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INTRODUCTION

Breast cancer is the second leading cause of cancer deaths in all women (1). One in every
eight women in the United States will develop breast cancer (2). Breast cancer mortality
can be reduced by up to 50% through regular screening and early detection by
mammography (3). Unfortunately, despite numerous research and intervention efforts,
mammography usage is still underutilized by all groups of eligible women (4). Low
income, minority and elderly groups underutilized mammography most often (5).
Interventions to improve the rates of mammography have varying degrees of success.
Many interventions are unsuccessful because they fail to address the real needs of target
groups, especially underserved populations (6). Studies suggest that lack of insurance is
the most common objective barrier to mammography screening behavior. Recently,
changes in health care insurance options have effectively removed the objective barrier of
lack of insurance. Still, a vast majority of women in the recommended age bracket are not
seeking or obtaining free mammograms. However, many (30%) women with socio-
cultural backgrounds and situations comparable to the non-compliant group have indeed
obtained their mammograms. The purpose of this research is to study these underserved
compliant women who could provide clear insight regarding what triggered their
behavior change. Previously, numerous studies (6-9) explored and documented why
target groups failed to perform healthy behaviors. Very little attention has been paid to
how, despite all barriers, some women are still successful in getting a mammogram. A
novel approach is to focus on what empowers these women to be successful. Our study
would identify the specific driving forces that facilitate compliant women to seek breast
cancer screening. We believe that this research will discover the keys to success in
screening behavior among the underserved women. The identified key factors of these
successful underserved women should be replicable in their non-compliant counterparts.



Table 1. Description of the Activities Accomplished

Statement of Work SOW Accomplished Actual Obstacles
(SOW) Timeline within Timeline

allocated
timeline?

Planning and meeting with Month 1-6 Yes Month 1-6 None
all investigators and
consultant
Hire and train staff Month 1-6 Yes Month 1-6 None
Meeting with MCO Month 1-6 Yes Month 1-6 None
administrators: workout
data exchange and other
polices
Identify study population Month 1-6 Partial-The Month 13 Due to a delay in receipt of the
and select randomized Study claims data it was not possible
sample of the subjects population was to randomize the sample of

identified subjects. Completed prior to
pilot survey.

Select focus group Month 7- Yes Month 7- None
members 12 12
Conduct five focus group Month 7- Yes Month 7- None
in-depth discussions 12 12
Analyze focus group Month 7- Yes Month 7- Analysis done.
information using 12 12
qualitative analysis
software
Prepare semi-structured Month 7- Yes Month 7- None
guide questionnaire 12 12
Preparation of the article Month 13- One article is Month 13- None
from focus group 17 published 17
discussions (see Appendix

A)
Prepare semi-structured Month 13- Yes (see Month 13- None
guide questionnaire 17 Appendix B) 17

Conduct pilot survey on a Month 18- Completed Month 21- DoD IRB approval delayed;
random sample of 90 21 with five 25 lack of availability of survey

unable to be participants; partner agency out
reached of business'and survey

activities stopped
Analyze data gathered Month 18- Completed Month 26- None
from the semi-structured 21 30
questionnaire
Prepare questionnaire for Month 22- Completed Month 31- Research Assistant reisgned.
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final survey 33 34 Workload redistributed.
Finalize questionnaire after Month 33- Completed Month 34- Four months for college
experts' review 38 44 approval to hire new Research

Assistant. Interviews and
hiring completed by month 40.
RA probationary period and 3
month learning-curve
completed before completion
of questionnaire.

Program questionnaire into Month 38- Completed Month 45- Initial consultant unable to
CATI system for telephone 42 47 fulfill obligation. Transferred
interview, responsibility to contracting

agency requiring postponement
of programming until contract
drawn.

Write papers based on Month 43- Two more Month 35- Timeframe adjusted to make
gathered information. 48 published 52 use of RA (above) training

(Appendix A) period. Scope ofjournal
submissions expanded.

Establish policies and Month 43- Completed Month 45- Negotiations delayed due to
contract with survey 45 47 prior obligations of agency as
administering agency well as agency director change.
Receive HIPAA training Month 47 Completed Month 47 None
for staff
Update subject list Month 48 Completed Month 48 Updated subject list and

submitted to survey agency.
Conduct survey Month 49- Completed Month 49- Subject list returned a 40% bad

54 57 number rate. Extended survey
three months to compensate for
difficulty in contacting
population base.

Clean data and begin Month 49- Completed Month 57- Change due to extension of
analysis 54 73 data collection and

reassignment of PI duties
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BODY OF THE REPORT

This section describes the project's statement of work progress.
Table I summarizes the activities.

1. Months 1-6
1.1. Planning and meeting with all investigators and consultants

Meetings were held with all study investigators and consultants during October
1999. The purpose and scope of the study was reviewed and the specific goal of
the meetings was to provide the Principal Investigator an opportunity to gather
feedback regarding the research design, questionnaire development and overall
study implementation. Those in attendance were as follows: From Meharry
Medical College: Dr. Jane Fort, Social and Behavioral Psychologist, Dr. Fred
Ernst, Professor and Director of Research, Department of Family and Preventive
Medicine, Dr. Ron Asta Assistant Professor in Behavioral Science. Professor
Ernst and Dr. Ron Asta are both Behavioral and Clinical Psychologists. From
Vanderbilt University, Dr. David Schlundt, project consultant, is Associate.
Professor with expertise in Analytical Psychology also participated in the
discussions. Newly hired Ms. Tonya Micah, Program Coordinator, was also a part
of these discussions.

During the meetings, the concept of the study was introduced and the best
approach to the research design was explored. Specifically, meeting attendees
were asked, based upon the research design, to make recommendations that would
identify potential health promotion models that could effectively undergird the
development of the questionnaire framework. Additionally the Principal
Investigator prompted brainstorming sessions concentrating on questionnaire
administration strategies and methods that may effectively lend themselves to
capturing the various levels of behavioral influences that may prove to be
significant links to increasing mammogram utilization among underserved women
with healthcare coverage. As a result of this exchange' of ideas and
recommendations, it was decided that the study would use the Precede-Proceed
Model to assist with the questionnaire development (10).
The Precede-Proceed Model was selected because its overriding principle states
that most enduring health behavior change is voluntary in nature and that its
planning process seeks to empower individuals with understanding, motivation,
and skills to actively engage in community affairs to improve their quality of life.
This model clearly provides the avenue necessary to properly identify measurable
behavioral influences or factors. In addition, it transitions easily from a tool for
questionnaire development into the framework necessary for data analysis.

1.2. Hire and train staff

Ms. Tonya Micah was hired as the program coordinator. Ms. Micah has worked
several years in cancer research at Meharry Medical College and was recruited
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from within the institution. Her experience includes research related breast cancer
prevention recruitment and education among underserved populations and she
previously served as the Breast Health Education Coordinator on the DOD grant
entitled Promoting Breast Cancer Screening in a Low Income Managed Care
Population. Due to her experience, her work focused primarily upon the research
design and questionnaire development using literature reviews as a foundation.
Ms. Micah has years of experience working in the community with research
efforts and has a very positive working relationship with the Tennessee
Coordinated Care Network's Health Promotion and Disease Prevention
Department. Her continued professional development during this study includes
training in analysis.

1.3. Meeting with MCO administrators; workout data exchange and other
policies

Tennessee Coordinator Care Network (TCCN) Was contacted regarding their
involvement with the study on August 27, 1999. A meeting was held with the
MCO officials on October 4, 1999 at their corporate head quarters, 210 Athens
Way, Metro Center, Nashville, TN 37228. During this meeting the research effort
was formally introduced to TCCN corporate representatives, Mr. Yigzaw Belay,
M.S., PAHM, Director, Health Promotion and Disease Prevention & Outreach
and Mrs. Penni K. Dickerson, Regional Outreach Coordinator, SE Region. During
the meeting the Principal Investigator successfully secured an agreement from
TCCN to continue to support the breast cancer prevention activities which began
with the late Dr. Robert E. Hardy, M.D., MPH with Meharry Medical College by
way of the newly funded Empowering Factors Breast Health Study.

Mr. Belay assured the study Principal Investigator that this effort would be given
TCCN's full support. A second meeting was held December 15, 1999 to work out
the data exchange and other policies of the partnership. This meeting focused
upon identifying the study population through the use of claims data. The
framework of the profile was discussed in detail and the meeting concluded with
Mr. Belay requesting the study population profile be submitted to him in writing
so that he could follow up with the appropriate departments with TCCN. The
subject profile was submitted in writing to Mr. Belay the same week.

1.4. Identify study population and select randomized sample of the subjects.

The profile of the study population was defined during this period. The study
population criteria include TennCare eligible women, between the ages of 40 and
49 who have had their screening mammograms routinely performed every one to
two years, and annually beginning at age 50. Due to a delay in receiving the
claims data, it was not possible to perform the randomization process, or to
identify the specific women to include in the study within the timeline. The
claims data was received in late September 2000; the randomization was done
during the next project phase.
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2. Months 7-12
2.1. Select focus group members

In light of the delay in receiving the claims data, the partner MCO was contacted
to explore other alternatives to recruiting focus group participants. As a result of
these discussions, focus group members were selected under the direction of Mrs.
Penni Dickerson who used her Outreach staff to recruit those MCO members who
fit the profile. This method of recruitment proved to be very helpful. But due to
the efforts to adhere to the timeline, women with the same profile were also
recruited through the Metropolitan Health Department of Nashville, Project Silver
(Matthew Walker Comprehensive Health Center's Senior Program) and through
Meharry Medical College. These combined efforts resulted in the study
successfully recruiting focus group participants who did fit the appropriate
criteria.

2.2. Conduct five in-depth focus group discussions

To explore the influencing and/or facilitating factors that empower women to
overcome actual and perceived barriers to mammography screening, in-depth
focus group discussions were conducted April-May 2000 at Meharry Medical
College. Eight one-hour discussions instead of five were held to accommodate the
schedules of the women recruited. Twenty-five women participated.

The discussions proved to be very informative and productive. Three main topics
were addressed and the women's responses are as follows:

1. Why did you have your first mammogram? The majority of the women
responded that they received their first mammogram because their doctor
recommended it;

2. What helps you to get your mammogram? The women reported that
knowing their risk for breast cancer and their belief in the benefits of early
detection are the primary influences that encourage them to be routinely screened.
Their responses revealed that they viewed themselves as being personally
responsible for their health. The women made comments and used phrases that
indicated that were knowledgeable about breast cancer preventive measures such
as mammography, self and clinical breast examinations. While the women did not
always use the correct phrases when expressing their experiences and feelings
about breast cancer, they were accurate regarding how important it is to detect
diseases like breast cancer early. Many of the women shared personal stories of
friends and family affected by breast cancer that was not detected early.

3. What really discourages you from having your mammogram?
Interestingly the focus group participants, while being screening compliant,
voiced strong opinions concerning those things about mammography that they
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find to be personally discouraging or discouraging to their non-compliant
counterparts. The women reported problems with the healthcare delivery system.
Receiving poor and unprofessional service at the mammography site topped the
list of healthcare delivery problems. Specifically, having to sit too long in the
waiting room, dealing with technicians who do not take their time to explain the
process, and that are non-responsive to signs or expressions of pain during the
mammogram. One participant commented, "I really didn't want to say anything. I
felt embarrassed because I could feel myself about to cry from the pain.
Deep inside I was hoping that she (the technician) would notice that I was really
hurting and say something but she didn't say anything and I didn't say anything.
It took a lot for me to go back after all of that". The women also reported that the
time it takes to get their test results is too long. Waiting for the results was
described as "being on an emotional roller coaster". One participant stated
"Waiting to find out puts your life on hold; it is all you can think about. I wish
they would just tell me if the mammogram found anything or not and let me go
home in peace".

Despite all of these negative influences, the women's decisional balance places
the lifesaving benefits of mammography above the inconveniences and
discouraging factors reported. Their knowledge and belief in early detection
appears to enable them to overcome these barriers. Other observations about these
screening compliant women include signs that these women are punctual,
organized and articulate. It was observed through group interaction that their
overall problem solving and decision making ability seems to enhance their
receptiveness to adopting health seeking behaviors. For example, remarks
exchanged between the participants often included them sharing problem solving
tips about health and/or family/relationship topics. As a result questions were
included in the questionnaire to capture some of these measures.

2.3. Analyze focus group information using qualitative analysis software

Focus group discussion data were analyzed. The Qualitative Analysis Software,
NUD*IST was not utilized because the sample size is not large enough for a
meaningful content analysis.

2.4. Prepare semi-structured guide questionnaire

The semi-structured questionnaire (Appendix A) was developed during this
reporting period. The questionnaire is comprised of items from three approved
questionnaires. Additional questions were added based upon feedback gathered
during the focus group discussions and literature reviews. The questionnaire was
submitted to Meharry Medical College's Institutional Review Board for approval
in month 12.
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3. Months 13-17
3.1. Preparation of the article from focus group discussions

Twenty-five mammography compliant women took part in focus group
discussions. The demographic characteristics of the focus group participants
suggested that they represent the Low-income Underserved Women Population
and the results compiled from the discussions reflect this population's view of
important issues. Results from focus group discussions were summarized in
several tables. The themes captured in the discussions emerged into three distinct
areas of public health care. The first one focuses on issues related to health care
delivery system; the second one deals with economic issues and the third one
highlights issues that can be addressed with personal empowerment.

The first area of interest addressed multiple dimensions of the health care delivery
system and is published under the title of "How the Health Care System Can
Improve Mammography-Screening Rates for Underserved Women: A Closer
Look at the Health Care Delivery System" (Appendix B, publications). The
second and third areas of interest were combined for an article published later in
the SOW, "Empowering Factors in Repeat Mammography: Insights from the
Stories of Underserved Women. " (Appendix B)

3.2. Prepare semi-structured guide questionnaire

The semi-structured questionnaire was submitted to and approved by Meharry
Medical College's Internal Review Board. Once this approval was received, it
was sent to DOD Regulatory Compliance and Quality Office for review.

4. Months 18-21
4.1. Conduct Pilot Survey on a Random Sample of 90

Eighty-percent (72) of the completed survey questionnaires were received from
the field. There are three regions of the State of Tennessee; West, Middle and
East. West and Middle Tennessee surveys were corfipleted and a major part of
East region was done by month 21. The survey was begun with four months
delay. It was not completed as in the originally planned time frame for several
reasons:

"* The response time for approval of the Human Subject Consent Form DOD
Regulatory Compliance and Quality Office was longer than initially
anticipated.

" Lack of availability of participants: the target population is mostly
working poor and underserved; mobile population, a wrong or no domicile
physical address; availability at home is difficult and when at home a time
for interview is not easy within the frame of daily competing priorities.
Therefore, it takes several attempts to reach one completed interview.
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" Complexity of Community Health Outreach Worker (CHOW)
responsibility and workload: CHOWs work with many different projects
along with this one. It is not always easy one to locate pre-select members
for this survey.

" The pilot survey was conducted by lay health workers employed by the
MCO Access MedPlus, who handles TennCare accounts. Towards the end
of the survey, Access MedPlus lost it's funding through the state program
TennCare and went out of business. The workers conducting the survey
were laid off. As a result, all survey activity slowed and eventually
stopped.

5. Months 18-21
Analyze data gathered from the semi-structured questionnaire

Though the survey was terminated prematurely, only five participants were not
interviewed. Data were entered and error and consistency checks performed. The
data gathered were sufficient to begin analysis once data entry was complete.
Details are in the publication "Empowering Factors for Regular Mammography
Screening in Underserved Populations: Pilot Survey Results in Tennessee"
(Appendix A).

6. Months 22-33
Prepare questionnaire for final survey

Due to Access MedPlus, our partner in administering all of the surveys, going out
of business, we had to transpose our survey structure from an interview style to
telephone. With the time limitations inherent with telephone interviews, questions
had to be collapsed to fit within about 20-25 minutes. Preparation for the final
survey took longer than expected due to the research assistant for the project
quitting in the middle of the survey collection phase in order to pursue other
career opportunities. Duties for preparing the survey were distributed among the
remaining support staff and were completed.

7. Months 33-38
Finalize questionnaire after experts' review

The proposed questionnaire was distributed to several experts for review and
recommendations. These voluntary reviewers included Psychologists, Survey
managers, Health Behavioral Scientists, Public Health Researchers, Outreach
Researchers and Biostatisticians. Due to their voluntary status, responses were
slow in coming back to us. During this time, we also began negotiating with
agencies to administer the final survey. This involved evaluating the capabilities
of each agency and the feasibility of their respective strategies. We also began
conducting interviews to fill the vacant research assistant position.
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Due to a hiring freeze at Meharry Medical College in this year, the Research
Assistant position was delayed in posting as was interviewing and hiring. The
questionnaire was not addressed until the new Research Assistant was adjusted to
the position. Progress on publications was made at this time.

After the probationary and training period for the RA was complete, the
questionnaire for the final survey was completed. See Appendix C.

8. Months 38-42
Program questionnaire into CATI system for telephone interview.

Due to delay in questionnaire finalization, programming for Computer Assisted
Telephone Interview (CATI) was also delayed. The original consultant retained
for the programming removed his application for the project. The decision was
made to shift programming duties to the interview agency which required the
completion of contracts and IRB approval prior to programming commencement.

After the contract with the Metro Nashville/Davidson County Health Department
was agreed upon, CATI programming commenced and was completed.

9. Months 43-48
Write manuscripts based on gathered information.

Reporting of the qualitative and pilot study results was moved up the timeline due
to the new Research Assistant's background in technical writing. This change in
priority was made to take advantage of his skills that did not require a learning
curve and to allow him to become familiar with the study protocol and progress as
well as familiarity with the institution's operational procedures.

Two papers were published at this time;

1. Ahmed NU, Fort JG, Elzey JD, Belay Y. Empowering Factors for Regular
Mammography Screening in Underserved Populations: Pilot Survey Results in
Tennessee. Ethnicity & Disease, 15: (3) 387-394; 2005.

2. Ahmed NU, Fort JG, Elzey JD, Bailey S. Empowering Factors in Repeat
Mammography: Insights from the Stories of Underserved Women. J Ambulatory
Care Manage, 27: (4) 368-375; 2004.

10. Month 47
Receive HIPAA training for all staff

Training for the Health Information Portability and Accountability Act was
obtained through Meharry Medical College for all staff involved with project.

11. Months 48
Update subject list or receive new list from agency

13



Due to the size of the sample obtained from the original agency, now out of
business, the decision was made to continue with that database. The subject list
was updated to comply with HIPAA privacy requirements before being
transferred to the Metro Nashville/Davidson County Health Department. Training
began for the interviewers.

12. Month 49-54
Conduct Survey

Commencement of the survey was delayed due to the difficulties in contracting a
new CATI programmer and finalizing negotiations with the surveying group.
Several weeks into the survey, we became aware of the difficulty in contacting
this population group. The women we were contacting have incomes that average
between five and ten thousand dollars a year. Due to economic pressures, this
population has a very high transience rate.

We extended the original end date for data collection to compensate for this
unanticipated difficulty. Our subject list, approximately 13,000 names, returned a
40% bad number rate, indicating either a disconnected number or that the client
no longer lived at that address. After exhausting options for a higher contact rate,
we terminated data collection. The final number of participants was 704; 350
compliant women and 354 non-compliant.

13. Months 49-54
Clean data and complete analysis

Due to the difficulties in completing data collection, cleaning was delayed. Due to
faculty changes, completion of analysis was delayed. Cleaning and analysis are
now complete.
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KEY RESEARCH ACCOMPLISHMENTS
Preliminary Results
The significant (p< .05) difference between compliant and non-complaint groups are
as follows:

Compliant women were more likely than non-compliant women to:
"* be aware of health care services in the community
"* know of women with or who have died from breast cancer
"* believe that regular mammography screening is necessary for breast cancer

detection
"* take action even if there is no problem in the breast
"* go for a mammography without a doctor's recommendation
"* have self-efficacy
"* know about free mammograms
"* have breast conditions (other than cancer)

Non-complaint women were more likely than compliant women to:
"* report cost as a barrier to medical services and mammography
"* report time barriers (hectic work schedule and family needs) to getting

mammograms
"* have difficulty in remembering schedule
"* be a current smoker
"* be physically inactive
"* be uninsured
"* have no source of usual health care
"* report'a late health checkup (e.g. more than three years ago)
"* describe mammograms as uncomfortable, painful, scary and stressful
"* never have had a mammogram
"* report less chronic disease (high BP, Cholesterol or Arthritis)
"* live in eastern regions of the state

REPORTABLE OUTCOMES
Published Manuscripts
1. Ahmed NU, Fort JG, Micah TH, Belay Y. How the Health Care System Can

Improve Screening Mammography Rates for Underserved Women: A Closer
Look at the Health Care Delivery System. The Journal ofAmbulatory Care
Management 24 (3), 17-26, 2001

2. Ahmed NU, Fort JG, Elzey J, Bailey S. Empowering Factors in Repeat
Mammography: Insights from the Stories of Underserved Women. The Journal
ofAmbulatory Care Management: 27 (4) 368-375, 2004

3. Ahmed NU, Fort JG, Elzey J, Belay Y. Empowering Factors for Regular
Mammography Screening in Underserved Populations: Pilot Survey Results in
Tennessee. Ethnicity &Disease 15 (3): 387-394; 2005
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Published Abstracts
1. Ahmed NU, Fort JG, Elzey J, and Belay Y. Regular Mammography Screening:

Making it Matter. Ethnicity &Disease 15 (3); 521; 2005

2. Ahmed NU, Fort JG, Schlundt DG, Belay Y, Grandison D, Parmies R.
Overcoming barriers to screening mammography in an underserved
population. Insights from the experience of compliant underserved women.
Era of Hope, 1: p1 8-20; 2002

Submitted Manuscripts
1. Ahmed NU, Fort JG, Micah TH, Dickerson P Belay Y. Needed Change in the

Healthcare System: Perspectives of Lay Health Workers on Cancer Prevention
(Submitted to Journal ofAmbulatory Care Management 2005)

Manuscripts in Preparation
1. Larson, C, Ahmed NU, Fort JG. Predictors of Empowering Factors for Regular

Repeat Mammography Screening in a Underserved Low-income Population

PERSONNEL WHO RECEIVED PAY
Nasar U. Ahmed, PhD
Jane G. Fort, PhD
Tonya H. Micah, BBA
Jared D. Elzey, BA
Celia Larson, PhD
Swaroop Purani

OBSTACTLES IN ACCOMPLISHING STATED WORK ON TIME
* Access MedPlus, our initial research partner agency, on October 17, 2001, lost its

contract with the Tennessee State Government TennCare Program. The TennCare
program was enacted to ensure health services for Medicare, Medicaid,
uninsured, and uninsurable, working poor and underserved populations. Access
MedPlus had been providing health services to TennCare recipients for the prior
seven years. Our target group is from underserved populations who came from the
Access MedPlus member pool as TennCare recipients. Due to loss of the contract
with the State, the company is completely out of business and our access to the
target population through was no longer available. Access MedPlus had a large
number of Community Health Outreach Workers (CHOWs) and they were
involved in interviewing the selected members in their territory of service. The
CHOWs were subsequently laid off and unavailable as a resource for the study.

The process of replacing the Research Assistant who left in year three was slowed
due to a hiring freeze at the institution that required special permission to
circumvent. Once the position was posted, the interview process and training
period of the new RA consumed much of the time anticipated for completing the
questionnaire. To compensate, work was completed on one research paper using
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data from the focus group stage of the project and the bulk of a research paper
completed using data from last year's pilot survey.

The expected consultant who was going to program the questionnaire into CATI
was unavailable at the time of questionnaire completion. The burden of
programming was pushed back to the survey agency, requiring a delay in program
completion pending finalization of contract negotiations with Metro
Nashville/Davidson County Health Department. Finalization of agency contract
was delayed due to their backlog of other partnership obligations and a
managerial change at their site location. This delay, in turn, delayed the start of
data collection.

The late start of data collection was further compounded by the difficulty in
reaching such an economically deprived population. Data collection efforts were
extended by several months to reach a statistically feasible database.

After submission of last report, assignment of Principal Investigator was changed
to Dr. Jane Fort as the previous PI, Dr. Nasar Ahmed, left the award institution,
Meharry Medical College. A subcontract for the completion of the project was
subsequently drawn for Dr. Ahmed's new institution, Florida International
University.
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How the Health Care System Can
Improve Mammography-Screening
Rates for Underserved Women: A

Closer Look at the Health Care
Delivery System

Nasar U. Ahmed, PhD
Jane G. Fort, PhD

Tonya H. Micah, BBA
Yigsaw Belay, MS, PAHM

The way care is delivered has dramatic impact on the patient-provider interaction and the outcomes
experienced by the patient. This article explores a deceptively simple but very powerful method for
evaluating and improving care delivery. Mammography is a routine screening procedure. However,
many factors can influence how frequently women seek and obtain mammograms. Twenty-five low-
income women identifying empowering factors and barriers they experienced when trying to obtain a
mammogram. Key words: African American, breast cancer focus group, health care services deliv-
ery, insurance, managed care organization, quality of care, role of physicians, screening-compliant
mammography, underserved

B REAST CANCER IS THE second lead- low as 21% for underserved populations.
ing cause of cancer death in all women Most recently, health promotion and dis-

(American Cancer Society, 2001). One in ease prevention objectives for the nation
every eight women in the United States will (U.S. Department of Health & Human Ser-

IAQII develop breast cancer (National Cancer In- vices, 2000) include Cancer Objective 3-
stitute, 2000). Feig (1988) pointed out that 13: "Increase the proportion of women
breast cancer mortality could be reduced by
up to 50% through regular screening andearly detection by mammography. Today, Nasar U. Ahmed, PhD, Assistant Professor Department ofrarlydet etion ymai emos. eTiy Internal Medicine, Meharry Medical College, Nashville,
mammography remains the most effective Tennessee

means of detecting cancer of the breast early Jane G. Fort, PhD, Assistant Professor Department of

in its development. Unfortunately, despite Medical Education, Meharry Medical College, Nashville,

numerous research and intervention efforts, Tennessee

mammography is still underutilized by all Tonya H. Micah, BBA, Program Coordinator Department
groups of eligible women (Breast Cancer ofInternal Medicine, Meharry Medical College, Nashville,

Screening Consortium, 1990; Burack et al., Tennessee

1989; Centers for Disease Control and Pre- Yigsaw Belay, MS, PAHM, Director Health Promotion and

vention, 1988; Whitman et al., 1994; Yancey Disease Prevention, Tennessee Coordinated Care Network,

& Walden, 1994). Among the groups whose Nashville, Tennessee

utilization is lowest are the low-income, This study is funded by the U.S. Army Medical Research
and Materiel Command Fund #DAMD17-99-1-9288 under

minority, and elderly populations (Siegelt, he project titled Empowering Factors Among Breast Cancer
IAQ2] Frazier, Moridis, Breakbill, & Smith, 1991). Screening Compliant Underserved Populations.

Recent data (Chevarley & White, 1997) JAmbulatoay Care Manage 2001, 24(3),I 11•

show that the utilization rate could be as ®2001 Aspen Publishers, Inc.
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aged 40 years and older who have re- that facilitate compliant groups to rou-
ceived a mammogram within the preceding tinely seek breast cancer screening, and it
2 years." While this objective has nearly been systematically studies the screening-related
achieved for black and white women, there is personal experiences of compliant women.
much work yet to be done for poor and un- These women, if given the opportunity in
dereducated women, particularly given the comfortable settings to express and explain
current commitment to eliminate racial and their decision-making process, may provide
ethnic disparities in cancer screening and a wealth of information about their success
management. in overcoming barriers.

Interventions to improve the rates of The collection of nonstandardized infor-
mammography have varying degrees of suc- mation will help investigators maximize the
cess. Many interventions are unsuccessful discovery of behavioral factors and clues in
because they fail to address the real needs of the process of decision making. The infor-
target groups (Hornik, 1985; Manoff, 1985), mation gathered from these women's stories,
especially underserved populations (Sung comments, and histories will form the basis
et al., 1992). Studies suggest that lack of in- for inductive analysis. During this type of re-
surance is the most common objective bar- search, a theoretical framework may evolve
rier to mammography screening. Recently, to explain the phenomena of their decision-
changes in health care insurance options making process. However we did use some
have effectively removed this barrier. Still, a constructs from the Precede-Proceed model
vast majority of women in the recommended (Green & Kreuter, 1991) as a general guide- IAQ31
age bracket are not seeking or obtaining line to identify, measure, and classify the fac-
free mammograms. However, many women tors that empowered women with the under-
(30%) with sociocultural backgrounds and standing, motivations, and actions needed
situations comparable to their noncompli- to overcome barriers to mammography
ant counterparts have indeed obtained their screening.
mammograms. Focus group discussion was used as a

The purpose of the "empowering fac- part of our planned exploratory research to
tors" research is to study these underserved capture the experiences of mammography
compliant women who may provide in- screening-compliant underserved women
sights regarding what triggered their desired who are members of a managed care
mammography-screening behavior. Previ- organization (MCO). The research explores
ously, numerous studies (Michielitte et al., innovative influencing and facilitating
1989; Owen & Long, 1990; Rosenstock, factors that empower people to overcome
1974; Sung et al., 1992) have explored and actual and perceived barriers in real-life
documented why target groups fail to per- situations and offers an opportunity for dis-
form healthy behaviors. Very little attention cussion and clarification. Although ideally
has been paid to how, despite all barriers, every woman should take responsibility for
some women are still successful in getting her health care needs, a vast majority of
regular mammograms. underserved women are not able to meet that

The study is intended to explore how responsibility. The added burden of meeting
compliant women are successful in over- life's daily demands with limited resources
coming barriers in getting a mammogram. and options creates the need among these
This novel approach focuses on what em- women for more support from the health
powers these women to be successful. Our care system. The health care system could
study identifies the specific driving forces play a major role in reducing the barriers
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to improving women's preventative health sessions, and eight separate focus group dis-
care-seeking practices (Ansell et al., 1988; cussions were held.
Bloom, Grazier, Hodge, & Hayes, 1991; All participants were African American,
Caplan, Wells, & Haynes, 1992; Lacey with the exception of one white woman.
et al., 1989; Lacey et al., 1991; Vernon It is difficult to reach and recruit low-
et al., 1992). This article identifies the key income women for health-related activi-
factors in the health care system that signif- ties such as focus discussion participation.
icantly influence mammography-screening The task is even more challenging when
behavior. These factors were drawn from the pool of eligibility has been narrowed
the responses provided in the focus group to only those who are following the rec-
discussions based upon the participants' ommended mammography-screening guide-
interaction with the health care system in lines. Therefore, the focus discussion ac-
obtaining a screening mammogram. tivity was designed to make participation

extremely attractive and convenient and to
place as little burden as possible on the par-

METHODS ticipants. The incentives for participation in-
cluded $20, a free lunch, free transporta-

During one month period in Spring 2000, tion, and parting gifts (attractive posters and
eight focus groups were conducted with cookbooks).
underserved women who received regu- An average of three participants in each
lar screening mammography in Nashville, group met for 1 hour with a professional
Tennessee. All group discussions were held group moderator. After the giving of in-
in the Training Referral Resource Site at formed consent and an introduction, par-
Meharry Medical College, a well-known his- ticipants discussed personal mammography
torically black college. Using lists provided experiences along with their thoughts, atti-
by the Metropolitan Health Department and tudes, and feelings about what is helpful and
a statewide MCO (Tennessee Coordinated what makes obtaining a mammogram diffi-
Care Network-TCCN) licensed to cover the cult or discouraging.
poor and uninsurable/underinsurable peo- Data captured from the participant's re-
ple in Tennessee, mammography-compliant sponses were then sorted using the frame-
subjects were identified to participate based work of the Precede-Proceed model (Green
upon age and income. & Kreuter, 1991). The findings reported here IAQ4]

The eligible adults were females, were include the use of the participant's words to
40 years of age and older, had no personal paint a clear picture of the developing themes
history of breast cancer, and had no profes- or factors.
sional involvement with health care. While
health insurance status was not a criterion, RESULTS
the method of recruitment provided a sam-
ple of women who all had health insurance Demographic characteristics
through TennCare. Since this study seeks of the sample
to identify mammography-screening barri- Twenty-five regular mammography
ers and empowering factors, only women screening-complaint women took part in
who reported a history of following the focus group discussions. The participants
recommended guidelines for mammography ranged in age from 42 to 80, with a mean
screening were invited to participate. A total age of 60 years (SD ± 11). About 28%
of 25 women participated in the focus group were in the 40-49 age group and the
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50-64 age group and about 44% were in Their experiences and perspectives have
the 65 and older age group. The residences been arranged under the following topics for
of the participants were in and around the ease of presentation, discussion, and making
poor and underserved areas of Nashville. recommendations (see Table 2). ,le12
This sample is generally representative (in
terms of age distribution and geographical Physicians
location) of the underserved population Physicians play a major role in people's
enrolled in the MCO study partner. The ed- health and well-being through recommend-
ucational achievement and income of these ing prevention activities and curative ones.
participants were similar to noncompliant The physician's referral was mentioned as
women. About 28% of these participants did a strong influence on screening mammog-
not complete high school, 52% completed raphy. A good physician-patient relation-
grade 12, and 20% had above a high school ship and having a woman as primary care
education. The mean year of education was physician had a greater influence on getting
11.9 years (SD ± 2.4). About three-fourths breast cancer knowledge and a referral for
of the participants had an annual income of mammography. The following comment re-
less than $10,000, and 17% earned less than flects a consensus among the focus group
$5,000 per year. participants about the importance of the

"physician-patient relationship" in commu-
History of health care nicating trustworthiness for decision making
utilization behavior regarding personal health issues:

All the participants were regular in health I like my doctor because he knows how to talk to

checkups and screening mammography. The people. He don't talk down on me and he don't sugar
reasons for their first mammogram were as coat nothing either. He just tells me straight and he

follows: 36% mentioned the risk factor age, listen when I am worried about something. He takes

32% had the mammogram because of a doc- the time to understand exactly what I am trying to say

tor's recommendation, 24% because of a be- and this makes me feel like listening when he let me

nign lump, and 8% because of a family his- know he was serious about me getting mammogram

tory of breast cancer. As for family history and pap test. We [me and my doctor] have a good

breast cancer relationships, 4% said their understanding of one another.

mother had breast cancer, 4% mentioned The gender of their health care providers
Au: Provide sisters, and 16% mentioned aunts. (physicians, technicians, etc.) was important
Table 1 to a majority women but not all in the focus
citation in Health care system factors affecting groups. The following remark illustrates this
text.

mammography-screening behavior view:
The focus group participants experi-

enced numerous difficulties during their Now me personally, I don't care as long as it is a

regular mammography visits. The following good doctor but I have many friends who have told me

three questions concerning mammography
screening were presented to the groups:

1. Why did you have your first mammo- The gender of their health care
gram? providers (physicians, technicians, etc.)

2. What helps you get your mammogram? was important to a majority women but
3. What discourages mammography not all.

screening?
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that they thought the doctor might be trying to look at I felt myself get a little bit of an attitude. I know how
them funny. You know it's so much on television nowa- to be professional but if you treat me like I am below
days about bad doctors that it makes women afraid that you I will get you straight and some people with these
stuff could happen for real, you know-more afraid of good jobs don't know how to talk to people. Even if
trusting even the doctors at the clinic. For women like you are really good at what you do you do you not have
that, they probably would be more comfortable with a the right to talk down to anybody. I'm not going there
lady doctor. anymore. It may not seem like a big deal but I believe

it is proper to speak when you are spoken to. It won't
Health care facility staff hurt you to speak and it might make that person feel

There are a few steps in the process before better too. Good old fashion manners still go a long
women get a referral from their physicians way when it comes to dealing with the public. Now I

am a strong person but it did bother me that she acted
and many more steps before they receive a like she didn't want to speak to me. I go to another
mammography screening and the test results. place [mammogram facility] now and I have not had
The health care facility staffplay a major role that problem anymore.
in the process and can make it smooth or dif-
ficult. The impression the staff make remains Patient services and facility management
in the minds of the clients and influences The following issues relating to health
whether they come for a mammogram or care facility management were mentioned by
avoid the facility altogether. The focus group participants:
discussion on health care staff indicates that • complicated and repetitive forms and
the following are viewed as positive: a good paperwork
manner, a female provider, explanation ofthe • difficulty in getting an appointment
mammography-screening process, step-by- • too long of a wait in the reception room
step explanation of the test as it is in progress, before seeing a physician or mammog-
and sensitivity toward the discomfort caused raphy technician
by the test. Experienced as negative were the * slow turnaround for mammography test
following: rude and unsympathetic behav- results
ior, a male provider, repeat mammography • receiving of mammography services
due to carelessness and poorly trained tech- from various facilities and different tech-
nicians, rough handling of the breasts, un- nicians
responsiveness to complaints of pain during • keeping of mammography records in
the testing process, use of technical jargon different places
and other unfamiliar words ("big words") The following comment reflects a few of
during communication, and inadequate pri- the difficulties that older women encounter
vacy when being asked sensitive personal when seeking a screening mammogram:
information. A participant shared this com-
ment regarding the importance of having a I get lost easy and it is very stressful for me when
nice staff at the health care facility. I am sent somewhere I have never been before, espe-

cially when I can't get my daughter to go with me.
I went to this one place my doctor referred me for This is why being able to go to the same place every

my mammogram and as soon as I got there I knew I year to get my mammogram really helps me to get the
was going to have a problem. The lady would not look test done. It's a lot of places I just don't go because I
up from her desk when I walked to the counter to sign am not good with directions and I am at an age that
in so I spoke but she snapped off that I should just sign being lost can even be dangerous. Another thing, I like
in and have a seat. I repeated my hello again and made [about going to the same place] is they know me and I
sure that she knew I expected her to speak to me and don't have a lot of surprises. I ask for the same person
she finally spoke but this really turned me off and then before I get there and I try to go when she is there. It's
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like seeing an old friend. She knows me and my breast personal attitudes and experiences and about
and I believe I am getting a better test done because of what they thought would be the attitudes and
this. experiences of others similar to them.

Health care facility It is clear from the responses made in the
focus groups that there is much the health

The physical appearance of the facil- care system can do to improve its contact
ity, the convenience of the location, and with this population of poor and underserved
user-friendly and reliable equipment were women. The first and foremost issue is the
reported as important by the focus group role of the physician. Studies continue to
participants, as indicated by this quotation emphasize the importance of the physician's
from a focus group participant: recommendation for mammography screen-

I go to-hospital for my mammogram and they ing as well as for other procedures. Although
got it set up real nice. You have a locker to put your physicians are busy and patients are usually
clothes and purse and the lock works. And it smells being seen for presenting problems rather
nice like a place women would want to be' They even than for preventive measures, it is important
made sure that the pictures are not of white women or to reconsider the work schedule of the of-
any particular race but instead just pictures of shad- fice and the various resources that might be

,ows of women so nobody will feel they are being left available to assist in the important task of di-
out. I really like that even better than seeing just black rect referral for preventive services. Patient-
women on the wall. The pictures they havejust reminds chart reminders, for example, were found
you that women are women, that's the way it should to be very useful for helping physicians
be. Another thing I noticed was the magazines were to remember to emphasize the importance
not just a bunch of old magazines from somebody's of
house, but good magazines that were recent. I enjoyed mammography screening, and they also
looking at the pictures in the magazines and just when prompt physicians to provide mammogra-
I started trying to read one of the articles, they called phy referrals.
me in to begin the test. But if I had to sit there I could Personal characteristics are important,
watch T.V or read something good and not feel I had not only for the primary health care provider
nothing to do but wait. or physician (Kreuter, Strecher, Harris,

Kobrin, & Skinner, 1995), but for the mam-
DISCUSSION mography technician and support staff also.

While there exists a physician shortage,
The health care system must reexamine particularly a shortage of physicians who

its processes and procedures and determine provide services to underserved popula-
whether the successes to date can be sus- tions, the many avenues being pursued in an
tained and improved in light of the national attempt to address the shortage may prove
commitment to eliminate racial and ethnic insufficient. In any case, it will not always
disparities in cancer screening and manage- be possible to match the race/ethnicity
ment. The lessons learned from this research and gender of the health care providers to
can be useful for sensitizing the system and those of the service or target population.
improving services to underserved popula- However, it may be possible to reorganize
tions. The current project's partnering with the job assignments, particularly in services
an MCO allows the opportunity to exam- that are as personal as mammography,
ine the experiences of poor and underserved and thereby increase the possibility that
women's interaction with mammography- women will be served by women. It is
screening services. The women in the sam- also possible for receptionists to provide
ple were articulate and candid about their
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reminders about the need for mammography that the usual and assumed professional
screening, and some of the many publi- behavior must be reinforced.
cations and/or videos on mammography Management of the complete health care
screening that now exist can be provided process, including mammography, will as-
as waiting room resources. Perhaps simple sist in establishing the desired prevention
changes in clinic activity can lead to behavior and in fostering client compli-
significant improvements in the provision ance with guidelines over time. Consistency
of services to the target populations. strengthens the habit: facilities that provide

The results also indicate that the interper- several procedures and in which technician
sonal interaction is an important element in turnover is low will likely find increases in
the physician-patient dyad. A good relation- the number of clients who comply with the
ship facilitates compliance. The women in referral for mammography screening. Even
the sample pointed out several issues that where there is little or no control over of-
can be addressed through sensitive and in- ferings or staff turnover, procedures can be
creased staff training. Clearly, mammogra- established that would diminish some of the
phy technicians must be sensitive to the na- barriers women face.
ture of the procedure and to each woman's The length of time between arrival for the
individual process; responding in a man- procedure and being seen is an issue, as is
ner that indicates such sensitivity is not the time before feedback is received. While
lost on the client. The more important con- emergencies do occasionally interrupt the
cern is the need for care and competence day's schedule, closer attention to schedul-
during the procedure. The women in the ing and arrival time may serve to decrease
sample were aware of instances when the the average amount of time patients spend
technician appeared to be unsure or in- in the waiting room. It may also be possi-
competent or insensitive. It is important ble to schedule a mammography period that
for screening staff to take care in explain- coincides with the availability of the radiol-
ing the test beforehand and while it is in ogist so that several readings can be made at
progress so that the women know what the time of the visit, allowing the patient to
to expect next. If the necessary personal receive immediate feedback.
health education cannot be undertaken by the The importance of communication, writ-
physician, nurse, or health educator at the ten and oral, cannot be overstated. Corn-
time of the referral, then it must be under- munication is capable of making or break-
taken at the site prior to the procedure. Initial ing a relationship of any kind. Attention to
staff training and periodic refreshers in spe- each step in the process-from scheduling
cific procedures and interactions would di- to registration on arrival, taking the health
minish the likelihood of discouraging clients history, giving procedural directions, and
because of lack of familiarity with the pro- reporting--can increase the ease of mind
cedures or of staff insensitivity. It is evident with which a woman considers her next

screening mammogram. Again, reinforce-
ment of desired and acceptable staffbehavior
may be all that is necessary to make women

The more important concern is the need perceive the procedure as agreeable.

for care and competence during the There may be little that can be done

procedure. about existing facilities other than mak-
ing cosmetic improvements, but attention
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can be directed toward seeing where and dressing room, or provide warmer cover-ups.
how the mammography-screening environ- It is clear that women, even those whose
ment could be improved. When women no- opportunities are limited by education and
tice how pleasant and attractive a facility or economics, are aware of the benefits of
clinic appears as well as how convenient its screening procedures, including mammog-
location is to home or usual travel routes, raphy, and may comply with screening
they will be more inclined to decide in favor guidelines with some moderate changes in
of further contact. It may be that such fea- health care system procedures. It was possi-
tures will override the necessarily unpleasant ble to mobilize the health care system to in-
aspects of mammography. Although the re- crease the screening rates for Pap tests such
sults of the test may be open to question (and that the 2000 target was adjusted upward;
that should be explained), it is still possible it will likely be possible to do the same for
to manipulate the temperature, at least in the mammography screening in all populations.
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Table 1. Focus group discussion participant demo-
graphics and family history of cancer

Percent

Age (in years)
40-49 28%
50-64 28%
65 & over 44%
Total 100%

Annual income
Less than $5,000 17%
$5,000-$10,000 57%
$10,001-$15,000 22%
$15,001 and over 4%
Total 100%

Educational level
Less than 12th grade 28%
12th grade 52%
12th grade+ 20%
Total 100%

Reason for first mammogram
Age 36%
Doctor recommended 32%
Lump in breast 24%
Family history 8%
Total 100%

Family history of breast cancer
Mother had breast cancer 4%
Sister had breast cancer 8%
Aunt had breast cancer 16%
Grandmother had breast cancer 0%
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Table 2. Factors in health care system affecting mammography screening

Positive

Physician
1 Physician referral Yes
2 Good physician-patient relationship Yes
3 Female physician Yes
4 Male physician No

Health care staff
I Nice staff at mammogram facility Yes
2 Good relationship with healthcare staff at mammogram site Yes
3 Mammogram staff explains the process Yes
4 Technician that gets a good x-ray the first time with little discomfort to patient Yes
5 Female healthcare provider Yes
6 Male health care provider No
7 Poorly trained staff at mammogram facility No
8 Mammogram staff using big words that are confusing No
9 Mammogram staff arguing over procedures during the test No

10 Rude and unprofessional staff at mammogram facility No
11 Personal information being asked out loud in the presence of others No
12 Technician not taking time to explain the mammogram process No
13 Mammogram technician not responsive to complaints of pain No
14 Technician handling breast in a rough manner No
15 Fear of multiple compressions due to poor initial x-ray image No

Patient services
1 Getting mammogram results back quickly (2 days maximum) Yes
2 Mammogram being given at the same location yearly Yes
3 Having the same technician each year Yes
4 Being seen for the mammogram at or close to the appointed time Yes
5 Not being kept in the waiting room too long before being seen Yes
6 Health forms that are easy to complete, non-repetitive and user friendly Yes
7 Assurance that mammogram records are being properly kept together Yes
8 Getting feedback about mammogram results before leaving Yes
9 Having to wait too long (no more than 3 days) for the test results No

10 Having to sit a long time in the waiting room before being tested No
Health care facility

I Pleasant and attractive mammography facility Yes
2 Convenient mammography site Yes
3 Pain experienced from having a mammogram No
4 Mammogram screening equipment cold No
5 Mammogram results not always reliable No
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Empowering Factors in
Repeat Mammography:
Insights From the Stories
of Underserved Women

Nasar U. Ahme4 PhD;Jane G. Fort, PhD;Jared D. Elzey, BA;
Stephanie Bailey, MD, MSHSA

[QA1] Abstract: Mammographic screening can reduce breast cancer mortality. Although a significant per-
centage of underserved women obtain regular mammogramic screenings, low income, minority
women undenrtilize mammography and rates of regular screening are low in the general popula-
tion. By structuring focus groups around constructs from the Precede-Proceed Model, our study
explored how these underserved women overcame barriers to be screened on a regular basis.
Twenty-eight items were categorized aspersonalfactors that helped them overcome the barriers:
awareness and knowledge of risk factors (age and family history); knowledge and trust in early
detection and treatment processes; personal responsibility about own health and well-being; and
pride in self and satisfaction with one's own actions. Key words: breast cancer, empowering
factors, repeat mammographic screening, risk reduction behavior, underserved

T HE American Cancer Society had esti- can be reduced substantially by early detec-

mated 40,000 deaths from breast cancer tion through regular mammographic screen-

for 2003, making it the second most corn- ing and treatment (U.S. Department of Health

mon cause of cancer deaths among women and Human Services, 2000). Although there

in the United States (American Cancer Soci- is a debate over the value of mammographic

ety, 2003); 1 in every 8 American women screening (Green & Taplin, 2003), the ma-
will develop the disease (National Cancer jority of well-designed, clinical studies sup-
Institute, 2002). Death from breast cancer port the continued use of mammography

(Humphrey et al., 2002).
Despite numerous research and interven-

tion efforts (Breast Cancer Consortium, 1990;
From the Departments of Internal Medicine (Dr Burack et al., 1989; Centers for Disease Con-
Ahmed and Mr Elzey) and Medical Education (Dr
Fort), Meharry Medical College; Nashville, Tenn; and trol and Prevention, 1988; Jibaja-Weiss et al.,
the Metro-Nashville Department of Health, Nashville, 2003; Lacey et al., 1994; Yancey & Walden,
Tenn (Dr Bailey). 1994) and with nearly all North American
This study was funded by the US Army Medical Re- health organizations recommending mammo-
search and Material Command Fund (#DAMD17-99- graphic screening, it is still underutilized by
1-9288) under the project titled "Empowering Fac-
tors Among Breast Cancer Screening Compliant Under- all groups of eligible women, especially low-
served Populations." We acknowledge Tennessee Coor- income, minority women and elderly women
dinated Care Network for providing us access to their (Seigel et al., 1993). Data show that the rate
members and resources; Mr Yigzaw Belay, MS, PAHM,
director, health promotion and disease prevention, for could be as low as 21% for underserved popu-
his advice; andproject coordinator, Ms Tonya H. Micah, lations (Chevarley & White, 1997). While the
BBA, for her hard work in completing the focus group Healthy People 2010 mammographic screen-
discussion. ing objective 3-13 (70%) had been nearly

Corresponding author: Nasar U Ahmed, PhD, Depart- achieved in 2000 for black and white women,
ment of Internal Medicine, Meharry Medical College,
1005 Dr DB Todd Jr Blvd, Nashville, TN 37208 (e-mail: with 68% and 71% adherence, respectively,
nahmed@mmc.edu). there is much work yet to be done for the
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poor (55%) and undereducated (57%) of all gins with final consequences and works back-
races (Centers for Disease Control and Preven- ward to identify causes. In this case, the final
tion, 2000). Studies have found that about 20% outcome is mammographic screening and the
of eligible women conform to yearly screen- model helps us determine what factors must
ing guidelines during a contiguous 2- or 3-year be present for a woman to seek a mammo-
period (Champion, 1994; Howe, 1992; Lee & gram, or what must precede the outcome.
Vogel, 1995; Miller & Champion, 1996; Zapka Two broad themes emerged from infor-
et al., 1991) and between 1% and 10%, de- mation gathered from our study population:
pending upon the criteria, for 5 years (Lerman (1) the role of the healthcare system in pre-
et al., 1990; Rimer et al., 1991; Yood et al., ventive health behaviors and practices and
1999). (2) a woman's personal responsibility. Al-

Efforts to improve mammographic screen- though the healthcare system can play a ma-
ing rates have had varying degrees of success, jor role in reducing barriers for women to ira-
but have not appropriately addressed the ac- prove their preventive healthcare practices,
tual needs of target groups, especially in un- the responsibility ultimately lies with the
derserved populations (Sung et al., 1992). Al- woman herself. The study's findings on the
though lack of insurance was believed to be role of healthcare were previously published
the most common hindrance, recent changes and included recommendations for changes
in healthcare insurance options have effec- regarding the personal and behavioral char-
tively removed this barrier; however, this has acteristics of physicians as well as healthcare
had little impact. A majority of low-income facility's physical characteristics and manage-
women of the recommended age bracket ment (Ahmed et al., 2001).
are still not receiving or seeking free main- The second theme, personal responsibility,
mograms (Legg et al., 2003). Encouragingly, is explored here. In spite of barriers often
just more than 25% of women with socio- associated with the healthcare system, indi-
cultural backgrounds and situations compara- viduals must take responsibility for their own
ble to their noncompliant counterparts have healthcare needs. The challenge for commu-
obtained regular mammograms or adhere nity health promotion initiatives is not only
to screening recommendations. Although re- to minimize existing barriers but also to iden-
search has studied why target groups fail tify and leverage existing resources and assets,
to produce healthy behaviors (Michielutte ' both internal and external, in order for pop-
et al., 1989; Owen & Long, 1989; Rosenstock, ulations to overcome the barriers. Our focus
1974; Sung et al., 1992), very little attention group participants were underserved women
has been directed to determining how some who indeed took control of their breast can-
women, such as the 25% mentioned above, cer screening needs on a regular basis and
are still successful, despite all barriers, in get- overcame reoccurring challenges with the
ting regular mammograms. limited resources at their disposal. This arti-

The present study used constructs from the cle explores, through their responses, stories,
Precede-Proceed Model as a general guide to comments, and histories, their empowering
conduct in-depth focus group discussions to mechanisms for repeatedly seeking mammo-
gather information about the facilitating fac- graphic screening. This information can stim-
tors and barriers to mammography from expe- ulate initiatives to capitalize on assets among
riences of regularly compliant, underserved the poor and historically underserved.
women. Precede refers to predisposing, re-
inforcing, and enabling constructs in educa-
tional diagnosis and evaluation and Proceed METHODS
refers to policy, regulatory, and organizational
constructs in educational and environmental The project held 8 focus groups to gather
development (Green & Kreuter, 1991). The feedback from 25 women, aged 40 and
advantage of using this method is that it be- older with personal incomes of $15,000 or
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less, who adhered to routine mammogramic ported, related to healthcare system barriers
screening guidelines (1-2 years from ages 40- included physician characteristics, the health-
49 and annually beginning at age 50). The care facility, its staff, and management.
discussions centered on the influences they
considered as either empowering factors or Awareness and knowledge

barriers to breast cancer screening. Groups Many of our participants indicated that talk
consisted of up to 5 participants and the for- shows and radio shows discussing breast can-
mal sessions were for 1 hour. Information col- cer brought the disease to their attention
lected before the formal session included at- initially. Critical life events deepened most
tendance, informed consent, payment record, participants' awareness to a level where the
and demographic characteristics of the partic- individual was predisposed to act; they indi-
ipants. The following 3 questions concerning cated that being aware of their family history
mammogramic screening were presented to and having family members who had faced a
each group at the discussion sessions: cancer challenge made them more sensitive

1. Why did you have your first mammo- to their increased personal risk. Conse-
gram? quently, they were oriented toward and will-

2. What helps you get your mammogram? ing to take responsibility for doing something
3. What really discourages you from having to reduce it. They made comments such as the

your mammogram? following:
All participants identified themselves as

African American, with the exception of one When you know someone close or some-

who identified herself as White. Eight percent one known to you is diagnosed with or dies

of the women had grade 12 or less education, of breast cancer, it opens your eyes.

and 75% had an annual income of less than Then ifyou know that it runs inyourfam-
$10,000. More than one fourth of the women ily, you better watch out.
(28%) indicated that they were aware of a rel-
ative who had experienced breast cancer: 4% These expressions of personalization indi-

had a mother, 8% had a sister, and 16% indi- cate that critical events create very high levels

cated an aunt. Ninety-four percent indicated of awareness and cues to action that, when

they knew someone with cancer, combined with an understanding of cancer
risk factors such as age and family history,
provoke the individual to take care of her

RESULTS health.

Based on discussions and consensus among Knowledge and trust

the investigators, similar responses were col- Our study women had adequate knowledge
lapsed into 28 items that were discussed fre- of the risk factors for breast cancer, knew the
quently and intensely among the group par- benefits of early detection, and had trust in
ticipants. These 28 items were categorized the treatment and screening process. A ma-
as personal factors that influence obtaining jority of the focus group participants learned
regular mammograms: (1) awareness and specific knowledge about breast cancer from
knowledge of risk factors (age and family his- a physician. Their trust in established medical
tory); (2) knowledge and trust in early de- procedures for dealing with breast cancer was
tection and treatment processes; (3)personal indicated by comments such as the following:
responsibility about own health and well- Without routine mammographic screen-
being; and (4) pride in self and satisfaction ing, it may be too late to have the disease
with one's own actions (Table 1). These ele- ing, it may beate t h
ments incorporate predisposing, reinforcing, successfully treated.
and enabling factors (Precede) that influence Getting a regular mammography gives

the outcome. Other responses, previously re- me peace of mind.
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Table 1. Personal factors motivating and inhibiting repeat mammographic screening among the
underserved'

Awareness of disease and knowledge of risk factors
1. Knowing someone who has died from breast cancer or has breast cancer + p
2. Knowing that there is a family history of cancer + r
3. Exposure to breast cancer topic through talk shows and radio shows + p
4. Knowing age is a risk factor + r
5. Knowing family history of breast cancer is a risk factor + p
6. Being told by others that mammography is painful

Knowledge and trust in early detection and treatment processes
7. Seeing a clean mammogram encourages positive health behavior + r
8. Believing in benefits of early detection of breast cancer + p
9. Believing in the reliability of mammogram and assurance experienced as a result of + p

getting the test clone
10. Feeling better prepared because of mammography to deal with breast cancer if it + e

strikes
11. Getting a regular mammogram brings peace of mind that everything is OK + r
12. Knowing and practicing proper breast self-examinations + e
13. Too many tests needed as one grows older is too overwhelming and depressing
14. Fear that mammography may find cancer
15. Reduced urgency'for routine mammography since previous test results were null
Personal responsibility for individual and community health and well-being
16. Personal sense of responsibility for health and well-being + p
17. Being a good role model for the other women in the family by having a mammogram + r
18. Ability to talk to family and friends or other women about breast cancer and other + r

health issues
19. Believing other women are more likely to get routine mammograms if they feel at + r

risk for breast cancer
20. Having other women in the family who are good role models for health and well-being + r
21. Health-sensible lifestyle ("good old fashion values, hard work, prope r rest, + p

wholesome diet, and no bad health habits like smoking, drinking, and running
around")

22. Doctor's visits for regular check-ups + r
Pride in self and satisfaction with one's own actions
23. Having a regular mammogram gives a good feeling about doing something positive + r

for oneself
24. Having a positive attitude helps + e
25. Getting a regular mammogram shows willingness to take control of own health + r
26. Too shy to have a mammogram
27. Worry and stress that occurs as a result of waiting for the mammography test results -
28. Fear of losing a breast, which could affect one's intimate relationship

*+ indicates motivating factor; -, inhibiting factor; p, predisposing; e, enabling; and r, reinforcing factor.

Personal responsibility ing something to reduce their risk of cancer.

A major role in all aspects of life, including This willingness was indicated by comments

preventive health-seeking behavior, is one's such as the following:
personal attitude. Our focus group women Having a positive attitude about myself
were well informed as well as oriented to- helps me to make getting a mammogram
ward, and willing to take responsibility for, do- important.
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Mammography makes me feel better pre- comments such as the following:
pared to deal with breast cancer if it strikes.

Having a mammography makes me a
Getting a regular mammogram gives me good role model for the other women in my

the peace of mind that everything is OK family

I am able to talk to my family and friends
Preventive healthcare-seeking actions about breast cancer

Not surprisingly, one third of the partici- [Having] other women in the family who
pants took the initiative of seeking a doctor are good role models for health.
for their first mammography on the basis
of their knowledge of age and family history as Barriers overcome
risk factors for breast cancer. Others acted af-
ter finding a lump while practicing breast self- these empowering and r foring fac-
examinations. To uncover the belief system tors, awaene and knowledgeaotrs afcand underlying influences that drive these tors, knowledge and trust in the healthcare
amnd u onerlying inflne s trat drive i thsetn process, attitudes of personal responsibility,
women to be more proactive in protecting preventive healthcare-seeking actions, and an
their breast health than do the majority of internal reward system of pride and satisfac-
the female population, we identified the re- tion, all contributed to overcoming barriers
sponses as predisposing, enabling, and rein- the participants readily acknowledged existed
forcing factors (see Table 1). for them. Some indicated that the chance

of finding cancer made it difficult to main-
Pride and satisfaction: Internal tain adherence. Some described mammogra-
reward system phy as painful and several said that the dis-

Besides a personal sense of responsibility comfort of the procedure was discouraging.
for health and well-being, the participants Another inhibitor they described was that as
considered themselves as role models and they age, the number and types of screening
acted accordingly by discussing health issues tests become overwhelming and depressing.
with friends and family. This sense of commu- Also, with increasing age, increased stress re-
nal responsibility can lead to a clear under- sulted while waiting for the results.
standing of risk as well as actions to take to Another interesting barrier was that while
reduce that risk. As one participant said: finding nothing during a mammography is a

relief as well as satisfying and reassuring, a
A woman is more likely to get her main- null finding sometimes produced an overcon-

mogram if she feels at risk for breast cancer fidence; nothing has been found, nothing will

The overall comments of the focus group be found, therefore, mammography loses its
participants indicated an intense determina- priority.
tion to keep breast cancer from becoming a
killer, both personally and among their loved DISCUSSION/IMPLICATIONS
ones. Another participant stated:

I can't stop breast cancer from knocking Urban African American women who are

on my front door, but it won't get past the compliant with the screening guidelines for
breast cancer indicated many barriers that
they must overcome to adhere to recom-

Others, more than half of the participants, mended guidelines. Our focus group partic-
expressed the importance of having been ipants' responses point the way toward the
raised to go to the doctor and to seek cer- design and development of meaningful inter-
tain health services. This family culture of vention efforts that could increase mammo-
health and well-being obligated them to teach graphic screening adherence among poor and
the next generation by example, indicated by underserved insured populations of American
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women. It is clear that several predisposing obtain useful information and support in fol-
factors were at work with these women. They lowing through on the screening. Since tele-
had knowledge of and understood the general vision is a major source of cancer prevention
risk and results of cancer, including experi- information for the urban black population
ences from members of their families, giving of the Southeastern states (Semenya et al.,
them strong reasons to avoid the disease and 1997), it will continue to be important that
to be attentive to procedures that are available cancer prevention efforts utilize televised
and advocated, media as much as possible. Our study women

Participants also evidenced attitudes that indicated that breast cancer as a featured
supported proactive behavior regarding one's topic on radio and television talk shows
health and well-being, developed within their encouraged them to get a mammogram and
family and also in interaction with others. to maintain compliance with the screening.
They were enabled to act on their knowledge, Media companies and healthcare system en-
concern, and interests because their health- tities are increasing their collaborative efforts
care providers were receptive and encourag- to provide information to the viewing and
ing, the services and facilities were available, listening public. Apparently, such programs
and their health maintenance organization are reaching the populace and having an
(HMO) had supportive policies for regular effect. Expanding such efforts and increasing
mammograms, especially through community use of public service announcements may be
lay health workers assisting and encouraging helpful in reaching those women who have
participation in health programs. not yet taken advantage of the opportunity

Perhaps, most important for purposes of available to them to utilize mammography.
sustaining the screening behavior on a con- It may be most beneficial to invite adherent
tinual basis are the observations that these women to serve as role models beyond fam-
women who adhere to recommended mam- ily and friends. Strengthening programs that
mography guidelines found comfort in know- encourage women to work with a "buddy"
ing about and doing what they understood to to schedule and keep mammography appoint-
be the current "state-of-the-art" detection pro- ments or that involve pairing women needing
cess and also that they found satisfaction in mammograms with ones who have had them
being a role model for others. for transportation and escort may help mobi-

As the healthcare system seeks to broaden lize women who do not yet utilize mammog-
its successes, providing simple and basic in- raphy. Certainly, role models are valuable; the
formation about risks may be the first step to women indicated that they look to others for
take with those patients who have access but encouragement and that they return the en-
who are not adhering to guidelines. Women couragement for others as well. Continuing to
who adhere to guidelines say it is important encourage women to tell their stories of suc-
for them to understand their personal risk. cess, not only within their families but also in
Others may not comprehend the personal rel- and beyond their communities, may influence
ative risk for breast cancer if they are un- others to see that the effort to obtain a main-
aware of cancer in their family or among their mogram is well worth it.
acquaintances. Efforts to increase mammo- Since several personal barriers stem from
graphic screening may benefit from providing healthcare system procedures, many can
simple, clear information about the risk for be eliminated by appropriate modifications
cancer and about the capabilities, successes, within the system. The woman's physician
and importance of mammography in early de- or medical director can eliminate those that
tection. The women who are compliant have interfere with mammography compliance,
the information about their personal risk and lessening the burden women carry in their
about how screening can be beneficial. attempts to manage their health. In the earlier

Cancer prevention information in the report on healthcare system barriers, we
media enables women who are interested to indicated that increasing simple direct
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physician-patient messages and interpersonal which they are treated when they come in
sensitivity might provide the most important for a mammogram can lead to positive ex-
differences in adherence. The physician can periences that these women can share with
also manage the confidentiality of patients' others.
records and appointments, the efficiency of These women, empowered by awareness
the mammography procedure itself as well and knowledge of risk factors, knowledge
as reporting the findings, and maintain the and trust in detection and treatment pro-
appearance of the mammography facility cesses of breast cancer, personal responsibil-
such that the experience is more pleasant. ity, and personal pride and satisfaction, over-

While the procedure may be uncomfort- came challenges posed by daily choices about
able, it does not have to be painful. The results priorities. The partnering of women who are
can be given at the time of the procedure, positive about primary and secondary preven-
thereby decreasing, perhaps even eliminat- tion with those who are nonadherent may
ing, the stress experienced with a long wait- prove an important element for increasing the
ing period. Sensitizing mammography staff level of mammography adherence for poor
to the women's perspectives or manner in and underserved women in urban America.
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EMPOWERING FACTORS FOR REGULAR MAMMOGRAPHY SCREENING IN UNDER-SERVED

POPULATIONS: PILOT SURVEY RESULTS IN TENNESSEE

Background: Mammography screening can re- Nasar U. Ahmed, PhD; Jane G. Fort, PhD; Jared D. Elzey, BA;
duce breast cancer burden, however it contin-
ues to be underutilized by low-income wornen Yigzaw Belay, MS, PAHM
even though their health insuraince provides
free mammograms. While a vast majority of
eligible women in Tennessee do not receive
the free mammograms available to them, 25% INTRODUCTION derutilize mammography screening' 2

of women with comparable backgrounds do. with estimates that the rate could be as

Objective: To describe the influences that The present paper describes the pro- low as 21% for under-served popula-

may have led these women to adhere to marn- file of under-served women who are ad- tions. '3 While the Healthy People 2010
mography screening guidelines in order to de- herent to repeat mammography screen- mammography screening objective
velop a case-control study for further research. ing guidelines. The findings are drawn (70% overall adherence) had nearly

from the analysis of results from an em- been achieved in 2000 for Black andDesign: Healthcare workers conducted per-

sonal interviews on mammography knowl- powering factors pilot survey that fol- White women, with 68% and 71% ad-
'edge, attitudes, and behaviors. lowed qualitative research conducted herence,' respectively, much work re-

within the same population and provid- mains to be done for the poor (55%)
Setting: In-home. ed direction for a hypothesis-drivn, and undereducated (57%) of all races.'4

Participants: All were members of the Man- statewide survey currently in progress. Studies have found that approximatelyPariciant: Al wre embrs f te Mn- Approximately 40,0(00 women will
aged Care Organization Access MedPlus with 20% of eligible women adhere to
incomes <200% above poverty. All were ad- die of breast cancer in 2004/2005, mak- screening guidelines during a contigu-
herent to mammography guidelines per mred- ing it the second-leading cause of cancer ous two- or three-year period, Z-'- and

ical records. Fifty-eight respondents were death among women in the United oug re -year shows ta ad
27 er 'though research shows that 19% hadreBlack, 27 were White, and all were at least 40 States.' One in every eight American ceived four mammograms in five years,

years old. women will develop the disease'during <1% received five in that time per-

Results: Participants recognized breast cancer her lifetime. 2 The death rate from breast od.20522
risk factors, warning signs, and the importance cancer could be decreased significantly Efforts to improve mammography
of early detection to survival. 75% reported a through regular mammography screen-
family history of any cancer type, 77% knew ing for early detection and subsequent rates have had varying degrees of suc-
someone who had breast cancer, and 52% treatment.- Although some research has cess, but they have not appropriately ad-
knew someone who had died from it. These questioned the value of mammography dressed the actual needs of target
women expressed that screening strongly re- groups, particularly in under-served
assured them. Willing to work with their doc- screening, 4 most well-designed clinical goupatic ularly inun r-
tors, they trust the health system's ability to studies support the benefit of mammog- populations. Although lack of insur-
treat breast cancer and are generally satisfied raphy use,5 and nearly all North Amer- ance was believed to be the most corn-
with their health care. ican health organizations recommend mon obstacle, recent changes in health-

Conclusions: Repeat regular mammography regular mammography screening for care insurance options have effectively

screening is positively associated with higher women 40 years of age and older, removed this barrier. These changes,

knowledge about risk factors, warning signs, Despite numerous research and in- however, have had little effect on screen-
screening, and treatment. Trust in the health- tervention efforts,6-11 all groups of eli- ing mammography rates. Most low-in-
care system, ability to work with physicians, gible women, and especially low-in- come women of the recommended age
and support by family and friends lead low- come, minority, and elderly women, un- bracket do not seek free mammo-
income, adhering women to be proactive in crac do n seek free mammo-
seeking mammography screenings. (Ethn Dis. grams.24 However, a small group of low-

2005;15:387-394) income women, accounting for slightly
Medicine UE), Meharry Medical College; more than 25%, have obtained regular

Key Words: Breast Cancer, Empowering Tennessee Department of Health (YB); mammograms or adhere to screening
Factors, Mammography, Patient Compliance, Nashville, Tennessee. recommendations. Although multiple
Under-served

Address correspondence and reprint re- studies, indeed most social health stud-
quests to Nasar U. Ahmed, PhD; Chair, De- ies, have examined why certain popula-
partment of Epidemiology and Biostatistics; tions fail to practice healthy behav-
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-
27 little attention has been paid

and Biostatistics, Florida International Uni- ternational University; 11200 SW 8th the

versity (NA), Department of Medical Edu- Street; Miami, Ft. 33199; 305-348-7779; to how some women, such as the 25%
cation (IF), and the Department of Internal 305-348-1093(f); ahmecln@fiu.edu. mentioned above, are successful, despite
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* all groups of eligible Table 1. Demographic, health, and family history of cancer characteristics by race
• . .(%)

women, and especially low- White Black Total

income, minority, and elderly Demographics n = 27 n = 58 N = 85*

Education (mean + SD) 10. 8(2.6) 9.7(5.1)

women, underutilize No formal eduction 18.5 3.4 8.2
Less than high school 29.6 43.0 38.9

ma, mogrp/h• y screening"/ High school 29.6 44.8 40.0
More than high school 22.2 8.5 113.0

with estimates that the rate Incomre
o$l0,200 ;14.3 21.6 19.4

could be as lou as 2100 for $10,201-$15,600 57.1 62.7 61.1

under-served populations. $15,601 28.5 15.7 19.4

Employment status
Unemployed 63.0 63.8 63.5
Employed part-time 18.5 15.5 16.4
Employed full-time 18.5 20.6 20.0

Marital status

barriers to getring regular mamnio- Married 59.3 17.5 31.0
grams. Single (never marriedc 7.4 19.3 15.5

The present study has its theoretical Divorced 18.5 29.8 26.2

roots in "positive deviance" research 28.5 0 Legally separated 0.0 14.0 9.5
Widowed 14.8 19.3 17.9

whichfocuss th emphate sisil uon pou- * Percentages calculated from variability of response rate, not total N.

rions that deviate positively from an ex -_________________________________________
pected norm. In health research, these
populations adhere to healthy behaviors,
though they exist within sociodemo- METHODS gram claims data; and 4) residents of the
graphic groups that are generally non- state of Tennessee.
compliant, predominantly the poor and Participants
under-served. We conducted in-depth The empowerment factors study tar- Questionnaire
focus group discussions with under- gets under-served, low-income women In order to conduct a quantitative
served women adherent to repeat mam- who were members of the TennCare study on our target population, we de-
mography and gathered information program, the State of Tennessee's health- veloped a questionnaire based on the re-
about their facilitating factors in over- care finance reform program that super- suilts of the focus group discussions from
coming barriers to regular mammogra- seded Medicaid in 1994. TennCare the qualitative study".i5 and incorporat-
phy screening. Guided by the results of members include women and families ed questions from the Cancer Supple-

this focus group study; published else- up to 200% above the poverty level. For ment of the National Health Interview
where, ' we developed a questionnaire example, a maximum annual income of Survey and Behavioral Risk Factors Sur-
by incorporating the focus group find- $36,200 makes a family of four eligible veillance Survey. Questionnaire compo-
ings and choosing aspects from the for membership benefits.'4 Uninsurable nents included sociodemographics, can-
Health Belief Model"2 and Precede-Pro- individuals are eligible to buy into the cer awareness, knowledge of risk factors,
ceed Model32

,33 as appropriate to form a program as well. For the pilot survey, we health-seeking behaviors/practices, bar-
theoretical basis for exploring what fac- selected women from the target popu- riers, empowering factors, and open-
tots empower these under-served wom- lations who satisfied all the following ended descriptions of how respondents
en to be successful in their health-seek- criteria: 1) age 40 and above and en- overcame difficulties in getting regular
ing behaviors, including mammography rolled in the TennCare program; 2) mammograms.
screening. This refined questionnaire members of the Access MedPlus man-
was administered in a pilot survey of 85 aged care organization that managed Interview Process
under-served women, all members of portions of Medicaid benefits through Permission for gathering patient in-
the Managed Care Operation (MCO) Tennessee's TennCare program; 3) ad- formation was obtained from the
Access Med Plus, whose records indi- herent to screening mammography TennCare Bureau, Medical Director and

cared adherence to mammography guidelines for four years prior to the Health Services Committee of Access
screening guidelines, study according to TennCare mammo- MedPlus, as well as from the Meharry
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Table 2. Healthcare access, utilization, satisfaction and health risk characteristics (%)

White Black Total
n = 27 n = 58 N= 85t

I have a regular healthcare provider 100.0 94.8 96.5

Usual place of caret:
Doctor's office 88.9 81.() 83.5
Doctor's office and emergency roomr 7.4 22.5 17.7
Emergency room only 3.7 3.4 3.5

Preventive screening

Regular check-up 76.9 86.0 83.1
Blood pressure 100.0 100.0 100.0
Blood sugar 85.2 77.6 80.0
Cholesterol 77.8 74.1 75.3
Pap smear 69.2 84.2 79.5
Eye exam 81.5 84.5 83.5
Dental exam 55.6 47.4 50.0
Hearing exam 22.2 22.8 22.6
Rectal exam 53.8 57.1 56.4

I am satisfied with the service 96.3 87.7 90.5
Doctor interested in my health§ 61.5 76.5 71.4
Doctor answers my questions 46.2 66.7 59.7
Doctor listens 69.2 74.5 72.7
I am respected by the doctor and staff 53.8 60.8 58.4
It is easy to get an appointment 34.6 58.8* 50.6

Doctors take their time when explaining medical procedures 84.6 85.9 85.5
The location of my last mammogram was convenient 88.9 94.8 92.9
I feel better that my mammography records are kept in one place 100.0 96.6 97.6

Overweight 73.1 63.8 66.7
Interest or participation in weight loss program 40.7 53.4 49.4
Exercises regularly 37.0 41.4 40.0
Interest or participation in exercise program 33.3 55.2 48.2
Current smoker/tobacco user 56.3 45.9 49.1
Using prescription drugs 96.3 87.9 90.6
Previous other breast condition 55.6 50.9 52.4

P<.01.
t Percentages calculated from variability of response rate, not total N.
* Multiple responses were possible; total is more than 100%.
§ Subset applies to those satisfied with service. White N = 26, Black N 51.

Medical College Human Subjects Re- age, and regional distribution. After the RESULTS
view Board. Informed consent was ob- survey, we entered data into an MS Ac-
tained from all participating women. cess database and exported them to Sample Demographics
Our study health educator/coordinator SPSS version 1 11 for analysis. A de- Demographics are shown in TFable 1.
trained community health outreach scriptive approach was used to catego- Of the 90 women asked to participate,
workers from Access MedPlus who, su- rize responses from individual survey 85 completed the questionnaire, a re-
pervised by regional team leaders, gath- items. To compare the data between sponse rate of 94%. Twenty-seven
ered data through personal interviews Blacks and Whites, we used indepen- (32%) of the respondents were White,
during home visits, dent chi-square or z tests to explore any and 58 (68%) were Black. Within this

significance differences. A conventional group, a few significant differences were
Statistical Methods P value of .05 or less determined sig- observed between Blacks and Whites

For this segment of the empowering nificance. Since racial differences were concerning demographic characteristics.
factors study, we selected a stratified, minimal to nonexistent, we primarily The difference in mean edticational at-
random sample of 90 women from a report overall results in this paper. How- tainment was not significant, though
pool of 5,518 women in the target ever, we highlight racial differences some differences stand out when
group. Stratification considered race, when distinct or significant. grouped by grade level attainment. Ta-
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ble 1 shows that 3% of Blacks had no
Table 3. Critical life events, knowledge, attitudes, and screening practices M) fl education ompared to a o

formal education compared to approxi-

Total mately 19% of Whites. Approximately
White Black N = 9% of Blacks continued education past

n = 27 n = 58 85*

Critical life events and family history of cancer high school, compared to 22% among

I personally know someone who had breast cancer 68&0 81.0 77.1 Whites.

I personally know someone who died from breast cancer 32.0 60.3* 51.8 Nineteen percent of the women had
Relative with breast cancer 60.0t 27.3 37.5 incomes at or less than $10,200 a year:
First-degree relative 35.0* 13.6 20.3
Relative with cervical cancer 15.0 20.5 18.8 22% of Blacks and 14% of Whites. Six-
Relative with cancer (any type) , 74.1 75.9 75.3 ty-one percent had incomes between

Recognized risk factors $10,200 and $15,600. Nineteen percent
Family history (mother or sister) 92.6* 77.2 82.2 had incomes above $15,600: 16% of
Having relatives who had breast cancer increases the likelihood of

getting the disease 84.0* 53.4 62.6 Blacks and 29% of Whites. Employ-
Age (over 50 more likely) 73.1 59.7 63.9 ment rates were similar across race; of
The disease strikes only older people 4.0 5.1 4.8 the 85 participants, approximately 64%
Diet (high fiber food) 48.0 53.5 51.8
What people eat or drink doesn't affect whether they will get were unemployed, 16% were employed

breast cancer 16.0 25.0 22.3 part-time, and 20% were employed full-

Identified warning signs time.
Lumps 100.0 93.9 95.9 Overall, 16% of the participants
Pain/soreness in breast 89.5 97.5 94.9
Discharge from nipple 94.4 92.9 93.5 were single, and approximately 53%
Swelling or enlargement of breast 90.0 92.3 91.7 were either divorced, legally separated,

Change in shape of breast or nipple 100.0 90.5 93.5
1 believe if I had breast cancer I would be able to look at my or widowed. Approximately 60% of

breast and know 22.2 10.5 14.3 Whites were married compared to 18%
Knows how to examine breasts for lumps 96.2 94.8 95.2 of Blacks.
Practices monthly breast self exam 53.9 61.4 59.1

Knew correct frequency for CBE (yearly) 81.5 70.7 74.1 Healthcare Access, Utilization,
Last clinical breast exam

Within a year' 77.8 91.4 87.1 and Satisfaction
Between 1 and 2 years ago 14.8 5.2 8.2
Between 2 and 5 years ago 7.4 3.4 4.7 Virtually all (97%) of our women

Knew recommended frequencies for mammography (<50 once every reported that they had a regular provider
two years/-50 yearly) 96.2 96.6 96.5 (Table 2); most (83%) received health

Recollection of last mammogram care in a doctor's office, with approxi-
Within a year 74.1 84.5 81.2
Between 1 and 2 years ago 25.9 10.3 15.3 mately 18% saying they also go to an
More than 2 years 0.0 5.1 3.6 emergency room. Approximately 4%

Primary reason for most recent mammogram went to an emergency room exclusively.
Self interest/initiation 45.1 51.7 49.5 In the past 12 months, all participants
Doctor recommended 37.0 27.6 30.6 reported they had their blood pressure
Breast problem 15.4 17.2 16.5
Had cancer 3.7 1.7 -2.4 checked, as well as other health exami-

Severity and susceptibility nations: most (>75%) had an eye exam,
Breast cancer is a very serious problem 96.3 81.0 85.7 a regular check-up, a blood sugar test, a
Any woman is likely to get breast cancer 96.2 89.3 91.5 Pap smear, and a cholesterol test.
Many women are concerned about getting breast cancer 96.3 86.2 89.4
I worry about getting breast cancer 55.5 43.1 47.0 Although significantly more Whites
Breast cancer is likely in my lifetime 44.4 18.9 27.1 (65%) than Blacks (40%, ['<.01) found
Mammography is not needed if breast cancer does not run in the

family 7.7 1.7 3.6 obtaining an appointment difficult,
I am too healthy to get breast cancer 0.0 3.4 2.4 nearly all (91%) indicated they were sat-

Perceived benefit isfied with the health service provided,
If breast cancer is found and treated early it can be cured 96.3 91.4 92.9 and 86% indicated the doctor takes
If treated early one is more likely to return to a normal life 92.0 94.5 93.8
Getting proper treatment is easy 80.0 76.8 77.8 time when explaining medical proce-
Cancer treatment is worth going through if there is at least a small dures. Of those reporting satisfaction

chance of saving my life 96.2 94.7 95.2
Having a check-up once a year is worth the time and effort 96.1 94.7 95.2 with services, most felt respected by the

doctor and the staff (58%), that the

T Percentages falcuted from variability of resp)onse rate, not total N. doctor listens (73%), shows interest in
their health (71%), and answers their
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(Table 3), Blacks significantly more so
Table 4. Barriers faced in mammography screening (%~)' than Whites (60% to 32%, P<_01).

Total Though 38% overall reported a relative
White Black N = with breast cancer, racial differences

n = 27 n =58 85*

Fatalismi were highly significant (P<.001); 60%
Fataismof White women, cornpared to 27% of

Getting the disease is a death sentence 12.0 20.0 17.6 Black women, re p ared to a of

It's too late for me to start worrying about getting breast cancer 8.0 8.9 8.6 Black women, reported having a relative

Getting treated is worse than having breast'cancer 16.0 17.9 17.3 with breast cancer. Additionally, 35% of
There is very little a person can do to reduce their chances of get- Whites and 14% of Blacks (P<.0 1) had

ling cancer 42.3 38.6 39.7 a first-degree relative with breast cancer.
If women have a lump in their breast it is almost always breast can- Significantly more Whites than

cer 3.7 6.9 5.9
Blacks understood that having relatives

with breast cancer is associated with
I have doubts about some things doctors say they can do for rne 26.9 58.1 * 43.8 higher personal risk (84% of Whites
Having an operation for the disease can expose it to air and cause it

to spread 40.0 55.3 50.6 and 53% of Blacks, P<.01) and recog-
Exposure to radiation during a mammogram concerns me 15.4 57.9t 44.6 nize breast cancer in a mother or sister
I am usually afraid of what the doctor will find 26.9 26.8 26.8 as a personal risk factor (93% of Whites
If I had the disease, I would rather not know 24.0 12.3 15.8
Getting tested for breast cancer is painful 20.0 35.8 30.9 a
The chance of finding something keeps me from seeking medical 64% knew that women older than 50

advice 0.0 6.9* 4.8 )years are at a higher risk. Across an array
I am afraid of the pain I may feel when I visit a healthcare facility 8.0 12.3 11.0 of indicators, 92% to 96% of the re-
Doctors make me feel uncomfortable 16.0 5.2 8.4 spondents could correctly identiRi warn-
Breast exams embarrass me 15.4 7.1 9.6 i w

Cost ing signs of breast cancer.

The cost of medical care keeps me from going to the doctor 11.5 13.8 13.1
I have delayed getting treatment due to a high dedluctible 7.4 1.7 3.5 Breast Cancer Screening
Treatment costs so much that I probably can't afford it 36.0 41.1 39.5 Behavior
I would seek more medical services if they were not expensive 44.0 47.3 46.3 Approximately 50% of the women
Not having transportation makes it difficult to keep medical appoint- initiated their most recent mammo-

ments 4.0 22.8* 17.1 gram, while 31% said that the most im-
System portant reason for it was a doctor's rec-

It takes too long to get an appointment 28.0 24.1 25.3 ommendation (Table 3). Nearly all re-
I would have a mammogram only if my doctor recommended it 30.8 37.5 35.4
It is difficult to get time off of work to see a doctor 13.6 3.8 5.3 spondents reported they know how to
I prefer female doctors 44.4 32.8 36.5 examine their breasts for lumps, knew
I have delayed seeking medical care because of worries over insur- the recommended mammography inter-

ance 8.7 9.1 9.0 vals for their age group, and had a clin-
I receive inferior treatment because of my race 0.0 1.7 1.2
I receive inferior treatment because I have little money 3.7 10.3 8.2 ical breast exam in the past 12 months.

* P<.01; f P<.O01.

t Percentages calculated from variability of response rate, not total N. Perceived Severity and
Susceptibility

Most (86%) of our pilot women
considered breast cancer a very serious

questions (60%). Ninety-three percent scription drugs. Most (67%) believed health problem for women and believed
believed that the location of their last they were overweight, with not quite (92%) that any woman is likely to get
mammogram was convenient, and near- half (49%) indicating they were inter- breast cancer. While 89% believe many
ly all (98%) felt better that their mam- ested in participating in a weight-loss or women are concerned about getting
mogram records are kept in one loca- exercise program. Forty-nine percent of breast cancer, less than half (47%) of the
tion. the respondents reported they currently respondents said they, personally, were

used tobacco, worried about it, and 27% thought
Risk Characteristics breast cancer is likely in their lifetime.

With regard to personal health risks, Critical Life Events and Family
about half (52%) indicated a previous History of Cancer Perceived Benefit
breast condition other than cancer (Ta- Fifty-two percent of our respondents Wlsen asked about their trust in de-
ble 2). Nearly all (91%) were using pre- knew someone who had died of cancer tection and treatment methods, about
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Table 5. Underlying factors empowering women for screening N . . . They [the under-served

Total
White Black N = women of the study] are

n = 27 n = 58 85f

Priority concerns empowered by the benefits of
Health 55.6 62.1 60.0 screening and supported by
Finance and money 37.0 33.3 34.5

Self•efficac,/locus of control their friends and families to
Primary trust for health advice

Self 29.6 28.1 28.6 deal with the barriers they
Doctor or nurse 66.7 50.9 56.0 encounter.

I am aware of health services in my community 88.4 84.2 85.6

I would ask the doctor questions even though he/she is busy 92.0 89.4 90.3
I am not ashamed of my body 80.0 79.3 79.6
There are things I can do to prevent getting breast cancer 68.0 45.7 52.4
It is up to me and my doctor to protect me from cancer 100.0 100.0 100.0 Empowering Factors
Having a mammogram reassures me that I am protecting my health 100.0 100.0 100.0 Most of the respondents rated health
Source of support as primary among their personal priority
Having regular mammograrns is very important to my family 96.0 93.1 94.0

Having regular mammograms is very important to my friends 84.0 79.3 80.7 concerns and rated it primary twice as
I am able to talk about health issues with my friends 92.0 98.3 96.4 often than the next most cited category:
My spouse/partner encourages me 75.0* 37.5 48.5 finance and money (Table 5).

First learned about mammography from On questions related to self-efficacy
A healthcare worker or facility 69.2 82.1 78.0 and locus of control, all believed it is up
Friends or family 15.3 8.9 10.9 to them to work with their doctors to
Advertisements or reading material 15.3 8.9 10.9 protect themselves from cancer, and
* P<.Oi. having a mammogram reassures them
t Percentages calculated from variability of response rate, not total N. they are doing their part. Having regular

mammograms is also important to their

families and their friends. Overall, ap-
93% of the respondents said that breast tween Blacks' (58%) and Whites' (15%, proximately 38% of Black and 75% of
cancer could be detected early and P<.001) being concerned about expo- White respondents stated that their
cured, agreeing that early detection and sure to radiation during mammography. spouse or partner encourages them to
treatment could lead to the return of a Twenty-seven percent agreed that they obtain a mammogram (P<.01). Of
normal life. Seventy-eight percent be- are usually afraid of what the doctor those married, 86% of Whites (n=14)
lieved that proper treatment for the dis- may find, but 83% would rather know and 4 0% of Blacks (n= 10) reported be-
ease is easy and 95% believed that can- if they had breast cancer. Eight percent ing encouraged by their spouses. Nearly
cer treatment is worth going through if felt that doctors make them uncomfort- 80% said they first learned of mam-
there is a small chance that it would save able, and 10% felt embarrassment from mography through their doctor, nurse,
their life, feeling that yearly check-ups breast exams, or healthcare facility, approximately
are worth the time and effort. 11% learned of mammography through

System Barriers and Cost friends and family, and another 11%
Fatalism and Fear Approximately one third of the from advertisements and reading mate-

Of the participants, 40% believed a women prefer female doctors and would rial.
person could do little to avoid cancer, only get a mammogram if their doctor
and 18% believed that getting breast recommended it. Perceived cost is an is-
cancer is a death sentence (Table 4). sue for approximately 40% who said Discussion
When expressing fears, 58% of Blacks they probably cannot afford treatment
and 27% of Whites (P<.01) said they or that medical services are expensive. Under-served women share many
doubt what doctors say they can do for Transportation is a significant issue for similar concerns and competing daily
people. Half of the respondents believed Blacks; 23% said not having it makes priorities. However, despite difficulties,

that having surgery could expose cancer keeping medical appointments difficult, some women seek regular repeat main-
to the air and cause it to spread. Highly while 4% of Whites found it a barrier mography screening. Our women are
significant differences were found be- (P<.01). well informed; knowledgeable about the
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cer. They are alert to their perceived sus- Health. Washington, DC: US Government 697-707.
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OVERCOMING BARRIERS TO SCREENING
MAMMOGRAPHY IN AN UNDERSERVED
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Breast cancer is the second leading cause of cancer mortality in U.S. women. Recent
declines in breast cancer mortality have not significantly benefited underserved populations
mainly because of their under-utilization of cancer screening. Providing insurance and
offering free screenings did not significantly increase mammography utilization among
underserved women. However, a quarter of low income underserved women received
routine mammography despite facing numerous barriers. This study attempted to identify
barriers to mammography and explore factors that empowered these underserved women to
overcome those barriers.

This study used in-depth focus group discussion to gather information about the facilitating
factors and barriers to mammography from experiences of underserved women. We used
constructs from the Precede-Proceed model as a general guide to organize focus group
discussions. Eight focus groups were conducted with underserved women ages 40 years
and older, had no history of breast cancer, had no professional involvement with health care
delivery and received regular screening mammography.

Eighty percent of these participants had at least 12-grade education, and 75% had an annual
income of less than $10,000. Forty responses on health care system barriers were classified
as related to: Physicians (referral, physician-patient relationship, and gender of the
physician); Staff (demographics, patient-communication, manners, handling breasts,
discomfort, and technical expertise); Management (waiting for: appointment, to be seen and
test result, complicated paper-work, confidentiality, and record-keeping); and Facility
(physical quality, location, equipment comfort and reliability). Thirty responses were
categorized as personal factors that help overcome the barriers are: Knowledge of risk
factors (age and family history); knowledge and trust in early detection and treatment
process; personal responsibility about own health and well being; and pride and satisfaction
with ones own action and body.

We conclude that knowledge and motivation played the major role to overcoming personal
and system barriers. The system barriers could be addressed by orienting physicians to
provide simple-effective-direct messages, training staff on job skills, interpersonal
sensitivity, observance of confidentiality; reducing waiting time for appointment and to be
seen, reading test results and communicating to patients; maintaining healthy environment
in the facility.

The U.S. Army Medical Research and Materiel Command under DAMD17-99-1-9288 supported this work.
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Access.. .MedPLUS Code Project Code Number:

Date of Interview (MM/DD/YY):

Location of Interview

Start time of interview

Has participant signed the Informed Consent? D Yes or [] No

End time of interview



A. General Information
First, I would like to ask you some general questions
1. What month and year were you born?

2. How many people are in your family?
3. In your family, how many adults ag-e 18 or older?
4. In your family, how many children under age 18?

5. Do you consider yourself ...?
White I
Black 2
Hispanic 3
Other (Specifý' here: 4

7. What was the highest grade of school you completed?
-8. Are you?

Married (currently) I

Single (never married) 2

Divorced 3

Widowed 4t

Legally separated 5

Refused 88

9. Has your marital status affected your ability to seek health care?

Yes I
If yes please describe:

No 2.

10. What is your gross monthly income?

Less thian $425 1
$426-$851 2

$851-41$300 3
$1300-2100 4

$21O0+ 5

Don't Know 6

Refused 88

A. General Information Continued
11. What is your spouse/partner's gross monthly

income?

Less than$425 1
$426-$850 2

$851--$1300 3
$1301-$2100 4

Don't Know 6



Refused 88
12. Are you employed?

YesI
No 2

13. What do you do for a living?

14. Are you working:

Fuli Time 1
Part Time 2

15. If you are not working, what would you say are the reason(s) for not working? (Circle all
that apply)

Believes no work available 1

Laid off 2
Couldn't find any work 3
Disability and other hand..icap 4
Lacks necessary schooling, etc 5
Lack of transportation 6
Can't arrange child care 7
In school or training 8
Retired 9
Famiily responsibilities 1
Currently looking for work 11

Ill.Health 12
Other (specify here 13

A. General Information Continued
16. What kind of insurance do you have?

Medicaid I -.
Medicare 2
T.•nCare 3
If TennCare, which MCO 4

11 MO (Spec i f) 5
Other - specify here: 6

17. Does your insurance pay for most of the cost of a doctor's visit?

Yes

No .2

18. How much is your co-payment? $
19. Do you know your Managed Care Organization's (MCO) transportation provider'

Yes 1
No 2
N/A 3

20. Do you currently have a regular medical doctor you usually go to if you are sick or
need advice about a medical problem?



Yes I

No 2
21. Is this doctor the same as your assigned primary care provider?

Yes
No 2

22. If no, what type of doctor do you usually see?
23. Are you satisfied with all the services your doctor or health care provider gives you?

(if no skip reasons for satisfaction)

Yes (If yes go to next applicable question) 1
No 2

Not sure 3

A. General Information Continued
24. If you were satisfied by your doctor's services, what are the main reasons for your

satisfaction?
CHECK ALL THAT APPLY (DO NOT READ ALOUD)

Doctor makes it easy to get an appointment.1

Less waiting time 2

Doctorgives fast services 3

Doctor takes my phone calls 4

Doctor seems interested in mny health 5

Doctor answers my questions about health care 6

Doctor always listening to my concerns7

Doctor's staff respects me and is friendly 8

Other reasons (specify) 9

25. If you were not satisfied by the services provided to you by your doctor or health care, what are
the main reasons for your dissatisfaction? Check All That Apply. (Do Not Read Aloud).

Difficult to have an early appointment I

Long waiting time 2

Long or extended time in the office 3

Cannot get help on the phone 4

Doctor does not seemn interested in my le~alth5

Doctor does not answer my questions about health care 6

Doctr D not always listening to my concerns 7

Doctor's staff do not respect me 8

*Unable to personally speak to the doctor or provider 9



*Doctor or healthcare practitioner too old 10

*Doctor or healthcare practitioner too yodng 10

*Doctor is from a different race 12

Other reasons (specify) 13

A. General Information Continued
26. Where do you usually go when you are sick or need advice about your health?

Nowhere I

Doctors office or private clinic 2

Company or school health clinic 3

lHtMO (health maintenance organization) 4

VA hospital or clinic 5

Community health clinic 6

Hospital outpatient clinic 7

Hospital emergency room 8

Some other places (describe) 9

27. During the past 2 years, have youi delayed seeking medical care because of worries over
insurance or cost?

Yes 1

No 2

A.' General Information Continued7K
28. How worried or concerned are Very Some A None N/A Persona In

you about Much Little I General

(1) (2) (3) (4) (5) (7)
(6)

a. Health 71 2 3 .4' 5 6 7

b. Marriage/relationships 1 2 3 4 5 6 7

c. Childreni 1 2 3 4 5 ~" 6 7

d. Finance/Money 1 2 3 4 5 6 7

U e. Illness or deathin 1 2 K,3 4 ~,5 6 7
fiamily3

f. Job/Work 1 2 3 4 5 6 7

g. Addiction/Substance 1 2 3 4 5 6 7



abuse
h. Violence 1 2 3 4 5 6 7

i. Others (Specify) 1 2 3 4 5 6 7
29.1 Which are the 3 things that worry you most, starting with the most important as number 1?

a.
b.
C.

A. General Information Continued
30. Do you take prescription medication on a regular basis?

Yes I
No 2

31. During the past 12 mionths, was there anytime when you needed a prescription
medication but could not afford it?

Yes I
No 2

32. Do you think you need to have regular physical exams?
Yes

No 2

a. If YES, what are the reasons you think you need a physical
exam?
Specify hiere:

b. If NO, what are the reasons you think you don't need regular
physical exams?
Specify here:

A. General Information Continued
33. During the past 1 or 2 years, have you done any of the following Test Done Reason for

> health prevention activities (check all that apply)? Test
Blood pressure checked.1.

Blood sugar checked 2:
Cholesterol checked 3.
Skini cancer screening- 4.
Pap smear 5.
Eye examination 6.

~<Hearing, test .7.

Complete physical 8.
Dental chieckup/cleaninig 9.
Rectal exam 10.
Physician breast exam 1H.



Reasons for test being done. Use assigned number in
previous question.

Part of a routine check tip I.
Because of a related problem (or risk factors) 2.

Because I had this problem 3.

Because a family member had this problem 4.

My doctors asked me to do so 5.
My friends suggested me 6.

Other (specify here): 7.

34. Do you have any illness, physical disability, or handicap that hampers day to day

activities?
Yes 1
If yes, specify here:

No 2

B. Health Risk Factors
1. How interested are you in getting Not Somewhat Very Already enrolled or N/

help in each of the following interested interested interested participating
activities? (1) (2) (3) Yes 4 or No 5

a. LosingwitI23 45

a. Exercise 1 2 3 4

b . Stop smokingu 1 2 3 45

c. Stop drinking 1 2 3 4 5

d, IIHealthy eating/Nutrition 1 2 3 4

e. Child rearing/parenting 1 2 3 4 5

f. Stress and emiotionial 12 3 4 5
proble s

g. Career/Job training 1 2 3 4 5

h. Cancer screening 1 3 4 5

~2. Has any doctor ever advised /told you about the following: Yes No Refused

(1) (2) (88)
a. Diet 1 2 88

b. Exercise K1 2 88

c. Smoking 1 2 88

d. Cancer screening 1 2 8.
e. Eye exam 1 2 88



f. Heart disease 18.2 88
g. Stroke 1 2 88
h.. Cholesterol 1 2 88
i. Diabetes 1 2 88
j. Stress :1 2 88

B. Health Risk Factors Continued
2. Please answer yes or no to the following questions: Yes No Refused

(1) (2) (88)
Do you think that you are overweight? 1 2 88

4. Do you exercise regularly? 1 2 88
5. If yes, what activities?

6. If you do exercise, how often do you exercise?
Every day I
I to 3 times a week 2
At least once a month 3
Don't know: 4
Refuses to answer 88

7. Do you belong to any clubs, organiz~ations, churclh or- groups?
Yes I
No 2

If yes, please list here a.

h.

Please answer yes or no to the following questions Yes ,No Refusal
(1) ~(2) (88)

8) Do you smoke or use tobacco now? 1 2 88
9) Have you smoked 5 packs of ci~garettes in your lifetime?
10) How old were you when you started smoking?
11) Who introduced yOu to smo0king? '. 1 2 88
12) If you ever smoked, how long did you begin smoking cigarettes? 1 2 88
13) If you ever smaoked, who introduced you to cigarettes'?
14) Who else in your family smokes or has ever e) Brother

smoked? f) Grandmother
a) Spouse/Partner g) Grandfather
b) Mother h) Other
c) Father
d) Sister

B). Health Risk Factors Cowlntued
15) .If you no longer smoke, how long ago did you quit?



16) Who advised or help you to quit smoking?
17) And what was done or said to help you quit smoking?oki

C. Personal Style
Please tell me whether or not the following statements are true for you. True False Not sure
1. *If I am unable to keep an appointment I call ahead and re- 1 2 3

schedule

2. *My familyand friends often seek my advice when faced with 1 2 3
difficult situations

3. *Others consider me a dependable person 1 2 3

4. *1 seldom miss appointments 1 2 3

5. *1 keep important information like appointments and personal 1 2 3
plans written down

6. *I do most things Iset out to do 1 2 3

7. *1 generally arrive at places on time 1 2 3

,8. 1*11 usually look at my calendar before making plans 1 2 3

9. *1 believe there is healing power in prayer, meditation and faith 1 2 3
in God.

C. Personal Style Continued
10. Who would you trust the most for advice about the following decisions? (only one answer)
1. Self 2. Father 3. Mother 4. Spouse/partner
5. *Children 6.Pastor/Minister 7. .Doctor/Nurse 8. Police

9.Hospitals/Clinics 10. Local Gov't 11. Federal Govt 12. Male friend(s) 13. Female friend(s)
14. Other (specify).

a. Health & Medical issues (preventive services such as mammogram screening surgery,
taking medications, etc)

b. Money and finance (borrowing, investing, etc.)
c. Marriage & Relationships
d. Divorce / separation
e. Education / adult learning
f. Counseling/ therapy
g. Smoking / drinking / drugs
h. Work/job
i. Raising children
j. Violence issues



D. Access & Utilization Section
Please indicate whether the following statements are true for you. Yes No No opinion

1. *1 can get my clinical breast exam and mammogram at work. 1 2 3

2. *1 feel better when my mammogram records are being kept at one 1 2 3
location.

3. *1 prefer to be seen by physicians/nurses that are of my same race. 1 2 3

4. *The location of my last mammogram was convenient 1 2 3

5. *1 prefer a female physician 1 2 3

6. *It would be helpful to me if the healthcare facilities were open during 1 2 3
late evenings and weekends

7. *The staff at the mammography facility makes me feel comfortable 1 2 3

8. *1 receive my mammograms at a place with which I was already familiar 1 2 3
before being sent.

9. *1 have a high co-pay which couli delay me seeking medical services 1 2 3

10. *1 have a high deductible which could delay or keep me from seeking 1 2 3
medical services

11. *1 refuse to be treated or seen by someone other than my own doctor 1 2 3

12. I am afraid to go for health care because the place I have to go is in a 1 2 3
dangerous place.

13. *1 don't get health care because I will lose pay or- time at work 1 2 3

14. l do not receive the proper treatment from the healthcare system because 1 2 3
of myv race.

15. 1 do not receive the proper treatment from the healthcare system because 1 2 3
I do not have a lot of mioney.

E.. Breast Cancer History
1. Is there anyone in your family who has had any type of cancer?

Yes 1

No 2

Don't know 3
Refusal 88

2. What type? (circle all that a. Breast b. Colon e. Prostate d. LuLi ng e. Cervi

apply)
f. Bladder g. Bone h. Stomach i. Liver j. Pancr

Fill in other types of cancers here:

E. Breast Cancer History Continued
2) *From the following list of relatives, do you have any which are Yes No Don't Know

related to you by blood, that have had breast cancer?

a) Mother 1 2 3

b) Grandmother(s) 1 2 3

c) Aunt(s) 1 2 3

d) Sister(s) 1 23



Please tell me whether or not you have had or been told the following: Yes No Refusal
1 2 3

3. Have you ever had breast cancer? 1 2 3
4. Have you ever been told by a doctor that you have some kind of 1 2 3

breast condition, but that it is not breast cancer?

F. Breast Cancer Screening Knowledge, Attitudes
3. In your opinion, how likely is it that you will get breast cancer in your

lifetime?
Very Likely
Somewhat Likely 2
Somewhat Unlikely 3
Very Unlikely 4
Don't Know 7
Refusal 88

Can you name any examinations that can be done to find breast cancer in its very early
stage? (Do not read but circle all mentioned and then ask, "any others?",)

Breast Self Examination 1
Doctor or Nýurse perform clinical breast examination 2
Chest x-ray 3
Mvammrrography 4
Other (specify) 5
Don't Kno:w 7
Refusal 8

TF. Breast Cancer Screening Knowledge titdsCotne
3. What do you think are some warning signs or symptoms of breast cancer? (Do not read.

Check all mentioned. After respondents give their answers, ask, "any others?")

LUMPS in breast I
Shortness of breath 2
Pain, soreness, burning in breast 3
Nausea 4
SCloudy or bloody discharge from nipple .
Swelling or enlargement of one breast 6
Change in shape of breast or nipple 7
Discoloration 8
puckering, of the skin of the breast 9
Enlargement of lymph nodes 10
Unusual swelling of the uipper arm I I
Don't know 12
Other (specify) here: 1



Refusal 88

F. Breast Cancer Screening Knowledge, Attitudes (BSE)
Please answer the following Breast Self Examination Questions Yes No Refusal
1) Do you know how to examine your breasts for lumps? (if no skip the 1 2 88

next question)
2) Do you examine your breast for lumps? 1 2 88

Circle the choice, wi hich is closest to the response.
3) How often do you examine your breast for lumps?

Whenever she thinks about itI
Yearly 2

SIMonthly 3
Weekly 4

Daily 5
Refusal 88

F. Breast Cancer Screening Knowledge, Attitudes (BSE Continued)

4) Who taught you how to examine your breasts?

Doctor I
Nurse 2

Other health professional 3
Mother 4

Friend 5
Sister 6

.Relative 7.. .: : : .

Video 8
Read in a book, magazine, etc. . . 9
Learned in class or meeting 10

Other (specif, here): 1:
(:For subjects who answer no to examining their breast).
5) Women have many reasons for not examining their breasts. What would you say are the

reasons you do not examine your breast?

Doctor or nurse does it1
Husband or partner does it 2

No cancer in the family 3
Afraid of what I might find 4

Doctor said not necessary 5
I couldn't find anything 6
Can't remember to do it 7
Just don't do it 8

Don't know how to do it0

Other (Specify) 10
Refusal 1I



F. Breast Cancer Screening Knowledge, Attitudes (BSE Continued)
Women have many reasons for not examining their breasts. What would you say are the
reasons women do not examine their breast?

Doctor or nurse does it I
Husband or partner does it 2

No cancer in their family 3
Afraid of what they might find 4

Doctor said not necessary 5
They couldn't find anything 6
Can't remember to do it 7
Just don't do it 8
Don't knjowý how to do it 9
Other (Specify) 10
Refusal 1I

Clinical Breast EExamination Practices

2) How much have you heard about a clinical breast examination, which is when the breast
is felt for lumps by a doctor, nurse or medical assistant?

Nothing at allI
Very little 2
Fair amnUont 3
Great deal 4

2) About how often should a w•voman at your age have a clinical breast exam?
Weekly 1
Monthly 2
Yearly 3
Less than once a year4
Only when there is a problem 5
Only when a doctor or nurse recommiends it 6
Don't know 7

Refuisal 8

F. Breast Cancer Screening Knowledge, Attitudes Continued (CBE
Continued)

3) When did you have your last clinical breast exam?
Within the last year I
Between I and 2 years ago 2
Between 2 and 5 years agýo 3.
More than 5 years ago 4
Don't know 5
Refusal 8

4) Have you ever had a clinical breast exa. where the results were not Yes No RF
normal? Not normal" meaning a problem found in the breast. I . 2 3



5) Did your doctor ask you to have additional tests because your results were 1 2 3
not normal?

6) Did you have any additional tests? 1 2 3

7) Did you have any surgery or other treatment? 1 2 3

8) Did the breast exam, additional tests, surgery or other treatment indicate 1 2 3
,that you had breast cancer?

9) If yes, in which year? And in which hospital? (fill here):

Mamm ogram
3) How much have you heard about a mammogram which is when an X-ray is taken only of

the breast by a machine that presses the breast while the picture is taken?

Nothing at allI
Very little 2

Fair Amo1unt 3
Great Deal 4

RE 88
2. About how often should a woman at your age have a mammogramn?

Weekly I

Monthly 2
Yearly 3

Less than once a year 4
Only when there is a problem 5
Only when a doctor/nurse recomms) ends *6
DK 7
RE 88

3. Has a doctor or nurse ever recommended that you have a miammogramn?
Yes I
No 2
RF 88

4. When did you have your very first mammogram?

Within the last year
Between I and 2 years ago 2
Between 2 and 5 years ago 3

More than 5 years ago 4
DK 7

RE 88

F. Breast Cancer Screening Knowledge, Attitudes Continued
(Mammnogramn Continued)
5. Women have many reasons for not having mammogram. What would you say are the

reasons women do not get mammograms?

Procrastination

Don't know they should 2



Not needed 3
Cost too much 4
No insurance coverage 5
Don't go to the doctor's office 6
Don't have a doctor 7
Not recommended 8
Too embarrassing 9
Haven't had any problems 10
Fear 11
Don't know where to go 12
Haven't thought about it 13
Could not remember to schedule one 14
Doni't trust doctors/healthi system 15
Afraid doctor might find cancer 16
Other (Specify) 17
RF 88

6. What would you say are the main reasons that you had a mammo.ogram?
(circle those reasons given)

Because of a breast problem 1
Because I already had breast cancer 2
I know it can save my life 3
My relative(s) (mother, aunt.. etc),had breast can-cer 4
My friends recommended it 5
1 attenided a health fair 3
I read the pamphlet of the NCI (ACS) 7
My doctor recommend it or : -,ferred me 8
My doctor made me understand the benefit 9
My i[ISurance covers the service 10
Better to find out now than be surprised later 11
My churchi / cluib arrangied it 12
Other reason specify here: 13

F. Breast Cancer Screening Knowledge, Attitudes (Mammogramr Continued)
7. When did you have your last mammogram?

Withiin the last year I
Between 1 and 2 years ago 2
Between 2 anid 5 years ago 3
More than 5 years ago 4
DK7
RF 88

8. Have you ever had a mammogram where the results were not normal? "Not normal"
meaning problems found in the breast.

Yes I
N•o 2



RF 88

9. Did your doctor ask you to have additional tests because yourresults were not normal?

Yes I

No 2
RF 88

10. Did you have any additional tests?

Yes 1

No 2

RF 88

11. Did you have any surgery or other treatment?

Yes I

No 2
RF 88

12. Did the mnammogrami, additional tests, surgery or other treatment indicate that you had
breast cancer?

Yes 1

No 2
RF 88

13. If yes to question 30, in which year?

14. If yes, in which hospital?

F. Breast Cancer Screening Knowledge, Attitudes (Knowledge & Attitude)

I am going to read a series of statements abov t breast
cancer. Pease tell mie whether you strongly agree, agree,
disagree, strongly disagree or undecided with each ~ 4

statement. o

1. Many women are concerned about the possibility of 1 2 3 4 5 88
getting breast cancer.

2. Women over 50 are more likely to get breast cancer. 1 2 3 4 5 88

3. Women whose mothers or sisters have had reast 1 2 3 4 5 88
cancer are most likely to get breast cancer.

4. Women under -50 are more likely to get breast 1 2 3 4 5 88
cancer.

5. Any woman is likely to get breast cancer. 1 2 3 4 5 88

6. If breast cancer is found and treated early it can be 1 2 3 4 5 88
cured.

7. Women who have their first child after age of 30 are 1 2 3 4 5 88
more likely to get breast cancer.

"8. If a woman has a lump in her breast it is almost 1 2 3 4 5 88
always breast cancer.

9. I worry about getting breast cancer 1 2 3 4 5 88

10. By doing a self-breast exam often, it is possible to 1 2 3 4 .5 88
find breast cancer in time to cure it.

66



11. Women who do not have children are more likely to 1 2 3 4 5 88
get breast cancer.

12. Mammography is not needed if breast 1 2 3 4 5 88
Cancer does not run in your family.

13. I believe if I had breast cancer I would 1 2 3 4 5 88
be able to look at my breast and know.

14. How much have you heard about current treatment allowing the doctor to remove only the
part of the breast that has the cancer if it is detected very early?

Nothing at all

Very little 2
Fair amount 3

Great deal 4
RF 88

F. Breast Cancer Screening Knowledge, Attitudes

(Knowledge & Attitude Continued)

For each of the following statements about breast cancer, please indicate

your choice.

15. Getting the disease is a death sentence for most people. 1 2 3 4 5 88

16. If I had the disease, I would rather not know about it. 1 2 3 4 5 88

17. There are some things I can do to prevent getting the 1 2 3 4 5 88
disease.

18. Getting tested for the disease is very painful. 1 2 3 4 5 88

19. It's too late for me to start worrying about the disease 1 2 3 4 5 88
now.

20. What people eat or drink doesn't affect whether they will 1 2 3 4 5 88
get the disease.

21. Having an operation for the disease can expose it to the 1 2 3 4 5 88
air and cause it to spread.

22. Disease treatment costs so much that it that it would 1 2 3 4 5 88
probably be more than I can afford.

23. Getting treated for the disease is often worse than having 1 2 3 4 5 88
it.

24. If treated for the disease early one will be more likely to 1 2 3 4 5 88
return to a normal life.



25. Getting proper treatment for the disease is easy. 1 2 3 4 5 88

26. The disease only strikes older people. 1 2 3 4 5 88

27. Eating high fiber foods (bread) decrease the risks of 1 2 3 4 5 88
getting the disease.

28. Having other family members who had cancer. 1 2 3 4 5 88

G. General Health Knowledge

I am going to read a series of statements about ,
behaviors. Please tell me whether you believe that these .
behaviors would make it more or less likely to get = - -

cancer. ---'

1. Eating lots of fresh fruits and vegetables. 1 2 3 4 88

2. Smoking cigarettes or chewing tobacco 1 2 3 4 88

3. Getting exercise 1 2 3 4 88

4. Having radiation treatment or x-rays 1 2 3 4 88

5. Having a lot of stress in your life 1 2 3 4 88

6. Eating foods high in fat, such as bacon, sausage, 1 2 3 4 88
cold cuts, oils, margarine and dairy products
such as whole milk and butter

7. Being Black 1 2 3 4 88

8. Being White 1 2 3 4 88

9. Getting a bump or hard hit to the body 1 2 3 4 88

10. Eating high fiber foods such as whole grain 1 2 3 4 88
breads and cereals, fruits, vegetables

11. Drinking alcohol. 1 2 3 4 88



G. General Health Knowledge Continued
Now, I am going to ask you some questions about your health knowledge, attitudes and exams.

12. How would you say your health is in general?
Poor

Fair 2

Good 3

Excellent 4

No opinion 5

RE 88

13. How would you say your health is compared to other women who are close to you in age?

Much worse I

Worse 2

Same 3

Better 4

Much better 5

RF 88

14. How serious do you think breast cancer is as a health problem for women?
Not so serious I

Somewhiat serious 2

Very serious 3

RF 88

15. Have you have your most recent general physical examination?

Year:

Month
'R " 88

G. General Health Know-ledge
16. I am going to read a list of factors; in your opinion, which are the ones you think would

increase a person's chance of getting cancer. (circle choices)

Hig-h blood pressure I.

Diabetes 3
H igh. cholester ol 4

Being overweight 5

IFamiy hiistory 6
Lack of exercise 7

Grow ing Older S

Too much sugar 9
Drug use : ' _ :1O•

High fat diet 13

Too miuch salt 14

Caffeine 15
Sudden Weight Loss 16



Unprotected sex 17
Promiscuous sex (Multiple sexual, partnersý) 18

Chewing Tobacco 19
Being Female 20
Being Male 21

H. Barriers to Cancer Screening

For each statement, check the one
answer that comes closest to the way • "
you feel 4

4) Cancer treatmentvwould be worth going 1 2 3 4 5 88
through if there was a small chance that
it would save my life

2) There is very little a person can do to 1 2 3 4 5 88
reduce his/her chances of getting cancer

3) Having a chieck-up once a year is worth 1 2 3 4 5 88
the time and effort.

4) i have doubts about some of the things 1 2 3 4 5 88
doctors say they can do for you.

5) 1 am aware of the health services in my 1 2 3.4 5 88
community

6) I would have a mammogram (breast x- 1 2 3 4 5 88
ray) only if my doctor recommended it.

7) 1 would seek more medical services if 2 3 4 5 88
they were not expensive.

8) I am usually afraid of what the doctor 1 2 3 4 5 88
will find.

9) Breast examgs embarrass me. 1 2 3 4 5 98
10) Exposure to radiation during a 1 2 3 4 5 88

mammogram concerns me.

11) 1 appreciate reminders about mny 1 2 3 4 5 88
medical appointments.

12) Not having transportation makes it 1 2 3 4 5 88
difficult for me to keep medical
appointments.

13) The cost of medical care keeps me from 1 2 3 4 5 88
,going to the doc*~tor.

14) It takes a long time to get an 1 2 3 4 5 88
appointment to see a doctor

15) Doctors make me feel uncomfortable. 1 2 3 4 5 88
16) Getting the time off work makes it 1 2 3 4 5 88

difficult for me to go to the doctor.



H. Barriers to Screening Continued.

17. The chance of finding something wrong 1 2 3 4 5 88
keeps me from seeking medical advice.

18. Doctors take their time when explaining 1 2 3 4 5 88

medical procedures to me to make sure I
understand.

19. Instead of going to the doctor when I do 1 2 3 4 5 88
not feel well, I just take it easy for a
while.

20. Privacy is important to me during my 1 2 3 4 5 88
visit to health care facilities.

21. I am afraid of the pain I may feel when I 1 2 3 4 5 88
visit a health care facility.

22. • Receiving proper respect when and I 2 3 4 5 88
courtesy during my exam is very
important

23. * Thinking or talking about breast 1 2 3 4 5 88

cancer too much could cause me to get
it.

24 1 am too healthy to get breast cancer 1 2 3 4 5 88
25. * I do not believe I will ever get breast 1 2 3 4 5 88

cancer because I take such great care of
myself

26. *-: I am not comfortable with allowing a 1 2 3 4 5 88
stranger to touch my breast, even
though it is a health professional.

27. * I do not like student doctors being 1 2 3 4 5 88
involved with my care or exam without
my permission in advance.

28. * I don't like to ask the doctor a lot of 1 2 3 4 5 88
questions because s/he (toes not have
time.

H. Barriers to Cancer Screeninig Continued

29. *1 would only have a mammogram if 1 2 3 4 5 88

there were a problem with my breast.
30. *1 don't need a mamm:ogram because I 1 2 3 4 5 88

perform my monthly breast self-
examination.



31. *Some women probably do not have 1 2 3 4 5 88
mammograms because they do not like
exposing their breast during the exam.

32. *Mammography produces too many 1 2 3 4 5 88

negative feelings.

33. *1 am not ashamed of my body 1 2 3 4 5 88

34. *1 believe the size of my breast make it 1 2 3 4 5 88
hard for me to get a good mammogram.

35. *Sometimes the mammogram technician 1 2 3 4 5 88

is rude, non-caring, unhelpful and not
patient enough.

36. W•hen having my manmmogram, I fear 1 2 3) 4 5 88
the technician telling me that they need
to repress my breast to get a better
pictu re

1. Empowering Factors
I am going to read the following statements and you tell me whether or not it applies to you. Yes No
1. It is up to me to work with my doctor to protect myself from cancer. 1 2

2. * Having a mammogram reassures me that I have done my part toward 1 2
protecting my breast health.

3. Having a mammogram makes me feel better about myself. 21

4.* My spouse encourages me to get my mammogram. 1 2

5. *Having regular mammograms is very important to my family

6. * Having regular mammograms is very important to my friends. 1 2

7. * am able to talk about health issues such as breast cancer with my family and 1 2
>friends

8. * 1 personally know someone how has had breast cancer 1 2

9. I personally know someone who has died from breast cancer 1 2

G. General Health Knowledge Continued
* I realize that I am at risk for breast cancer because I know someone who has it or has Yes 1 No2

been previously diagnosed with the disease.

-1 am going to read you a list of possible sources of information. For each Yes~U) No (1)
Ssource, please tell me if you have received an nomto from them
about preventing cancer.

lin the past 2 years, have you received information from (ITEM):

a Cancer Information Service phone line (800-4-Cancer) 1 2

b Organizations such as th••American Cancer Society : 2

c *Access Med..PLUS 1 2

d Your friend-s, co-workers, fam-ily or relatives > .

e Your doctor, nurse or health care provider 1 2



f Community/groups 1 2

g Place where you work 1 2

h Hospitals/Health Clinic 1 2

i Health fairs 1 2

j Hair stylist/barber 1 2

k Church 1 2

1 Posters and bulletin boards 1 21

m Newspapers 1 2

n Magazines, books and pamphlets12

o Radio 1 2

p Television 12

q Audio or video tape 1 2

12. *From the above sources that you received information, which helped you to decide to get a

mammogram?

13. *Of those, which was most helpful?

Final Thoughts Concerning Mammography
1. *Please share with me how you first learned about mammography?

2. *How old were you?

3. *Before your first mammogram, what did you expect the experience to be like?

4. *Was there anything about the thought of having the test that made you really hesitate?

5. *When you thought about being screened, was there anything in your mind that made you feel

like backing out or delaying the test?

6. *After your first mammogram appointment was scheduled, did you keep the appointment?



7. *If not, what happened?

8. *If not, how long did it take you to reschedule the appointment?

9. *If you kept the appointment despite some personal worries or concerns, how did you overcome

those feelings?

10. *If you originally canceled then re-scheduled and kept you mammogram appointment, did

anyone or anything specifically help you to decide to go through with the test?

11. *If you could only tell another woman three things to encourage her to have her mammogram

done, what would those three things be?

1.

2.

3.

END

END TIME:

INTERVIEWER:

THANK THE RESPONDENT FOR PARTICIPATING.



Appendix C

(Final Survey)



Note: Do not read 'don't know' and 'refused' response options. Unless otherwise noted, read all other
response options.

Hello, my name is __ and I am with the Metro Nashville Health Department.
We are doing a research survey about your satisfaction with your health care and
health issues. In return for your time we will send you a $15 gift certificate from
Wal-Mart. This survey should take about 20 minutes. At the end of the survey, you
may give us any address to which we can send your $15 gift card. The mailing
information you provide (address and name) is not a part of the study and will not
be added to your responses in this survey. Your responses will be grouped with
about 1000 other participants' responses. You will not be able to be identified
from this study. Only the project director and the project programmer will have
your responses and will not reveal them to anyone. You can refuse to answer any
question or end the survey at any time, however you do need to complete the
survey in order to receive your gift certificate. Do you give me permission to
proceed with this survey? (yes/no) Thank you for agreeing to help us with our
survey.
This first section of questions deals with your experience and satisfaction with
health insurance and health facilities.

1 Do you have health insurance? u Yes
u No
u Don't know
L Refused

2 If yes, what kind of insurance do you have? Li TennCare
L Medicare
L Private/HMO
Li Other
o Don't know
Li Refused

3 If you were on TennCare, have you lost your coverage? Li Yes
Li No
[] Don't know
Li Refused

4 To what extent have the changes to TennCare affected ci Extremely
you? Li Somewhat

Li Not much
o Not at all

5 Do you take prescription medication on a regular basis? Li Yes
Li No
Li Don't know
C Refused

6 If yes, how many different medicines do you take each
day?

7 How satisfied are you with the services your doctor or Li Very satisfied
health care provider gives you? Li Somewhat satisfied

L3 Somewhat not satisfied
o] Very unsatisfied



8 If you are not satisfied, what are the main reasons for .j Difficult to have an early
your dissatisfaction? (Check all that apply) appointment

Li Long waiting time
Li Long time in the office
Li Can't get help on the phone
Li Doctor does not seem interested

in my health
Li Doctor does not answer my

questions about health care
ci Doctor does not listen to me
Li Doctor's staff does not respect

me
Li I am unable to personally speak

to the doctor
9 Was there a time in the past 12 months when you needed Li Yes

medical care but did not receive it? Li No
Li Don't know
ci Refused

10 If yes, what were the three main reasons you did not get Li Cost (or no insurance)
the health care you wished to receive? (Do not read Li Distance
options) ci Office wasn't open when I could

get there
ci Too long a wait for an

appointment
Li Too long a wait in waiting room
Li No child care
Li No transportation
Li No access for people with

disabilities
Li The medical provider didn't

speak my language
Li Other (specify)
Li Don't know
a Refused

11 During the past 12 months, was there anytime you ci Yes
needed a prescription medication but could not afford it? Li No

Li Don't know
ci Refused

12 Who would you trust the most for advice about health and ci Self
medical treatments? ci Father

ui Mother
ci Spouse/partner
ci Children
Li Pastor/minister
[i Doctor/nurse
Li Police
Li Hospitals/clinics
Li Local government
Li Federal government
c3 Male friends
L3 Female friends
L3 Other



13 Do you currently have a regular medical doctor you go to Li Yes
if you are sick or need advice about a medical problem? Li No

Li Don't know
Li Refused

14 How often do you see a doctor when you're not sick? Li Never
Li Once every 3 years
Li Once every 2 years
Li Once every year
L1 More frequently

15 When was the last time you saw a medical doctor when o In the past month
you were not sick? o In the past 6 months

L In the past year
o In the past 2 years
Li 3 or more years ago

16 When you are sick or need advice about your health, Li Doctor's office
where do you usually go? Li A public health clinic or

community health center
Li A hospital outpatient department
Li A hospital emergency room
Li Urgent care center
Li Some other kind of place
Li No usual place
Li Don't know
Li Refused

17 How long does it take you to get to your usual place of Li 0-15 minutes
care? Li 16-30 minutes

Li 31-45 minutes
Li 46 minutes- an hour
Li More than an hour

18 Does the insurance process keep you from going to the Li Yes
doctor? Li No

Li Don't know
,L Refused

19 If the insurance process were easier and faster, would Li Yes
you go to the doctor more often? Li No

L3 Don't know
Li Refused

20 If going to the doctor cost less than $8, would you go oL Yes
more often? Li No

Li Don't know
o Refused

I am going to read a series of statements to you about doctors and health care. For each one I
would like you to tell me if you strongly agree, agree, disagree, strongly disagree or don't
know. We are interested in your opinion and there are no wrong answers.

21 I trust my doctor's judgments about health issues. Li Strongly agree
Li Agree
Li Disagree
Li Strongly disagree
Li Don't know
Li Refused

22 I don't feel comfortable talking about personal health Li Strongly agree
issues with my doctor. L3 Agree

Li Disagree
Li Strongly disagree



Don't know
L Refused

23 My doctor treats me with respect. Li Strongly agree
L Agree
L Disagree
L Strongly disagree
Li Don't know
L Refused

24 My doctor listens to me when I talk about my health. L3 Strongly agree
Li Agree
[] Disagree
Li Strongly disagree
U Don't know
Li Refused

25 I feel that my doctor's office staff treats me with courtesy. L Strongly agree
u Agree
Li Disagree
L Strongly disagree
L Don't know
L Refused

26 Instead of going to the doctor when I do not feel well, I L Strongly agree
just take it easy for a while. L Agree

Li Disagree
Li Strongly disagree
L3 Don't know
Li Refused

27 Not having transportation makes it difficult for. me to keep [] Strongly agree
medical appointments. Li Agree

Li Disagree
Li Strongly disagree
u Don't know
Li Refused

28 I would seek more medical services if they were not i Strongly agree
expensive. o Agree

U Disagree
Li Strongly disagree
oi Don't know
ci Refused

29 It would be helpful to me if the healthcare facilities were u Strongly agree
open during late evenings and weekends. Li Agree

L3 Disagree
L3 Strongly disagree
L3 Don't know
L3 Refused

30 I have doubts about some of the things doctors say they E3 Strongly agree
can do for people. L3 Agree

c3 Disagree
o Strongly disagree
[3 Don't know
L3 Refused

31 God will heal me if I get sick Li Strongly agree
therefore I do not need to see a doctor. Li Agree

L3 Disagree



Li Strongly disagree
L3 Don't know
ci Refused

32 I don't like to ask the doctor a lot of questions. Li Strongly agree
ui Agree
Li Disagree
Li Strongly disagree
Li Don't know
L3 Refused

33 Doctors take time to explain medical procedures to me to ci Strongly agree
make sure I understand. LI Agree

Li Disagree
ci Strongly disagree
Li Don't know
Li Refused

34 I am afraid of the pain I may feel when I visit a health care Li Strongly agree
facility. La Agree

Li Disagree
Li Strongly disagree
Li Don't know
Li Refused

35 I am aware of the health services in my community. Li Strongly agree
LI Agree
LI Disagree
C3 Strongly disagree
Li Don't know
ci Refused

36 Receiving proper respect and courtesy during my exam is ci Strongly agree
very important. ci Agree

ci Disagree
ci Strongly disagree
Li Don't know
[i Refused

37 Privacy is very important to me during my visit to health ci Strongly agree
care facilities. ci Agree

ci Disagree
ci Strongly disagree
ci Don't know
c3 Refused

38 I appreciate reminders about my doctor's appointments. Li Strongly agree
Li Agree
ci Disagree
Li Strongly disagree
Li Don't know
Li Refused

39 I prefer to be seen by physicians/nurses that are of my Li Strongly agree
same ethnicity. ci Agree

ci Disagree
Li Strongly disagree
La Don't know
ci Refused



40 I do not receive the proper treatment from the healthcare u Strongly agree
system because I do not have a lot of money. L Agree

ri Disagree
Lj Strongly disagree
U Don't know
L Refused

41 I do not receive the proper treatment from the healthcare 3 Strongly agree
system because I am a woman. L Agree

Li Disagree
ri Strongly disagree
Li Don't know
Li Refused

42 I do not receive the proper treatment from the healthcare L3 Strongly agree
system because of my level of education. Li Agree

Li Disagree
Li Strongly disagree
Li Don't know
Li Refused

43 I do not receive the proper treatment from the healthcare Li Strongly agree
system because of my race. Li Agree

U Disagree
Li Strongly disagree
Li Don't know
ci Refused

44 If you had the choice, would you prefer to see a doctor Li 25-35 years old
that is: Li 36-55

Li 56-75
o Doesn't matter

Now I am going to ask you several questions about your health.

45 Would you say that in general your health is: Li Excellent
Li Very good
Li Good
o Fair
o Poor
o Don't know/not sure
Li Refused

46 Are you limited in any way in day-to-day activities Li Yes
because of physical, [] No
mental, or emotional conditions? Li Don't know

Li Refused
47 Do you exercise or have a regular physical activity Ll Yes

outside of work? Li No
13 Don't know
[3 Refused

48 If yes, how many times per week do you exercise 20 Li Once
minutes or more? [] Twice

o Three or more times
49 What is the activity? (specify)

50 Have you smoked at least 5 packs of cigarettes in your C3 Yes
entire life? [] No

ci Don't know
Li Refused



51 If yes, have you ever tried to quit? Li Yes
ci No
ci Don't know
L3 Refused

52 Do you currently smoke? La Yes
L3 No
L3 Don't know
L3 Refused

53 In the last thirty days, how many times have you had 5 or L3 None
more alcoholic drinks in one sitting? ri One to four times

La Five to nine times
L3 Ten to nineteen times
E3 Twenty or more

54 Which are the 3 things that worry you most in the order of Li Health
their importance? Li Marriage/relationship

Li Children
L3 Finance/money
Li Illness or death in family
oi Job/work
Li Addiction/substance abuse
L3 Violence
[] Other

55 In your opinion, how likely is it that you may get breast Ei Very likely
cancer in your lifetime? [i Somewhat likely

Li Somewhat unlikely
Li Very unlikely
Li Don't know
[] Refused

56 Do you personally know someone who has had breast L3 Yes
cancer? oi No

Li Don't know
L3 Refused

57 Do you personally know someone who died from breast ci Yes
cancer? L3 No

Li Don't know
o Refused

Again, I am going to read a series of statements, this time about breast cancer, and I would like
you to tell me if you strongly agree, agree, disagree, strongly disagree, or don't know. There are
no wrong answers; I just want your opinion.

58 I worry about getting breast cancer. L3 Strongly agree
Li Agree
Li Disagree
[] Strongly disagree
Li Don't know
ui Refused

59 Only older women get breast cancer. ui Strongly agree
L3 Agree
Li Disagree
ci Strongly disagree
ci Don't know
Li Refused

60 Breast cancer is a very serious health problem for Li Strongly agree
women. L3 Agree

Li Disagree



Li Strongly disagree
L) Don't know
Li Refused

61 Women whose mothers or sisters have had breast cancer Li Strongly agree
are most likely to get breast cancer. L Agree

L3 Disagree
Li Strongly disagree
L3 Don't know
Li Refused

62 It's too late for me to start worrying about breast cancer Li Strongly agree
now. Li Agree

Li Disagree
L3 Strongly disagree
Li Don't know
Li Refused

63 What people eat or drink doesn't affect whether they will Li Strongly agree
get breast cancer. Li Agree

Li Disagree
L Strongly disagree
Li Don't know
Li Refused

64 Getting breast cancer is a death sentence for women. L[ Strongly agree
Li Agree
Li Disagree
Li Strongly disagree
Li Don't know
Li Refused

65 If I had breast cancer, I would rather not know about it. Li Strongly agree
Li Agree
Li Disagree
Li Strongly disagree
Li Don't know
LI Refused

66 Getting treated for breast cancer is often worse than E3 Strongly agree
having it. LI Agree

o Disagree
Li Strongly disagree
Li Don't know
Li Refused

67 If breast cancer can be found early enough, it can be Li Strongly agree
cured. Li Agree

Li Disagree
Li Strongly disagree
Li Don't know
Li Refused

68 There are some things I can do to reduce the risk of dying Li Strongly agree
from breast cancer. o Agree

Li Disagree
Li Strongly disagree
Li Don't know
Li Refused

69 Thinking or talking about breast cancer too much could Li Strongly agree
cause me to get it. Li Agree

Li Disagree



Li Strongly disagree
ci Don't know
Li Refused

70 I am too healthy to get breast cancer. ui Strongly agree
Li Agree
Lj Disagree
Li Strongly disagree
Li Don't know
oi Refused

71 Eating high fiber foods decreases the risks of getting ai Strongly agree
breast cancer. L3 Agree

L3 Disagree
oi Strongly disagree
ci Don't know
Li Refused

72 Which of the following do you think are some warning Li Lumps in breast
signs or symptoms of breast cancer? Tell me yes or no El Shortness of breath
for each one. (check answers) Li Pain, soreness, or burning in

breast
[] Nausea
ci Cloudy or bloody discharge from

nipple
Li Swelling or enlargement of one

breast
Li Change in shape of breast or

nipple
Li Discoloration
Ei, Puckering of the skin of the

breast
L3 Enlargement of the lymph nodes
Li Unusual swelling of the upper

arm
I am going to ask you several questions about your and your family's history of cancer.

73 Has your mother, sister or daughter had breast cancer? c3 Yes
Li No
ci Don't know
ci Refused

74 Have either of your grandmothers or any aunts related by Li Yes
blood had breast cancer? o No

[i Don't know
[] Refused

75 Has anyone else in your family had any other kind of Li Yes
cancer? Li No

Li Don't know
Li Refused

76 If yes, what was their relation to you? Li Grandfather
Li Father
Lt Brother
ci Son
oi Cousin
Li Nephew
Li Niece



o Other (specify)

77 If yes, what kind of cancer was it? Li Lung cancer
L Skin cancer
Li Oral cancer
u Colorectal cancer
Li Prostate cancer
Li Urinary cancer
Li Leukemia
"o Genital cancer
"o Other (specify)

78 Have you ever been diagnosed by a doctor as having any Li Diabetes
of the following diseases? Li Heart disease

u High blood pressure
L3 High cholesterol
Li Asthma
Li Arthritis
Li Depression or mental illness
Li Some other disease (specify)

79 Have you ever had breast cancer? U Yes
Li No
Lr Don't know

If yes, go to 79, if no go to 80 Li Refused
80 If yes, what were the month __ and year _ of the

diagnosis?
81 Have you ever been told by a doctor that you had some Li Yes

kind of breast condition Li No
but that it was not breast cancer? Li Don't know

Li Refused

82 Do you check or examine your breasts for lumps? Li Yes
Li No
LI Don't know
Li Refused

83 A clinical breast exam is when a doctor or nurse checks ci Yes
your breasts for lumps. Have you ever had a clinical L No
breast exam? o Don't know
If yes, go to 83, if no go to 84 Li Refused

84 If yes, when did you have your last clinical breast exam? Li Within the last year
Li 1-2 years ago
Li 2-3 years ago
Li More than 5 years ago
Li Don't know.

85 A mammogram is when an X-ray is taken only of the Li Yes
breast by a machine that presses the breast while the Li No
picture is taken. Has a doctor or nurse ever Li Don't know
recommended that you have a mammogram? Li Refused

86 Have you ever had a mammogram? Li Yes
Li No
Li Don't know

If yes, go to 86, if no go to 94 Li Refused



87 If yes, how many times during the past 5 years have you Lr Never
had a mammogram? L3 Once

o Twice
L3 3 times
LI 4 times
LI 5 times
L3 More than 5 times

If Never, go to 94 Ll Don't know
88 If at least once, when did you have your first u Within the last year

mammogram? Ll 1-2 years ago
LI 2-3 years ago
Li More than 5 years ago
Li Don't know
L: Refused

89 Did someone go with you to your first mammogram? EI Yes
Li No

If No, go to 90 L Don't know
Li Refused

90 If yes, who was it? Li Spouse
Li Close friend
Lr Parent
Li Child
Li Other relative
Li Health worker
LI Other

91 Did you have a mammogram in 2003? Li Yes
Li No
Li Don't know
Li Refused

92 Did you have a mammogram in 2002? Li Yes
Li No
"LI Don't know
"LI Refused

93 Was the location of your last mammogram convenient? LI Yes
Li No
Lj Don't know
Li Refused

94 Does a community health worker help you get your Li Yes
mammograms? LI No

Li Don't know
Li Refused

95 About how often should a woman at your age have a LI Once a year
mammogram? LI Once every two years

LI Once every 3-5 years
Li Once every 10years
LI Only when she finds a lump in

her breast
Li Don't know
o Refused

Now I am going to ask you for your opinions on statements about mammograms. Please tell me if
you strongly agree, agree, disagree, strongly disagree, or don't know.



96 Getting a mammogram is difficult because I'm scared that L3 Strongly agree
they will find cancer. Lr Agree

El Disagree
Li Strongly disagree
Li Don't know
Li Refused

97 I don't have the time to get a mammogram. Li Strongly agree
Li Agree
Li Disagree
Li Strongly disagree
Li Don't know
Li Refused

98 Remembering to schedule a mammogram is difficult. Li Strongly agree
Ll Agree
Li Disagree
L3 Strongly disagree
El Don't know
La Refused

99 My work schedule makes getting a mammogram difficult. Li Strongly agree
Li Agree
Li Disagree
Li Strongly disagree
Li Don't know
Li Refused

100 The cost of a mammogram keeps me from getting one. Li Strongly agree
Li Agree
Li Disagree
Li Strongly disagree
Li Don't know
Li Refused

101 The pain and discomfort keep me from getting a Li Strongly agree
mammogram. C3 Agree

Li Disagree
Li Strongly disagree
Li Don't know
Li Refused

102 The scary and stressful process of having a mammogram Li Strongly agree
makes me not want to get one. Li Agree

Li Disagree
Li Strongly disagree
c3 Don't know
Li Refused

103 Taking care of my family makes it difficult to find time to Li Strongly agree
get a mammogram. Li Agree

Li Disagree
Li Strongly disagree
o Don't know
Li Refused

104 I do not know where to go to get a mammogram. Li Strongly agree
Li Agree
Li Disagree
Li Strongly disagree
Li Don't know
Li Refused



105 Having a check-up for breast cancer once a year is worth Li Strongly agree
the time and effort. Li Agree

Li Disagree
L3 Strongly disagree
L Don't know
La Refused

106 I would have a mammogram only if my doctor Li Strongly agree
recommended it. L3 Agree

U Disagree
Li Strongly disagree
L3 Don't know
LI Refused

107 Breast exams embarrass me. LI Strongly agree
L Agree
L3 Disagree
Li Strongly disagree
LI Don't know
Li Refused

108 Exposure to radiation during a mammogram concerns L Strongly agree
me. Li Agree

Li Disagree
Li Strongly disagree
Li Don't know
L Refused

109 I would only have a mammogram if there were a problem L3 Strongly agree
with my breast. L3 Agree

Li Disagree
[] Strongly disagree
Li Don't know
[] Refused

110 Some women probably do not have mammograms LI Strongly agree
because they do not like exposing their breast during the ci Agree
exam. L3 Disagree

[] Strongly disagree
Li Don't know
o Refused

111 I believe the size of my breasts makes it hard for me to L3 Strongly agree
get a good mammogram. [] Agree

Li Disagree
Li Strongly disagree
[] Don't know
Li Refused

112 Sometimes the mammography technician is rude, Li Strongly agree
uncaring, unhelpful or not patient enough. L3 Agree

[i Disagree
L3 Strongly disagree
u Don't know
L] Refused

113 Mammography is not needed if breast cancer does not o Strongly agree
run in your family. L3 Agree

0 Disagree
[i Strongly disagree
LI Don't know
[I Refused



114 If a mammogram were free, I would get it. Lj Strongly agree
Li Agree
Li Disagree
Li Strongly disagree
Li Don't know
L Refused

115 Getting tested for breast cancer is very painful. Li Strongly agree
Li Agree
L) Disagree
Ll Strongly disagree
L Don't know
Ll Refused

116 Having an operation for cancer can cause it to spread. L3 Strongly agree
[] Agree
Li Disagree
Li Strongly disagree
L[ Don't know
L Refused

117 Do you know anyone who, after an operation for cancer, .3 Yes
had his or her cancer spread? Ej No

L[ Don't know
L[ Refused

118 If Yes, how many people? _ _

119 Breast cancer treatment costs so much that it would L[ Strongly agree
probably be more than I could afford. Lj Agree

L Disagree
La Strongly disagree
L3 Don't know
L3 Refused

120 Getting proper treatment for breast cancer is not difficult. L Strongly agree
oi Agree
o Disagree
Li Strongly disagree
L3 Don't know
Li Refused

121 Having a mammogram reassures me that I have done my Li Strongly agree
part toward protecting my breast health. o Agree

Li Disagree
o Strongly disagree
Li Don't know
Li Refused

122 It is up to me to work with my doctor to protect myself Li Strongly agree
from cancer. o Agree

Li Disagree
Li Strongly disagree
Ui Don't know
Li Refused

123 Having a mammogram makes me feel better about Li Strongly agree
myself. Li Agree

Li Disagree
Li Strongly disagree
Li Don't know



Li Refused

124 My spouse/partner encourages me to get my Li Strongly agree
mammogram. Li Agree

Li Disagree
Li Strongly disagree
LI Don't know
La Refused

125 Having regular mammograms is very important to my Li Strongly agree
family. Li Agree

o Disagree
Li Strongly disagree
Li Don't know
u7 Refused

126 Having regular mammograms is very important to my Li Strongly agree
friends. LI Agree

Li Disagree
Lj Strongly disagree
L3 Don't know
Li Refused

127 You do not need a referral to get a mammogram. Lr Agree
Li Disagree
Li Do not know

128 A woman can get a mammogram for free. Li Agree
u Disagree
Li Do not know

129 (For compliant women) Select up to three main reasons Li Doctor's office sends me a
you are able to get a mammography every year. reminder '

Li Health Care worker calls and
reminds me

Li I receive a newsletter with a
yearly reminder

Li I schedule with the doctor's
office to remind me around my
birthday

Lj A friend goes with me
L3 Other (specify)

130 (For compliant women) If you were to encourage women (specify)
to get a mammogram
what would you tell them?

131 (For compliant women) How much do you agree with this Li Strongly agree
statement: Li Agree
I would consider helping 3 other women get their Li Disagree
mammograms. L3 Strongly disagree

Li Don't know
Li Refused

132 (For non-compliant women) What is the biggest reason Li Don't remember to schedule one
you do not get a mammography every year? EL Don't have time to bother with

one
Li Too uncomfortable with the

whole procedure
Li I won't ever get breast cancer so



why should I?
a Other (specify)

133 (For non-compliant women) What would help you get a (specify)
mammogram every year?

These next few statements are about you and the people in your life. Again, there are no wrong
answers. Tell me if you strongly agree, agree, disagree, strongly disagree, or don't know.

134 Usually, I decide where my household money is spent. La Strongly agree
L Agree
L Disagree
L Strongly disagree
L Don't know
u Refused

135 There are people I can depend on to help me if I really [] Strongly agree
need it. [] Agree

L3 Disagree
L3 Strongly disagree
Li Don't know
Li Refused

136 There is no one I can turn to for guidance in times of Li Strongly agree
stress. L3 Agree

[] Disagree
Li Strongly disagree
Li Don't know
Li Refused

137 There are people who depend on me for help. Li Strongly agree
L Agree
Li Disagree
o Strongly disagree
o Don't know
o Refused

138 There are people in my life who enjoy the same social o Strongly agree
activities that I do. L3 Agree

o Disagree
o Strongly disagree
[] Don't know
[] Refused

139 I feel personally responsible for the well being of another E Strongly agree
person. Li Agree

Li Disagree
L3 Strongly disagree
oi Don't know
L] Refused

140 I have close relationships that provide me with a sense of L] Strongly agree
emotional security and well-being. L3 Agree

L3 Disagree
E3 Strongly disagree
Li Don't know
L3 Refused

141 There is someone I can talk to about important decisions o3 Strongly agree
or problems in my life. Li Agree

[] Disagree



i Strongly disagree
Li Don't know
i Refused

142 Do you belong to or regularly attend a church or other Li Yes
spiritually oriented group? ui No

Li Don't know
Li Refused

143 If yes, how often do you attend church or other spiritually Li Once a month
oriented activities? Li 4-6 times a month

Li More than 6 times a month
144 Has anyone ever discussed colorectal cancer with you? Li Yes

Li No
Li Don't know
Li Refused

We are almost done with the survey. The next few questions are specific. It is OK if you do not
know an answer.

145 What is colorectal cancer? (for interviewers; colorectal cancer is
cancer of the anus, rectum or colon)
Li Correct
Li Incorrect

146 Can you recall the tests to find colorectal cancer? (Do not (for interviewers; DRE is a manual
read options) examination of the rectum, FOBT is

an examination of feces for blood
and can be performed by a clinic or
at home by the subject,
Sigmoidoscopy is a lower tract exam
with an instrument, Colonoscopy is a
full upper colon exam with an
instrument and requires full
anesthesia)
Li DRE- Digital Rectal Exam
Li FOBT- Fecal Occult Blood Test
Li Sigmoidoscopy
L3 Colonoscopy

147 Have you ever had a test for colorectal cancer? Li Yes
Li No
Li Don't know
El Refused

148 If yes, when was the test? oL Past year
Li Within past two years
Li Within past five years
Li More than five years ago

149 If yes, which test was it? (Do not read answers) Li DRE
Li FOBT
Li Sigmoidoscopy
Li Colonoscopy

150 Do you think you may develop colorectal cancer oL Very likely
sometime during your life? Li Somewhat likely

Li Somewhat unlikely
Li Very unlikely
Li Don't know
El Refused

These last questions are general questions about you and your living situations.



151 What year were you born?

152 How many people live with you at your residence?

153 In your household, how many children are under the age
of 18?

154 Are you Hispanic or Latino? L Yes
o No
L Don't know
L Refused

155 How tall are you without shoes?

156 How much do you weigh without shoes?

157 Are you? (read alternatives) L Married
L Divorced
L Widowed
L Separated
L Never Married
Li Member of Unmarried Couple
Li Refused

158 What was the highest grade or year of school you Li Elementary (1-8)
completed? Li Some high school (9-11)

Li High school graduate or GED
(12)

Li Some college (1-3 years) or
technical school

Li College graduate (4 or more
years)

159 What do you do for a living? Li Out of work
oi Unable to work
Li Student
Li Homemaker
Li Self-employed
"[ Employed part-time
"o Employed full-time
[] Retired

160 Is your annual household income from all sources: [] Less than 5k
u 10Ok-15k
Li 15k-20k
[] 20k-25k
Li 25k-35k
Li 35k-45k
Li 45k-55k
o Over 55k

161 Do you: Li Own home
u Rent home
Lt Rent apartment
Li Live with relatives
Li Other

Thank you very much for helping us with this survey. If you would like to receive your $15 gift
certificate, please provide me with a contact name and mailing address. Your certificate will be
mailed within the next two weeks.
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EXPANDED RESUME OF DR. JANE FORT
2712 Meharry Boulevard
Nashville, TN 37208-2839

615-329-9723

EMPLOYMENT

Assistant Professor of Medical Education, Coordinator, Post Bac Program, School of Medicine
Curriculum Evaluation Coordinator 1998-, Department of Medical Education; Meharry
Investigator/Project Director, Empowering Factors Among Breast Cancer Screening Compliant
Underserved Populations grant 2004-; Education Specialist, EXPORT Center for Health
Disparities grant 2004-; Assistant Dean of Student Affairs, 1998, Office of Student/Academic
Affairs, School of Medicine; Meharry Medical College, 1005 D. B. Todd Boulevard, Nashville,
TN 37208-3599; 615-327-5941. Facilitate successful medical school experiences for students
through support of the activities of the Department, the Office of Student/Academic Affairs, the
School of Medicine, and the College. Major responsibility to coordinate monthly curriculum
course/clerkship evaluations by students throughout the School, providing results and
recommendations. Facilitate evaluation reports of departments within the School. Provide
leadership to collaborative efforts reporting the activities of the college. Support and conduct
research activities on disease prevention, evaluation, and teaching in department, School and with
colleagues. Major responsibility to coordinate, monitor, facilitate and report the day-to-day
activities for the School's pre-professional post baccalaureate program, requiring facilitation and
oversight of student activities throughout the first twelve months of a 14-month program that
requires communication and coordination with College faculty and administrators as well as those
in affiliating programs, institutions, and organizations. Department Chair: Pamela C. Williams,
M.D.

Co-Investigator, Associate Director, Cancer Prevention Awareness Program (CPAP), Cancer
Prevention Awareness: The Black College as a Resource/Targeting Cancer in Blacks (TCiB)
Project, 1995-1997; Cancer Control Research Unit, Meharry Medical College, 1005 D. B. Todd
Boulevard, Nashville, TN 37208-3599; 615-327-6927. Major responsibility was to direct and
oversee the intervention component of CPAP, consisting of planning and implementation of
cancer prevention education to reach 10,000 adult African Americans in Nashville. Specifically,
consulted with staff including health education coordinator and assistant along with recruitment
coordinator and assistant on development of techniques to reach the target population, to design
and select materials appropriate for use in the target area, to provide awareness and training to
target area residents and collect information from participants. Collaborated on data
interpretation, publication, presentation, and dissemination of project experiences and findings.
Principal Investigator and Director: Dr. Kofi A. Semenya.

Adjunct Associate Professor, Consultant, 1994; Alumni Visiting Professor, 1993; Visiting
Lecturer, 1968. Fisk University, Nashville, TN 37208. As adjunct faculty in Department of
Psychology, responsibility was to teach child and adolescent development course to
undergraduate and graduate level students. Dr. Carrell P. Horton, Chair. As consultant to Fisk
University Art Galleries, responsibilities included: consultation to museum/gallery staff on
computer use, including production of labels and biographical information for five exhibits;
providing recommendations on filing system and records and on use of student workers;
coordination and preparation of orientation materials and procedures for volunteer docents and
student guides; provision of written and oral information to guests in Van Vechten galleries and in
Aaron Douglas Gallery. Mr. Kevin Grogan, Director. As visiting alumni faculty, provided
information to undergraduate students based on experiences and expertise in psychology and
education. Mrs. Joan Adams Bahner, Alumni Affairs Director.



Assistant Professor and Educational Specialist, 1987-1992; Department of Community Health
and Preventive Medicine, Morehouse School of Medicine, 720 Westview Drive, SW, Atlanta, GA
30310-1495, 404-752-1620. General function was as educational resource providing educational
expertise to faculty, staff and students of the Department of Community Health and Preventive
Medicine. Specifically, activities included responsibility: to assist faculty in course organization
and design through consultations and workshops; to coordinate required courses including
developing course syllabi, goals and objectives, constructing and analyzing course tests,
establishing and maintaining individual course test banks; to consult with faculty on teaching
methods and lecture techniques; to deliver education content; to develop and maintain
departmental educational support library; to design and implement faculty development programs
for state health department personnel; to assist in designing educational programs for preventive
medicine residents; to participate in writing grant proposals to fund research in educational and
health promotion programs; to consult to department on communications to community-at-large
and to healthcare community; to coordinate in-service activities for department members; to serve
on departmental and institution-wide task forces and committees, including Curriculum
Committee and Curriculum Revision Task Force. Served as Project Director to cancer control
subcontract: Cancer Prevention Awareness: The Black College as a Resource. Chair: Dr. Daniel
S. Blumenthal.

Director, 1986-1987; Program Manager for Evaluation, 1984-1987; Center for Faculty Development,
Clark College, 240 James P. Brawley Drive SW, Atlanta, GA 30314. Major responsibility was to
assist Office of Faculty and Instruction in implementation of faculty development programs,
specifically to facilitate improvement of student performance through faculty development and
support and through establishment of a comprehensive college-wide testing program. Duties
included facilitating implementation of and reporting information from the Center's college-wide
faculty development efforts which included skills development workshops, lectures/seminars,
faculty retraining and graduate study, an instructional resource library, and a newsletter;
producing workshops to enhance and develop professional and personal skills of faculty to meet
goals of 10-Year Long-Range Plan of the College; assisting faculty in identifying and providing
academic support to students likely to excel on nationally competitive examinations; providing
and producing reports on higher education information and issues relevant to baccalaureate degree
candidates; establishing evaluation mechanism for information on the basic skills, general
education, and major area performance of undergraduate students; maintaining information on
student strengths and weaknesses; evaluating course offerings relevant to faculty goals for
students; and advising the integration of Center activities into the fabric of the institution. As staff
of Center, provided faculty resources, wrote articles of ideas and information for academic
departments, administrative offices, and student support services. Administrative duties included
budgetary recommendations regarding implementation of programs, expediting approved
expenditures, recommending purchases for holdings of faculty development Instructional
Resource Library, and supervising Center personnel, including Librarian/Administrative Assistant
and four work-study students. Chaired the College Testing Committee, an appointed all-college
body responsible for developing and implementing all aspects of the College testing program.
Convened four faculty development task forces, providing staff work to each in meeting its
responsibilities and in conducting its deliberations. Served on Staff Development Initiative
Steering Committee charged to provide direction to staff development program. President: Dr.
Elias Blake, Jr.; Dean: Dr. Melvin R. Webb; Associates: Dr. Helaine L. Daniels, Dr. Carson Lee,
Dr. Gloria Walker.

Adjunct Lecturer/Postgraduate Researcher, 1981-1983; Early Childhood Laboratory, Department of
Applied Behavioral Sciences, University of California, Davis, CA 95616. As Adjunct Lecturer,
major responsibility was as member of faculty in Human Development: attended faculty meetings
and participated in general academic obligations of faculty; offered practicum each quarter for
students participating at the Laboratory, including conducting seminars relating to issues of group
care and family-school relationships in early childhood and family education programs; taught
Human Development/Psychology course in social and personality development to students at



undergraduate and graduate levels; served on Early Childhood Laboratory Executive Committee,
Child Development Graduate Group Colloquium Committee and on campus-wide Council for
Affirmative Action Personnel Program; served as resource to Early Childhood Laboratory
professional staff of graduate students and program directors. As Postgraduate Researcher, major
responsibility was to establish research process and capacity at the Laboratory to serve future
faculty and students; charged to conceptualize, develop funding for, implement, analyze and
report research relevant to families with children six years old and under, including establishing
and maintaining communications with other researchers and early childhood and family service
providers, as well as with members of the general public. Also responsible for screening and
coordinating requests of students and/or faculty for use of Laboratory facilities and/or clientele in
research. Provided consciousness-raising and professional expertise to local school and to Davis
community-at-large. Laboratory Director: Mrs. Jane N. Welker; Human Development Unit Vice
Chair: Dr. Louise Bachtold.

Staff Associate, 1980-1981; Title Ill Strengthening Developing Institutions Program, Roxbury Community
College, 625 Huntington Avenue, Boston, MA 02115. Major responsibilities included
administrative, academic, direct service and fiscal training and technical assistance to all
administrators, faculty, and staff of a developing educational institution. Wrote news articles and
reports for general college and broad community distribution. Developed and wrote proposals for
training activities. Assisted in planning development of college. Supervisors: Dr. Helaine D.
Oredugba; President Kenneth W. Haskins.

Program Developer, 1979-1980; Title XX Foster Parent Training Program, Roxbury Community College,
625 Huntington Avenue, Boston, MA 02115. Major responsibility was to provide educational
training to Title XX-eligible foster parents, including instruction in basic issues of child
development, particularly as applicable to foster children, instruction in advanced special issues of
relevance to foster care, such as abuse/neglect, discipline, working with the biological parents, etc.
Adapted basic and advanced course curriculum for specific needs of local trainees. Provided
training for parents seeking approval as foster care providers, including screening, consciousness-
raising and instruction around key issues in foster care as well as coordination of information and
participation of foster parents, home-finders and social workers. Developed workshops on
various topics of relevance to foster care. Served advocate function for foster parents, facilitating
coordination of services and resources, and as liaison to foster parents, agencies and community
resources. Served as representative to Department of Social Service Area Board around social
service concerns of the area, particularly those of foster care service. Director: Ms. Patricia
Cronan; Supervisor: Dean Booker DeVaughn.

Visiting Associate Professor, 1979-1980; Afro-American Studies Program, Brown University, Providence,
RI 02912. Conducted courses on urban education, systematically appraising American education
and the Black experience within that context, and outlining possible alternatives for poor and
minority children in urban areas. Collaborated with Providence community individuals and
agencies/organizations, Brown University, Providence School System and the AAS Program to
design a research study in urban education of minority children. Chairs: Professor Rhett Jones;
Professor George Bass.

Consultant 1979-1981; Senior Research Associate 1977-1979; Brookline Early Education
Project, The Public Schools of Brookline, Massachusetts, 490 Heath Street, Chestnut Hill, MA
02167. Major program responsibility focused on facilitating transfer of BEEP families from a
preschool project to kindergarten and coordinating the interrelationships of three educational
organizations. Responsible for maintaining on-going communication with the 300 project families
and the school system around issues and information important for preschoolers, through
compiling and editing a newsletter and publishing a Transfer to Kindergarten Manual. Major
evaluation responsibility involved assessment of parents' reactions to their experience of the
project's philosophy and details and evaluation of reactions of members of the school system to
the project. Reported data out for dissemination to parent and school participants and for



publication to public. Served on Ethics Review Committee charged with responsibility to assist in
overall evaluation of project. Director: Dr. Donald E. Pierson.

Coordinator, 1974-1976, 1970-1971; Community Research Review Committee, 317 Blue Hill Avenue,
Boston, MA 02121. Coordinated the conception, design, establishment and on-going activities of
a community-wide committee to screen research activities proposed for conduct in the Black
community of Boston. Chairperson: Dr. Taka Salvi.

School Psychologist, 1975; Newton School System/Metropolitan Council for Educational Opportunity
(METCO), Newton, MA 02160. Provided services of the school psychologist to those elementary-
aged children in the Newton Public School System who were residents of Boston and who were
identified as having problems in adjustment to school. Coordinator: Dr. Katherine Jones.

Consultant, 1978; 1974-1975; Reading Is Yours To Keep Program, 44 Norwood Avenue, Newton, MA
02159. Assisted in final evaluation of a demonstration reading project for children in early
elementary grades. Director: Dr. Vivian Johnson.

Community Research Director, 1969-1970; Community-University Center for Inner-City Change, 90
Warren Street, Roxbury, MA 02119. Supervised six to twelve university graduate students and
community trainees as researchers for community organizations; conducted training sessions in
basic research techniques for trainees and students. Served as Coordinator for coalition of six
community-wide groups focusing on education. Coordinated activities of community groups
affiliating with the Center for training, supervision, and resources. Coordinated the conception,
design and establishment of a community-wide committee to screen research activities proposed
for conduct in the Black community of Boston; Associate: Dr. Murray Horwitz, Boston College;
Director: Mr. Byron Rushing.

Director, 1965-1969, Diverse Mental Abilities Project; Research Associate, 1965-1969,
Educational Research and Development Center, Graduate School of Education, Harvard
University, Cambridge, MA 02138. Conducted research on mental abilities of children from
different social class and cultural groups; coordinated building of test of mental abilities; trained
test administrators; gathered test data; supervised scoring and construction, as well as application
of coding form for item analysis of test; conducted evaluation of stability and validity of test.
Hired, trained, supervised on-going work of 30 staff members. Associate: Dr. Gerald S. Lesser.

Research Associate, 1965; Social Dynamics Research Institute, City College, New York, NY.
Participated in research on entrance procedures for the United States Foreign Service involving
evaluation of objective test and oral interview procedures. Director: Dr. Kenneth B. Clark.

Research Associate, 1965; William Alanson White Institute, New York, NY.
Participated in research on the therapeutic effectiveness of individualized teaching. Devised, pre-
tested, administered a measure of the degree of behavioral disturbance in preschool children.
Assisted in data analysis. Director: Dr. Martin Kohn.

Director of Research, 1964; Psychologist, 1964; Job Orientation in Neighborhoods (JOIN), New York, NY
Supervised collection and reporting of statistics; designed and compiled forms and established
mechanisms for research program; supervised professional staff of 20 direct service providers at a
local borough-wide center for high school drop-outs. Supervisor: Dr. C. R. Forster; Advisors: Dr.
Isidore Chein; Mr. Allen Williams.

Lecturer, 1963; Board of Higher Education, New York, NY. Participated in research on and evaluation of
Teacher Education programs of the City University of New York. Supervisor: Dr. Donald
Medley.



Research Associate, 1962-1963; Hunter College, New York, NY Participated in formulation of mental
abilities test and its administration; assisted in analysis of resulting data. Director: Dr. Gerald S.
Lesser; Supervisors: Dr. Gordon Fifer; Dr. Donald H. Clark.

Departmental Research Fellow, 1958-1962; University of Massachusetts, Amherst, MA.
Designed, conducted, analyzed, reported research on humans and sub-humans. Supervisors: Dr.
Albert E. Goss; Dr. Jerome L. Myers.

Research Assistant, Summers 1957, 1958; Meharry Medical College, Nashville, TN 37208.
Administered intelligence tests to children aged three months to five years. Director: Dr. E. Perry
Crump; Supervisor: Dr. P. Mayo Gore.

EDUCATION

Ph.D. 1962, M.S. 1960, University of Massachusetts, Amherst, MA.
B.A. (Cum Laude) 1958, Fisk University, Nashville, TN.
Psychology major, Sociology minor for all degrees

PUBLICATIONS AND PAPERS

Fort, JG & McClellan L. The REACH-Meharry Community-Campus Partnership: Developing Culturally
Competent Healthcare Providers. J Health Care Poor Underserved. Supplement, Spring 2006. [in
review]

Ahmed NU, Fort J, Malin A, Schlundt D, Semenya K, Belay Y, & Hargreaves M. Barriers to
mammography screening in an economically deprived population. J Health Care Poor
Underserved. [in review]

Blumenthal DS, Fort JG, Ahmed NU, Semenya KA, Schreiber GB, Perry S. Impact of a Two-City
Community Cancer Prevention Intervention on African-Americans. J Natl Med Assn. 2005;
[forthcoming]

Ahmed NU, Fort JG, Micah TH, Dickerson P & Belay Y. Needed change in the health care system:
Perspectives of lay health workers. The Journal ofAmbulatory Care Management, [forthcoming]

Ahmed NU, Fort JG, Elzey J & Belay Y. Empowering factors for regular mammography screening in
underserved populations: Pilot survey results in Tennessee. Ethnicity & Disease. 2005 Summer
15(3):387-394.

Ahmed NU, Fort JG, Elzey J & Bailey S. Empowering factors in repeat mammography: Insights from the
stories of underserved women. The Journal of Ambulatory Care Management, 2004, Oct-Dec
27;(4)348-355.

Buchowski MS, Plaisted C, Fort J & Zeisel SH. Computer-assisted teaching of nutritional anemias and
diabetes to first-year medical students. American Journal of Clinical Nutrition. 2002; 75:154-61.

Ahmed NU, Fort JG, Micah TH & Belay Y. How the health care system can improve screening
mammography rates for underserved women: A closer look at the health care delivery system. The
Journal ofAmbulatory Care Management, 2001, 24(3), 17-26.

Fort, J. What BEEP meant to parents: A compilation of unobtrusive, interview and survey data.
Unpublished manuscript, Brookline Early Education Proiect, Brookline, MA, 1981. Cited in
Hauser-Cram, P. et al, Early Education in the Public Schools: Lessons from a Comprehensive
Birth-to-Kindergarten Program. San Francisco:Jossey-Bass, 1991.



Fort, J. Selected resources for multicultural education. The Clearing House, April, 1987, 353-354.
Adapted from invited address at Community Action for Responsive Education in Sacramento
(CARES) Workshop, Sacramento, CA, April, 1983.

Fort, J. Perspectives on early education. Children Today, November-December, 1983, 25-29.

Fort, J. and Pierson, D. E. Parents' attitudes toward program services and parent education:
What we can learn from BEEP. Prepared for Monographs of the Brookline Early Education
Proiect, Brookline, MA, 1983.

Fort, J. Developing a positive approach to one's studies and chosen field: Education in America.
Presentation as Role Model at First Annual Motivation Seminar-Workshop of Innerworld
Community Alliance Networks (ICAN), Davis, CA, November, 1981.

Fort, J. How a public school views an early education project. Prepared for Monographs of the
Brookline Early Education Project, Brookline, MA, 1980.

Fort-Morrison, J. A review of Black consciousness, identity, and achievement: A study of
students in historically Black colleges. Journal of Black Psychology, August, 1976, Vol.111, No. 1,
112-121.

Fort, J. G., Watts, J. C. and Lesser, G. S. Cultural background and learning in young children, Phi Delta
Kappan, March, 1969, L, 386-388.

Fort, J. G. New roles and priorities for Black professionals. Visiting Lecturer Address presented to
Psychology Department, Fisk University, Nashville, TN, April, 1968.

Fort, J. G. Discrimination based on secondary reinforcement. Child Development, 1965, 36
481-490. (Doctoral dissertation).

Myers, J. L., Fort, J. G., Katz, L. and Suydam, M. Supplementary reports: Differential monetary
gains and losses and event probability in a two-choice situation. Journal of Experimental
Psychology, 1963, 66, 521-522.

Myers, J. L. and Fort, J. G. A sequential analysis of gambling behavior. Journal of General
Psychology_ 1963, 69, 299-309.

Fort, J. G., Myers, J. L. and Myers, N. A. Secondary reinforcement in a discrimination problem.
Journal of General Psychology, 1962, 66, 159-168.

Fort, J. G. Secondary reinforcement with preschool children. Child Development, 1961, 32
755-764. (Master's thesis)

HONORS, AWARDS, MEMBERSHIPS

Proposal Reviewer, Centers for Disease Control and Prevention, 1993
Member, Review Panel, U.S. Office of Minority Health, 1988
Consortium of Doctors, Atlanta. GA, Honoree, 1991
Association of Black Psychologists: Award of the Year, 1975, 1970; Founder's Award, 1987
Who's Who Among Black Americans, 1985-1986, 1977-78, 1975-1976 (Morrison)
Roxbury Action Program: Award of the Year, 1974; Green Star Award, 1975
Outstanding Young Women of America, 1974, 1966
Who's Who of American Women, 1968;
Who's Who in American Colleges and Universities, 1958
Exchange Student, Whittier College, Whittier, California, 1956



Basic College Early Entrant, Ford Foundation Program, Fisk University, 1953
Association of Black Psychologists
Eastern Psychological Association
American Psychological Association
Phi Kappa Phi Honor Society
Sigma Xi Scientific Research Society
Beta Kappa Chi Scientific Society
Alpha Kappa Delta Sociological Society

CIVIC AND SOCIAL AFFILIATIONS AND ACTIVITIES

Tennessee Performing Arts Center Friends, 1996-
Gaiete de Coeur Art & Study Club, 1993-. Recording Secretary, 1995-1997; 2003-.
Board of Directors, Tallulah Humanitarian Group, Lee-Stelzer Heritage Research Museum,

Atlanta, GA, 1985-2001. Humanitarian of the Year Award, 1988-1989.
Parent Supporter, Center for International Studies, North Fulton High School, Atlanta, GA, 1985-1989.
Chapter I Advisory Council, Valley Oak Elementary School, Davis Joint Unified School District, Davis,
CA, 1981-1982
Area Board, #38, Massachusetts Department of Social Services, 1980
Institutional Review Board, Dr. Solomon Carter Fuller Mental Health Center, Boston, MA,

1978-1981
Coordinator of two-day Human Development Seminar, St. Paul A.M.E. Church, Cambridge,

MA, 1978
Ethics Review Committee, Brookline Early Education Project, Brookline, MA, 1977-1981
Board of Directors, Reading Is Yours To Keep Program, Boston, MA, 1975-1976
Board of Directors, Roxbury-North Dorchester YWCA (ASWALOS House), Boston, MA, 1974
Board of Trustees, Putnam Children's Center, Boston, MA, 1972-1974
Board of Trustees, Roxbury Multi-Service Center, Boston, MA, 1972-1974
Coordinator, Community-wide Education Conference, Boston, MA, 1970
Program Chair, Community Lecture Series (Bi-city adult cultural enrichment series), Boston,

MA, 1967-1968
General Alumni Association of Fisk University & Alumni Clubs of Fisk University
National Association for the Advancement of Colored People
Alpha Kappa Alpha Sorority



NASAR U. AHMED, Ph.D.
nahicd(m c.edu

Division of Epidemiology and Biostatistics
Department of Internal Medicine

Meharry Medical College School of Medicine
1005 Dr. D.B. Todd Boulevard

Nashville, TN 37208
Phone: (615) 327-5800 Fax: (615) 327-5847

EDUCATION

1992 Ph.D. specialized in Epidemiology and StatisticalAnalysis. Tufts University School of Nutrition
Science and Policy, Massachusetts. Dissertation: Development and evaluation of community-based
intervention for alteration of hygiene practices, childhood diarrheal morbidity and growth of children
in rural Bangladesh.

1983 Master of Professional Studies (with distinction) concentration in Health and Nutrition Programs,
emphasized on Research and Evaluation Methods. University of the Philippines at Los Banos.
Research area: Health and Nutrition Planning and Evaluation (Micro and Macro approaches).

1979 Master of Science (with distinction) in Applied Statistics. Jahangimagar University, Dhaka.
Research: Women's attitude towards methods ofpopulation control and utilization offamily planning
services in Savar, Bangladesh.

1977 Bachelor of Science (with honors) major in Statistics; minor in Economics and Mathematics.
Jahangimagar University, Dhaka.

AWARDS & SCHOLARSHIPS

2004 American Association for Cancer Research & NCI's 2004 MSI Faculty Scholar in Cancer Research
Award, a national level award in cancer research.

2004 Intercultural Cancer Council Award for conference presentation at the 9 th Biennial Symposium

2003 National Medical Association, Citation of Outstanding Reviewer for the Journal of the National
Medical Association.

2003 Nashville REACH 2010 Project Principal Investigator, Distinguished Service Award

2002 National Medical Association, Citation of Outstanding Reviewer for the Journal of the National
Medical Association.

2002 American Association for Cancer Research & NCI's 2002 AACR-HBCU Faculty Scholar in Cancer

Research Award, a national level award in cancer research.

2002 Tufts University, Medford, Mass. FeaturedAlumni of the Year, Tufts University Alumni Association.

2001 American Association for Cancer Research & NCI's 2001 AACR-HBCU Faculty Scholar in Cancer
Research Award, a national level award in cancer research.

2001 Nominated for the Meharry Medical College Researcher of the Year Award.



2001 Tennessee Volunteer Heroes 2001 award - documentation for the celebration of the United Nation's
2001 International Year of the Volunteer, a state level honor award.

2001 Nominated for 2001 Maiy Catherine Strobel Volunteer of the Year- Middle Tennessee's highest
volunteer honor for social and community work.

1996 Toastmasters International, Best Evaluator Award

1990 US Agency for International Development Fellowship for International Health Research.

1986 United Nations' University Fellowship, an international award for advance research.

1982 Netherlands Universities Foundation for International Cooperation Fellowship-international
award

1977 University Merit & Residential Scholarships: Jahangimagar University, a graduate level award

1974 University Residential Scholarship: Jahangimagar University, an undergraduate level award.

GRANTS AWARDED

1. Principal Investigator. Empowering Factors among Breast Cancer Screening Compliant
Underserved Populations; Grant No. DAMD17-99-1-9288, U.S. Army Medical Research,
Department of Defense, October 2000- August 2005 (Total $303,105).

2. Principal Investigator. Breast Cancer Screening in a Low-Income Managed Care Population: A
Study of the Effectiveness of Intervention Strategies to Improve Cancer Screening Behaviors;
Grant No. DAMDI 7-97-1-6277, U.S. Army Medical Research, Department of Defense,
September 1997- June 2001 (Total $579,874).

3. Principal Investigator. Cancer Prevention/Outreach Shared Resource: Epidemiology and
Biostatistics Core Unit for capacity building and to develop epidemiology and biostatistical
services at Meharry Medical College as a part of the Comprehensive Meharry Medical College
and Vanderbilt Ingram Cancer Center; Cancer Research Partnership Grant No. NIH-NCI U54
CA91408-01; Meharry overall PI-- Dr. Adunyah, August 2001-April 2006. (Total for this
component $739,471 of a grant total of $9,224,919).

4. Principal Investigator. (With Dr. Bruce Compas as Co-PI) Mother-daughter communication
about breast cancer. NIH-NCI U54 Pilot May 2004- April 2006 of a grant of $100,000)

5. Co-Principal Investigator. Health Risk Factors and Barriers to Health Care Seeking Among
Medicaid and Medicare Eligible Living in Low-Income Housing Projects; Grant No. 20-C-
90841/4-01, Health Care Financing Administration (HCFA), September 1997 -December 2003
(Total $250,489).

6. Co-Principal Investigator (with Dr. K. Zhu). Methyl-Deficient Diets and Risks of Breast Cancer
among African American Women: A Case-Control Study by Methylation Status of ER Gene;
Grant No. DAMD17-97-1-6277 U.S. Army Medical Research, Department of Defense, September
1997 - September 2001 (Total $328,228).

7. Investigator to study Racial and Ethnic Approaches to Community Health 2010 Phase I:
Document Racial Disparities in CVD and Diabetes among African American in North Nashville;
Grant No. U50/CCU417280-02 Centers for Disease Control and Prevention (CDC), October 1999-
June 2000. (Total $ 1,070,865).



8. Co-Principal Investigator. A Comprehensive Intervention in Asthma Management in a
Population of Black and Hispanic Pregnant Women and its Effects on Asthma Control, and
Maternal and Perinatal Morbidity (Total for this component $594,921).

9. Investigator. A Study of Racial and Ethnic Approaches to Community Health (REACH) 2010
Phase II: to Develop and Implement Strategies to Eliminate Racial Disparities in CVD and
Diabetes among African Americans In North Nashville; Grant No.U50/CCU417280-02, Centers
for Disease Control and Prevention (CDC), September 2000- September 2004 (Total $6,250,000).

10. Co-Principal Investigator. (Dr. ZhongMao Guo, PI). Hypertension, Oxidative Stress and Race:
Clinical Research Infrastructure, NIH Grant: Sept 2003-August 2007 (Total $472,940)

11. Coordinator. Biostatistics and Epidemiology Team for Vanderbilt-Meharry Center for Aids
Research (CFAR). NIHAID- National Institute of Health (Co-PI: Drs. Berthaud and
D'Aquila).

12. Presenter. Grant for Travel to Annual Meeting 2004, American Association for Cancer Research.
AACR & NCI ($2000)

13. Presenter. Grant for participation to 9th Biennial Symposium on Minorities, the Medically
Underserved & Cancer, Intercultural Cancer Council, 2004

14. Presenter. Grant for Travel to Annual Meeting 2002, American Association for Cancer Research.
AACR & NCI ($2000)

15. Recipient. Grant for Travel to Annual Meeting 2001, American Association for Cancer Research.

AACR & NCI ($2000)

TEACHING EXPERIENCE

7/02 - Present Associate Professor (Epidemiology and Biostatistics), Department of Internal Medicine,
School of Medicine, Meharry Medical College, Nashville, Tennessee

*Epidemiology and Biostatistics; research design, statistical and epidemiologic analysis,
program evaluation.

@Developing Web-based Biostatistics course
*Introducing computer-based hands-on Epidemiology course
eCoordinating research skills building seminar series for faculty, residents and students

8/96 - 6/02 Assistant Professor (Epidemiology and Biostatistics), Department of Internal Medicine,
School of Medicine, Meharry Medical College, Nashville, Tennessee
Epidemiology and Biostatistics; provided research design, statistical and epidemiologic
analysis, and program evaluation

9/88- 12/90 Research & Statistical Consultant, Academic Computer Services, Tufts University.
Developed curriculum and taught research design, analysis plan, statistical and
epidemiological methods and techniques

1/84- 8/86 Assistant Professor, Institute of Nutrition and Food Science, University of Dhaka.
Developed curriculum and taught Applied Statistics, Research Methods, Epidemiology,
Health Economics, Public Health Programs, Program Planning and Evaluation.

11/79 - 1/84 Lecturer, Institute of Nutrition and Food Science, University of Dhaka. Taught Applied
Statistics, Research Methods, Survey Research,



3/79 - 11/79 Instructor, Civil Officers' Training Academy, Dhaka. Developed curriculum and taught

Applied Statistics and Research Methods.

RESEARCH AND ADMINSTRATIVE EXPERIENCE

7/01 - Present Director, Epidemiology and Biostatistics Core, Mehany-Vanderbilt Cancer Alliance
"* Developed Epidemiology and Biostatistics Core Team for capacity building effort

at Meharry Medical College.
"* Research on cancer prevention studies, intervention and health services.
"* Provide expertise to other investigators at Meharry and Vanderbilt University.
"* Perform administrative and scientific leadership for the Core.

7/01 -Present Director, Epidemiology and Biostatistics Division, Department of Internal Medicine
* Provide Biostatistics and Epidemiologic Expertise to Departmental Researchers
& Develop epidemiological, behavioral and intervention research.
* Perform administrative and scientific leadership for the division.

8/96 - 8/03 Director and Senior Epidemiologist, Biometty, Clinical Research Center, Meharry
Medical College, Nashville, Tennessee.
0 Provide Biostatistics and Epidemiologic Expertise to CRC investigators

8/03 - present Director, Epidemiology and Biostatistics, Clinical Research Center, Meharry Medical
College, Nashville, Tennessee. Involved in intervention/research:
"* Epidemiologic expertise to clinical researchers
"* Develop epidemiological, behavioral and intervention research
"* Empowering factors among mammography screening compliant underserved

women.
"* Breast cancer screening & effective interventions in a managed care population.
"* Cancer prevention in the practices of Tennessee primary care physicians.

4/95 - 6/96 Director and Sr. Biostatistician, Research and Evaluation Unit, Epidemiology Resource
Center, Indiana State Department of Health (ISDH), Indianapolis, Indiana. Principal
responsibilities included coordinating and managing research and evaluation activities,
providing statistical, epidemiologic, and economic analysis, and program evaluation
expertise to the ISDH programs and its affiliates (such as Indiana Hospital & Health
Association, local health department; county hospitals). Projects completed:
"* Assisted in developing a Health Promotion & Disease Prevention Program

Development Guide
"* Developed outcome indicators for monitoring clinical performances of health care

facilities
"* Produced an issue paper on the usage of appropriate statistical methods, quality

assurance, and confidentiality for reporting data collected by the department
"* Completed a review report on Indiana Hospital Peer Grouping Method, to evaluate its

validity and applicability in the analysis of hospital discharge databases and to compare
of the clinical performance outcome measures within the hospital peer groups.

"* Coordinated the designing and analyzing of the Evaluation Tools for Surveillance
Systems.

"* Developed a Seminar in Applied Statistics, Program Evaluation & Outcome measures.
"* Involved in the Coordinating Committee for Regulatory Reform that undertook and

completed six major programs of analysis and evaluation for reform.
"* Coordinated a critical path analysis of vital records input-output flows to improve the

quantity, quality, and timeliness of the services.



* Analyzed software packages used for uniformity and improvement in efficiency &
cost-effectiveness.

9 Developed a template and a set computer programs for standard reports on Natality,
Mortality, and Hospital Discharge databases for timely production quality reports.

9/95 - 6/96 Member, National Committee on Heath Information/Core Public Health Policy to assess
policy and programmatic needs related to managed care, health data, data systems, and the
essential services of public health. Focused on outcome measures, model standards
development, and public health infrastructure development.

6/94- 4/95 Assistant Professor (Research), Tufts University Center on Hunger, Poverty and
Nutrition Policy, Medford, Massachusetts. Involved in design studies, analyzed
multidisciplinary data sets, wrote articles and reports based on health and nutrition data
using Categorical data, Multiple Regressions, Discriminant and Trends Analyses.

5/92 - 6/94 Post-doctoral Research Fellow, School of Nutrition and Policy, Tufts University,
Medford, Massachusetts. Designed research studies, analyzed multidisciplinary data sets
applying advanced statistical techniques such as Logistic Regression, Factor and
Survival Analyses. Wrote articles on health, morbidity, anthropometrics, diet and
behavior.

1/93 - 7/93 Researcher, Harvard University School of Public Health. Developed analysis plan and
provided technical assistance in data analysis and interpretation of results in
anthropometry, morbidity and dietary, health and child care behaviors in research
project entitled Women's Health and Work and Child Survival in India.

9/88 - 12/90 Research & Statistical Consultant, Academic Computer Services, Tufts University.
Supported faculty members and advised graduate students in design and analysis of their
research on health, nutrition, child development, and environmental health.

9/86 - 8/88 Research Fellow, School of Nutrition Science and Policy, Tufts University. Managed
and analyzed several large and complex longitudinal databases. Wrote reports for
Studies of Maternal Behaviors, Psychosocial and Environmental Factors Related to
Infection and Growth of Children applying ANCOVA, MANOVA, Multivariate
Regression, Logistic Regression and Survival Analyses.

7/85 - 8/86 Deputy Project Director, jointly conducted by Tufts University and the University of
Dhaka. Developed, designed and implemented a community-based Health Intervention
to Reduce Morbidity and to Improve Nutritional Status of Children of Bangladesh.
Designed surveys and other evaluation tools, supervised multiple data collections
efforts, designed information systems and managed program budget.

11/79- 7/86 Head, Statistics and Computer Services Division, Institute of Nutrition and Food
Science, University of Dhaka. Responsible for supervising statisticians, analysts;
programmers, and other research staff. Designed, managed and analyzed several clinical
trials, field research studies and interventions conducted by the Institute.

5/84- 6/85 Evaluation Team Leader, Evaluated UNICEF-sponsored nationwide education
program at the household level on nutrition and supplementary feeding in Bangladesh.

1/84- 3/86 Research and Statistical Consultant, Universities'Research Center, Dhaka.
Responsible for training research staff, designing studies, analyzing data, and writing
reports.



11/82 - 3/83 Program Development Team Leader, ajoint program of the University of Philippines
and the Provincial Government. Developed and formulated a comprehensive village
development plan for Sulpoc County, Batangas, Philippines.

3/79 -11/79 Research Officer, Civil Officers' Training Academy, Dhaka. Researched on health and
development. Supervised trainee civil officers in the design and analysis of their research
projects.

SERVICES TO MEHARRY

* Serving as Associate Professor of Epidemiology and Biostatistics
* Serving several institutional committee activities:

"o Strategic Planning Committee
"o Clinical Research Center's Advisoiy Committee
"o Medical School Admission Committee

"o Internal Review Curriculum Committee
"o Meharty- Vanderbilt Cancer Alliance Executive Committee
"o REACH 2010 Evaluation Committee
Directing Epidemiology and Biostatistics Shared Resources of Meharry-Vanderbilt Cancer
Center Alliance
Directing Cancer, Population-based Epidemiology and Behavioral Cores of Meharry-
Vanderbilt Cancer Center Alliance

* Directing Epidemiology and Biostatistics Division of the Department of Internal Medicine
* Directing Biostatistics and Epidemiology Unit of the Clinical Research Center
* Coordinating Biostatistics and Epidemiology Team for the Vanderbilt-Meharry Center for

AIDS Research
Leading functions of Biostatistics Component of Meharry Medical College/Penn State
University Cooperative Center for Research in Reproduction.

0 Actively supporting 27 faculty researchers in their research, presentations, and publications
0 Organized a successful grant writing workshop with NIH, at Meharry Medical College
0 Coordinating and Teaching Biostatistics and Epidemiology Courses.
0 Developing Web-based Biostatistics Course.
* Introducing Computer-based Epidemiology Courses.
* Mentoring Junior Faculty members
* Serving on thesis committees.
* Mentoring two students.
* Advising several students for their research.
* Served as Assistant Professor of Epidemiology and Biostatistics, and in several leadership

roles, for approximately 5 years
0 Served as Associate Professor of Epidemiology and Biostatistics, and in several

leadership roles, about 2 years

SERVICES AT THE REGIONAL AND NATIONAL LEVEL

Session Chair, Cancer Epidemiology and Secondary Prevention. Annual International
Conference on Frontiers in Cancer Prevention Research: American Association for Cancer
Research. 2004 (pending).

* Invited Speaker, Community Health Planning and Policy Development of the 132nd Annual
Meeting. American Public Health Association, Washington, DC, November 6-10, 2004.

* Discussion Moderator, Survivorship and Quality of Life. Annual International Conference on
Frontiers in Cancer Prevention Research: American Association for Cancer Research. 2004
(pending).



Keynote Speaker, Dangers of Secondhand Smoking. World No Tobacco Day, 2001. The
International Forum Dinner organized by the Collation on Smoke Free Nashville and Nashville
Metro Department of Health, May 24, 2001.

* Organizer and Chair, Health and Nutrition Issues. Convention organized by the Federation of
Bangladeshi Associations in North America, 1994.

* Keynote Speaker, Rabindra-Nazrul Joyanti Celebration 2000. Greater Nashville Bengali and
Bangladesh Associations. Birthday celebration of Nobel Laureate Poet Rabindranath Tagore and
national poet Nazrul Islam.

*• Featured Speaker, Cardiovascular Disease and Food Pattern of the Bangladeshi Community in
USA. Bangladesh Association of New England, 1993.

* Founder-President, Bangladesh Community of Indiana. Organization in Indiana to support
Bangladeshi community activities, which encouraged children learning programs, and
addressed socio-cultural, racial and new immigrant issues.
Member, National Committee on Heath Information/Core Public Health Policy to assess policy
and programmatic needs related to managed care, health data, data systems, and the identified
essential services of public health. Outcome measures, model standards development, and public
health infrastructure development are also important focus of the committee.

* Founder, Study Circle. Indiana group focusing on the exchange of information and
understanding of community relations, religion, and spirituality in the context of global peace.

* Member, Board ojfDirectors, National Study Circle: Diversity In-Dialogue, Nashville
Chapter. This organization serves as a forum to deal with racial, ethnic, cultural, and religious
issues and to create awareness and bring harmony in the society.

* Member, Board ofAdvisors, Scarritt-Bennett Center's International Celebration of Cultures.
Each year, over 150 organizations present their cultural heritage.

* Member, Middle Tennessee Breast and Cervical Cancer Coalition. This coalition focuses on
breast and cervical cancer problems and provides awareness in the community through health
fairs, seminars, meetings and community dialogues.
Member, Smoke Free Nashville part of Healthy Nashville Coalition. The group organizes
seminars, meetings, presentations, and community dialogues; provides support to do research
and awareness campaign.
Member, National Health Services Research Network is forum for researcher of institutions
nation-wide.

• Fundraiser, The World Hunger Project, Boston, Massachusetts
* Member, Thesis Committee on Health Economics at Vanderbilt University.
* Advisor, Journal of Developing Areas

PEER REVIEWER FOR JOURNALS

0 Social Science and Medicine
* Journal of Health Care for the Poor and Underserved
* International Quarterly of Community Health Education
* Journal of National Medical Association
* Food and Nutrition Bulletin
* Journal of Developing Areas
• Journal ofAmbulatory Care Management



PUBLICATIONS

1. Ahmed NU, Smith G, Flores AM, Parmies R, Mason HRC, Woods K, Stain S. Racial/ethnic
disparity and predictors of leisure-time physical activity among U.S. men. Ethnicity &Disease
15 (1); January 2005 (in Press).

2. Ahmed NU, Fort JG, Elzey J, Bailey S. Empowering Factors in Repeat Mammography:
Insights from the Stories of Underserved Women. The Journal ofAmbulatory Care
Management: (In press)

3. Miller ST, Mushi C, Ahmed NU, Larson C, McClellan L, Marrs M. Using focus groups to
understand health related practices and perceptions of African Americans: Nashville REACH
2010 Preliminary findings. Ethnieity and Disease: (In press).

4. Ahmed NU, Smith G, Flores AM, Mason HRC, Grandison D, Agho AO, Stain S.
Racial/ethnic disparity and predictors of leisure-time physical activity among U.S. women.
Annals of Behavioral Medicine, 27: (Suppl) S042, 2004.

5. Ahmed NU, Ata A, Mason HRC, Stain SC, Shyr U, Stain S. Racial/ethnic differences and
predictors of adherence to one or more colorectal cancer screening test guidelines in the US.
Am. Ass Cancer Research. 45: 20-22; 2004.

6. Ahmed NU, Ahmed NS, Semenya KA, Elzey JD, Larson C, Bennett CR and Hinds JE.
Prevalence and Correlates of Initiation of Smoking Behavior among Preteen Black and White

Children. JNMA, 96: (2) 200-208; 2004.

7. Elzey JD and Ahmed NU. A Whole New Life: an illness and a healing by Reynolds Price.
JNMA, 96: (5); 694-95; 2004

8. Flores AM, Ahmed NU, Kajese TT, Dwyer K, Murphy B. Breast cancer disparities for
African American and rural women: Preliminary analyses from the SEER-12 dataset, 1973-
2000. Proc. Intercultural Cancer Council, 19-20, 2004.
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recommendation for colonoscopy and sigmoidoscopy screening. Presented at the Second
Annual AACR International Conference on Frontiers in Cancer Prevention Research,
Phoenix, Arizona. October 26-30, 2003.

5. Grau AM, Ata A, Foster L, Ahmed NU, Stain SC, Shyr Y, Reasoner D, Pearson AS. Effect of
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children. The American Public Health Association's 1 2 9 th National Meeting and Exposition.
Atlanta, GA, October 21-25, 2001.

15. Schlundt, DG, Pichert JW, Larson C, Miller S, Ahmed N, Mushi C. Ethnic Disparities in
Health and Health Behaviors in Nashville: Results of the REACH 2010 Baseline Telephone
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Implications for the Next Millennium. NCBA, Washington DC, July 8-11, 1998.
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15. Participant CDC's Partnering in Research Conference, Atlanta, GA March 3-5, 1998.

16. Participant, Technical Assistant Program on Accessing and Utilization of the Health Care
Financing Administration's Medicare/Medicaid Data, Baltimore Maryland, January 7-8, 1997.

PROFESSIONAL AFFILIATIONS

"* Member, American Association for Cancer Research.
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"* Member, Board of Advisors, Scarritt-Bennett Center's International Celebration of Cultures.
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"* Member, Smoke Free Nashville part of Healthy Nashville Coalition.
* Member, National Council on International Health.
"* Member, The Association of Teachers of Preventive Medicine.
"* Member, American Statistical Association.
"* Member, North America Bangladesh Statistical Association.
"* Honoraty Life Member, National Bangla Academy.
"* Life Member, Bangladesh Statistical Association.
"* Life Member, Bangladesh Nutrition Society.


