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Key Points . . .

➤ African American women have the highest mortality rates 

among all racial or ethnic groups, and those in the Arkansas 

Mississippi River Delta are of particular concern.

➤ Churches and community groups, such as county Extension 

Homemakers Clubs, continue to be important settings for edu-

cating African American women in the rural southern United 

States about breast cancer screening.

➤ Multifaceted, culturally sensitive breast cancer education 

programs may assist in enhancing African American women’s 

knowledge and beliefs associated with early detection of the 

disease.

A
frican American women are more likely to die as a 
result of breast cancer than women from any other ra-
cial or ethnic group (American Cancer Society [ACS], 

2005; Glanz, Croyle, Chollette, & Pinn, 2003). According to 
ACS (2005), the breast cancer mortality rates among African 
American women are 30% higher than among white women. 

African American women are less likely to be diagnosed with 
early-stage breast cancer and are more likely to have regional 
or distant spread (Champion & Menon, 1997). Breast cancer 
screening offers the greatest potential for reducing mortality 
and enhancing outcomes within this group (Phillips, Cohen, & 
Tarzian, 2001). Unfortunately, many African American women, 
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Purpose/Objectives: To determine the effectiveness of a multifaceted, 

culturally sensitive breast cancer education program for African American 

women in the Arkansas Mississippi River Delta.

Design: Experimental (i.e., post-test only, control group design).

Setting: African American churches and a county Extension Home-

makers Club sponsored through the Arkansas Extension Homemakers 

council.

Sample: 53 African American women. The experimental group in-

cluded 30 participants who had a mean age of 56 years, and the control 

group consisted of 23 participants with a mean age of 51 years.

Methods: After the presentation of a multifaceted, culturally sensi-

tive breast cancer education program, a variety of instruments were 

administered to participants in the experimental group that measured 

dependent variables. Subjects in the control group completed the same 

instruments in the absence of a viable intervention. Data were analyzed 

using t tests.

Main Research Variables: Knowledge and beliefs about breast 

cancer.

Findings: The experimental group’s mean scores were signifi cantly 

higher than the control group’s on the Breast Cancer Knowledge Test 

and the susceptibility scale of the Breast Cancer Screening Belief Scales. 

The experimental group also scored signifi cantly higher than the control 

group on the confi dence scale of the Breast Cancer Screening Belief 

Scales.

Conclusions: The multifaceted, culturally sensitive breast cancer 

education program appeared to be responsible for the differences in 

scores between the experimental and control groups. 

Implications for Nursing: Culturally sensitive group educational 

programs aimed at helping African American women in the rural South 

become more knowledgeable about breast cancer and early detection 

clearly are needed. Such efforts also must focus on increasing women’s 

confi dence in effectively performing regular breast self-examination 

as well as their understanding of personal risk. Healthcare profession-

als play a major role in the development and implementation of these 

programs.

This material is protected by U.S. copyright law. Unauthorized reproduction is prohibited. To purchase quantity reprints,

please e-mail reprints@ons.org or to request permission to reproduce multiple copies, please e-mail pubpermissions@ons.org.

D
ow

nl
oa

de
d 

on
 0

5-
19

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



ONCOLOGY NURSING FORUM – VOL 32, NO 4, 2005

858

particularly older women, are not screened for the disease 
(Stager, 1993). African American women in Arkansas and the 
Mississippi River Delta region are of particular concern.

Arkansas and the 
Mississippi River Delta

Arkansas is among the poorest and most economically 
depressed states in the nation. According to the U.S. Census 
Bureau (2005), Arkansas’ per capita income is $16,904, com-
pared to the national average of $21,597. A signifi cant portion 
of the state is located in the Mississippi River Delta, which 
is one of the most poverty-stricken regions in the country. 
Health care in this region, where African Americans account 
for approximately 34% of the population, often is lacking. The 
poverty rate for African Americans in this rural area is 40%, 
whereas the national poverty rate is 12% (Housing Assistance 
Council, 2002). Poverty and inferior health care among Afri-
can Americans have been associated with late diagnosis and 
poor outcomes regarding cancer (Glanz et al., 2003).

Among women in Arkansas, breast cancer is the most fre-
quently diagnosed cancer. The most recently available data 
showed that from 1997–2001, 10,523 new cases of female 
breast cancer were diagnosed in Arkansas, 1,050 of which oc-
curred in African American women (Arkansas Department of 
Health, 2005). Studies published by the Arkansas Foundation 
for Medical Care (2003) indicated that Arkansas ranks 45th 
in Medicare biennial mammography rates. The lowest mam-
mography rates are in the Mississippi River Delta, which may 
be attributed partially to a lack of knowledge and inaccurate 
beliefs associated with breast cancer. 

Breast Cancer Screening
The underuse of mammography seems to play a signifi cant 

role in delayed breast cancer diagnosis, which leads to a dis-
proportionate number of deaths in African American women. 
The Agency for Healthcare Research and Quality (2000) 
noted that knowledge of screening recommendations and ac-
cess to free mammograms often are inadequate in prompting 
low-income African American women to keep appointments. 
Knowledge, beliefs, and other factors related to mammogra-
phy appear to play a major role in the failure to follow through 
with screening appointments. This point is consistent with the 
Health Beliefs Model (HBM) (Rosenstock, 1966; Rosenstock, 
Strecher, & Becker, 1988). Lack of knowledge about mam-
mograms is a signifi cant barrier to early detection that appears 
to increase women’s anxiety and fear associated with the 
procedure (Paskett, Tatum, Wilson, Dignan, & Velez, 1996). 
Additionally, women who believed that getting a mammogram 
is embarrassing or unnecessary in the absence of symptoms 
were more likely to miss a mammogram appointment (Crump, 
Mayberry, Taylor, Barefi eld, & Thomas, 2000). Phillips et al. 
(2001) noted that healthcare professionals need to develop a 
specifi c understanding of African American women’s experi-
ences to enhance the utilization of mammography.

Several studies have examined variables that infl uence the 
increased use of mammography screening among low-income 
African American women. For example, Champion and Me-
non (1997) found that perceived barriers, recommendations by 
healthcare professionals to get a mammogram, recent thoughts 
about mammograms, and regular physician visits infl uenced the 

likelihood of obtaining this type of screening. Calle, Flanders, 
Thun, and Martin (1993) found that low income, low educa-
tional attainment, being older than 65 years, and living in a rural 
area were associated with mammography underuse. 

In addition to mammography, breast self-examination (BSE) 
is an important early identifi cation tool for women (Taylor, 
2002). Although the effi cacy of teaching BSE has been ques-
tioned and monthly performance is no longer recommended by 
ACS (Smith, Cokkinides, & Eyre, 2004), the Susan G. Komen 
Breast Cancer Foundation continues to endorse the practice 
for women older than age 40. ACS recommends that women 
be informed about the potential benefi ts, limitations, and harm 
associated with BSE. Women may choose to practice BSE regu-
larly or not at all; however, the regular performance of BSE may 
function to increase the likelihood of obtaining mammography 
screening (Bloom, Grazier, Hodge, & Hayes, 1991). 

African American women tend to perform BSE at rates 
similar to other racial groups. Stager (1993) found that 44% of 
women (N = 182) reported performing monthly BSE, whereas 
only 35% of the women (N = 538) in a study by Rutledge, Bar-
sevick, Knobf, and Bookbinder (2001) reported practicing BSE 
12 or more times per year. According to Gasalberti (2002), BSE 
is unique in comparison to other screening behaviors because 
it is personal and not dependent on healthcare professionals 
or facilities. Barriers associated with BSE include the lack of 
knowledge and confi dence in its performance. 

Overall, knowledge of BSE among African American 
women is low (Nemcek, 1989). Inaccurate knowledge of 
breast cancer among older African American women may 
hinder early detection (Bailey, Erwin, & Belin, 2000). Taylor 
(2002) found that educational programs appear to have a 
signifi cant impact on the use of BSE, and among low-income 
African American women, a single educational encounter can 
positively affect BSE behavior. 

Women must possess motivation, ability, and freedom from 
barriers to effectively and routinely perform BSE. Researchers 
have identifi ed several variables or predictors related to BSE 
that also are incorporated into the HBM (Champion & Menon, 
1997; Champion & Scott, 1997). These include perceived sus-
ceptibility, benefi ts, and competence. The use of other breast 
cancer screening practices (e.g., mammography) also may be 
tied to sociocultural factors.

Sociocultural Factors Related 
to Breast Cancer Detection

Social support may play a critical role in increasing the use 
of cancer screening techniques among minority women (Gotay 
& Wilson, 1998). Erwin, Spatz, Stotts, and Hollenberg (1999) 
confi rmed the importance of social ties, such as those within the 
church, in promoting early cancer detection. African American 
women have identifi ed the church and work as sources of psy-
chosocial support specifi c to cancer screening (Jernigan, Trauth, 
Neal-Ferguson, & Cartier-Ulrich, 2001). Consequently, the 
church is well positioned to encourage older African American 
women to participate in cancer screening programs.

Cultural infl uences also seem to play a signifi cant role in the 
breast cancer screening behavior of African American women 
(Hoffman-Goetz & Mills, 1997; Russell, Champion, & Perkins, 
2003). Core cultural values emphasizing family, interdepen-
dence, religion, and a holistic view of health are important 
factors that infl uence screening behaviors (Glanz et al., 2003). 
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Factors affecting the acceptability of healthcare services among 
minority women include cultural beliefs about cancer, commu-
nication styles, linguistic barriers, and real or anticipated dis-
crimination. Bailey et al. (2000) identifi ed a number of cultural 
beliefs among African American women regarding breast can-
cer, such as believing that it mainly affects Caucasians or being 
fatalistic about the disease. Breast cancer also was stigmatizing 
and therefore was not to be discussed. Some women believed 
cancer was a punishment from God. The women indicated that 
they sought care from social and cultural networks and viewed 
educational messages from familiar social and cultural sources 
as truthful. In addition, according to Bailey et al., the women 
exhibited a preference for intra-ethnic role models. Therefore, 
cultural beliefs may be of utmost importance to breast cancer 
interventionists when designing and implementing prevention 
programs for African American women and may be relevant 
especially in select regions of the southern United States, such 
as the Arkansas Mississippi River Delta. 

Breast Cancer Education in the 
Arkansas Mississippi River Delta

Coleman et al. (2003) examined breast cancer screening in 
the Arkansas Mississippi River Delta and suggested that struc-
tured and multifaceted programs may increase participation 
rates among African American women. Instruction by health-
care providers can increase breast cancer screening; however, 
a major limitation associated with education programs is a 
lack of culturally sensitive teaching materials for African 
American women with low literacy levels. Most healthcare 
information is written at a 10th-grade or higher reading level, 
but many individuals read at a fi fth-grade or lower level (Chelf 
et al., 2001; Winslow, 2001). Low literacy levels are preva-
lent in the African American population of the Mississippi 
River Delta. Readable and culturally sensitive cancer educa-
tion materials are needed and should function to strengthen 
primary cancer prevention efforts by increasing screening 
and promoting early detection behaviors (Guidry, Fagan, & 
Walker, 1998). Paskett et al. (1996) found that photo-essays 
or pictures conveying mammography information can be ef-
fective in educating women with low-literacy levels.

Erwin, Spatz, and Turturro (1992) noted that minority and 
low-income populations exhibit low participation rates in breast 
cancer education and screening programs. To enhance breast 
cancer screening behaviors among African American women 
in Arkansas, including the Mississippi River Delta, Erwin et al. 
designed a program in which presenters and role models were 
breast cancer survivors of the same race and background as 
participants. The program, which was held in African American 
churches and community centers, called for the presenters to en-
gage in “witnessing.” The presenter focused on the recognition 
and discovery of a breast lump, treatment, personal philosophy 
regarding survival, and the benefi ts of early detection. The goal 
was to empower women to take responsibility for their health 
and practice early detection behaviors. A three-month follow-up 
revealed that participants (N = 78) had increased their practice 
of BSE by 43% and 19% had obtained a mammogram.

Clearly, a need exists for more culturally appropriate 
interventions, as well as research pertaining to breast cancer, 
aimed at African American women living in the South. These 
efforts should involve the church, community, and healthcare 
professionals in an attempt to raise the quality of services 

within this population (Glanz et al., 2003). According to the 
Oncology Nursing Society (1999), cultural knowledge must 
infuse the entire process. African American healthcare pro-
fessionals must be included in the delivery of breast cancer 
educational programs designed for groups of minority women 
when attempting to alter knowledge, beliefs, and behaviors.

The purpose of this study was to determine the effectiveness 
of a multifaceted, culturally sensitive breast cancer education 
program based on the HBM for African American women in 
the Arkansas Mississippi River Delta to enhance breast cancer 
knowledge, beliefs, and behaviors. The researchers hypoth-
esized that African American women who received this breast 
cancer education program would demonstrate signifi cant dif-
ferences in knowledge, beliefs, and behaviors regarding breast 
cancer when compared with women who did not. The first 
hypothesis was that participants in the experimental condition 
would exhibit greater knowledge of breast cancer than those 
in the control condition. The second hypothesis was that par-
ticipants in the experimental condition would display adaptive
beliefs (e.g., susceptibility, benefi ts of mammography and BSE, 
confi dence) about mammography and BSE compared to those 
in the control condition. Finally, the researchers hypothesized 
that subjects in the experimental condition would obtain a 
mammogram and engage in more frequent BSE within a three-
month time period than those in the control situation.

Theoretical Model

In recent years, the HBM has been applied to breast cancer 
screening. According to Champion and Scott (1997), this 
model indicates that screening behaviors result from personal 
decisions that are based on perceived susceptibility, perceived 
seriousness, benefi ts and barriers to action, and confi dence. 
The individual’s knowledge of cancer and risk infl uences per-
ceived susceptibility and seriousness. Participation in screen-
ing results from the belief that certain behaviors will benefi t 
the individual and surpass any barriers. Finally, confi dence, 
or self-effi cacy (Bandura, 1986, 1997), specifi c to performing 
select screening behaviors such as BSE appears to be a criti-
cal variable that increases the likelihood of engaging in this 
health-promoting behavior (Champion & Scott). A number 
of instruments were used in this study to assess these key 
variables (i.e., knowledge of cancer and risk, susceptibility, 
benefi ts, barriers, and confi dence, or self-effi cacy). 

Methods
Participants

Fifty-three African American women aged 40 and older liv-
ing in the Arkansas Mississippi River Delta participated in this 
study. Race, age, and geographic location or area of residence 
were the criteria used for inclusion. The mean age of partici-
pants was 56 years in the experimental group and 51 years in 
the control group. Informed consent was obtained from all 
participants before the study began. Because participants could 
not be randomly assigned to experimental and control groups, 
statistical analyses were conducted to determine comparability 
of the groups based on participants’ ages, education levels, and 
annual incomes; whether they had health insurance, regular 
visits with a physician, regular physical examinations, yearly 
clinical breast examinations, and previous mammographies; 
and cancer diagnoses, participants’ ages at fi rst mammogram, 
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breast biopsies, family histories of breast cancer, and past par-
ticipation in breast cancer education programs. SPSS® (SPSS 
Inc., Chicago, IL) was used to conduct data analyses, including 
t tests, chi-square tests, and Fisher’s exact tests as appropriate. 
No statistically signifi cant differences were found, indicating 
that the experimental and control groups were comparable 
regarding all of the variables before treatment.

Design

A post-test only, control group design (Campbell & Stan-
ley, 1963) was employed. Participants were recruited from 
six African American churches and one county Extension 
Homemakers Club sponsored by the Arkansas Extension 
Homemakers Council. Participants from three of the churches 
and the county Extension Homemakers Club were randomly 
assigned to the experimental group, and participants from 
the remaining three churches were randomly assigned to the 
control group. As a result, these associational groups were 
nested within treatment conditions. Entire groups rather than 
individuals were assigned to prevent information from being 
disseminated within a group. Participants in the experimental 
group (n = 30) received the breast cancer educational pro-
gram, which was followed by testing. Participants assigned to 
the control group (n = 23) simply were tested. A pretest was 
not administered to participants because of time constraints 
and concerns about reactivity. Participants assigned to the 
control group were offered the educational program after the 
study was concluded.

Settings

The study was carried out in six African American churches 
and one Extension Homemakers Club, all of which were 
located in fi ve northeastern counties in the Arkansas Missis-
sippi River Delta. Pastors of the churches were contacted by 
letter and telephone to obtain permission for conducting the 
study. Three investigators visited an African American county 
Extension Homemakers Club to secure participants. The pas-
tors and the home extension contact person announced the 
date and time of the event and encouraged all women older 
than 40 years to attend. 

Educational Program

In an attempt to address some of the concerns and limita-
tions associated with past breast cancer education programs, 
this program provided readable, culturally sensitive materi-
als and was presented by African Americans from different 
healthcare disciplines. The written program materials did not 
exceed the ninth-grade reading level, and visual aids featured 
African American women. Additionally, African American 
breast models were used to teach BSE. All of the presenters 
and leaders were students or university faculty from nursing 
and allied health disciplines (e.g., radiation, medical technol-
ogy, physical therapy). Faculty presenters and leaders were 
BSE certifi ed by ACS. The nursing and allied health students 
participated in a training program about African American 
women’s beliefs pertaining to breast cancer and BSE instruc-
tion before the initiation of the program. Eight of nine student 
presenters and leaders were female African Americans. 

The program’s core content included risk factors associated 
with the development of breast cancer, early detection, the 
performance of BSE with models, guidelines for mammogra-
phy screening, and the role of mammography in breast cancer 

detection. The program was divided into two parts. The fi rst part 
consisted of large group instruction with a computerized mul-
timedia slide show estimated to be at the ninth-grade reading 
level and the showing of two brief ACS multicultural videos, 
Instructions for Breast Self-Examination and Quality Mammog-
raphy Can Save Your Life (ACS, 1997a, 1997b). A number of 
photos of African American women were incorporated into this 
presentation to illustrate the proper positions and techniques 
for BSE. The second part of the program, which immediately 
followed the large group instruction, consisted of a small group 
session led by a presenter. Each participant received a shower 
card produced by the Susan G. Komen Breast Cancer Founda-
tion designed for African American women that gave directions 
for performing BSE and was written at the eighth-grade reading 
level. The group leaders presented the content on the shower 
card to the participants verbatim. Participants kept the cards at 
the end of the program. Additionally, participant modeling was 
used to teach proper BSE. Each group leader fi rst demonstrated 
correct BSE using a breast model. Next, each participant was 
required to demonstrate proper BSE and detect at least one 
lump using the model. Finally, each participant was given a 
“Beads for Life” key chain. This aid, which the participants 
also were allowed to keep, consisted of beads of various sizes 
that are analogous to breast tumors detected at different points 
in time using available screening methods. Each group leader 
discussed the signifi cance of this tool and explained the accom-
panying script, which noted the size of breast tumors detected 
by various screening techniques (i.e., untrained in BSE, occa-
sional BSE, regular BSE, fi rst mammograms, and subsequent 
mammograms). The program concluded with each participant 
receiving a preexisting information sheet listing breast health 
resources in Arkansas. This document was written at a thir-
teenth-grade reading level. The total length of the program was 
60–70 minutes and immediately was followed by an additional 
30 minutes of testing. 

Treatment integrity, which refl ects the reliability of the in-
dependent variable, was measured by trained observers who 
read along with the program scripts to determine whether each 
presenter delivered the precise content listed on each slide, 
shower card, and key chain. Observers also used a predevel-
oped checklist in one small group per experimental site to note 
whether the participants demonstrated BSE on the model and 
detected lumps. Overall, treatment integrity associated with 
the program was 80% and would have been considerably 
higher if one student presenter had not accidentally failed to 
read orally a portion of the content listed on the shower card 
during the small group instruction at one site.

Instruments

Each participant was asked to complete a demographic 
questionnaire, the Breast Cancer Knowledge (BCK) Test
(McCance, Mooney, Smith, & Field, 1990), and the Breast 
Cancer Screening Belief Scales (BCSBS) (Champion & 
Scott, 1997). The BCK Test and the BCSBS were administered 
in a counterbalanced fashion to control for order effects. The 
items on these instruments were administered orally to several 
participants because of low literacy levels. Subjects in both 
groups also were asked by letter to complete a brief three-
month follow-up survey. Participants in the experimental group 
completed the Client Satisfaction Questionnaire–8 (CSQ-8)
(Pascoe & Attkisson, 1983). Both of these measures were writ-
ten at a ninth-grade reading level. The survey was designed 
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to assess the use of BSE and mammography and to obtain 
information about recent breast cancer diagnoses. The CSQ-8 
is an eight-item tool designed to assess participants’ satisfaction 
with the program on a four-point scale ranging from 1 (low) 
to 4 (high). A high score on this scale represents satisfaction. 
These instruments and an accompanying letter were mailed to 
the participants three months after the delivery of the program. 
Subjects were asked to return the completed materials in an 
addressed, stamped envelope by U.S. mail. 

The BCK Test (McCance et al., 1990) measures subjects’ 
knowledge of detection and screening practices and originally 
was based on Stillman’s (1977) Knowledge Questionnaire. 
The BCK Test has been recommended to assist in evaluating 
the effectiveness of educational programs designed to promote 
early breast cancer detection (McCance et al.) and consists 
of 18 items written at a seventh-grade reading level. Internal 
consistency for the scale was 0.81. The content validity for the 
measure was established through expert opinion. A high score 
on the BCK Test is associated with greater knowledge. In gen-
eral, more knowledge of breast cancer detection and screen-
ing has been associated with the use of mammography and 
clinical breast examinations (McCance et al.). Furthermore, 
a number of investigations have found a signifi cant relation-
ship between breast cancer knowledge and BSE (Champion, 
1987; Dickson et al., 1986; Gray, 1990; Mamon & Zapka, 
1986; Reeder, Berkanovic, & Marcus, 1980; Roberts, French, 
& Duffy, 1984; Rutledge et al., 2001). 

The BCSBS is used to measure beliefs about mammog-
raphy and BSE, is based on the HBM, and consists of 47 
items written at an eighth-grade or lower reading level. 
The items comprise six scales: susceptibility, benefi ts of 
mammography, benefi ts of BSE, barriers to mammography, 
barriers to BSE, and confidence. All of the items on the 
BCSBS are scored using a fi ve-point Likert scale ranging 
from 1 (strongly disagree) to 5 (strongly agree). High scores 
on the susceptibility, benefi ts of mammography, benefi ts 
of BSE, and confi dence scales are associated with breast 
cancer screening, whereas high scores on the barriers to 
mammography and barriers to BSE scales are associated 
with early detection. Internal consistency coeffi cients for the 
instrument equaled 0.83 for susceptibility, 0.65 for benefi ts 
of mammography, 0.69 for benefi ts of BSE, 0.85 for barri-
ers to mammography, 0.83 for barriers to BSE, and 0.90 for 
confi dence. Test-retest reliability over an unspecifi ed time 
interval ranged from 0.40–0.68. Construct validity of the 
six scales was assessed and supported through confi rmatory 
factor analysis. The BCSBS has value in identifying beliefs 
of African American women regarding mammography and 
BSE (Champion & Scott, 1997).

Results
Sample

The study sample consisted of 53 African American women 
40 years of age and older from six counties in the Arkansas 
Mississippi River Delta region of the United States. The mean 
age of participants was 56 years in the experimental group 
and 51 years in the control group. Fifty percent of participants 
reported an annual income less than $20,000, and fi fty-seven 
percent had completed the 12th grade. Eighty-fi ve percent 
had health insurance. Ninety percent indicated that they had 
a regular physician, 75% stated that they received regular 

physical examinations, 72% had received a clinical breast 
examination performed by a physician or nurse within the 
previous year, and 81% indicated that they had obtained a 
mammogram in the past.

Knowledge

The mean score on the BCK Test for the experimental 
group (

—
X = 14.07, SD = 2.53) was signifi cantly higher than 

for the control group (
—
X = 11.91, SD = 2.76) (t[51] = 2.95, p < 

0.01). Table 1 lists the differences between the experimen-
tal and control groups on the BCSBS. The mean score on 
the susceptibility scale of the BCSBS for the experimental 
group (

—
X = 13.34, SD = 5.51) was signifi cantly higher than 

for the control group (
—
X= 10.23, SD = 4.30) (t[51] = 2.19, 

p < 0.05). Additionally, the mean score on the confi dence 
scale of the BCSBS for the experimental group (

—
X = 43.00, 

SD = 5.08) also was signifi cantly higher than the control 
group (

—
X = 31.32, SD = 8.86) (t[51] = 5.87, p < 0.01). No 

other scales on the BCSBS showed signifi cant differences 
between the two groups.

Because of a poor return rate for the three-month follow-up 
survey and the CSQ-8, the third hypothesis could not be tested 
statistically. Only 16 of 53 (30%) surveys were returned. No 
participants in either group reported having had a mammo-
gram. On average, respondents from both the experimental and 
control groups had performed BSE twice per month. None of 
the subjects noted a recent diagnosis of breast cancer. Over-
all, the responses on the limited number of returned CSQ-8s 
(n = 13) indicated that participants in the experimental group 
appeared to be satisfi ed with the program and were inclined to 
recommend it to others in similar need (

—
X = 2.85). 

Discussion
The multifaceted, culturally sensitive breast cancer education 

program implemented in this study with African American 
women in the Arkansas Mississippi River Delta appeared to 
be responsible for the differences between the scores for the 
experimental and control groups on the BCK Test. Breast 
cancer knowledge was a major focus of the large group instruc-
tion, composing the fi rst portion of the program. These results 
are important because knowledge has been associated with 
increased use of mammography, clinical breast examinations 
(McCance et al., 1990), and BSE (Champion, 1987; Dickson 
et al., 1986; Gray, 1990; Mamon & Zapka, 1986; Reeder et al., 

Table 1. Breast Cancer Screening Beliefs Scales Score 
Differences by Group

Outcome Measure

Susceptibility

Benefi ts of mammography

Benefi ts of BSE

Barriers to mammography

Barriers to BSE

Confi dence

Experimental Group

—

X
—

X

Control Group

SDSD

 13.34*

18.31

18.46

23.19

16.35

    43.00**

  5.51

  2.29

  3.47

11.18

  8.07

  5.08

10.23

18.04

18.47

20.85

17.33

31.32

4.30

3.01

3.34

5.77

7.46

8.86

* p < 0.05

** p < 0.01

BSE—breast self-examination
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1980; Roberts et al., 1984; Rutledge et al., 2001). Knowledge 
also is an important element in the HBM. The program ap-
peared to be responsible for the differences between scores for 
the experimental and control groups on the susceptibility and 
confi dence scales of the BCSBS. Participants who received the 
program appeared to have a signifi cantly better understanding 
of their risk of or susceptibility to developing breast cancer. Af-
rican American women typically do not identify themselves as 
being at risk for breast cancer and generally tend to be unaware 
and unconcerned about the topic (Bailey et al., 2000). Women 
who do not perceive themselves as susceptible to developing 
the disease may not practice regular BSE. Participation in 
breast cancer detection behaviors can be predicted partially 
by perceived susceptibility of risk (Rutledge et al., 2001). The 
fi rst portion of the program placed a signifi cant emphasis on 
African American women’s susceptibility to developing breast 
cancer, which may explain why signifi cance was noted between 
the groups on the susceptibility scale of the BCSBS. Engag-
ing in breast cancer prevention behaviors partially depends 
on becoming more aware of personal risk or susceptibility. 
African American women who completed the program also 
appeared to be more confi dent in performing BSE than those 
in the control condition. This fi nding likely can be attributed to 
the group leaders modeling proper BSE, which was followed 
by each participant adequately demonstrating the procedure 
and detecting the presence of lumps using the breast model. An 
enhanced sense of confi dence, or self-effi cacy, in performing 
BSE is important and a key construct in the HBM. Individuals 
who are confi dent in their ability to engage in BSE successfully 
are more inclined to continue this practice. 

Limitations

The current study possesses several limitations. Whether the 
fi ndings of this study would generalize to African American 
women in a different geographic area is unknown. Replication 
of the program is needed to address this issue and further evalu-
ate the external validity of the intervention. Future research 
should compare this program to alternative interventions as they 
are developed to evaluate effectiveness. Because of inadequate 
returns associated with the three-month follow-up survey, any 
differences between participants in the experimental and control 
groups in terms of mammography and frequency of performing 
BSE are unknown. Evaluation of the satisfaction of individuals 
in the experimental condition also was hampered by the low 
return rate. This information may have been obtained more 
effectively by conducting telephone surveys with each partici-
pant (LaSala, 1997) or by using a contact person at each site to 
collect the requested information. Given the diffi culties associ-
ated with collecting follow-up data (Erwin et al., 1992; Royse, 
Thyer, Padgett, & Logan, 2001), future studies should consider 
conducting telephone surveys or enlisting a contact person to 

increase participation in the follow-up. The preexisting infor-
mation sheet that listed breast health resources in Arkansas 
was received by all participants and was written at a grade 13 
reading level, which also should be regarded as a limitation. In 
future studies, rewriting such materials at a lower reading level 
may be necessary. Finally, the BCSBS, three-month follow-up 
survey, and CSQ-8 all rely on self-reported data that may not 
be reliable and valid. 

Implications for Nursing
Enhancing knowledge and changing beliefs associated with 

breast cancer screening are important when attempting to 
increase mammography and BSE among African American 
women. By increasing the use of screening behaviors, breast 
cancer may be detected earlier, when treatment is more suc-
cessful. These efforts may assist in lowering the unacceptable 
mortality rate found in this population (Champion & Scott, 
1997; Dignam, 2000). 

Establishing effective collaborative approaches and partner-
ships in the African American community is necessary to link 
research and practice (Glanz et al., 2003). African American 
churches and community groups continue to be viable settings 
for outreach breast cancer education programs (Erwin et al., 
1992; Rutledge et al., 2001) for women living in the rural 
South. Work settings also should be considered.

Culturally sensitive educational programs aimed at helping 
groups of African American women become more knowl-
edgeable about breast cancer and early detection clearly are 
needed (Taylor, 2002). These efforts also must strive to en-
hance women’s confi dence in effectively performing regular 
BSE because it has been linked to other important screening 
methods. This fact alone provides support for continuing to 
recommend regular BSE. Finally, programs need to focus on 
assisting African American women with better understanding 
their personal risk associated with breast cancer (Rutledge et 
al., 2001). Because of the costs associated with the disease and 
the design and implementation of prevention programs (Erwin 
et al., 1992), all interventions should be validated empirically 
and implemented with integrity. Healthcare professionals 
from a variety of disciplines have a major role in designing 
and implementing interventions to teach women about BSE 
and mammography screening.
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