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Objectives. We examined whether Latinas differ from non-Latinas in having
undergone recent mammography, clinical breast examination, or Papanicolaou
testing, as well as the contribution of sociodemographic and health care vari-
ables to screening.

Methods. We used data from the 1991 National Health Interview Survey Health
Promotion and Disease Prevention supplement.

Results. Latinas were less likely than non-Latina Whites to have undergone
mammography (odds ratio [OR]=0.71; 95% confidence interval [CI]=0.57, 0.88),
but this difference was attenuated when we controlled for socioeconomic fac-
tors (OR=0.90; 95% CI=0.70, 1.15). Latinas did not differ from Whites on Papa-
nicolaou tests or clinical breast examinations. Quality of and access to health
care predicted screening.

Conclusions. Latina ethnicity does not predict breast and cervical cancer screen-
ing behavior independent of sociodemographic and structural factors. (Am J Pub-
lic Health. 2004;94:1393–1398)

translate into greater rates of screening
through physician recommendations, in-
creased duration and frequency of contact
with patients, and better communication. In
this study, the quality of preventive health
care was assessed by examining the source of
health care and by a proxy measure, the ex-
tent to which respondents received a compre-
hensive physical examination. Because a thor-
ough physical examination is an indicator of
good quality medical care, comprehensive ex-
aminations are hypothesized to be associated
with a greater incidence of screening.

Less favorable cancer screening behaviors
among Latinas than among non-Latinas are
not found consistently and require further
study. Some recent studies report no differ-
ences in screening between Latinas and non-
Latina Whites.12 A remaining empirical ques-
tion is whether differences in screening
correspond with disparities in socioeconomic
status (SES), quality of care, and access to
health care. This study examines the effects
of these factors on 3 cancer screening behav-
iors: having had a Pap test in the past year, a
clinical breast examination over the past year,
and a mammogram over the past 2 years.
The following research questions were ad-
dressed: (1) Are Latinas less likely than non-
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Latina Whites to receive cancer screening
tests? (2) If so, do differences remain after
control for SES and other demographic vari-
ables? (3) What is the additional impact of
quality of health care on screening behaviors?
(4) What is the effect of having private health
insurance on screening behaviors?

METHODS

Data Source
We analyzed data from the 1991 Health

Promotion and Disease Prevention (HPDP)
supplement of the National Health Interview
Survey (NHIS).14 Conducted annually through
the National Center for Health Statistics, the
NHIS is a nationwide, personal interview,
household survey, the sample of which is repre-
sentative of the civilian, noninstitutionalized
population of the United States. The NHIS uses
a complex multistage design with oversampling
for minority populations. Although the HPDP
supplement is in English, bilingual NHIS inter-
viewers are used by the National Center for
Health Statistics. Areas that tend to need inter-
views administered in Spanish are very well
known, and this is considered in making field
assignments of bilingual interviewers. To ensure
standardization, interviewers are provided with

Various studies document disparities between
Latina and non-Latina Whites in survival and
mortality rates for breast and cervical cancer.
Relative to non-Latina Whites, Latinas have a
lower mortality rate from breast cancer (27.7
vs 15 deaths per 100000) but a higher mor-
tality rate from cervical cancer (2.5 vs 3.4
deaths per 100000).1 However, breast cancer
is the leading cause of cancer death among
Latinas. Moreover, the 5-year survival rate for
breast cancer is 85% for non-Latina White
women but only 76% for Latinas. Although
the 5-year survival rate for cervical cancer is
94% for both populations, the cervical cancer
incidence rate is twice as high among Latinas
than among non-Latina Whites.1

Hypotheses concerning these disparities
have centered on ethnic differences in risk
factors, psychosocial and cultural factors,
knowledge of cancer, and stage of cancer di-
agnosis.1–4 A growing body of literature is fo-
cused on differences between the ethnic
groups in use of cancer screening tests. Stud-
ies have found that compared with non-Latina
Whites, Latinas are less likely to ever have
had a Papanicolaou (Pap) test, clinical
breast examination, or mammogram.5–8

These findings are consistent with evidence
that Latinos are diagnosed at later stages of
cancer. For example, the percentages of
breast and cervical cancer diagnosed in situ
are lower among Latinas than among non-
Latina Whites.1,9

Differences in screening rates between
Latinas and non-Latina Whites may owe to a
lack of access to or quality of preventive
health care. Compared with non-Latina
Whites, Latinas are less likely to be in-
sured10,11 or to have a regular health care
provider,12 both of which are strong predic-
tors of breast and cervical cancer screen-
ing.12,13 Relatively little is known about the ex-
tent to which other indexes of quality of
preventive health care are associated with
screening. High-quality medical care may
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a Spanish translation of core questions in the
NHIS interview. However, in cases in which re-
spondents speak only Spanish and the inter-
viewer is not bilingual, other family members
or neighbors are used as interpreters.

The sample for the 1991 NHIS-HPDP sup-
plement consisted of 43732 respondents.
Some evidence suggests that, among Latinos,
cancer mortality rates vary by race15 (Latinos
are an ethnic group, and may be of any race).
To eliminate the potentially confounding ef-
fects of race, only White Latinas and non-
Latinas were included in the analyses for the
present study. (We performed the identical
analyses using the full sample of Latinas, and
results remained essentially unchanged.) The
1991 NHIS-HPDP supplement provided in-
formation on various health behaviors, in-
cluding cancer screening. For the analyses on
Pap test screening, the sample consisted of
20379 women aged 18 years or older, of
whom 1389 were Latinas (Mexican-American,
53.2%; Puerto Rican, 9.5%; Cuban, 9.2%;
and Central/South American or other Latina,
27.7%). Breast cancer screening questions,
which were only asked of women aged 40
years or older, included 11744 women.

Dependent Variables
Outcome measures included Pap test, clini-

cal breast examination, and mammogram
screenings. Respondents aged 18 years and
older were asked, “During the past 12
months, did you have a Pap smear or Pap test
to check for cancer of the cervix?” Women
aged 40 years and older were asked 2 ques-
tions regarding breast examinations: “During
the past 12 months, have you had a breast
physical exam in which a medical doctor or
health professional checked your breasts for
lumps?” and “During the past 2 years, have
you had a mammogram?” Each of these 3
outcomes was coded as a dichotomous vari-
able (0=no and 1=yes).

Independent Variables
Age was coded as a continuous variable.

Socioeconomic status (SES) was assessed as
family income and education, and both were
treated as continuous variables in the analy-
ses. Family income ranged from 0 (<$1000)
to 26 (≥$50000). Highest level of education
completed had a possible range of 0 (no edu-

cation or kindergarten only) to 6 (>bache-
lor’s degree).

Race and ethnicity were based on respon-
dents’ self-reports. A dichotomous variable
was created for Latina ethnicity. A code of 1
for Latina was assigned to respondents who
listed their national origin or ancestry as
Puerto Rican, Cuban, Mexican/Mexicana,
Mexican American, Chicana, other Latin
American, or other Spanish. All others were
coded 0 for non-Latina.

Two variables were used to measure qual-
ity of health care: source of health care and
extent of last physical examination. For the
first measure, respondents were asked, “Is
there a particular clinic, health center, doc-
tor’s office, or other place that you usually go
to if you are sick or need advice about your
health?” Respondents who answered yes were
then asked to specify their usual place of
health care. From these data, we created a
source of health care variable, with higher
scores approximating greater quality of care
(i.e., 1=none, 2=emergency room, 3=hospital
outpatient clinic, 4=health center or clinic,
and 5=physician’s office).

For the second quality of care measure, we
created a 9-item scale to approximate the ex-
tent of the respondent’s last physical examina-
tion. The 1991 NHIS-HPDP supplement in-
cluded several questions regarding the
respondent’s last checkup: whether 5 routine
tests were performed (cholesterol level, blood
pressure, weight measured, blood test, and
urine test) (1=no and 2=yes) and whether
the patient was asked 4 questions about her
health behaviors (diet/eating habits, amount of
exercise, smoking, and alcohol use) (1=no and
2=yes). Responses to each of these 9 ques-
tions were summed, yielding a continuous
scale with a possible range of 9 to 18. Those
who never had a physical examination were
coded as “no” for each of these items, rather
than missing, to reflect their lack of health
care. Both quality of health care variables were
treated as continuous variables in the analyses.

Whether respondents had private insur-
ance coverage was used as a proxy measure
of access to health care. Although access to
health care involves a broader range of issues
than is encapsulated by private insurance cov-
erage, these analyses were limited by the data
available in the 1991 NHIS-HPDP public use

data set. Respondents who reported being
employed by a private company or federal,
state, or local government were asked, “Not
counting Medicare or Medicaid, are you now
covered by a health insurance plan which
pays any part of hospital or doctor bills?”
Those respondents who were unemployed,
self-employed, or insured through public pro-
grams were excluded. Although this limits the
generalizability of our findings, the effect of
private insurance on cancer screening
nonetheless provides a useful assessment of
health care access.

Statistical Analyses
To account for the NHIS survey design, we

used Stata to adjust all analyses for cluster-
ing, stratification, and oversampling using
survey estimation techniques.16 Initial analy-
ses of crude odds ratios were conducted to
determine whether Latinas are less likely
than non-Latina Whites to receive cancer
screening tests. We use multivariate logistic
regression analyses to examine cancer
screening behaviors among Latinas com-
pared with non-Latina Whites after control-
ling for age, education, and family income.
The impact of quality of health care on
screening was also assessed with logistic re-
gression. Finally, among the subsample of
employed women, we repeated the above
analysis to examine the effect of private
health insurance on screening. All analyses of
crude and adjusted odds ratios (ORs) were
conducted with survey procedures in Stata,
which allow for sampling weights and multi-
stage sampling adjustments.

RESULTS

Demographic and other data of the study
respondents are shown in Table 1, stratified
by screening and ethnicity. Analyses on Pap
test screening included 1389 (6.8%) Latinas
and 18990 (93.2%) non-Latina Whites. The
sample for the analyses of mammograms
and clinical breast examinations consisted of
535 (4.6%) Latinas and 11209 (95.4%)
non-Latinas.

Table 2 displays the crude ORs for screen-
ing in relation to ethnicity. Latinas were less
likely than non-Latina Whites to have had a
mammogram (OR=0.71), but no differences
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TABLE 1—Characteristics of Study Samples

Pap Test, Mammogram and
Women ≥ 18 Years Clinical Breast Examination,
of Age (n = 20 379) Women ≥40 Years of Age (n=11744)

Latina Non-Latina Latina Non-Latina

No. (%) 1389 (6.8) 18 990 (93.2) 535 (4.6) 11 209 (95.4)

Mean age, y ±SDa 38.2 ±15.6 46.3 ±18.4 54.6 ±11.8 59.2 ±13.4

Education level (median)a (HS graduate) (HS graduate) (Some HS) (HS graduate)

Elementary or less, % 26.8 6.7 38.4 10.8

Some high school, % 17.8 10.8 13.0 12.6

HS graduate, % 30.0 40.9 26.8 41.6

Some college, % 16.5 22.3 11.9 18.4

Bachelor’s degree or more, % 9.0 19.1 9.9 16.4

Median income, $5000 range, $a 20 000–25 000 30 000–35 000 20 000–25 000 30 000–35 000

Source of health carea

None, % 25.4 12.4 19.6 9.3

Emergency room, % 0.7 0.3 0.9 0.3

Hospital outpatient clinic, % 7.2 2.8 5.4 2.4

Health center or company/industry 5.0 2.9 3.0 2.0

clinic, %

Physician’s office, % 61.7 81.5 71.1 86.0

Mean extent of last physical 13.26 13.03 13.69 13.24

examinationa,b

Source. National Center for Health Statistics, National Health Interview Survey, 1991.14

Note. HS = high school.
a The differences between Latinas and non-Latina Whites in age, education, income, source of care, and extent of last physical
examination are significant at P ≥ .05.
bScale range is 9–18.

TABLE 2—Latinas’ and Non-Latina Whites’ Report of Cancer Screening Testing

No. (%) Who Reported Having Obtained Test Crude Odds Ratio
Test Latina Non-Latina (95% Confidence Interval)

Pap test 796 (56.8) 10 360 (56.6) 1.01 (0.88, 1.14)

Mammogram 247 (47.4) 5980 (56.0) 0.71 (0.57, 0.88)

Clinical breast examination 314 (59.4) 6447 (59.7) 0.99 (0.79, 1.24)

Source. National Center for Health Statistics, National Health Interview Survey, 1991.14

by ethnicity were found for Pap tests (OR=
1.01) or clinical breast examinations (OR=
0.99). The adjusted odds of obtaining screen-
ing tests after control for age, education, and
family income are shown in the top half of
Table 3. As in the unadjusted analyses, the
multivariate analyses showed no effect of eth-
nicity on having Pap tests or clinical breast
examinations. For mammogram screening,
Latinas were less likely than non-Latina
Whites to have had a mammogram, but the

difference was no longer significant after con-
trol for age, education, and family income.

We then assessed whether quality of health
care had an effect on screening behaviors. A
greater proportion of Latinas than non-Latina
Whites reported not having a regular source
of health care (Table 1). Although Latinas had
slightly higher mean scores relative to non-
Latinas on extent of the last physical examina-
tion, the differences were quite small. The
lower half of Table 3 shows that adjusting for

age, education, family income, and ethnicity,
both source of care and extent of the last
physical examination were related to greater
odds of having undergone all 3 cancer screen-
ing tests. In these analyses, ethnicity was not
associated with participation in screening tests
after adjustment for the other factors.

We repeated the above analyses to exam-
ine the effect of having private health insur-
ance on screening behaviors. In the 1991
NHIS-HPDP public use file, data on health
insurance coverage were available for em-
ployed women only. Pap test analyses con-
sisted of 598 (6.4%) Latinas and 8736
(93.6%) non-Latina Whites. Analyses of
mammograms and clinical breast examina-
tions of women aged 40 years and older in-
cluded 208 (5.1%) Latinas and 3857
(94.9%) non-Latina Whites. Among this sub-
sample of employed women, 72.8% of Lati-
nas reported having private health insurance,
compared with 86.1% of non-Latina Whites.
Relative to non-Latina Whites, Latinas were
significantly less likely to have private health
insurance (OR=0.66; 95% confidence inter-
val=0.51, 0.85) after adjustment for age, ed-
ucation, and family income.

As shown in Table 4, after adjustment for
age, education, family income, quality of
health care, and ethnicity, having private
health insurance was associated with greater
odds of having had all 3 screening tests. Most
notably, employed women with private health
insurance were more than twice as likely
(OR=2.42) to have had a mammogram than
their uninsured counterparts.

We also conducted analyses (results not
shown) to assess the effects of possible con-
founders: marital status (married/not mar-
ried), current employment status (currently
employed/not currently employed), region of
the United States (Northeast, West, Midwest,
and South), and years lived in the United
States (<15 years or ≥15 years in the United
States or born in the United States). The find-
ings regarding quality of care and health in-
surance were essentially unaffected with the
inclusion of these confounders. (Analyses of
potential confounders in the relationship be-
tween health insurance and screening did not
include employment status because all re-
spondents in these analyses were employed.)
The ORs for source of health care, extent of
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TABLE 3—Adjusted Odds Ratios (ORs) and 95% Confidence Intervals (CIs) for Having
Obtained Cancer Screening Tests, Including Age and Socioeconomic Status (Model 1) and
Effects of Source of Care and Extent of Last Physical Examination (Model 2)

Clinical Breast
Pap Test, Mammogram, Examination,

Adjusted OR (95% CI) Adjusted OR (95% CI) Adjusted OR (95% CI)

Model 1

Agea 0.98 (0.97, 0.98) 0.99 (0.99, 1.00) 1.00 (0.99, 1.00)

Education levelb 1.19 (1.16, 1.23) 1.29 (1.25, 1.34) 1.21 (1.17, 1.26)

Family incomec 1.02 (1.01, 1.03) 1.02 (1.02, 1.03) 1.02 (1.01, 1.02)

Latina ethnicity 1.02 (0.88, 1.17) 0.90 (0.70,1.15) 1.21 (0.94, 1.56)

Model 2

Agea 0.97 (0.97, 0.98) 0.99 (0.99, 1.00) 0.99 (0.99, 1.00)

Education levelb 1.18 (1.14, 1.22) 1.28 (1.23, 1.33) 1.19 (1.14, 1.24)

Family incomec 1.02 (1.01, 1.03) 1.02 (1.02, 1.03) 1.02 (1.01, 1.02)

Latina ethnicity 1.10 (0.95, 1.27) 0.93 (0.69, 1.24) 1.28 (1.01, 1.63)

Source of health cared 1.22 (1.18, 1.25) 1.27 (1.22, 1.32) 1.33 (1.28, 1.39)

Extent of last physical examinatione 1.14 (1.12, 1.17) 1.21 (1.18, 1.24) 1.21 (1.18, 1.24)

Source. National Center for Health Statistics, National Health Interview Survey, 1991.14

Note. Odds ratios for each variable are adjusted for all other variables in the model. Odds ratios for continuous independent
variables denote change in the odds of screening per unit change in the independent variable.
aAge is a continuous variable, assessed in years.
bEducation level range is 0 (no education or kindergarten only) to 6 ( > bachelor’s degree).
cFamily income range is 0 (< $1000) to 26 ( ≥ $50 000).
dSource of health care range is 1 (none) to 5 (physician’s office), with higher scores denoting greater quality of care.
eExtent of last physical examination range is 9–18.

TABLE 4—Adjusted Odds Ratios (ORs) and 95% Confidence Intervals (CIs) for Having
Obtained Cancer Screening Tests, Including Effects of Private Health Insurance

Clinical Breast
Pap Test, Mammogram, Examination,

Adjusted OR (95% CI) Adjusted OR (95% CI) Adjusted OR (95% CI)

Agea 0.98 (0.97, 0.98) 1.02 (1.00, 1.03) 1.01 (0.99, 1.02)

Education levelb 1.16 (1.10, 1.21) 1.23 (1.14, 1.33) 1.18 (1.08, 1.27)

Family incomec 1.02 (1.01, 1.03) 1.04 (1.02, 1.05) 1.03 (1.01, 1.05)

Latina ethnicity 1.10 (0.86, 1.40) 1.25 (0.83, 1.87) 1.56 (1.02, 2.36)

Source of health cared 1.20 (1.16, 1.25) 1.24 (1.16, 1.32) 1.27 (1.20, 1.34)

Extent of last physical examinatione 1.12 (1.08, 1.15) 1.15 (1.09, 1.20) 1.14 (1.09, 1.19)

Private health insurance 1.27 (1.06, 1.51) 2.42 (1.84, 3.17) 1.39 (1.11, 1.74)

Source. National Center for Health Statistics, National Health Interview Survey, 1991.14

Note. Odds ratios for each variable are adjusted for all other variables in the model. Odds ratios for continuous independent
variables denote change in the odds of screening per unit change in the independent variable.
aAge is a continuous variable, assessed in years.
bEducation level range is 0 (no education or kindergarten only) to 6 ( > bachelor’s degree).
cFamily income range is 0 (< $1000) to 26 ( ≥ $50 000).
dSource of health care range is 1 (none) to 5 (physician’s office), with higher scores denoting greater quality of care.
eExtent of last physical examination range is 9–18.

physical examination, and health insurance
either increased, remained unchanged, or de-
creased negligibly and remained significant
for all screening outcomes.

quality of and access to health care on breast
and cervical cancer screening behaviors. In all
analyses concerning having had a recent Pap
test, Latinas did not differ from non-Latina
Whites. Latinas were less likely than non-
Latinas to have had a mammogram over the
past 2 years. However, this difference attenu-
ated after adjustment for age and socioeco-
nomic factors. Notably, after adjusting for age,
socioeconomic factors, and quality of care,
Latinas were actually more likely than non-
Latina Whites to have had a clinical breast
examination during the past year.

Our findings are inconsistent with previ-
ous reports that Latinas are less likely than
non-Latina Whites to undergo breast and
cervical cancer screening tests.5–8,17 Inconsis-
tencies may result from methodological dif-
ferences between studies, as several studies
did not adjust for socioeconomic differences
between Latinas and non-Latina Whites.6,8,17

Our findings are consistent with a growing
number of recent studies showing similar
cancer screening rates between Latinas and
non-Latina Whites, once adjustments are
made for sociodemographic factors. More-
over, when adjusting for confounders, evi-
dence suggests that the gap in screening
rates between Latinas and non-Latina
Whites narrows.18 In an analysis of the 1987
and 1992 NHIS Cancer Control Supple-
ments,19 rates in 1987 adjusted for age, edu-
cation, and income revealed various dispari-
ties between Latinas and non-Latina Whites
in ever having had a Pap test, mammogram,
and clinical breast examination. However, in
1992 there were fewer gaps. Recent studies
of large community samples also report simi-
lar breast and cervical cancer screening rates
between Latinas and non-Latina Whites,12

especially after controlling for sociodemo-
graphic confounders,20 and rates of recent
screening that are similar to those found in
the present study.13 Combined, these results
indicate that the gap in screening rates
between Latinas and non-Latinas may be
narrowing.

Results of the present study indicate that
SES and other variables that are confounded
with ethnicity predict screening. Education
was associated with all 3 screening tests.
With each unit increase in education, there
was a nearly 30% increase in mammograms

DISCUSSION

We examined the effects of ethnicity, socio-
economic and demographic variables, and



August 2004, Vol 94, No. 8 | American Journal of Public Health Abraído-Lanza et al. | Peer Reviewed | Research and Practice | 1397

 RESEARCH AND PRACTICE 

and an approximately 20% increase in hav-
ing had a Pap test and clinical breast exami-
nation, after control for age, income, and
ethnicity.

Quality of health care was significantly as-
sociated with cancer screening behaviors.
Both source of health care and extent of
physical examination predicted a greater like-
lihood of having a recent mammogram, clini-
cal breast examination, and Pap test. Previous
research also indicates that the absence of
quality health care, such as lacking a usual
care provider, is associated with decreased
cancer screening.13,21,22 The findings concern-
ing the extent of physical examination suggest
that women receiving less than optimal care
are not being screened for breast and cervical
cancer. In other studies, women cite lack of
physician recommendation as the major rea-
son for not obtaining cancer screening tests.6

Our findings concerning quality of health care
suggest that factors in the health care setting
predict cancer screening.

Having private health insurance was asso-
ciated with an increased likelihood of obtain-
ing cancer screening tests, especially mam-
mograms. In this study, the health insurance
variable was limited to employed women and
excluded those receiving Medicaid and
Medicare. Thus, the effect of health insur-
ance on screening among unemployed
women was not assessed, nor was the impact
of “public” health insurance on screening.
However, it is important to note that in a re-
cent analysis of the 1998 NHIS, private
health insurance—not Medicaid—predicted
mammogram and Pap test screening among
Latinas.22 Furthermore, only about 20% of
Latinos have public health insurance. A sig-
nificant number of Latinos work for employ-
ers who do not provide health insurance cov-
erage. Approximately 1 of every 3 employed
Latinos (30%) works in a setting that does
not offer health insurance. Furthermore, less
than half of Latinos (43%) compared with al-
most three fourths of non-Latino Whites
(73%) receive employer-sponsored health in-
surance.10 Few studies have specifically ex-
amined the impact of lack of insurance on
screening among employed Latinas and non-
Latinas. Our findings, which complement re-
cent evidence on the effect of private health
insurance on screening,22 indicate that even

among employed women, private health in-
surance makes a difference.

Other limitations of the present study
should be noted. Use of the NHIS is advan-
tageous for generalizability of findings.
However, analyses on national data may ob-
scure regional differences in screening. Re-
cent ecological analyses of the 1990 NHIS
showed that areas characterized by high
concentrations of Latinos and low SES have
low rates of breast and cervical cancer
screening.23

There is a pressing need to collect richer
and more extensive data on Latinas. Despite
the nature of the NHIS-HPDP, a large, na-
tionally representative data set, stratification
by age group or SES results in small sample
sizes and large confidence intervals. As a
consequence, there is a limited understand-
ing of cancer screening behaviors among
upper-SES minority women.5,19 Analyzing
cancer screening behaviors by birthplace,
language use, or Latina subgroups using ex-
isting national surveys is also extremely diffi-
cult, as stratification results in limited sample
sizes of proportionately smaller groups of
Latinos (e.g., Cubans). These issues are im-
portant, as there are differences between La-
tino groups in sociodemographic factors and
health insurance coverage.

A number of unanswered questions must
be addressed in future research. First, the re-
sults of this study suggest that, after control-
ling for sociodemographic and other factors,
Latinas and non-Latinas do not differ in
screening behaviors. Whether this will result
in the future elimination of disparities in can-
cer survival rates between the groups is un-
known. Most likely, disparities will continue
unless the underlying fundamental causes of
health disparities between the groups,24 such
as differences in education and access to
health care, are eliminated.

Second, there is limited research on delay
in receiving diagnosis and treatment. Latinos
are more likely than Whites to experience a
longer delay in receiving a diagnosis after
noticing symptoms,25,26 but a hospital-based
study found no evidence that this delay ac-
counted for ethnic differences in survival.26

Whether delay in receiving a diagnosis is at-
tributable to limited access to health care or
other factors remains unknown.25

Third, structural factors merit more re-
search attention, as suggested by our find-
ings on quality of health care. It is reason-
able to hypothesize that, given an abnormal
result from a cancer screening test, women
may be lost to follow-up if they lack a regu-
lar health care provider or attend over-
crowded clinics that are strained by the cur-
rent health care crisis. There is limited
research on ethnic differences in delay or
failure to follow-up after receiving an abnor-
mal test result, and studies on this issue have
yielded inconsistent findings.2

Finally, we encourage future research to
adopt a more theoretical approach toward un-
derstanding cancer screening behaviors
among Latinas (and non-Latinas) (see, for ex-
ample, the work of Stein et al.27). Obtaining
screening tests encompasses a complex set of
behaviors. Social, psychological, structural,
and cultural factors may all play a role. The
development of theoretical models that test
the mechanisms by which these factors affect
screening may greatly advance our under-
standing of breast and cervical cancer screen-
ing behaviors among Latinas.

Our analyses indicate that mammogram
screening rates are lower among Latinas
than among non-Latina Whites, a finding
that may be attributable to between-group
differences in SES and health care coverage.
Findings on the effects of SES, quality of
health care, and health insurance coverage
have implications for health care policy. So-
cial inequalities and lack of health insurance
may create barriers to health care for Lati-
nas,28 and health care reform proposals have
not adequately addressed the needs of Lati-
nos and other people of color—especially
women—who are disproportionately repre-
sented among the poor and working poor.29

As Zambrana and colleagues have argued,
there is a tendency to hold individuals ac-
countable for behaviors that are greatly
influenced by broader institutional and soci-
etal factors.30 The percentage of breast can-
cer diagnosed in situ is lower among Latinas
than among non-Latina Whites..9,25,31,32 This
difference in diagnosis of breast cancer—a
disease that can be detected early—suggests
that social inequalities and lack of health in-
surance coverage may be placing Latinas at
a considerable disadvantage.28,33
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