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African-American and Hispanic women receive fewer indi-
cated cancer eady detection services than do majority
women. Low rates of cancer screening may, in part, explain
the disproportionately higher rates of cancer deaths in this
population. The aim of this qualitative study was to explore
through individual interviews the perceptions of barriers and
facilitators of colorectal, cervical and breast cancer screen-
ing among 187 low-income, pnmanly minorty women in four
New-York-City-based community/migrant health centers. We
identified varous barrers and facilitators within each of these
categories. Clinician recommendation was the most com-
monly cited encouragement to cancer screening. Other
facilitators of cancer screening identified by patients includ-
ed personal medical history, such as the presence of a symp-
tom. The perception of screening as routine was cited as a
facilitator far more commonly for mammography and Pap
tests than for either of the colorectal screenings. Less com-
monly cited facilitators were insurance coverage and infor-
mation from the media. The most common barriers were a
lack of cancer screening knowledge, patients' perception of
good health or absence of symptoms attributable to ill
health, fear of pain from the cancer test and a lack of a clini-
cian recommendation. Using standard qualitative tech-
niques, patients' responses were analyzed and grouped into
a taxonomy of three major categores reflecting: 1) patients'
attitudes and beliefs, 2) their social network experience and
3) accessibility of services. This taxonomy may serve as a use-
ful framework for primary care providers to educate and
counsel their patients about cancer screening behaviors.
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BACKGROUND
Cancer from all causes is the second leading

cause of death in the United States.' This burden is
particularly high among blacks and Hispanics, as
compared to Caucasians.2 A continued increase in
cancer deaths among low-income minority women
is due, in part, to lower screening rates and later
detection of cancer, with African-American and His-
panic women having some ofthe lowest rates of can-
cer screening.34 As such, efforts directed at increas-
ing the cancer screening rates in low-income
minority women are important in order to decrease
the burden due to cancer deaths experienced by this
population. Moreover, empirical evidence suggests
that use of screening tests in routine medical care
helps reduce cancer deaths and improve survival
rates.5 An in-depth understanding of the factors
associated with both appropriate utilization and
underutilization of cancer screening services is a
necessary first step in efforts aimed at increasing
overall cancer screening rates. Ample literature is
available on the beliefs and perceptions of cancer
causes, its progression and treatment. However, little
is known about patients' perceptions of cancer
screening behaviors among low-income, minority
women, 50 years and older for whom these services
are most often recommended.6

As part of an NCI-funded cancer early detection
study designed to improve rates of cervical, breast
and colorectal cancer screening in this population,
we conducted in-depth one-on-one interviews with
low-income, primarily minority women followed in
four New-York-City-based Community/Migrant
Health Centers (C/MHCs) that are members of Clin-
ical Directors Network (CDN)-a practice-based
research network.7 The goal of this qualitative com-
ponent of the larger study was to elicit and explore
the perceptions of barriers to and facilitators of col-
orectal, cervical and breast cancer screening among
this population. Unlike other studies, which are lim-
ited to single cancer screening behaviors, a unique

162 JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION VOL. 97, NO. 2, FEBRUARY 2005



EARLY DETECTION OF CANCER

aspect of our study is that we explored perspectives
of patients from various backgrounds with regards
to multiple cancer screening behaviors. We under-
took a qualitative study based on individual inter-
views for the following reasons: 1) there is limited
data regarding the cancer screening behavior in this
patient population, and 2) qualitative methodology
is particularly well-suited for an exploratory study
for which previous literature is limited, and for gen-
erating hypotheses and models ofhuman behavior.8'9

METHODS

Participants
The target population for this study comprised

women age 50-69 that were followed in the
C/MHCs. Trained research assistants approached
women in the waiting area who appeared to be in the
targeted age range, introduced the project and then
proceeded to obtain informed consent if the patient
was receptive. Women who consented to be inter-
viewed were first screened for eligibility. To be eligi-
ble, patients had to have at least one prior visit to the
C/MHC where they were recruited; be between the
ages of 50 and 69; be fluent in English, Spanish or
Creole; and identify the C/MHC as their usual
source of primary care. Recruitment was limited to
women in the above-stated age range because they,
for the most part, need screening for all three target
cancers. Extending the age range to include younger
women for whom Pap tests are recommended would
have reduced the number of interviewees eligible for
breast and colon cancer screening. Each patient
interview took approximately 30-60 minutes to

Table 1. Interview Questions on Barriers and Facilitators

Initial Quesfion Follow-Up Questions
To assess facilitators To assess barriers

Have you ever had <this screening>?
Yes What encouraged you to

have <this screening>?

No What would encourage you What has kept you from
to have <this screening>? having <this screening>?

Why haven't you
considered having
<this screening>?

Will you have <this screening> in the future?
Yes
No Why don't you plan to

have <this screening> in
the future?

Note: The name of each specific screening (mammogram, Pap test, hFOBT, and sigmoidoscopy) was used in interviews.

complete and was conducted in English, Spanish or
Creole (depending on the patient's preference) by
trained research assistants with undergraduate
degrees. All research assistants were blinded to
patients' medical history. The study was reviewed
and approved by the Institutional Review Boards of
both Clinical Directors Network and Dartmouth
Medical School.

Interviews
Patients were asked open-ended questions

designed to explore the barriers and facilitators of
cancer screening behavior based on the PRECEDE-
PROCEED framework.'0"1 According to this frame-
work, factors affecting human behaviors are classi-
fied into predisposing, enabling and reinforcing
categories, thus, making it possible to group the spe-
cific features of a given health behavior according to
the types of interventions available in health educa-
tion and health promotion. This framework is used
to guide the development of health promotion inter-
ventions targeted at improving human behaviors in
different healthcare settings.'0 "

Each patient interview was divided into sections
focusing on a particular screening test [mammo-
gram, Pap test, home fecal occult blood test
(hFOBT) or sigmoidoscopy]. Patients who had nev-
er had a screening were asked a different set of ques-
tions than those who had been previously screened
(Table 1). Patients who had been previously
screened were only asked about facilitators, while
patients who had not been screened were questioned
about barriers and potential facilitators that might
encourage them to be screened. All patients were
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then asked ifthey planned to have that screening test
in the future, and if not, barriers were assessed.

Qualitative Analysis
Patients' responses to the open-ended questions

were entered into the computer verbatim and ana-
lyzed using basic content analysis.8-9 For this pur-
pose, interview transcripts were read multiple times
and responses coded into recurring concepts, which
were then sorted and grouped into categories of sim-
ilar content. The generated categories were grouped
along two axes into those that hinder cancer screen-
ing behavior (barriers) and those that encourage can-
cer screening behavior in patients (facilitators).
Finally, in order to provide context for patients'
responses, we calculated the frequencies of the
responses to each ofthe questions (Table 1).

RESULTS
Participants
A total of 187 women were interviewed out of

457 subjects who were approached for participation
in the study. Ofthose approached, 14% refused con-
sent, 26% were ineligible by age, 5% were ineligible
because they were transient rather than established
users of the C/MHC and 14% did not show up for a
scheduled interview after agreeing to participate.
Most patients had received at least one of the three

Table 2. Taxonomy of Paffent Faciltators of and Barriers to Cancer Screening

Category Facilitators Barriers

Patients' Attitudes Personal health/cancer history Competing priorities
and Beliefs Reassurance about pain Esthetics (don't like idea)

Recommended for women my age Fatalism
Screening is routine Fear of cancer diagnosis
Seeking reassurance about health Fear of pain or unpleasantness from
Wanting to care for one's self procedure

Lack of cancer screening knowledge
Loss of privacy/ embarrassment
Low self-efficacy forlhe screening procedure
Perception of good health/absence of
symptoms
Perception of not needing the test

Social Network Advice from family members Family discouragement
Experience Advice from friends Knowledge of someone harmed by test

Family history of cancer Lack of medical recommendation
Information from the media
Knowing someone with cancer
Medical recommendation

Accessibility Availability of insurance Cost of test
Affordability of screenings Lack of transportation
Convenient location of screening Language barrier
services

tests previously (178 patients had mammograms,
179 had Pap tests, 106 had hFOBTs and 35 had sig-
moidoscopies). Ofthe 187 women interviewed, 44%
were African-American, and 51% were Latina.
About 39% had at least a high-school education. Of
the 64 patients who provided information on their
income status, 92% reported earning less than
$25,000 annually. The women interviewed indicated
that most prior tests were for screening rather than
for diagnostic reasons, accounting for over 90% of
Pap tests and mammography (161 of 179 tests and
164 of 178 tests, respectively). Seventy-seven per-
cent of home hFOBTs (82 of 106 tests) were for
screening, while 49% of sigmoidoscopies (17 of 35)
were done for diagnostic reasons.

Identified Categories of Cancer
Screening Behaviors

Qualitative analysis ofpatients' responses revealed
three major categories of cancer screening behaviors:
1) patient attitudes and beliefs, 2) social network
experience and 3) accessibility of services. The
themes underlying each of these categories were fur-
ther subdivided into internal or external factors. Inter-
nal factors are defined as those factors that reflect a
patient's desire or motivation to seek cancer screening
(inherently related to the patient's cognition), while
external factors are those factors that reflect a
patient's ability to seek cancer screening (inherently
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related to the patient's environment). As such, the cat-
egories of patient attitudes and beliefs were consid-
ered internal, while the categories of social network
and accessibility of services were considered exter-
nal. A taxonomy of all three categories as a com-
pendium of issues that patients raised during the indi-
vidual interviews is outlined in Table 2.

Internal Factors
Patients' attitudes and beliefs as facilitators.

The attitudes and beliefs identified as facilitators of
cancer screening behaviors included personal fac-

Table 3. Facilitators Cited by Women

If tested previously, what encouraged you to have the specific test? *

Mammogram Pap Home Sigmoid-
FOBT oscopy

n=178 n=179 n=106 n=35
N % N % N % N %

Patient Attitudes and Beliefs
Screening is routine/recommended for women my age 79 45 59 33 1 1 9 6 18
Wanting to care for one's self/seeking reassurance about health 55 31 60 34 11 11 4 11

Social Network Experience
Medical recommendation 90 51 70 39 76 72 20 57
Personal health/cancer history 23 13 32 18 26 25 12 34
Family history of cancer 5 3 3 2 2 2
Advice from family and friends/knowing someone with cancer 3 2 1 1 1 1
Information from the media 3 2 2 1

Accessibility
Convenient location of screening/screening covered by insurance 2 2

Don't know/other/no response 2 2 7 4 6 6 2 6

If not tested previously, what would encourage you to have a home FOBT/sigmoidoscopy? *

Home FOBT Sigmoidoscopy
n=60 n=88

N % N %
Patient Attitudes and Beliefs
Wanting to care for one's self/seeking reassurance about health 8 13 13 15
Screening is routine/recommended for women my age 2 4 2 2
Reassurance about pain 1 2 2 2

Social Network Experience
Medical recommendation 22 37 47 54
Personal health/cancer history 12 20 17 19
More Information 3 5
Family history of cancer 3 3

Accessibility
Affordable cost 1 2

Don't know/other/no response 20 33 16 19
* Women could mention more than one facilitator for each screening behavior. Among respondents, only seven had never previously
had a mammogram and only four had never had a Pap test, so we do not present the frequencies of barriers to these two tests here,
but discuss them in the text.

tors, such as self-care, coping (wanting to take care
of oneself), fear of cancer and information seeking/
reassurance. For instance, one patient wanted to care
for herself because of her role as a caregiver for oth-
er family members: "I need to take care of myself,
because no one can take care ofme." Another patient
responded, "The kids I babysit depend on me."

For another patient, it was easy to seek cancer
screening services, because it had become a routine
practice for her: "When I turned 40, they said I
should have one mammogram every year and I've
been doing it ever since. I don't like surprises."
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Whereas for other patients, cancer screening is
important to provide reassurance that they do not
have cancer. One patient responded, "I wanted to
know for sure if I was okay or not."

Patients' attitudes and beliefs as barriers. The
attitudes and beliefs identified as barriers to cancer
screening included a lack of knowledge about can-
cer screening or cancer itself (patients never thought
about screening or heard of screening test), a fear of
cancer or pain, a perception of being healthy and not

Table 4. Barriers to Obtaining Colorectal Cancer Screening

For those not previously screened:
What has kept you from/Why haven't you considered having home FOBT/sigmoidoscopy?

Home FOBT Sigmoidoscopy
n=60 n=88

N % N %
Patient Attitudes and Beliefs
Lack of cancer screening knowledge 17 28 38 43
Perception of not needing the test/misinformation 22 37 26 29
Esthetics/don't like idea 3 5 3 3
Fear of pain 1 2 13 15
Low self-efficacy for the screening procedure 2 3

Social Network Experience
Lack of medical recommendation 8 13 9 10
Family discouragement 1 1
Knowledge of someone harmed by test 1 1

Accessibility
Cost of test 1 2
Language barrier 1 2

Don't know/other 6 10 1 1

For those who indicate no intent to have a given test in the future:
Why don't you plan to have a (specific test) in the future?*

Home FOBT Sigmoidoscopy
n=18 n=36

N % N %
Patient Attitudes and Beliefs
Perception of not needing the test/misinformation 5 28 15 42
Esthetics/don't like idea 4 11
Lack of cancer screening knowledge 1 6 4 11
Fear of pain 3 8
Low self-efficacy for the screening procedure 2 11
Competing priorities 1 6

Social Network Experience
Lack of medical recommendation 5 28 6 17

Accessibility
Cost of test 1 6
No transportation 1 6

Don't know/other/no response 4 22 5 14

* Women could mention more than one barrier for each screening behavior. Only seven women indicated having no previous
mammography and only four indicated no previous Pap. An additional two women who previously had received a Pap test
indicated that had no intention to have another in the future. These results are discussed in text.

needing the test, the harmful nature of the procedure
(it causes pain, radiation and cancer), low self-effi-
cacy or not having confidence in one's ability to car-
ry out the test, the loss of privacy or embarrassment
at having one's pelvic organs examined, and, finally,
the potential disgust associated with touching one's
stool. For instance, a patient said, "I don't like others
touching my body," while another said, "I feel
uneasy about body waste and fluid."

Regarding fear of the test procedure, several
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patients indicated that the pain associated with the
procedure prevented them from doing the test, and
one patient responded, "You should not do [the
mammogram] too often because that is electricity."
A significant number of patients cited a lack of

symptoms as a main reason for not having the test.
One patient said, "Nothing is wrong with my
breasts," and another said, "I have never felt any
pains." Others had concerns about their ability to
carry out the test properly, especially the hFOBT.
One patient said, "I prefer for my doctor to do it.
That way I know that it was done correctly."

External Factors
External factors were grouped into two broad cate-

gories: social network experience and accessibility of
services, with social network experience playing a
greater role in motivating patients to seek cancer
screening. Social network experience is defined as a
patient's reliance on information about cancer screen-
ing obtained from relatives or friends, while accessi-
bility of services is defined as those factors related to
the availability of screening services to patients.

Social Network Experience
Social network experience as a facilitator of

cancer screening. Some patients regarded their
friends or family as a source of encouragement to
undergo cancer screening. The concepts grouped
under this category included advice from family
members (spouse, children or siblings), advice from
friends, family history of cancer, knowing someone
with cancer or other related health-promotion pro-
grams in the popular media. Another source of
encouragement that was found to be even more
important than advice from family and friends was
medical advice from healthcare professionals, such
as doctors, nurses or medical assistants.

Regarding the influence of friends, one patient
said: "Well, I was talking to a friend, and she told me
since I was 40 I should start getting one, and ever
since then, I've gotten a yearly mammogram."
Regarding a family history of cancer, another patient
said, "My mom had cancer of the breast and as an
obligation, I have to have the mammogram done
every year." A majority of patients were encouraged
to undergo cancer screening if their physician rec-
ommended it to them. One patient said, "I always

Enrollment In the Interview Process

457 patients were approached to participate in this study. 64 refused and 206 were excluded for various
reasons including (age n=1 18; transient patients (n=23); and failed to complete any component of the
interview (n=65). A total of 187 patients completed the interviews. Of the patients who completed the
interviews, 185 had mammogram; 183 had Pap; 166 had hFOBT; and 123 had Sigmoidoscopy.

have it when my doctor tells me," and another said,
"I listen to my doctor."

Social network experience as a barrier to can-
cer screening. Knowledge of someone who was
harmed by the cancer screening procedure and dis-
couragement from family or friends acted as hin-
drances to cancer screening for some patients. A
patient reported not wanting to undergo screening
sigmoidoscopy because of discouragement from a
family member about the pain associated with the
procedure: "My mom had one and she suffered a lot.
It's painful."

Accessibility of Services
Accessibility as a facilitator of cancer screen-

ing. Issues related to the category of accessibility of
services included a patient's insurance status or
access to care, the availability of affordable screen-
ing services, having adequate transportation to
screening sites, the location of screening sites,
health provider availability and convenient C/MHC
practice hours. Regarding cost, one patient said that
she has a mammogram every year because her job
provides free yearly mammograms.

Accessibility as a barrier to cancer screening.
External factors, such as cost, a lack oftransportation,
and inconvenient practice locations, were cited as bar-
riers to cancer screening. One patient said the follow-
ing about the mammogram: "I don't want to go to
another place for the exam. I don't want to travel. It
[the screening site] should be easy to get to."

Frequencies of Barriers and
Facilitators

In order to provide context for patients' respons-
es, we calculated the frequencies of common
responses to the open-ended questions asked during
the interviews separately for each cancer screening.
Tables 3 and 4 show the prevalence of the various
concepts elicited from each open-ended question.
Because most patients had previously had a mam-
mogram and a Pap test, the number of women who
were asked about barriers to these tests was quite
low, and we do not present the frequencies of barri-
ers for either test in the tables. As shown in Table 3,
medical advice was the most common facilitator cit-
ed by patients across all three cancer screening
behaviors, followed by routine medical care and car-
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ing for one's self (mammography and Pap) and a
patient's personal medical history (hFOBT and sig-
moidoscopy). Less commonly cited facilitators
included a family history of cancer and information
from the media. If we take the individual screening
tests, mammography and Pap smears had similar
frequencies for all facilitators. All the factors listed
in the table were less frequently cited as facilitators
of colorectal cancer screening, except for medical
advice and personal medical history. Personal med-
ical history was a more frequently identified facilita-
tor of colorectal screenings than of mammogram
and Pap tests. In addition, many more patients con-
sidered mammogram and Pap as routine compared
to colorectal screenings.

In general, patients cited fewer barriers than facili-
tators. As described above, because most patients
interviewed had received at least one mammogram or
a Pap test, only a small number ofpatients were asked
about barriers to having these tests (those patients
who had received a screening were not asked about
barriers to having that test). The most commonly cited
barrier to breast and cervical cancer screening behav-
ior was the perception of not needing the test due to
good health or an absence ofsymptoms attributable to
ill health. For colorectal cancer, the perception of not
needing the test due to good health or an absence of
symptoms and a lack of knowledge were the main
barriers cited for not obtaining or considering screen-
ing. Another important barrier elicited from patients
was the fear ofpain and fear ofhaving the test. Fear of
pain was the most commonly cited reason for not
planning to have a mammogram in the future and the
third most commonly cited reason for not having had
a sigmoidoscopy. Lack of clinician recommendation
and the perception of not needing the test were the
two main reasons cited for not planning to have a
hFOBT in the future. Other less frequently cited bar-
riers included cost of screening test, lack of trans-
portation, and not having enough time (competing
priorities).

DISCUSSION
In this study, we explored the perspectives of 187

low-income and primarily minority women recruited
in four C/MHCs, regarding factors that encouraged or
hindered them from participating in cancer screening
behaviors. Our findings suggest a taxonomy of barri-
ers and facilitators of cancer screening in this under-
served population. Barriers were grouped into three
major categories of perceptions of cancer screening
behaviors: patients' attitudes and beliefs, social net-
work experience and accessibility of services.

Patients' attitudes and beliefs played a dual role
either as a facilitator or a barrier to cancer screening
in this population. Patients provided several explana-

tions why they underwent previous cancer screening,
including it would "prevent them from having can-
cer," "would lead to quicker diagnosis of cancer" and
"would prevent further deterioration." Such beliefs,
which are consistent with a preventive-care paradigm,
have been reported to be positively correlated with
health outcomes in patients with other diseases, such
as hypertension and diabetes. 12"3 Other studies have
found that cultural beliefs about harmful conse-
quences of screening can act as powerful barriers to
prevention,'4"5 and some patients have been reported
to have understandings of cancer that are divergent
from the conventional biomedical paradigm,'6 such as
fear, misconceptions ofwho is at risk for specific can-
cers and the belief that "cancer screening tests were
heralds of a disease that would ultimately lead to their
death."'7 Other fatalistic beliefs,'8 such as "having
cancer is like getting a death sentence", "cancer is
God's punishment", and that "...there is very little
one can do to prevent getting cancer,"'9 also hindered
women from seeking screening. Additional reported
barriers included the painful nature of the screening
test and embarrassment.20

The second major category ofperceptions of can-
cer screening behavior elicited in our study was
patients' social network experience, which included
two major social network influences: patients'
immediate family and friends and their medical
providers. In the present study, recommendation
from a physician was cited across all tests as the
most important facilitator of cancer screening. Some
patients stated that friends and or family members'
feedback about their experience with the cancer
screening test served as a barrier to screening, while
others stated that they were encouraged to seek can-
cer screening because they had relatives diagnosed
with cancer and did not want to be in the same situa-
tion. Many women rely on friends and family net-
works as well as local healers as sources of health
information2",22 and also as sources of referral and
therapeutic network.23'24

Social networks are important because they serve
as a source of health information. Patients initially
seek advice from their family and friends, then from
local healers, and only after they have exhausted
these sources do they go to the medical establish-
ment.25 Given these networks, efforts should be
made to channel cancer health education for low-
income and minority women provided by physicians
and other medical providers through local churches
and other faith-based organizations as well as
through local media.2629

Finally, the third category elicited was access to
care, including the cost of care and lack of insur-
ance,33'37 which were 'only infrequently cited as barri-
ers to cancer screening in this study. Nevertheless,
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these factors have been identified in prior studies as
crucial to early detection of cancer.30-32 Similarly, inad-
equate transportation and telephone services were
implicated in other studies as barriers to screening for
colorectal cancer34'35 and cervical cancer.36

It is important to note the unique aspects and
some limitations of this study. First, the results may
not be generalizable, because this was a convenience
sample of four C/MHCs and 187 patients, and the
participants may not be representative ofthe broader
patient populations who receive care in other
C/MHCs. Particularly, the overall rates of patients
who had at least one of the three cancer screening
tests (95% mammogram, 96% Pap and 57%
hFOBT) were generally higher than the rates for
similar populations in NYC,38 and such high rates
explain the fact that patients reported fewer barriers
than facilitators. Furthermore, the participants in our
study cited the C/MHCs as their usual source of
care. Having a usual source of care has been strong-
ly associated with receipt ofcancer screening servic-
es.39 The qualitative nature of this study does not
allow for quantitative inferences to be drawn, since
estimating the prevalence of the cancer screening
behaviors noted in this study population and the
prevalence of the identified barriers and facilitators
would require a larger population-based study utiliz-
ing a more rigorous random sampling methodology.

Despite these limitations, a major strength of this
study is its potential applicability to a diverse group
of Latin-American and Caribbean-American Span-
ish-speaking patients, which are often omitted from
research due to barriers of language and culture. The
results of this study have important clinical and
research implications. Clinically, the categories of
barriers and facilitators of screening adherence that
we generated in this study provide a useful framework
for communicating with patients about cancer screen-
ing in a practice-based setting. Clinicians may do well
to identify the barriers patients face, such as discus-
sion surrounding issues of harm from tests, fear of
being diagnosed with cancer and reassurance about
the safety of the tests, before making specific screen-
ing recommendations. This framework also allows for
a systematic discussion of the misconceptions
patients may have about cancer and cancer screening
tests in general. This framework can be used in future
research to develop comprehensive multicomponent
behavioral interventions for investigating issues of
adherence to cancer screening tests in low-income
and minority patients. Finally, the categories of barri-
ers and facilitators generated from this qualitative
study can be used to develop a testable patient-
derived model of cancer screening behavior in low-
income and minority women. Testing of such a model
would highlight the dynamic relationship between

patients' beliefs and attitudes, social network experi-
ence and motivation for cancer screening.

CONCLUSION
In conclusion, we have derived a taxonomy ofbar-

riers and facilitators of cancer screening behavior
among low-income, predominantly minority women
attending community/migrant health centers in New
York City. The proposed taxonomy may serve as a
useful framework for developing interventions,
patient education and counseling about cancer screen-
ing behavior in this population as well as providing a
framework for cancer communication between clini-
cians and patients in settings, such as C/MHCs and
other primary care practices serving low-income and
minority women. Therefore, in caring for minority
and low-income women, it is important for primary
care providers to address these beliefs before recom-
mending cancer screening tests. The taxonomy pre-
sented in this study can serve as a template or frame-
work for addressing the beliefs patients may have in a
systematic manner in primary care settings.

ACKNOWLEDGEMENTS
This study was funded by the National Cancer

Institute RO 1 CA87776-O1.The authors would like to
acknowledge and thank the staff and patients of the
participating Community Health Centers: Betances
Health Unit, Bedford Stuyvesant Family Health
Center, Morris Heights Health Center, and William
E Ryan Health Center.

REFERENCES
1. American Cancer Society. Cancer facts and figures. In. Atlanta, GA:
American Cancer Society; 2003.
2. Beeker C, Kraft BC, Goldman R, et al. Strategies for increasing colorectal
cancer screening among blacks. Joumal of Psychosocial Oncology.
2001;19:1 13-132.
3. Ramirez AG, Suarez L, Laufman L, et al. Hispanic women's breast and
cervical cancer knowledge, attitudes and screening behaviors. Am J
Health Promot. 2000;14:292-300.
4. Legler J, Meissner HI, Coyne C, et al. The effectiveness of interventions to
promote mammography among women with historically lower rates of
screening. Cancer Epidemiol Biomarkers Prev. 2002;1 1:59-71.
5. Mickey RM, Durski J, Worden JK, et al. Breast cancer screening and asso-
ciated factors for low-income African-American women. Prev Med.
1995;24:467-476.
6. Jernigan JC, Trauth JM, Neal-Ferguson D, et al. Factors that influence
cancer screening in older African-American men and women: focus
group findings. Fam Community Health. 2001;24:27-33.
7. Sardell A. Clinical networks and clinician retention: the case of CDN. J
Community Health. 1996;21:437-51.
8. Crabtree BF, Miller WL. A qualitative approach to primary care research:
the long interview. Fam Med. 1991;23:145-51.
9. Patton M. Qualitative evaluation and research methods. 2nd ed. New-
bury, CA: Sage Publications; 1990.
10. Gielen AC, McDonald EM. The PRECEDE-PROCEED planning model. In:
Glanz K, Lewis FM, Rimer BK, eds. Health behavior and health education:
theory, research and practice. San Francisco, CA: Jossey-Bass Inc;
1997:359-83.
1 1. Green LW, Kreuter MW. Health promotion planning: an educational and

JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION VOL. 97, NO. 2, FEBRUARY 2005 169



EARLY DETECTION OF CANCER

environmental approach. 2nd ed. Mountain View, CA: Mayfield Publishing
Co.; 1991.
12. Heurtin-Roberts S, Reisin E. The relation of culturally influenced lay mod-
els of hypertension to compliance with treatment. Am J Hypertens. 1992;5:
787-792.
13. Cohen MZ, Tripp-Reimer T, Smith C, et al. Explanatory models of dia-
betes: patient practitioner variation. Soc Sci Med. 1994;38:59-66.
14. Caplan LS, Wells BL, Haynes S. Breast cancer screening among older
racial/ethnic minorities and Caucasians: barriers to early detection. J
Gerontol. 1992;47 Spec No:101-1 0.
15. Zapka JG, Berkowitz E. A qualitative study about breast cancer screen-
ing in older women: implications for research. J Gerontol. 1992;47 Spec
No:93-1 00.
16. Rajaram SS, Rashidi A. Minority women and breast cancer screening:
the role of cultural explanatory models. Prev Med. 1998;27:757-764.
17. Gregg J, Curry RH. Explanatory models for cancer among African-
American women at two Atlanta neighborhood health centers: the impli-
cations for a cancer screening program. Soc Sci Med. 1994:39:519-526.
18. Mayo RM, Ureda JR, Parker VG. Importance of fatalism in understand-
ing mammography screening in rural elderly women. J Women Aging.
2001;13:57-72.
19. Perez-Stable EJ, Sabogal F, Otero-Sabogal R, et al. Misconceptions
about cancer among Latinos and Anglos. JAMA. 1992;268:3219-3223.
20. James AS, Campbell MK, Hudson MA. Perceived barrers and benefits
to colon cancer screening among blacks in North Carolina: how does per-
ception relate to screening behavior? Cancer Epidemiol Biomarkers Prev.
2002;1 1:529-534.
21. Hoffman-Goetz L, Mills SL. Cultural barriers to cancer screening among
African-American women: a critical review of the qualitative literature.
Womens Health. 1997;3:183-201.
22. Boyer LE, Williams M, Callister LC, et al. Hispanic women's perceptions
regarding cervical cancer screening. J Obstet Gynecol Neonatal Nurs.
2001;30:240-245.
23. Pescosolido B. Beyond rational choice: the social dynamics of how
people seek help. Am J Sociol. 1992;97:1096-1138.
24. Suarez L, Ramirez AG, Villarreal R, et al. Social networks and cancer
screening in four U.S. Hispanic groups. Am J Prev Med. 2000;19:47-52.
25. Chrisman NJ. The health seeking process: an approach to the natural

history of illness. Cult Med Psychiatry. 1977;1:351-377.
26. Hurd TC, Muti P, Erwin DO, et al. An evaluation of the integration of non-
traditional learning tools into a community-based breast and cervical can-
cer education program: the witness project of Buffalo. BMC Cancer.
2003;3:18.
27. Erwin DO, Thompson C. An Arkansas breast cancer education project.
J Ark Med Soc. 1987;83:369-373.
28. Erwin DO. Cancer education takes on a spiritual focus for the African-
Amercan faith community. J Cancer Educ. 2002;1 7:46-49.
29. O'Malley MS, Earp JA, Hawley ST, et al. The association of race/ethnici-
ty, socioeconomic status, and physician recommendation for mammog-
raphy: who gets the message about breast cancer screening? Am J Public
Health. 2001;91:49-54.
30. Hayward RA, Shapiro MF, Freeman HE, et al. Who gets screened for cer-
vical and breast cancer? Results from a new national survey. Arch Intem
Med. 1988;148:1177-1181.
31. Womeodu RJ, Bailey JE. Barriers to cancer screening. Med Clin North
Am. 1996;80:1 15-133.
32. Vernon SW, Vogel VG, Halabi S, et al. Breast cancer screening behav-
iors and attitudes in three racial/ethnic groups. Cancer. 1992;69:165-174.
33. Zapka JG, Stoddard A, Barth R, et al. Breast cancer screening utilization
by Latina community health center clients. Health Educ Res. 1989;4:461-468.
34. Clavel-Chapelon F, Joseph R, Goulard H. Surveillance behavior of
women with a reported family history of colorectal cancer. Prev Med.
1 999;28:1 74-178.
35. Weinrich SP, Weinrich MC, Atwood J, et al. Predictors of fecal occult
blood screening among older socioeconomically disadvantaged Ameri-
cans: a replication study. Patient Educ Couns. 1998;34:103-1 14.
36. Dignan M, Michielutte R, Wells HB, et al. The Forsyth County Cervical
Cancer Prevention Project-1. Cervical cancer screening for black
women. Health Educ Res. 1994;9:411-20.
37. Freeman HP, Muth BJ, Kerner JF. Expanding access to cancer screening
and clinical follow-up among the medically underserved. Cancer Pract.
1995;3:1 9-30.
38. NYC Vital Signs, March 2003, vol. 2. no.2
39. Swan J, Breen N, Coates RJ, et al. Progress in cancer screening prac-
tices in the United States: results from the 2000 National Health Interview
Survey. Cancer. 2003;97:1528-1540. 1

_Who WillHelp the
Tsunami's AnialVictins?

|4 ILLIONS OF ANIMALS IN SOUTHEAST ASIA HAVE BEEN LEFT
_LVihomeless, injured, and in peril. Within days, Humane Society
International sent a team to begin to bring help to these dogs, cats,
and farm animals-end to provide assistance to international partners
and animal protection groups in the region. But we need your support.

Please help. Your tax-deductible gift
will bring relief to the animal victims of this

disaster-and others worldwide.

Donate now at Promoting the protection
www.hsus.org/tsunami of animals worldwide

or [
mail your gift to The Humane Society of the United States INTERNATIONAL

2100 L Street, NW, Washington, DC 20037 2100L Str.t, NW, Wahington, DC 20037 USA
1-301-28-3010 Fax: 1-301-258-3082

(Please make your check payable to "The HSUS" and note "for disaster relief on the memo line.) wwwhawhuaoug
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