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Although breast cancer rates are lower among His-
panic women than among White women, Hispanics are
more likely to die from this disease if they do get it. This
may be related to the fact that Hispanic women are less
likely to participate in mammographic screening. This
study used a two-stage decision model to describe a
group of rural, Hispanic womens beliefs and attitudes
about breast cancer and mammography. The first stage
consisted of exploratory interviews to identify factors,
both positive and negative, that affect the mammogra-
phy decision. The second stage will use a survey to
weigh the identified factors in order to determine their
jmportance to the decision. This article presents the
stage 1 findings of this study. Twentv-nine rural, His-
panic women between the ages of 38 and 74 partici-
pated in the interviews. The majority had annual in-
comes of <$10,000, and 30% completed <8 years of
education. The subjects identified 18 factors, which fell

" into three general catégories: Kn owledge and Attitudes

(How Well It Works, Personal Risk, Other Ways of
‘Knowing, Fear of Cancer and/or treatment, Belief in
Fate. Cultural Issues), Issues Related to Participation
(Language, Getting There, Time, Cost, Radiation Ex-
posure, Pain), and Social Concerns (Role Model, Re-
sponsibility 1o Self, Responsibility to Others, Influence
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Hispanic women’s beliefs about
breast cancer and mammography

of Family/Friends, Influence of Doctors, Influence of
Society). Verbatim description of each of these factors
are presented. The implication of the findings to health
professionals is discussed. '

Key Words: Mammography—DBreast cancer beliefs—
Hispanic women—DBreast cancer detection—Multiat-

tribute Utility Theory.

Despite advantages in diagnostic methods and treat-
ment, breast cancer continues to be a leading cause of
morbidity and mortality among American WOIen. A
major concern of health professionals is the disparity
in breast cancer survival rates among women. from mi-
nority and low-income populations. For example, even
though breast cancer incidence rates are lower among
Hispanic women than among White womer, Hispanics

, are more likely to die from the disease (1). The major
explanatory factors accounting for this incousistency

are the underutilization of screening techniques and
cultura} attitudes about preventive care (2—6).

'The underutilization of mammography among mi-
nority and low-income women has been well docu-
mented (6~11). The National Health Interview Survey

(12} found that Hispanics consistently reported lower
“participation in screeriing and early detection than did
~ non-Hispanic womén. Thirty-nine percent of white
~ women aged >40 reported “ever” having a mammo-
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gram compared to 26% of Hispanics; likewise, the
rates of mammiography participation in the year priox
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to the survey were 17% for Whites and 13% for His-
panics. More than 31% of the Hispanic sample in this
survey reported that they had never heard of a mam-
mogram, compared to 12.2% of Whites.

A number of studies have examined factors that afe
fect participation in mammographic  screening
(13-20). Although some of these studies have focused
on minority populations, few if any have examined
specific factors affecting rural, Hispanic women.
Many of these studies that have been conducted among
Hispanic women used telephone surveys or self-re-
ported guestionnaires and were conducted in urban set-
tings (8,21-24), The identification of mammography
barriers and facilitators are crucial to the development
of effective and successful health education programs.
Lack of participation in mammography may be related
to the fact that programs designed to inform and en-
courage screening practices are not sensitive to the
special concerns of Hispanic women (6). This study
sought to identify the facilitators and barriers that in-
fluence the mammography utilization patterns of a
group of low-income, rural, Hispanic women.

THEORETICAL FRAMEWORK

The theoretical model that guided this research activ-
ity is a weighted utility model called the Multiattribute
Utility Model (MAUM). The MAUM, which is a deriv-
ative of Subjective Expected Utility (SEU) theory, was
originally developed by economists in the 1950s (25)
and has been applied to health behaviors since the
1970s (26-28). The original purpose of this theory was
to understand how consumers made choices about
products that they purchased, When applied to health
behaviors, the focus of interests is the health CONSumer.

The underlying premise of SEU (and, subsequently,
the MAUM) is that individuals will choose a behavior
that maximizes their perceived personal gains in a given
situation. The level of personal gain is determined by
assessing and comparing the perceived positive and
negative influences on the behavior, Thus, the theory is
used to identify and evaluate the importance of the array
of factors that influence decision makers’ behavioral
choices. This knowledge can then be used to develop
targeted strategies which consider factors determined to
be the most important influences on behavioral choices.
[For more detailed information about the MAUM and
its use with health behavior, see Carter (29.]

The operationalization of the MAUM involves two
stages of data collection. During the first stage, in-
depth, exploratory interviews are conducted among a
- sample of the population of interest. The goal of these

as
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interviews is to identify a complete and inclusive Jist of
factors, both positive and negative, that affect the deci-
sion making process. This is accomplished through the
use of open-ended questions and through the use of
probes during the interview process. The probes con-
sist of ‘information about factors that are already
known to influence the behavior of interest. At the be-
ginning of the interviews, these probes are derived
from the literature: as the study progresses, informa-
tton from the ongoing interviews is added to the list of
probes. The rigor and completeness of these interviews
are crtical to the success of the study.

Once interviews have been completed, a content
analysis is conducted in order to identify specific fac-
tors that influence the behavior of interest. The identi-
fied factors are arranged into a hierarchical scheme;
this hierarchy serves as the foundation for the develop-
ment of a survey. The survey, which is used during the
second stage of data collection, is distributed to an-
other group of subjects from the same population, This
survey will enable investigators to determine the im-
portance of each of the factors by using a weighting

'system. The subjects are asked to “weigh” the influ-

ence of each of the identified factors by responding to

statements that describe the “for” and “against” influ- -

ence of these factors. The weight of each factor i3 then
calculated and ranked in order to describe it relevant
influence on the health behavior decision,

The purpose of this article is to provide a detailed de-
scription of the stage 1 findings of a study of breast can-
cer beliefs and attitudes of a group of rural Hispanic
women using the exact words of the subjects. It is ex-
pected that this verbatim description of the subjects’
concerns will penerate an understanding of the phenom-
enon that is not possible when data are presented in an
aggregate form. This knowledge can be used to provide
health education that is more directly relevant to issues
that have been identified as important by these women.
The specific aims of this stage of the study were (a) to
conduct exploratory interviews in order to identify spe-
cific reasons that Hispanic women do or do not partici-

. Pate in mammography and (b) to develop a hierarchical

scheme of attributes related to Hispanic women’s beliefs
about breast cancer and mammographic Scre::ning. The
hierarchical scheme will serve as the basis of g survey
that will be used during the second stage of the study.

METHODS

Sample Selection
The sample population for this study was selected
from the Hispanic community in the Yakima Valley in
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Washington State. It is estimated that 23.9% of the
popujation in the valley is Hispanic and the majority
are of Mexican descent (30). A first step in the recruit-
ment of the study sample was to select local intermedi-
aries who could assist in the identification of appropri-
ate subjects. Three intermediaries, who consisted of
Hispanic women who worked in social or health agen-
cies in the Valley, were identified with the assistance of
a community health nurse who had provided outreach
services in this community for a number of years. The
intermediaries were provided with a script which de-
scribed the study and which could be used in the re-
cruitment process. They were instructed to identify eli-
gible women (Hispanic, aged 240), to describe the
study to them, and then to invite them to participate in
the study. Some of the subjects were obtained through
the intermediaries’ personal and professional contacts.
Additionally, media sources, including the local Span-
ish language newspaper and the local Spanish lan-
guage radio station, provided public service announce-
ments about the stdy, including an invitation to call
for further information. Interested women were asked
to call one of the intermediaries who served as the co-
ordinator of this process.

Data Collection

The purpose of the explanatory open-ended inter-
views for this first phase was to describe the subjects’
attitndes and beliefs about breast cancer and to deter-
mine factors that may influence their decision to par-
ticipate or not participate in regular mammography
screening. The interviewers consisted of the three
women who served as intermediaries during the re-
cruitment phase. Two of the women worked for social
agency, and one worked for a public health clinic in the
Yakima Valley. All of these women had experience
conducting interviews among Hispanic women; all
were Hispanic, and all were fluent in both Spanish and
English. The interviewers were especially trained by
the investigator to conduct the in-depth and inclusive
interviews according to the methods described for the
Multiatteibute Utility Model. The probes used for this
study were derived from the Literature, including a pre-
vious study by the same investigator (31). The instruc-
tions for the interviewers included practice sessions

- with the investigator as well as a pilot with at least one

sample. The interviewers were instructed to obtain a
written consent from all subjects prior to the inter-
views. The majority of the interviews were tape
recorded with the subject’s approval. In the few cases
when subjects would not agree to be recorded, the in-
terviewers kept notes. For the most part, the mterviews

occurred at the subjects’ homes. In some cases, they
occurred in a private office that was available to the in-
terviewers. |

In order to validate and expand upon information
collected during the interviews, a focus group that in-
cluded the investigator, the three interviewers, and a
convenience sampling of three interviewees was con-
ducted. The focus group consisted of a 2-h session dur-
ing which the women discussed their feelings about
mammography and breast cancer. Information from
the interviews was used as probes to encourage discus-
sion and to expand upon information collected at the
interviews.

Following the interviews, the transcribed tape
recordings and interviewers’ notes were entered into an
Ethnograph program (32) for analyses. The Ethno-
graph was used to identify themes from the interviews
and ultimately specific factors that affected these
women’s mammography decision. These factors were
then arranged into a hierarchical scheme later used to
develop the survey for stage 2 of the study. The follow-
ing section presents selected excerpts from the inter-
views and the focus group in order to provide exam-
ples of the subjects’ descriptions of the identified
factors.

RESULTS

Sample _

A total of 29 Hispanic women participated in this
phase of the study. The mean age of the sample was
52.8 years; the range was 38—74 years of age. {One 38-
year-old subject selected by an intermediary was in-
cluded in the apalysis per the interviewers’ request.)
Over 60% of the subjects were aged 250. Table 1 pro-
vides a dernographic profile of the sample. The major-
ity of subjects had annual incomes of <$10,000, and
>30% had completed <8 years of education. Nearly
80% of the subjects reported their religion as Catholic.
Four of the subjects reported never having had a mam-
mogram, and three of these were aged <50 years. Six
of the subjects stated that they did not know what a
marmuogram was even when the term “breast x-ray”
was used.

Categories of Identified Factors

As a result of the content analysis of the interviews,
three general categories of factors emerged: Knowl-
edge and Attitudes, Issues Related to Participation, and
Social Concerns (Fig. 1). Each of these general cate-
gories included six subcategories: Knowledge and At-
titudes includes How Well It (Mammogram) Works,

Cancer Nursing™, Vol. 19, No. §, 1996




440

M. K. SAIAZAR

TABLE 1. Hispanic marnmography study: demographic

profile of phase 1 subjects

Level of Personal Risk, Other Ways of Knowing about
Breast Cancer, Fear of Cancer/Treatment, Belief in
Fate, and Cultural Issues. Issues Related to Participa-

Phase 1(n=29) Percentage . ~ % Reatar
tion includes Language/Making Arrangements, Get-
Age (years) ting There/Accessibility, Time, Cost, Radiation Expo-
2394 . 18 si'g sure, and Pain. Social Concerns includes Being a Role
50-59 12 41.4 Model, Responsibility to Self, Responsibility to Oth-
>60 8 20.7 ers, Influence of Family and Friends, Influence of Doc-
Fﬂ{"g‘%’g‘é}%m(a””“a’) o5 86.2 tor, and Influence of Society. The following section
10,000-20,000 o 6.9 uses the exact words of the subjects to reflect the
20,000-30,000 0 0.0 meaning of each of these subcategories.
30,000-40,000 1 34 -
ol st .
Mgg,: atus 3 10.3 Knowledge and Attitudes
Married 17 58.6 How Well Mammograms Work
g:{%ar;itgd i }g'g Statements regarding the efficacy of the mammo-
Widowed 5 6.9 gram indicated that most women believed that mam- .
Education mograms had the ability to detect cancer if it was pre-
<8 years 9 81.0 sent. In fact, none of the subjects made any statement
9-12 years 11 37.9 .
>13 years a 138 which would suggest that they thought mammograms
No response 5 17.2 were ineffective. For example, even though the follow-
Religion ing woman had not had a mammogram, she stated “I
Cathoiic 23 75.3 X
Protestant o 8.5 know plenty of women who have had it [mammogram]
Jewish i 3.4 done and I feel that they do it because it’s a good
Other 1 3.4 - :
None 2 6.9 thing.
Mammography
Decisions
Kno;\lt_]lgdge Issues Related Sccial
Altitudes to Participation Concerns
l | I
I l | | l ]
Atitudes Other Influence
Usefuiness of ' Hassle it Roles &
Mammography & 55::;?35 Factors Pag:gtpoa:gon Responsibilities th; s
Fear of : .
Other - : Responsi- :
How well Cancer ||| Belief | | Getting : Rele }{[ P Family/ ,
itworks ||| YS9 ) andror ||| inFate | | Thers |j| Tme || Cost |} Pain | { o [ ibllyto || R Society
Knowing Treatment Self
“Level of Cultural Lﬁgﬁage" Radiatio Responsi-
Persenal lssues A ng_ Ei laurg bility Doctar
Risk m“alenlgts posur o Others

FIG. 1. Hierarchy of factors contributing to Hispanic women's mammography decision.
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Another woman who had had three mammograms
voiced similar support of its efficacy: “I wanted it done
for my own benefit. I felt much better after I had it be-
_ause ] knew I did not have cancer. You feel good when
you have this exam and they say you don’t have any-
thing.” She added, “[c]ancer runs in my family.”
Finally, this confidence in the efficacy of the exam
is further supported by this statement: “I need to have
this exam so 1 will know if I'm all right. It will tell me
whether something is wrong with my breasts.” None of
the women indicated any awareness of controversy re-
garding the exam, nor did any indicate that they felt it
would not do what it was intended to do.

i Level of Personal Risk _
%“ Level of sk was associated with general attitudes
about the usefulness of prevention beliaviors as well as
with beliefs about the perceived causes of breast can-
cer. The range of belicfs about personal risk were re-
flected in a variety of comments made by this group of
women. Some Statements suggested that the subject
viewed the health system as a disease-oriented system;
thus, there was no reasor 1o access services unless one
was ill: “If I felt something was wrong, if I was sick,
then T would go to the doctor. I feel fine so why should
; I go have this exam? I just feel no need for it.” And an-
! other, “I make an appointment if I'm really sick. But
: otherwise I won’t go.” Others however, were more sup-
portive of a prevention orientation: “I dor’t have breast
cancer, but I do have cancer in my family, and so that is
what I’m afraid of. That’s one reason [ have my Pap
Smear and my mammogram.”

The perceived cause of breast cancer also had an ef-
fect on feelings of risk. The following observation was
made by one of the interviewers at the focus session:
«§ome women feel that if you breast feed, you won't
get cancer. So they say they don’t need this examn be-
cause they breast fed their babies.”

The notion that breast cancer is a “female disease”
and that female diseases are associated with sexual ac-
tivity is suggested in the following statement: “Why
should I see a doctor? I'm not being sexually active. [
don’t need to be intimate with men. Why should any-
thing go wrong with my body? It's not being touched.
It's not being mishandled. Why then?”

LI )

et g et i

Other Ways of Knowing

In keeping with the belief that one doesn’t go to the
doctor “unless there is something wrong,” many
women rely on other ways of knowing about breast
cancer. Several comments suggest that some of the
subjects think that symptoms of some sort will occur if
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breast cancer is present and that these symptoms will
be an incentive to seek health care. '

“] haven’t felt the least bit of discomfort. You only
need to have this exam when you feel a pain in your
breast. You need to get this exam when you have a
lump or some discomfort. At that moment, that’s when
one needs to go to the Center de Salud [Health Center]
because cancer of the breast usually causes pain.”

Fear of Cancer and/or Treatment

Some women fear that they will be disfigured if they
get breast cancer. “I am afraid. I don’t want to have an
operation. I wouldn’t want to have one breast big and
one breast small,” said one woman. “If they had to op-
erate on one breast, I would ask that they do the same
thing to the ather breast, so that they are the same ...”

There were several statements, such as the follow-
ing, which suggested a fear of cancer itself: “One
kmows clearly, cancer is something big, true? And
something fatal.” Others expressed fears related to the
response of others to a diagnosis of breast cancer. Of
particular concern was the response of husbands as re-
flected in this statement: “If I were to have this exam
and it was to come back positive, then my husband
would wonder: How did I get this? How is this possi-
ble?” This woman went on to describe what she per-
ceived to be causes of breast cancer, including sexual
activity and a physical mishandling of the body.

' Belief in Fate i

The majority of the women interviewed stated that
they did not feel that breast cancer was determined by
fate. One woman did support this belief stating that
“what God sends, one has to accept.” She went on to
say, however, that although “many times God sends us
illness, he can aiso help us if we have faith.” A more
extreme belief is reflected in the following statement
by another woman: “If I do something bad, then I will
get punished” This woman then speculated, “that
could be why someone gets sick.” '

Citltural Issues™

Several women identified specific cultural barriers
that they felt interfered with participation. Many of
these were described in the third person as if they were
speaking for the community of Hispanic women: “The
Latin women have moral beliefs; it comes from their
roots. We don't want to expose our breasts.” Another
woman said: “It would embarrass me that a man I
didn’t know manipulated my body in this manner. It
embarrasses us Mexican women more than it does a
white person to have an exam like this. I will go to the

Cancer Nursing™, Yol. 19, No. 6, 1996
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doctor when I have my babies. Otherwise it is just too
difficult to endure.” ‘

Some women said they felt disloyal to their hus-
bands if they went to the doctor. They said that when
they discussed a personal part of their body with a
man, even if it was the doctor, they could only perceive
him as a man. “Hispanic women do not feel that it’s ap-
propriate to talk about their bodies, especially to men.”

Some stated that they would only go to a female
doctor. Others stated even that was embarrassing: “The
thought of laying there with nothing on and having the
most intimate part of your body exposed is too much. I
just can’t do it.” Another said that her doctor always
bad his female nurse present when he performed an
exam, and this made it more acceptable to have a male
doctor. The ideal would be, according to one women,
“a women doctor who did not charge too much™

Issues Related to Participation
Getting There/Accessibility

Many women in this Hispanic community tend to be
very isolated. They do not drive, and, therefore, they
have to depend on others to transport them. They may
be virtmally confined to their house unless their hus-
bands choose to take them somewhere. “My husband
works and I can only go if my husband takes me to the
doctor.” .

Some do not have a car within their households.
Others say they have no one with whom to leave the
children (or grandchildren). “I don’t drive. We don’t
have a car. And even if I did drive, who would take care
of the children?” Even if they could get there, access-
ing services was also a serious concern for some.
These women said that they could not access health
services becanse they were undocumented. They are
afraid they will be asked to present citizenship papers.

Language/Communication

“Several of the women in this study spoke only Span-
ish. Despite the fact that there is a large Hispanic popu-
lation in the Valley, many of the service providers do
not speak Spanish. Language, therefore, emerged as an
important barrier to making the necessary arrange-
ments to get a mammogram, “There are many difficul-
ties when you don’t speak the language. You can’t ask
questions and you can’t make an appointment to get
the exam.”

Knowing one camnot communicate with their
provider is a disincentive to seek health care services,

. particularly preventive services. In the following state-

ments, 8 woman explains why she hasn’t had a mam-
mogram: “Because I don’t understand the doctor. They
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speak only English, I speak only Spanish. It embar-
rasses me.” She went on to say, “I suppose if I was re-

. ally sick, Iwouldgo..."

In general, a number of women said that even if
there were not language barriers, they did not know
where to go for a mammogram, how to arrange it, and
even what it is called. The doctors never mentioned it
to them, and they felt uncomfortable asking. “We

aren’t educated to be open and all this. One doesn't -

know how to ask questions or to explain their concerns
to the doctor™

Time -

Time is frequently a barrier for these women, many
of whom work in the field or the canneries. “It’s just
that I haven’t got the time in the day to do it [have a
mammogram]. I can’t leave work and I just have too
many things to do when I am home. [ keep thinking I
will do it fater . . . but I put it off and put it off . . .

Many stated that facilities were not readily available
in these rural settings and that they did not have the
time to go out of their communities to get a mammo-
gram. “You have to go out of your hometown; and I
haven’t got the time . . .  This was complicated by the
fact that transportation was not available: “and further-
more, I don’t have a car so I couldn’t get there any-
how.” Others describe lack of time: “I don’t have the
time. That’s my excuse; I just don’t have the time”

As expected, many women identified cost as an im-
portant barrier. “It costs money and we don’t have the
money. We only have enocugh for the rent.” A woman
who worked in a clinic stated, “[pleople that work in
the fields are short on resources, and often they have
very large families. They simply don’t have money to
£0 to the doctor.”

This was supported by a statement from a woman
who worked in the fields with her husband: “We barely
have money for our family’s needs. I must use the
money to take care of my children. They need food and
clothes. How can I pay for these things [doctor’s visits
and mammograms]?”

Fain”

Most women did not consider pain related to the
procedure 2 factor in their mammography decision.
The few women who did seemed to have a stoic atti-
tude about it: “Yes, the pain can be quite bad, but I
guess you have to take it.”> Another said, “I have a high
pain tolerance so this doesn’t affect me.”
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Radiation Exposure

Possible exposure to radiation from the mammo-
gram did not emerge as an important concern for these
women, As stated by one women, “[y]ou risk radiation
with everything really, even with what you eat. I am
not really worried about radiation with this exam.” The
importance of the exam in relation to the risk of radia-
tion exposure is noted by this women: “There are many
times you can’t say no to x-rays. I have concerns about
this, that something will develop because of this, but I
do it because I think it’s important to have it done.”

Social Concerns
Role Model

Health behaviors may be learned (or not learned)
from one’s parents. “My parents never educated me
this way. They didn’t talk to us about this. I will have it
done because I want my children to know how to take
care of themselves. I have to be a role model for them.”
One woman called it “planting seeds.” She said, “[i}f
we do it, then our daughters will know that they should
do it, too.”

Responsibility to Others

Some viewed their responsibilities as reasons that
they did not have a mammogram. “In Mexico, it is the
tradition that we take care of our families. This is the
Mexican way. It is not for us to be sick; we ignore it.
You ignore everything. You have to be really sick, al-
most dying, when it is too late.”

Conversely, several women commented that the His-
panic women’s strong sense of responsibility was a mo-
tivation to have a mammogram. “One needs to know if
they are sick. We need to think of our children and our
famnily. It takes only a few minutes, and then you have
your whole lifetime to take care of your. children.”

Responsibility to Self

One woman felt that the strong responsibility to fam-~
ily was replaced by a responsibility to self “once they no
longer have children to take care of. Then it’s okay forus
to focus on ourselves and our health care.” Another said
simply, “[o]ne needs to know if they are sick. It’s what
one has to do. If it’s necessary, one has to do it. . . It5 a
personal thing. If we don’t do i, afterwards you're going
to be tormented and only tolerating yourself because
you got sick because you didn't take care of yourself . ..
and you don’t have anyone to blame but yourself”

Influence of Family/Friends
The influence of family, particularly husbands, was
mentioned by several of the interviewees. “There are

the macho husbands. They don’t want their women to
leave the house. They don’t want them to get this.” One
women described how her husband would harass her if
she said she was going to the doctor. He would tell her
al] of the things that the doctor would “enjoy” doing to
her, as if he (the doctor) was doing it for his own plea-
sure.

Influence of Doctor

Many of the women said that they did not know
what 2 mammogram was because “the doctor never
mentioned it to me.” They went on to say the follow-
ing: “No one has told me I needed this. That is why I
haven’t had it done.” As noted by one of the interview-
ers, “many of these women who are over 50, late 50s,
early 60s, say that they have never had a physician
mention having a mammogram.”

On the other hand, some women indicated that the
doctor’s recommendation was the reason that they did
have the exam: “My doctor recommended it to me be-
cause he says it is good to do this exam once every
year. For this reason, [ believe in it . . . ” This was sup-
ported by a women in the focus session who stated that
“if the doctor fails to give information to the women,
they will not get their mammograms. On the other
hand, when the doctor tells the woman to get a marm-
mogram, they will make an effort to comply.”

Influence of Society

Societal influences were less frequently mentioned.
However, a few women mentioned that information
about breast cancer serves to increase Hisparic
women’s willingness to discuss it openly: “Hispanic
worren are hearing a lot more about this (breast can-
cer). It’s announced on TV in Spanish programs. I
think it’s more open now than it was before.” Society’s
message was readily accepted by this woman who was
discussing media coverage of breast cancer detection:
“We are able to find out more these days. If we listen
and pay attention, we will know what we should do. It
is important that we pay attention to these messages.”

DISCUSSION

This study as the first stage of a larger study is in-
tended to provide a general overview of the special con-
cerns of this group of rural, Hispanic women. The ad-
vantage of this presentation is the richness that is
inherent in the words of the subjects as they describe
their breast cancer—related beliefs. Because of the rigor
of the techniques used in this process, it is felt that the
range of beliefs presented here is a broad representation
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of the many concerns that may prevail in other similar
communities. The next stage of the study will determine
how important each of these factors are to other women
within this group of rural, Hispanic women. It will com-
pare the beliefs of women who do participate in marmn-
mography with those who do not participate as 2 means
of understanding factors, both positive and negative,
that may affect the mammography decision.

The subjects in this study had varying degrees of ex-
perience with the health care system. More than 85%
of these women reported that they had never had a
mammogram. The fact that six of these women re-
ported that they did not know what a mammogram was
is particularly troubling in view of the great amount of
publicity that mammography has received in recent

years. This fact alone suggests that we are not reaching

a large segment of our population with the usual media
- and health education programs. Furthermore, even
when programs are developed, there is often a general
lack of attention to developing interventions that are
- sensitive to the cultural concerns of participants (1,23).
There was a wide range of opinions and beliefs re-
flected in the statements made by the women inter-
viewed for this study. There was a general consensus
that mammograms are an effective means of finding
out if something is wrong; yet, there were many and
substantial barriers to participation in this health be-
havior. Many of the women simply did not know any-
thing about mammograms, and those that did often had
misinformation about breast cancer and early detec-
tion. The comments suggest that there is a lack of per-
ceived susceptibility, related to a misunderstanding
about the canses of breast cancer.

In keeping with findings from previous studies
(1,24,35), many statements reflect a general lack of be-
lief in preventive services; rather, health care is seen as
a service for the ill. The lack of belief in prevention
may be related to a feeling of powerlessness, a condi-
tion that often prevails among groups with low socioe-
conomic status who are overwhelmed with the strug-
gles of their day-to-day existence (1). Some of their
comments seem to reflect a degree of stoicism, which,
likewise, may be related to this sense of powerlessness
or helplessness. Statements about pain and radiation
exposure, for example, seem to be saying the follow-
ing: “One must do what one must do”—without con-
cern for the comforts or dangers to one’ self.

Statements related to cultural beliefs were particu-
larly powerful examples of barriers to mammography.
The strong sense of embarrassment, which some re-
lated to their moral beliefs, was clearly an important
disineentive to participating in this procedure. The fact
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that some of them only see their health care providers
when they are pregnant is an indication of the strength
of this cultural feeling.

The number of physical and logistical barriers to
health care services suggests a general lack of a system’
responsiveness to the special needs of this population.
The provision of language and transportation services, it
appears, would alleviate two major barriers to health
care. Even concemns about cost should be less of a bar-
rier than it appears it is with these women. Most are eli-
gible for reduced rate or free services that exist as well
as for public assistance. The fact is they simply do not
know how to access these benefits. Scheduling consid-
erations would be a positive step in alleviating time bar-
riers among working women. Providing mobile services
at the work locations could be a step towards improving
the rates of participation in mammography.

The importance of family responsibilities was
clearly articulated by several women in this study. The
tradition of responsibility towards family even at the
expense of their own needs is deep-rooted and deeply
entrenched in their belief systems. Responsibility as a
barrier or facilitator of early detection is seldom men-
tioned in the literature, but, considering the statements
of these womer, it may have a profound effect on this
group of woren’s health behavior decisions. This re-
sponsibility may be compounded by the attitude of
husbands, who are dominant in many of these house-
holds. Many of these women are already feeling op-
pressed as a result of their poverty. The husbands’ ac-
tive lack of support simply adds another dimension to
this oppression, likely discouraging any inclinations to
participate in preventive behaviors.

The fact that the women felt that their doctor was an
important influence on their decision is supported by
several other studies (7,10,21). The problem with
putting too much importance on this as a strategy for in-
creasing participation is the fact that many of them
hardly ever see their doctors, for some of the reasons al-
ready discussed. Nevertheless, this should be considered
as a factor in health education programs. Assuring that
women who do seek health services are informed re-
garding the usefulness of mammography as a screening
techmique and are encouraged to participate may result
in increased participation among this group of women.

A major limitation of this study was the fact that the
investigator had limited control over the data collec-
tion process. It is possible that the responses of the par-
ticipants may have been influenced by the biases of the
interviewer. The sample size was limited due to fund-
ing constraints; however, it is felt that the size was am-
ple for the purposes of the analyses described in this
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article. Another possible limitation is the fact that the
subject pool may have been limited. Hispanic women
who were muore isolated and intimidated by this
process did not participate in the study. They may have
had concerns that were different than those of the pop-
ulation in this study. A major strength of this study is
the rigor of the process. The findings were enriched by
the method of data collection: the process of obtaining
information in the words of the sample.

CONCLUSION

A number of studies have documented the fact that
Hispanics tend to use health services less than other
ethnic groups (23,33). We must continue in our efforts
to understand the specific concerns of Hispanic
worner. There is a dearth of studies examining issues
that are important to Hispanic women. Furthermore,
the fact that there is great diversity within the Hispanic
community is frequently overlooked. There may be
very different beliefs among Hispanics, depending on
their country of origin and the socioeconomic condi-
tons that predominate in their communities.

Interventions using findings such as these need to be
developed and tested. This type of information serves
as an important base of Kknowledge that needs to be ap-
plied to program development. Too often, programs are

- developed with little concern for the “real” issues that

affect participation. Only by being attuned and resporn-
sive to the specific needs of groups of people can we
hope to be successful in our ultimate effort, which is to
decrease the pain and suffering associated with ad-
vanced breast cancer. '
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