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Abstract

Breast cancer is the second leading cause of cancer in
black women, yet black women are among the least likely to
participate in breast screening. Little is known about
factors that promote or inhibit the practice of breast
cancer screening in this population. The purpose of this
study was to determine what facilitators and barriers
exist to the practice of breast cancer screening in black
women. The theoretical frameworks for this study were
Leininger's Transcultural Nursing Theory and Champion's
Modified Health Belief Model. Utilizing a descriptive
research design, a sample of 67 black women with no
history of breast cancer was studied regarding
facilitators and barriers to the practice of breast cancer
screening. The major facilitative factor identified was,
"If I find a lump or change in my breast, I will seek
medical attention quickly." The major barrier was, "Having
a routine mammogram or x-ray of the breast would make me
worry about breast cancer." These findings indicated that
lack of understanding of early prevention methods is a
primary inhibitor to breast cancer screening in black

women. Additional findings revealed statistically
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significant positive correlations between age and having
had a mammogram, and between education and frequency of
performance of self-breast examination. Findings from the
statistical analysis were supported by answers to the
open-ended questions. Outcomes from this study serve to
underscore the reality that health providers must attend
to the matter of teaching and providing breast cancer
screening to black women in a culturally sensitive manner
in order to achieve optimal outcomes. The following
recommendations for future research were made: (a)
replication of the study utilizing a larger and more
equally distributed sample, (b) replication of the study
utilizing older black women, (c) adaptation of Tanner's
Breast Cancer Screening Survey so that less time is
required for completion, (d) a qualitative study allowing
black women an opportunity to give narrative responses
regarding perceptions, facilitators, and barriers to the

practice of breast cancer screening.
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Chapter I

The Research Problem

The incidence of breast cancer in black women is on
the rise. Due to the lack of breast cancer screening in
black women and high incidence of breast cancer mortality,
this study examined the facilitators and barriers to the
practice of breast cancer screening in black women. The
primary focus of this research was to find the impact of
these concepts on the practice of breast cancer screening

in this population.

Introduction to the Problem

Breast cancer is the second leading cause of cancer
deaths among black women. One in nine will develop breast
cancer, and of that number 49% will die (Henderson, Ross,
& Pike, 1991). According to the American Cancer Society
(1983a, 1991, & 1993), 20% to 25% of these lives could be
saved if the cancer were detected at an earlier stage.
Breast cancer death rate can be reduced with the use of
breast cancer screening (Henderson et al., 1991). In a
study by Kerlikowske, Grady, and Barclay (1993), only 38%
of the women who received first screening were over age
50, yet this age group has the highest cancer rate at 74%.
The study screened more than 30,000 women who ranged in
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age from 30 to 70. In the Kerlikowske et al. (1993) study,
625 women had not had a screening mammography, thereby
delaying the detection and increasing the possibility of
death due to breast cancer. This study further found that
women over the age of 50 were five times more likely to
have cancer than younger women.

Research has shown that the use of monthly self-
breast examination, clinical breast examination, and
screening mammography increases the chance of survival
(Henderson et al., 1991). Yet studies show low use of
breast cancer screening in all women and over one half of
black women have never practiced breast cancer screening
methods.

Researchers are investigating why black women do not
use breast cancer screening methods. Several studies on
breast cancer screening (Shapiro et al., 1982; Shapiro et
al., 1985) reveal that early detection of breast cancer in
women improved 10-year survival rates. Screening
mammography can detect increased numbers of patients with
small cancers (lesion < 1 cm) by placement of affordable
and convenient clinics, screening mammography units in the
local neighborhoods, and by in-home educational
intervention that include demonstration and teaching self-
breast examination. The compilation of these findings

lends credence to further studies that might identify why



women do or do not participate in screening mammography,
clinical breast examination, and self-breast examination.

Although many studies have recommended the use of
screening mammography, there are few studies that support
the belief that breast self-examination and clinical
breast examination are useful in detecting early stage
breast cancer. Dixon and Mansel's (1994) study examined
the guidelines for symptoms assessment and referral. These
findings were as follows:

1. Health care providers should take a detailed
medical history and do a clinical breast examination to
decide if a woman with breast abnormality needs referral
to a hospital or imaging facility.

2. Any woman with a breast mass should receive a
clinical examination, imaging, and fine-needle aspiration.

3. Referral to a hospital is necessary for women with
discrete, palpabie masses, changes in skin contour, or
nipple eczema.

4. Women over the age of 50 who have nipple discharge
or retraction and younger women with persistent, bloody
nipple discharge also require referral to a hospital.

5. Mammography is ineffective in women younger than
35; therefore, ultrasound examination may be more useful
in younger women.

6. Women with nipple retraction should also be

referred to a hospital (Dixon & Mansel, 1994).



The Centers for Disease Control and Prevention (CDC)
(1992) concluded that the death rate from breast cancer
for black women jumped about 21% in the 1980s despite
advances in detection and treatment. The rate among black
women increased from 26 per 100,000 women to nearly 32 per
100,000 according to the CDC. In that same period the
death rate for breast cancer among white women remained
almost constant, increasing less than 1%.

Blacks and other minorities are less likely than
whites to develop breast cancer. However, according to the
CDC (1992) figures, Blacks and other minorities are much
more likely to die of the disease. Factors that influence
the disparities include socioeconomic class, the stage of
the disease at diagnosis, access to health care,
childbirth status, and the age at menopause (CDC, 1992).
Most previous studies examined the benefits or barriers of
breast cancer screening. This current study examined the
influences of cultural and religious beliefs and financial
status and specific facilitators and barriers to the

practice of breast cancer screening in black women.

Theoretical Framework

Two models were used as the theoretical framework for
this study. Leininger's Cultural Care Theory is
appropriate for this study because it examines cultural
patterns and how they influence health decisions and

actions. Leininger's theory states that nurses must



acknowledge and understand the cultural beliefs and
practices before they can assist the client in making the
correct health decision. This theory established caring as
the central focus. Culture is the patterned lifestyle of
people that influences decisions and actions. This theory
is directed toward nurses to change the world of the
client and to use clients' viewpoints, knowledge, and
health practices as basis for making culturally congruent
professional health decisions (Marriner-Tomey, 1989).

Leininger (1991) advised clinicians to provide
culturally congruent care. Leininger has operationalized
three phases to guide nursing judgments: cultural care
preservation/maintenance, cultural care
accommodation/negotiation, and cultural care
patterning/restructuring. In the cultural care
preservation/maintenance state, the client and nurse agree
that the client's knowledge guides the decision making at
this level. In the state of cultural care
accommodation/negotiation, some concessions are made with
the client although the professional care knowledge of the
nurse does dictate this action. In the stage of cultural
care repatterning/restructuring, the client and nurse work
together and design a new and healthy lifestyle for the
good of the client (Leininger, 1991). Therefore, the
cultural aspects of the target population must be

investigated. The beliefs of the culture influenced the



practice of breast cancer screening. These beliefs and/or
concepts must be identified to design programs to reduce
the rate of breast cancer deaths in black women.
Therefore, before programs can be designed, facilitators
and barriers to the practice of breast cancer screening in
black women within the realm of cultural care preservation
must be identified.

The second conceptual model is the Champion's
Modified Health Belief Model, a psychosocial model
developed to explain health-related behavior at the level
of the individual decision making (Mikhail, 1981). The
components of the Modified Health Belief Model are
perceived susceptibility, perceived seriousness, perceived
benefits, perceived barriers, perceived confidence, and
perceived health motivation. Perceived susceptibility is
defined by the client as the beliefs about personal risk
of breast cancer (Champion, 1985). Perceived seriousness
is the personal belief about the harmful effects of breast
cancer on an individual. Perceived benefits are the
personal beliefs about the capacity shared by all three
procedures, screening mammography, clinical breast
examination, and self-breast examination. Perceived
confidence is the belief in the ability of the breast
cancer screening methods to lessen the risk of dying from
breast cancer. Health motivation is the belief about

general health matters that results in positive health



action and desire to seek and engage in activities
believed to prevent or detect disease at an early stage
(Champion, 1985). According to this model, the clients
weigh the benefits against the barriers. If the
facilitators (benefits) outweigh the barriers, the client
will take action to maintain health (Becker, 1974). If the
barriers outweigh the benefits, the clients will not take
action to maintain health. This model will provide the
researcher with the ability to identify the facilitators
and barriers that exist in the practice of breast cancer
screening methods in black women. Once facilitators and
barriers to the practice of breast cancer screening of
black women have been identified, the model can further be
used to guide interventions related to motivating women to

practice breast cancer screening.

Significance to Nursing

The cause of breast cancer is unknown and with this
premise all women are considered at risk for breast
cancer. To detect breast cancer at an earlier stage, black
women must be afforded culturally sensitive breast cancer
screening programs (Brown & Williams, 1994). As a family
nurse practitioner, one can work in community settings to
increase the accessibility to this population. Black nurse
practitioners provide an excellent opportunity to
demonstrate and instruct other black women on the practice

of breast cancer screening methods in all settings. Nurse
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practitioners can serve as role models in the community to
encourage other black women to practice breast cancer
screening. Black nurse practitioners can conduct and
implement current research in the development of
culturally sensitive programs for black women to
facilitate the use of breast cancer screening. The first
step is to determine the facilitators to the practice of
breast cancer screening in black women. The second step is
to determine the barriers to the practice of breast cancer
screening in black women. With this information, the nurse
practitioner can develop educational counseling techniques
appropriate for enhancement of the practice of breast

cancer screening methods in black women.

Research Questions

For this study, two research questions were

developed.

1. What are the facilitators to the practice of
breast cancer screening in black women?

2. What are the barriers to the practice of breast

cancer screening in black women?

Definition of Terms

For this study, the following terms were defined:

Facilitators: any act or activity that increases or

promotes the use of breast cancer screening. For this



study, facilitators were items listed on Tanner's Breast

Cancer Screening Survey.

Barriers: any act or activity that inhibits the use

of breast cancer screening. For this study, barriers will
be items listed as barriers on Tanner's Breast Cancer
Screening Survey.

Breast cancer screening: any method used to

facilitate the detection of breast cancer. For the purpose
of this study, screening included self-breast examination,
clinical breast examination, and mammography.

Black women: female subjects 35 years of age and

older who do not have a history of breast cancer and

indicate their race as Black.

Assumptions

For the proposed study, the following assumptions
were offered:

1. Cultural beliefs influence black women's
determination of when to seek health care.

2. Personal health practices are determined by health

beliefs and culture.

3. Facilitators and barriers can be identified or

named.

Purpose of Study

The purpose of this study was to determine the

facilitators and barriers that exist in relation to the
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practice of breast cancer screening in black women. These
concepts are important for black women, who need to
practice breast cancer screening due to the high incidence

of breast cancer mortality and morbidity.

Problem Statement

Breast cancer is the second leading cause of death in
black women. However, black women are still less likely to
participate in breast cancer screening than their white
counterparts. The problem addressed in this study was what
are the facilitators and barriers to the practice of

breast cancer screening in black women?



Chapter I1I

Review of the Literature

Few studies exist concerning the use of breast cancer
screening in black women although there are many studies
on breast cancer. The purpose of this review of literature
was to examine current research literature regarding
breast cancer screening in black women. In this chapter,
relevant literature that supports this current study will
be reviewed.

In 1993 Salazar and Carter conducted a descriptive
study to determine the primary factors that influence a
group of working women's self-breast examination decision.
The specific aims were to conduct exploratory interviews
with women to identify the reasons why they do or do not
perform self-breast examination and to evaluate the
importance of the identified reasons for performing or not
performing self-breast examination using a weighted
utility model. There were two phases of data collection.
Phase 1 consisted of the exploratory interviews with 19
working women. Information obtained from these interviews
was used for the survey conducted in Phase 2, in which 52
subjects participated. The sample for this study was

recruited from a previous study on breast cancer control
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conducted at four federal agencies in Public Health Region
X of the United States (Salazar & Carter, 1993).

A total of 271 potential participants were sent a
letter requesting their participation in the current
study. Fifty-nine responded and 19 were selected for these
in-depth, exploratory interviews. Selection for this
interview was deliberate and partially based on
respondents' reply to a question on the breast cancer
survey regarding frequency of self-breast examination
practice. Taped interviews, with the permission of the
subjects, occurred at the place of employment and were
conducted by the principal researcher. After all the data
were analyzed, a second interview was scheduled based on
Phase 1 of the study. The sample for the second phase of
data collection was sought from among the 150 female
employees from federal agencies in Region X. Fifty-two
agreed to be interviewed. The participants were asked to
show the extent to which each item argqued "for" or
"against'" performing self-breast examination regularly by
assigning 10 "weights" to each of the two pans on a
balance scale, one representing for and one representing
against.

The analysis of data was the calculation of weights
or utilities among the identified categories on all levels
of the hierarchy. Subjects were divided into two groups:

self-breast examination performers and self-breast
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examination nonperformers. Of the 52 participants, 37
(71.5%) were categorized as nonperformers of self-breast
examination and 15 (28.85%) were categorized as performers
of self-breast examination. A comparison of the two groups
revealed that the mean age for performers was 45.88 years,
older than the nonperformers at 43.33 years. Ninety-three
percent of performers were white, compared to 75.7% of the
nonperformers. The education'level of performers (12.67
years) was lower than nonperformers (13.47 years).
Performers were more likely to have reported a family
member who had breast cancer (27% to 40%) and a personal
history of breast disease (13.5% to 46.7%). Regarding
breast cancer detection behavior, all of the performers
reported having had a checkup with their health provider
in the past year, whereas 75.7% of the nonperformers
reported having had a checkup. Nearly 87% of the
performers and 70.3% of the nonperformers reported having
had a clinical breast examination. Sixty percent of the
performers had a mammogram compared to 29.75% of the
nonperformers (p = .05). Over one fourth (27%) of the
nonperformers reported that they had not done self-breast
examination at all in the past year (Salazar & Carter,
1993).

Salazar and Carter (1993) concluded that health

education required three components: knowledge,
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motivation, and behavior. This study reemphasized what
previous studies stated: that women do not perform
self-breast examination regularly. Though this study had
few black participants, it did, however, show how
significant the problem of self-breast examination is.

Another study (Nemcek, 1990) examined whether a
relationship exists among the frequency of self-breast
examination, health beliefs, health locus of control, and
health value of black women. A sample of 95 black women
from a population of 300 from a large southern public
hospital was selected. Participants were solicited through
the department director, who agreed to circulate the
project information sheet among employees. Women
indicating a willingness to participate were assembled in
groups to complete the questionnaire. Before each session,
participants were asked to sign a consent form. The
questionnaire consisted of three scales: the
Multidimensional Health Locus of Control, the Health
Value, and Champion's Modified Health Belief Model.

The examination of the data for a score comparison
and test for factors associations (including chi-square,
contingency table, and the Kruskal-Wallis test) showed
that women who practiced self-breast examination once a
month or more reported fewer barriers. Belief that health
professionals controlled a person's health was the

strongest in women who practiced self-breast examination
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less frequently and weakest in women who practice self-
breast examination regularly. Statistically significant
differences in the three self-breast examination practice

groups were found to exist in their beliefs about barriers

I

(H 8.92, p = .01) and powerful other locus of control

.13). Health was valued highly by the

(H 9.43, p
sample of women as a whole. More than half the women
ranked health as the attribute valued the most important.
A statistically significant association of health value
with frequency of self-breast examination practice could
not be detected by chi-square tests.

Nemcek (1990) concluded that the frequency of self-
breast examination might increase as health educators
individualize measures to overcome barriers. The second
conclusion was that women who believe in breast exams by
health professionals may respond to reinforcement of self-
breast examination as a self-care practice. The study
recommended that further research be conducted on the
influences of these variables with women from varied
sociocultural backgrounds (Nemcek, 1990).

In another study by Whitman et al. (1990), screening
mammography was used to increase breast cancer screening
among low-income African-American women. The purpose of
the study was to develop an intervention that would
increase the proportion of African-American women

receiving clinical breast examinations and mammograms. The
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intervention was implemented at one neighborhood center of
the Chicago Department of Health. The center, called
Center A, was used for an experimental site located on the
south side of Chicago in a very poor, black community. The
control center, Center B, was exactly 4 miles from Center
A. Both centers operated identically and provided services
to the same population. However, it was unlikely that
clients from either center would go to both, due to the
location of the centers. The intervention, lasting 18
months, was implemented by outreach workers and nurses who
were chosen based on cultural sensitivity and familiarity
with the community. Recruitment to the program was by in-
reach at Center A and outreach into the targeted
community. In-reach was accomplished by nurses recruiting
patients from the waiting areas about the program.
Outreach took place in many areas, such as churches,
beauty shops, laundromats, libraries, grocery stores, in
the community. The workers would inform the potential
subjects about the free programs offering screening
mammography and clinical breast examination (Whitman et
al., 1990).

Data were collected and analyzed from patient records
during that specified period using two tailed t tests. At
the experimental site, Center A, the percentage of women
receiving the screening examinations increased by a

statistically significant amount. Those receiving clinical
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breast examination rose from 6% to 18.5%, and those
receiving mammograms rose from 3% to 11%. The control
center, Center B, had a significant decrease in the rate
of breast cancer screening (Whitman et al., 1990).

Whitman et al.'s (1990) study significantly increased
the percentage of women being screened for breast cancer
at Center A. The researchers also concluded that when
interventions were culturally congruent and affordable and
placed in the community women pursued screening without
depending on their physicians or other health providers.
The researchers recommended that similar programs may
attack the problem of low use of breast cancer screening
of black women.

In a related study regarding breast cancer screening
in older black women, Roberson (1994) examined how older
black women responded to breast health education and
screening. Findings were reported from a community-based
intervention designed to improve breast screening services
for women in Erie County, New York. A 34-foot mobile
screening and education clinic was used to overcome
barriers such as accessibility and cost. Results from a
sample (N = 271) of older black women showed increased
participation in breast health education programs and
clinical breast examination when these services were
offered in their neighborhoods. However, there was a

decreased participation in screening mammography offered
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at a local hospital. The decrease in participation was
attributed to structural and functional barriers in the
delivery system. Roberson's (1994) study emphasized the
particular importance of education and screening offered
as one unit of service. Further, the study emphasized the
need to examine older black women's experiences after
participation in screening (Roberson, 1994).

In another study by the American Cancer Society
(1983b, 1993), the following research questions were
asked: Why are older black women screened less for breast
cancer? What can be done to narrow the racial gap in
mammography screening? These are the questions addressed
by the Save Our Sisters (S0S) Project, a pilot
demonstration study funded by the National Cancer
Institute in a rural county of North Carolina. The target
population was 26,000 black women 50-74 years of age
residing in the county. To assist these women in obtaining
an annual mammogram, the SOS recruited and trained 64
black women who were "natural helpers" to serve as lay
health advisors. The lay health advisors reached older
black women through their existing kin, friendship, and
job networks. Responses from 14 focus group interviews
found that when a health problem exists, women turned to
other women for social support and guidance. Responses
revealed factors related to the individual woman and her

social network that influence rural black women seeking
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breast cancer screening. As a result of the American
Cancer Society (1983b, 1993) study, the Social Change
Model of Intervention was developed by (a) providing
social support (information and referrals, emotional
caring, and tangible assistance) through interpersonal
counseling with women in their social networks: working as
a group, planning and implementing breast cancer control
and prevention activities through community-based
organizations to which advisors belong (e.g., church
groups, civic groups, and social groups); and (b)
establishing themselves as a nonprofit, community-based
SOS Association to sustain project interventions after the
funding period. The SOS Community Advisory Group and the
advisors developed innovative methods of recruitment,
implementation, and follow-up. The following community
programs evolved: (a) the Adopt-A-Sister Program, which
assists black women who cannot afford the cost of a
mammogram; (b) an SOS committee, which recruits and trains
additional advisors; (c) a support group for black women
with diagnosis of breast cancer; and (d) a speaker's
bureau, which has produced a 10-minute video, brochure,
and T-shirts as community education materials (American
Cancer Society, 1983b, 1993).

In 1993 a study by Kerlikowske et al. examined
positive predictive value of screening mammography by age

and family history of breast cancer. For this study, more
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than 30,000 women who ranged in age from 30 to 70 years
were screened. Findings revealed 38% of the women who
received first screening mammography were over age 50, yet
they harbored 74% of the cancers. Five times as many
cancers per 1,000 first-screening mammograms were detected
in these women as compared to their younger counterparts.
The positive predictive value of first-screening
mammography for lesions actually diagnosed as breast
cancer was B.5% overall. The contrast in screening
positive predictive value between women over and under age
50 was greater for invasive breast cancer (.05 to .14
versus .004 to .02) for younger women. A family history of
breast cancer also increased the positive predictive value
among women aged 40 and over. Kerlikowske et al.'s (1993)
research reported several conclusions and implications:

1. Women under age 50: For every 1,000 women without

a family history of breast cancer who were screened, 50
will need further diagnostic procedures. Of these 50, one
is likely to have invasive breast cancer, and one is
likely to have ductal carcinoma in situ. Randomized trials
to date have not shown that mammography reduces death from
breast cancer. Screening mammography is recommended for
those with a family history or who are at high risk for
breast cancer.

2. Women age 50 and over. If 1,000 women are

screened, 70 will need further diagnostic procedures. Of
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these 70, 7.5 are likely to have invasive breast cancer,
and 2.5 are likely to have ductal carcinoma in situ.

In another study (Fulton et al., 1991) guided by the
Health Belief Model, researchers examined potential
predictors of recommended breast cancer screening
(physical breast examination combined with mammography) .
Fulton et al. employed a statewide sample of 852 Rhode
Island women 40 years of age and older. These women were
interviewed about breast cancer screening practices,
individual perceptions, and modifying factors to aid in
developing a statistical baseline for evaluating a
statewide breast cancer screening program. The Health
Belief Model was used to construct interview questions and
to organize multivariate analysis of interview responses.
The women were interviewed via telephone to obtain
baseline data for a breast cancer screening program. The
households of potential respondents were located with
random digit dialing. If more than one potential
respondent lived in the household (true of 6% of
households), one eligible woman was selected at random to
be interviewed. Survey questions were written to
operationalize predictors of breast cancer screening as
defined by the Health Belief Model. The following factors
were considered: (a) individuals' perceptions: perceived
susceptibility to breast cancer and perceived seriousness

of breast cancer, (b) modifying factors, (c) demographic



