
Cancer is one of the most important causes of 
morbidity and mortality across the world.1 The World 
Health Organization stated that >19.3 million people 
were diagnosed with cancer and >10 million people 
lost their lives due to cancer worldwide in 2020.2 
Cancer should be diagnosed at the early stage using 
screening programs at individual and societal levels 
to minimize the number of deaths.3 The individuals 
diagnosed with cancer at an early stage had a higher 
likelihood of full recovery, whereas those diagnosed 
at an advanced stage had a lower chance of survival.4 
Cancer screening involves clinical tests and exami-
nations that are performed before the emergence of 
signs and symptoms, primarily for individuals at 
risk.5 The purpose of cancer screening is to obtain an 
early cancer diagnosis or identify precancerous le-
sions either prior to the appearance of symptoms or 
before it reaches the advanced stage to initiate early 
intervention. The participation of individuals in can-
cer screening will contribute to the enhancement of 

treatment effectiveness and reduction of incidence 
and mortality. Numerous countries conduct screen-
ing programs for cervical, breast, and colorectal can-
cers.6 A study states that cervical, breast and 
colorectal cancer screenings reduce cancer death rates 
and are effective in identifying new cancer cases.7 

An individual’s physical, spiritual, and social 
health; disease perception; social support; and cul-
tural factors, such as religious and fatalist attitude 
level, affect the use of early diagnosis services.8 Fa-
talism is defined as the belief that fate determines all 
events and particularly, the acts and situations that 
form an individual’s life. Fatalism, in the area of 
health, is expressed as the negative or pessimistic at-
titude toward protective health services and disease 
outcomes. Therefore, fatalism is identified as a po-
tential psychosocial barrier to the prevention and 
early diagnosis of cancer. This belief can lead to the 
infrequent use of early diagnosis services.9 This study 
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aimed to identify the effect of fatalist beliefs on the 
attitude toward cancer screening. 

 MATERIAL AND METHODS  

RESEARCH TYpE AND pERIOD  
This research was a cross-sectional study design that 
was conducted from April to June 2021. 

RESEARCH pOpuLATION AND SAMpLE 
The research population comprised of individuals liv-
ing in Türkiye and aged ≥18 years. No sample selec-
tion method was used for the research, and hence, a 
total of 1,516 individuals aged ≥18 years with no his-
tory of cancer, adept in using social media, and com-
fortable answering questions (cognitive, visual, and 
orthopedic disorders) were included in the research 
sample. The sample of the study was determined 
using post hoc power analysis as it was impossible to 
determine the number of the population. The power 
analysis revealed that the research had 99% power at 
a confidence interval of 95% and a significance level 
of 5%.10 

DATA COLLECTION 
The data collection forms used in the research were 
posted online using Google form (Google, America). 
The research used the personal information form, the 
Fatalism Scale, and the Attitude Scale for Cancer 
Screening-Short Form as data collection tools. 

Personal Information Form  
The form prepared by the researchers comprised 
questions addressing the individuals’ descriptive 
characteristics (age, gender, education level, profes-
sion, marital status, place of residence, income level, 
statuses of having a child, cigarette smoking, pos-
sessing a chronic disease, and perceived health). 

Fatalism Scale 
The validity and reliability studies for the Fatalism 
Scale developed by Shen et al. in 2009 were per-
formed in Türkiye by Kızılarslan and Yıldız in 
2020.11,12 It was designed as a five-point Likert-type 
scale and included 20 items. The scale comprised 
three subscale, namely predetermination, luck, and 
pessimism. The total score obtained from all items 

was divided by the number of items, and the resulting 
score was used for evaluation. Thus, the minimum 
and maximum scores obtained from the scale were 
successively 1 and 5 points, and a high score indi-
cated a high level fatalism in the respondent. The 
Cronbach’s alpha (α) coefficient of the scale was 0.84 
for the whole Fatalism Scale, 0.70 for the predeter-
mination subscale, 0.90 for the luck subscale, and 
0.77 for the pessimism subscale.12 In this study, Cron-
bach’s α coefficient was 0.86 for the whole Fatalism 
Scale, 0.80 for the predetermination subscale, 0.87 
for the luck subscale, and 0.79 for the pessimism sub-
scale. 

Attitude Scale for Cancer Screening-Short Form 
Yıldırım Öztürk et al. developed the scale in 2020 
and designed it as a five-point Likert-type scale, with 
15 items and no subscale. The overall score was cal-
culated by reverse coding six negatively-worded 
items. No cutoff point was specified for the scale, and 
the minimum and maximum scores to be obtained from 
the scale were 15 and 75 points, respectively. The re-
spondent has a negative attitude toward cancer screen-
ing if the score was closer to 15, and the respondent has 
a positive attitude toward cancer screening if the score 
was closer to 75. The Cronbach’s α value of the scale 
was 0.97, and it was 0.83 in this study.13 

DATA ANALYSIS 
The research data were analyzed with the IBM SPSS 
Statistics for Windows, Version 25.0 (Armonk, New 
York: IBM Corp). Data were presented as numbers, 
percentages, minimum and maximum values, arith-
metic means, and standard deviations. The indepen-
dent samples t-test, one-way analysis of variance, and 
the simple linear regression model were utilized for 
the normally distributed data. The least significant 
difference (LSD) test was employed for advanced 
analysis. The coefficients of skewness and kurtosis 
were used to evaluate the normal distribution of the 
data. A p value <0.05 was considered statistically sig-
nificant. 

ETHICAL ASpECT OF THE RESEARCH 
The research was approved by the ethics committee 
of a Erzincan Binali Yıldırım University Health and 
Sports Sciences Ethics Committee in Türkiye (date: 
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March 31, 2021, no: 04/38). Informed consent was 
obtained from all participants, and the privacy and 
confidentiality of the participants were maintained 
throughout the study. The study was conducted ac-
cording to the principles of the Declaration of 
Helsinki. 

 RESuLTS 
Table 1 shows that 44.7% of the participants were 
aged 18-28 years, 71.4% were women, 52.5% were 
single, 73.3% were university graduates, 52.5% had 
no children, and 31.8% were students. Furthermore, 
most participants indicated that their income was 
equaling their expenses; they resided in the province 
center, were nonsmokers, had no chronic disease, and 
perceived themselves as extremely healthy. 

The significance levels of the participants ac-
cording to the age variable for the Fatalism Scale 
(p=0.218) and its three subscales, i.e., predetermina-
tion (p=0.016), luck (p=0.021), and pessimism 
(p=0.002); Attitude Scale for Cancer Screening-Short 
Form (p=0.559) were determined. LSD analysis 
showed that compared with the participants aged ≥51 
years, those aged 18-28, 29-39, and 40-50 years had 
a higher mean score in the predetermination subscale. 
Those aged ≥51 years had a higher average score in 
luck than those in the other groups. The average score 
of participants between the ages of 18-28 years had a 
higher score for the pessimism subscale than those in 
the other groups (Table 1). 

For the gender variable, there were significant 
differences in the Attitude Scale for Cancer Screen-
ing-Short Form (p=0.001) and predetermination sub-
scale of the Fatalism Scale (p=0.007), with women 
obtaining higher mean scores than men (Table 1). 

For the marital status variable, the single partic-
ipants obtained a higher mean score than the married 
participants on the pessimism subscale of the Fatal-
ism Scale (p=0.000) (Table 1). 

For education level, participants who were just 
literate (A person who has not studied in any educa-
tional institution and can only read and write) ob-
tained higher mean scores from the overall Fatalism 
Scale (p=0.000) and all its subscales, i.e., predeter-
mination (p=0.010), luck (p=0.000), and pessimism 

(p=0.000), and the participants who were university 
graduates obtained a higher mean score from the At-
titude Scale for Cancer Screening-Short Form 
(p=0.005) (Table 1). 

For the place of residence variable, participants 
living in rural areas obtained a significantly higher 
mean score from the overall Fatalism Scale (p=0.048) 
and the pessimism subscale (p=0.001) (Table 1). 

For the income level variable, participants with 
income equaling expenses and those with income 
below expenses obtained higher mean scores from 
the overall Fatalism Scale (p=0.000), the luck 
(p=0.000) and pessimism subscales (p=0.000), and 
lower mean scores from the Attitude Scale for Can-
cer Screening-Short Form (p=0.014) (Table 1). 

For the profession variable, housewives and civil 
servants obtained significantly higher mean scores 
from the overall Fatalism Scale (p=0.000), including 
its three subscales: predetermination (p=0.000), luck 
(p=0.031), and pessimism (p=0.000) (Table 1). 

The participants with children obtained a 
higher mean score from the luck subscale (p=0.034), 
and the participants with no children obtained a 
higher mean score from the pessimism subscale 
(p=0.00) (Table 1). 

For the smoking variable, compared with smok-
ers, nonsmokers had higher mean scores from the At-
titude Scale for Cancer Screening-Short Form 
(p=0.045). Participants who quit smoking had higher 
mean scores in the luck subscale of the Fatalism Scale 
(p=0.026) than those who were smokers (Table 1). 

The participants who suffered from chronic dis-
eases had higher mean scores in the luck (p=0.036) 
and pessimism (p=0.006) subscales of the Fatality 
Scale (Table 1).  

For the perceived health status variable, partici-
pants who perceived themselves as moderately 
healthy or unhealthy got higher scores from the Fa-
talism Scale (p=0.000) and all three subscales: pre-
determination (p=0.021), luck (p=0.000), and 
pessimism (p=0.000) (Table 1). 

The mean scores obtained by the participants from 
the Attitude Scale for Cancer Screening-Short Form 
and the overall Fatalism Scale were 62.68±10.77 and 
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2.44±0.61 points, respectively. Moreover, the mean 
scores obtained by the participants from the predeter-
mination, luck, and pessimism subscales of the Fatal-
ism Scale were 2.68±0.76, 1.76±0.80, and 2.49±0.80 
points, respectively (Table 2). 

Upon examining the p value corresponding to 
the F value, it is observed that the simple linear re-
gression model developed under the research was sta-
tistically significant (F=4.712; p<0.05). Upon 
reviewing the beta coefficient, t value, and the sig-
nificance level for the independent variable, it is as-
certained that fatalism had a statistically significant 
effect on the Attitude Scale for Cancer Screening-
Short Form (t=-2.171, p<0.05). An increase of one 
unit in the variable of fatalism is associated with a 
decrease of 0.974 units in the cancer screening atti-
tude (β=-0.974). The Durbin Watson (DW) statistic 
had a value between 1.5 and 2.5 (DW=1.820), indi-
cating positive autocorrelation in the linear regres-
sion model (Table 3).  

 DISCuSSION 
It is emphasized that fatalism can affect attitudes and 
behaviors toward early diagnosis.14 We aimed to 
identify the effect of fatalist beliefs on the attitude to-

ward cancer screening in Turkish society. Initially, 
our research showed that participants exhibited a pos-
itive attitude toward cancer screening and had 
medium-level fatalism perception, corroborating with 
other studies.13,15-17 

We observed that the increase in the fatalism 
perception negatively affected the attitude toward 
cancer screening, consistent with numerous other 
studies.9,14,18 It has been proposed that fatalist indi-
viduals exhibit a negative attitude toward screening 
tests due to the belief that health problems, which 
may develop in association with cancer, cannot be 
prevented with screening or treatment.19 Age had no 
statistically significant relationship between fatalism 
and the attitude toward cancer screening, similar to 
previous studies.16,18,20 In contrast, some studies re-
vealed that age affected the attitude toward cancer 
screening.13,15 We believe that this research result was 
owing to the age of the participants in the range of 
18-28 years, and cancer screening tests are usually 
conducted on individuals aged ≥30 years in Türkiye. 

Women exhibited a more positive attitude toward 
cancer screening; a similar observation was noted in a 
study where women participated more in cancer 
screening; however, certain studies demonstrated that 
men exhibited a more positive attitude toward cancer 
screening.13,15,21 Our study revealed no statistically sig-
nificant difference in the fatalism perception based on 
gender. Some studies have shown that gender does af-
fect fatalism perception, with women possessing 
higher levels of fatalism perception.17,22  

Participants with low-level education had higher 
levels of fatalism perception and, thus, a negative at-
titude toward cancer screening, consistent with pre-
vious studies.9,17,20 A systematic review showed that 
less educated participants showed decreased partici-
pation in cancer screening programs.21 

Minimum-  
maximum X±SD 

Attitude Scale for Cancer Screening-Short Form 24-74 62.68±10.77 
Fatalism Scale and its dimensions 
predetermination dimension 1-5 2.68±0.76 
Luck dimension 1-5 1.76±0.80 
pessimism dimension 1-5 2.49±0.80 
Overall scale 1-4.95 2.44±0.61

TABLE 2:  Mean scores obtained by the participants from the 
Attitude Scale for Cancer Screening-Short Form and the  

Fatalism Scale and all its subscales.

SD: Standard deviation.

Beta Standard error Standard beta t value p value 
Constant 65.065 1.130 - 57.582 0.000 
Fatalism Scale -0.974 0.448 -0.56 -2.171 0.030 

TABLE 3:  Simple linear regression analysis to determine the relationship between the Attitude Scale for Cancer Screening-Short Form 
and the Fatalism Scale.

F=4.712; p=0.030; R2=0.003.
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Participants who resided in rural areas had 
higher levels of fatalism perception. A study demon-
strated that the place of residence had no statistically 
significant relationship with fatalism perception, and 
individuals residing in rural areas had higher levels 
of fatalism perception.23 Furthermore, we observed 
that the place of residence had no statistically signif-
icant difference in the attitude toward cancer screen-
ing; however, participants living in the province 
center exhibited a more positive attitude toward can-
cer screening. Another study also identified that par-
ticipants living in the province center actively 
participated in the cancer screening programs.15 A rel-
evant study indicated that individuals living in rural 
areas lack adequate access to health services com-
pared with province centers, which could have con-
tributed to this attitude toward cancer screening.24 

Participants with income equaling expenses and 
those with income below expenses had higher levels of 
fatalism perception and a more negative attitude toward 
cancer screening. Numerous studies have proposed that 
individuals with low socioeconomic status had higher 
levels of fatalism perception.9,17 Similarly, a systematic 
review showed that individuals with low-level income 
participated less in the cancer screening.21 

Our study revealed that housewives and civil 
servants had higher levels of fatalism perception. A 
study revealed no statistically significant difference 
in the fatalism perception based on profession, and 
the individuals who did not work had higher levels 
of fatalism perception.25  

Participants who were nonsmokers and those 
who quit smoking had a more positive attitude toward 
cancer screening. A systematic review revealed that 
individuals who quit smoking actively participated in 
cancer screening programs.21 In contrast, another 
study showed that smokers participated more fre-
quently in cancer screening programs.13,15 

The presence of a chronic disease had no statis-
tically significant difference in fatalism perception and 
attitude toward cancer screening. Similarly, another 
study revealed no statistically significant relationship 
between comorbidities and fatalism.17 However, an-
other study emphasized that individuals with chronic 
diseases possessed highly statistically significant lev-

els of fatalism perception.25 A study conducted on can-
cer screening revealed that chronic diseases did not 
affect the attitude toward cancer screening.13  

We observed that participants who perceived 
themselves as unhealthy and those who perceived 
themselves as moderately healthy had higher levels of 
fatalism perception. In contrast to this finding, an-
other study revealed that individuals who had a fa-
talism perception had higher levels of subjective 
well-being than those who did not believe in fate.26 

 CONCLuSION  
It was identified that the participants had a positive at-
titude toward cancer screening and medium-level fatal-
ism perception, and an increase in fatalism perception 
level negatively impacted the attitude toward cancer 
screening. To ensure that healthcare professionals can 
improve the attitude of society toward cancer screening 
and minimize the level of fatalism perception, educa-
tion programs should be organized. It is also important 
to follow up to ensure individuals develop a positive 
change in attitude and behavior following the education 
program. The education programs should be imple-
mented for individuals of advanced age, women, those 
with low levels of education and income, rural area res-
idents, and those who perceive themselves as unhealthy. 
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