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husband James. He gave me the inspiration to complete this 
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that success is not measured by one's position in life, but 
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Personal 

You may write me down in history 
I am a survivor, 
Phenomenal woman, I am ....... . 
Striving to be the best that I 
Thankful for what I have 
And what I can do. 

When did I start thinking about 
my own health? 
Maybe between running the kids 
to school and cooking the meals. 
Maybe between teaching a Sunday 
school class and organizing a 
neighborhood crime-watch. 

Maybe. 
Or maybe it was when I decided 
to get a new attitude. 
When I really began to believe that 
early detection is my best protection. 

Maybe it was when I learned, I could 
do something for myself, that, there 
is a way and it's been around for a while. 

Test your breasts. 

MAMMOGRAMS 

Just a part of life. 

by 

©1995 

Mary Walker Shaw 
Karen Williams (5-year breast 

cancer survivor 
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ABSTRACT 

COMPLETED RESEARCH IN HEALTH SCIENCES 
Texas Woman's University, Denton, Texas 

Walker-Shaw, M. D. A comparison of strategies for 
influencing breast cancer knowledge, beliefs, and screening 
practices among Black women. Ph.D. in Health Studies, 
1995. 224 pp. (S. Ward). 

The purpose of the study was to test for differences 

in breast cancer knowledge, beliefs, and screening 

practices between Black women from an economically diverse, 

urban community who participated in the Shaw Breast Cancer 

Intervention Module (SBCIM) and those who participated in a 

Traditional Intervention Module (TIM) in order to determine 

the effectiveness of the SBCIM. The theoretical frameworks 

for the development of the SBCIM were the Community 

Organization Theory, Social Support Theory, and 

Transtheoretical Model. In addition, the study sought to 

determine if a relationship existed between the frequency 

of BSE, breast cancer beliefs, and breast cancer knowledge 

among a population of Black women. Data were collected on 

55 randomly selected Black women who were randomly assigned 

to either the tailored, multistrategy SBCIM group (~ = 29) 

or the Traditional (TIM) group (~ = 26). The SBCIM group 

received a multistrategy breast health awareness 

intervention developed by the researcher. The TIM group 
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received an intervention that utilized a traditional, 

single strategy approach (i.e., video). Data were 

collected on 55 variables, which included age, marital 

status, educational level, influence of religion on daily 

living, pre and posttest breast health screening behaviors, 

pre and posttest Health Belief Model attitudinal variables, 

pre and posttest breast cancer knowledge levels, and pre 

and posttest willingness to participate in a one-time 

mammography event. Analysis of covariance revealed that 

there was a significant difference between the SBCIM (~ = 

43.40) and TIM (~ = 31.17) groups on the adjusted posttest 

Confidence belief scores, F - ratio of 13.34, F (1,36), 

E._ .001. Multiple regression revealed that there was 

significant relationship between knowledge and posttest 

values on BSE frequency and attitudinal scale variables in 

a sample of Black women. A multiple£ of 0.70 was 

significant at the level of .05. The posttest values on 

BSE frequency and attitudinal variables explain 50% of the 

individual's knowledge posttest score, B = 0.50. 
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CHAPTER I 

INTRODUCTION 

Numerous studies document that for the past 30 years 

there has been a disparity in the rate of breast cancer 

survival between Black and White women. For example, the 

5-year breast cancer survival rate from 1981 to 1986 was 

76% for White women and only 63% for Black women (Long, 

1993). Many researchers have suggested that at least half 

of the difference in survival between Black and White women 

is due to late diagnosis and inadequate secondary 

prevention. Breast self-examinations and clinical breast 

examinations are simple and effective methods of secondary 

prevention of breast cancer. However, mammography combined 

with clinical breast examination remains the most important 

means of ~ecreasing breast cancer mortality (Rimer, 1992; 

Roetzheim et al., 1993). Health care providers and health 

educators are challenged to reduce breast cancer death 

among Black women to achieve the National Cancer 

Institute's goal of reducing cancer death 50% by the year 

2000 (Long, 1993). Additionally, one of the goals in 

Healthy People 2000 (National Health Objectives, 1991) is 

to increase breast cancer screening practices among low 

income and Black women. If this goal is to be achieved, 
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Black women need to "get a new attitude." "Getting a new 

attitude" translates into the use of three essential 

practices: (a) performing monthly breast self-examination, 

(b) getting a yearly clinical breast examination, and 

(c) obtaining a mammogram according to the recommended 

guidelines. 

Historically, very little information has been 

published on effective interventions for increa~ing breast 

cancer screening practices among Black women. Although 

Black and White women alike are regularly exposed to health 

related messages about breast cancer through the mass 

media, some health professionals contend that commonly used 

health education materials and approaches may be 

inappropriate for minority populations. Good breast health 

education planning is based on the assumption that an 

intervention strategy should be uniquely tailored to 

address the circumstances of a given population, person, 

and situation (Zapka & Estabrook, 1995). 

Statement of the Problem 

The choice of health education strategies selected 

must weigh the important complex and interrelated criteria 

of relevance and acceptability, likelihood of 

effectiveness, scope and breadth, feasibility, and 



cost-effectiveness (Zapka & Estabrook, 1995). 

Additionally, it seems imperative that health education 

interventions which target members of minority groups must 

utilize multistrategy approaches designed to reach a 

variety of learning styles if breast cancer screening 

behavior changes are expected to occur as a result of 

health promotion efforts. 

3 

The problem of the study was to determine Lf there are 

differences in the breast cancer knowledge, beliefs, and 

screening practices between Black women from Fort Worth, 

Texas, who participated in the Shaw Breast Cancer 

Intervention Module (SBCIM) and those who participated in a 

Traditional Intervention Module. 

Purpose of the Study 

The purpose of the study was to test for differences 

in breast- cancer knowledge, beliefs, and screening 

practices between Black women from Fort Worth, Texas, who 

participated in the Shaw Breast Cancer Intervention Module 

(SBCIM) and those who participated in a Traditional 

Intervention Module in order to determine the effectiveness 

of the SBCIM. 

Hypotheses 

The following null hypotheses 1 - 3 were tested at the 

.001 level of significance; null hypotheses 4 - 5 were 
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tested at the .05 level of significance. 

1. There is no statistically significant difference in the 

breast cancer knowledge levels between Black women from 

Fort Worth, Texas, who participate in the SBCIM and those 

who participate in a Traditional Intervention Module. 

2. There is no statistically significant difference in the 

beliefs about breast cancer between Black women from Fort 

Worth, Texas, who participate in the SBCIM and those who 

participate in a Traditional Intervention Module. 

3. There is no statistically significant difference in the 

breast cancer screening practices between Black women from 

Fort Worth, Texas, who participate in the SBCIM and those 

who participate in a Traditional Intervention Module. 

4. There is no change in willingness to participate in a 

one-time mammography event before and after a breast cancer 

intervention module in a sample of Black women from Fort 

Worth, Texas. 

5. There is no significant relation~hip between breast 

cancer knowledge and beliefs and frequency of breast 

self-examination in a sample of Black women from Fort 

Worth, Texas. 

Definition of Terms 

The following terms were defined for the purpose of this 

study: 
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1. Black Women. Females of black ancestry and 

self-defined as black (Jaynes & Williams, 1989). 

5 

2. Breast Cancer Knowledge. Breast cancer knowledge score 

on the Champion Breast Self-Examination Inventory 

(Champion, 1987). 

3. Shaw Breast Cancer Intervention Module (SBCIM). A 

multistrategy intervention (educational module) developed 

by the researcher to promote breast-self examination 

practices, clinical examinations, and mammography 

screening. 

4. Breast Cancer Beliefs. Based on the Health Belief 

Model, a score as measured by the Champion Questionnaire 

(Champion, 1985, 1987, 1993). 

5. Breast Cancer Screening Practices. Three behavior 

scores as measured by the Shaw Breast Cancer Screening 

Practices Inventory. (The behaviors are performing 

breast self-breast examinations and obtaining clinical 

examinations and mammography examinations.) 

6. Stop Six Community. A predominantly Black community 

located in southeast Fort Worth, Texas. 

7. Traditional Breast Cancer Intervention Module. A 

module which utilizes a single strategy education method 

(i.e., video, literature, or speaker). 
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Limitations 

The study was limited by the following: 

1. The study was limited in scope to the setting from 

which the sample was obtained; therefore, generalizability 

was impacted. 

2. The study was limited in scope by the 1990 

precinct residential listing from which the sample was 

obtained; therefore, generalizability was impacted. 

Delimitations 

The study was delimited by the following: 

1. The sample consisted of Black women selected from 

within the city of Fort Worth, Texas, who resided in the 

Stop Six community and whose ages were 35 and over. 

2. The followup survey to assess the impact of the 

module on breast cancer screening practices was conducted 

two months after the intervention. 

Assumptions . 

For the purposes of this study, the following was 

assumed: 

1. Participants were capable of reading and 

comprehending the instruments. 

2. Breast self-examinations, clinical examinations, 

and mammograms were significant health promotion 

activities. 



3. Self-reports of breast examinations, yearly 

clinical examinations, and mammograms represented valid 

indicators of preventive practices. 

7 

4. The breast cancer screening guidelines recommended 

by the National Cancer Institute were approved health 

promotion practices. 

5. Participant responses on the pretest/posttest 

self-report instrument reflected honesty and ac8uracy. 

6. Participants were honest and willing to refrain 

from discussing the group treatment until the end of the 

study period. 

7. Due to the stability of the community, the 1990 

precinct list of residential addresses accurately reflected 

the 1995 Stop Six community residential addresses. 

Justification 

The -goal of health education is to enable people to 

gain control over their own health and health behaviors as 

well as conditions that affect their health status and the 

health status of others. Through planned social actions 

and learning experiences that are facilitated by health 

educators, communities become empowered to solve their own 

health problems. Because health professionals are 

challenged to reduce breast cancer death among Black women 



to achieve a national goal of reducing cancer death 50% by 

the year 2000, there is a need for culturally sensitive, 

multistrategy educational programs that promote the use of 

secondary breast cancer prevention practices. 
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If breast health awareness programs are to positively 

impact the knowledge, beliefs, and breast cancer screening 

practices among Black women, a multistrategy approach must 

be used. Although educational research documents that 

there are differences in the way people receive, process, 

and act on information, few studies document the use of 

multistrategy breast cancer prevention programs with Black 

women. A recent study conducted by Roetzheim et al. (1993) 

examined the barriers to screening among participants of a 

media-promoted breast cancer screening project. Results of 

the study revealed that minority populations admitted that 

they were less knowledgeable about breast cancer, about the 

benefits of screening mammography, and about the 

recommendations for this test (Roetzheim et al., 1993). 

Despfte the wealth of breast cancer prevention information 

that is delivered through the mass media, minority 

populations, Black women in particular, continue to be 

less responsive than White women to the breast cancer 

prevention messages. The literature suggests that it 

will require a culturally sensitive, multifaceted 



intervention to reach Black women in breast cancer 

screening projects (Rimer, 1992). 

9 

Given the availability of culturally sensitive and 

appropriate educational programs and learning resources, as 

knowledge increases and beliefs change, there should be an 

increase in the use of secondary breast cancer screening 

practices among Black women. Eventually, the disparity in 

the rate of breast cancer survival between Black and White 

women should be reduced. 

Clearly the need for further research on strategies to 

promote breast cancer screening practices among Black women 

is well documented. Culturally sensitive, effective breast 

cancer messages, and multistrategy interventions must be 

developed if health educators want to impact the early 

detection for breast cancer screening practices of Black 

women. Additionally, this investigation contributes to the 

current efforts of the American Cancer Society and numerous 

breast health centers in their promotion of the use of 

secondary prevention practices in the fight against breast 

cancer. If this intervention has significant impact, it 

can serve as a model for how traditional health promotion 

strategies can be modified and diversified to specifically 

target minority cultural groups. 



Theoretical Framework 

In order to facilitate community organization which 

contributes to health enhancement, the health educator's 

role is that of a facilitator capable of utilizing 

interpersonal educational strategies which encourage and 

increase the desired behavior changes. Interpersonal 

10 

strategies are defined as those which involve some sort of 

communication or interaction with a significant: person or 

persons. A significant person may be a family member, 

other persons in one's social work, friends, co-workers, or 

professionals such as a personal physician or other health 

worker. Acknowledging that interpersonal strategies are 

driven by several theoretical paradigms (Rimer, 1990), only 

key theories related to this study will be discussed. 

Four theoretical models can be used in tandem to plan 

messages and provide the foundation for selection of 

educational strategies that promote regular participation 

in secondary breast cancer prevention practices and 

contribute knowledge as to why people do and do not take 

actions to prevent, detect, or be treated for diseases. 

The theoretical models which served as a basis for this 

study were the (a) Health Belief Model (Becker, 1974; 

Rosenstock, 1966); (b) Stages of Change Theory (Prochaska, 

DiClemente, & Norcross, 1992; Prochaska & DiClemente, 
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1985); (c) Community Organization Theory (Braithwaite, 

Murphy, & Lythcott, 1989; Mayer & Kellogg, 1989; Minklerj 

1990); and (d) Social Support Theory (Minkler, 1981). 

Combining theoretical models to plan messages and provide 

the foundation for selection of educational strategies and 

their subsequent evaluation results in interventions that 

have greater impact in producing the desired behavior 

changes (Rimer, 1995). 

Many studies have used the Health Belief Model (HBM) 

as a theoretical framework to study breast self-examination 

(BSE) or other breast cancer detection behaviors (Champion, 

1993). The HBM was first introduced in the 1950s by a 

group of social psychologists at the U.S. Public Health 

Service to explain the widespread failure of people to 

participate in programs to prevent or to detect disease 

(Rosenstock, 1966). The original four concepts in this 

model were: (a) perceived personal vulnerability to a 

health condition (susceptibility), ·(b) perceived personal 

level of harm as a result of the condition (seriousness), 

(c) perceived positive attributes of action (benefits), and 

(d) perceived negative aspects related to an action 

(barriers). The HBM proposes that the likelihood of 

individuals taking preventive action to avoid a disease is 

determined by whether they believe (a) that they are 
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personally susceptible to it (susceptibility), (b) that the 

occurrence of the disease would have at least moderately 

severe impact on some component of their life 

(seriousness), (c) that taking an action would be 

beneficial by reducing its severity (benefits), and 

(d) that action would not entail overcoming barriers such 

as cost, pain, or embarrassment (barriers) (Becker, 1974). 

In addition, a stimulus called a cue to action-must trigger 

the health protective behavior. This cue may be internal, 

such as perception of a bodily state, or external, such as 

interpersonal communications or the impact of mass media 

(Becker, 1974). 

In several studies, susceptibility has been found to 

be significantly related to breast self-examination (BSE) 

(Champion, 1991, 1993). Perceived benefits and barriers 

have also been consistently related to BSE (Champion, 1993; 

Lieman, Kasprzyk, & Bernoliel, 1990). According to 

Champion (1993), barriers have accounted for the most 

var1ance in BSE behavior. 

General health motivation was later added to the 

original HBM and has been found to be positively related to 

BSE (Champion, 1987; Champion, 1991). Health motivation 

refers to the individual's degree of interest or concern 

about health matters (Becker, 1974). The most recent 
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concept added to the Health Belief Model is that of 

confidence (Rosenstock, Strecher, & Becker, 1988), which is 

defined as the belief that one can successfully execute a 

behavior that will then lead to a desirable outcome. 

Rosenstock et al. (1988) equate the term confidence with 

Bandura's construct of self-efficacy (Bandura, 1977). 

Significant positive associations have been found between 

BSE and self-efficacy (Brailey, 1986; Lauver &·Anagerame, 

1988). 

The HBM has been applied in numerous studies on breast 

self-examination (BSE), but less often to mammography. A 

few studies document that the HBM has been reasonably 

successful in explaining participation in mammography 

screenings (Burack & Liang, 1989; Calnan, 1984; Rutledge, 

Hartmann, Kinman, & Winfield, 1988). 

Although most studies have supported a relationship 

between health behaviors and variables included in the HBM 

(Becker et al., 1977; Champion, 1991; Champion, 1987), the 

HBM
1

should not be considered a complete model, but rather a 

model which specifies several psychological components that 

contribute to predicting and understanding health behaviors 

(Stein et al., 1992). However, if the Health Belief Model 

is used in conjunction with Prochaska's Stage of Change 

Theory, referred to as the Transtheoretical Model (Rimer, 
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1995), breast cancer messages and interventions are apt to 

be more powerful and effective. Developed by Prochaska and 

DiClemente (Prochaska et al., 1992; Prochaska & DiClemente, 

1985), the Transtheoretical Model describes behavior change 

as a series of stages through which a person progresses, 

including: 

precontemplation (a woman is not thinking about 
getting a mammogram or Pap test); contemplation (she 
is thinking about getting a mammogram or Pap test); 
preparation (she is taking active steps to get a 
mammogram or Pap test); action (she has made an 
appointment or recently obtained the test); and 
maintenance (she is getting regular mammograms and Pap 
tests). (Rimer, 1995, p. 19) 

Rimer reports that the Transtheoretical Model has 

proven to be extremely useful in identifying the pros and 

cons associated with behavior change. These barriers are 

similar to those commonly identified through the Health 

Belief Model (Rosenstock, 1990). It has become 

increasingly evident that the barriers perceived by women 

who have never had mammograms may be quite different from 

those who have had them (Rakowski et al., 1992); therefore, 

the Stage of Change Theory is helpful in developing 

relevant, culturally appropriate breast health messages and 

interventions. According to Rimer (1995), the 

Transtheoretical Model mirrors life. In essence, behavior 

is a process and not a static phenomenon. Therefore, 

people are constantly moving from one state to another 
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(Rimer, 1995). With this in mind, health educators 

involved in developing breast health messages and 

interventions must utilize more than one theory when trying 

to understand, predict, and effect behavior change. 

Community organization is the third theoretical model 

serving as a framework for this study. The essence of 

empowerment is the ability of individuals to e~ert some 

degree of control over their destiny (Braithwaite, Murphy, 

& Lythcott, 1989). Empowerment is needed because many 

Black women lack awareness of potentially life-saving 

procedures available for the prevention and treatment of 

breast cancer (Neighbors, 1987; Sung, Coates, & Williams, 

1992). Interventions that have been identified in the 

literature to be effective in empowering poor and Black 

women to combat fear and fatalism associated with diagnosis 

of breast cancer include (a) community organization and 

coalition building (Love, Rodnick,·McPhee, et al., 1988), 

(b) 'health education and community outreach programs 

(Miller & Hailey, 1994; Sung et al., 1992), and (c) mobile 

mammography (Eckert, Stengle, Gimotty, & Burack,1989). 

Approaches particularly effective in overcoming 

barriers to services include giving education programs in 

churches and providing free mobile mammography (Long, 1993; 
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Miller & Hailey, 1994). Eckert et al. (1989) reported that 

African-American women responded favorably to BSE 

instruction from African-American nurses. Among the 

recommendations to increase survival rates from breast 

cancer in African-American women is that programs need to 

be developed in the existing leadership structures within 

African-American communities for the early detection and 

prevention of breast cancer (Long, 1993). According to 

Zapka & Estabrook (1995), community members need to 

participate in as many phases of program development as 

possible. A public health program that actively involves 

the community is most likely to inspire feelings of 

"ownership" and to be successful. Furthermore, health 

educators know that active learning is far more effective 

than passive learning. The community organization 

theoretical model facilitates the development of messages 

and interventions relevant to the community's perceived 

needs. A program which cannot be ·relevant to community 

needs is at risk for being ignored in the face of competing 

priorities. If health educators want to impact the breast 

health prevention behaviors of Black women, it is 

imperative that the community organization principles be 

used in the development of screening program strategies. 

The final theoretical model which served as a 

framework for this study is Social Support. Zapka and 
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Estabrook (1995) contend that support network members play 

crit~cal roles in the development of attitudes and 

behavior. Therefore, they should be considered as 

potentially powerful vehicles in planning programs to 

increase screening behaviors. A social network consists of 

the personal contacts with immediate family, other 

relatives, friends, neighbors, co-workers and professionals 

that provide people with social identity and p~ovide 

emotional support, material aid, services, information and 

new social contacts (Lacey et al., 1989). Health 

professionals (family physicians and nurse practitioners, 

for example) are often part of a woman's social support 

network and influence her screening participation. People 

who do not have a regular physician are less likely to 

receive appropriate screening than those who do, so a 

potential approach is to try to reach them through their 

social network (Zapka & Estabrook, 1955). For example, a 

relative, friend, or co-worker may· have a mammogram and 

could be encouraged to "pass it along" (verbally or with a 

flyer) to a loved one at risk (Zapka et al., 1993). 

Creative approaches to tap into potentially smaller and 

weaker networks might be devised to reach Black women, such 

as reaching them through churches, beauty salons, 

parent/teacher associations, sororities, and community 

health centers. 
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The Health Belief Model, Transtheoretical Model (Stage 

of Change), Community Organization Model, and Social 

Support Model have served as the theoretical framework for 

this study entitled "Strategies for Influencing Breast 

Cancer Knowledge, Beliefs, and Screening Practices Among 

Black Women." 

Summary 

The program reports and research regarding breast 

cancer screenings have substantially increased in the past 

few years. While this represents exciting progress and a 

rich description of various strategies, the task of 

choosing priority strategies and messages remain 

complicated. The choice of interpersonal strategy (e.g., 

communi t y group programs, programs using community 

institutions) and of messages within the strategy (e.g., 

stressing benefits of early screening, emphasizing a social 

support message) must be decided based upon knowledge about 

the educational needs and preferences of subgroups (e.g., 

Black, elderly, urban vs. rural) of women. 

Tailored educational interventions that use a 

multistrategy approach to reduce knowledge, belief, and 

cost barriers, and access-enhancing interventions, such as 

mobile mammography vans are needed to motivate Black women 

to regularly perform monthly breast-self examinations, 



obtain yearly clinical breast examinations, and obtain 

mammograms according to the recommended guidelines. 
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Assessment of a woman's beliefs and stage of readiness 

about breast cancer screening behaviors can assist the 

health practitioner in facilitating community organization 

initiatives that will enhance the existing social support 

networks within a community. A tailored, multistrategy 

intervention is the result of using these four. theoretical 

models as a framework for this study. Combined, they 

provide a heightened sensitivity that is needed when 

developing programs for women with different ethnic, 

cultural, and socioeconomic backgrounds. 

Selecting appropriate interpersonal strategies and 

messages is a "means to an end"--reducing breast cancer 

mortality among Black women and contributing to the 

American Cancer Society's promotion of the use of secondary 

prevention practices in the fight against breast cancer. 



CHAPTER II 

REVIEW OF LITERATURE 

A review of the literature was conducted to establish 

a need for the proposed research. Consistent with the 

current emphasis on cancer prevention and control, this 

chapter presents findings from a review of the literature, 

1981 through 1995, concerning (a) the disproportionate 

distribution of cancer deaths in Black populations compared 

with White populations, (b) secondary prevention of breast 

cancer, (c) factors that appear to be related to secondary 

prevention of breast cancer in Black women, and (d) breast 

cancer prevention initiatives to encourage Black women to 

practice screening behaviors. 

Breast Cancer Distribution in 

Black and White Women 

Incidence, Mortality, and Survival. 

'As early as 1981, Young, Percy, and Asire (1981) 

reported that breast cancer had the highest incidence of 

any cancers among both Black and White women. In 1987, the 

incidence rate for breast cancer was higher in White women; 

however, Black women under 50 years of age continued to 

have the highest number of new cases of breast cancer in 
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the nation (Love, 1991). Several years later, Boring, 

Squires, and Tong (1992) reported that about 181,000 new 

cases of breast cancer were expected in 1992. Although the 

incidence is higher among White women, breast cancer 

mortality is substantially greater among Black women 

(Bacquet, Ringen, & Pollack, 1986). New data from the 

National Center for Health Studies, 1989 to 1992, (Long, 

1993) show that for women of all ages and races, the 

overall breast cancer death rate declined nearly 5%. 

However, among African-American women, the death rate rose 

2.6%. 

Long (1993) states that there has been a disparity in 

the rate of breast cancer survival between Black and White 

women for at least the past 30 years. For example, the 

5-year breast cancer survival rate from 1981 to 1986 was 

76% for White women and only 63% for Black women. While 

localized and distant breast cancer rates were similar in 

both races, the regional disease survival rate for Black 

women was only 56%, compared with 70% in White women (Long, 

1993). Regional breast cancer has been defined as that 

stage of diagnosis in which a "neoplasm . has extended 

beyond the limits of the organ directly into surrounding 

organs or tissues, into regional lymph nodes, or [there is] 

both direct extension and regional lymph node involvement" 
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(Ries, Hankey, Miller, Hartman, & Edwards, 1991, p. 126). 

In 1990, Ries et al. reported that breast cancer survival 

rates were worse for Black women than White women in all 

disease stages and that decreased survival is most 

prominent in younger Black women regardless of disease 

stage. Numerous findings in the literature report these 

conclusions, including studies on incidence rates (Bacquet 

et al., 1991; Satariano & Swanson, 1988), mortality rates 

(Bacquet, Horm, Gibbs, & Greenwald, 1991; Burack & Liang, 

1989), and survival rates (Bain, Greenberg, & Whitaker, 

1986; Polednak, 1988; Ries, Henkey, & Edwards, 1990). 

Saunders (1989) conducted a study which analyzed data 

collected on San Francisco women diagnosed with breast 

cancer between 1974 and 1985. The purpose of the analysis 

was to examine differences in the timeliness of diagnosis 

of fema.le breast and cervical cancer in different age and 

ethnic groups. For breast cancer, Black women were found 

to be at greater risk for late diagnosis (Saunders, 1989). 

A later study by Wells and Horm (1992) used cancer 

incidence data from three U.S. metropolitan areas (San 

Francisco-Oakland, Detroit, and Atlanta) to investigate the 

effect of socioeconomic status on Black-White differences 

in stage of disease at diagnosis and the impact that levels 

of socioeconomic status have on stage distribution within 
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race. Cancers diagnosed from 1978 to 1982 were included in 

the study. Cancer incidence data were coupled with census 

tract indicators of education and income. The researchers 

tested the relationship between stage of disease at 

diagnosis and income/education by computing the Spearman 

rank-correlation coefficient. Wells and Horm (1992) 

concluded that Black women with breast cancer are diagnosed 

at a later stage of disease than are White women. Only 

45.7% of Black women were diagnosed in the more curable 

localized stage compared with 52.1% of White women. Over 

11% of the Black women and less than 7% of Whites had 

breast cancers that had already metastasized beyond 

localized or regional into distant stage. Among both Black 

and White women, there is a tendency toward a less advanced 

stage of breast cancer with increasing educational level or 

income •(Wells & Horm, 1992). Additionally, the research 

revealed that Black women in both of the two lowest 

educational strata (less than 12 years and high school) and 

income strata (less than $15,000 and between 

$15,000-$24,999) had a poorer stage of disease at 

presentation than did White women. Survival rates for 

women with early diagnosis of breast cancer are 

considerably better than those with late diagnosis (Wells & 

Horm, 1992). Late stage diagnosis appears to be a factor 

related to decreased breast cancer survival in Black women 



(Long, 1993). Clearly, the literature provides a rich 

source of descriptive research and statistics related to 

breast cancer incidence, mortality, and survival which 

illustrate the disparity in the rate of breast cancer 

survival between Black and White women. 

Secondary Prevention 

Breast Cancer Screening Procedures. 
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Many researchers have suggested that at least half of 

the difference in survival between Black and White women is 

due to late diagnosis and inadequate secondary prevention 

(Long, 1993). Secondary prevention includes early disease 

detection and treatment. The major screening procedures 

for breast cancer are breast self-examination (BSE), 

physician or nurse palpatory examinatibn, and mammography. 

Each procedure makes a specific contribution to the early 

detection of disease. 

Breast Self-Examination (BSE) 

' Breast self-examination (BSE) is an important 

component of any program for early detection of breast 

cancer. Compared to clinical breast examination and 

mammography, BSE is relatively safe, low cost, offers 

monthly assessment, and does not require overcoming 

barriers associated with access to the medical care system 

(unless an abnormality exists) (Janz, Becker, Anderson, & 
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Marcoux, 1991). Initially advocated more than three 

decades ago (Kaiser, 1985), BSE is a relatively simple, 

convenient, noninvasive, minimal risk procedure with the 

potential (especially when combined with clinical 

examination and/or mammography) to be an important 

component of a program for early detection of breast cancer 

on a mass scale (Janz et al., 1991). 

Despite controversy concerning BSE's effectiveness in 

discovering early-stage disease (including issues of 

sensitivity, specificity, practice frequency, and 

proficiency (O'Malley & Fletcher, 1987), it is generally 

accepted as an important adjuvant to other detection 

methods (Cole & Austin, 1981; Haughey et al., 1988). 

Studies reveal that most breast cancer is first detected by 

the woman herself (Strax, 1984), and routine monthly 

practice of BSE is recommended for women 20 years and older 

(Cancer Statistics, 1989; Cancer Facts and Figures, 1991). 

Unfortunately, research indicates that although over 

90% of women of all ages and ethnicities are aware of the 

recommendation to practice BSE, only about 25 to 35% 

actually perform the procedure on a monthly basis (National 

Survey on Breast Cancer, 1980). Women report lack of 

confidence, never having been shown how to perform BSE, 

perceiving themselves to be at low risk for breast cancer, 

and uncertainty about practice benefits as reasons for not 



26 

adhering to professional advice (Arnsel, Grover, & Balshem, 

1985; Champion, 1987; Haughey, 1988). 

Self-detection of a mass and detection of an 

abnormality during a physical examination have been the 

most common means of breast cancer detection. In a 1958 

American Cancer Society Monograph, Haagensen remarked: 

It is probable that from the point of view of the 
greatest possible gain in early diagnosis, teaching 
women to examine their own breasts is more important 
than teaching the technique of breast examination to 
physicians, for we must keep in mind the fact that at 
least 98 percent of the women who develop breast 
carcinoma discover their tumors themselves. (Cited in 
Venet, 1980, p. 930) 

Although mammography has gained acceptance in the medical 

community and has increasingly been used for the early 

detection of breast cancer in asymptomatic women (Use of 

Marnmography-MMWR, 1990), the New York Health Insurance Plan 

randomized trial for breast cancer screening which was 

published in 1982 provided the first scientific evidence 

that mammography and breast physical exams reduce mortality 

fro~ breast cancer in women 50 years of age and older and 

possibly in women 40 to 49 years of age (Shapiro et al., 

1971, 1982, 1988). The research indicates that BSE will 

continue to play a significant role in the early detection 

of breast cancer (Boss & Guckes, 1992; Breen & Kessler, 

1994; Long, 1993). Several reasons are cited as to why BSE 
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will continue to be a major component of breast cancer 

early detection practices: (a) most tumors are detected by 

women themselves, either by accident or during 

self-examination (ACS, 1992); (b) women under 40 years of 

age who have a lower incidence of breast cancer than older 

women make the cost-benefit ratio of mammography least 

justifiable (Eddy, Hasselblad, McGivney, & Hendee, 1988); 

(c) mammography screening may not be readily accessible or 

available for all women, especially poor inner city women, 

thus weakening the potential it has for early detection and 

contributing to a reduction in breast cancer mortality; and 

(d) in an effort to limit overexposure to radiation, 

mammography screenings are rarely done more than once per 

year (Eddy et al., 1988). According to Long (1993), 

performing breast self-examination between routinely 

scheduled mammograms is correlated with detecting earlier 

stage cancers. For these reasons, training and maintenance 

of BSE skills have become an integral component of 

secondary prevention for breast cancer. 

One of the major limitations to experimentally 

evaluating the effects of BSE practice on cancer mortality 

is the absence of effective, reliable, and standardized 

procedures to train BSE skills (Pinto & Fuqua, 1991). 

According to Kegeles (1985), training of proficient BSE 

skills has been studied far less than the effects of 
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training on frequency of practice. Earlier studies 

revealed that of the estimated 40% of women who perform BSE 

routinely, only 19 to 57% of those who practice BSE meet 

proficiency criteria (Howe, 1981; Mamon & Zapka, 1985; 

Worden, Costanza, Foster, & Tidd, 1983). Current BSE 

outreach efforts have focused on teaching women proficient 

techniques (ACS, 1991b). 

There are currently several techniques for performing 

breast self-examination. However, most authorities agree 

that the technique used is of less significance than that 

a woman who is proficient in a technique, practices it 

regularly at monthly intervals (Champion, 1987; Strax, 

1977, 1984). The American Cancer Society (1991b) and Doris 

Kupferle Breast Center (1995) recommend the current 

circular technique, the up and down line, and the wedge 

techniques. In the circular technique, the woman is in the 

supine position with the arm above her head on the side to 

be examined. A folded towel is placed under the shoulder. 

The woman then imagines that her breast is similar to the 

face of a clock, with the nipple identified as the center. 

The exam may begin at the top of the breast, for example 12 

o'clock. The finger pads of the three middle fingers are 

used to feel for lumps, thickening, or change in 

consistency of the breast tissue. The procedure should be 



performed the same way each time. This will enable the 

woman to make certain that the entire breast area is 

checked and for her to remember how the breast feels each 

month. If the circular motion is taken, the woman moves 
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her fingers in toward the nipple approximately an inch and 

begins the circular movement again until she has assessed 

the entire breast (ACS, 1991b; Doris Kupferle Breast 

Center, 1995). A comprehensive public health program must 

address the issues of proficiency and frequency of BSE if 

there is to be a reduction in the mortality, medical 

expenses, and personal suffering associated with breast 

cancer (Pinto & Fuqua, 1991). 

According to Baines (1992), evidence is much more 

convinc i ng now than two and a half years ago that good BSE 

performance is associated with a smaller tumor size at 

diagnosis. Baines (1992) suggested that BSE health 

promotion should take into account the following 

considerations: 

1. Advantages of simplified self-examinations 

protocol. 

2. Advantages of individual instruction. 

3. Advantages of repetitive instructions. 

4. Importance of selecting the appropriate 

population. 

5. Importance of evaluation. 
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Finally, Champion (1992) recommends that further study is 

needed in the following areas: (a) identification of the 

effect that training may have on frequency and proficiency 

for BSE, (b) systematic inquiry to identify variables 

related to proficient BSE, and (c) investigation of 

frequency and proficiency in women most likely to develop 

breast cancer. 

Clinical Breast Examination 

A controversy exists in the literature regarding the 

pros and cons of palpatory breast screening by physicians 

or nurses (Black, 1988; Eddy, 1989; Skrabanek, 1985). 

Opponents of palpatory breast examination claim that this 

type of screening is based on a false premise since breast 

cancer is essentially a systemic disease (Skrabanek, 1985). 

Long (1993) reports that debates concerning palpatory 

breast screening by physicians or nurses and cancer as 

essentially a systemic or nonsystemic disease are important 

because they influence public policy decisions for funding. 
I 

Long (1993) states that if cancer were essentially a 

systemic disease, even the effectiveness of mammography in 

detecting early stage cancer would be questioned. Both the 

American Cancer Society (ACS) and National Cancer Institute 

(NCI) recommend palpatory breast screening by a physician 

or nurse and self-examination in conjunction with 

mammography to enhance early detection (ACS, 1991; NCI, 
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1986). Breen and Kessler (1994) report that the 1990 

National Health Interview Survey (NHIS) when compared with 

the 1987 NHIS reveals that the rate of screening and 

diagnostic breast physical examinations exceeded 

mammography in both years. Fifty percent of women more 

than 40 years of age reported an annual breast physical 

examination by a health practitioner in 1987, and this 

proportion rose to 65% in 1990. A larger percentage of 

Black than White or Hispanic women reported having breast 

physical examinations in 1987 and 1990, and their rate of 

screening also increased most (Breen & Kessler, 1994). 

Although rates were lower for White and Hispanic women than 

for Black women, all three groups showed increased use of 

breast physical examination. 

Currently, the American Cancer Society (1991b) and 

Doris Kupferle Breast Center (1995) are recommending that 

every woman receive a yearly clinical breast examination, 

practice monthly breast self-examination, and obtain 
I 

mammograms according to the recommended guidelines. 

Mammograms 

Breast self-examinations and clinical breast 

examinations are simple and effective methods for secondary 

prevention of breast cancer. However, mammography combined 

with clinical breast examination remains the most important 
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means of decreasing breast cancer mortality (Rimer, 1992; 

Roetzheim et al., 1993). According to the American Cancer 

Society (ACS, 1991b; Doris Kupferle Breast Center, 1995), 

mammography is a special x-ray technique in which two 

pictures are generally taken of each breast--one from the 

top and one from the side. The breasts are placed between 

plastic plates and flattened slightly to get a clear 

picture. The procedure may be a little uncomfortable, but 

it is not painful. The amount of radiation produced by 

mammography is extremely low therefore the health risks are 

small. In the 1950s and early 1960s, mammography emerged 

as a procedure that could lead to the detection of breast 

cancer at an earlier stage of disease than could be 

detected in general clinical practice (Shapiro, 1994). 

According to Shapiro, this raised the question of whether 

mammography could be an effective screening tool when used 

with the total population. 

Evidence of the effectiveness of mammography as a 

screening procedure for detecting cancer at an early stage 

was established by the landmark randomized trial of the 

Health Insurance Project (HIP) of New York from 1963 to 

1986 {Strax, 1988). The HIP watershed study led to a 

reduction in mortality, influenced health care policy, and 

paved the way for public funding of early detection and 
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prevention programs (Long, 1993). Case-control and 

quasi-experimental studies have added to the information 

about the value of mammography (Shapiro, 1994). During the 

1970s, the Breast Cancer Detection Demonstration Project in 

the United States demonstrated that mammography screening 

had increased the capability of health/medical 

practitioners to detect breast cancer early among young and 

older women (Shapiro, 1994). Additional improvements in 

mammography have occurred since then [lower dosage 

radiation, advancements in technology resulting in better 

quality images, and a more comfortable screening procedure] 

(Doris Kupferle Breast Center, 1995). 

Although thirty years of randomized controlled trials, 

diverse in content and design, have been conducted in 

various parts of the world, controversy continues to exist 

about the benefits of mammography screening for women aged 

40 through 49 (Shapiro, 1994). A thorough discussion of 

the randomized controlled trials is beyond the scope of 

this chapter. However, the International Workshop on 

Screening for Breast Cancer in February 1993 summarized the 

current situation by using data from randomized controlled 

trials. The task force which was charged with drawing 

conclusions that might affect screening guidelines found as 

follows: 
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1. The benefits of mammography screening for women 
aged 40 through 49 years are uncertain. In short, the 
value of mass mammography screening at these ages is 
judged to be questionable on the basis of currently 
available information. 
2. The evidence is unequivocal that mammography 
screening leads to reductions in breast cancer 
mortality of about 30% at ages 50 through 69 years. 
The benefit is clear in all of the randomized 
controlled trials despite the variety in procedures 
(e.g., screening intervals from 12 to 33 months, 
single-view or two-view mammography, screening with or 
without clinical breast examination). 
3. Evidence is lacking as to whether screening is 
efficacious at age 70 years and older. (Others have 
made the point that screening is advisable, unless 
health status is poor, because of the high risk for 
breast cancer at these ages and the compelling 
argument that there is no reason to expect an upper 
age limit in benefit). (Costanza, 1992). (Cited in 
Shapiro, 1994, p. 10) 

Critics of the above conclusion, especially the statements 

with regard to women aged 40 through 49 years, have 

emphasized that the trials, except for the Canadian study, 

were not designed to assess the efficacy of screening at 

particular ages and do not have the statistical power to 

detect meaningful benefits by age (Sickles & Kopan, 1993). 

The Canadian National Breast Screening Study which was 

published in November 1992 was a clinical trial in which 

40,000 women were randomized for regular screening through 

breast exam alone or breast exam and mammography (Women's 

Health Watch, 1994). The study failed to find any benefit 

for mammographic screening for women in their 40s (Shapiro, 

1994). Though generally acknowledged to be statistically 
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sound, it was criticized for technical flaws related to the 

quality of the mammography equipment and the views of the 

breasts taken (Women's Health Watch, 1994). 

So what is the status of mammography screening now? 

Guidelines set forth by the National Cancer Institute 

(NCI), American Cancer Society, and other organizations 

specify mammography screening every year or two for women 

aged 40 through 49 years and every year for women aged 50 

and older (Rimer, 1992). The goal for breast cancer 

screening in the National Health Promotion and Disease 

Prevention Objectives calls for increases in acceptance of 

screening at ages 50 and older (Healthy People 2000, 1991, 

p. 115). Among the detailed recommendations is mammography 

screening for minority and low-income women in their 40s 

(Healthy People 2000, p. 115). According to Shapiro 

(1994) ,.the results of the randomized controlled trials 

suggest that the guidelines should be changed. 

In early December 1993, the NCI statement that was 

released, "Updating the Guidelines for Breast Cancer 

Screening," calls attention to the controversy about 

routine screening mammography for women aged 40 through 49 

and the lack of convincing evidence on any reduction of 

breast cancer mortality related to screening in this age 

group. The statement also indicates that "routine 
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screening every 1 to 2 years with mammography and clinical 

breast examination can reduce breast cancer mortality by 

about one-third for women ages 50 and over" (Women's Health 

Watch, 1994). 

Regardless of the controversy related to the 

effectiveness of mammography screening for women ages 40 

through 49, mammography combined with clinical breast 

examination remains the most important means of decreasing 

breast cancer mortality (Roetzheim et al., 1993). Zapka 

(1994) reported that there is some indication that the 

performance of clinical breast examination has decreased as 

mammography has increased. This is disturbing, since early 

detection requires that both be used together (Rimer, 1992; 

Roetzheim et al., 1993). This method of screening has the 

potential to reduce breast cancer mortality by 30% 

(Roetzheim et al., 1993). However, for this potential to 

be realized, utilization of screening mammography must 

increase substantially. 

According to Zapka (1994), over the past several 

years, behavioral research has advanced the health 

educators' understanding of how to improve physicians' and 

women's participation in screening for breast cancer by 

mammography. Health educators understand better the 

personal factors related to participation, including the 

barriers women perceive (Rimer, 1992); the role of health 



service clinicians, especially physicians (Taplin et al., 

1994); the role of enabling services such as mobile vans 

(Rimer, 1992); and the important contribution of enabling 
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insurance policy (Thompson, Kessler, & Boss, 1989). 

Additionally, researchers have demonstrated the power of 

theoretically driven messages within interventions, as well 

as the impact and effectiveness of interventions directed 

at communities and special populations (Zapka, '1994). 

As screening participation for all women has improved, 

the needs of certain subgroups of women have become 

evident. These groups include the uninsured and 

underinsured, and those without a usual source of primary 

care; older, less educated women; women in rural areas; and 

minority women. The National Health Interview Survey in 

1987 reported that only 31% of women age 40 and above in 

the United States have ever had a mammogram (Dawson & 

Thompson, 1990). For Black women, the compliance rate has 

been found to be even lower--27.8% (Miller & Hailey, 1994). 

Despite encouraging recent increases in screening, two 

thirds of women more than 40 years of age in the 1990 

National Health Interview Survey did not have a screening 

mammogram in the previous year, and 38% had never had a 

mammogram (Breen & Kessler, 1994). Age, cost, and 

physician recommendation are key reasons why women do not 

undergo screening (Breen & Kessler, 1994). For Black 
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women, poor cancer awareness and anxiety may be additional 

barriers to mammography screening (Miller & Hailey, 1994). 

The discussion to follow explores links between factors 

that appear to be related to secondary prevention of breast 

cancer in Black women and strategies to increase the rate 

of screening mammography in Black women. 

Factors That Appear To Be Related To Seco~dary 

Prevention of Breast Cancer in Black Women 

Secondary prevention includes early disease detection 

and treatment. The literature review revealed five factors 

related to secondary prevention that appear to contribute 

to decreased breast cancer mortality in Black women. 

Socioeconomic Status 

The first is socioeconomic status. , Numerous studies 

describe socioeconomic status as the most prevalent factor 

influencing the decreased survival from breast cancer in 

Black women (Mcwhorter et al., 198~; ACS, 1986, 1989). 

' Low socioeconomic status as defined includes poor 
housing, crowding, racial factors, low income, poor 
education and unemployment--all of which have been 
said to result in such outcomes as poor nutrition, 
poor medical care (either through nonavailability or 
nonutilization of resources), strenuous conditions of 
employment in nonhygienic setti~gs, ~nd increased 
exposure to noxious agents. (Cited in Long, 1993, 
p. 3) 

Economically disadvantaged people lack access to health 

services because of limited resources and nonavailability 
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of services (ACS, 1986; Neighbors, 1987). The literature 

also suggests that poor and Black people's occupations and 

lifestyles are related to decreased breast cancer survival 

rates (Newell, 1983; Page & Asire, 1985). 

In a retrospective study of 708 breast cancer patients 

of all age groups, one third of whom were diagnosed at 

Stages 3 and 4 (advanced), it was concluded that the 

survival rate of disparity found between Harlem Blacks and 

Black women nationally was directly related to the degree 

of poverty of the Harlem patients (Freeman & Wasfie, 1989). 

Another study conducted by Wells and Horm (1992) used 

cancer incidence data from three U.S. metropolitan areas 

(San Francisco-Oakland, Detroit, and Atlanta), coupled it 

with census tract indicators of education and income to 

test the relationship between stage of disease at diagnosis 

and income/education. The researchers concluded that both 

Black and White cancer patients living in census tracts 

with lower median education/income values are diagnosed in 

later disease stage than are patients in tracts with higher 

median education/income values. Black women in both of the 

two lowest educational strata (high school and <12 years 

of school) and income strata (<$15,000 and $15,000-$24,999) 

had a poorer stage of disease at presentation than did 

White women (Wells & Horm, 1992). 
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Long (1993) concluded that the social and economic 

ills that contribute to excessive breast cancer in Black 

women are amenable to modification by (a) providing better 

access to health services; (b) educating high-risk 

individuals regarding lifestyles; and (c) changing public 

policy. The following recommendations were made: 

(a) research needs to be conducted on both economically 

disadvantaged and affluent Blacks to distinguish 

cultural/ethnic and socioeconomic influences on breast 

cancer epidemiology, and (b) more Black women need to 

participate in biophysiological basic research and clinical 

trials for a better understanding of factors that 

contribute to cancer development and progression (Long, 

1993). Bacquet (1991) states that cultural or genetic 

factors, not linked with socioeconomic status, may 

contribute to the increased incidence of some cancers, 

therefore it is imperative that Black women be included in 

biophysical research and clinical trials. 

Late Stage of Disease at Diagnosis 

Researchers agree that Black women have a greater 

risk of being diagnosed with the most advanced forms of 

breast cancer (Saunders, 1989; Wells & Horm, 1992; 

Satariano et al., 1986). Factors associated with 

late-stage disease at diagnosis include low socioeconomic 

status, underutilization of screening procedures, and 
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barriers to utilization of health services. In an attempt 

to better understand why groups most in need of screening 

mammography were least likely to respond to breast cancer 

detection and awareness projects, Roetzheim et al. (1993) 

examined the participants of a Breast Cancer Detection and 

Awareness Project in Tampa, Florida, to determine if 

demographic groups differed in their reported barriers to 

past mammography use, their motivations for screening, or 

their attitudes about breast cancer. The researchers asked 

women who had not had mammograms in the past to indicate 

their reasons. Minority participants indicated significant 

barriers to screening, fears associated with the procedure, 

and not knowing that screening mammography was recommended 

as reasons for not obtaining mammogram~ in the past. Women 

from lower income households cited fears and barriers to 

screening mammography more frequently than women of higher 

income. They were also less aware of the need and 

recommendation for mammograms (Roetzheim et al., 1993). 

Underutilization of screening procedures and barriers to 

the utilization of health services contribute to the late 

stage-diagnosis prevalence among Black women. 

According to Long (1993), the primary factor 

associated with the finding of late-stage disease is low 

socioeconomic status. Long (1993) contends that poverty 

results in diminished resources, particularly in the lack 
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of access to health care services. Data indicate that 

growing numbers of Blacks are uninsured or underinsured for 

health care, therefore, they delay seeking medical services 

until late symptomatic disease stage (Neighbors, 1987; 

Roetzheim, 1993; Saunders, 1989). Other barriers that 

contribute to delayed diagnosis include client barriers, 

health care provider barriers, and barriers in the health 

care delivery system (Long, 1993). Client barriers include 

lack of cancer knowledge and various health or illness 

beliefs, attitudes, and practices (Miller & Hailey, 1994). 

Cultural values, health or illness beliefs, attitudes, and 

practices have all been shown to affect cancer knowledge 

and awareness, perceptions of vulnerability to developing 

the disease, health-seeking behaviors, causal attribution 
~ 

and personal responsibility regarding contracting cancer, 

and exp~ctations for cure (Champion, 1987; Long, 1993; 

Miller & Hailey, 1994; Stein, Fox, Murata, & Morisky, 

1992). The Stein study assessed the relative influence of 

Health Belief Model (HBM) constructs on prior mammography 

usage and the intention to obtain mammograms with data from 

a sample of 1,057 women over the age of 35 years residing 

in an urban community in the United States. According to 

the researchers, the HBM has been applied in studies on 

breast self-examination (BSE) but less often to 

mammography. Stein et al. (1992) concluded that key HBM 
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contructs (Perceived Susceptibility, Perceived Barriers) 

are effective predictors of Prior Mammography and Future 

Intentions. The most powerful predictor of Prior 

Mammography was the physician referral variable. Cues to 

Action, Perceived Susceptibility and Perceived Barriers 

were significant, but the physician cue was clearly the 

most important. Perceived Benefits and Socioeconomic 

Status were not significant predictors (Stein et al., 

1992). Additionally, the researchers found that the most 

powerful predictor of Future Intentions was Perceived 

Susceptibility. These findings indicate that behaviors and 

intentions may have different antecedents and thus may need 

to be managed in different ways. Late-stage disease at 

diagnosis is clearly related to beliefs, attitudes, and 

cultural values that influence decisions to participate in 

breast ~ancer detection and awareness campaigns. 

Health care provider barriers that affect survival 

from breast cancer include (a) physician's lack of current 

knowledge of the ACS and NCI screening guideline 

recommendations (physician tendency to recommend screening 

procedures less often for poor women; (b) health care 

provider attitudes; (c) health care provider failure to 

remind clients of the need for repeat screening; and 

(d) costly screening tests and convenience of screening 

facilities (Long, 1993). Health system barriers to access 



and utilization of services that contribute to diagnosis 

and treatment delays in poor and Black women include 

(a) discrimination in the health care delivery system, 

resulting in a two-tier care delivery to the "fortunate" 

and "less fortunate" (Long, 1993); and (b) discrimination 

in health services delivery, a result of cultural 

insensitivity to many Black clients (Bailey, 1987). 

Consistent with the recommendations of other researchers 

(Rimer, 1995; Zapka, 1995), Long (1993) recommends that a 

better understanding of the factors that affect health 

screening behavior is needed. 
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In order to achieve the NCI goal to reduce cancer 

deaths 50% by the year 2000, health service delivery, 

health service access, and public policy need to be changed 

to accommodate high risk populations (Long, 1993). In 

addition, health care providers need a better understanding 

of the (a) health and illness values, attitudes, and 

praqtices of Black women; (b) the impact of discrimination 

and ethnocentricisrn on Black women's health care; and (c) 

public policy changes required to provide, at least, an 

adequate level of care for all Americans regardless of 

their ability to pay for medical services (Long, 1993; 

Rimer, 1995). Rimer (1995) recommends that health care 

providers need to develop mechanisms for notifying clients 

about the importance of repeated breast screening at 



regular intervals. Multistrategy, culturally sensitive 

breast cancer detection and awareness projects must be 

utilized to promote early detection practices among Black 

women (Rimer, 1992, 1995). 

Diagnostic and Treatment Delays 
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A third factor that relates to secondary prevention of 

breast cancer in Black women is diagnostic and treatment 

delays. Black women tend to delay treatment longer after 

diagnosis, and fewer Black women than White women are 

diagnosed with early-stage cancer (Gregario, Cummings, & 

Michaelek, 1983). In a study by Gregario et al. (1983), 

52% of Black women tended to delay treatment 6 months or 

longer following initial symptom recognition compared with 

4% of wh i te women. The researchers found that the 

differences between first symptom recognition and first 

definite diagnosis visit were related to several factors: 

(a) symptom duration; (b) the ability to appraise breast 

cha~ge; (c) perception of disease severity; (d) the belief 

that symptoms could be cured; and (e) resources to pay for 

medical care. Long (1993) states that client, health care 

provider, and health system barriers are major causes of 

diagnostic and treatment delay. A woman's lack of 

knowledge about breast cancer reduces her ability to 

appraise breast changes, determine disease severity, and 

develop appropriate expectations concerning cure. 
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A new book, entitled "Celebrating Life--African 

American Women Speak Out About Breast Cancer," presents 

interviews with 62 Black women (breast cancer survivors) 

who talk about their lack of knowledge about breast cancer 

and failure to use early detection screening practices 

which resulted in diagnostic and treatment delays 

(Dunnavant, 1995). Older Black women tend to rely on their 

physicians to make recommendations concerning health care, 

but physicians tend not to recommend breast screening for 

poor, older women (Gemson, Ellison, & Messeri, 1988). 

Because age is the major risk factor for developing breast 

cancer, health care providers, especially physicians, need 

to develop supportive relationships with older clients in 

general and Black women in particular to help them become 

more assertive regarding the responsibility for their 

health care (Caplan, 1992; Long, 1993). Every effort must 

be made to examine the factors that contribute to 

diagnostic and treatment delays in Black women and alter 

the factors to enhance the potential for cure (Boss, 1992). 

Treatment Differences 

Long (1993) reported that results of research indicate 

that treatment modalities and quality of care differ 

between Black and White cancer patients. Treatment 

differences include use of liver scans and radiation 

therapy, progesterone receptor assay, post-mastectomy 
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rehabilitation, and adjuvant chemotherapy. A discussion of 

each of these treatment differences is beyond the scope of 

this review of literature. However, an investigation of 

adjuvant therapy in Black women diagnosed with breast 

cancer, stages I - III, showed variations according to 

insurance coverage, the type of hospital, physician 

qualifications, and treatment regimens (Diehr, Yergan, & 

Chu, 1989). Clearly treatment differences between affluent 

and poor people can affect their survival. The rationing 

of health care may be an important factor in decreased 

breast cancer survival in Black women (Long, 1993). If 

treatment differences occur primarily because of inability 

to pay for health services, Long (1993) argues that this 

would of f er support for the need to have national health 

insurance for all Americans. Additionally, more research 

on differences in response to treatment is needed. 

Biological and Constitutional Factors 

, Long (1993) reported that contributing evidence 

related to decreased survival from breast cancer in Black 

women includes histology, age, estrogen receptor and 

progesteron receptor status, immune parameters, and breast 

tumor biology. Freeman and Wasfie (1989) reported that 

histologically, aggressive cancers were found more often in 

Black women than White women. A study by Kovi, Mohla, 

Norris, Sampson, & Heshmat (1989) compared 425 Black women 
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and 3,511 White women with breast lesions and found that 

78% of Black patients had invasive duct carcinoma (advanced 

stage disease); 68% of the Black women were younger than 54 

years of age compared with 53% of White women; and compared 

with White patients, Black patients were reported to have a 

lower incidence of estrogen receptor (ER)-positive tumors. 

The presence of (estrogen receptor positive) or absence 

(estrogen receptor negative) of specific estrogen binding 

protein in breast cancer is related to the biologic 

characteristics of the tumor. Receptor negativity is 

associated with larger tumor size and more rapidly 

proliferating tumor tissue (Stanford & Greenberg, 1989). A 

population-based study was utilized to calculate breast 

cancer incidence rates in White and Black women, ages 30 to 

54, according to tumor estrogen receptor status. Both 

racial groups were found to have higher incidence curves 

for estrogen receptor negative breast cancer between ages 

30 qnd 49. The researchers also found that there was an 

excess of receptor negative cancer in young Black women, an 

observation that might help explain the racial disparity in 

breast cancer survival. 

According to Long (1993), additional research is 

needed to distinguish between the effects of biological and 

constitutional variables and socioeconomic variables in 

breast cancer survival. The possibility of biological 



differences (independent of socioeconomic status) 

accounting for the survival differential within stages 

between Blacks and Whites has been studied (Mohla et al., 

1989). Clearly, breast cancer survival is poorer among 

Black women than White women. A review of the literature 

revealed five maJor factors that appear to contribute to 

the higher breast cancer mortality rate in Black women: 
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(a) low socioeconomic status; (b) advanced stage of disease 

at diagnosis; (c) diagnostic and treatment delays; 

(d) biological and constitutional characteristics; and 

(e) treatment differences. A better understanding of these 

factors is essential if health educators and health care 

providers expect to reduce breast cancer mortality among 

Black women by year 2000 (Healthy People 2000, 1991). 

Breast Cancer Prevention Initiatives 

According to Sung et al. (1992), very little 

information has been published on effective interventions 
I 

to increase screening for breast cancer among Black women. 

Although Black and White women alike are regularly exposed 

to health related messages about breast cancer through the 

mass media, Sung et al. (1992) contend that commonly used 

health education materials and approaches may be 

inappropriate for minority populations. 
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A recent study conducted by Roetzheim et al. (1993) 

examined barriers to screening among participants of a 

media-promoted breast cancer screening project. Results of 

the study revealed that minority participants admitted that 

they were less knowledgeable about breast cancer, about the 

benefits of screening mammography, and about the 

recommendations for this test (Roetzheirn et al., 1993). 

The researchers concluded that among the participants of a 

media-promoted breast screening project, those demographic 

groups in greatest need of mammography (Blacks, Hispanics, 

lower socioeconomic, and older women) reported the most 

barriers to screening and the fewest motivating factors. 

Additionally, the researchers suggest that it will require 

a multifaceted intervention to reach these audiences in 

breast screening projects (Roetzheim et al., 1993). 

A review of the literature revealed several studies 

that utilized multifaceted interventions to promote the use 

of ~arly detection breast cancer screening practices among 

Black women. A few of these studies did not specifically 

target the Black female audience, but will be discussed 

because the interventions proved to be an effective 

strategy for promoting secondary breast cancer prevention 

in other audiences. Therefore, the intervention strategy 

might prove effective with Black female audiences. 
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Taplin et al. (1994) reported that in 1985, the Group 

Health Cooperative of Puget Sound, a health maintenance 

organization (HMO), initiated a Breast Cancer Screening 

Program for women age 40 years and older. The HMO mailed 

letters to women recommending that they schedule 

mammograms. Taplin et al. (1994) conducted a randomized 

trial to test whether they could increase participation in 

an established screening program that routinely' mailed 

recommendations to women due for mammograms. A sample of 

1,500 women (ages 50-79; currently HMO enrollees), was 

identified through the breast cancer database, and these 

women were randomly assigned to four groups: (a) primary 

physician invitation (Q = 329); (b) reminder postcard (n = 

335); (c) primary physician invitation plus reminder 

postcard (Q = 334); and (d) usual-care control group (n = 

324). All women were blinded to the study and received 

identical care to other women being invited at the same 

time. Recommendation letters and reminder postcards were 

mailed directly to study women. When the physician 

personally signed the letter, it also included a paragraph 

that emphasized the importance of the screening visit in 

the women's health care regimen. Upon receipt of a 

mammogram within 12 months of the invitation letter 

(yes/no) as the dependent variable in a logistic regression 

model, Taplin et al. (1994) tested the main effects of the 



primary physician letter, the reminder postcard, and 

interaction of the physician letter and the reminder 

postcard. 
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The researchers found there were no significant 

differences among the four treatment groups on any of the 

baseline demographic characteristics, health status, 

screening history, and logistical barriers to participation 

among study groups. However, the groups that received the 

reminder postcard had significantly greater rates of 

mammography use compared with control subjects (f ~ .001). 

The use of a letter from the woman's personal physician did 

not increase the participation. 

Taplin et al. (1994) concluded that a letter from the 

woman's primary care physician did not increase the 

likelihood that she would get a mammogram within 1 year, 

while sending a subsequent reminder postcard nearly doubled 

the odds of participation. The results of the study also 

demonstrate that the odds of getting a mammogram double if 

the woman has had a previous mammogram. Automated systems 

that mail reminders may be adequate to encourage repeat 

mammography once a woman has had her first examination. 

These researchers suggest that the results of the study 

should encourage the evaluation of mailed reminders in 

economic or racial subgroups who were not represented in 

this study. Efforts to promote mammography use in Hispanic 
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and Black audiences currently emphasizes encouraging 

physician recommendations (Fox & Stein, 1991). Taplin et 

al. (1994) contend the physician's recommendations alone 

are not sufficient to ensure that women obtain a mammogram. 

Testing the effectiveness of reminders among Black and 

Hispanic audiences, once they receive the physician 

recommendation, would be a logical extension of the Taplin 

study (Taplin et al., 1994). 

An experimental study conducted by Morehouse School of 

Medicine attempted to determine if a culturally sensitive, 

in-home educational intervention conducted by lay health 

workers (LHWs) could increase adherence among low-income, 

inner-city Black women to schedules for breast and cervical 

cancer screening. In addition, the researchers sought to 

increase the women's knowledge and change their attitudes 

regardi~g these cancers (Sung et al., 1992). The lay 

health workers were selected from the National Black 

Women's Health Project, a community· based women's health 

group which was established in 1980. LHWs underwent a 

10-week training course prior to participating in the 

intervention. The goal of the intervention was to increase 

by at least 15% the rate of participation of Black women in 

screening programs for breast and cervical cancers. 

Subjects 35 years of age and older were recruited from four 

low-income public housing projects in Atlanta, Georgia. 



54 

After recruitment, the women were stratified by the source 

of recruitment and age. Within those stratified blocks, 

they were ranked by age and then randomly allocated into 

intervention (163 women) and control (158 women) groups. 

All subjects were interviewed by LHWs to gather baseline 

information about their knowledge of cancer and attitudes 

toward cancer prevention activities, their demographic and 

socioeconomic status, and history of breast cancer 

screening practices. The LHWs offered culturally sensitive 

educational material to the women in the intervention group 

during visits to their homes. The women were followed for 

a 6-month period post intervention. The controls did not 

receive the intervention. Both the intervention and 

control groups received postintervention interviews. After 

the followup period, women in the control group also 

received educational materials. All women were to be sent 

a reminder postcard if, by the end of the study, they had 

not ,obtained a recommended examination. 

The researchers (Sung et al., 1992) concluded that 

only half of the women recruited to the study had complied 

with screening recommendations which clearly demonstrated a 

need for such interventions. As a result of the difficulty 

encountered in recruiting women to participate in the 

study, sung et al. (1992) suggest that greater attention 



must be paid to develop methods to contact and involve 

Black women in interventions. 
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Other efforts to increase breast cancer screening for 

Black women are reported in the literature. Mandelblatt et 

al. (1993) reported a quasi-experimental study designed to 

increase breast cancer screening among elderly Black women 

of low socioeconomic status using public hospital primary 

care clinics in New York city. The subjects were a random 

sample (n = 271) of women attending an urban public 

hospital primary care clinic for routine medical care with 

a birth year of 1924 or earlier. Each subject was 

interviewed about her knowledge, attitudes, and practices 

concerning breast and cervical cancer screening. During 

the period May 15, 1990 to November 15, 1990, the women 

were offered screening in a uniform manner by a project 

nurse w~ile they were waiting to see the provider for their 

routine appointment. Screening was completed on that same 

visit for 92% of the women (Mandelblatt et al., 1993). The 

results of the study were: (a) among the 271 women in the 

study group, 70% completed screening; (b) stated intent was 

the strongest predictor of participation in mammography and 

Pap testing; and (c) other variables, including age, 

history of a recent screening examination, attitudes, or 

knowledge, were not related to participation. Researchers 

concluded that a (a) high proportion of elderly, 
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socioeconomically disadvantaged Black women will 

participate in cancer screening when it is offered in a 

primary care setting and (b) further research on behavioral 

intentions should be conducted to improve interventions 

designed to enhance the use of early detection among 

vulnerable population groups (Mandelblatt et al., 1993). 

In another quasi-experimental study, Mandelblatt et 

al. (1993) compared nurse practitioner (NP) and physician 

rates of breast and cervical screening among poor, elderly 

Black women. The two study hospitals were part of the New 

York City public hospital system. In the intervention 

site, elderly women were offered breast and cervical cancer 

screening performed by a nurse practitioner (NP) during a 

routine visit; in the control site, a physician reminder 

system was used. The effectiveness of the NP program was 

assessed by comparing baseline and postintervention annual 

screening rates in the intervention and control sites. 

Rat~s were determined by medical record audits. 

Researchers reported substantial increases in screening 

rates with the NP intervention, but cautioned that the use 

of early detection procedures in this elderly, 

lower-socioeconomic-status minority population remains well 

below the levels targeted by the National Cancer Institute. 

The postintervention mammography rate observed was only 40% 

as compared to the 80% NCI screening goal for women aged 50 



to 70 years (Grenwald & Sondik, 1986; Mandelblatt et al., 

1993). The study concluded that screening by a NP in a 

primary care setting is an effective means to enhance the 

early detection of breast and cervical cancer among 

low-income, elderly Black women. 
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"Why are older Black women screened less for breast 

cancer? What can be done to narrow the racial gap in 

mammography screening?" These are questions that were 

addressed by the Save Our Sisters (SOS) Project, a pilot 

demonstration study funded by the National Cancer Institute 

in a rural county of North Carolina (Eng, 1993). The 

target population for this research project was 2,600 Black 

women 50 to 74 years of age residing in the rural county. 

The SOS recruited and trained 64 Black women who are called 

"natural helpers" to serve as lay health advisors. Based 

on responses from 14 focus group interviews, Eng (1993) 

determined that when it is a matter of older Black women's 

hea+th concerns, women turn to certain women for social 

support. Thus, the lay health advisors (natural helpers) 

were trained to reach older Black women through their 

existing kin, friendship, and job networks. 

According to Eng (1993), responses from the focus 

group interviews revealed factors related to the individual 

woman and her social network that influence the decision 

for rural Black women to seek breast cancer screening. The 
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Social Change model was then used as a basis for designing 

the training and three network intervention strategies: 

1. Providing social support through interpersonal 

counseling with women in their social networks. 

2. Working as a group, planning and implementing 

breast cancer control and prevention activities through 

community-based organizations to which advisors belong. 

3. Establishing themselves as a non-profit 

community-based SOS association, capable of sustaining 

project interventions after the funding period (Eng, 1993). 

Through the SOS Community Advisory Group and the 

trained advisors, the Save Our Sisters Project was able to 

develop innovativ e methods of recruitment, implementation, 

and fol l owup for the breast cancer scr~ening program. The 

community programs they have initiated are: 

1. · The Adopt - A-Sister Program, which assists Black 

women who cannot afford the cost of a mammogram. 

, 2. A committee on understanding the health care 

system, which assists women in negotiating regulations and 

using health care providers. 

3. A training committee, which recruits and trains 

additional advisors. 

4. A support group for Black women who have a breast 

cancer diagnosis. 
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5. A speakers bureau, which has produced a 10-minute 

video, brochure, and tee-shirts as community education 

materials (Eng, 1993). 

Project training began in January, 1991, with 64 

advisors trained by May, 1992. Monitoring of the project 

revealed that Black women older than 40 years were 

contacted by advisors through a wide range of network ties. 

Of interest was the finding that advisors were ~xtending 

beyond the bounds of their personal networks, reaching 

strangers and acquaintances. Additionally, church 

meetings, the workplace, and public locations served as the 

predominant points of contact (Eng, 1993). 

Black women with smaller social networks are less 

likely t o receive a mammogram than are Black women with 

larger networks, therefore, interventions that use social 

ties may have a role in promoting early cancer detection 

(Kang et al., 1994). Results of the Eng study are 

inco~clusive, although data are being collected on 

mammographies by race to detect changes in the racial gap 

in breast cancer screening. Eng (1993) states that a 

decrease in the racial gap would indicate an improvement in 

health outcomes. More important, the study project is an 

excellent model of an intervention designed to increase 

community competence and a sense of empowerment to address 

health issues--"Black women taking responsibility for 



themselves." A culturally sensitive, multifaceted, and 

community-owned breast cancer awareness program is likely 

to impact breast cancer screening practices among Black 

women, which in turn will lead to a decrease in the 

survival rate disparity between Black and White women. 
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A study conducted by Rimer et al. (1992), although it 

does not specifically target the Black female population, 

represents a multifaceted intervention that was successful 

in increasing mammography use among women ages 65 and 

older. The study was designed to simulate the Medicare 

condition by subsidizing mammography among women in eight 

retirement communities in the metropolitan Philadelphia 

area. Additionally, the research study measured the impact 

of health education interventions and the presence of a 

mobile mammography van on increased use of mammography. 

Retirement communities were randomly assigned to a control 

(cost subsidy alone) or experimental group (cost subsidy, 

maffiIT\ography van, and tailored health interventions). The 

sample consisted of 412 women ages 65 and older who had not 

had mammograms previously, surveyed at baseline and 3 

months later. The study found that 45% percent of the 

experimental group compared with 12% of the control group 

women subsequently had mammograms in the 3 months after the 

baseline interview (f <.001). Rimer et al. (1992) 

concluded that tailored educational interventions to reduce 



knowledge and belief barriers and access-enhancing 

interventions, such as the mobile unit used in the study, 

in addition to cost reductions, are needed to motivate 

older women to obtain mammograms. Recommendations from 
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this study for future research include: (a) more national 

attention to the development and tailoring of interventions 

appropriate for older women and (b) focus on minority 

women, rural women, and those with less than a high school 

education, since research consistently finds these groups 

to be underusers of mammography. Indeed, research must 

focus on these populations if the year 2000 objectives are 

to be achieved (Healthy People 2000, 1991). 

When developing interventions to increase the use of 

early detection screening practices among Black women, it 

is important to: 

(a) · conduct research to determine the most effective 
messages and intervention strategies for each of the 
subgroups to impact on their early detection 
behaviors; (b) use the media to increase knowledge and 

, promote positive early detection practices in the 
older minorities; (c) investigate mechanisms to reduce 
the cost to the individual of screening mammograms; 
and d) use physician prompt/reminder systems to 
increase the rate of screening mammography. (Caplan 
et al., 1992, p. 109) 

Summary 

This chapter has presented literature on topics of 

(a) distribution of cancer deaths in Black populations 

compared with White populations; (b) secondary prevention 
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of breast cancer; (c) factors that appear to be related to 

secondary prevention of breast cancer in Black women; and 

(d) breast cancer prevention initiatives to promote early 

detection screening practices among Black women. The 

alarming discrepancy in the breast cancer survival rate 

between Black and White women has been described. Use of 

self-breast examination and clinical breast examination in 

combination with mammography are the secondary prevention 

measures currently used in the fight against breast cancer. 

Through careful assessment and evaluation of health 

beliefs, barriers to screening, social support systems, 

cultural factors, and community structures, it may be 

possible to implement the appropriate strategies to 

minimize deterrents to breast self-examination, clinical 

breast examination, and mammography. The elimination of 

all negative barriers and beliefs combined with the use of 

existing social support structures within communities will 

incr~ase the likelihood that Black women will learn and 

practice these three early detection behaviors throughout 

their lives. 



CHAPTER III 

METHODOLOGY 

The purpose of the study was to test the differences 

in breast cancer knowledge, beliefs, and screening 

practices between Black women from Fort Worth, Texas, who 

participated in the Shaw Breast Cancer Intervention Module 

(SBCIM) and those who participated in a Traditional 

Intervention Module in order to determine the effectiveness 

of the SBCIM. The two interventions were (a) tailored, 

multistrategy (SBCIM) and (b) traditional module 

(traditional). The dependent variables of breast cancer 

knowledge, beliefs, and screening practices were measured 

before and after the intervention. The intervention (SBCIM 

and traditional) was the independent variable. The SBCIM 

group r~ceived a tailored, multistrategy breast health 

awareness program developed by the researcher. The 

traditional group received an intervention that utilized a 

traditional, single strategy breast health awareness 

program (i.e., video). 

The methodology chapter of this pretest/posttest 

experimental study includes a description of the procedures 

followed in the development of the study under the 

following headings: (a) Preliminary Procedures, 
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(b) Population and Sample, (c) Protection of Human 

Subjects, (d) Instrumentation, (e) Description of the 

Intervention, (f) Data Collection, and (g) Treatment of the 

Data. 

Preliminary Procedures 

Prior to beginning the study, the researcher completed 

several preliminary steps. A review of the related 

literature was conducted to aid in the development of the 

prospectus which was presented to the dissertation 

committee for suggestions and corrections. The outline was 

revised as suggested by the committee members. Permission 

to conduct the study was obtained from the Texas Woman's 

University Human Subjects Review Committee. Finally, the 

approved prospectus was filed in the Graduate School at 

Texas Woman's University (Appendix A). 

Population and Sample 

The population of interest in .the study was Black 

women who resided in Fort Worth, Texas. Black women are 

defined as females of black ancestry and self-defined as 

Black (Jaynes & Williams, 1989). For purposes of the 

study, the population was further delimited to Black women 

who resided in the Stop Six community of east Fort Worth 

and who met the following criteria: 

Black, (b) at least 35 years of age, 

(a) self-defined as 

(c) no previous 



history of breast disease, lumpectomy or breast surgery, 

and (d) have not practiced all 3 screening behaviors 

(monthly self-breast examinations, yearly clinical 

examination, and mammograms as recommended) in the last 

year. 
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The setting for this selection of participants was the 

east Fort Worth community of Stop Six. It is a 

predominantly Black community of approximately ~3,506 

residents with an average household income of $30,400. The 

participants for the study were randomly selected from a 

1990 school board precinct list of resident names and 

addresses. A table of random numbers was used to select 

participants from the list. Three hundred women were 

randomly selected to receive invitations to participate in 

the study. Of the 300 women who were s€lected to 

participate, 75 responded to the invitation. Participants 

indicated one of two dates, June 3 or June 17, on which 

they would prefer to attend a brea~t health awareness 

educational program. Each participant was assigned to a 

June 3 or June 17 intervention based on their stated 

preference. June 3 participants received the experimental 

(tailored SBCIM) intervention and June 17 participants 

received the control (traditional intervention). 

Thirty-seven women were assigned to the June 3 intervention 

and 38 assigned to the June 17 intervention. The final 
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sample consisted of 55 participants who attended the 

interventions to which they had been assigned. The June 3 

intervention {traditional module) was administered to 29 

participants, and the June 17 intervention {traditional 

module) was administered to 26 participants. The Stop Six 

Community Health Center was the setting for the 

interventions. 

Protection of Human Subjects 

The study was designed to be in compliance with all 

the rules and regulations enforced by the Human Subjects 

Review Committee. The proposed study was limited to the 

use of a 2 1/2 hour educational program, referrals to a 

mobile mammography van, and a pretest/posttest 

questionnaire administered to the adults who attended the 

program. Participants were exempted from signing a consent 

form to -participate in the study. Appendix B contains a 

copy of the permission letter from the Human Subjects 

Review Committee. The following organizations were 

requested to support the research study: (1) The Stop Six 

Community Health Center of the Tarrant County Hospital 

District, (2) Doris Kupferle Breast Centers of Harris 

Methodist Hospital {Fort Worth), (3) American Cancer 

Society, Texas Division, (4) M.D. Anderson Cancer Center, 

(5) Sweet Horne Baptist Church, and (6) Faith Word Bible 
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Fellowship. All of the agencies responded with letters of 

permission/support for the research study (Appendix C). 

Participants attending each intervention were given the 

opportunity to decline to participate in the research 

study. Each individual received a packet with a cover 

letter explaining the purpose of the study and that the 

return of the completed pretest Health Questionnaire and 

the posttest Health Questionnaire would indicate consent to 

participate in the research study. A copy of the pretest/ 

posttest cover letter is found in Appendix D. All 

participants were given a 4-digit code number which was 

used to identify their pretest and posttest data. A 

monitor was hired to develop a master list of name and code 

number which was stored in a secure location in the moni

tor's home. The same 4-digit code was used to track women 

who obtained a mammogram as a result of the intervention 

referral. Each participant received an identification card 

with her 4-digit code which was to ?e presented to the 

marnrnogram center/van. The technologist performing the 

mammogram returned the cards to the researcher. 

Instrumentation 

A health questionnaire consisting of 5 instruments was 

used in this study. These were used to describe the 

participants and their history as it related to breast 
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cancer and breast self-examination, clinical examination, 

and mammograms; knowledge of breast cancer; beliefs about 

breast cancer; and present breast cancer screening 

practices. The pretest cover letter and posttest cover 

letter (Appendix D) were the front page of the pretest 

health questionnaire and the posttest health questionnaire 

(Appendix E). The pretest health questionnaire consisted 

of the following instruments: (a) About Yourself 

(Demographic Inventory), Part 1 (DI); (b) Health History, 

Part 2 (HH); (c) Breast Cancer Knowledge, Part 3 (BCK) 

(Champion, 1987, 1988); (d) Champion Questionnaire, Part 4 

(CQ) (Champion, 1993), and Breast Health Behaviors, 

Part 5 (BHB). The posttest health questionnaire consisted 

of the same instruments as the pretest health questionnaire 

except that Part 1 (DI) and Part 2 (HH) ~were not included. 

The readability and understandability of the entire pretest 

and posttest health questionnaires were determined via a 

brief field study using a sample o~ Black women from a 

Dalias, Texas, community. In addition, content validity of 

the entire instrument was reestablished by the researcher 

through the use of a panel of experts. 

About Yourself (Demographic Inventory) 

The Demographic Inventory, Part 1 (DI) (Appendix E) 

was developed by the researcher for this study to describe 
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the sample. The instrument provided data to describe 

subject variables of: (a) age, (b) ethnicity, (c) marital 

status, (d) religious influence, and (e) educational level. 

Health History 

The Health History (HH), Part 2 (Appendix E) consisted 

of seven questions. The HH was designed to obtain data 

concerning the personal health history and experiences of 

participants as they related to breast cancer. 'All items 

were modified from a Champion questionnaire (1987) on 

experience with breast cancer and beast self-examination. 

Responses to questions 1 - 4 and 7 were "yes," "no," "I 

don't know." Question 5 asked respondents to report how 

many times they had performed BSE in the past six months. 

Question 6 asked respondents how many times they had 

received a clinical breast examination in the past 3 years. 

Breast Cancer Knowledge (BCK) 

The BCK, Part 3 (Appendix E) c~nsisted of knowledge 

questions related to breast self-examination, clinical 

examination, mammography screening practices, and 

established breast cancer facts as derived from the 

Champion Questionnaire (Champion, 1987, 1988). (For a copy 

of the permission letter to use the Champion Questionnaire, 

see Appendix F). Questions 2 - 5 were derived from 

Champion's knowledge questionnaire and questions 1, 6, 7, 
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and 8 were developed by the researcher. The content 

reliability on the Champion (1987) knowledge scale was 

established by experts familiar with breast cancer and 

breast self-examination. Cronbach's alpha of .63 was used 

as an adequate estimate of internal consistency reliability 

for the knowledge scale (Champion, 1987, 1988). A post hoc 

determination for this study resulted in an alpha of .63. 

Content validity for the questions developed by the 

researcher was established through the use of a panel of 

experts (Appendix G). The three experts are nationally 

known for their work in the field of breast cancer. One 

expert recently completed a research study in which she 

examined the adherence to breast cancer screening 

guidelines among African-American women of differing 

employment status (Phillips, 1993). Experts were asked to 

judge each item as to its relevancy for breast cancer facts 

and screening behaviors (Appendix G). An investigator was 

hired and trained to conduct a bri~f field study using a 

sample of Black women from a Dallas community to determine 

the readability and understandability of the modified 

instrument (Appendix H). Ten women ranging in age from 39 

to 51 whose education levels ranged from high school 

graduate to graduate school formed the sample. The 

instrument was revised to reflect the changes suggested by 

the reviewers and then returned to the reviewers for final 
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approval. Internal consistency reliability for the 

knowledge scale was established by a post hoc Cronbach's 

alpha of .63. Scores on the knowledge scale were summated 

based on the accuracy of responses to the eight items. 

Scores of 7 - 8 = Knowledgeable; 5 - 6 = Average; 0 - 4 = 

low level of knowledge. 

Champion Questionnaire 

Permission to use the Champion Instrument (Appendix F) 

was obtained by the researcher. The Champion questionnaire 

Part 4 (Appendix E) measures Health Belief Model Scales of 

confidence, health motivation, benefits (BSE), barriers 

(BSE), susceptibility, seriousness, benefits (mammography), 

and barriers (mammography). Internal reliabilities were 

originally determined by Champion (1993) using Cronbach's 

alpha and ranged from .75 to .93 and construct validity was 

established by Champion via factor analysis and multiple 

regression. Subscales vary in length and the post hoc 

alphas ranged from .75 to .93. The subscales, number of 

items in each, and the Cronbach's alpha are listed in Table 

1. The instrument measured beliefs related to breast 

cancer screening behaviors using a Likert summative score 

technique. All scale items were measured on a 5 point 

Likert scale with "Strongly Disagree"= 1 and "Strongly 

Agree"= 5. Missing data were coded as value not counted. 
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Scores on each of the eight scales were surnrnated for 

analysis. Higher scores on each scale indicated a stronger 

feeling on each construct. 

Table 1 

Subscales for Champion Questionnaire 

Scale Alpha Number of Items 

Confidence .89 11 

Motivation .76 7 

Benefits (Mammography) .78 6 

Barriers (Mammography) .74 5 

Susceptibility .89 5 

Seriousness .76 7 

Benefits (BSE) .73 6 

Barriers (BSE) .93 6 

Breast Health Behaviors (BHB) 

'The BHB, Part 5, is a 3 item instrument developed by 

the researcher to assess which of the 3 breast screening 

behaviors were currently being used by the participants 

(breast self-examination, clinical examination, and 

mammography) e Internal consistency reliability for the BHB 



was established by a Cronbach's alpha of .48. The low 

alpha is probably related to the fact that behavior is 

being measured. 

Description of the Intervention 
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The intervention was a two and one-half hour education 

module entitled "Breast Health Awareness Saturdays," which 

was designated by the researcher. All educational 

materials used in the module were prepared by the 

researcher; Doris Kupferle Breast Centers of Harris 

Methodist Fort Worth; American Cancer Society, Texas 

Division; and M.D. Anderson Cancer Center of Houston. 

Permission to use educational materials was obtained from 

each of the above institutions (Appendix C). 

The intervention was divided into two distinct 

subinterventions: (a) tailored, Shaw Breast Cancer 

Intervention Module (tailored, SBCIM) and (b) the 

Traditional Intervention Module (traditional). The 

traditional group (B = 26) received an intervention 

commonly used by the American Cancer Society, which 

employed a single strategy educational method for the 

delivery of breast health awareness information, whereas 

the tailored, SBCIM group (B = 29) was given a 

multistrategy educational program based on the theories of 

HBM, social support network, community organization, and 



transtheoretical model. All participants received an 

education packet developed by the researcher specifically 

for the program. 

Tailored, SBCIM Intervention 
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The tailored, SBCIM intervention consisted of: a 

newspaper and radio interview to promote the breast health 

awareness program and to heighten the interest level of the 

selected participants; a personalized reminder phone call 

two days prior to the June 3 intervention; a catered 

breakfast with specially selected music (courtesy of the 

Doris Kupferle Breast Center in Fort Worth); 15 minutes of 

planned socializing with other participants and the 

presenters; an opportunity to view a display of 

African-American art courtesy of Artistic Impressions of 

Fort Worth; a Health Questionnaire Pretest (Appendix E); 

door prizes for participants; a culturally relevant breast 

health awareness program composed of a slide presentation; 

a self-breast examination class/demonstration; an "I am a 

survivor presentation"; a "let's talk about mammograms" 

discussion; a referral to a mobile mammography van 

scheduled to be in the community June 5 and June 19; free 

mammogram screening certificates (see Appendix I); a 

personalized post intervention thank-you note; a post 
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intervention phone call to encourage participants to 

practice BSE, obtain a clinical breast examination, and to 

get a mammogram according to the recommended guidelines. A 

copy of the June 3 program and a listing of the contents of 

the SBCIM education packet is located in Appendix J and K, 

respectively. A posttest was mailed to participants on 

August 1 (Appendix E), and a reminder notice to return the 

posttest was mailed two weeks later (Appendix L). 

Traditional Intervention 

The traditional intervention consisted of: a 

confirmation notice sent one week prior to the June 17 

intervention; a Health Questionnaire Pretest (Appendix E); 

a catered breakfast; door prizes; a traditional breast 

health awareness program consisting of an American Cancer 

Society video entitled "A Special Touch,"; a question/ answer 

discussion; referral to the mobile mammography van 

scheduled to be in the community on June 19; and free 

mammogram certificates. A copy of the June 17 program and 

a listing of the contents of the education packet is 

located in Appendix J and Appendix K, respectively. A 

posttest Health Questionnaire was mailed to participants on 

August 1 (Appendix E) and two weeks later, a reminder 

notice was sent to participants who had not returned the 

posttest (Appendix L). 



Differences Between the Tailored 

SBCIM and Traditional Intervention 
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The differences between the two interventions lie in 

the selection and variety of strategies for the delivery of 

a breast health awareness educational program. The 

tailored, SBCIM has the following characteristics and is 

based on methodology recommended by those who have 

conducted public education intervention strategies for 

beast cancer (Rimer, 1995; Rimer et al., 1992; Sung et al., 

1992). 

1. The tailored, SBCIM is not passive learning, but 

participatory learning that involves demonstration and 

teaching of breast self-examination (BSE), open dialogue 

between participants and intervention agents/presenters, 

and a hands-on activity (using breast model). 
'~ 

2. Participants are encouraged to dialog with each 

other about their anxieties, fears, or concerns. 

3. Strategies are used which send "you are special" 

messages to the participants; an atmosphere is created in 

which participants are made to feel that they deserve to 

know the facts about breast cancer and that they owe it to 

themselves to practice the three recommended breast cancer 

prevention behaviors. 

4. Participants are encouraged to become partners in 

the fight against breast cancer. 
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5. The SBCIM was developed with Black cultural norms 

in mind (the importance of the church/religion in 

influencing beliefs; the sense of community; the importance 

of social gatherings in creating receptive attitudes; the 

ability to relate to other persons of color). 

6. The SBCIM was based on the "empowerment" 

philosophy, which calls for Black women to help themselves 

and each other rather than to depend on the dominant 

cultural group to care for them. "Tell a friend" was 

emphasized! 

7. The SBCIM emphasized the availability of community 

resources/assistance for breast health services. 

8. The SBCIM utilized a multistrategy health 

education program to encourage the use of BSE, clinical 

breast examination, and mammography. 

The traditional intervention has the following 

characteristics and is based largely on traditional 

approaches used to promote breast health awareness: 

1. The traditional intervention is passive learning. 

Participants listened to presenter and viewed an American 

Cancer Society (ACS) film on the importance of practicing 

BSE, obtaining a clinical breast examination, and obtaining 

a mammogram. 

2. Open dialogue between participants and presenters 

was not encouraged. 
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3. Participants were not active participants in a BSE 

class. 

4. Participants are simply told that they need to 

practice the three breast cancer screening behaviors 

because everyone is at risk. 

5. The traditional approach was not developed with 

cultural norms in mind. A traditional ACS film featuring 

various ethnic groups of women was used as the primary 

means of promoting the three breast cancer screening 

behaviors. 

6. The traditional approach used a single strategy 

(video) for the delivery of the breast health information; 

approach was more impersonal than the SBCIM. 

7. Participants in the traditional intervention did 

not receive any special treatment prior ~to and after the 

intervention (personalized phone calls, personalized thank 

you note) . 

8. The traditional group did not receive strategies 

designed to send the message "you are special." 

9. The intervention messages encouraged the 

individual participant to be responsible for her own 

health, but did not encourage each participant to join in 

the fight against breast cancer and to tell a friend. 



Presenters/Mobile Mammography Van 

Services/Door Prize Drawing Procedures 
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The facilitator and presenters for the June 3 

intervention were obtained from community sources who were 

active in breast cancer prevention programs. Each 

presenter/facilitator, excluding the researcher who had 

grown up in the community, received a $10.00 gift for 

participating in the intervention. Doris Kupferle Breast 

Center provided mobile mammography van service at Sweet 

Home Baptist Church for the participants on two Mondays 

following the interventions (June 5 and 19). A copy of the 

service announcement is found in Appendix M. In addition, 

the breast center agreed to offer mammogram services to 

participants who came into the Fort Worth Kupferle Breast 

Center. All of the participants who attended the June 3 or 

June 17 .interventions were eligible to enter a drawing for 

door prizes which were requested by the researcher 

(Appendix N). Each participant received a coupon that was 

attached to her pretest Health Questionnaire. After 

completing the questionnaire and submitting it to the 

facilitator, the participant's coupon was removed from the 

questionnaire and placed in a basket for the drawing. 

Drawings were made throughout the intervention program. 

These incentives were used to keep the women excited and to 

say "thank you for taking time to attend today." 
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Data Collection 

During the period February 1, 1995 through April 30, 

1995, the researcher conducted numerous preliminary data 

collection activities. After obtaining permission to use 

the Stop Six Community Health Center of the Tarrant County 

Hospital District for the interventions on June 3 and 

June 17, permission to use educational materials and 

resources was requested from the Doris Kupferle·Breast 

Center of Fort Worth; American Cancer Society, Texas 

Division; Tarrant County Hospital District; Sweet Horne 

Baptist Church; and Faith Word Bible Fellowship. Copies of 

the permission and support letters are in Appendix C. The 

researcher solicited businesses to sponsor door prizes and 

cash contributions to fund the breakfast for the 

interventions (Appendix N). Numerous businesses 

participated as level 1 or level 2 sponsors (Appendix 0). 

A caterer was selected and consulted with the researcher 

and an advisory group of women from the Stop Six community 

to plan a culturally sensitive breakfast menu (Appendix P). 

The researcher consulted with community women before 

deciding on the musical selection for the June 3 

intervention. After listening to several pieces of music, 

a "Tapestry of Life" tape developed for the Doris Kupferle 

Breast center 1995 Symposium was selected by the group of 

women. A program facilitator from within the community was 
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hired and worked with the researcher to develop the final 

programs for each intervention. Three presenters who were 

visible and respected in the community were hired to 

participate in the June 3 intervention: a breast health 

nurse educator, a Black woman who is a 5-year breast cancer 

survivor, and an outreach coordinator for the Doris 

Kupferle mobile mammography van (who is also a 5-year 

breast cancer survivor). In addition, the researcher 

developed a slide presentation to serve as an introduction 

to the issues for the June 3 program. The mobile 

mammography van site and dates were scheduled with the 

Doris Kupferle Breast Center. The researcher developed a 

participation request letter and promotional brochure. For 

a copy of the letter and brochure, see Appendix Q and R, 

respectively. Finally, the researcher obtained a copy of 

the 1990 precinct listing of residential names and 

addresses for the Stop Six community. The list was 

provided by the school board representative for the 

community. A participant selection monitor was hired and 

trained to use the table of random numbers to identify 300 

residential names/addresses from the precinct listing. 

After completing the above preliminary intervention 

activities, the researcher conducted the following 

procedures to collect the data: 
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1. On April 24, 1995 the participant selection 

monitor randomly selected 300 names from the 1990 precinct 

residential listing of names/addresses. The monitor was 

instructed to maintain confidentiality regarding the 

selected list of names. 

2. A secretary was hired to develop address labels 

for the 300 selected names. 

3. The confidential nature of the list was explained 

to the secretary who kept the list in a locked file until 

all labels and the computer disk were returned to the 

selection monitor. 

4. The selection monitor turned the labels and the 

confidential list over to the researcher on May 2, 1995. 

5. Two elementary students assisted the researcher 

with placing the 300 labels on envelopes and stuffing the 

envelopes with the letters requesting participation in the 

research study. This job was completed between May 3 and 

May 7, 1995. 

6. The 300 envelopes were delivered to the U.S. 

postal service and mailed on Tuesday, May 9. 

7. Between May 9 and May 27, 75 females responded to 

the participation request letter. Participants were 

assigned to either the June 3 or June 17 interventions 

based upon their stated preferences. 
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8. Twenty-nine females were assigned to the tailored, 

SBCIM (June 3) intervention and 26 females were assigned to 

the traditional (June 17) intervention. 

9. The participants assigned to the June 3 

intervention were contacted by personal phone call from the 

researcher on Wednesday, May 31. The phone call served as 

a reminder about the date and time for the upcoming 

intervention. Each participant was thanked for·agreeing to 

attend the breast health awareness intervention. 

10. Participants selected for the traditional 

intervention (June 17) were mailed notices on June 9 

reminding them of the upcoming June 17 intervention. 

11. Pretest Health Questionnaires were placed in 

envelopes and sealed. 
~ 

12. A door prize coupon was attached to each pretest 

envelop~. 

13. Promotional brochures were distributed through 

the Stop Six community churches, Stop Six Community Health 

Center, and door to door during the period May 27 through 

June 2. 

14. To heighten interest and promote the June 3 

intervention, the researcher was interviewed on KHVN 

(Heaven 90) radio station on May 24. 

15. The Fort Worth Star Telegram was contacted on May 

22. on May 31, the researcher was interviewed by a Star 



Telegram reporter and a news article about the June 3 and 

June 17 interventions appeared in the June 2 morning and 

evening news of the paper. 

16. On June 3 and June 17 participants were greeted 

and registered at the Stop Six Community Health Center. 

Participants received breakfast between 8:30 a.m. and 
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9:00 a.m. Women in the tailored, SBCIM group also had the 

opportunity to browse through a special collection of Black 

art which was displayed by Artistic Impressions. 

17. The facilitator administered the pretest 

questionnaire to the women at approximately 8:50 a.m. The 

pretest was collected at 9:15. Coupons were placed in the 

basket as pretests were collected. 

18 . Beginning at 9:20, the tailored (SBCIM) or the 

traditional intervention was delivered by the researcher 

and pre$enters. See Appendix J for a copy of the program 

interventions. 

19. Participants were given identification cards to 

be presented to mobile van technologist if a mammogram is 

desired. 

20. Participants in each group received a phone call 

reminder of the mobile van date and location on Sunday 

after each intervention. 

21. The mobile van was available on June 5 and 

June 19 at the specified community location. 
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22. Participants in the SBCIM group received followup 

phone calls during the week of June 26 through 30. The 

researcher thanked each for participating in the study and 

asked if a self-breast exam had been performed for the 

month of June. Each participant was encouraged to get a 

clinical breast examination and a mammogram if they had not 

already obtained them. 

23. Participants in the SBCIM group received a second 

followup phone call during the month of July (during the 

week of July 9th). 

24. Personalized thank you notes were mailed to each 

of the participants in the SBCIM group on July 17. 

25. Posttest Health questionnaires were mailed to all 

participants on July 31. All questionnaires mailed to 

participants contained a self-addressed envelope. 

26 . . Two weeks later, each non respondent was mailed a 

reminder notice (Appendix L) to return the posttest by 

August 31. 

27. A monitor was hired to match pretest/posttest 

questionnaires for participants. Data were secured in a 

locked file at the residence of the researcher. 

28. Researcher obtained confirmation of the number of 

participants who obtained mammograms during the two months 

post intervention (mobile van technologists and Doris 

Kupferle staff compiled the data)• 



29. The researcher worked with a statistician to 

establish the coding for the data. 
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30. On September 12, the collected data were 

delivered to a data entry specialist who prepared the data 

set. The original instruments were kept securely at the 

residence of the specialist until the data set was 

completed and downloaded to Alpha Level Computer Services. 

31. A representative from Alpha Level retrieved the 

data file on September 19. 

32. After a meeting between the researcher amd a 

representative of the Alpha Level Computer Services to 

discuss the treatment of the data, the final data outputs 

were delivered to the researcher on September 30. 

Str ict confidentiality was maintained in these 
~ 

procedures and data were analyzed as a group. 

Treatment of the Data 

Analyses of the data were -performed using the 

Biomedical Data Packages (BMDP) and included descriptive 

and inferential techniques. All participants were given a 

code number so that strict confidentiality could be 

maintained. Raw data from the Health Questionnaire were 

organized for computerization. The Health Questionnaire 

was comprised of questions yielding categorical type data. 

Descriptive statistics were used to profile the demographic 
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characteristics of each group and the total sample. 

Pretest data provided baseline information concerning the 

knowledge, beliefs, and breast cancer screening behaviors 

of participants. The posttest data yielded information 

about whether there were changes in knowledge, beliefs, and 

breast cancer screening behaviors. The Knowledge Scale of 

the Health Questionnaire was analyzed for correctness of 

the responses. Scores on the knowledge scale were summed 

based on the accuracy of responses to the eight items. A 

score of 7-8 was interpreted as Knowledgeable; 5-6 Average 

knowledge; and 0-4 as Low level knowledge. 

The research problem considered if there is a 

difference in the breast cancer knowledge, beliefs, and 

screening practices between women who participated in the 

SBCIM and those who participated in a traditional 

intervention. Analysis of covariance was used to determine 

if there was a significant difference on posttest scores 

between the traditional group and the SBCIM group. The 

pretest knowledge and belief scores were used as covariates 

in an Analysis of Covariance (ANCOVA). ANCOVA was used to 

test for statistically significant differences in the 

breast cancer screening practices between women who 

participated in the SBCIM and those who participated in the 

traditional intervention. A McNemar was used to determine 

change in willingness to participate in a mammography 
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screening event before and after the SBCIM and the 

traditional intervention. A McNemar was also used to test 

for differences in pretest and posttest screening behaviors 

of all participants. Multiple regression analysis was used 

to test the combined variables of knowledge and beliefs as 

they related to the frequency of BSE. 

Summary 

Black females for this pretest/posttest experimental 

study were recruited from the Stop Six community of east 

Fort Worth, Texas. Participants were 35 years of age and 

older. Participants were assigned to the treatment groups 

based on their stated preferences for attending the 2 1/2 

hour program (June 3 or June 17). June 3 was selected as 

the SBCIM intervention date and June 17 was the traditional 

intervention date. Both interventions consisted of a 2 1/2 

hour educational program on a Saturday. Differences 

between groups on breast cancer knowledge, beliefs, and 

screening practices were tested before and after treatment. 



CHAPTER IV 

ANALYSIS OF DATA 

An experimental study with a pretest/posttest design 

was conducted to determine if there are differences in the 

breast cancer knowledge, beliefs, and screening practices 

between a population of Black women who participated in the 

Shaw Breast Cancer Intervention Module (SBCIM) -and those 

who participated in a traditional intervention module. The 

study also determined the relationship between breast 

cancer knowledge and beliefs to the frequency of breast 

self-examination among a population of Black women. The 

data obtained were analyzed using a McNemar test, analysis 

of covariance (ANCOVA), and multiple regression. The 

assumptions of linearity, homoscedasticity, normality, and 

lack o~ outliers were met and checked. To ensure that 

assumptions were met when applicable, these tests were an 

integral component of analysis. In this chapter, 

presentation of findings are reported in both tabular and 

narrative forms. 

Description of Sample 

The participants in the study were randomly selected 

from 300 Black women residing in the Stop Six community of 

89 
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the city of Fort Worth, Texas, in Tarrant county. A total 

of 55 residents attended the Breast Health Awareness 

Saturday programs: 29 were assigned to the Shaw Breast 

Cancer Intervention Module (SBCIM) and 26 to the 

Traditional module. A total of 55 participants (100%) 

completed and returned the pretest questionnaire and 39 

(71%) returned the posttest questionnaire two months post 

intervention. Pretest/Posttest data from the participants 

were used in the analysis. 

A description of the participants was obtained from 

analysis of the demographic data (DI). Both the SBCIM and 

Traditional groups were similar in age. The women in the 

SBCIM group ranged in age from 35-39 years to 65+ years 

with a mean age group of 40-49. The Traditional group age 

categories ranged from 35-39 years to 65+ years with a mean 

age group of 50-64 years. Table 2 presents a summary of 

the participants' marital status. In the SBCIM group, 

18 (62.1%) participants identified· themselves as married 

compared to 15 (57.7%) participants in the Traditional 

group. six (20.7%) SBCIM participants indicated that they 

were divorced compared to 2 (7.7%) in the Traditional 

group. Two (6.9%) SBCIM and l (3.8%) of the Traditional 

participants reported they were separated. Seven (36.9%) 

of the women in the Traditional group stated they were 

widowed. 
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Table 2 

Descriptive Statistics of Participants' Marital Status 

Marital Status 

Married 

Divorced 

Never Married 

Separated 

Widowed 

Totals 

SBC IM (~ = 29) 

Frequency Percent 

18 62.1 

6 20.7 

3 10.3 

2 6.9 

29 100.0 

Traditional (n = 26) 

Frequency Percent 

15 57.7 

2 7.7 

1 3.8 

1 3.8 

7 26.9 

26 99.9 

Note: Totals do not always equal 100% due to rounding. 
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Table 3 presents a summary of the influence of 

religion in the participants' daily life. This table shows 

that more than half of the participants, 23 in the SBCIM 

and 22 in the Traditional (82.1% and 88.0%, respectively) 

indicated that they were strongly influenced by religion in 

their daily lives. Participants who did respond to the 

question are reported as values not counted. Only one 

participant in each group failed to respond to the 

question. 

Table 4 reports a summary of the participants' level 

of education. In both the SBCIM and Traditional groups, 

the greatest number of participants, 9 (SBCIM) and 7 

(Traditional), 32.1% and 28.0%, respectively, indicated 

that their highest education level was Graduate or Post 

Graduate. Twenty-five percent of the , SBCIM and 28% of the 

Tradi~ional indicated that they had from 1-4 years of 

college. Education inclusive of grades 7-12 was reported 

by 5 (17.9%) of the SBCIM participants and 5 (20.0%) of the 

Traditional participants. Only 1 (3.6%) SBCIM and 1 (4.0%) 

Traditional reported education inclusive of grades 1-6. 

None of the participants in either group reported no formal 

education. Those who did not respond to the question were 

reported as values not counted. Each group had one value 

that was not counted. Both the SBCIM and Traditional 

groups were similar in their reported levels of education. 
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Table 3 

Descriptive Statistics of the Influence of Religion in the 

Participants' Daily Life 

SBCIM (Q = 29) Traditional (Q = 26) 

Influence of 
Religion Frequency Percent Frequency Percent 

Strongly 
influences 23 82.1 22 88.0 

Moderately 
influences 4 14.3 2 8.0 

Slightly 
influences 1 3.6 

Does not 
influence 1 4. 0 

Values not 
counted 1 1 

Totals 29 100.0 26 100.0 
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Table 4 

Descriptive Statistics Relative to the Participants' Level 

of Education 

SBCIM (~ = 2 9) Traditional (n = 26) 

Education Level Frequency Percent Frequency Percent 

Grades 1-6 1 3.6 1 4.0 

Grades 7-12 5 17.9 5 20.0 

High School/GED 3 10.7 2 8.0 

Jr. College/ 
Vo. Tech School 3 10.7 4 16.0 

College (1-4 years) 7 25.0 6 24.0 

Graduate/ 
Post Graduate 9 32.l 7 28.0 

Values not counted 1 1 

Totals 29 100.0 26 100.0 



Table 5 reports the frequency of breast 

self-examination during the last 6 months. Seven (25.0%) 

of the SBCIM group and 10 (40%) of the Traditional group 

indicated that they performed breast self-examination six 

times during the past 6 months. Six (21.4%) SBCIM and 4 

(16.0%) Traditional participants indicated four times. 
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Five (17.9%) SBCIM and 4 (16.0%) Traditional selected 3 

times. Five (17.9%) SBCIM and four (16.0%) Traditional 

reported no times. The average reported frequency of BSE 

was 2.6 times within the last 6 months. Participants who 

did not respond to the question were reported as values not 

counted. Each group had one value that was not counted in 

the analysis. 

Table 6 reports the frequency of clinical breast 

examination during the last 3 years. In the SBCIM group, 

13 (4~.1%) indicated that they had obtained a clinical 

breast examination 3 times during the past 3 years. Four 

(14.8%) stated 2 times. Only 2 (7.4%) participants 

indicated 1 time and 2 (7.4%) stated no times. Three of 

the SBCIM participants reported having had a clinical 

breast examination 6 times. By comparison, the Traditional 

participants reported the following: Twelve (52.2%) 

indicated 3 times, 4 (17.4%) stated 2 times, and 4 (17.4%) 

reported 1 time. Three (13.0%) participants indicated 4 

times. The table shows that more than half (52.2%) of the 



Table 5 

Descriptive Statistics for Frequency of Breast 

Self-Examination Practice Within the Last Six Months 

Frequency Frequency 

96 

Breast Self
Examination SBCIM Percent Traditional Percent 

Six times 

Five times 

Four times 

Three times 

Two times 

One time 

No times 

Values not counted 

Totals 

7 

1 

6 

5 

4 

5 

1 

29 

25.0 10 40.0 

3.6 1 4.0 

21.4 4 16.0 

17.9 4 16.0 

14.3 

17.9 

100.1 

1 

1 

4 

1 

26 

4.0 

4.0 

16.0 

100.0 

Note. Totals do not always equa~ 100% due to rounding. 



Table 6 

Descriptive Statistics for Frequency of Clinical Breast 

Examination Within Last Three Years 

SBCIM Traditional 

Clinical 

97 

Breast Exam Frequency Percent Frequency Percent 

Six times 3 11.1 

Five times 1 3.7 

Four times 2 7.4 3 13.0 

Three times 13 48.1 12 52.2 

Two times 4 14.8 4 17.4 

One time 2 7.4 4 17.4 

No times 2 7.4 

Values not 
counted 2 3 

Totals 29 99.9 26 100.0 

Note. Totals do not always equal 100% due to rounding. 



participants in the Traditional group and almost half 

(48.1%) of the SBCIM group did receive a clinical breast 

examination 3 times during the last 3 years. Seemingly, 
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most participants were obtaining a yearly clinical breast 

examination. In the SBCIM group, 2 participants did not 

respond to the question and were reported as values not 

counted. Three participants in the Traditional group were 

reported as values not counted. 

Table 7 presents the frequency and percentage of 

participants who previously had x-rays of the breasts 

(mammograms). Twenty-one (80.0%) of the SBCIM and 16 

(72.7%) of the Traditional reported having had a previous 

mammogram. Clearly, more than half of the participants in 

each group indicated they had previous mammograms. Three 

of the SBCIM and 4 of the Traditional participants did not 

respopd to the question and are reported as values not 

counted. The variables of age, marital status, influence 

of religion, education levels, and breast cancer screening 

practices depict the study sample as demographically 

diverse. 

Table 8 summarizes the frequency and percentage of 

knowledge scores obtained by the participants on the 

Pretest (Baseline knowledge levels). The score range for 

both groups (SBCIM and Traditional) was 0-8. The mean 

score for the SBCIM was 6.31 (~ = 6.31) and 5.38 (~ = 5.38) 
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Table 7 

Descriptive Statistics for Previous Mammogram 

SBCIM Traditional 

Response Frequency Percent Frequency Percent 

Yes 21 80.8 16 72.7 

No 5 19.2 5 22.7 

Don't Know 0 1 4.5 

Values Not Counted 3 4 

Totals 29 100.0 26 99.9 

Note. Totals do not always equal 100% due to rounding. 
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Table 8 

Descriptive Statistics for Pretest Knowledge Scores 

SBCIM Traditional 

Surnrnated 
Score Frequency Percent Frequency Percent 

Low 0 2 6.9 l 3.8 

Level l 2 7.7 

Knowledge 2 l 3.8 

3 

4 l 3.4 2 7.7 

Average 5 4 13.8 5 19.2 

6 4 13.8 5 19.2 

Knowledgeable 7 9 31. 0 7 26.9 

8 9 31. 0 3 11. 5 

29 99.0 26 99.8 

Note. Totals do not always equal to 100% due to rounding. 
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for the Traditional group. More than half of the 

participants in both the SBCIM and Traditional groups, 

26 (89.6%) and 20 (76.8%), respectively, obtained a score 

of 5-8 on the Pretest. A score of 0-4 was considered to be 

low level breast cancer knowledge; 5-6 was average; and 7-8 

represented knowledgeable about breast cancer. 

Table 9 presents the frequency and percentage of the 

participants' family who have had breast cancer. The 

highest frequency for SBCIM participants was noted among 

mothers. Seven (24%) of the SBCIM sample reported having 

or have had a previous history of breast cancer among 

family members. Five (19%) of the Traditional reported 

having or have had family members with a previous history 

of breast cancer. Twenty-two (76%) of the SBCIM 

participants indicated no family members with previous 

histo~y of breast cancer. In the Traditional group, 

21 (81%) reported having no previous history of breast 

cancer among family members. 

Table 10 presents a summary of the pretest and 

posttest responses of participants regarding their 

willingness to obtain a mammogram if given the opportunity. 

The majority of the pretest participants' responses were 

"yes." Twenty-six (89.7%) of the SBCIM and 24 (92.3%) of 

Traditional indicated "yes" they would obtain a mammogram. 

Three SBCIM (10.3%) and 2 (7.7%) Traditional participants 
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Table 9 

Descriptive Statistics of Participants' Family Members with 

Previous History of Breast Cancer 

Relative 

Mother 

Sister 

Maternal 
Grandmother 

Paternal 
Grandmother 

Father's Sister 

Mother's Sister 

No Family 
Members 

Totals 

SBCIM 

Frequency Percent 

4 14.3 

1 4.2 

1 4.0 

1 3.8 

22 76.0 

29 102.3 

Traditional 

Frequency Percent 

1 4.0 

1 4.5 

1 4.3 

1 4.2 

21 81. 0 

26 102.3 

Note. Totals do not always equal 100% due to rounding. 
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Table 10 

Descriptive Statistics of Participants' Willingness to 

Obtain a Mammogram 

SBCIM Traditional 

Pretest 
Response Frequency Percent Frequency Percent 

Yes 26 89.7 24 92.3 

No 3 10.3 2 7.7 

Totals 29 100.0 26 100.0 

Posttest 
Response 

-----------------------------------------------------------
Yes 

No 

Values Not 
Counted 

Totals 

18 

11 

29 

100.0 

100.0 

19 

1 

6 

26 

95.0 

5.0 

100.0 
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reported "no" they would not obtain a mammogram. After the 

interventions, 18 (100%) of the participants who returned 

their posttest questionnaires responded "yes" to 

willingness to obtain a mammogram. Eleven SBCIM values 

were not counted because the participants failed to return 

the posttest. Nineteen (95%) of the Traditional 

participants responded "yes" to willingness to obtain a 

mammogram, l (5.0%) indicated "no" and 6 values were not 

counted due to participants not returning the posttest. 

Due to some posttest values that were not counted, it is 

unclear what percentage of the "no" pretest participants 

actually changed in their willingness to obtain a 

mammogram. 

Table 11 reports a summary of the participants who 

obtained a mammogram after the interventions. Only 2 

(68.9~) of the SBCIM participants and 5 (19.23%) of the 

Traditional participants obtained mammograms post 

intervention. A total of 9 (16.36%) participants obtained 

mammograms post intervention. 

Statistical Analyses of the Data 

The data were analyzed using BMDP statistical software 

(PC version, 1993). Five research hypotheses were derived 

from the Champion Questionnaire and the Breast Cancer 

Knowledge Inventory (BCKI). Analysis of Covariance 
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Table 11 

Descriptive Statistics of the Participants Who Obtained a 

Mammogram Post Intervention 

Group 

SBCIM 

Traditional 

Frequency 

2 

7 

Percent 

6.89 

19.23 

Note. The number of participants in the SBCIM equaled 29; 

the number of participants in the Traditional equaled 26. 
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(ANOVA) was used to test for variance in knowledge, 

beliefs, and behaviors among participants. The covariates 

were the pretest scores of participants. Since the 

statistical analyses entailed running multiple tests on 

data from the same subjects, a Bonferroni Adjustment of 

Alpha was calculated to reduce the chance of Type I errors. 

Due to the high number of tests, ANCOVA was tested at .001 

level of significance. Multiple Regression was used to 

test for the relationship between the combined variables of 

beliefs and frequency of BSE as they relate to knowledge at 

the .05 level of significance. A McNemar was used to test 

for changes in the willingness of participants to obtain a 

mammogram at the .05 level of significance. Presentation 

of the findings for each hypotheses includes a restatement 

of the hypothesis, the statistical procedure used, and a 

brief description of the findings. 

Hypothesis 1 

There is no statistically significant difference in 

the breast cancer knowledge levels between Black women from 

Fort Worth, Texas, who participate in the SBCIM and those 

who participate in a Traditional Intervention Module. 

ANCOVA was used to determine if a statistically 

significant difference in knowledge existed between the 

SBCIM and Traditional groups. The covariates were the 

pretest scores of participants. The knowledge is 
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the information gained through previous education or 

experience and from the intervention. It was measured by 

summing the scores of items 1-8, Part 3 of the Breast 

Cancer Knowledge inventory (BCKI). 

ANCOVA revealed that there was no significant 

difference in the adjusted posttest knowledge scores 

between the SBCIM and Traditional groups at the .001 level 

of significance [f(l,52) = 0.4268, E = 0.516]·. Tables 12 

and 13 represent a summary of the ANCOVA on knowledge. 

Assumptions of equal and zero slopes for covariance were 

met. 

Hypothesis 2 

There is no statistically significant difference in 

the beliefs about breast cancer between Black women from 

Fort Worth, Texas, who participate in the SBCIM and those 

who p~rticipate in a Traditional Intervention Module. 

ANCOVA was used to determine if a significant 

difference in beliefs about breast cancer existed between 

the SBCIM and Traditional groups. The eight health belief 

attitudinal scale variables of confidence, motivation, 

benefits (mammography), barriers (mammography), 

susceptibility, seriousness, benefits (BSE), and barriers 

(BSE) were tested with ANCOVA at the .001 level of 

significance. 



Table 12 

Pretest, Posttest, and Adjusted Posttest Means for 

Knowledge 

108 

M ( SBC IM) M Traditional -
Knowledge N = 29 N = 26 

Pretest 6.31 5.38 

Posttest 4.21 4.35 

Adjusted Posttest Mean 4.02 4.55 



Table 13 

Analysis of Covariance on Knowledge 

Source of Variation 

Equality of 
Adjusted Means 

Error 

N = 55. 

df 

1 

52 

ss 

3.7116 

452.1672 

MS 

3.7116 

8.6955 

F 

0.43 

5.11 

109 

0.516 

0.028 
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There was a significant difference between the SBCIM 

and Traditional groups on the posttest confidence scale 

[F-ratio of 13.34, r(l,36) E ~ .001]. Confidence is a 

measure of the individual's belief that she is competent to 

carry out a behavior such as BSE (Champion, 1993). 

Confidence was measured by summing the scores of items 

1-11, Part 4 of the Champion Questionnaire (CQ). ANCOVA 

revealed that the SBCIM group had the higher adjusted 

posttest mean of 43.4046, compared with 37.1656 for the 

Traditional group. The SBCIM group appeared to be more 

confident about performing BSE than the Traditional group. 

The range for the surnrnated confidence scale score was 5 to 

55. A higher posttest score was indicative of a stronger 

feeling of confidence about BSE behavior. Tables 14 and 15 

summarize the results of ANCOVA on confidence. 

The ANCOVA revealed that there was no significant 

difference at the .001 level between the SBCIM and 

Traditional groups on the posttest motivation scale 

[F-ratio of 0.0242, £(1,36), E = 0.877]. Motivation 

measured beliefs and behavior related to the individual's 

general concern about health (Champion, 1985, 1987, 1993). 

Motivation was measured by summing the scores of items 1-7, 

Part 4 of the Champion Questionnaire (CQ). 

The ANCOVA analysis revealed that there was no 

significant difference at the .001 level between the SBCIM 



Table 14 

Pretest, Posttest, and Adjusted Posttest Means for 

Confidence 

SBCIM Traditional 
Knowledge N = 29 N = 26 

Pretest 36.31 35.30 

Posttest 43.63 36.95 

Adjusted Posttest Mean 43.40 37.17 

111 
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Table 15 

Analysis of Covariance on Confidence 

Source of 
Variation df ss MS F 

Equality of 
Adjusted Means 1 378.1766 378.1766 13.3394 0.001 

Error 52 452.1672 8.6955 5.11 0.028 

N = 39. 
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and Traditional groups on the posttest benefits of 

mammogram scale [F-ratio of 3.8485, f(l,35), E = 0.058]. 

This scale measured the belief that mammograms are of value 

in reducing the threat of breast cancer in a woman ' s life 

(Champion, 1985, 1987, 1993). Benefits (mammograms) were 

measured by summing the scores of items 1-6, Part 4 of the 

Champion Questionnaire (CQ). 

ANCOVA at the .001 level revealed that there was no 

significant difference between the SBCIM and Traditional 

groups on the posttest barriers (mammograms) scale [F-ratio 

of 5.0080, f(l,36), £ = 0.032]. Barriers to mammogram is a 

measure of the beliefs about perceived negative components 

to obtaining a mammogram (Champion, 1985, 1987, 1993). 

Perceived barriers to mammograms was measured by summing 

the scores of items 1-5, Part 4 of th~ Champion 

Quest~onnaire (CQ). 

There was no significant difference at the .001 level 

between the SBCIM and Traditional · groups on the posttest 

susceptibility scale [F-ratio of 0.5877, f(l,36), E = 

0.448]. The susceptibility attitudinal scale measures the 

individual's belief that she is at risk of contracting 

breast cancer (Champion, 1985, 1987, 1993). Susceptibility 

was measured by summing the scores of items 1-5, Part 4 of 

the Champion Questionnaire (CQ) • 
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ANCOVA analysis revealed that there was no significant 

difference between the SBCIM and Traditional groups on the 

posttest seriousness scale [F-ratio of 0.1138, F(l,36), E = 

0.738]. Seriousness is a measure of the perceived degree 

of personal threat related to breast cancer (Champion, 

1985, 1987, 1993). Seriousness was measured by summing the 

scores of 1-7, Part 4 of the Champion Questionnaire (CQ). 

ANCOVA analyses also revealed that there was no 

significant difference at the .001 level of significance 

between the SBCIM and Traditional groups on the benefits 

(BSE) and barriers (BSE attitudinal scales. ANCOVA on the 

benefits (BSE) revealed F-ratio of 3.1245, f(l,36), E = 

0.086 and on the barriers (BSE) scale, F-ratio of 5.3585, 

f(l,35), E = 0.027). Benefits (BSE) was measured by 

summing the scores of items 1-7 and barriers (BSE) was 

measur_ed by summing items 1-6, Part 4 of the Champion 

Questionnaire (CQ). 

All items for the eight health belief attitudinal 

scales of the Champion Questionnaire were formatted with a 

5-point Likert scale from strongly agree to strongly 

disagree. The subscales were scored so that a high score 

meant greater susceptibility, seriousness, benefits, 

barriers, motivation, and confidence. 

In summary, there was no significant difference at the 

.001 level between the SBCIM and Traditional groups on the 
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attitudinal belief scales of health motivation, benefits 

(mammogram) susceptibility, seriousness, benefits (BSE), 

and barriers (BSE). A significant difference was 

identified between the SBCIM and Traditional groups on the 

confidence scale at the .001 level of significance. 

Hypothesis 3 

There is no statistically significant difference in 

the breast cancer screening practices between Black women 

from Fort Worth, Texas, who participate in the SBCIM and 

those who participate in a Traditional Intervention Module. 

ANCOVA revealed that there was no significant 

difference in the breast cancer screening practices between 

the SBCIM and Traditional groups at the .001 level of 

signi f icance [F-ratio of 0.0251, f(l,32), £ = 0.875]. The 

breast cancer screening practices include monthly BSE, a 

yearly clinical breast examination, and a mammogram 

according to the recommended guidelines. The screening 

practice score (BHB) was obtained . by summing the scores of 

items 5-7 of Part 2 of the Health Questionnaire (HH). A 

scale score was determined for the three screening 

practices. The adjusted posttest means were used to 

identify variance between pretest and posttest breast 

health screening practices. Table 16 summarizes the 

results of ANACOVA on the breast cancer screening 

practices. 



Table 16 

Analysis of Covariance on BHB Pretest and Posttest 

Source of Variation df 

Equality of 
Adjusted Means 

Error 

1 

32 

ss 

0.0113 

14.3824 

MS 

0.0113 

0.4494 

F 

0.0251 

116 

0.875 
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Hypothesis 4 

There is no change in willingness to participate in a 

one time mammography event before and after a breast cancer 

intervention module in a sample of Black women from Fort 

Worth, Texas. 

A McNemar was used to test for differences in pretest 

and posttest willingness to obtain a mammogram. There was 

no significant difference in the observed frequencies of 

participants willing to obtain a mammogram before and afer 

the interventions. Tables 17 and 18 summarize the observed 

pretest and posttest frequencies and percents of 

participants willing to obtain a mammogram. More than half 

of the participants, N = 37 (89.5%), indicated "yes" on the 

pretest that they would obtain a mammogram if given the 

opportunity. Three (7.9%) of the pretest responses 

indicated "no" they would not obtain a mammogram if given 

the opportunity. However, on the posttest, only one "no" 

response was indicated. Thirty~seven participants were 

included in the McNemar analysis due to seventeen cases 

with incomplete data. 

Hypothesis 5 

There is no significant relationship between breast 

cancer knowledge and beliefs and frequency of breast 

self-exmaination in a sample of Black women from Fort 

Worth, Texas. 



Table 17 

Observed Frequency Table for Willingness to Obtain 

Mammography Pre vs Post 

Pre Mammography 

Yes 

No 

Totals 

Post Mammography 

Yes 

34 

3 

37 

No 

0 

l 

l 

Total 

34 

4 

38 

Note. Seventeen cases had incomplete data and were not 

included in the analysis. 
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Table 18 

Percents of the Observed Frequencies Table (Pre vs Post) 

Willingness to Obtain Mammography 

Pre Mammography 

Yes 

No 

Totals 

Post Mammography 

Yes 

89.5 

7.9 

97.4 

No 

0.0 

2.6 

2.6 

Total 

89.5 

10.5 

100.0 
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The data on hypothesis 5 were analyzed using stepwise 

multiple regression at the .05 level of significance to 

test the combined constructs of confidence, health 

motivation, susceptibility, seriousness, benefits, 

barriers, and frequency of breast examination. Breast 

cancer knowledge among Black women is theoretically 

explained by the cumulative influence of each of the Health 

Belief Model (HBM) variables and the frequency with which 

they practice BSE. Table 19 summarizes the results of the 

multiple regression in the analysis of the health belief 

attitudinal scales and the frequency of BSE behavior. 

Regression analysis allows one to assess the relationship 

between one dependent variable (DV) and several independent 

variables (IV). The multiple regression technique was 

selected because the research study was interested in the 

degr~e of relationship (R2) between the combined health 

belief attitudinal variables and the frequency of BSE as 

they related to knowledge. The ·results of regression 

would represent the best prediction of a DV from several 

IVs. 

Multiple regression revealed that there was a 

significant relationship between knowledge and posttest 

variables of frequency of BSE and the breast cancer beliefs 

attitudinal scales (confidence, health motivation, benefits 

(mammography), barriers (mammography), susceptibility, 
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Table 19 

Multiple Regression of Health Belief Attitudinal Variables 

and Breast Self-Examination Frequency by Knowledge 

Attitudinal Belief and BSE 

Frequency Posttest Variables 

BSE Frequency 

Confidence Post 

Motivation Post 

Benefits (Mammogram) Post 

Barriers (Mammogram) Post 

Susceptibility Post 

Seriousness Post 

Benefits (BSE) Post 

Barriers (BSE) Post 

Multiple R = .70 

Multiple R - Square 

r 

-0.1548 

0.1542 

0.0675 

-0.1077 

-0.1085 

0.1408 

0.0584 

-0.2026E - 03 

0.0469 

0.0469 

0.4966 

*Critical r = < .03 to be significant at .05 level. 

N = 34. 
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seriousness, benefits (BSE), and barriers (BSE) in a sample 

of Black women. The knowledge is the information gained 

through previous education, experience, or the 

intervention. The frequency of BSE is the posttest 

self-reported information about how often a participant 

practiced BSE in the past 6 months. The breast cancer 

beliefs attitudinal scales are the posttest surnrnated scale 

scores for the eight attitudinal beliefs. Multiple 

correlation between knowledge and all posttest values for 

the BSE frequency and attitudinal scale variables revealed 

a multiple~ of 0.7047 which was significant at the level 

of .05 level. The multiple R-Square on the posttest values 

summarized in Table 19 explains approximately 50% of the 

variance of the individual's knowledge posttest score. The 

frequency with which a woman practices BSE and her 

attitudinal beliefs are predictors of her breast cancer 

knowledge. Breast cancer screening behaviors and the 

frequency with which a woman practices BSE are related to 

her breast cancer knowledge. 



CHAPTER V 

SUMMARY, FINDINGS, DISCUSSION, CONCLUSIONS, 

AND RECOMMENDATIONS 

The final chapter is presented in four parts. The 

first part, the summary, presents an overview of the entire 

study beginning with the purpose and problem for the study. 

It includes a description of the participants, methods of 

data collection, and analysis. Part two provides a brief 

discussion of the findings. Part three, the conclusion, 

includes a restatement of the five hypotheses and a 

statement relative to their acceptance (failure to reject) 

or rejection. In the last part, the logical significance 

o f the results and implications for health education will 

be discussed and a list of recommendations for further 

rese~rch will be provided. 

Summary of the Study 

The purpose of the study was to test for differences 

in breast cancer knowledge, beliefs, and screening 

practices between Black women from Fort Worth, Texas, who 

participated in the Shaw Breast Cancer Intervention Module 

(SBCIM) and those who participated in a Traditional 

Intervention Module (TIM) in order to determine the 

123 



124 

effectiveness of the SBCIM. The problem of the study was 

to determine if there are differences in the breast cancer 

knowledge, beliefs, and screening practices between Black 

women from Fort Worth, Texas, who participated in the Shaw 

Breast Cancer Intervention Module (SBCIM) and those who 

participated in a Traditional Intervention Module (TIM). 

In addition, the study was to determine if beliefs and 

frequency of BSE are related to knowledge among a 

population of Black women. 

The Health Belief Module attitudinal scales (Champion, 

1985, 1987, 1993) were used as a theoretical framework to 

explain an individual's health related beliefs. A 

multistrategy breast cancer prevention program and a 

traditional breast cancer intervention program were 

compared relative to their influence on the breast cancer 

knowLedge, beliefs, and screening practices of a sample of 

Black women. The dependent variables of breast cancer 

knowledge, beliefs, and screening practices were measured 

before and after the interventions. The intervention 

(SBCIM and Traditional) was the independent variable. The 

theoretical frameworks for the development of the SBCIM 

were the Community Organization Theory, Social Support 

Theory, and Transtheoretical Model (Stage of Change 

Theory). The SBCIM group received a tailored, 

multistrategy breast health awareness program developed by 
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the researcher. The Traditional group received an 

intervention that utilized a traditional, single strategy 

breast health awareness program (i.e., video). The study 

tested the knowledge, beliefs, and screening practices of a 

sample of women using the scales of the Champion 

Questionnaire (1993), the Demographic Inventory, Breast 

Cancer Knowledge Inventory, and Breast Health Behavior 

Inventory. The study also tested breast caneer knowledge 

as it related to beliefs and frequency of BSE. The 

predictor variables were BSE frequency, confidence, health 

motivation, benefits (mammogram), barriers (mammogram), 

susceptibility, seriousness, benefits (BSE, and barriers 

(BSE). The criterion variable was breast cancer knowledge. 

The study represented pretest/posttest experimental 

research. A total of 300 women were randomly selected from 

a lo~al community precinct list to receive invitations to 

participate in the study. Of the 300 women who were 

selected to participate, 75 responded to the invitation. 

Each participant was assigned to a June 3 or June 17 

intervention. The final sample consisted of 55 Black women 

between the ages of 35-39 and 50-64, who attended the 

interventions to which they had been assigned. The June 3 

intervention (tailored, SBCIM) was administered to 29 

participants and the June 17 intervention (Traditional 

Module) was administered to 26 participants. The local 
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community health center was the setting for the 

interventions. Each participant completed the pretest 

health questionnaire which consisted of the (a) Champion 

Questionnaire, (b) Demographic Inventory, (c) Health 

History, (d) Breast Cancer Knowledge Inventory, and (e) 

Breast Health Behaviors Inventory. A total of the 39 (71%) 

participants completed the two months post intervention 

posttest questionnaire. The posttest and pretest 

questionnaires consisted of the same parts except for the 

exclusion of the Demographic and Health Inventories from 

the posttest questionnaire. These pretest/posttest 

instruments were used to test the five hypotheses and 

describe the sample. Cumulative data from the Champion 

Quest i onnaire, Breast Cancer Knowledge Inventory, and 

Breast Health Behavior Inventory determined the outcomes of 

the five research hypotheses. The Demographic Inventory 

and Health History Inventory provide data which describe 

the characteristics of the sample of Black women. Data 

were analyzed using descriptive statistics, analysis of 

covariance, multiple regression, and a McNemar. 

Findings of the Study 

1. There was no statistically significant difference 

in the breast cancer knowledge levels between Black women 
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from Fort Worth, Texas, who participated in the SBCIM and 

those who participated in a Traditional Intervention 

Module. 

2. There was no significant difference in the beliefs 

about breast cancer [health motivation, benefits 

(mammogram), susceptibility, seriousness, benefits (BSE), 

and barriers (BSE)] between Black women from Fort Worth, 

Texas, who participated in the SBCIM and those who 

participated in the Traditional Intervention Module. 

However, there was a significant difference in the 

confidence beliefs between Black women from Fort Worth, 

Texas, who participated in the SBCIM and those who 

participated in the Traditional Intervention Module. 

3. There was no significant difference in the breast 

cancer screening practices between Black women from Fort 

Wort~, Texas, who participated in the SBCIM and those who 

participated in a Traditional Intervention Module. 

4. There was no significant difference in willingness 

to participate in a one time mammography event before and 

after a breast cancer intervention module in a sample of 

Black women from Fort worth, Texas. 

s. There was a positive relationship between breast 

cancer knowledge, beliefs, and the frequency of breast 

self-examination in a sample of Black women from Fort 

Worth, Texas. 
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Discussion of the Findings 

There was a significant difference in the confidence 

beliefs between women who participated in the SBCIM and 

those who participated in a Traditional Intervention Module 

(TIM). Those women who were in the SBCIM group had a 

higher confidence scale score indicating that they felt 

stronger about competence to perform BSE than the women in 

the TIM. The tailored, multistrategy SBCIM was more 

personalized than the TIM and may have contributed to a 

reduction in anxiety about breast cancer and performing 

BSE . Miller and Hailey (1994) concluded that anxiety is a 

more contributor to the failure of many Black women to 

practice BSE and obtain monthly BSE. Amsel et al. (1985), 

Champion (1987), and Haughey (1988) found that women 

reported lack of confidence and never having been shown how 

to p~rform BSE as some of the reasons for not adhering to 

professional advice about the practice of BSE. 

Monthly breast self-examination practice rate was 25% 

for the SBCIM and 40% for the Traditional group. Both of 

which fell within the range of monthly BSE for the general 

population. The National Survey on Breast Cancer (1980) 

reported that although over 90% of women of all ages and 

ethnicities are aware of the recommendations to practice 

BSE, only about 25-35% actually perform the procedure on a 

monthly basis. Champion (1992) reported that compliance 



with monthly BSE practice had been poor with studies 

indicating as few as 18% to 36% among adult women. 
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The SBCIM group was slightly younger in age (Mage 

group= 40-49) than the Traditional (~ age group= 50-64). 

While the Traditional group was found to have a higher 

percentage (40%) of women practicing monthly BSE, the 

younger (40-49) SBCIM group was found to have a higher 

level of confidence about performing monthly·BSE than the 

older (50-64) Traditional group of women. Older women 50 

years of age and older may be more conscientious about 

practicing monthly BSE despite a lower feeling of 

confidence about performing the procedure. These findings 

support a study by Ries et al. (1990) which stated that 

decreased survival is prominent in younger Black women. 

Younger Black women may feel that they are less susceptible 

to breast cancer and therefore do not practice BSE on a 

regular basis. 

There was no significant d~fference in knowledge 

levels between the women in the SBCIM and Traditional 

groups. In view of this finding, it is interesting to note 

that more than half of the participants in the SBCIM 

(57.1%) and Traditional (52%) groups reported having at 

least 1-4 years of college. The sample had a relatively 

high level of education compared to population samples from 

earlier studies that were similar in design and methods 
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(Eng, 1993; Mandelblatt et al., 1993; Sung et al., 1992). 

Higher levels of education have been shown to be 

significantly related to higher levels of breast cancer 

knowledge (Long, 1993; Miller, 1994; Rimer, 1995; Sung et 

al., 1992). It is possible that the groups had a higher 

level of education due to the manner in which participants 

were selected. Although participants were randomly 

selected, they responded to a letter of invitation to 

participate in the research. Women with lower levels of 

education may have been excluded from the study because 

they failed to respond to a request that required reading a 

letter. Additionally, lower levels of education have been 

linked to less favorable attitudes/beliefs about the 

acceptability of publicly discussing health issues/problems 

(Eng, 1993; Suarez, 1994). Women with higher levels of 

education have been found to be more receptive to 

participating in health promotion events because they are 

more assimilated into the dominant culture (Roetzheim et 

al., 1993; Spigner, 1994). Hence, the degree of 

acculturation may have been a contributing factor to the 

lack of response from women with lower levels of education 

from the target community. 

There was no significant difference in the breast 

cancer screening practices between Black women who 

participated in the SBCIM and those who participated in the 
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TIM. Both groups were similar in their practices of 

performing monthly BSE, obtaining yearly clinical breast 

examinations, and obtaining mammograms. In support of 

these findings, descriptive statistics revealed that more 

than half (52.2%) of the participants in the Traditional 

group and almost half (48.1%) of the SBCIM group did 

receive a clinical breast examination three times during 

the last three years suggesting that the women were indeed 

getting a yearly clinical breast examination. These 

findings are consistent with studies that found education 

and socioeconomic status to be related to the frequency 

with which women practice the three screening behaviors of 

performing monthly BSE, obtaining a yearly clinical breast 

examination, and obtaining mammograms according to the 

recommended guidelines (Long, 1993; Wells, 1992). Once 

again, the higher education levels of the population sample 

relative to the general population samples used in similar 

studies may explain why there was not a significant 

difference between the two groups in terms of their breast 

cancer screening practices. Additionally, there may be 

some type II errors in the statistical analysis due to 

inadequate sample size. A larger sample size may have 

shown some differences between the groups. 
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There was no change in willingness to participate in a 

one time mammography event before and after a breast cancer 

intervention module in a sample of Black women. More than 

half (89.5%) of the participants reported a pretest and 

posttest "yes" to willingness to obtain a mammogram if 

given the opportunity. Two participants did change from a 

"no" pretest willingness to a "yes" posttest willingness to 

obtain a mammogram if given the opportunity.· Although the 

statistical analysis did not identify which module 

intervention may have influenced the change, it is 

conceivable that the change was influenced by one or both 

of the interventions. Additionally, more than half of the 

SBCIM (76%) and TIM (81%) participants reported having no 

family members with a previous history of breast cancer, 

and 7 (24%) of the SBCIM sample and 5 (19%) of the TIM 

indi~ated having or have had family members with a previous 

history of breast cancer. Previous history of breast 

cancer in a family may have cont~ibuted to breast cancer 

knowledge levels and expressed willingness to participate 

in a one time mammography event among the participants. 

The results of the study indicated a significant 

relationship between knowledge and posttest variables of 

frequency of BSE and the breast cancer beliefs/attitudinal 

scales of (confidence, health motivation, benefits 

(mammography), barriers (mammography), susceptibility, 
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seriousness, benefits (BSE), and barriers (BSE) in a sample 

of Black women. Frequency of BSE and the breast cancer 

beliefs accounted for 50% of the variance of the 

individual's knowledge posttest scores. Long (1993), 

Champion (1987, 1988, 1993), and Miller and Hailey (1994) 

have reported links between knowledge, beliefs, and 

frequency of BSE. 

Both groups (SBCIM and TIM) were similar in the 

demographic variables of influence of religion, marital 

status, history of breast cancer among family members, and 

education levels. The small sample size and the fact that 

participants were required to respond to a written letter 

of invitation could influence the generalizability of the 

results. The relative high level of education of both 

groups, and the homogeneity on other' demographic variables, 

may have also contributed to the final results. To 

determine whether the findings of this study are generally 

true of all Black women, similar studies need to be 

conducted using larger, more representative samples. A 

larger, demographically diverse sample may have revealed 

differences between the knowledge, beliefs, and screening 

practices of Black women who participated in two different 

interventions, one a multistrategy approach and the other a 

traditional approach. Additionally, perhaps the 

differences between the two interventions were not 



significant enough to influence changes in knowledge, 

beliefs, and screening practices of a sample of Black 

women. 

Conclusions 
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Hypotheses 1 through 3 were tested at the .001 level 

of significance; hypotheses 4 and 5 were tested at the .05 

level of significance. Conclusions were drawn within the 

scope of this study: 

Hypothesis 1. There is no statistically significant 

difference in the breast cancer knowledge levels between 

Black women from Fort Worth, Texas, who participate in the 

SBCIM and those who participate in a Traditional 

Intervention Module. Based on the results of ANCOVA, this 

null hypothesis is NOT REJECTED. 

Hypothesis 2. There is no statistically significant 

difference in the beliefs about breast cancer between Black 

women from Fort Worth, Texas, who participate in the SBCIM 

and those who participate in the Traditional Intervention 

Module. Based on the results of ANCOVA on the beliefs of 

health motivation, benefits (mammogram), barriers 

(mammogram), susceptibility, seriousness, benefits (BSE), 

and barriers (BSE), this null hypothesis is NOT REJECTED. 

Based on the results of ANCOVA on the confidence belief, 

the null hypothesis is REJECTED. 
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Hypothesis 3. There is no statistically significant 

difference in the breast cancer screening practices between 

Black women from Fort Worth, Texas, who participate in the 

SBCIM and those who participate in a Traditional 

Intervention Module. Based on the results of ANCOVA, this 

null hypothesis is NOT REJECTED. 

Hypothesis 4. There is no change in willingness to 

participate in a one time mammography event before and 

after a breast cancer intervention module in a sample of 

Black women from Fort Worth, Texas. Based on the results 

of a McNemar, this null hypothesis is NOT REJECTED. 

Hypothesis 5. There is no significant relationship 

between breast cancer knowledge and beliefs and frequency 

of breast self-examination in a sample of Black women from 

Fort worth, Texas. Based on the results of multiple 

regr~ssion analysis, this null hypothesis is REJECTED. 

Recommendations 

Based on the results of this study, the following 

recommendations are presented for further research: 

1. Replicate the study at another location in the 

state, using similar samples, in order to observe for 

patterns of differences or similarities among these groups. 

2. Replicate the study using a different procedure 

(i.e., posttest interview) for administering and collecting 
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the posttest data to increase the return rate of posttest 

questionnaires. 

3. Replicate the study and include a true control 

group to determine similarities or differences among the 

three groups. 

4. Replicate the study to include a population with 

varied educational and socioeconomic representation so that 

parallel comparisons could be made. 

5. Replicate the study to obtain a larger sample size 

so that more differences between the experimental (SBCIM) 

and the control (Traditional) groups could be identified. 

6. Replicate the study to include a population with 

diverse racial representation so that parallel comparisons 

could be made. 

7. Conduct a longitudinal study, using similar 

samp~es and methods to determine the effectiveness of a 

multistrategy breast health awareness intervention versus a 

traditional (single strategy) intervention on the early 

detection behaviors over time. 

8. conduct research to determine the most effective 

messages and intervention strategies for each of the 

racial/ethnic minorities to impact on their early detection 

behaviors (Caplan et al., 1992). 
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9. Conduct research to determine the most effective 

strategies for getting more minority women to participate 

in research studies. 

Implications for Health Education 

Based on the results of the study, the following 

implications are offered to health educators for future 

consideration: 

1. Theory testing or evaluation of this group prior 

to developing interventions for promoting early detection 

behaviors may help to determine why the audience is not 

already engaging in the desirable behavior of interest, how 

to go about changing their behaviors, and what factors to 

look for when evaluating a program's focus (Ryn & Heaney, 

1992). 

2. The health educator may attempt to identify what 

determines confidence as it relates to BSE practice in 

order to seek ways to build confidence in women ages 50 and 

over. 

3. The younger (40-49) woman who is knowledgeable and 

feels confident about performing BSE may not practice the 

behavior on a regular basis, while the older (50- 64) woman 

who lacks confidence may practice BSE on a frequent basis, 

if she is knowledgeable about the importance of early 

detection behaviors. 
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4. Beliefs about breast cancer and the frequency with 

which BSE is practiced are good predictors of breast cancer 

knowledge levels. 

5. With reference to attitudes/beliefs about early 

detection behaviors, it appears that health education might 

be more effective in encouraging Black women· to practice 

BSE, obtain clinical breast examinations, and obtain 

mammograms if it focused on lowering the anxiety about 

cancer and cancer screening rather than on changing beliefs 

about susceptibility to breast cancer. 

6. Be aware that Black women differ in their stage of 

readiness for changing behaviors related to breast health 

awareness and that messages must be specifically addressed 

to the education, socioeconomic status, and social support 

networks of the specific subgroup of Black women. 

7. Health educators might work within existing 

community structures such as the Black church to empower 

women to realize that they do, indeed, have control over 

their own health in general and beast cancer prevention is 

merely one aspect of their overall health. 

8. Health educators might rely on education learning 

theories such as the multiple intelligence theory to 

develop multistrategy breast health awareness programs that 

target the variety of learning styles within any 

ethnic/racial group. 
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Ms. Mary Walker Shaw 
807 McKenzie Place 
Arlington, TX 76018 

Dear Ms. Shaw: 

May 3,, 1995 

Thank you for providing the materials necessary for the 
final approval of your prospectus in the Graduate Office. I 
am pleased to approve the prospectus, and I look forward to 
seeing the results of your study. 
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If I can be of further assistance, please let me know. 

Sincerely yours, 

µ;1-1~ 
Leslie M. Thompson 
Associate Vice President for 
Research and Dean of the 
Graduate School 

cc Dr. Susan Ward 
Dr. William Cissell 
Dr . Ann Uhlir 
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1~ ' TARRANT COUNIT HOSPITAL DISTRICT 
------- ------------------------

1 ~ JOHN PETER SMITH HOSPITAL 

February 13, I 995 

Ms. Mary Walker Shaw 
Doctoral Student 
807 Mckenzie Place 
Arlington, Texas 76018 

Dear Ms. Shaw: 

The Tarrant County Hospital District Stop Six Community Health Center 
would like to offer the education facilities of the Stop Six Center to serve as 
the host and site for your study. The Stop Six Community Health Center 
wants to be a partner in this health promotion effort. We want to assist you 
in comparing strategies for promoting breast cancer prevention practices 
among African American women. 

The dates that you have chosen May 6, 1995 and June 3, 1995 are very good 
dates for the health center. 

Julie Cies, Health Promotions department and I are looking forward to 
working with you during this project study. 

Sincerely, 

~~_.../ 

Christene Moss, R.N., M.S. 
Community Service 

13('() South ~fain Street• rort Worth, Texas 76104 • (817) 921-3431 
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-Iarris Methodist 
~ort Worth 

The Doris Kupf erle Breast Cent 
1301 Pl:nnsylvan1a Avenue • Fon Worth. Texas 7610· 

117-182-3650 

I February 17, 1995 

Mary Walker Shaw 
807 .r-t::Kenzie Place 
Arlington, TX 76018 

~ Mary, 

Accredited by The American College of Radiolo 

\Ye at the DORI_S KUPFERLE BREAS1: CENTERS welcome·partnerships with 
those ~ our coI_D.I1:1uru_ty who share our co~1onent t~ wellness and bcalth promotion. 
Our pnmary nuss1on 1s to expand access to high quahty breast health services 
to women through education, screening, and diagnostics. 

This ~c_ludes broa~ening access for working women as ~~II as _low-income groups. 
In add1uon to offenng low cost mammography, we part1c1pate m several funding 
programs wltich pay for mammography for those women with financial need. We want 
to target women with financial and/or transportation limitations. 

The Harris Methodist Community Outreach Program, including the Mobile Mammography 
Unit, centers around the early detection of breast cancer th.rough on-site mammography 
screening and breast health awareness information, both printed and video. Breast 
health awareness classes provided by a Re__gistered Nurse with advanced training in 
breast health through both the American Cancer Society and MD Anderson Breast Cancer 
Program are also available . 

There are several simple eligibility requirements which will allow us to 
reach our target group: 

• All participants must be 35-40 years of age or older, as we 
recognize the American Cancer Society Guidelines for mammography 
which recommend a baseline mammogram by age 40; every 1-2 years 
for women 40-49; and every year for women over 50. 

• The mobile project can provide only SCREENING MAMMOGRAMS. 
In other words, we can only provide mammograms to women who 
do not currently have breast problems such as persistent pain 
lumps, or discharge, or a pe~onal_ history of breast cancer ._ 
Women with symptoms or pnor history of breast cancer will be 
referred to their pr~ary pbysi~ian for: follow-up. We will be 
happy to do diagnostic studies m our breast centers for those 
women with problems. 

• For those women who have Medicaid, Medicare or private 
insurance we will be happy to bill on their behalf. We have 
special funds available to provide screefl:ing mammograms and/or 
diagnostic ~~d!e_s, if in~icated, for low mcome women who meet 
financial ehg1bihty requirem~nts (2_00% of poverty level or_ less) . 
Women seeking no cost services will need to complete ~ bnef 
request form noting their income. The cost of a screerung 
mammogram for women not meeting low income financial eligibility 
requirements will be $65.00. 



159 

Harris Methodist 
Fort Worth 

The Doris Kupferle Breast Cente 
1301 Pennsylvania Avenue • Fon Worth. Texas 76104 

ll7•U2·36.SO 

(t) 
Accredited by 1be American Collcae of ludiolog) 

From an operational standpoint, the following services will be included during 
each mobile mammography visit: 

• Personal Screening Mammogram 
• Breast Health and Self-Examination Literature. 

The Doris Kupferle Breast Centen, in cooperation with the Harris Methodist 
Health System, arc providing this service as pan of an ongoing effort to 
meet the growing need in our community for breast hea.1th awareness. We arc 
here to serve you and those you represent. We will be pleased to assist 
you in any way. 

Sincerely, 

~~~~ 
Sylvia Mercado 
Community Outreach Coordinator 
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~ TARRANT COUNTY HOSPITAL DISTRICT 
_/fl~\---------

1~ ,. JOHN PETER SMIIB HOSPITAL 

March 15, 1995 

Mrs Mary Walker Shaw 
807 McKenzie Place 
Arlington, TX 76018 

Dear Mary: 

This letter serves to confirm our decision to participate in your doctoral study on June 3, 1995 at 
the Stop Six Community Health Center. Donna Gaffney, R.N. will present the portion of your 
program on breast sclf--ex.amination, and is looking forward to participation in this study. 

Donna and I agree that it would be beneficial to meet with you prior to the event to confirm your 
needs and expectations for the class. Please let me know when would be a good time to do this. 

I am pleased that we were able to assist you with your project . I look forward to hearing from 
you soon. 

:\~'c;:~ 
ia~ies 
Community Relations Coordinator 

lx'X' South Main Street• rort Worth , Texas 76104 • (817) 921-3431 
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Mary Walker Shaw 
807 McKenzie Place 
Arlington, TX 76018 

Dear Ms Shaw: 

March 16, 1995 

Thank you for sharing plms for your health promotion intervention targeting 
African-American women through the Community Health Clinics of the Tarrant 
County Hospital District. 

We were pleased to learn of your study and your involvement of American Cancer 
Society volunteer leaders in the planned intervention. We wish to express our 
endorsement of your work because, as you will note from the enclosures, we are 
concerned that recent data from the National Center for Health Statistics shows that 
among African-American women the death rate from breast cancer rose 2.5% 
between 19~9 and 1992. An enclosed related article contains some interesting 
findings and recommendations that may be pertinent to your plans. 

Also, as we discussed on the phone, while we cannot provide American Cancer 
Society letterhead to recruit your subjects, we invite you to coordinate your plans 
with our Fort Worth office, or you may wish to m~ke use of selected American 
Cancer Society educational materials as a part of your intervention. 

Finally, upon completion of your research, we would like to learn more about your 
intervention module. We wish you success in your study and look forward to a 
report of your findings . 

JM:eh 
enclosures 

Sincerely, 

~:!~ 

VOLUNTEERS FIGHTING CANCER IN YOUR COMMUNITY 

p o Box 14905A • Austin • Texas • 78 714-9054 • 512-928-2262 



May 5, 1995 

M~ . Marv Shaw 
S07 McKenzie Place 
Arlington, TX 76018 

Dear Ms. Shaw: 

Tl--E l '~ I\ 'ERSm. C)F TEXAS 

l\1Dl\NJERSON 
CANCER CENTER 

As per our phone conversation, attached are my slides from the presentation 
I ga\·e in Fort Worth, TX. Please return the slides to me after your 
presentation . 

Sincerely, 

1-JJx-
Kellv Hunt~.D-
Junior Faculty Associate 
Deparment of Surgical Oncology - Box 106 

KH/jgf 

TEXAS MEDIC.A.L CE\:TER 
1,!'- HOLco,mE P.OL'LE\:-1.R() • HOL1S10S. TEXAS 77030 • (713) iQ~ -2121 
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SWEETHOMEBAPTISTCHURCH 
5225 Ramty AYtnue-Fort Worth, TX 16105 

Rtvtrend James C. Brown, Paswr 
Church: 817-534-2635 

TO: Mary Walker Shaw 

FROM: Reverend James C Brown. Pasta 
Sweet Home Missionary Baptist Chll'ch 

Re . Heat1h Promot1on/Research Study 

Date A~il 5. 1995 

Dear Mrs. Shaw: 

Ae~erence yoll' lener dated January 31. 1995. same subject The Sweet Home 
Missionary Baptist Church is always willing to participate 1n community based 
~og-ams that are designed to ~omote the health and well-being of our citizens 

We realize the sigr,ificance of early detection and proper medical intervention. when 
necessary. fc.r women. when dealing with breast cancer/disease and its comphcat1ons 

We have announced to Oll' cong-egat1on this most impaiant event and will encourage 
women. who meet the aitena. to take advantage of this opportunity. 

Please feel free to utilize our park.ing lot. as requested. to set up y0t.r station on the 
dates indicated in y~ letter. If your ~oposed agenda changes . please let me k.now 
by phone a in v-fiting. 

In Ci"V'ist. 

•Enter lo worship, depart lo 1trve" 
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ID: Mary Shaw 

Re: Research Project 

Mrs. Shaw, 

FAITH WORD BIBLE FELLOWSHIP 
4900 Wic.ita 

hrt Wort•, T,m 76119 

March 1, 1995 

This letter is to confirm our support of your research project. We 

have studied your guidelines and feel very strcogly about it. 'nlis 

letter confinns oor willingness and our eagerness to support this 

effort 1 OO'L We have enlisted the help of our wanen and our anci

llary auxiliaries to guarantee success in our church. Feel free to 

call anytime- for further informatioo if needed. 

Respectfully, 

Senior Pastor,01in. 
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Dear Participant: T 
The health of Black women is a great concern of the Stop Six Community 

Health Center of the Tarrant County Hospital District, All Saints Health System, and 
the Doris Kupf erle Breast Cancer Centers of Harris Methodist. As a doctoral student in 
Health Education with a strong interest in community health programs, I am working 
with these groups to promote breast health awareness among women in the Stop Six 
community. Because of our concern. we are conducting a study to compare strategies 
for influencing breast cancer knowledge, beliefs, and screening practices among 
Black women. The screening practices include the use of breast self-examinations, 
clinical examinations performed by a physician or nurse practitioner, and 
mammograms. · 

Our purpose in conducting this study is to raise awareness about breast health 
and to encourage the use of breast cancer screening practices which can help to save 
lives in the fight against cancer. Your participation will be a great contribution toward 
helping health professionals understand how we can best assist in promoting breast 
health and other wellness issues among Black women. 

As part of this community, you are invited to participate in this study. The 
program will require about 2 1/2 hours of your time today and approximately 20 
minutes to complete a questionnaire which will be mailed to you in August. If you 
would like to artici ate. sim I follow these ste s: 

>Complete the questionnaire that you received In the brown •nvelope. Pl•ase ar.swer 
al questions. 
>Do not sign your name. All Information gather.cl wlll remain confldenflal. 
>rloce your completed questionnaire In the brown envefope cand place H In 
the hay marked COMPLETED QUESTIONNAIRES. 
>ff you do not ~an to complete the questionnaire. retum the brown envelope 
with the questionnaire to the hay mc:wk,d QUESTIONNAIRES. 
>You wtl receive a questionnaire In the mall In late July. Please complete and 
return It In the stamped envelope. 

1'CUS[ NOTf.. TJUT 1'A.JtTJCl1'.AT10N JS WCWffA.JtV A.ND YOU MAY . 
Wll]{D.XXW ,XOM TJ{f. STl.lDY AT »JV TIM,. TJ{U.[ A.Jt[ NO 1'DJAlT1[5 
JVX .Xf.JVSJNG TO 1' A.JtTlCJ"P ;;,.n:,.. HOWEVEI, WE THINK THAT EVEIY WOMAN Will IENEFIT 
FIOM ACCESSING THE FIEE INFOlMATION rlESENTED THIOUGH THIS rlOGIAM. KNOWING THE 
FACTS ABOUT IIEAST CANCEi CAN HELP YOU BECOME AN ACTIVE rAITNEI IN THE FIGHT AGAINST 
HE.AST CANCEi i 

YOUX C0),11'Cf.TJON OF TJ{[ C}U[.STJONN.AJX[ [M)Jc;i.n:..s you.x CONSf.NT TO 
.ASSIST US WrrJ{ JNJOXMATlON 1VE C,v..t USf. 1N OUX STUDY. 

NOW , SIT IACK, IELAX, AND ENJOY THE EXCITING rlESENTATION WE HAVE PUT TOGETHEI 
ESrECIALL Y FOi THIS COMMUNITYII 

I om av affable to answer questions at ony ffme during the study. If you hav• addlffonal 
questions after leaving today, please call me at 117/714·1379. I appreciate yourffme, 
cooperation. and patience. Again, thank you. · 

Mary Shaw 
Doctoral Candidate 
117/714·1379 
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Dear Participant: 

Thank you for participating in our Breast Cancer .A'ffJareness Saturday during June 
As you may remember, the health of Black women is a great concern of the Stop Six 
Community Health Center of the Tarrant County Hospital District, All Saints Health 
System, and the Doris Kupferle Breast Cancer Centers of Harris Methodist. As a 
doctoral student in Health Education with a strong interest in community health 
programs, I am working with these groups to promote breast health awareness among 
women in the Stop Six community. Because of our concern, we have been 
conducting a study to compare strategies for influencing breast cancer knowledge, 
beliefs, and screening practices among Black women. The screening practices 
include the use of breast self-examinations, clinical examinations performed by a 
physician or nurse practitioner, and mammograms. 

Our purpose in conducting this study was to raise awareness about breast 
health and to encourage the use of breast cancer screening practices which can help 
to save lives in the fight against cancer. Your participation in June contributed toward 
helping health professionals understand how we can best assist in promoting breast 
health and other wellness issues among Black women. 

, As part of this health promotion/study group, you are invited to participate in our 
followup assessment of the program. We are requesting that you complete the 
enclosed uestionnaire If ou would like to artici ate sim I follow these ste s· 

>Set aside about 20 minutes to complete the toUowup questionnaire. Please answer 
al questions. 
>Do not sign your name. All Information gathered wflf remain confldenttal. 
>l'lace your completed questionnaire In the stamped envelope and mall 
It today. 
>H you do not plan to complete the questionnaire, r.tum I In the stamped 
envelope. ' 

1'CLl5[ NOIT TJUT 'P.,)J{TJCl1'AT1ON JS WCWff.,)J{Y ~ YOU .MAY 
WlT)(DX.XW TXO.M TJ{[ SWDY AT .:<.M' TJM.. . TJ{[..X[ .,)J{[ NO 1"f.Jv;fCTJ[S 
JVX X[fl}SJNG TO 'P;fXTJCJ'PXTf. .. KNOWING THE FACTS AIOUT IIEAST CANCEi CAN 
HELi' YOU IECOMf AN ACTIVE PAITNEI IN THE FIGHT AGAINST IIWT CANCEi I 

YOUX COM'PCETJON OT TJ{[ QU[STJONN;f/7{"[, JNDJC;fTE.5 YOUX. CONSE:Jvr TO 
ASSIST US Wff){ INTOX.:J.UTJON WE CAN. US[ IN OUX. 51VDY. 

I am avaDable to answer questions at any time during the lfvdy. If you have addlttonal 
questions. please cal me at 817/714-1379. I appreciate yourflme. cooperation, and patience. 
Again, thank you. 

Mary Shaw 
Docfo,al Candidate 
117 /7U-1379 PLEASE RETURN YOUR COMPLETED QUESTIONNAIRE 

~ 
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Code , ____ (Use the last tour dlgll1 of your Social Security Number) 

HEAL TH QUESTIONNAIRE I 
" . I understand that the return of my completed questionnaire constitutes my Informed consent to act as 
a subject In this research." 

TAanl you for a~eelng to partlclpatt In lJreast ]{ea/tit )(111areness Saturday. 
Please take a law mirutes to till this out. You wil be provdng me wih information to finish this research study which is required tor 
CX>tll)letion of my doctoral degree. More ifll)ortantly, by answering the (J.lestions, you might become more aware of ideas or tacts that could 
actuatty help to save your life or someone you love. 

Please answer al questions honestly and retum the CJJestionnaue today. 
Again, Thank You!! 

Mary Shaw 

FOOD FOR THOUGHT: given the chance, would you get a mammogram? 
__ Yes ___ No 

I 1'art 1: .About Yourself 
1. What is your age? 2. What is your ethnicity? 3. 

A. 18-25 A. Black (Negroid) A. 
B. 26-34 B. White (Caucasian) B. 

C. 35-39 C. Hispanic C. 

q. 40-49 0. Asian-Oriental 0. 

E. 50-64 E. Islam E. 
F. 65+ F. Other F. 

What is your marital status? 

Married 
Widowed 
Divorced 
Never Married 
Separated 
Living Together (Cohabitating) 



4. How much does your religion 
influence your daily life? 

_ A. Strongly influences 
_ B. Moderately influences 
.__ C. Slightly influences 

D. Does not influence 

5. What is your highest education? 

A. No formal schooling 
8. Grades 1 - 6 
C. Grades 7-12 
D. High School Graduate/G6D 
E. Community or Jr. College or Vo. Tech School 
F. College 1 - 4 years 
G. Graduate or post graduate (M.A., M.S., Ph.D) 

1'art 2: A Brief Cook at Your J{ealth J{lstorv 
Please read each question carefully and circle the response you feel is most accurate. 

1 . Have you ever had a cystic or 
benign (noncancerous) breast 
condition? 

2. Have you ever been treated 
for breast cancer? 

3. Do any of your friends 
have breast cancer? 
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........ . Yes ......... No ......... Don't Know ......... Yes ......... No ......... Don't Know ......... Yes ......... No ......... Don't Know 

4. Has any member of your family had breast cancer? 

Mother ......... Yes ......... No ......... Don't Know Paternal 

Sister ......... Yes ......... No ......... Don't Know Grandmother 

Maternal (Father's 

Grandmother Mother) ......... Yes ......... No ......... Don't Know 

(Mother's Father's Sister ......... Yes ......... No ......... Don't Know 

Mother) .... ..... Yes ......... No ...... ... Don't Know Mother's sister ......... Yes ......... No ......... Don't Know 
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5. How many times would you estimate you have done a BSE (breast self-examination) 
during the last six months? 

I 6 times I 5 times I 4 times I 3 times I 2 times .I 1 time I 0 times I 
6. How many times would you estimate you have received a clinical breast 

examination (performed by a physician or nurse practitioner) during the last 3 years? 

I 6 times I 5 times I 4 times I 3 times I 2 times I 1 time I 0 times I 
7. Have you had x-rays of your breasts (mammograms)? 

. ........................................................................................ Yes ............ No ............. [)on't Know 

•:,e.emea/ur earlv detection Is rite /,est protection• 

'Part 3: Your Breast Cancer Xnowled(le 
Please read each question carefully and circle the response you feel is most accurate. 

1. The breast cancer mortality (death) rate is highest among which Americans? 

I Black I White I Don't Know I 
2. What percentage of breast lumps are cancerous? 

I 80% I 40% I Don't Know I 
3. Does early detection of breast cancer improve the chance for recovery? 

I Yes I t,t, I Don't Know I 
4. On the average, how many women will get breast cancer in their life? 

I 1 in 5 I 1 in 8 I 1 in 20 I 
5. Does the threat of breast cancer increase with age? 

I Yes I t,t, I Don't Know I 
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6. If a woman examines her breast every month, does she need to have regular mammograms 
and clinical examinations (performed by a physician/nurse practitioner)? 

I Yes I No I Don't Know I 
7. If a woman finds a lump in her breast, is it too late for successful treatment? 

I Yes I No I Don't Know I 
8. Can a woman who is in good health get breast cancer? 

I Yes I No I Don't Know I 
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'Part 4: Champion Questionnaire 
Directions: I am interested in your beliefs about breast cancer screening behaviors (breast self-examinations and 
mammograms). Again, there are no ·nght answers since everyone has had different experiences which have 
influenced how they feel. Please tell me how much you agree or disagree with the following statements by circling the 
answer that best describes your feelings. 

~-S_tr_ong_ty_d_1sag_r" _ ___. ___ D_isag_rN ___ ~---N~U1~al ·===i· i,g,;e- - =:[--Strongly agree J 
( 1) (2) (3) (4) (5) 

Confidence 

1. I know how to perform breast self-examination . 
I Strongly disagree I Disagree I Neutral Agree Strongly ag~ 

2. I am confident I can perform breast self-examinat_io_n_c_o ..... rr_e_c_tly,__. _____ --.---'--------
1 Strongly disagree I Disagree I Neutral I Agree Strongly agre"e7 

3. If I were to develop breast cancer I would be able to find a lump by 
performing breast self-examination. 
I Strongly disagree I Disagree Neutral Agree 

4. I am able to find a breast lump if I practice breast self-examination alone. 
I Strongly disagree I Disagree I Neutral , ! Agree 

5. I am able to find a breast lump which is the size of a quarter. 
I Strongly disagree I Disagree I Neutral I Agree 

6. I am able to find a breast lump which is the size of a dime. 
I Strongly disagree I Disagree I Neutral I Agree 

7. I am able to find a breast lump which is the size of a pea. 
/ Strongly disagree Disagree Neutral Agree 

Strongly agree 

Strongly agre::e=J 

Strongly agree 

Strongly agree 

I Strong_!)' agree 
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c _-Strongly d1sa~'-"-----'---___ D_is_:agrM _ -----'-I ___ N~utr.a~-- - - - ! __ -- ~ree ____ __ _l - -~tr_ongty ~ree -- J 
( 1) (2) (3) (4) (5) 

8. I am sure of the steps to follow for doing breast self-examination . 
C_sfrongly disagree I Disagree I Neuira-l--~7_-__ ---A-g-ree--==i__~St-ro-ng-ly- ag- ree7 

9. I am able to identity normal and abnormal breast tissue when I do breast self-examination . 
I Strongly disagree I Disagree I Neutral I Agree 7 Strongly agree ~ 

10. When looking in the mirror, I can recognize abnormal _c_h_an....,.,g"---e_s_in_m~y_ b_re_a_s_t.---. ________ _ 
I Strongly disagree I Disagree I Neutral I Agree Strongly agree _ _J 

11 . I can use the correct part of my fingers when I examine my breasts. 
I Strongly disagree I Disagree I Neutra_l _ _ i ___ ~ree Strongly agree I 

Health Motivation 

1. I want to discover health problems early. 

I Strongly disagree I · Disagree I Neutral Agree Strongly agree 

2. Maintaining good health is extremely important to me. 

I Strongly disagree I Disagree I Neutral i Agree Strongly agree 

3. I search for new information to improve my health. 

I Strongly disagree I Disagree I Neutral Agree Strongly agree 

4 . I feel it is important to carry out activities which will improve my health . 

I Strongly disagree I Disagree I Neutral I Agree Strongly agree 

5. I eat well balanced meals . 
j Strongly disagree I Disagree Neutral Agree Strongly agree 
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L _ Strongly d,~gree 

(1) 

_J__ OLSagree ___ I ___ Neutral __ ]_ __ ____ Agree ____ I ___ Strongly agrff ___ J 

(2) (3) (4) (5) 

I exercise at least 3 times a week. 
[ Strongly disagree]__=---=_-ois"ag-ree--__ -L..---_-_-_-Neutral _J __ ____ Agree __ L_ Strongly agr~ 

I have regular health check-ups even when I am not sick. 
Strongly disagree Disagree Neutral I Agree 1 Strongly ag-ree 

Benefits-Mammogram 

1. When I get a recommended mammogram, I feel goo_d_ab_o_u_t~m---=---ys_e_lf_. _____ ..---------~ 
I Strongly disagree I Disagree I Neutral I Agree Strongly agree 

2. When I get a mammogram, I don't worry as much about breast cancer. 
[},trongly disagree I Disagree I Neutral I Agree Strongly a'.)ree 

3. Having a mammogram or x-ray of the breast will help me find lumps early. 
I Strongly disagree I Disagree I Neutral I Agree Strongly agree 

4. Having a mammogram or x-ray of the breast will decrease my chances of dying 
from breast cancer. 
I Strongly disagree I Disagree Neutral ,_ Agree Strongly agree 

5. Having a mammogram or x-ray of the breast will decrease my chances of requiring 
radical or disfiguring surgery if breast cancer occurs. 

/ . Strongly disagree I Disagree i Neutral Agree Strongly agree 

6. Having a mammogram will help me find a lump before it can be felt by myself or a health 
professional. 
Strongly disagree i Disagree Neutral Agree Strongly agree 
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c=:i~~ly dis~ree - - L ___ D~~!!.._ _ _ _J ___ ·-~•utral_ _J --- ~;. St~~ly ag_·_·_,; __ .- -_ l 
. - . - ---'--- - __J 

( 1) (2) (3) (4) (5) 

Barriers-Mammogram 

1. Having a routine mammogram or x-ray of the breast would make me .worry about breast cancer. 
r-SironglydisagreeJ - · -oi-sagrae-c:·- ·N~u_tr_~----i- ·--Agree Tstrongly ag~ej~ 

2 . Having a mammogram or x-ray of the breast would be embarrassing_. - --~-- - --
C Strongly disagree I Disagree I Neutral I Agree Strongly agr;;-J 

3. Having a mammogram or x-ray of the breast would take too much ti_m_e_. --~----
[ - Str ongly disagree I Disagre-e--]-- Neutral I Agree Strongly agree7 

4. Having a mammogram or x-ray of the breast would be painful. 
I Strongly disagree I Disagree I Neutral I Agree 

5. Having a mammogram or x-ray of the breast would cost too much money . 
Strongly disagree Disagree Neutral Agree 

Susceptibility 

1. It is extremely likely 
Strongly disagree I 

will get breast cancer in the future. 
Disagree I Neutral I 

2. I feel I will get breast cancer in the future . 
I ·strongly disagree I Disagree I Neutral 

Agree 

Agree 

3. There is a good possibility I will get breast cancer in the next 10 years . 
Strongly disagree Disagree Neu1ral Agree 

Strongly agree 

Strongly c!gree 

Strongly agree 

Strongly agree 

Strongly agree 
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C Str~ngty- d1s-agree _ _J _____ D.;ag,;. - - r-- -- Neutral ___ j_ _ ___ ~re_e __ __ _ : j- --sjr_ongty -'!i~e=---=- - j 
( 1) (2) (3) (4) (5) 

4. My chances of getting breast cancer are great. 
r- -s tr~nglydisagrae I Disag-ree I -Ne~tr~~- _I_ __ ~ gree l Strongly a~~ee _J 

5. I am more likely than the average woman to get breast cancer. 
Strongly disagree - 6isagree I Neutral 1 -Agree T Strongly agree 1 

Seriousness 

1. The thought of breast cancer scares me. 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

2 . When I think about breast cancer, my heart beats fa_s_te_r_. --,---------.-------~ 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

3. I am afraid to think about breast cancer. 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

4. Problems I would experience with breast cancer would last a long time. 
I Strongly disagree I Disagree I Neutral I Agree Strongly agree 

5. Breast cancer would threaten a relationship with my boyfriend, husband, or partner. 
I Strongly disagree I Disagree I Neutral ! Agree ! Strongly agree 

6. If I had breast cancer my whole life would change. 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

7. If I developed breast cancer , I would not live longer than 5 years. 
! Strongly disagree i Disagree i Neutral i Agree : Strongly agree 
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Benefits (Breast Self-Examination) 

, . When I do breast self-examination, I feel good about myself. 
!Sirongly-disagree I Disagree_ T _ Neufral --·-c·· --Agree- I Stro_ngly agree ___ j 

2. When I complete monthly breast self-examination, I don't worry as much about breast cancer. 
I Strongly disagree I Disagree I Neutral I Agree I Strongly agree _J 

3. Completing breast self-examination each month will allow me to find lu~~p_s_e...,..a_r~ly_. _ __ _ 
I Strongly disagree I Disagree I Neutral I Agree Strongly agre:Q 

4. If I complete breast self-examination monthly during the next year, I will 
decrease my chance of dying from breast cancer. 
I Strongly disagree / Disagree I Neutral Agree Strongly agree 

5. If I complete breast self-examination monthly I will decrease my chances of requiring 
radical or disfiguring surgery if breast cancer occurs . 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

6. If I complete monthly breast self-examination, it will help me to find a lump which might be 
cancer before it is detected by a doctor or nurse. 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

7. If I developed breast cancer, I would not live longer than 5 years. 
Strongly disagree Disagree I Neutral Agree I Strongly agree 



Barriers (Breast Self-Examination) 

1. I feel funny doing breast self-examination . 

Agree 

; (4 ) 
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~ ____ ~trongty agree __ 

(5) 

l§trongly disagree I Disagree I __ _ N_eutr_a! __ ....... '_ -_ -_ _ A_...,g,c_r_e_e_7_-1.. __ S_tr_o_n~gl~y--=a__,,g~re..:_e _ _jl 
2. Doing breast self-examination during the next year will make me worry about breast cancer. 

[-Strongly disagree I Disagree I -~~t!_a~---=--r Agr·e~_ i Stronglyagree=1 

3. Breast self-examination will be embarrassing t~ _ _!!le . 

I Strongly disagree I Disagree I Neutral Agree Strongly ag~ 

4 . Doing breast self-examination will take too much time . 

I Strongly disagree I Disagree I Neutral Agree Strongly agree 

5. Doing breast self-examination will be unpleasant. 

I Strongly disagree I Disagree I Neutral Agree Strongly agree 

6. I don 't have enough privacy to do breast self-examination . 

· I Strongly disagree I Disagree I Neutral Agree Strongly agree 
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Part 5: What .Are Your Breast J{ealth Behaviors! 
Please read each question carefully and circle the response you feel ,is most accurate. 

1. During the past two months, I have performed monthly breast self-examinations. 

I Yes I No I Don't Know I 
2. I have had a clinical breast examination this year. 

(performed by a physician or nurse) 

I Yes I No I Don't Know I 
3. I have mammograms performed according to the recommended guidelines. 

I Yes I No I Don't Know I 

'Please share anv add/flonal comments or thouvhts w/flt me: __________ _ 

A'1aln. TJU<NX VOU. ..... . 
and norv. before vou (orver. please return the complettd form as Instructed on the cover Jura. 



181 

Code , ____ {UH the lH1 lour digit• ol your Social Security Humber) 

HEALTH QUESTIONNAIRE I ? .. sct<-~-t-

" I understand that the return of my completed questionnaire constitutes my Informed consent to act as 
• subject In this research.· 

TAant yo11 for a~rttlng to participate In ~rtast J{ealtA ,il.wartntss Sat11rday. 
Ptease take a few mirlJ1es to fin this out. You wil be provong me wittt information to finish this research study which Is required tor 
corrl)letion ol my doctoral degree. More lnlX>rtantty, by answering the questions, you might become more aware of Ideas or tacts that could 
aauaJty help to save your Ule or someone you love. 

Please answer an questions honesUy and return the questionnaire today. 
Again, Thank Youll 

Mary Shaw 

FOOD FOR THOUGHT: t given the chance, would you get a mammogram? 
__ Yes ___ No 
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·xemember earlv detection Is the best protection· 

!Parr --3_.---Y~ur Breast Cancer X~orvl;d~e I 
LPlease read each question carefully and circle the respo~se you ,feel is most accurate. I 

~

,~:---The--breast cancer mortality (death) rate is highest among -which Americans? 
1 Black White Don't Know -- __ __.__ __________________ ~ 

2. What percentage of breast lumps are cancerous? 

13.----Doe~ earl:o;;tect¾ of b~~:~t cajce~~~~r:::~h1 chance for recovery? 

~ Yes I t-«> I Don't Know 7 
4. On the average, how many women will get breast cancer in their life? 

I 

1 in 5 I 1 in 8 I 1 in 20 I I 

5. Does the threat of breast cancer increase with age? 

I Yes I t-«> I Don't Know I 
6. If a woman examines her breast every month, does she need to have regular mammograms 

and clinical examinations (performed by a physician/nurse practitioner)? 

I Yes I No I Don't Know ' I 
7. If a woman finds a lump in her breast, is it too late for successful treatment? 

I Yes I No I Don't Know I 
8. Can a woman who is in good health get breast cancer? 

I Yes I No I Don't Know I 
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Part 4: Champion Questionnaire 
Directions: I am interested in your beliefs about breast cancer screening behaviors (breast self-examinations and 
mammograms). Again, there are no "right answers since everyone has had ditterent experiences which have 
influenced how they feel. Please tell me how much you agree or disagree with the following statements by circling the 
answer that best describes your feelings. 

J~=-~_S_1ro_ng_ly_d_1sa_9r_e11 _ __.._ ___ D_isagree Neutr~l __ -=c--- Agree --· -7··-s1ron9ly agrH -I 
( 1) (2) (3) • (4) (5) 

Confidence 

1. I know how to perform breast self-examination . 
[}trongly disagree I Disagree Neutral Agree 

---- ::::-~--i I Strongly ag~ 

2. I am confident I can perform breast self-examinat_io_n_c_o~r_re_c_tl~y_. -----~----
! Strongly disagree I Disagree I Neutral I Agree Strongly agree7 

3. If I were to develop breast cancer I would be able to find a lump by 
performing breast self-examination. 
! Strongly disagree I Disagree Neutral Agree 

4. I am able to find a breast lump if 
I Strongly disagree I Disagree 

practice breast self-examination alone . 
I Neutral I Agree 

5. I am able to find a breast lump which is the size of a quarter. 

j Strongly disagree I Disagree I Neutral I Agree 

6. I am able to find a breast lump which is the size of a dime. 
- · 

I Strongly disagree I Disagree I Neutral I Agree 

7. am able to find a breast lump which is the size of a pea. 
Strongly disagree I Disagree t Neutral I Agree 

Strongly agree 

Strongly agree 

Strongly agree 

Strongly agree 

: Strongly agree--~! 
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8. I am sure of the steps to follow for doing breast self-examination. 
r --Stronglydisagree I Disagree ___ 1 Neutral ::_-=r ---Agre_e _ __ i=)trongly-·agree-7 

9 . I am able to identify normal and abnormal breast tissue when I do breast self-examination . 
Qtrongly disagree I Disagree I Neutral I Agree j Stronglyagree-- j 

10. When looking in the mirror, I can recognize abnormal changes in my breast. 
[:strongly disagree I Disagree I N-eutral I Agree Strongly agree:::=J 

11. I can use the correct part of my fingers when I examine my breasts. 
I Strongly disagree I Disagree I Neutral I Agree 

Health Motivation 

1. I want to discover health problems early. 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

2. Maintaining good health is extremely important to me. 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

3. I search for new information to improve my health. 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

4. . I feel it is important to carry out activities which will improve my health. 
I Strongly disagree I Disagree I Neutral I Agree Strongly agree 

5. I eat well balanced meals. 
I Strongly disagree I Disagree Neutral Agree Strongly agree 
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~-Str_on...::__g'!_~sag_r•_• -~-- 016~~ __ _ l .. ___ _ Neutra_l__ ____ _ l ___ _ AgrH _ _ ___ _ Strong_ly ~9.'._~•__J 
( 1) (2) (3) (4) (5) 

I exercise at least 3 times a week. 
[strongly disagree I Disagree--=r--,-_--_-N-e-ut~ra=l====~r-_-_-_-_-A-g--r-ee- ~-=-=r--_ Strongly a~ree_J 

I have regular health check-ups even when I am not sick. 
!Strongly disagree Disagree I Ne~tra-, -----iAg_r_e_e i Strongly agree 

Benefits-Mammogram 

1. When I get a recommended mammogram, I feel good about myself. 
I Strongly disagree I Disagree I Neutral I Agree Strongly agree 

2. When I get a mammogram, I don't worry as much about breast cancer. 
i Strongly disagree I Disagree I Neutral I Agree Strongly agree 

3. Having a mammogram or x-ray of the breast will help me find lumps early. 
I Strongly disagree I Disagree I Neutral I Agree Strongly agree 

4. Having a mammogram or x-ray of the breast will decrease my chances of dying 
from breast cancer. 
I Strongly disagree I Disagree NeutraL Agree Strongly agree 

5. Having a mammogram or x-ray of the breast will decrease my chances of requiring 
radical or disfiguring surgery if breast cancer occurs. 

I Strongly disagree I Disagree I Neutral Agree Strongly agree 

6 . Having a mammogram will help me find a lump before it can be felt by myself or a health 

professional. 
Strongly disagree Disagree Neutral Agree Strongly agree 
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r--- -- ----- - -r 
Strongly disagree I 

(1) 

01Sagree j -- N~utral - J Agree I - - Slrong~ ~gree j 
(2'--)-------'-- - --- , -3)_ ____ _ -- - - (4)- - -- ~ -- -- (5) - ---

Barriers-Mammogram 

1. Having a routine mammogram or x-ray of the breast would make me worry about breast cancer. 
Q tronglydisagree I Dis-agree ___ T --- Neutral - - ---- , -- -- - ).gree- ~ - Strongly agree - i 

2. Havin a mammogram or x-ray of the breast would be embarrassing _________ _ _ 
[_§trongly disagree Disagree -N-eutral ___ L __ Agree Strongly agree-] 

3 . Having a mammogram or x-ray of the breast would_t_a_ke_t_oo-,--mu __ c_h_ti_m_e_. _______ _ 

[ Strongly disagree I Disagree -----r-- Neutral I Agree Strongly a~ 

4. Having a mammogram or x-ray of the breast would b_e__,_p_a_in..,..fu __ l_. -------,----------
! Strongly disagree I Disagree I Neutral I Agree Strongly agree 

5 . Having a mammogram or x-ray of the breast would cost too much money. 

Strongly disagree Disagree Neutral Agree Strongly ag_ree 

Susceptibility 

1. It is extremely likely will get breast cancer in the , future . 

L-S=.t:..:....ro:..:n..:.,;g~ly~ d:..::isa=.cg~r-=-e-=--e__L/ __ D_i~s..:..ag~r_e_e __ _,__I ___ N_e_u_tr_a_l __ ...._I __ --"CAgr_e_e __ ___.__S_t_ro_n---"'g~ly_a__,g~r_ee.:..___J 

2. I feel I will get breast cancer in the future. 
I Strongly disagree I Disagree i Neutral Agree Strongly agree 

3 . There is a good possibility I will get breast cancer in the next 10 years . 

I Strongly disagree I Disagree ! Neutral Agree Strongly agree 
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L _Str~gty drsagrH J 01s~r~ =r= - Neutral .. ____ Agree __ __ _ 1 __ Strongly agr~e _ · j 
( 1) (2) (3) (4) (5) 

4 . My chances of getting breast cancer are great. 
Qtron-gly disagree I Disagree c=Neu_tr~_=--=-r__ - Agree . -- _,·- St~o-rigJy_a.gre~-=-j 

5. I am more likely than the average woman to get breast cancer. 
Strongly disagree Disagree Neutra-1 - -7 Agree _ i Strongly agree-_,! 

Seriousness 

1. The thought of breast cancer scares me. 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

2. When I think about breast cancer, my heart beats faster. 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

3. I am afraid to think about breast cancer. 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

4. Problems I would experience with breast cancer would last a long time . 
I Strongly disagree I Disagree I Neutral I Agree Strongly agree 

5. Breast cancer would threaten a relationship with my ~oyfriend, husband, or partner. 
I Strongly disagree I Disagree I Neutral ! Agree I Strongly agree 

6. If I had breast cancer my whole life would change . 
. I Strongly disagree I Disagree I Neutral Agree Strongly agree 

7. If I developed breast cancer, I would not live longer than 5 years. 
I Strongly disagree I Disagree I Neutral Agree : Strongly agree 



I ,_ -

Benefits (Breast Self-Examination) 

Neutral 

(3) 

- r -- -
! -- .. 

1. When I do breast self-examination, I feel good about myself. 

_ _ AJJree_ 
( 4 ) 
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_ ~ --=~ Strongly agr!e 
(5) 

I Strongfy disagree"T--6isag"iee - - - -, - - -- Neutr~ ___ j __ ~A~g_re_e _ ____=- -·strongly--agre~ _ _j 

2 . When I complete monthly breast self-examination, I don't worry as much about breast cancer. 
Cstrongly disagree I Disa-gree Neutral 7 Agree Stronglyagree ___ · 

3 . Completing breast self-examination each month will allow me to find lumps early . __ _ 
[strongly disagree I Disagree I Neutral I Agree Strongly agreQ 

4 . If I complete breast self-examination monthly during the next year , I will 
decrease my chance of dying from breast cancer. 
I Strongly disagree I Disagree I Neutral __._ ___ A_,g,,_r_e_e __ ___.... __ S_tr_o_;ng~l_!._y--=a_,,g~re-=-Q-=--_j 

5 . If I complete breast self-examination monthly I will decrease my chances of requiring 
radical or disfiguring surgery if breast cancer occurs. 

j Strongly disagree I Disagree I Neutral Agree Strongly agree 

6. If I complete monthly breast self-examination, it will help me to find a lump which might be 
cancer before it is detected by a doctor or nurse. ' 
I Strongly disagree I Disagree I Neutral Agree Strongly agree 

7. If I developed breast cancer, I would not live longer than 5 years . 
/ Strongly disagree I Disag~ee I Neutral i Agree · Strongly agree 
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Barriers (Breast Self-Examination) 

1. I feel funny doing breast self-examination. 
I Strongly disagree I Disagree i Neutral __ ..._ ___ A_g,:......re_-e_· ~~-· _j -S-tr-o-ngly ·ag~-ee=-_ J 

2. Doing breast self-examination during the next year will make me worry about breast cancer. 
[strongly disagree I Disagree I Neutral I Agree I Strongiy~air~ _! 

3 . Breast self-examination will be embarrassing . t~ _!fle . 
(stro"ngly disagree I Disagree I Neutral Agree Strongly agr~ 

4 . Doing breast self-examination will take too much time . 

I Strongly disagree I Disagree I Neutral Agree Strongly agree 

5. Doing breast self-examination will be unpleasant. 

I Strongly disagree I Disagree i Neutral Agree Strongly ag·~ 

6. I don 't have enough privacy to do breast self-examination. 

/Strongly disagree I Disagree I Neutral Agree Strongly agree7 
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Part 5: What .Are Your Breast J{ealrh Behaviors! 
Please read each question carefully and circle the response you feel is most accurate. 

1 . During the past two months, I have performed monthly breast s~lf-ex<lminations. 

l Yes I No I Don't Know I 
2. I have had a clinical breast examinatron this year. 

(performed by a physician or nurse) 

I Yes I No I Don't Know I 
3. I have mammograms performed according to the recommended guidelines . 

I Yes I No I Don't Know I 

'Please sliart anv additional comments or tltouvlirs ,villi mt: __________ _ 

A(laln. TJ{;rJ,/X YOU. ..... . 
and norv. btfort vou (or(ltt. please return tht compltttd form as lnsrrucred on rhe cover /ttra. 
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l\TIL-\\.\ l\l\IRSin 

® ' . 

&HOOL OF \rRSL\G 

1111 Middle Drive 
Indianapolis. Indiana 

46202-5107 

31-:--n-162'.' 
Fax. 317-2:S-2021 

J.ocaJeJ cm //Je campus of 
/'ndJuna l nu. erstlr 
Purdue Cnu.·emty 

Indianapolis 

March I, 1995 

Mary Walker Shaw 
Doctoral Candidate 
807 McKenzie Place 
Arlington, TX 76018 

Dear Ms Shaw. 

Enclosed please find a copy of my 1993 anicle "Instrument 
Refinement for Breast Cancer Screening Behaviors" and related 
materials. You have my permission to use these materials as long 
as you cite my work and send me a copy of completed results 
Good luck with your dissenation. 

Sincerely, 

ffe~,:4~ 
Victoria L. Champion, RN, DNS, FAAN 
Professor and Associate Dean 
for Research 

VLC:jj 

Enclosure(s) 
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I IEAL TH DELIEF MOOEL SCALES FOR MEASURING 
BELIEFS nELI\ TED TO 0REAST CANCER 

l11110<.Juc1ion : Scales were assessed for conte11I validity l,y ;: (•imcl of J nationally known jutlges familiar 
with the Health Belief Mollel anll ureas! cancer screening. Scales were revised based upon 
analysis for t:011tent valitlity anti atl111i11istered to a prol.Jauility sample of 581 women wllo 
we,! µarticiµants In a larger intervention study. All sc.,,,. iInms were measured on a 5 point 
Likert scale with the following cotli11y: Stronyly disayree (1); disagree (2); neutral (3); agree 
Ml; anti strongly agree (5). Scabs were surnmate<.J for analyses. The first tal.Jle gives 
information on internal consistency a11<.l test retest relial.Jility. The second tal.Jle yives scale 
items. nesults of t;riterion a11<.1 construct validity for BSE related scales are rcµortetf in ~ 
~~ Champion, ( 1993) Instrument refinement for ureast cancer screening uehaviors . 

- -

Alplta Tes1,lle1es1 M SD , or i1e·,1~ 

Susce111it.,il11y .93 .70 2.5~ .81 5 

Seriousness .80 .45 3.25 .68 7 

Oerielir _; (llSEI .00 .'15 3.00 .52 6 

Oa11iers IOS(I .88 .65 2.02 ' .60 G 

Conlitlt'nce .80 .65 3.31 .57 1 1 

I feilllh Motivation .83 .67 3. 78 .59 7 

Beneli1s (Mammography) .79 .45 23 .BG 3. 17 6 

Barri~rs _(Mammography) .75 . 65 11.02 . 3.26 5 
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TEXAS WOMAN'S UNIVERSITY 
m,:ro~ DALLAS HOL·sro, 

DEPART\IE,T OF HEAL TH STL 'DIES 
Collegr of Hulth Scu!'nc~. PO Bo, 22805. ~nton . Tr~s 76204-0808817 18%-2660 

April 3, 1995 

Janice Mitchell Phillips, Ph.D., R.N. 
Assistant Professor 
University of Maryland 
Department of Nursing 
Division of Psychiatric/Community Health Nursing 
622 West Lombard Street 
Baltimore, Maryland 21201-1545 

Dear Dr. Phillips: 
In January, I talked with you concerning my proposed dissertation/ 
research study. I am a doctoral candidate in the Department of Health 
Studies, Texas Woman's University, and I am preparing to conduct a 
research study to fulfill the requirement for my doctoral degree under the 
supervision of my major advisor, Dr. Susan Ward. The title of the 
dissertation/research is "A Comparison of Strategies for Influencing 
Breast Cancer Knowledge, Beliefs, and Screening Practices Among African 
American Women". 

Dr. Victoria Champion, of Indiana University, has given me perm1ss1on to 
modify and use her 1993 instrument. A few questions have been added to 
the instrument (Part· 3, Part S ). Parts 1 and 2 'Were developed by me .. Pa rt 
4 is the entire Champion jnstrument. 

I am requesting that you serve as a member of the Expert Panel to review 
the instrument for Content Validity, since some items have been added to 
the original Champion instrument. Please complete the attached 
evaluation form and return it to me by f'pril 1 5. Your assistance in this 
instrument review is valued because of your research in the area of breast 
cancer. I value your opinion and welcome your input. 

I look forward to hearing from you soon. Thank you for your cooperation 
and assistance. 
Sincerely, 

~7,7 , .• I 
1 F, ,l. :,,,,1-:11l J.. 'l..c./ 

Mary Walker Shaw 
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Panel of Experts 
Instrument Evaluation 

(Content Validity) 

,....Questionnaire will be used for both the pretest and posttest. 

Part 1. About Yourself 

1. Does each item represent the best way to assess demographic 
information? yes no 
Comments 

Part 2. Health History 
2. Does each item accurately assess the requested health history 
information? yes no 

3. Does the researcher need to include any other health history 
information? yes no 

Part 4. Champion Questionnaire (this has not been modified; content 
validity was established by Champion through a panel of experts) 
Comments ____________________ _ 

Part 5. What Are Your Breast Health Behaviors? . 
1. ts this the best way to assess breast cancer screening practices? 

yes no 
Comments _____________________ _ 
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Instrument Evaluation (Readability & Understandability) 



TEXAS WOMAN'S UNIVERSITY 
DE1'.'TO!'\ DALLAS HOUSTON 

DEP ARTML\, "T OF HEAL TH STUD TES 
Coll~e of He1lth Science-s. P.O. Box 22~. Dmton. Teus 76204--0808 817 /896-2860 

March 29, 1995 

De-:'lr Reviewer: 

I am a graduate student in the Department of Health Studies, Texas 
Woman ' s University, and I am preparing to conduct a 
research/dissertation study to fulfill the requirement for my 
doctoral degree. I am conducting a study to compare strategies for 
influencing breast cancer knowledge, beliefs, and screening 
practices among African American women. I have developed an 
instrument for collecting data related to the breast cancer 
knowledge, beliefs, and screening practices of African American 
women. As a researcher, it is important to me that the instrument 
be readable and understandable by my target population. The target 
population consists of African American women who are 35 years of 
age and over, who possess varied educational and socioeconomic 
backgrounds, and who reside in an urban setting. 

I sincerely appreciate your assistance in evaluating the 
readability and understandability , of the attached Heal th 
Questionnaire. Please respond to the following questions in 
evaluating individual items and the entire instrument. 

Again thank you for your invaluable assistance. 
help to make the research study a success. 

Sincerely, 

/t1Ji.__., .J,/ ~ 
Mary sl\aw 
Doctoral Candidate 
817/784-0205 home 
817/285-3285 work 

Your input wi 11 
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Harris Methodist 
Fon Worth 
882-3650 
Harris Methodist H•E•B 
685-4770 

Harris Methodist 
Southwest 
'.W>-5900 

GIFT CERTIFICATE 
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.. BR£AST H£Al TH AWAROl£SS SA TVRDAV" 

PROGRAM AGENDA 
June 3, 1SISl5 

Welcome 

Continental Breakfast served 9:00 -10:00 a.m .) 

Christine Moss 

The Challenge & 
Introductions 

Community Services Director 
Stop Six Community Health 
Center 

Gwen Merritt. Facilitator 
Educator, Maudrie M. Walton 
Elementary 

"GET A NEW ATTITUDE" 

The Problem/Issues 

I Am A Survivor and 
My Message is ..... . . 

Mary Shaw 
Health Educator, Researcher 
Texas Woman 's University 

Karen Williams 
American Cancer Society 
Volunteer: Doris Kupf erle 
Breast Center Advisory Board 

"DO THE RIGHT THING~' 

Self-Breast 
Examinations 

Clinical Examinations 

Mammograms 

Services Available/ 
Questions 

MSurprise, Surprise· 

Debby McIntosh, R.N. 
Tarrant County Hospital 
District 

Robert Henry, M.D. 
Obstetrics/Gynecology 

Sylvia Mercado 
Communitry Services 
Coordinator, Doris Kupferle 
Breast Centers of Harris 
Methodist 

Mary Shaw 
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925 

9.30-1000 

10 00 - 10:30 

1030-11 :15 

1115 - 11 30 

11 30 -12:00 

12 00 -12 ~ 5 

uon£AST HEALTH AWAnD1£ss SATVRDAV" 

PROGRAM AGENDA 
June 17, 1995 

Continental Breakfast served 9:00 -10:00 am ) 

Welcome Christine Moss 
Community Services Director 
Stop Six Community Health 
Center 

The Challenge & Gwen Merritt, Facilitator 
Introductions Educator, Maudrie M. Walton 

Elementary 
"GET A NEW ATTITUDE" 

The Problem/Issues Mary Shaw 
Health Educator, Researcher 
Texas Woman 's University 

"DO THE RIGHT THING" 

Video and Discussion 

Mammograms Sylvia Mercado 
Communitry Services 
Coordinator, Doris Kupf erle 
Breast Centers of Harris 
Methodist 

Services Available/ Mary Shaw 
Questions 

"Surprise, Surprise" 
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Contents of Eduation Packet 
Breast Health Awareness Saturday 

Program Agenda 
Breast Self-Examination Shower Card 

Doris Kupferle Breast Center Guide to Breast Health Care 
American Cancer Society Brochures 
Mobile Mammogram Van Schedule 

List of Program Sponsors 
Identification Card (Program Participant) 

Physician Letter (Informing Physician of Patient Eduation & Requesting 
Physician to Encourage Compliance) 
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Dear Participant: 

Approximately 2 weeks ago you received a followup questionnaire regarding 
breast cancer screening practices which inciudoo an envelope for return. If you have 
already completed and returned it to us, please accept our sincere thanks. If not, please 
do so today. The questionnaire was sent to a small. but representative sample of 
African American women. therefore it is extremely important thay yours be included 
in this study if the results are to accurately represent the knowledge, beliefs, and 

breast cancer screening practices of African American women in the Fort Worth 
community. 

Thanks again for becoming a partner in the fight against breast cancer!! 

Sincerely, ) 
7/'ia .. ,, 4~,._,., 

Mary'Walker Shaw 
Doctoral Candidate 
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Harris Methodist The Doris Kupferle Breast Center 
IJOI hM1ylvan11 A"en11e • Fon Worth, Tall 7610-I 

117-ll2-36SO Fort Worth 

t) 

THE DORIS KUPFERLE BREAST CENTER MOBILE MAMMOGRAPHY UNIT 

IS SCHEDULED FOR: 

LOCATIO~ · SWEETHOME BAPTIST CHURCH 

5225 RAMEY AVE. 

DATE: 

TNE: 

Women Eligible: 

Financial Info : 

MONDAY, JUNES, 1995 

. 9:00 AM · 3:00PM 

• Are 35 vears of age or older. 
• Have Nb known breast lump or other 

breast problems. Have no personal 
history of breast cancer. 

• Are not pregnant or breastf ceding . 
• DO NOT have breast implants. 

• Medicaid, Medicare or private health 
insurance will be billed on your behalf. 

• There will be no charge for women with 
low income (meeting financial guidelines) 

PLEASE SCHEDULE YOUR APPOINTMENT WITH : 882-3650 

•• A screening mammogram is a low _dose x-ray of the breast 
proven effective in the early detection of breast cancer 
when it is most curable. 
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Request for Sponsorship Letter 



DATE: 
TO: 
FROM: 

TEXAS WOMAN'S UNIVERSITY 
D8'.'TON DALLAS HOUSTO~ 

DEP ARTME"-.'T OF HEAL TH STUDIES 
College of Health Sciences , P.O. Box 22608, Denton, Texas 762~ 817 /89&-2860 

April 10, 1995 
Prospective Breast Cancer Awareness Supporters 
Mary Shaw, Health Educator/Researcher 

I am a doctoral candidate in the Department of Health Studies, Texas 
Woman's University, and I am preparing to conduct a research study to 
fulfill the requirement for my doctoral degree under the supervision of my 
major advisor, Dr. Susan Ward. I am conducting a study to compare 
strategies for promoting breast cancer prevention practices among 
African American women in the Stop Six Community of Fort Worth. 

The Stop Six Community Health Clinic of t-he Tarrant County Hospital 
District, through the Community Services Director has agreed to 
participate in the study by allowing me to use their education facilities to 
conduct the health promotion intervention. The Health Promotions 
director, Ms. Julie Cies and Mrs. Christine Moss, Community Services 
Director will be assisting me with the research study. Other support 
organizations include: The Doris Kupferle Breast Center of Harris 
Methodist, Fort Worth; the Texas Division of the American Cancer Society; 
and All Saints Health System of Fort Worth. 

A brief description of the health promotion/research study is attached for 
your review. The scheduled dates for this community based education 
project are June 3 and June 1 7. If you and your organization would like to 
support the proposed study by encouraging participation, your support is 
welcome. 

Following your consideration of these proposed procedures and the 
enclosed brief project description, please indicate in writing that you 
would like to support the study by being a Level I or Level 2 Sponsor: 

Level One 
Level Two 

$50.00 donation. 
Door Prize offer 

All donations/door prizes will be used as incentives to encourage 



community participation. Among the incentives planned are: a free 
continental breakfast and eligibility for door prizes from participating 
sponsors. Our goal is to promote "well woman health care" and to 
encourage African American women to utilize the health care services 
offered through the Stop Six Community Health Center. 

Please send all donations to the: 
Stop Six Community Health Clinic 
C/0 Christine Moss 
Community Services Director 
3301 Stalcup 
Fort Worth, Texas 761 1 9 

I hope to hear from you soon. 

Sincerely, 
~- , (-1 ~ J 
/) \ u __ 1 '~ ~ (_ ~__,1 c., ·--.,JI~~ 

Mary Walker Shaw 
Doctoral Candidate 
817 /784-0205 
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~MARY KAY. 

j63,4Eae11Dr. 
Grcnd ,n,ine, TX 75052 
CZ 14J 66G- t ns 

Antiques el al 
~ (iw.a • Antique, • CoU.Ctil,lea 

• Jtosen Nelda Smithwick 
'I l,aUord Eua1 U .... • ...... TL 'Nm) • 212-a1t7 

~ 

ANTIOIJES • COLLECT161.ES 
IUY TRADE CONSIGNMENT 

ST A.,TIQl"E nALL f · a. TEA Roo,1 
•5.000 1(1 . ft. 

~~ ~. ~ I :. •1g 9ed'ofd-Eulns Rd 
~ • • --~ Hurst. TX 7~ 

117-282-2224 
Metro 117•268·S89i 

Alfred DiStefano, M.D. 
tvfflatolan 

Med,caJ Oncolorv 

~ Werr Randol Mill Road 
rlmc,on, TX 76ul2 

~n.s fo, ol!O~n.s 
~'" §,ft !Bakl.s 

(817) 26 I __.906 
FAX: (817) 261-S837 

D. GRANT'S FLORIST 
& Creative Gift Baskets 

1 ~ Or. 
<NOl1t1, TX 76112 

Local 117• 57·2011 
Metrol17• 2i-G1FT 

1-411»331 ·5771 

lh1s heann promot1on;resea:ch study 
has been made posslble by the support 
and contrfbutlons of the following 
organizations and businesses ..... 

Srop Six Commun/Ty J{ealrh Q/nlc of rite 
Tarrant Counrv J{osplra/ Dlsrrlcr 

Doris Xupferle Breast Cenur of 
J{arrls Merlwdlsr Torr Worth 

.American Cancer Soclery 
Torr Worrh Dtvlslonffexas Dtvlslon 

Merroplex J{emarologv Oncolo{!V 
.Assoc/ares ( h-ltn{!Ton Cancer Center) 

Bank One. Torr Worth 

.All Saints J{ealrh Svsrem 

XJ{17N J(adlo Star/on 
(J{eaven 97) 

S,veer J{ome Mlsstonarv &prtsr Church 
(J(amev .Ave) 

CalMaNnvs ,_ 
'f.dlror. f.arnesrlne Cole 

US.A Monitor Nnvspaper 
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Joshua's Christian Srores (904 Melbourne Xd .. J{ursr. Tx) 

To,vn Center Mall ( Torr WorrhJ 

J.C. 'Pennev (To,vn Center) 

BXE.?5T J{E.AL1J{ AW ~E.i\£55 
5AWXDAY5 

]LINE. 3 & ]LINE. 17 
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APPENDIX P 

The "Cultrurally Sensitive" Breakfast Menu 



Breast Health Saturday 
Menu 

Orange Juice 
Coffee 

Assorted Pastries 
Fruit Kabobs 

Mini-Sausage Rolls 
Sausage Quiche 
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'~ 

Lllt£AST H£AtTH AWAR£~£SS SATVRDAV

A Hu~1tl1 Promot1°" fn tkc Womffl c,( tkc 
Stop Stx Commw"fflf 

.- .~ 

! :·, . ('} 
/ 

Dear 

We are inviting you to attend a health promotion on Breast Health Awareness 
for the women of the Stop Six community. 
PJ&o$8 Join us Saturday, June 3 or Saturday, June 17, 1995 ....... at the 
STOP SI H COMMUNITY HERLTH CENTER 3381 Stallcup. 

The Saturday wlll begin with a .trtt_contlnental breakfast followed 
by a ~ educational program from 9:30 a.m. to 12:00 noon. The 
exciting array of presenters wll! have you excited about becoming a 
partner In the fight against breast cancer! 

And there is more ....... 
> All program participants wlll be eligible to enter a drawing for 

door prizes offered by participating sponsors. 
,. Information on obtaining mammograms In the Stop Six 

Community will be made available to each partlclpa11t. 
> Referral and support services related to women's health will be 

avallable through the Stop Six Community Health Center. 
> It Is not necessary for you to have health Insurance to participate 

In this health promotion. 

YOUR HEALTH rs IMPORTANT TO lQlLAND YOUR FAMILY 
One of the biggest concerns women over age 40 have today regarding their 

heatth is breast cancer. The concern, perhaps even fear, is greatly substantiated. 

FACT: EVERY WOMAN IS AT RISK FOR BREAST CANCER. 
One in eight women will get breast cancer in her lifetime, and more than 46,000 
women in the United States alone will die of the disease this year. Among African
Ame:-ican women, the breast cancer death rates are higher, probably because only 25 
percent of African American women follow the recommended screening guidelines 
which increase the chances of detecting cancer in the early stages. According to the 
American Cancer Society, breast cancer is curable if found in its earliest stages. 

OVER>>>>>> 
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FACT: MANY BREAST CANCER SURVlVORS ARE LEADING HAPPY 
AND PRODUCTIVE LIVES. 

The message that organizations like the Stop Six Community Health Center, All 
Saints Health System, and the Doris Kupfer1e Breast Centers at Harris Methodist are 
trying to spread is important. That's why they have joined forces with Mary Shaw, a 
Health Educator/Researcher from Texas Woman's University, to present "Breast 
Health Awareness Saturday, June 3 and June 17, 1995. 

FACT: IT COULD HAPPEN TO YOU. A RELATIVE, OR A FRIEND. 
Breast Health Awareness Saturday is a health promotion designed to raise 

awareness about breast health and to encourage the use of breast cancer screening 
practices (monthly self breast examination, yearly clinical breast examination 
performed by your physician, and mammography) among women in the Stop Six 
community. 

FACT: KNOWING THE FACTS ABOUT BREAST CANCER CAN 
HELP SAVE LIVES. 

o/fl~ ~17~rMiI 'lr@ ®~~ W@UJ 'lrlf3~[ru~~~ 
Date: Saturday, June 3 or June 17 
Time: 9:30 a.m. to 12:00 noon 
Place: Stop Six Community Health Center 

3301 Stallcup ~ 

If you would like to be a participant In this health promotion/research 
study, please take a moment, complete the attached form, and mall It In 

· the stamped envelope. Your participation Is Important to us!! 

Note: Transportation Is available If needed. Contact Mary Shaw at 
817 /784-1379. 

Sincerely, 

71 ""; _j/.,;J 
Mary Walker Shaw 
Health Educator/Doctoral Candidate 
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Dlt£AST CA'NC£lt AWAR£N£SS SATVTtDAV 

I WOULD LIKE TO BE A PARTICIPANT IN THIS HEALTH PROMOTION/RESEARCH 
STUDY. 

NAME _____________ _ 

ADDRESS ____________ _ 

Phone ___ ...;:_ __ _ 

I would prefer to attend: Saturday, June 3__ Saturday, June 17 __ _ 

I understand that my participation is voluntary. I may withdraw from the health 
promotion/research study at any time and there are no penalties for refusing to 
participate. 

PLACE AN! BESIDE YES OR NO FOR EACH OF THE FOLLOWING STATEMENTS 

___ YES ___ NO I am 35 years of age and over. 

___ YES ___ NO I had a mammogram last year. 

___ YES 

_ __ YES 

NO I had a mammogram this year. 

NO I have had breHt surgery , or breast disease. 

Your health is important to us! Your willingness to participate in this health 
promotion/research study shows that you care about the fight against breast cancer . 
We sincerely appreciate your time and patience to assist us in this health 

promotion/research study. 

If you have additional questions. please call Mary Shaw at 817/784-1379 or Dr. Susan 

Ward at 817/898-2860. 

Thank you . 
PLEASE JlETVJU\! TJ{JS CO;M1'CE7f.D TOJCM JN 17fE 
ST AM'PE.D ~CO'PE.. 

~ 
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· Ufe Is fl/led with chanqes. 
Jr's wlierlier we can cope rrlrh thCJse 
cl,an(les or nor that determines 
wherlter we wll/ (!row rvltlt rite 
situation or be overcome bv Ir. 
wlterlter we rvlll acr Aelplesslv or 
Aave lwpe: 

.Author: Dr. Joan Borysenko 

Xnow/edge Is porver! &come a 
partner In rlie flgltr a(lalnsr breast 
cancer. 

.Marv Walker Shaw. ;it.Ed .. 
Xesearcher 

Doctoral Candidate 
Texas Woman's University 

817 /184-1319 

-~ 
! ' ;~ 

BREAST 
HEALTH 

AWARENESS 
SATURDAYS 

RT THE 
STOP SIH COMMUNITY 

HERLTH CEP--ITER 

JUNE 3 & JUNE 17 

~ health promotion for tlie rvome; 
of the Stop Six community 
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PROGRAM STATEMENT 

The message that 
organizations like the Stop Six 
Community Health Center, All Saints 
Health System, and the Doris 
Kupf er1e Breast Centers at Harris 
Methodist are trying to spread is 
important. That's why they have 
joined forces with Mary Shaw, a 
Health Educator/Researcher from 
Texas Woman's University, to present 
·ereast Health Awareness 
Saturdays.• June 3 and June 17. 

·x.norvlnv tk facts about breast cancer , 
can kip save /tves: 
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&east ]{ea/tit .Arvartntss Saturdays 
Junt 3 and June 17. 1995 

.A ]{ea/tit 1tomotlon for tlae Women of 
rite Stop Six Communltv 

WAtu: Stop Six Communlrv J{ealrh 
Qlnlc 

3301 Stallcup 
Torr Worth. Texas 

Tlmt: 9:30a.m. ro Jl:OOnoon 

Md.-
1'r0(1ram ftarurts a frtt educational 
prov,am. a fru conrlntnra/ breal:fasr. 

and tacit participant Is tll(llblt to tnttr 
a drawing for door prlus 

Transportation available upon request 

Contact: Marv Sltaw 
817 /784-1379 

:,Usrls"atlon forms art avallablt 
throu(lh ,~ Stop Six Communlrv ]{talrlt 

Qlnlc or bv cal/Jn(l 784-JJ79 

WE WANT TO SEE YOU 
THEREII 
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This health promotion/research study 
has been made poulble by the support 
and contributions of \he followlng 
organizations and businesses. .. _ 

Stop Six Communl,v J{ealrlt Q1n1c t1f rlae 
Tarrant Counrv }{osplral Dls"lct 

Voris Xupf trlt Brtasr Center « 
}{orris }.{trhDdlsr Torr Worrlt 

Amtrlcan Cancer Soc/tty 
Torr Wort Ii Dtvlslon/T tXIZS Dtvlslon 

},(mopltx -J{tmarolo(IV Ona,/oqy 
,,-Os«/arts ( .hlln(l'Ton Cancer Centa) 

&nk Ont: Ttm Worrlt 

All Saints J{ealrlt Svsttm 

.'X]{l7N ;llad/(J Station 
(J{ear,m 97) 

Swttt }{omt },(1sslonarv &prlsr Clune/a 
(1:,.amev ;tveJ 

{A~da'Jvnvs 
u/hor. fArnestlnt Colt 

US;t )(on/tor 'Jvm,spaptr 

Josltua's Christian Storts (904 Mtlbournt JuL 

T 01Vn Center }.(all ( Torr Worth.> 

J.C. "PtnntV rTtnV11 Center) 




