‘18’ as poor quality, and ‘19’ and ‘27’ and ‘28’ and ‘36’ as fair and good quality,
respectively. A protocol of Hawker’s score system is provided in Appendix 1 (see p.281).

The score system was used in this review because:

1) The tool can be employed in a variety of study designs;
2) The included domains are similar to the chosen tools, CASP and the tool adopted from
Guyatt et al. (1993); and

3) The scores provide a general idea about the strength of the included evidence for readers.
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Table 2.3: Study quality assessment tools

Qualitative research checklist

Cohort study checklist

Descriptive/cross-sectional study

The quality score system

(CASP, 2013) (longitudinal study) checklists (Hawker et al., 2002)
(CASP, 2013) (Guyatt et al., 1993; 1994)
Yes/No/Cannot tell Yes/No/Cannot tell Yes/No/Cannot tell 1 (very poor)/2 (poor)/

3 (fair)/4 (good)

1 Was there a clear statement of the aims | Did the study address a clearly focused | Did the study address a clearly focused | Abstract and title
of the study? issue? issue?
2 Is a qualitative methodology Was the cohort recruited in an Did the authors use an appropriate Introduction and aims
appropriate? acceptable way? method to answer their question?
3 Was the research design appropriate to | Was the exposure accurately measured | Were the subjects recruited in an Method and data
address the aims of the research? to minimize bias? acceptable way?
4 Was the recruitment strategy Was the outcome accurately measured | Were the measures accurately Sampling
appropriate to the aims of the research? | to minimize bias? measured to reduce bias?
5 Was the data collected in a way that A. Have the authors identified all Were the data collected in a way that Data analysis
addressed the research issue? important confounding factors? addressed the research issue?
B. Have they taken account of the
confounding factors in the design
and/or analysis?
6 Has the relationship between researcher | A. Was the follow-up of the subjects Did the study have enough participants | Ethics and bias
and participants been adequately complete enough? to minimize the role of chance?
considered? B. Was the follow-up of the subjects
long enough?
7 Have ethical issues been taken into What are the results of this study? How are the results presented and what | Findings/Results
consideration? is the main result?
8 Was the data analysis sufficiently How precise are the results? Was the data analysis sufficiently Transferability/Generalizability
rigorous? rigorous?
9 Is there a clear statement of findings? Do you believe the results? Is there a clear statement of findings? Implications and usefulness
10 | How valuable is the research? Can the results be applied to the local Can the results be applied to the local
population? population?
11 Do the results of this study fit with How valuable is the research?
other available evidence?
12 What are the implications of this study

for practice?
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2.6.6 Findings

A number of influencing factors associated with women’s breast healthcare behaviour were
identified. The factors were synthesized into six categories: 1) demographics; 2) attitudes and
beliefs regarding breast cancer and breast cancer screenings; 3) knowledge and information
about breast cancer and breast cancer screenings; 4) social support; 5) physician-patient
communication; and 6) accessibility and cost. These factors represent important similarities
and differences in breast healthcare behaviour among the three groups of women: Taiwanese
heterosexual women, heterosexual women in the US and the UK, and American and British
lesbians. Other factors which were also found to be associated with the women’s breast
health behaviour were grouped into one of the six categories in order to maintain the clarity
of the review context and to avoid repeating the content. For example, emotional factors
(feeling embarrassed or anxious regarding breast screenings) were included in the category of

‘attitudes and beliefs regarding breast cancer and breast cancer screenings’.

A synthesis of the findings regarding the six factors is provided in the following sections.

1) Demographics

Age, level of education and income were identified as being associated with the women’s
breast healthcare behaviour. The findings were found to be similar whether the women were
heterosexual or lesbian, and whether they lived in the US, the UK or Taiwan. In addition,
sexual orientation among the lesbians in the US and the UK was indicated as a barrier in the

women’s breast healthcare behaviour.

Twelve out of the 40 reviewed studies investigated the association between age and breast
healthcare behaviour. Women aged between 50 and 64 years were found to be most likely to
have a CBE (Lin, 2008) or a mammogram (Coughlin et al., 2004; Diamant et al., 2000; Lin
2008). Younger and older women were indicated as being less likely to have a mammogram,
especially those individuals aged younger than 50 years (Kratzke et al., 2010; Lopez et al.,
2009) or older than 65 years (Huang et al., 2012). “Too old” or “too young” were reported as
being barriers to BSE. Women aged younger than 17 years (Fish & Wilkinson, 2003;,) or
older than 50 years (Chang et al., 2003; Fish & Wilkinson, 2003;,) were found to be less
likely to perform a BSE than women in between 20 and 49. One study found no association

between age and women’s utilization of mammography (Miller et al., 2011). The finding,
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however, was considered to have limited generalizability because only women aged 54 years

or over were recruited in Miller’s study.

Women with a higher level of education were found to be more likely to perform BSE
(Chang et al., 2003), to have a CBE (Chang et al., 2003; Lin, 2008) or to have a
mammogram, especially those with a high-school level of education or above (Coughlin et
al., 2004; Diamant et al., 2000; Lai et al., 2012; Lin, 2008; Lopez et al., 2009; Miller et al.,
2011). However, two studies pointed out that education was not associated with the use of
mammograms (Gierisch et al., 2009; Kratzke et al., 2010). In both studies, recruitment was
indicated as affecting the result. In Gierisch’s (2009) study, all of the participants were
insured with the State Health Plan and had had mammograms recently — prior to study
enrolment — leading to a sample that might be more homogeneous than previous studies. In
Kratzke et al.’s (2010) study, all of the participants were community health workers. These
women tended to have a positive attitude towards breast cancer screenings and their
healthcare providers. The samples in both studies might not be representative of the general
population.

Income was found to be positively associated with the women’s utilization of mammography
(Burnett et al., 1999; Coughlin et al., 2004; Diamant et al., 2000; Lai et al., 2012; Lin, 2008;
Miller et al., 2011; Rankow & Tessaro, 1998). Women with higher incomes were more likely
to use mammograms than those with lower incomes. However, no association between
income and use of mammograms was indicated by Gierisch et al. (2009) or Kratzke et al.
(2010). Gierisch (2009) suggested that income was not associated with mammogram
screening attendance among women in their 40s. In Kratzke et al.’s study (2010), income was
not found to be a significant factor in relation to the use of mammograms among community

health workers. As above, there was limited generalizability in both studies.

Sexual orientation was suggested as a factor influencing lesbians’ breast healthcare behaviour
(DeHart, 2008; Kerker et al., 2000) and the intention (Hart & Bowen, 2009) or decision
(Clark et al., 2003) to use breast cancer screenings. Lesbians were found to be less likely to
have a mammogram (Kerker et al., 2006) and more likely to have a negative view regarding
breast cancer screenings than heterosexual women (Hart & Bowen, 2009). Disclosing sexual
orientation to physicians was identified as one of the reasons inhibiting lesbians’ use of breast

healthcare services (DeHart, 2008). In addition, lesbians’ negative feelings about their own
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bodies or breasts — such as nausea or discomfort — were found to be barriers to the individuals
performing BSEs (Fish & Wilkinson, 2003y).

2) Attitudes and beliefs regarding breast cancer and breast cancer screenings

Various studies found that women’s attitudes and beliefs regarding breast cancer and breast
cancer screenings affected their breast healthcare behaviour. Women’s attitudes towards
breast cancer, such as ‘not much can be done to avoid cancer’ (Ahmed et al., 2009) and
‘cancer treatment is not worth going through’ (Ahmed et al., 2009; Lopez et al., 2009), were
found to be negatively associated with the individuals’ breast healthcare behaviour in the US.
In addition to women in the US, a similar finding can also be seen for Taiwanese women.
The women were found to believe that there was nothing that could be done if they had breast
cancer. This belief discouraged the individuals from performing BSEs (Ku, 2004).

Eleven studies investigated the association between women’s perceived risk of having breast
cancer and their utilization of breast cancer screenings. Perceiving a lower risk of having
breast cancer was identified as inhibiting the practice of BSE (Fish & Wilkinson, 2003y),
having CBEs (Hart & Bowen, 2009) or using mammograms (Fish, 2006; Rankow & Tessaro,
1998). Lesbians in particular were found to perceive a lower risk of having breast cancer
compared to heterosexual women (Hart & Bowen, 2009). ‘I do not think I am at much risk’
(Fish, 2006; Rankow & Tessaro, 1998) and ‘having no symptoms’ (Fish & Wilkinson, 2003;)
were reported as being related to lesbians’ lack of use of breast cancer screenings. On the
other hand, perceiving a higher risk of getting breast cancer was suggested as being positively
associated with breast healthcare behaviour for both heterosexual women and lesbians.
Women who had a history of breast disease (Chang et al., 2003; Chiang et al., 2011; Diamant
et al., 2000; Fish & Wilkinson, 2003;,; Huang et al., 2012; Lai et al., 2011) or a family history
of breast cancer (Chiang et al., 2011; Fish & Wilkinson, 2003;; Gierisch et al., 2009; Lai et
al., 2011; Miller et al., 2011) were found to be more likely to use or perform breast

screenings than those who had not.

Six studies found that perceiving the benefits related to breast cancer screenings was
positively associated with women’s breast healthcare behaviour (Barter-Godfrey & Taket,
2007; Chiang et al., 2011; DeHart, 2008; Gierisch et al., 2009; Nekhlyudo et al., 2003; Yang
et al., 2010). The findings were found to be similar whether the women were heterosexual or
lesbian, and whether they lived in the US, the UK or Taiwan. In Nekhlyudo et al.’s (2003)
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US study, mammaography was reported as a valuable tool for the early detection of breast
cancer by the participants. In Taiwan, Yang et al. (2010) found that BSE was seen as an
additional method for women’s continuous monitoring of their own breasts, although
screening had been criticized regarding its efficacy. Some individuals in Yang’s study
believed that a single method for the early detection of breast cancer could not achieve its
purpose. DeHart (2008) found that US lesbians’ performance of BSE was positively

associated with one “benefit variable” (a lot to gain by doing self-examinations).

However, if the women were unsatisfied with their examination results, held negative views
about breast screenings or felt that having a breast screening was not a high priority for them,
they would tend not to make use of breast cancer screenings. Incomplete assessment and a
need for additional evaluation were identified as barriers to undergoing mammograms (Tsali
etal., 2011). Negative feelings or views about breast cancer screenings, such as feeling
embarrassed or anxious about having a mammogram, were found to be inhibitors in women’s
breast healthcare behaviour (Barter-Godfrey & Taket, 2007; Chiang et al., 2011; Fish &
Anthony, 2005; Kratzke et al., 2010; Tsai et al., 2011). In addition, the women’s specific
concerns about mammograms — particularly pain and unnecessary radiation exposure —
inhibited their use of screenings (Barter-Godfrey & Taket, 2007; Clark et al., 2003; Fish &
Anthony, 2005; Kratzke et al., 2010; Tsai et al., 2011). Other barriers to women performing
or having breast screenings included the low priority of undergoing a breast cancer screening
(Fish & Wilkinson, 2003y; Kratzke, 2010; Lopez, 2009), being too busy (Gierisch, 2009) and
having no time (Chiang et al., 2011; Wu et al., 2012).

In addition to women’s views or beliefs about breast cancer screenings, self-efficacy beliefs
were found to be related to women’s performance of BSE or women’s breast awareness
(Chang et al., 2003; Chiang et al., 2011; Fish & Wilkinson, 2003p; Forbes et al., 2011; Linsell
et al., 2008; Luo et al., 2001; Norman & Cooper, 2011; Yang et al., 2010). In the UK, a lack
of self-efficacy in detecting a breast change was identified as a barrier among heterosexual
women (Forbes et al., 2011; Linsell et al., 2008). Lesbians in Fish and Wilkinson’s (2003y,)
UK national survey also reported that being ‘uncertain what to look for’ was an inhibitor of
BSE. In Taiwan, Chiang et al. (2011) found that a lack of self-efficacy was associated with
the irregular performance of BSE among the women. On the other hand, self-efficacy in

performing BSEs was found to be a factor to encourage Taiwanese women (Chang et al.,
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2003; Luo et al., 2001; Yang et al., 2010) and heterosexual women in the UK to perform the

examinations (Norman & Cooper, 2011).

Attitudes and beliefs regarding regular physical examinations were identified as influencing
factors for women in performing BSEs (DeHart, 2008), having CBEs (DeHart, 2008) or
making use of mammograms (Diamant et al., 2000; Fish & Anthony, 2005; Fish &
Wilkinson, 2003,; Grindel et al., 2006; Lin, 2008; Tang et al., 2009). Both heterosexual
women and leshians who hold positive attitudes towards and beliefs about regular physical
examinations were found to be more likely to perform or to have breast screenings than those
who did not. In addition, regularly visiting healthcare providers was identified as a factor that
facilitated having mammograms among US lesbians (Diamant et al., 2000). In Fish and
Wilkinson’s (2003,) UK study, establishing routine (performing BSEs regularly as a habit)

was reported as facilitating the lesbians’ practices of BSE.

3) Knowledge and information about breast cancer and breast cancer screenings
Thirteen studies explored the association between knowledge and information about breast
cancer and breast cancer screenings and women’s behaviour in using breast screenings. Three
out of the 13 studies found that knowledge about breast cancer was positively related to
women’s breast healthcare behaviour (Ahmed et al., 2009; Forbes et al., 2011; Luo et al.,
2001). Information relating to breast screenings was reported as being an influencing factor
for both heterosexual women and lesbians. ‘Knowing how’ was identified as facilitating
performing BSEs (Fish & Wilkinson, 2003,) and undergoing mammograms (Ahmed et al.,
2009). On the other hand, a lack of information about breast screenings inhibited women in
performing BSEs (Chang et al., 2003; Chang et al., 2000; Fish & Wilkinson, 2003y; Luo et
al., 2001) and attending (Fish, 2006; Kratzke et al., 2010) or re-attending for mammograms
(Gierisch et al., 2009).

4) Social support

Support from others (for example, family members and friends) was suggested as a factor
that facilitates women’s breast healthcare behaviour (Chang et al., 2000; Lopez et al., 2009;
Norman & Cooper, 2011). The findings were found to be similar whether the study was
conducted in the US, the UK or Taiwan. In Fish’s UK national lesbian study, however, the
lesbians’ partners inhibited the lesbians’ in performing BSEs because the partners did the

examinations for them as a part of their sexual activity (Fish & Wilkinson, 2003). Based on
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the findings in Fish’s study, it is not clear whether a partner’s support facilitates or is a barrier
to BSE. This is because the utilization rates of BSE among the lesbians who performed it by
themselves and those whose partners did it for them were not compared. In addition, the
efficacy of BSEs performed by the lesbian’s partner is uncertain. For example, whether the
partner would notice any changes in the lesbian’s breasts by performing BSEs during sexual
activity. Further evidence is needed to understand the association between the lesbians’

partners’ support and the women’s breast healthcare behaviour.

5) Physician-patient communication

For both heterosexual women and lesbians, physicians’ recommendations and their attitudes
towards patients were found to affect individuals’ breast healthcare behaviour. Physicians’
recommendations were suggested as being positively associated with women’s behaviour as
regards having mammograms (Barter-Godfrey & Taket, 2007; Fox et al., 2009; Kratzke et al.,
2010; Lauver et al., 1999; McAlearney et al., 2005). Having no physician-advice was found
to inhibit the women in performing BSEs (Fish & Wilkinson, 2003;) or making use of CBEs
(Chiang et al., 2011).

Considerations as to the physician’s attitudes were found to be different between heterosexual
women and leshians. Among the heterosexual women, the individuals reported that health
workers’ attitudes greatly affected their behaviour in having mammograms, in particular the
perceived rudeness of health workers (Kratzke et al., 2010). However, lesbians’
considerations regarding physicians’ attitudes were found to be mainly related to their sexual
orientation. Homophobic, heterosexist and heterosexual assumptions by healthcare providers
were indicated as barriers to the lesbians’ use of breast healthcare services (DeHart, 2008). In
addition, fear of discrimination from a healthcare provider and low levels of trust were also
related to the women not making use of CBEs or mammograms (Clark et al., 2003; Hart &
Bowen, 2009).

6) Accessibility and cost

Access to mammograms and regular resources of care were suggested as being associated
with women’s use of mammography in the US and the UK (Ahmed et al., 2009; Kratzke et
al., 2010; Lopez et al., 2009). The difficulty (Forbes et al., 2011) or inconvenience of making
an appointment (Barter-Godfrey & Taket, 2007) was found to be a common factor that

inhibited women in having a mammogram. Forgetting to make or keep a mammogram
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appointment was also identified as a barrier associated with having screenings (Gierisch et
al., 2009).

In the US, the cost of mammaography is paid for by insurance companies or else by the
women themselves if they are uninsured. Cost was found to be an important barrier to having
a mammogram among US heterosexual women and lesbians (Makuc et al., 2007;
McAlearney et al., 2005; Rankow & Tessaro, 1998). Three papers also described insurance
coverage as a major barrier to undergoing mammogram screenings (Ahmed et al., 2009;
Coughlin et al., 2004; Gierisch et al., 2009). Women were found to be more likely to be
screened if they had health insurance coverage (Coughlin et al., 2004; Rankow & Tessaro,
1998). One study, however, suggested that health insurance was not a significant factor
influencing women’s use of mammography (Kratzke et al., 2010). In Kratzke et al.’s study,
the participants were recruited from two urban, volunteer community-health worker
programmes. The researchers explained that the sampling procedure and criteria used for the
study might have influenced the individuals’ responses associated with their breast healthcare
behaviours. Hence, limited generalizability was attributed to the study.

2.6.7 Critical appraisal of the evidence

In this section, an overall appraisal of the reviewed studies is provided, followed by an
examination of the limitations of the studies as regards the study settings and the participants’
sexual orientation. Details of the reviewed studies can be seen in Appendix 2 (see p.283,
studies conducted with heterosexual women in Taiwan), Appendix 3 (see p.285, studies
conducted with heterosexual women in the US and the UK) and Appendix 4 (see p.288,
studies conducted with lesbians in the US and the UK).

Of the 40 review studies, four were qualitative studies, three were qualitative interview
studies and one was a focus group study. Thirty-six were quantitative studies, comprising
four longitudinal studies, eight secondary data analyses of national or population-based health

surveys, and 24 cross-sectional surveys.

Based on Hawker et al.’s (2002) quality score system, the quality of two of the qualitative
studies was assessed as ‘good’ and ‘fair’. All of the studies provided a clear statement of their
research aims, and their research designs were appropriate for addressing those aims. The

participants selected were appropriate for answering the research questions. The two ‘good’
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quality studies provided details on how the researchers ensured their study’s rigour (Ku, 2004;
Nekhlyudov, 2003). The other two studies did not specify what had been done in order to
enhance the study’s rigour (Clark et al., 2003; Yang et al., 2010) and so the confirmability of
the works could not be assessed.

Among the four longitudinal studies, the quality varied, with two of fair quality and the
others of good quality. The ‘fair’ quality studies did not provide their sampling strategies,
details of how the researcher followed up the participants or else the follow-up rates (Norman
& Cooper, 2011; Tang et al., 2009). Without descriptions of sampling strategies, follow-up
methods and follow-up rates in these two studies, the selection bias and differences between
the initial recruited samples and the lost follow-up samples could not be assessed. The breast
healthcare behaviour and the influencing factors among the lost follow-up cases might be
different from those who participated in the follow-up assessment.

Of the 36 quantitative studies, 32 were based on a single cross-sectional study design.
Although cross-sectional studies have been suggested to have the advantages of being quick,
cheap and useful at identifying associations, several limitations of the study design are
proposed (Mann, 2003). Mann (2003) indicated that the most important problem with this
type of study was differentiating cause and effect from simple association. For example, an
association between established routine (performing BSEs regularly as a habit) and women’s
behaviour in performing BSEs was identified in Fish and Wilkinson’s (2003,) study.
However, it was not clear whether established routine facilitates the women’s behaviour or
whether the women’s behaviour establishes a habit to perform BSEs regularly. In addition to
the difficulty of differentiating cause and effect, another potential problem is that the
participants might give the answers that they believe the researcher wants to hear rather than
expressing their genuine views. For instance, Grindel et al. (2006) indicated that response
bias might limit the study, as the participants might have given socially desirable responses
regarding their breast health in the survey. Moreover, in addition to the four longitudinal
studies, the majority of the cross-sectional studies reviewed collected data at one point in
time. Hence, it has been suggested that this study design does not measure changes over time
(McKenna et al., 2007). For example, as women age, changes in their breast healthcare

behaviour or intentions cannot be measured.
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Among these 32 cross-sectional studies, 21 were of good quality while the others were
appraised as being of fair quality. Most of these studies provided detailed information in
terms of study design, data collection and data analysis. The studies using random or
stratified random sampling may produce generalizable research findings, although the small
sample sizes were a concern and might result in limited generalizability. Some samples were
too homogenous to identify particular associations, such as the participants in Gierisch et al.’s
(2009) and Kratzke et al.’s (2010) studies. Gierisch recruited the participants from one setting
and all of the individuals had had a mammogram just before participating in the study, while
all of the participants in Kratzke’s study were community health workers. The findings from

these studies were considered to have limited generalizability.

Most of the studies explained how their questionnaires were designed or else referred to
previously published studies for details on the measurement design, but many of the studies
did not provide information about the validity or reliability of the measurement (Barter-
Godfrey & Taket, 2007; Fox et al., 2009; McAlearney et al., 2005; Tsai et al., 2011). Hence,
the quality of those questionnaires was difficult to assess. In addition, a lack of a theoretical
orientation was a common deficiency among these cross-sectional studies, which might have
resulted in weaknesses in the systematic investigation of the factors influencing women’s

breast healthcare behaviour.

Comparing the quality of the reviewed studies conducted in Taiwan, the UK and the US, the
range of the quality scores for the UK and US studies was higher than that for the Taiwanese
studies because of random sampling, representative participants, consistent data collection
procedures and validation of the measurements. Some studies conducted with Taiwanese
heterosexual women were considered to have limited generalizability. Of the 12 Taiwanese
studies included, approximately half recruited participants in specific circumstances, meaning
that the women were more likely to take part in the study (for example, recruiting the
participants directly from breast cancer screening programmes or a BSE training
programme). These participants may have already exhibited positive attitudes, motivations
and knowledge about breast cancer screenings — such women might be more likely to
perform BSEs or undergo breast screenings. For example, the utilization rate of
mammography among the participants in Tsai et al.’s (2011) study was 73.5%. Compared to

the national utilization rate of mammography (32.5% in 2012), this was much higher.
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Furthermore, the factors influencing their breast healthcare behaviour might differ for those

who did not attend the programmes.

However, more Taiwanese studies were designed with a theoretical underpinning when
compared to the studies conducted in the US and the UK. Seven out of the 40 reviewed
studies used theoretical approaches to investigate factors associated with women’s breast
healthcare behaviour. The healthcare models included the health belief model (HBM), the
theory of planned behaviour (TPB) and the PRECEDE-PROCEED planning model. The
HBM was used in four Taiwanese studies (Chiang et al., 2011; Chang & Nien, 2003; Ku,
2004; Luo et al., 2001) and one US cross-sectional survey (DeHart, 2008), while the TPB
was employed in one US longitudinal study (Norman & Copper, 2011) and the PRECEDE-
PROCEED planning model was used in one US cross-sectional survey (Kratzke et al., 2010).
In contrast to the studies that did not have a theoretical framework, these seven studies were

considered to have more comprehensive findings and generalization in the studies.

Varying breast screening recommendations and services and the high utilization rates of
breast screenings among women in general in the UK and the US affected the study methods
and objectives. The studies associated with the women’s BSE practices and their influencing
factors were limited or replaced by the notion of ‘breast cancer awareness’. The efficacy of
BSE has been challenged by researchers in recent decades (Thornton & Pillarisetti, 2008).
Studies have suggested that BSE might do more harm than good (Kdsters & Ggtzsche, 2003)
and that it cannot reduce mortality from breast cancer sufficiently (IARC, 2002). In the US,
the US Preventive Services Task Force (USPSTF) has recommended that BSE should not be
taught. On the other hand, some researchers still believe that regularly checking their breasts
encourages women to know how their own breasts look and feel normally; hence, they gain
confidence about noticing any changes which might help detect breast cancer early (Thornton
& Pillarisetti, 2008). Therefore, breast awareness has become acceptable instead of
performing BSEs step by step. For example, it has been supported by the NHS Breast
Screening Programme (NHSBSP) in the UK, and a leaflet is available in 19 languages that

shows how and why women should be breast-aware.

The utilization rates of mammography in the US and the UK ranged from 50-70%, which was
considered to be high among women in general when compared to the low utilization rates

among specific groups of women in these two countries (for example, the utilization rate of
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mammography among uninsured women in the US was 14% in 2013). The studies exploring
the factors influencing women'’s breast healthcare behaviour changed focus, moving from the
general population to consideration of the low utilization rates of mammography in specific
areas or else among women subject to specific conditions (such as women with low incomes
or those without insurance coverage in the US). Hence, these studies were considered as

having limited generalizability.

The strength of the studies conducted among lesbians in the US and the UK was considered
to be limited. The challenges involved in sampling sexual minority people have been
discussed by previous researchers (Herek et al., 2010; IOM, 2011). Non-probability sampling
is the most commonly used method for sampling a hidden target population, although
sampling errors and limitations in terms of the representativeness of the population have been
indicated (IOM, 2011). The majority of the lesbian studies employed convenience sampling
or convenience sampling combined with snowball sampling. In addition, the response rates in
some of these studies were specified as ‘unknown’ because the researchers were uncertain
how many lesbians had been approached and how many of them had agreed or disagreed to
participate in these studies. Of the 13 lesbian studies, 11 recruited the participants using the
criterion ‘self-identify as a lesbian’, and two recruited women who met the criterion ‘never
married and previously married women who partnered with women (WPW)’ or ‘women who
had sex with women’. Self-selection bias could result from the criteria of these 11 studies.
Women who partner with women might not identify themselves as ‘lesbians’. Potential
participants could have been missed or else might not have responded to the studies because
they did not think that they satisfied the criteria. Based on the limitations of the lesbian
studies, it was considered that the findings might be biased or else limited.

2.6.8 Summary

Based on the studies reviewed, the demographic variables and variables regarding attitudes
towards and beliefs about breast cancer and breast cancer screenings, knowledge and
information regarding breast cancer and breast cancer screenings, social support, physician-
patient communication, accessibility and cost were identified associated with the women’s
breast healthcare behaviour. Comparing the various factors among the three groups of women
— Taiwanese women, heterosexual women in the US and the UK and American and British
lesbians — the majority of the influencing factors were similar in addition to accessibility, cost

and the women’s sexual orientation. The lesbians’ views about their own bodies and
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physician-patient communication regarding sexual orientation were also found to be factors
differentiating the lesbians from heterosexual women. Although the limitations of the
included studies have been assessed, the findings provide an overview view of potential
influencing factors relating to breast healthcare behaviour among women in the US, UK and

Taiwan who might share similar influencing factors with Taiwanese lesbians.
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Chapter 3: Methodology and research framework
3.1 Introduction
This chapter describes the research design and the methodology that was implemented. The
overall purpose of this sequential exploratory mixed methods study was to explore the factors
associated with Taiwanese lesbians’ breast healthcare behaviour and intentions. The study

included two phases: 1) qualitative interviews and 2) an online survey.

3.2 Sequential exploratory mixed-methods research design

An advantage of using the mixed methods approach is the flexibility afforded the researcher
to carry out whatever data collection and analysis best suits the research question. This is
characteristic of the pragmatism paradigm which accommodates singular or multiple realities,
is extremely practical in the choice of data collection technique, and which allows and uses
both qualitative and quantitative data (Creswell & Clark, 2007).

The underlying focus of the pragmatism paradigm is the outcome of the research, not the
adherence of the method to a particular worldview (Patton, 1990). Instead of focusing on
methods, researchers emphasize the research problem and use all the approaches available to
understand the problem. As a philosophical understanding for mixed methods studies,
Tashakkori and Teddlie (1998), Morgan (2007) and Patton (1990) state its importance for
focusing attention on the research problem in social science research and then using
pluralistic approaches to derive knowledge about the problem. In addition, Creswell (2009)
argues that for mixed-methods researchers both quantitative and qualitative methods should
be used to complement each other, as they have the potential to provide the best

understanding of the problem under investigation.

Cherryholmes (1992), Morgan (2007) and Creswell (2009) indicate that pragmatism is not
committing to any one system of philosophy or reality. It is different from positivism
(quantitative) and constructionism (qualitative). Pragmatists have a freedom of choice. In this
way, researchers are free to choose the methods, techniques and procedures of research that
best meet their needs and purposes. The flexibility of the pragmatic paradigm facilitates the
adoption of the elements of other paradigms. Morrow (2007) argues that to expect a research

topic to fit within the boundaries of a single paradigm would be to oversimplify the beliefs,
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and that paradigms can be ‘crossed’ (Morrow, 2007, p. 214) if determined by the research

question and emerging data.

Pragmatism provides a philosophy that embraces mixed-methods designs. It guides the
research clear from the metaphysical concepts of truth and reality that cause endless and
unresolved debates, and presents highly practical solutions to the research problem
(Tashakkori & Teddlie, 1998). It has been suggested that it can provide rigour to the research
process as well as provide valid and reliable results, that it can provide stronger evidence for
a conclusion through convergence and corroboration of the findings, that it can add insight
and understanding which might be missed if only a single method is employed, and that it can

be used to increase the generalizability of the results (Johnson & Onwuegbuzie, 2004).

Moreover, a mixed-methods approach allows both an inductive and a deductive investigation
to take place in the same project. This design incorporates both sequential and concurrent
data collection. A theme and an advantage of using concurrent designs is the ability to see the
context from a variety of perspectives; for example, triangulation. Sequential designs, on the
other hand, use the analysis of one form of data to inform the collection of the second form of
data. In any mixed-methods design, the data may be combined by embedding, merging or
connecting (Creswell, 2009). In sequential exploratory mixed methods, the emphasis is on the
qualitative first phase, the findings of which are tested in the second-phase quantitative study
(Hesse-Biber, 2010). This design is seen to be useful to the researcher who wants to explore a
phenomenon but who also wants to expand upon the qualitative findings (Creswell & Clark,
2007; Morgan, 1998). It is also recommended as the procedure of choice when the researcher
needs to develop an instrument because the existing instruments are inadequate or else not
available (Creswell & Clark, 2007; Morgan, 1998). Hanson et al. (2005) suggest that such a
design is ideal when the variables to be investigated are not known and where elaboration of
the findings is required. In addition, Creswell and Clark (2007) state that this strategy is
straightforward to design, implement and report, and that the inclusion of a quantitative

element makes the qualitative inclusion more acceptable to quantitative-biased audiences.
A two-phase sequential exploratory mixed-methods study design was applied in the present

study (see Figure 3.1). In addition to exploring the factors associated with Taiwanese

lesbians’ breast healthcare behaviour and intentions, a questionnaire was developed based on
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the first-phase interview findings. The questionnaire was then used to understand if the

interview findings could be applied to a larger target population.

Figure 3.1 The research framework

« Literature review: Sep./2011-June/2012
« To identify knowlege gap and review current evidence

« Quialitative study: Sep./2012-Oct./2012
« Semi-structured face-to-face interviews
Phase 1 - To explore factors associated with Taiwanese leshians' breast healthcare behaviour and intentions

~
« Instrument development and pilot stuides: Nov./2012-July/2013
« Based on the findings from the qualitative interviews and two health psychology models

J
« Quantitative study: Aug./2013-Dec./2013 )
« A cross-sectional online questionnaire survey
« To understand if the interview findings can be applied to a larger target population )

. * Thesis writing and submission: Jan./2014-April/2015
Thesis

witing

A sequential exploratory mixed-methods study design, however, has been suggested as
having some weaknesses (Johnson & Onwuegbuzie, 2004). For example, it might be more
time consuming, more expensive, and researchers might need to learn about multiple methods
and approaches and understand how to mix them appropriately. Another weakness suggested
by Johnson and Onwuegbuzie (2004) and Bryman (2012) is that methodological purists argue
that a researcher always should work within either a qualitative (constructivist) or a
quantitative (positivist) paradigm and not mix the two. Bryman (2012) points out that there
are two main arguments against mixed methods: 1) research methods carry epistemological
commitments (every instance of research is rooted in a specific way of perceiving the world,;
Hughes, 1997); and 2) the two approaches represent separate paradigms (qualitative and

quantitative research methods are incompatible; Morgan; 1998).

In the present study, time was the biggest challenge to the researcher. She needed to learn
both qualitative and quantitative approaches, to collect and analyse both sets of data, and to
design and test a questionnaire. Hence, a six-month PhD study extension was applied to
ensure the rigour of both studies and the quality of the thesis. In terms of the arguments that

qualitative and quantitative studies cannot be mixed, they were considered by the researcher
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according to the previous evidence proposed by pragmatists (Cherryholmes, 1992; Creswell,
2009; Morgan, 2007; Morrows, 2007; Patton, 1990; Tashakkori & Teddlie, 1998), the goals
of the present study and a lack of instruments to explore Taiwanese lesbians’ breast
healthcare behaviour and intentions and the influencing factors. A mixed-methods research
design was thought as the most appropriate design to meet the study objectives: 1) to explore
the factors associated with Taiwanese lesbians’ breast healthcare behaviour and intentions; 2)
to develop a suitable instrument for the target population; and 3) to understand a larger target
population’s breast healthcare behaviour and intentions and their influencing factors by using
the instrument developed specifically for the subgroup. In addition, this design was also
considered as providing rigour to the research process, providing more reliable results, and

also increasing the generalizability of the results (Johnson & Onwuegbuzie, 2004).

3.3 Application of sequential exploratory mixed-methods to the current study

As can be seen in Figure 3.1, this study included two phases: qualitative interviews and an
online survey. In this section, the rationales of the chosen study design are described. The
detailed methods employed in each phase are provided in Chapter 4: Phase one methods, and

Chapter 8: Phase two online survey.

3.3.1 Phase one: semi-structured face-to-face interviews

A literature review conducted by the researcher revealed that there was a lack of evidence for
understanding Taiwanese lesbians’ breast healthcare behaviour and intentions and their
influencing factors, and that there was no instrument that could be used to investigate and
compare the behaviour and intentions towards having breast cancer screenings between
Taiwanese lesbians and women in general in Taiwan (details can be seen in Section 2.6).
Qualitative interviews were therefore initially used in the first phase of this study in order to
obtain rich data about the factors associated with Taiwanese lesbians’ breast healthcare
behaviour and intentions, as well as to develop themes for a detailed rendering of the
complexity of this phenomenon.

Focus groups and face-to-face (individual) interviews are two of the most commonly used
forms of qualitative research methods. They are useful for exploring participants’ attitudes
and opinions in ways which may not be possible through participant observation (Mason,
1996). Focus groups were not employed in this study due to characteristics of the target

population. Taiwanese lesbians were a hidden subgroup within their society. In order to
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promote confidentiality and anonymity and avoid potential harm from others, face-to-face
interviews were conducted because they involve only the researcher and the participant. With
only the researcher and the participant present, the lesbian could express her ideas freely,
without interruption or fear of discrimination from others, although the researcher

(interviewer) nonetheless needed to consider her influence on the participant.

Interviewing is a method in which researchers attempt to understand what people think and
feel about their words through an interaction between themselves and interviewees.
Interviewees are encouraged to express their feelings, understandings, stories and narratives
about their lives. From this information provided by interviewees, researchers acquire a deep
understanding about research phenomena (Kvale, 2008). There are two types of qualitative
interviews: unstructured and semi-structured interviews. Unstructured interviews are the most
in-depth and least directed. They are used to explore in great detail a general area of interest.
A few themes may be used to guide the interview, but it is mainly led by the participant’s
perspective and viewpoint. This type of interview is informal and can appear more like a
conversation than an interview (Tod, 2007). Semi-structured interviews work well for
obtaining in-depth information and they are flexible. The interviewer uses a topic guide and
asks guestions to encourage the interviewee to express details associated with the research
purpose/aim and to ensure that all topics are covered during the interview (Backman &
Kyngas, 1999; Robson, 2011; Starks & Trinidad, 2007). The wording and order in semi-
structured interviews are usually substantially modified based on the flow of the interview
process, with the ability to ask extra unplanned questions to follow up on what the

interviewee has said to obtain more in-depth information (Robson, 2011).

Semi-structured face-to face interviews were used in the first phase. The justification for
choosing this method was twofold. Firstly, the target population was considered to be a
vulnerable group. Vulnerable groups are “certain population groups that often face
discriminatory treatment or need special attention to avoid potential exploitation” (Reichert,
2006, P. 78). As Taiwanese women’s roles are being regulated and conceptualised within
conventional Chinese culture. Being a lesbian in Taiwan is to go against conventional
Confucian ideology because the woman cannot satisfy patrilineal obligations and maternal
productivity as heterosexual women. Taiwanese lesbians, particularly lesbians with a
masculine appearance, usually face sexist insults and homophobic comments in their social

surroundings (Chao, 2000; 2001). Hence, in this study, the researcher considered Taiwanese
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lesbians as a vulnerable group and needed to pay special attention when conducting research
with this subgroup. Face-to-face individual interviews could prevent possible harm from
others and to promote confidentiality and anonymity. Secondly, this method provides certain
flexibility for the participants such that the women could express the issues that they also
thought important to their breast healthcare behaviour and intentions, though also some key

information was obtained from the women according to the topic guide.

3.3.2 Phase two: cross-sectional online survey

In order to understand whether the interview findings can be applied to a larger target
population, the findings from the qualitative interviews were used to develop a questionnaire
to collect quantitative data. An online questionnaire survey was conducted to examine
Taiwanese women’s breast healthcare behaviour and intentions and the influencing factors in

the larger population.

A survey is a method of inquiry which involves the systematic collection of information
across a sample of cases, a statistical analysis of the results, and a subsequent interpretation
of the distribution of the wide range of the participants’ characteristics, opinions and
attributes (Robson, 1993; Marsh, 1982). It allows the researcher to collect data in real and
potentially complicated circumstances and enables him/her to capture the attributes of the
variables and their associations with others.

There are two commonly used formats for collecting survey data: interviews (face-to-face
interviews and telephone interviews) and questionnaires (paper-pencil surveys and web-based
surveys). Collecting survey data via interviews is suggested as having greater flexibility in
allowing for the opportunity to re-interpret a question that a participant does not understand
(Tod, 2007). A questionnaire survey is a strategy that asks respondents to complete and return
a form containing sets of questions, aiming to understand the respondents’ perceptions,
attitudes and behaviours (Aldridge & Levine, 2001). It is often used because it is cost-
effective. This is especially true for studies which include a larger sample size and wide
geographic access. In contrast to interviews, self-administered questionnaires have limitations
in that the researcher has no opportunity to find out whether the respondents understand the
instructions and questions. Questionnaire respondents have to read, interpret and answer the

questionnaire by him-/herself (Trochim, 2006).
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In this study, questionnaires were employed because: 1) it was considered to give the
participants a more confidential and convenient way to take part in the study; 2) the purpose
of this study was to survey a larger target population, and face-to-face interviews were
considered to be time-consuming should the researcher want to obtain a larger sample size;
and 3) telephone interviews were thought to be inappropriate because there was no phone list

available.

Traditionally, questionnaires are distributed by post or by hand (McKenna et al., 2007). In
contrast to postal questionnaires, a questionnaire handed out personally has the advantage
that the respondents connect it with an individual or an organization, and this may improve
the response rate (Edwards et al., 2002). Recently, researchers have been distributing
questionnaires by email using a distribution list or by simply asking respondents to complete
an online questionnaire (Morris et al., 2004). This method is found to elicit less social
desirability bias for studies investigating highly sensitive issues (Booth-Kewley et al., 2007,
Greene et al., 2008; Huang, 2006; Kays, 2012).

In this study, an online questionnaire was used to collect data because of the characteristics of
the target population and the sensitivity of the study topic. Sexual minority populations are
not very visible in Taiwanese society due to stigma and social oppression (Kuang et al.,
2004). Mathy (2002) pointed out that, on the Internet, lesbian and bisexual females are more
likely to reveal themselves on certain websites, homepages or chat rooms. Therefore, in order
to recruit a larger and more varied Taiwanese lesbian sample and encourage this subgroup
taking part in the study, an online questionnaire survey was used as a method in this study
due to its characteristics of being easy for unique populations to access (Wright, 2005),
anonymous (Mustanski, 2001; Pealer et al., 2001) and convenient for the respondents (Madge
& O’Connor, 2002). This online survey design aimed to make use of the confidential and
anonymous nature of the Internet to facilitate the women’s participation and their responses
to sensitive questions regarding their sexual orientation, gender identity, gender role

expression and breast healthcare intentions and behaviours.

In this study, both the qualitative and quantitative methods had their own rules on data
collection, data analysis and evaluations of the quality of the findings. The results of the two
methods are first presented separately and then synthesized at the end of the thesis in Chapter

9. Convergent results may indicate the trustworthiness of the findings initially obtained from
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the qualitative interviews. Divergent results may be an indicator that biases are attached to

any one of the research methods. However, these divergent results may also indicate different
viewpoints or perspectives that were identified by the different research methods, and so they
are considered to facilitate the understanding of the research topic (Erzberger & Kelle, 2003).

3.4 Summary

A two-phase sequential exploratory mixed methods study design was employed to explore
the factors associated with Taiwanese lesbians’ breast healthcare behaviour and intentions.
Semi-structured face-to-face interviews and an online survey were chosen and used due to the
study purposes, the characteristics of the target populations and the sensitivity of the study
topic. The next chapter will present and discuss in detail the methods used in the first-phase

qualitative interviews.
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Chapter 4: Phase one — methods
4.1 Introduction
This chapter aims to look at the methods employed for conducting the first phase of the
mixed-methods sequential exploratory study — the qualitative interviews. The first part deals
with the aims of the study, followed by a discussion on gaining access for the fieldwork, the
sampling and recruitment, the procedures of data collection and data analysis, as well as the
ethical considerations of the study. The strategies used for ensuring the rigour of the

qualitative interviews are presented at the end of this chapter.

4.2 Aim

The purpose of this study is to explore the factors that influence Taiwanese lesbians’ breast
health behaviour and intentions. Based on the findings from the qualitative interviews, the
intention was to design a questionnaire in order to assess whether the findings of this study
could be applied to a larger population.

4.3 Gaining access for fieldwork

Gaining access to the subjects in the field is considered important in ensuring success when
conducting research (Gummesson, 2000; Johl & Renganathan, 2009; Laurilla, 1997;
Wasserman & Jeffrey, 2007). However, one of the most common challenges when
conducting a study on homosexual people is that it can be hard to approach the population
(Fish, 2000; IOM, 2011). Fear of discrimination and social isolation within the homosexual
community have been found to prevent researchers from reaching individuals (Sullivan &
Losberg, 2003).

As Taiwanese lesbians were a hidden group in Taiwanese society and there was no previous
indication of how to access the target population, possibilities for approaching Taiwanese
leshians were investigated before the study was designed. The Google search engine and a
list of LGBT organizations and communities (which were listed by the Taiwan Tongzhi
Hotline Association) were used to find accessible Taiwanese lesbian organizations and

communities.

An investigation was carried out using emails and telephone calls to contact Taiwanese

lesbian communities between 26 September 2011 and 9 October 2011 in order to confirm the
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method to be used to approach the subgroup and to acquire a general idea about the potential
number of eligible participants. A total of eight lesbian organizations, two gay/lesbian
bookstores and one lesbian student association were contacted. Of these, four organizations,
one bookstore and the student association agreed for the proposed study to be advertised

and/or conducted in the areas where these organizations were located.

The qualitative interviews were carried out from August 2012 to October 2012. The lesbian
organizations and the bookstore which agreed to advertise the study were contacted again
before the study started. The lesbian student association was not considered because the study
was conducted during the summer holidays. An appointment was made with all of the
organizations’ managers and the bookstore’s owner so as to explain the aim of the study and
the procedures for data collection and data protection. In addition, the study’s posters
(Appendix 5, p.291), flyers (the content being the same as the poster design), participant
information sheets (Appendix 6, p.292) and consent forms (Appendix 7, p.295) were given to

the managers and the bookstore owner at the end of the meeting to advertise the study.

In order to recruit eligible individuals with varied demographic characteristics, the researcher
attempted to recruit the participants from four main areas of Taiwan, namely North, South,
East and West Taiwan. There was no means to approach the lesbians in East Taiwan within
the organizations and communities. The researcher, therefore, asked one organization’s
manager if she could introduce any potential contacts in East Taiwan. Two organizations
were introduced by the manager. One organization was located in East Taiwan and the other
was located in North Taiwan. Both organizations were contacted in order to ensure that as
many lesbians as possible knew about the study. The organization located in East Taiwan
agreed to advertise the study but the one which was located in North Taiwan did not agree
because the study’s aims were not related to the organization’s future targets. Overall,
therefore, a total of five lesbian organizations and one bookstore agreed to help by
advertising the study. One of the organizations and the bookstore were located in North
Taiwan, two of the organizations were in West Taiwan and one was in East Taiwan. One of
the organizations had two locations, one in North Taiwan and the other in South Taiwan.
Table 4.1 summarizes the names of the organizations and communities and their locations.

The methods used to advertise the study in these locations are also presented in the table.
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Table 4.1: Access for the study’s fieldwork

Names of organization (locations in Taiwan)

Methods of advertising

Taiwan LesHand Association
(North Taiwan)

mPosted information about the study on the website.

Fembooks publishing house and bookstore
(North Taiwan)

mPut flyers on the bookstore’s information desk.

Taiwan Tongzhi Hotline Association
(North and South Taiwan)

mAnnounced the study at the beginning of their regular
meetings.

Libro Central (West Taiwan)

mAdvertised the study in the monthly e-handbook.
mAnnounced the study at the beginning of their regular
meetings.

GisneyLand (West Taiwan)

mPosted the study’s poster on the organization’s board.
mPosted information about the study on a lesbians’
chartroom (BBS: Bulletin Board System).

Must Muster Publisher (East Taiwan)

mPosted information about the study on a 30s leshian
discussion board (lesbians who joined in were aged 30 years
and above).

mPosted information about the study on the bookstore
owner’s Facebook homepage.

4.4 Sampling and recruiting lesbians

This section mainly presents and discusses the inclusion and exclusion criteria, the sampling

strategies, recruitment and the sample size.

4.4.1 Inclusion and exclusion criteria

Clear criteria for the inclusion and exclusion of lesbians were established in order to meet the

study’s purpose and to reflect the definitional

issues of ‘lesbian’ within the previous evidence

(see Section 2.6.7 critical appraisal of the evidence) and the legal definition of ‘adult’ in

Taiwan. The criteria for the selection included Taiwanese women who:

(1) were 20 years of age or over;

(2) self-defined as a lesbian or partnered with

someone of the same gender;

(3) had fluency and the ability to communicate with the interviewer in either Mandarin or

Taiwanese Hokkien.

The age was set in order to recruit lesbians who were legally defined as ‘adults’ in Taiwan.

The target population in this study was Taiwanese lesbians. However, the definition of

‘lesbian’ could vary within the target population. This might have the effect of some lesbians

not taking part in the study because they may

think they would be excluded. Roberts et al.

(2004) point out that the variation in the definition of lesbian is a challenge when conducting
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lesbian research. In recent lesbian-focused breast healthcare articles, self-identification — or
self-defining — as a lesbian was still employed as an inclusion criterion to recruit participants
in lesbian studies (Fish, 2006; Fish & Anthony, 2005; Fish & Wilkinson, 2003;; Fish &
Wilkinson, 2003;; Grindel et al., 2006; Hart & Bowen, 2009). Evidence shows that some
lesbians do not think that they are a ‘lesbian’, and just ‘partner with a person who is of the
same gender’ (IOM, 2011). Therefore, the inclusion criteria in the present study included not
only ‘self-identified as a lesbian’ but also ‘women who partnered with the same gender’. The
language was set due to the researcher’s own language limitations. In Taiwan, apart from
Mandarin and Taiwanese Hokkien, several other languages are used by Taiwanese people,
including Hakka and aboriginal languages (there are approximately 26 Taiwanese aboriginal
languages) (Zeitoun & Yu, 2005).

On the other hand, the exclusion criteria for this study included participants who:

(1) were not Taiwanese lesbians;
(2) could not understand or speak Mandarin or Taiwanese;

(3) had been diagnosed with breast cancer.

Regarding the exclusion criterion of lesbians who had been diagnosed with breast cancer,
research indicates that the breast healthcare behaviours, beliefs and expectations of women
who have been diagnosed with breast cancer differ from those who have no personal history
of breast cancer (Clark et al., 2003; Lopez et al., 2009; Luo et al., 2001; Nekhlyudov et al.,
2003). Therefore, in the present study, leshians who had been diagnosed with breast cancer

were excluded.

4.4.2 Sampling strategies and recruitment

Purposive sampling and snowball sampling were employed to recruit the participants in this
study. The rationale and methods of recruiting the participants by using these two sampling
strategies are provided in the following subsections.

1) Purposive sampling

Purposive sampling is a method of recruiting specific sample elements because the researcher

believes that the sample is likely to supply the most useful information associated with the
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research questions (Binson et al., 2007). It is suggested to be the most common qualitative

sampling strategy (Marshall, 1996).

In the present study, the initial sampling was purposeful, driven by the aim of incorporating
variation in the sample in order to acquire rich and useful information about the topic to be
researched. The participants were recruited from the LGBT organizations and communities
which were located in different areas of Taiwan. The staff in the organizations and the
bookstore who met the inclusion criteria were invited to take part in the study. Posters and
flyers were used to advertise the study in order to recruit other participants. With the
manager’s consent, the study was advertised on the organizations’ websites and the bookstore
owner’s Facebook homepage and lesbian discussion board so as to ensure that as many
leshians as possible would learn about and understand the study and to facilitate them to take
part in the study. In addition, the study was presented at the beginning of the organizations’
regular meetings with the manager’s consent. The study’s purpose, methods and potential
harm and benefits were explained. When a potential participant contacted the researcher and
expressed her willingness to participate in the study, a flyer, a participant information sheet
and a consent form were given via email. By the end of the study, each LGBT organization

and community recruited around five to seven participants.

2) Snowball sampling
Snowball sampling was employed as the second method to recruit participants with specific

characteristics; in particular, lesbians of older age (aged 40 years and above).

Snowball sampling is a method that relies on the initial participants to recruit others into the
study using their social networks, being described as a ‘chain-referral method’ (Binson et al.,
2007; Meyer & Wilson, 2009). The sample development starts when individuals of the target
population are identified and recruited as seeds who will identify others who meet the study’s
inclusion criteria. Snowball sampling is suggested for use in early studies of sexual and
gender minorities and continues to be employed when previously unstudied population

groups are engaged in research (IOM, 2011).

In the present study, snowball sampling was employed due to the difficulty in recruiting older
lesbians. The initial participants recruited from the organizations and communities were

asked if they knew of other potential participants aged 40 years or over. When the
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participants agreed to introduce the study to the potential participants, flyers and information
packages (including information sheets, consent forms and the researcher’s contact

information) were given to them to pass on to the eligible women.

All of the participants were given a minimum of 24 hours and up to as much time as they
wished to take during the data collection period to consider participating. The researcher’s
contact information, including email address and mobile phone number, was provided on the
flyer and participant information sheet. When a participant contacted the researcher and
expressed agreement to participate in the study, the time, date and place of the interview was

arranged.

3) Lost contact

During the data collection period, the researcher lost contact with two individuals for
unknown reasons. Initially, they contacted the researcher by email and agreed to take part in
the study, but they did not reply to emails about arranging an interview. A second email was
sent a week after the first email in order to ensure that the individuals received the emails and
to eliminate email system errors. However, there was still no response from the women by

the time the data collection had finished.

4.4.3 Sample size

Sample sizes in qualitative studies tend to be much smaller than in quantitative studies
(Mason, 2010). Ritchie et al. (2003) point out that collecting more data in qualitative studies
does not lead to more information. However, Corbin and Strauss (1990) suggest that the
sample size in qualitative studies should be large enough to ensure that most or all of the
perspectives are obtained, even though this approach can be time consuming and/or costly.
The principle used to determine the sample size is data saturation, meaning that the data are
collected and analysed until no new themes or perspectives can be identified; it is assumed
that all the component parts of the phenomenon of interest have been obtained (Corbin &
Strauss, 1990; Procter & Allan, 2006). Guest et al. (2006), however, suggest that although the
idea of saturation is helpful at the conceptual level, it gives little practical guidance for
estimating sample sizes for study prior to the data collection. Researchers propose that
suitable sample sizes for conducting qualitative studies should range from 20 to 50
participants (Green & Thorogood, 2009; Ritchie et al., 2003). Mason (2010) investigated 560

PhD studies to collect data using qualitative interviews, finding that the mean sample size of
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the PhD studies was 31. In addition, the sample sizes in recent qualitative interview studies

investigating US, UK or Taiwanese women’s and lesbians’ breast healthcare behaviours are

around 27 (Clark et al., 2003; Nekhlyudo et al., 2003; Ku, 2004).

In the present study, the researcher noticed that when the last five to seven participants (ID
30-37) were interviewed, no new themes or perspectives were identified from the lesbians.
Based on the previous studies discussing the sample size of qualitative research and given

that there was no new data from the new cases in relation to the study topics in the present
study, the number of participants was considered to be reasonable to answer the research

question.

4.5 Data collection

Semi-structured face-to-face interviews were used to collect data from the participants in the
phase-one qualitative study. Details of the methods, in terms of the structured questionnaire
and the topic guide, the settings and the data collection procedure, are presented in the
following subsections. The influence of the interviewer during the data collection period is

discussed towards the end of this section.

4.5.1 The structured questionnaire and the topic guide

With semi-structured interviews, an appropriate schedule is necessary to achieve the right
balance of direction and flexibility. This means that the central research question is then
addressed as well as allowing new and interesting responses to be discussed further (Tod,
2007).

In this study, a structured questionnaire (Appendix 8, p.296) and a topic guide (Appendix 9,
p.297) were developed and used during the first-phase data collection period. The structured
questionnaire was mainly used to collect the participants’ demographic information and the

topic guide was designed based on the study’s initial purpose: to explore the factors

associated with the subgroup’s breast healthcare behaviour.
The sample’s background information has been suggested as being useful for contextualizing

the individuals’ answers (Bryman, 2012). The questions were designed based on the literature

concerning the factors that influenced women’s breast healthcare behaviour, namely age,
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family history of breast cancer, occupation, level of education, employment status,

relationship status and religion.

Details of the existing evidence regarding age, family history of breast cancer, income and
level of education as influencing factors in women’s breast healthcare behaviour, intentions
and decision-making can be seen in Section 2.6 of the literature review. Although income
was identified as an influencing factor, questions related to the participants’ income could
raise sensitive issues (Colosi, 2006). Therefore, questions about the lesbians’ occupation and
employment status were asked instead of asking about the lesbians’ income directly. In
addition, being married was also found to be an influencing factor among US heterosexual
women by Coughlin (2004). Hence, a question in relation to relationship status was asked in
order to understand the lesbians’ breast healthcare behaviour and intentions within varied
relationship status groups. Lastly, a question about religion was also asked because it was
found to be a factor affecting Taiwanese women specifically (Ku, 2004), and so had been

included as one of the important demographic variables in this study.

There were eight questions in relation to breast cancer screenings, breast healthcare services
and breast cancer included in the topic guide. It was developed based on the existing evidence
(see Section 2.6). The questions in the topic guide were ordered according to their level of
sensitivity because it has been suggested that the inappropriate timing of questions might
sabotage the interview (Tod, 2007). Tod states that less sensitive questions should be asked at
the beginning of the interview, and if rapport and trust are established during the interview
period, it becomes possible to ask questions of an extremely sensitive nature. The questions
about breast cancer screenings in the topic guide helped the researcher to understand the
participants’ experiences of performing and having breast cancer screenings. If the participant
had no experience in relation to the screenings, questions about her intentions regarding

breast cancer screenings and the influencing factors were then asked.

4.5.2 The setting for the interviews: issues of interruptions and management

Of the 37 interviews, 13 were conducted in the participant’s house, four in a consulting room
of the Taiwan Tongzhi Hotline Association, and 20 in cafes, tea rooms or restaurants.
Private and quiet places are suggested as ideal settings for obtaining rich information from
participants, maintaining confidentiality and recording the interviews (Britten, 1995; Carey,

2012). In this study, when the interview was held at the interviewee’s home or in a consulting
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room in an organization, the setting was quiet, with only the researcher and the participant
present. The participant usually paid full attention when answering the questions or
expressing her views in relation to the study topics. There were no sudden stops during the
interview period because of others’ interruptions. The information provided was considered

to be less affected by these settings, due to their privacy, when compared to public places.

Over half of the participants decided to have their interview in a public place in this study.
Fourteen out of the 20 participants chose to have the interview in a coffee shop, particularly
Starbucks, four in tea rooms, one in McDonald’s and one in a restaurant. Apart from the
restaurant, the majority of these places are usually frequented by students and white-collar
workers in Taiwan, and they are commonly places for meeting people for the first time. For
example, it is very common for students to have a private English conversation lesson in
Starbucks, particularly when it is their first meeting with the tutor. In addition, these places
are also the top choice when needing a quieter place to meet people, although they can be

very busy during the weekend and interruptions may occur.

Three interviews were conducted in coffee shops during the weekend. Interruptions were
more likely to occur if the interviews were conducted on Saturday or Sunday than if they
were conducted on a weekday. During the weekend, the coffee shops were much busier and
more crowded. The researcher observed that sometimes the interviewees stopped talking for
several seconds and then continued what they had been talking about when the interrupter
had walked away. Thus, it should be considered that the depth of information provided by
these three participants might have been affected by the interview settings. Even though the
women expressed that they did not mind talking about the issues in these places, their
reactions actually evinced their concerns regarding the environment and interactions with

other clients.

In terms of the methods that the researcher employed to limit possible interruptions, to ensure
the participant’s confidentiality and to make sure that they felt comfortable to talk, she went
to the cafe, tea room or restaurant 30 minutes earlier and chose a table which would lead to
fewer interruptions, provide more privacy and where there were no other customers sitting
nearby. Before the interview started, the researcher introduced herself and asked the
participant whether the place was appropriate to discuss issues related to their views on breast

cancer, breast healthcare services and their own breasts. Of the 20 individuals, all of them
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expressed that they felt comfortable talking about these topics in the place chosen. Some of
the individuals mentioned that there was no one around who knew what the conversation was

about, and so they did not feel uncomfortable about the interview location.

In addition, another issue that should also be considered is the quality of the recordings. The
interview settings might have influenced the quality of the recordings, especially those
interviews that were conducted in public areas during the weekend. Noise from other clients
and background music might have resulted in poorer quality recordings. Details on improving

the quality of the recordings can be seen in Section 4.6.3.

4.5.3 Conducting the interview

In the present study, the process of data collection was divided into several stages, including
the introduction, a warm-up, the main body of the interview, a cool-off and closure (Tod,
2007). The length of the interviews was dependent on how much time the participants had
available and how much they wished to say. The length of the interviews varied from 42

minutes to one and a half hours, and overall they were about 60 minutes long.

1) Introduction

Before the interview was started, the purpose, method and process of the study were
explained to the participant again in order to ensure that they fully understood the study. The
researcher also informed the participant that they had the right to withdraw from the study at
any time. Informed consent and permission to use a recorder were also obtained before the

interview began.

2) Warm-up

During the warm-up stage, questions associated with the participant’s demographic
information were asked using a structured questionnaire. These questions were considered to
be less sensitive than those related to the lesbians’ views about breast cancer, breast cancer

screenings and their breast healthcare behaviour and intentions.

3) Main body of the interview
During the main body of the interview, a topic guide was used to check that all the issues
related to the study’s purpose had been covered. A less sensitive question was asked at the

beginning of the main body of the interview; for example, asking about the participant’s
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experience of breast healthcare behaviours instead of asking about their perspective on their
own breasts or breast cancer. Moreover, the interview process remained flexible in order to
obtain deeper and richer information. The researcher encouraged the participants to explain
further when the women thought that some factors influencing their breast healthcare
behaviour and intentions were important, such as their gender identity and appearance. The
researcher asked the lesbians why and how these factors were associated with their breast
healthcare behaviour and intentions, as well as their views in relation to their own breasts,

breast cancer and breast cancer screenings.

4) Cool-off

The main aim of this stage was to allow the interviewee to understand that the interview was
nearly finished. No new topics were raised by the researcher. Clarifying the information
provided by the participants and checking whether there was anything that they would like to

add were the key objectives during this stage.

5) Closure

At the end of the interview, the researcher thanked the participant. A brief summary of the
interview was given by the researcher to check whether the researcher had misunderstood
anything the participant had said. After the interview, field notes were made to record the
body language of the researcher and the interviewee, the setting of the interview, the events
that occurred during the interview, a summary of the key themes that emerged from the
interview and observational notes in order to assist the data analysis and to assess the

interviewer’s influence during the data collection period.

4.5.4 Influence of the interviewer

Qualitative research sees the researcher as not being separated from the phenomenon under
study but being part of the research setting and context that is being studied (Altheide &
Johnson, 1994). Horsburgh (2003) points out that reflexivity requires a researcher to
acknowledge that he or she is intimately included in both the process and the product of the
research. Consequently, it is suggested that the researcher should engage in a continuous self-
critique and self-appraisal, and explain how his or her own experience have or have not
affected the stages of the study process in order to make explicit their own subjectivity and
influence in the study (Koch & Harrington, 1998).
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The main aim of reflexivity is to improve the quality of the research. Barry et al. (1999)
suggest that when employing a reflexive method in research, the researcher needs to be aware
of this as much as possible. Methods for attaining a reflexive stance in research are
recommended and involve maintaining reflective diaries, writing field notes, recording
analytical and methodological decisions in memos, and being reflective about every decision
that the researcher makes (Mason, 1996). As reflective diaries are mainly based on a
researcher’s own experiences, it Seems to be appropriate to use the first person (“I””) for
descriptions. However, in academic writing, it has been suggested that one should always use
the third person for writing and avoid emotive or subjective terms (Skills Website, Faculty of
Humanities Study, University of Manchester, 2015). Hence, the third person (the researcher;

she) was used instead of the first person (“I”) in this section.

In the present study, the researcher did not attempt to eliminate her influence during the data
collection process. She attempted to understand herself, including her values, preconceptions,
feelings and social cultural background, which helped in acknowledging her influence. The
researcher shared the same physical gender, race and social-cultural background, and was
within a similar age range as the majority of the participants, all of which were considered to
influence the development of the relationship between the researcher and the lesbians. She
also found it was easier to understand the words that the lesbians used in the interviews due
being of the same generation.

The researcher’s sexual orientation (heterosexual, as an outsider), however, was considered to
be a potential influence on the data collection process. Prior to the interview, the researcher
and the participants would often engage in 15 to 30 minutes of informal conversation, and it
was at this point that the individuals would often enquire whether the researcher was a
lesbian, too. When the researcher was acknowledged as a heterosexual, more questions were
asked by the participants in terms of the motivation for conducting the study and the
researcher’s views on homosexuality. The researcher was identified as an outsider of the
subgroup by the participants, and this was considered to develop barriers between the
interviewer and the interviewees at the beginning of the interviews. For example, some
participants expressed: ‘I do not think you will understand why we think ...” The participants
usually used the word ‘we’ to refer to Taiwanese lesbian women and to make a distinction
between the researcher (heterosexual) and this group of lesbians. When the researcher met

with this situation, she asked the participants to explain further their own views, feelings and
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past experiences of not being understood regarding the above-mentioned issues, by asking
questions such as ‘Can you explain what you mean....?” or “What do you mean...?” These
questions assisted the researcher in clarifying the ideas that the participants reported and to
identify the factors that influenced the lesbians’ behaviour and intentions regarding breast

cancer screenings.

In addition, the researcher’s gender identity (feminine) was also considered to influence the
data collection when conducting the interviews with those participants who self-identified as
masculine lesbians. Three individuals mentioned that one of the reasons for taking part in the
study was their responsibility as masculine-identifying people to help ‘a woman/feminine
(the researcher)’. The researcher thanked them for their help and also indicated their right to
withdraw from the study at any time that they wished should the study topics make them feel
uncomfortable. In addition to the lesbians’ participation, the information provided by these
leshbians was also considered to be affected. They might have withheld relevant information if
they thought it might have caused them emotional discomfort or if they thought revealing it
might have gone against the strict codes of being a T within lesbian communities, such as that

Ts should conceal their female characteristics from Pos.

The researcher attempted to keep an open mind during the data collection period. Any
preconceptions or assumptions that were made were put aside. Asking ‘why’ was considered
to be valuable, which increased understanding of the phenomenon under investigation from
the participants’ points of view. In addition, discussions about the interview data with the
researcher’s supervisors were also useful. The researcher might not have been aware of some
key factors because she was immersed in the data or else too close to the information;
however, discussing the data with supervisors helped the researcher to clarify the key issues

and to notice her influence during the data collection and data analysis periods.

4.6 Data analysis

The data collection and data analysis occurred simultaneously in order to preliminarily
identify the factors influencing Taiwanese lesbians’ breast healthcare behaviour and
intentions and to assess whether the data had approached saturation. The data saturation in
this study occurred when no new theme (influencing factor) associated with Taiwanese

lesbians’ breast healthcare behaviour and intentions was identified.
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4.6.1 Constant comparative analysis

Constant comparative analysis was used to analyse the data collected from the qualitative
interviews. It is a process that involves taking one piece of data and comparing it with other
data that may be similar or different in order to develop conceptualizations of the possible
relationships between various pieces of data (Glaser & Strauss, 1968). Glaser and Strauss
also explain that the data can be compared with not only qualitative data from interviews,
documents and observations, but also related information found in existing evidence. The
differences and similarities in the data are explored. Ideas that are established within a
category are compared with those that previously emerged in the same category. Through
comparison, the properties and dimensions of the categories are produced and patterns are
developed which enhance the explanatory power of these categories (Holloway & Todres,
2007). It has been suggested to be useful for generating knowledge about common patterns
and themes within human experience (Thorne, 2000). According to the nature of the method,
constant comparative analysis was employed to identify the factors that influenced Taiwanese
lesbians’ breast healthcare behaviour and intentions in the present study. The researcher
attempted to compare the findings from the participants as well as with the existing evidence,
to find participants who held different views from the majority of the participants (negative
cases) and to understand how and why the differences occurred in order to identify the
important influencing factors (especially the factors associated with the women’s sexual

orientation) so as to develop a suitable questionnaire for the target population.

4.6.2 Computer-assisted qualitative data analysis software: NVivo audio-coding
Computer-Assisted Qualitative Data Analysis Software (CAQDAS) has been indicated to
have several advantages that assist researchers to manage data. It can be used to structure the
work, instantly access data, explore data, manage large volumes of data, search and
interrogate the database, and memao the ideas by using writing tools (Padgett, 2008; Robson,
2011). The computer software NVivo 10 was used in the present study to manage large
volumes of data, to assist the constant comparative analysis, and to do audio-coding directly
in NVivo 10 along with field notes and transcriptions, which only contained key information

about the influencing factors and the women’s breast healthcare behaviour and intentions.

Full transcriptions were not employed in this study. Traditionally, qualitative researchers
produce immense quantities of text from interviews because pure qualitative research

emphasizes deep exploration of the values, meaning, beliefs, thoughts, experiences and
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feelings characteristic of the phenomenon under investigation (Halcomb & Andrew, 2005). A
verbatim record is recommended as an accurate way of representing an interview, enhancing
the quality of the data analysis, and allowing the researcher to become more familiar with the
data (Evers, 2011; Matheson, 2007; Tilley, 2003).

Different views about transcribing interviews in mixed-methods research have been proposed
in the previous research. Halcomb and Davidson (2006) examined the issues that arise after
conducting interviews in mixed-methods research, with particular emphasis on the
transcription and data analysis phases of the data management, and they discussed the
necessity of transcribing all audio-recorded interview data verbatim, in particular in mixed-
methods investigations. Mixed-methods research uses a combination of data collection and
analysis procedures in either parallel or sequential phases (Teddlie & Tashakkori, 2009). It
has purposes that are disparate from those of pure qualitative or quantitative studies. Mixed-
methods research often uses qualitative data in conjunction with quantitative data to provide a
sense of confirmation of the data through the enhancement of the validity and confidence in
the findings, and a sense of completeness of the understanding of the concepts under
investigation (Halcomb & Andrew, 2005; Teddlie & Tashakkori, 2009). The research
questions within mixed-methods research often have a clearly different level of exploration
from those in pure qualitative studies. The use of analysis techniques seeks to identify
common ideas from the data and, consequently, does not necessarily require verbatim
transcripts (Halcomb & Davidson, 2006). Halcomb and Davidson (2006) suggest that audio-
coding with field notes can increase the representation and the cost-effectiveness of the data

management, in particular in health services research and evaluation.

Similar views can also be seen in Wainwright and Russell’s (2010) research. The researchers
tested whether the analytical process of thematic coding, previously employed in the analysis
of text-based data, can be replicated by working exclusively with audio-recordings using the
applications available in NVivo. This ability has been suggested to increase an interview’s
confidentiality when it is considered inappropriate to outsource the transcription to a third
party, to allow researchers to focus on analysing and understanding the data instead of
making descriptive transcriptions, to keep close to the original data, and to save time and
money. The software has also been found to facilitate working with audio based on the same

process that the researchers are accustomed to with transcripts — systematic and rigorous
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analysis — allowing researchers to work through an entire interview without neglecting

sections, annotating and writing memos along the way (Wainwright & Russell, 2010).

In the present study, full descriptions were ‘not’ used for the following reasons. Firstly, it was
considered to be inappropriate to outsource the transcription to a third party due to the
participants’ sexual orientation. The voice of one of the lesbians might be identified by the
individual transcribing the recording if they happened to know the leshbian. Unpredictable
situations and harm might arise for the lesbian. Hence, the researcher did not choose to
outsource the transcription to a third party. Secondly, it was thought that transcribing the
recordings by the researcher herself would be time consuming and it might have required the
researcher to spend a lot of time transcribing the recordings instead of focusing on the data
analysis. As mentioned in Chapter 3, one of the drawbacks of the mixed-methods sequential
exploratory design is that it requires a substantial length of time to complete both the data
collection phases. Thus, in order to ensure that the researcher focused on the data analysis,
stayed close to the original data and worked within the time constraints, NVivo audio-coding
was used to analyse the interview data along with the field notes and transcriptions, which
contained key information. It has been suggested that this method can be used to narrow the
gap during the analytical process, as the researcher is sensorially closer to the data
(Wainwright & Russell, 2010).

However, some practical challenges of NVivo audio-coding have been proposed by previous
researchers (Wainwright & Russell, 2010). Wainwright and Russell have raised the criticism
that the audio data is hard to review and locate. It is more difficult to stop and rewind an
interview than it is for the researcher’s eyes to move back and forth across a printed page. In
addition, researchers have to listen to the recordings several times in order to make sure that
they do not misunderstand the data and categorize it into the wrong category, and that they
select the most appropriate quotation that they would like to transcribe fully and use in

publications.

In the present study, the above drawbacks were dealt with by re-listening to the recordings at
least seven times in order to ensure that the data were understood and categorized correctly
by the researcher and to locate the data accurately (i.e., when the reported issue started and
when it ended). In mixed-methods studies, although the need for transcriptions when

analysing the interview data by using NVivo audio-coding has been a matter of argument, the
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transcriptions contained ‘key information’ and were imported into NVivo in this study.
Therefore, the researcher could listen to the recordings and read the written words
concurrently in order to narrow the gap between the data and the researcher. Details of how
the researcher decided what ‘key information’ was transcribed, how she made the
transcriptions and the advantages and disadvantages of this method of transcribing the data

are provided and discussed in the following section.

4.6.3 Data analysis procedure

There were five steps in the data analysis process, which were developed based on Halcomb
and Davidson’s (2006, p. 41) data management steps in order to manage the interview data
through a reflexive, cost-effective and constructive process. These steps are described in the
subsequent subsections.

Step 1: Making field notes and reflective journalizing immediately after an interview

After each interview, the researcher made field notes to record the interview setting, the
interactions between the interviewer and the interviewee, observations on the interviewee’s
reactions during the interview process and a reflection of the interviewer’s influence. A form
was used to help the researcher to record and to reflect upon the interview (Appendix 10,
p.298). Any major concepts, ideas or issues raised by the participants were documented. For
example, when a participant expressed that their main concerns about having a breast cancer
screening were strongly related to their gender identity and gender role, the researcher
recorded the influencing factors and paid attention to whether they were also reported by
other participants. Initially, the researcher did not have any related knowledge regarding
lesbians’ gender identities, and did not realize that these were important influencing factors.
After the first few interviews, she found that the lesbians’ gender identities and gender roles
were mainly associated with the lesbians’ views, beliefs, behaviour and decision-making in
their daily lives. The researcher reflected that her social background might have led to
misunderstandings or incorrect assumptions in relation to the information provided by the
participants. Hence, during the subsequent interviews, when the participants reported their
breast healthcare concerns or past experiences in relation to their sexual orientation and
gender identity, the researcher encouraged the women to explain further by using the
questions: ‘What do you mean by...?” or ‘How does it relate to your actions, intentions or

views regarding...?’
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Step 2: Listening to the audio recording and amending/revising the field notes

After the researcher completed the field notes and the reflective journal, the researcher
listened to the recording, consulting the notes in order to ensure that the notes provided an
accurate reflection of the interaction. The recording was compared with the notes and the

notes were revised where necessary by the researcher.

Step 3: Listening to the audio recording and making transcriptions concurrently

After the field notes and reflective journal were completed, the audio recording was listened
to at 0.5 speed using the Sony Sound Organizer. Due to the majority of the interview settings
being public places, this software was used to improve the sound quality of the interviews
and to minimize background music and noise such as chatter by employing the N- (Noise) cut

function.

During this stage, each recording was listened to carefully by the researcher and a selective
transcription was made concurrently. Although the necessity of transcription in mixed-
methods research has been debated (Halcomb & Davidson, 2006; Wainwright & Russell,
2010), selective transcriptions were made in the present study in order to help the researcher
to identify and summarize the influencing factors, to assist the questionnaire’s development

and to provide illustrative data for the findings chapter when writing the thesis.

Unlike traditional word-by-word transcription, the data for when the participants reported the
influencing factors were selectively transcribed; for example, their concerns and/or past
experience of performing a BSE or having a mammogram. The researcher identified the
influencing factors while listening to the recordings and only transcribed key phrases. An

example of the transcriptions used in the present study can be seen below.

Physicians and intentions towards having a mammogram and CBE

“Some lesbians feel uncomfortable about seeing a physician
Some physicians are friendly
Some are not because they do not know how to be friendly ”
(1D 13, Po, 30 yrs)
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This method of transcribing the data was used to help the researcher to understand, interpret
and categorize the data because she could read what factors were related to the participants’
breast healthcare behaviour and intentions, and how frequently the women reported the
influencing factors. The researcher could get an overall idea of what factors were ‘important’
and specific to the participants, and she therefore chose these factors to design the

questionnaire for the second phase of the study.

However, this strategy might cause the researcher to miss some of the key words and/or
terms, and therefore might lead to incorrect interpretations of the data, the wrong
categorization of the data and/or inappropriate choice of factors for the questionnaire’s
design. In order to avoid missing key words or terms when listening to and transcribing the
recordings concurrently, the researcher repeated this process at least three times before
doing a more detailed data analysis. In addition, during the coding process, the researcher
did the coding of both the audio recordings and the transcriptions so as to ensure the rigour

of the study.

During this period, the preliminary data analysis was begun. The researcher attempted to
obtain an overall understanding about the influencing factors in relation to the participants’
behaviour and intentions regarding having breast cancer screenings, and to confirm what
factors have already been proposed in previous research and what was specifically identified
from the interviews. In the first five interviews, some factors were found to be strongly and
specifically related to the participants’ behaviour and intentions regarding having breast
cancer screenings, in particular gender identity. In the following interviews, questions about
the lesbians’ gender identity and how it was related to their breast health were asked by the
researcher in order to obtain a deeper understanding about the relationship between this factor
and the lesbians’ behaviour and intentions. In addition to gender identity, as more interviews
were conducted with the lesbians, more important factors emerged. The researcher constantly
compared the interview data for the lesbians with the existing evidence and added questions
about the influencing factors which were found to be mainly and specifically associated with
the women’s breast healthcare behaviour and intentions, such as the lesbians’ partners’
support and the lesbians’ views about their own breasts. These questions were asked in the

following interviews.
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Step 4: Audio-coding: open coding and axial coding

Corbin and Strauss’s (2008) approach (grounded theory) was used as the method for
analysing the interview data in the present study because of the purpose of the qualitative
interviews, the researcher’s lack of experience in analysing qualitative data, and the detailed
data analysis process proposed by Corbin and Strauss (2008). Usually, this approach is most
useful when little is known about the topic or a phenomenon, and it is used to generate a
theory via the strategies of open coding, axial coding and selective coding (Holloway &
Todres, 2007). It should be noted that the purpose of the present study was to explore the
factors associated with Taiwanese lesbians’ breast healthcare behaviour and intentions, not to
build a theory. However, Corbin and Strauss (1990) indicate that if researchers are simply
concerned with exploring or describing phenomena, open coding and axial coding would
complete the analysis. The aim of open coding is to break down and conceptualize the data,
and should start as soon as the researcher has collected the data. Types of coding include
descriptive coding (for example, ‘accepting advice’) and in vivo coding (a direct quotation
from the data). Robson (2011) suggests that open coding is essentially interpreting rather
than summarizing. Axial coding involves linking together the categories developed through
the open coding process (Robson, 2011). Corbin and Strauss (2008) indicate that axial coding
leads to an understanding about the central phenomenon associated with an idea in terms of
the context, the conditions that gave rise to it, the action and interaction strategies by which it
is dealt with and their consequences.

During this stage, the audio recordings, field notes, reflective journals and transcriptions were
imported into NVivo 10. Each interview was listened to again in consultation with the
transcription. The data were examined for each concept that the participant proposed. Open
coding was made directly in the audio recording using NVivo 10. Segments of the recording
were attached with the transcriptions (an example can be seen in Figure 4.1). Thus, the
researcher could retrieve the data (from the transcriptions or the recordings) easily when she
examined the diagram of the influencing factors.

During the open coding, the researcher considered a set of questions; for instance, ‘What is
gender identity?’, “What is meant by being a T, Bufen or Po?’, ‘Why is it so important to
maintain gender identity?’, etc. The codes were then examined for similarities and
differences, and compared and clustered together to create categories. These categories were

systematically compared and contrasted to establish more inclusive categories.
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Figure 4.1: Open coding
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Variations within the categories were investigated through constant comparison and by
investigating negative cases. The search for negative cases, which seemed to contradict the
emergent themes or categories, was an analytical strategy that aimed to improve the quality
of the research accounts and acknowledge the importance of multiple perspectives (Seale,
1999). In this study, the researcher compared the audio-coding, subcategories and categories
with/within the participants. When a view was reported which was different from that of the
majority of the participants, the reasons for contributing the view would be considered and
the women’s social and demographic background and their past experiences in relation to the
topic would be compared to their counterparts. For example, the majority of the lesbians
preferred a female healthcare physician to provide breast healthcare services to them;
however, two out of the 37 participants expressed their preference for a male healthcare
provider. In this case, the researcher considered the variation by comparing the two lesbians’
gender identities, gender role expression, age ranges and views about their own breasts,
breast cancer and breast cancer screenings with those of the lesbians who preferred a female
physician. The audio recordings were listened to at least five to seven times in order to ensure
the accuracy of the coding, to avoid misunderstanding what the participants really meant, and

to distinguish the differences and similarities among the participants.

Codes and categories were developed quickly during the early stage of the research. A

number of influencing factors associated with Taiwanese lesbians’ breast healthcare
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behaviour and intentions were identified. By the end of the data collection, no new themes
emerged, the categories became saturated and their relationships were established. Memos
and diagrams were used throughout the data analysis process to document the analytical
process and record ideas about the emerging codes and categories and their relationships.

Step 5: Data presentation

Writing up qualitative findings includes presenting quotations to enable the reader to assess
how the findings have been derived from the data. Quotations give the reader an insight into
the participants’ experiences, exemplifying, illustrating and illuminating the findings
(Holliday, 2002). As mentioned previously, the challenges involved in using NVivo audio-
coding are the difficulty in reviewing and locating particular utterances and it being hard to
decide where and when to present an audio quote (Wainwright & Russell, 2010). These
challenges also existed during the data analysis process in this study. Therefore, the
researcher attempted to overcome these challenges by listening to the recordings five to seven
times to ensure when the participant started and finished talking about a particular issue, to
check that all of the key words, terms and phrases had been transcribed, and that the audio
quote was related to the issue discussed. The selective transcriptions were modified, if
needed. They helped the researcher to review and locate utterances and to select the most

appropriate quotations to use in the thesis.

In addition, how the researcher selected the quotations presented in the thesis was related to
a variety of purposes, including: 1) showing variation in the lesbians’ experiences (including
negative cases) or their concerns; 2) providing vivid descriptions that encapsulated the
lesbians’ concerns or experiences, extracts that involved multiple features of a theme or
which best exemplified a particular category or theme. The researcher attempted to ensure
that particular participants’ views did not dominate the findings and that they reflected how
the researcher was making these decisions while selecting the quotes, which as has been
suggested are subjective decisions (Richardson, 1990).

4.7 Ethical considerations and the researcher’s safety issues

Ethical approval for conducting the qualitative interviews was obtained from the Research
Ethics Committee 3 at the University of Manchester (Appendix 11, p.299). According to the
study’s aim, methods and target population, four ethical issues were identified within the

study, including informed consent, confidentiality, autonomy and potential harm.
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1) Informed consent

Consent should be obtained before an interview is conducted. Detailed information related to
the nature of the research needs to be provided before obtaining consent from the participants
(Allmark et al., 2009). In addition, potential participants should be provided with adequate
time to reflect upon the implications of participating and so as to not feel pressurized into
taking part (Tod, 2007).

In the present study, each of the participants was given a written information sheet that
contained information associated with the research’s purpose, method and process, the rights
of the participants, and the benefits and potential harm of participating in the study. A
minimum of 24 hours and up to as long as they wished to take during the research’s data
collection period (August 2012-October 2012) was given for all the participants to read the
information sheet and decided whether or not they wished to participate. In addition, the
researcher went through the information sheet and the consent form with the participants to

ensure that they fully understood the study before the data collection commenced.

2) Confidentiality

Platzer and James (1997) point out that lesbians and gay men have concerns about their
confidentiality when taking part in studies. The names and identities of the interviewees
should not be revealed in the process of data collection, analysis and reporting of the study so
as to protect their anonymity and confidentiality (Tod, 2007). Studies conducted with
homosexual people in the US have used pseudonyms as a method to obtain informed consent,
to encourage homosexual individuals to participate in studies (Kitts, 2010; Zaritsky & Dibble,
2010) and to protect their confidentiality and anonymity (Chur-Hansen, 2004; Lark &
Croteau, 1998).

Homosexual people are a hidden subgroup in Taiwanese society. Wang (2010) reports that
Taiwanese lesbians usually use pseudonyms instead of their real names when talking about
themselves with their friends and even family members. Therefore, Taiwanese researchers
usually use pseudonyms as a method to obtain consent from the participants and the
interviews are also conducted using pseudonyms (Chen, 2008; Hong, 2013; Yeh, 2012).
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In the present study, the signatures on the consent forms were collected with either the
participant’s real name or a name that the interviewee preferred to be called by during the
interviews in order to ensure that the participants felt safe and anonymous when participating
in the study. During the interview process, the privacy and confidentiality of the interview
setting were managed carefully. As mentioned, when the interview was conducted at a cafe,
tea room or restaurant, the researcher went to the location 30 minutes earlier and took a more
secluded table. Before the interview started, the researcher asked the participant whether the
place was appropriate to discuss the topics associated with breast cancer, breast screenings
and their views on their own breasts. All of the interviewees who chose to have their
interview at a coffee or a tea room agreed to stay in the same places and expressed that they

felt comfortable enough to talk about the topics in those settings.

Each participant was given an identification number and their data was coded using this ID
instead of their name or pseudonym. In addition, any identifying details in the transcripts and
reports were changed in order to maintain the participants’ privacy and confidentiality. The
written consent forms were stored in a locked cabinet. Information stored on the researcher’s
laptop and portable hard disk drive was password protected and the passwords were held by

the researcher alone.

3) Autonomy

Before the interview started, the participants were informed that they had a right to withdraw
at any time from the study without giving a reason. In addition, during the interview, when
the participants showed signs of being too uncomfortable to talk or expressed that they did
not like to discuss or to think about their own breasts, the researcher asked if they would like

to stop the interview, take a break or move on to other questions.

4) Potential harm

Potential harm can occur to both the interviewer and interviewee. Some interview questions
may be sensitive for the participants, which can result in emotional distress (Clarke, 2006;
Smith, 1992), while the potential risks related to the researcher fall within the area of
personal safety (Tod, 2007). Any potential harm which might have been caused to the
interviewees was managed by providing them with detailed information regarding the study,
obtaining informed consent from the participants, and providing lists of support groups and

their contact details in case the participants needed support. During the data collection,
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questions associated with breasts and breast cancer might cause the participants distress,
embarrassment or anxiety. Therefore, the researcher tried to be sensitive and use words that
did not make or express judgments. For example, when the interviewer asked a masculine-
identity lesbian’s views about her own breasts, she reported that she did not want to think
about the issue. It was a ‘boring’ issue for her to talk about. During that period, the researcher
observed the individual’s body language and asked the individual whether she would like to
move on from the issue. The purpose of stopping the topic was to protect the participant from
emotional distress. In addition, two Taiwanese lesbians were consulted to ensure that the
topic guide, poster, participant information sheet and consent form did not imply judgments

or sexual discrimination.

The interviewer’s safety was managed by following the lone worker policy which was
proposed by the University of Manchester. For example, when arranging the interviews, no
interview was arranged after 5 p.m. in a participant’s house or after 7 p.m. at a cafe, tea
room or restaurant. The researcher’s status was followed by one of her family members
when conducting the interview. An address, a mobile phone number and a time when she

should call back were given to family member person.

4.8 Rigour in qualitative research

Arguments in relation to the criteria or standards that should be used to assess the rigour of
qualitative research have been proposed by previous researchers. Some researchers argue that
qualitative research shares the same philosophical underpinning as quantitative work, and that
therefore the same criteria should be applied to both types of research, for example, validity,
reliability and generalizability (LeCompte & Goetz, 1982).

However, some qualitative researchers refuse to use the terms ‘validity” and ‘reliability’ due
to the association of the terms with the quantitative research tradition, and the assumption
implicit in their definition that research can be entirely objective and free from bias
(Holloway & Wheeler, 1996). Lincoln and Guba (1985) replaced reliability and validity with
the concept of ‘trustworthiness’ in qualitative research. The researchers believe that there are
multiple, constructed realities which change with time and context and are constructed by
both researchers and research samples. Guba and Lincoln therefore reject the use of external
validity (generalization) as a means of evaluating qualitative studies because they believe that

absolute comparability between different research settings is impossible, even if a similarity
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may exist. To reflect the differences between qualitative and quantitative research, in the
1980s, Guba and Lincoln replaced reliability and validity with the concept of
‘trustworthiness’ in qualitative research, which contains four aspects: credibility,
transferability, dependability and confirmability. The definitions of the four criteria are as
follows (Baxter & Eyles, 1997; Lincoln & Guba, 1985):

(1) Credibility (comparable with internal validity) is the authentic representation of
experience;

(2) Transferability (comparable with external validity) means that the collected data fits
within contexts outside the research situation;

(3) Dependability (comparable with reliability) aims to minimize interpretative
idiosyncrasies and can be achieved through an auditing process;

(4) Confirmability (comparable with objectivity) refers to a degree of neutrality or the extent
to which the findings of a study are shaped by the respondents and not researcher bias,

motivations, interests or perspectives.

Several strategies were suggested to enhance the rigour of the qualitative interviews,
including purposive sampling, self-reflection, peer debriefing, negative case analysis, taking
field notes and audio-recording (Baxter & Eyles, 1997; Corbin & Strauss, 2008; Flick, 2006;
Fossey et al., 2002; Thomas & Magilvy, 2011). In order to enhance the rigour in the present
study, purposive sampling, a reflective journal, regularly meeting with the supervisors,

negative case analysis, field notes, audio recordings and memos were employed.

Purposive sampling was used to ensure that the participants represented a maximum variation
of characteristics. The recruitment took place in the five lesbian organizations and one
bookstore, which were located in different areas of Taiwan, and each LGBT organization and
community was recruited five to seven lesbians. The sampling strategy was employed to
enhance the credibility and transferability of the study.

A reflective journal was used throughout the study’s data collection and analysis to help the
researcher to assess her influence, possible misinterpretations of the data and incorrect
assumptions. Corbin and Strauss (2008, p. 33) suggest that “the more we are aware of the
subjectivity involved in data analysis, the more likely we are to see how we are influencing

interpretations.” For example, the researcher’s sexual orientation (heterosexual) and gender
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identity (feminine) were considered to be influences when the participants reported what their
breast healthcare concerns were in relation to their sexual orientation and gender identity, and
these might have affected the participants’ decisions regarding how much or the depth of the
information they were going to disclose. During the data analysis period, sensitivity to the
data could be another issue in relation to the researcher’s sexual orientation and gender
identity. She could have misunderstood or misinterpreted the data provided by the
participants. Reflective journalizing helped the researcher to be aware of her own influence
and possible misunderstandings, misinterpretations and incorrect assumptions, and so

enhanced the credibility of the study.

Regular meetings with supervisors (peer debriefing) were held to enhance the rigour of the
study. The data collection and data analysis were discussed with the supervisors so as to
understand the interviewer’s effects and the interpretation of the data. For example, the
researcher initially attempted to understand and explain the masculine lesbians’ views about
their own breasts by using previous research conducted with ‘lesbians’ and/or ‘women who
partnered with women/the same gender’. However, she could not explain why some of the
masculine-identity lesbians did not want their own breasts and even felt guilty about her own
female characteristics. During a discussion with the supervisors, studies which had been
conducted with ‘transgender people’ (female-to-male; FtM) that explored the relationship
between the individuals’ gender identities and body image, were suggested in order to assist
the researcher to understand how these masculine-identity lesbians viewed their female
characteristics and constructed their body image. Their comments corresponded with the
existing evidence which showed that some transgender people may identify themselves as
heterosexual, homosexual or bisexual (I0OM, 2011). Of the masculine lesbians, some of the
individuals’ views and beliefs about their own female characteristics were found to be similar

to those of the ones who self-identified as FtM.

The negative case analysis method was used to examine the reasons for any differences that
emerged to enhance the credibility of the study. In addition, field notes, memos and audio

recordings were also available for scrutiny to improve the dependability of the study.

Member-checking has been suggested by researchers as a means of validating the analysis by
asking the members (participants) to check particular aspects of the interpretation of the data
they have been given (Lincoln & Guba, 1985; Doyle, 2007; Merriam, 1998). Some
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researchers, on the other hand, have proposed several drawbacks and problems in using
member-checking (Angen, 2000; Carlson, 2010; Morse, 1994; Sandelowski, 1993). Member-
checking may lead to confusion rather than confirmation because the participants may change
their minds about the issue, because the interview itself is seen (which may have an impact
on their original assessment), and because new experiences (since the interview was
conducted) may have occurred. Both the researchers and the members are stakeholders in the
research process and they have different experiences and backgrounds. These differences
may result in conflicting ways of making interpretations. The participants may disagree with
the researcher’s interpretations and then the question of whose interpretation should remain
becomes a problem. In addition, the roles of the participants (sample) and the researcher
(scholar) are different. Different roles may result in different ways of interpreting and
reacting to data. In the present study, member-checking was not used. In addition to the
drawbacks and the problems proposed by previous researchers, the main reason for not using
this approach concerned the characteristics of the target population as a vulnerable group.
When designing this study, one of the main ethical issues was the participants’
confidentiality. In order to protect the interviewees’ confidentiality, the researcher deleted the
participants’ personal information after each interview had been conducted; for example,
their email addresses and mobile phone numbers. On the information sheet, the researcher
assured the participants that she would not contact them again after the interview was
conducted so as to increase the participation rates. Therefore, this method was not actually

appropriate for the study population and the study design.

4.9 Summary

A total of 37 Taiwanese leshians were recruited from five leshian organizations and one
feminist bookstore in North, South, West and East Taiwan. Purposive sampling and
snowball sampling were used to recruit participants with varied characteristics. The data
collection and analysis were carried out concurrently using constant comparative analysis
with NVivo 10’s audio-coding. The ethical issues involved in the study were considered and
the researcher attempted to manage them throughout. These issues included informed
consent, confidentiality, autonomy and potential harm. In order to enhance the rigour of the
study, methods such as purposive sampling, self-reflection, peer debriefing, negative case

analysis, field notes, memos and audio recordings were employed.

93



Chapter 5: Phase one — findings
5.1 Introduction
This chapter presents the factors that significantly affected the lesbians’ breast healthcare
behaviour and intentions due to their sexual orientation. Four themes emerge from the
analysis, namely: 1) gender identity; 2) gender role expression; 3) partner support; and 4)
patient-provider interaction. Other factors, such as the perceived benefits of breast cancer
screenings, are not presented in this chapter because they were also factors influencing
Taiwanese heterosexual women’s breast healthcare behaviour. However, these factors served
as references when the researcher developed a questionnaire for the online survey (see
Chapter 7: instrument development).

At the beginning of this chapter, the participants’ demographics and their breast healthcare
behaviours are described, followed by a presentation of the findings under the four themes.

At the end of this chapter, a summary is provided.

5.2 Demographics and breast healthcare behaviour

A total of 37 self-identified lesbians and women who partnered with women participated in
the qualitative interviews. Of these women, 20 were recruited from North Taiwan, five from
Central Taiwan, five from South Taiwan and seven from East Taiwan. Details of the
participants’ demographics and their reported breast healthcare behaviour can be seen in
Appendix 12 (p.300).

The age range of the women was between 21 and 57 years, with a mean age of 32.4 years.
Over 90% of the women were aged between 20 and 44 years and were not eligible for free
mammograms. Six out of the 37 women had a family history of breast cancer and one was
uncertain. Twenty-five women were employed full-time while five were students, two were
employed part-time, two were retired and three were unemployed. Around three-quarters had
been educated to a high level, with a college or graduate degree. Almost half of the women in
this study had no religion and two-fifths were Buddhists or Taoists. Regarding their
relationship status, 22 women were partnered with women, 14 were single and one was
married to a woman. As gay marriage has not been legalized in Taiwan, the woman who
reported her relationship status as ‘married to a woman’ did not have legal marriage status in

Taiwan.
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Of the 37 participants, eight reported that they performed BSEs regularly, while one reported
that she had performed it once, 15 reported that they had performed it irregularly and 13
reported that they had never performed it. Thirty-one of the women reported that they had
never had a CBE and one reported that she had undergone it regularly. Among the 37
participants, only one woman reported that she had had mammograms regularly, although she
was not eligible for free mammography. Of the three women who met the free
mammography criteria, one reported that she had had the screenings irregularly, while one
reported that she had had a mammogram only once and the other reported that she had never

had one.

5.3 Gender identity

Interviewee (ID05, T, 23 yrs): If | need to take off my clothes and to be examined by a
physician, | will not have a screening.

Interviewer (YC): Why? Can you explain why you do not want to have a breast screening
performed by a physician? Because you need to take off your clothes?

ID 05: Um....I think this is because [ am a T. The screening will make me to feel very
uncomfortable.

YC: What makes you to feel the most uncomfortable?

ID 05: My body needs to be seen or touched by others. Because lamaT.

YC: Can you please explain what means by being a T? Why is it so important for you?
ID 05: Both I and my girlfriend think 1 am a man. But, some of my body parts cannot be

changed and they might cause problems and need to be screened, | will leave these problems.

It has been suggested that gender identity helps lesbians to structure expectations regarding
personal identity, social interactions and romantic exchanges within lesbian culture
(Halberstam, 1998; Levitt et al., 2003; Levitt & Hiestand, 2004). Among those participating
in the qualitative interviews, gender identity was found to be an important factor influencing

the lesbians’ breast healthcare behaviour and intentions.

Four categories of gender identity were reported by the lesbians in this study: T, Po, Bufen
and Bufen pian T. These gender labels were described to help these women not only in
structuring their personal identity, social interactions and relationship with their partners but
also to help them in making decision regarding their daily life and health care. These gender
identities were found to be strongly related to the participants’ body image and attitudes
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towards and beliefs about breast cancer and breast cancer screenings. These attitudes and
beliefs were identified as inhibitors or factors that facilitated the women’s breast healthcare

behaviour and intentions.

5.3.1 Self-identificationasa T

The majority of the participants self-identified as T in the study. Two different groups of Ts
were noted among these participants: 1) those who identified themselves and constructed
their gender role based on the mainstream Taiwanese lesbian culture in order to meet social
expectations (masculine-identity lesbians within a lesbian relationship); and 2) those who
identified themselves as male and constructed their masculine role in order to meet their own
expectations (transgender butch). Whether their gender identification or appearance was
constructed in order to meet social expectations or their own expectations, both groups of Ts
were found to have negative intentions in relation to breast cancer screenings and any

relevant information due to their masculine identity.

In the first group of Ts, strict codes for being a T within lesbian communities were identified
as a barrier for these masculine-identity lesbians to obtaining information related to their own

breasts:

“I have never tried to look for any information about that [my breasts], because [am a T.”

(ID 10, T, 36 yrs)

Chao’s (2000; 2001) research found that strict codes for being a T were adhered to by
masculine-identity lesbians in constructing their gender roles and meeting social expectations
within the lesbian community (for example, masculine acts and a de-feminized appearance).
In the current study, the codes for being a T were found to not only influence the Ts’
appearance and acts, but also to affect their body image and their views about their own
breasts, breast cancer and breast cancer screenings. Seeking information relating to their
female characteristics was considered to go against the codes for being a T, and it led to the
masculine-identity lesbians developing negative intentions as regards breast cancer

screenings, whether BSE, CBE or mammograms.

Among the second type of Ts, inconsistent notions of masculine identity and their physical

sex were found to be barriers to breast cancer screenings:
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“I am a man with a female body.”

(ID 22, T, 47 yrs)

“Sometimes, Ts have a very bad relationship with their own bodies. Some Ts are transgender — transgender in
mind. They #ry to ignore their own female characteristics.”

(ID 12, T, 30 yrs)

Lee (2009) has suggested that butch lesbians play a substantial role in transgender
communities. Transgenderism is a state whereby an individual’s gender identity differs from
the sex originally assigned to that individual at birth or whereby an individual’s gender
expression varies from what is traditionally related to or typical for that individual’s sex
(IOM, 2011). The term ‘transgender butch’ was proposed by Halberstam (1998), who argued
that transgender butch describes a form of gender transition that was found to be strongly
associated with the individual’s sexual subjectivity, sense of embodiment and even gender
legitimacy. Transgender butch lesbians are different from those individuals who are FtM due
to the women’s anatomy. Butch lesbians do not undergo sex reassignment surgery in order to
alter their female anatomical traits. All of the transgender butch lesbians in the current study
maintained their female characteristics, whether this was because of traditional Chinese
culture or societal expectations (this will be discussed in Section 5.4). The individuals
possessed a masculine identity and constructed their male appearance in order to meet their
own expectations and to avoid body image disturbance. However, these expectations and the
actions taken to avoid body image disturbance were found to inhibit them in thinking about
issues relating to their female characteristics or in obtaining relevant information and

approaching the relevant services.

Whether the Ts identified themselves as masculine within their relationships and constructed
their male appearance in order to meet social expectations or their own expectations,
masculine identity was found to be strongly associated with the Ts’ body image. ‘Body
image’ refers to a person’s cognitive perceptions and attitudes about his or her own body,
particularly his or her physical appearance (Cash & Pruzinsky, 2002). Kraemer et al. (2007)
found that transgender people, particularly preoperative transgender people, felt insecure and
unattractive due to their concerns about their body image. In this study, both groups of Ts
tended to feel disconnected from their female body characteristics because of the discordance

between their female body and their masculine identity, especially their breasts and genitalia.
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In addition, such discordance could cause physical or emotional discomfort and lead to

negative intentions in relation to breast cancer screenings:

“I feel annoyed when I think about breast cancer screenings. Why do we need the screenings? | do not want to

s

think about them.’
(ID 17, T, 22 yrs)

Emotional discomfort was reported by this participant (ID 7) when thinking about breast
cancer screenings. The woman’s body did not meet her expectations regarding being a man,
and the discordance between her female body and her masculine identity was found to lead to

an emotional reaction and a negative intention regarding screenings.

Due to the inconsistency between the female characteristics and masculine identities of the
Ts, the risk of revealing their physical sex was reported as an inhibitor in relation to breast
cancer screenings. The Ts in this study constructed and maintained their gender identity by
adopting a masculine appearance in daily life. However, the procedure for breast cancer

screenings and the title ‘breast screening’ forced the women to acknowledge their physical

sex, which they were trying to hide:

“When I walk in the street, most people will think that I am a man and it will make me happy. But if I walk into
a hospital, | suddenly become a woman. | cannot pretend that | am a man in a hospital. Physically, I cannot

change it.”

(ID 05, T, 23 yrs)

“....any title but ‘breast screenings’. Probably, ‘physical examination’ or something else. I think the title
[breast screenings] ... To be honest, I do not know which title would be better, but the title should not be so
obvious. For me, it is very difficult to walk into a hospital and have a screening with the title ‘breast
screening’.”

(ID 02, T, 27 yrs)

Concerns about the risk of revealing their physical sex among the Ts were found to be related
to the lesbians’ body image and concerns about stigmatization. Having a breast screening
might cause the individuals to experience body image disturbance, because the action was
considered to be a symbol of the indirect acknowledgement of their physical sex, which the

lesbians sought to hide. In addition to the lesbians’ body image, another concern associated
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with the risk of revealing their physical sex was stigma. It was also a factor that inhibited the

women’s use of breast cancer screenings, and this issue will be presented in Section 5.4.

In order to avoid the physical or emotional discomfort caused by a negative body image,

denial was reported by the lesbians as a method to avoid body image disturbance:

“Because I am a T; I dress like a man... Although we look like men, something [my breasts] that we cannot
change can cause problems, and we have to have examinations for those problems. We will leave them alone.

We prefer to be blind on this issue and not to think about it.”
(ID 05, T, 23 yrs)

Denial was employed as a self-defence mechanism to maintain the balance between the
individual’s physical and psychological characteristics and to reduce the anxiety caused by
body image disturbance. For the participant, being a T was the same as being a man — or at
least being ‘like’ a man. Physically, the individual could do nothing to change her body due
to traditional Chinese culture and societal expectations (which will be discussed in Section
5.4); as such, she rejected or ignored the relevant information and services in order to
maintain her gender identity and body image. However, this self-defence mechanism resulted
in low utilization and a negative intention regarding breast cancer screenings, and even not

seeking medical help if she needed it.

In addition, among the individuals who ignored the available breast healthcare resources
(information and the screenings) and their symptoms, some of them reported that they had a
similar — or the same — risk of getting breast cancer as men, due to their masculine identity:

“I do not think I will have breast cancer. It is very strange to think that I have a chance of getting breast cancer,
because breast cancer is a disease for women. | do not want to admit that | have a chance of getting the
disease. ”

(ID 05, T, 23 yrs)

“What I think is that women have a bigger chance of getting breast cancer than men. We (Ts) identify as

masculine, so we do not even want to know about it [breast cancer].”

(ID 02, T, 27 yrs)

Even though the individuals had female body parts and could not change them, they adapted

their thoughts and actions according to what they perceived to be men’s thoughts and actions
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in order to avoid body image disturbance. They did not simply ignore external resources and
symptoms; the women chose to believe that they had the same (or similar) breast cancer risk
as men, and internalized the idea of perceiving a lower risk of having breast cancer than
women (whether temporarily or permanently). Due to them perceiving a lower risk of getting
breast cancer than ‘women’, the Ts tended to express negative intentions regarding breast

cancer screenings.

On the other hand, although the Ts held negative breast healthcare intentions and suggested
that they would never have a breast cancer screening, feelings of discomfort and pain in their
breasts were found to be reasons that might encourage some of the Ts in the study to have

CBEs or mammograms:

“I will not have a screening unless | feel pain or discomfort.”
(ID 22, T, 47 yrs)

For this T (ID 22), feelings of pain and discomfort in her breasts were thought to be signs of
breast cancer. Breast pain is not normally a sign of breast cancer (Breast cancer care, 2013);
however, it was found to motivate the T’s breast healthcare behaviour. For the T, the benefits
of breast cancer screenings and the risks of possible harm were weighed against each other
when the individual had to decide whether she would like to have a breast screening in a
hospital. For example, having a mammogram in a hospital might help with the early detection
of breast cancer (i.e., a benefit), but her gender identity would be revealed due to the
procedure and, consequently, cause the woman body image disturbance (i.e., harm).
However, when feeling pain or discomfort (which meant that the individual perceived her
susceptibility to getting breast cancer), the T would tend to choose to have a breast screening,

although it depended upon how the individual weighed the various benefits and risks of harm.

5.3.2 Self-identification as a Po

As a counterpart to Ts, Pos play a ‘female’ role within lesbian couple relationships. Gender
role and identity among Pos were suggested as being similar to those of heterosexual women
in Taiwan (Chao, 2000; 2001). In the present study, the Pos played a female role in their
relationships and presented themselves with a feminine appearance and actions. Body image
disturbance did not appear to be a barrier to breast cancer screenings among the Pos.

Regarding the Pos’ attitudes towards and beliefs about breast cancer and breast cancer
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screenings, their susceptibility to breast cancer was reported to be the same as for

heterosexual women:

“I check my breasts at least once a month. I do it when I take a shower-... I think | have a high chance of getting

breast cancer in the future because it is the most common cancer among Taiwanese women.”

(ID 31, Po, 28 yrs)

In Taiwan, monthly BSEs are recommended to women to detect breast cancer early by the
Taiwan Breast Cancer Foundation, the Taiwan Clinical Oncology Research Foundation and
the Taiwan Breast Cancer Alliance. As she is a ‘woman’, this participant believed that she
had the same chance of getting breast cancer as heterosexual women, and therefore she
followed the recommendation and performed monthly BSEs just like women in general.

On the other hand, perceiving a lower risk of getting breast cancer was identified as a barrier
in relation to some of the Pos’ breast healthcare behaviour and intentions. Being too young to

get breast cancer and having no family history of breast cancer were reported by the Pos:

“I do not think it will happen to me. I am only 21 years old.”
(ID 15, Po, 21 yrs)

“I do not have a family history of breast cancer. I do not need a breast examination... I do not think I have a
chance of getting breast cancer.”

(ID 36, Po, 33 yrs)

Whilst the barriers for the Ts were strongly associated with their masculine identity and body
image, the barriers for the Pos were mainly related to the risk factors of breast cancer rather
than their feminine identity. Age (Bouwens et al., 2012; Hankinson et al., 2004; Héry et al.,
2008; Rossi, 2008) and a family history of breast cancer (Claus et al., 1994; Newman et al.,
1995; Thompson, 1994) are known risk factors for breast cancer and these resulted in the

participants’ negative intentions regarding BSE.

Feeling embarrassed about the procedures for CBEs and mammograms were described as

barriers to the Pos having screenings:
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“Breast examinations would make me feel embarrassed. It is very strange for my breasts to be touched by
someone [ am not familiar with.”
(ID 08, Po, 26 yrs)

“I do not want to be screened. Although I do not feel embarrassed about my own body, I do not like to be naked

in front of strangers.”

(ID 13, Po, 30 yrs)

In the present study, feeling embarrassed was reported by both the Ts and the Pos as an
inhibitor of their breast healthcare behaviour and intentions. For the Ts, feeling embarrassed
was significantly related to their masculine identity, the potential risk of revealing their
physical sex and their body image. Among the Pos, embarrassment was found to be mainly
related to the screening procedures, in particular where the women were required to take off
their clothes during the procedure, whereby their female characteristics would be seen and
touched by a physician whom they were not familiar with. In contrast to the Ts, the Pos’
feeling of embarrassment about the screening procedure might be associated with the
women’s body boundaries instead of their gender identity. As the participant (ID 13) reported
that she did not feel embarrassed about her own body, nonetheless she did not feel
comfortable being naked in front of a physician she was not familiar with. Gender identity as
a Po, therefore, might have no or else a slight influence on Pos’ breast healthcare behaviour

and intentions according to the interview data.

5.3.3 Self-identification as a Bufen

The gender identity ‘Bufen’ was proposed in the 1990s by feminists and has been suggested
with a view to adopting equal roles and sharing responsibilities in lesbian couple
relationships (Cheng, 1997). However, in the present study, three different ways in which to
be a Bufen were proposed by the participants, and different body images, attitudes towards
and beliefs regarding breast cancer and breast cancer screenings were found among the
lesbians based on their own definitions of being a Bufen. In addition, their breast healthcare
behaviour and intentions were found to vary with the women’s views regarding breast cancer

and breast cancer screenings.

The first type of Bufen is similar to the definition proposed in the previous research of Cheng
(1997). Bufens share equal roles and responsibilities in lesbian couple relationships. Usually,

these women are feminists:
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“Within a relationship, my partner does 