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ABSTRACT 
 

 African American women in Susan G. Komen Foundation�s Lubbock affiliate 

area have significantly higher breast cancer mortality rates than all other ethnicities. An 

in-depth investigation of this specific population in rural West Texas revealed challenges 

that should be addressed in order to achieve more culturally competent breast health 

campaigning that increases awareness and lowers perceived barriers among this 

population. The author conducted four focus groups to ask questions regarding women�s 

current levels of awareness, perceived barriers, media preferences and cultural ideals 

pertaining to general health and breast health. Findings both congruent and contrary to 

the existing literature suggest a population that welcomes improved breast health 

information and resources. Health communicators should work to increase levels of 

breast cancer salience in order to decrease mortality rates among rural African American 

women. 
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CHAPTER I 

INTRODUCTION 

Races, golf swings and haircuts are only a few fund raising activities enjoyed by a 

variety of people united with a common aspiration � the fight against breast cancer. 

Awareness surrounding the seemingly inescapable disease has not only garnered it a 

symbolic color, but also, an entire month devoted to educating women about breast 

cancer. Indeed, new energies channeled into breast cancer awareness have had positive 

impacts aside from being more visible in the media. 

Despite the breast cancer movement�s accomplishments, The American Cancer 

Society (ACS) (2008) estimates that a woman in the U.S. still has a 1 in 8 (12%) chance 

of developing breast cancer in her lifetime. A cure for the disease seems very distant 

when such incidence rates are analyzed (Alexander, 2008), but advocates keep fighting. 

Demographic data reveals that African American mortality rates are significantly higher 

than mortality rates of other ethnic groups, including Anglo-Americans (ACS, 2008; 

Bolen, Rhodes, Powell-Griner, Bland, & Holtzman, 2000; Icard, Bourjolly, & Siddiqui, 

2003; Underwood, Powe, Canales, Meade, & Im, 2004). Furthermore, costs associated 

with the travel necessary to abide by breast health guidelines are especially troublesome 

for women in rural areas. For these reasons, this thesis is focused on rural African 

American women. 

This thesis takes an ethnomedical approach to provide breast cancer activists and 

health communicators with a foundation for more effective breast health campaigns 

targeted to rural African American women. Special emphasis is placed on the role of 
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public relations (PR) specialists and public relations campaigning to achieve the goal of 

reaching this very specific public more effectively. Thus, throughout the thesis, one may 

assume that �health communicators� is a broader description of public relations 

professionals� role in raising health awareness. Leichty and Warner (2001) state that 

culture is the primary factor in need of attention by public relations specialists. The field 

of public relations has inaccurately assumed that publics react to organizational activities. 

In reality, publics are independent entities that often have different goals than those of 

organizations (Botan & Soto, 1998).  

One can see why health communicators may be ineffective by assuming that 

formal institutions, such as healthcare, lie central in sociocultural environments (Leichty 

& Warner, 2001). To be more successful in reaching audiences then, public relations 

specialists should recognize how social institutions affect organizations. Hence, Leichty 

and Warner�s (2001) view of public relations supports the ethnomedical approach that 

bolsters this thesis. Additionally, this effort to understand the target population at a more 

intimate level and develop better campaigning is in collaboration with Susan G. Komen 

for the Cure�s Lubbock Affiliate. Accordingly, the geographic focus is the Lubbock 

Affiliate’s 16 county service area, also known as the South Plains region of Texas. The 

collaboration not only benefits both entities involved --- Texas Tech University and Susan 

G. Komen’s Lubbock Affiliate --- through sharing resources related to this research, but 

the effort that combines academia and health organizations is an innovative step towards 

collaborative promotions of community health. 
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In line with ethnomedical techniques in public relations research, socio-cultural 

elements that mass communicators have the ability to directly influence is discussed and 

qualitatively investigated in order to target and mobilize rural African American women 

to become more breast health conscious. Current levels of awareness and media 

preferences of African American women residing in rural West Texas are revealed in 

order to evaluate problems and/or successes with Komen Lubbock and other breast 

cancer advocates,’ current and past media techniques. A better understanding of current 

behaviors and perceptions, along with the socio-cultural views that influence them, are 

needed to achieve the goal of this thesis. The findings reported here provides a 

foundation for more effective breast health outreach that targets rural African American 

women in West Texas in hopes of lessening breast cancer disparities. 
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CHAPTER II 

LITERATURE REVIEW 

 Pink ribbons are almost inescapable images in public spaces these days. Whether 

one is shopping, driving around town or watching television, the pink ribbons 

symbolizing breast cancer awareness are widespread in advertisements, representing the 

progressive fight against the disease. The breast cancer movement seems even more 

omnipresent in �Pinktober� when fundraising activities, public service announcements 

and billboards supporting the fight against breast cancer are especially prevalent. 

National Breast Cancer Awareness Month (NBCAM) provides individuals and 

organizations nationwide with opportunities to not only raise awareness about breast 

cancer, but also educate others about experiences faced by those diagnosed with the 

disease (Pezzulo, 2003). 

The hype during Pinktober has garnered criticism though � some even accuse 

NBCAM as a seemingly altruistic cause built upon deceit and political motives. Those 

arguing that politics underlie all the pink are skeptical of the amount of funding awarded 

to breast cancer research each year in comparison to other diseases. A $256 million 

combined revenue spread between breast cancer�s top four charities � the largest 

organization totaling $161,974,711 for the 2007 fiscal year � makes breast cancer a 

dominant player in the medical research arena (Alexander, 2008). Such significant 

numbers within the competitive arena of medical research funding comes at the expense 

of other illnesses. Some other contenders for funding, thus, resent the breast cancer 

movement�s success. There are multiple arguments against the immense amount of 



 Texas Tech University, Andrea Smith, August 2009 

 5  

funding spent on breast cancer research. For example, some critics argue that breast 

cancer�s �sexier� physical components when compared to other health issues, like 

influenza and lung cancer, provide unacceptable justification for more research dollars 

granted to the movement. Whatever the validity of the claims, the controversy confirms 

the breast cancer movement�s enviable progress.  

What these skeptics fail to realize is the vast levels of grassroots advocacy and 

lobbying arms working on behalf of the breast cancer movement in comparison to other 

health movements (Alexander, 2008). The movement�s dominance in research funding is 

more acceptable when strong community support, rather than political agendas, explain 

the campaign�s achievement. In other words, when significant amounts of funding and 

research are primarily the product of women and families who identify with the effects of 

breast cancer, the movement�s success is more justifiable. Furthermore, experts say that 

no relationship can be drawn between research funding and medical advances � this 

reality is especially true for cancer. Despite any cynicism surrounding the breast cancer 

movement�s explosive growth, perseverance through the disease is more likely today than 

ever before (Pezzulo, 2003). 

Positive Aspects of Breast Cancer Awareness and Education 

Pezzulo (2003) contends that what critics deem to be propaganda-like should 

acknowledge the lives saved, resulting from the breast cancer movement. Even feminists 

leery of the pink and what may seem like paternalistic underpinnings of NBCAM should 

relish in the accomplishments. According to the Harvard Women�s Health Watch 

(HWHW) (2004), over twice as many women seek mammograms today than did before 
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the NBCAM campaign began during the early 1980�s. Consequentially, breast cancer is 

being detected at earlier stages, causing death rates to drop and survival times to lengthen 

(ACS, 2008; Alexander, 2008; HWHW, 2004; Pezzulo, 2003). 

Increased levels of awareness, more open communication about breast health and 

less stigma and feelings of detachment among diagnoses are valid reasons for the hype of 

the NBCAM to resurface each October (Pezzulo, 2003). Not only are women more 

comfortable discussing the disease that often evokes threatening feelings towards one�s 

femininity, but social and institutional perceptions of breast cancer survivors are 

transforming. Historically, physicians and surgeons have dictated a newly diagnosed 

patient�s treatment. Today, health providers empower women to determine her body�s 

course of action (HWHW, 2004). This aligns with the feminist movement�s objectives. 

Control over reproductive rights and the female body, in general, have been a central 

focus of feminists for years. Contrary, however, to these positive aspects are incidence 

rates that have gradually risen over time (ACS, 2008; Alexander, 2008). 

Bleak Statistics 

An estimated 40,930 people in the United States died from breast cancer in 2008 

(ACS, 2008). A woman in the U.S. has a 1 in 8 chance of developing invasive breast 

cancer at some point in her life. An additional 67,770 in-situ cases of breast cancer (the 

earliest form) were diagnosed in 2008. Approximately 2.5 million women in the United 

States are breast cancer survivors � �survivors� include women having completed 

treatment and those still undergoing treatment (ACS, 2008). In speaking on behalf of 

Breast Cancer Action, Barbara Brenner asserted that a woman is diagnosed with breast 
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cancer every three minutes in the United States. She described the trend as unacceptable 

and encouraged women not to rest until true cancer prevention is obtained (Pezzulo, 

2003). Increased incidence rates are depressing, but more optimistic occurrences in the 

movement ironically explain depressing incidence rates. 

An understanding of increased awareness and medical advances, combined with 

the realization that a cure for breast cancer is not available, offers a variety of 

explanations for the negative correlation that exists between incidence and mortality 

rates. Sinicrope et al. (2008) found that increased awareness has led mothers to discuss 

breast health with daughters more today than in the past. Fifty-five percent of mothers 

reported discussing preventative measures with their daughters compared to 9% in an 

earlier study. The research further showed that women who had breast health 

conversations with their mothers are more likely to discuss breast health with their own 

daughters � a positive domino effect-like trend in breast health communication. The 

Harvard Women�s Health Watch (2004) contends that increased education seems to be 

paying off. Over twice as many women get mammograms today than did before the 

NBCAM campaign started in 1980. Early and increased detection, plus new drugs like 

tamoxifen and more sophisticated technologies that remove cancer, provide good 

explanations for escalating incidence rates, decreases in mortality rates and lengthened 

survival times after diagnosis (ACS, 2008; Alexander, 2008; HWHW, 2004; Pezzulo, 

2003; Underwood et al., 2004). 
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A Public Relations Approach 

Despite strides made in awareness, detection and treatment, high incidence rates 

keep advocates fighting for a cure. The Susan G. Komen Foundation � breast cancer�s 

leading organization � is an example of those who continue the battle against breast 

cancer. The Foundation offers no apologies for the extraordinary amounts of money 

sought and generated each year by the charity. Spokespeople for the Foundation remind 

critics of its generous donations of millions of dollars given each year toward breast 

cancer research grants. Susan G. Komen, among other activists, supports the notion of 

taking a more proactive approach to breast cancer (Alexander, 2008). Continuing to 

assert the importance of preventative measures while a cure still remains distant is a 

realistic and noble tactic for breast cancer advocates.  

Raising awareness and educating publics are functions that align with the public 

information model of public relations. This model was developed to explain 

misunderstood and complex facts to publics (Grunig & Grunig, 1992). In other words, the 

public information model seeks to facilitate practitioners in disseminating information. 

Solely disseminating information to publics in an assymetrical-like manner has typically 

been viewed as a more manipulative communication tactic in the realm of public 

relations (Grunig & Grunig, 1992). However, this research will be able to support 

campaigns that Hedebro (1982) describes as encouraging to publics. Furthermore, this 

approach to breast health campaigning supports Pezzulo�s (2003) notion above regarding 

propaganda; disseminating education in order to promote breast health and general well-

being is not an activity based upon faulty motives.  
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Disseminating information to underprivileged groups encourages them to take 

action in a seemingly uncontrollable environment. Information is provided that educates 

and shows ways to channel efforts to combat a problem. In this way, the information is 

mobilizing as it equips individuals with the knowledge necessary in order to overcome a 

problematic situation (Lemert, 1981). By encouraging publics to participate in a cause, 

mediated one-way communication such as that just described becomes symmetrical 

(Grunig & Grunig, 1992). Furthermore, Dervin (1984) states that when practitioners 

research, instead of assume (like many organizations do), what information publics need 

in order to recognize a problematic situation, one-way communication truly is 

symmetrical. This thesis aspires to do just that � symmetrically communicate by 

investigating the target public�s understandings of situations surrounding breast cancer. 

In doing so, the research will contribute to mobilizing breast health campaigns that 

become symmetrical through educational media. The �have-nots� of breast health 

education and related resources is thus, the public that needs mobilization. A brief 

overview of general health disparities among minority groups provides a deeper 

understanding of inconsistencies within the realm of breast cancer and a starting point for 

public relations to narrow the communication gaps.  

General Health Disparities 

Research suggests that minority group members are at higher risk for illnesses, in 

general, than Anglos are for a variety of reasons. Bolen et al. (2000) specifically note 

chronic diseases, such as cancer, diabetes and cardiovascular disease that tend to affect 

minorities more than Anglos. Similarly, Icard, Bourjolly and Siddiqui (2003) found 
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cancer, diabetes, infant mortality and cardiovascular disease to be among the most 

common preventable medical problems among minorities. Other research suggests that 

African American women have higher cholesterol levels, more breast health 

complications and strokes, and are more likely to give birth to babies with unhealthy 

weights (Pierson, 1996). Bolen et al. (2000) found that Hispanics, American Indians and 

African Americans have higher rates of obesity and diabetes than Anglos. Also, African 

Americans reported significantly higher blood pressure than any other group while 

American Indians were the most likely to smoke cigarettes. Hispanic women were the 

least likely to report having regular clinical breast examinations.  

Bolen et al. (2000) provide various possible explanations for lower levels of well-

being in ethnic populations. Socioeconomic status (SES) and poor health habits like 

smoking, drinking alcohol and lack of exercise are commonly-cited factors. Williams 

(2002) discusses similar variables pertaining to SES such as low rates of home 

ownership, residing in poor neighborhoods and lower levels of education are explanations 

that underlie obvious access issues surrounding health disparities. For instance, those 

living in impoverished neighborhoods may be more susceptible to bacteria and germs that 

lead to disease. Impoverished individuals are also more likely to fall victims of violent 

crimes that require emergency health care. Low levels of education lessen the likelihood 

that one is informed of general health practices, such as exercising, nutritional eating and 

wearing seat belts (Nilsen, 2007). The same SES variables that inhibit healthy lifestyles 

also inhibit access to much needed resources. Paradoxically, the individuals most in need 

of medical attention get it the least.  
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High costs of healthcare, lack of insurance and less accessibility to health care 

facilities are factors that negatively impact ethnic minority individuals more than Anglos 

(Bolen et al., 2000; Williams, 2002). Lack of transportation when faced with the need to 

seek emergency treatment is another issue for many impoverished individuals. The 

inability to pay for childcare and/or miss work for an appointment are further reasons 

why minorities are less likely to take preventative health measures that could prevent 

serious illnesses (Facione, Dodd, Holzemer, &  Meleis, 1997).  

In specific regards to race, anyone of non-Anglo decent (in the United States) is 

considered to be a minority. This categorization based upon skin color, hair texture 

and/or other racial markers filters into social, economic and political arenas of society. In 

regards to healthcare, racial minorities� disproportionate levels of poverty hinder their 

ability to maintain optimal health standards (Zoller, 2005). Gender is an additional 

demographic variable that distinguishes publics (Grunig & Hunt, 1984).  

Dual Suppression 

In her feminist critique, Zoller (2005) contends that poverty is predominately a 

woman�s issue. �The personal is political� was a phrase coined by feminists in the 1960�s 

to describe how a woman�s personal experiences are also political in a male-dominated 

society (Chitty, 2005). The feminist movement�s achievements have reduced glass ceiling 

and sexist discrimination, but statistics indicate that women still comprise the majority of 

poor and uneducated citizens worldwide (G8 Okinawa Summit, 2000). Zoller (2005) 

suggests that the personal is especially political for minority women: �patriarchal 

economic, political and cultural structures of U.S. society, combined with racism and 
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classism,� collaborate to dramatically suppress minority women (p. 179). Accordingly, 

the feminist movement may not be as progressed as some think because advancements 

should accommodate women of all races. In regards to health, observing empowerment 

as only an Anglo woman�s benefit contradicts fundamental ideals, like equality, that the 

feminist movement is based upon. 

Breast cancer is an especially relevant illness in discussions of women�s health 

and disparities. Although the disease is not necessarily gender specific, human breasts are 

primarily associated with femininity (Reminnick, 2006). While many illnesses are 

uniquely feminine, the breast cancer movement�s success has set it apart from other 

female health matters. Education and public outreach campaigns for ovarian or cervical 

cancer, for instance, do not compare to that of breast cancer. Despite the breast cancer 

movement�s extraordinary success, the disease still impacts ethnic minority women more 

strongly than Anglo women. The movement has not overcome racial disparities in 

mortality rates and so, there is room for improvement in breast cancer campaigning. 

More effective campaigning requires a culturally competent approach. 

Cultural Competency 
 

The medical field has acknowledged the need for a more culturally inclusive 

approach and thus, culturally competent approaches have been adopted by some health 

providers. Marks, Reed, Colby and Ibrahim (2004) supports this claim in stating, �as 

Western countries have become more ethnically diverse, cultural �sensitivity,� 

�appropriateness,� and more recently, �competence,� have been embraced by health-

related disciplines as obligatory attitudes of both medical care and educational 
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interventions� (p. 145). Bentancourt, Green, Carrillo and Ananeh-Firempong (2003) 

affirm the necessity for such approaches in contending that differing health beliefs and 

behaviors are at the core of health disparities. The inability to identify illnesses, lesser 

likelihood of seeking medical attention, and difficulties in communicating with and 

understanding health providers perpetuate health disparities. Beliefs concerning health 

practices that differ from mainstream culture further sustain gaps in health. For instance, 

Marks, Reed, Colby and Ibrahim (2004) found significant differences in beliefs about the 

origins and treatment of breast cancer between Latinas and Anglos. Furthermore, when 

one study incorporated respective beliefs about breast cancer, knowledge of breast cancer 

among participants appeared to increase and attitudes toward taking actions to control 

cancer improved.  

Marks, Reed, Colby and Ibrahim (2004) note the constant progression of 

culturally-informed models in the health field. Health education that is generally targeted 

to a certain ethnicity should be targeted toward other groups by including images with 

their specific demographic characteristics. Additionally, the authors note that �some 

models include respecting and addressing deeper, holistic understandings of different 

audiences� ethnomedical ideas and the barriers and facilitators of health-promoting 

behaviors in local contexts obtained from in-depth formative, often ethnographic 

research� (p. 145). Here, the researchers assert the importance of researching audiences at 

a deeper level to understand the sociological underpinnings of ethnic cultures in order to 

more successfully promote better health practices. The present research is influenced by 
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such ethnomedical approaches. An understanding of health management and/or coping 

practices of ethnic cultures provides a starting point to expand upon.  

Complementary and Alternative Medicines 

Struthers and Nichols (2004) describe a specific technique used to address less 

acute illnesses that likely differ between different cultures. Complementary and 

alternative medicines (CAM) are health techniques not found in typical American 

biomedical models. The researchers explain CAM as ancient remedies and practices used 

among certain ethnic minorities. They argue that incorporating more CAM in Western 

health models could reduce health disparities. Likewise, the decision by those who utilize 

CAM is likely developed from his/her culture (Struthers & Nichols, 2004). Hsiao et al. 

(2006) confirm that health-seeking activities are strongly influenced by one�s cultural 

beliefs and furthermore, the decision to use one form of CAM versus another. Their study 

suggested differences between ethnic groups� choices of CAM: Asian Americans using 

green tea, soy and acupuncture, Native Americans turning to healing rituals, Latinos 

strongly believing in curanderos, African Americans asserting the importance of prayer 

and health-friendly herbs, like garlic and Anglos seeking massage therapists and more 

osteopathic remedies.  

Chao, Wade, Kronenberg, Kalmuss and Cushman (2006) give more 

institutionalized reasons for CAM use among ethnic minority groups that provide 

additional reasons beyond cultural beliefs to use CAM instead of seeking structured 

healthcare options. In their study, Mexican-Americans were more likely than other 

groups to cite cost of mainstream medicine as a reason for CAM use. Additionally, 
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Mexican-American participants were more likely to report their family as motivators 

behind CAM use, whereas Anglos reported personal beliefs. This research shows how 

culture, including all of the political/economical factors generally associated with it plays 

a major role in one�s health decisions. With that in mind, it is not surprising that Chang, 

Servellen and Lombardi (2003) found that non-Anglos reported using CAM more than 

Anglos; favorable political and economic factors are more often enjoyed by Anglos. 

Additionally, the authors, along with others, note religion as a specific CAM used by 

minority group members, especially, to cope with health matters (Chang, Servellen, & 

Lombardi, 2003; Culver, Arena, Antoni, & Carver, 2002). CAMs can be used as coping 

mechanisms much like they are for healing techniques. Kudadji-Gyamfi and Magai 

(2008) note the paucity of research on coping methods used among minority groups and 

expand upon those popular choices that, like CAM, are not economically constraining. 

The coping mechanisms here will be discussed as techniques not only used to alleviate 

stress after one is diagnosed with breast cancer, but also, to lessen any cognitive 

dissonance surrounding breast cancer screenings. 

Coping with Breast Cancer 

 Kudadji-Gyamfi and Magai�s (2008) research suggests that positive reframing is a 

technique more commonly used among Haitians, Dominicans, Puerto Ricans, English 

Caribbeans and African Americans than among Anglos. Also, within the ethnic groups 

just listed, wishful thinking was most popular among Puerto Ricans and Dominicans and 

least likely to be used by African Americans and Haitians. Avoidance appears to be 

another coping mechanism that affects different rates of mammography between ethnic 
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groups. Kudadji-Gyamfi and Magai (2008) found Puerto Ricans to be more likely to use 

avoidance than African Americans, Anglos and Haitians, but the coping technique 

affected the ethnicities differently. Whereas avoidance negatively correlated with 

mammography rates for Anglos, African Americans and Haitians, it positively correlated 

with screening rates for Puerto Rican women. Here one sees how coping techniques, such 

as avoidance, are used to different degrees among ethnic groups and could have positive 

or negative effects, depending on the culture. This confirms how important cultural 

competency is on a more specific level, such as when promoting breast health practices.  

 Chouliara, Papadioti-Athanasiou, Power and Swanson’s (2004) study supports the 

notion of incorporating culture to promote breast health as they found that culture 

influences beliefs about BSEs. As noted, cultural coping mechanisms such as avoidance 

can hinder compliance. Learned and ingrained cultural health beliefs can act as non-

structural barriers to abiding by mainstream breast health guidelines. 

Non-structural Barriers 

The cultural values and practices of ethnic minority women may preclude them 

from taking appropriate detection measures for breast cancer. These barriers are easier to 

attend to than access barriers because they can be addressed through a deeper 

understanding of culturally influenced health values. Additionally, low levels of 

education that result from a lack of financial resources are unfortunate but provide 

opportunities for public relations specialists. An audience�s formal education (or lack 

thereof) does not determine its ability to see/hear publicized health messages, so long as 

the messages are distributed through appropriate media outlets. Hence, health 

communicators should take advantage of their ability to impact target populations 
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through community-based education � in this case, breast health education. Through 

sufficient research, public relations specialists can build more targeted campaigns that 

account for cultural dimensions apart from financial constraints. That is, non-structural 

and culture-specific barriers pertaining to physical and psychological fears of breast 

cancer should be analyzed in order for appropriate public relations-based responses to be 

developed.  

Lack of Knowledge  

Low health literacy rates increase organizational barriers to healthcare 

(Remennick, 2006). Navigating the United States medical system can be challenging for 

highly educated and relatively privileged individuals � it can be downright intimidating 

for others. A less educated understanding of breast cancer results in other fears that may 

be avoidable. For instance, those who have witnessed friends and/or family undergo 

treatment for breast cancer, from surgery, to radiation and chemotherapy, have likely also 

observed the physical and emotional stress that results from the terrifying �slash, burn 

and poison� trio (Sherwin, 1996). Such fears surrounding mastectomies and other 

aggressive treatment therapies are amplified in impoverished communities with limited 

educational resources for breast health. Less educated women are far less likely to know 

of advances in surgeries and treatments for breast cancer that lessen effects of destructive 

procedures or decrease the likelihood of radical mastectomies (Remennick, 2006).  

Less educated women may also confuse the correlation between breast cancer 

screening and diagnosis with the causes of breast cancer. Some believe that early 

detection practices create an inevitable link to breast cancer diagnosis (Ashing-Giwa et 
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al., 2004). The disease�s prevalence and induced fear is great enough to cause many to 

avoid any procedures linked to the disease altogether.  

Gender-Specific Fears  

The unique nature of the breast cancer makes seeking regular screening to 

maintain optimal breast health more difficult than the screening measures for other 

organs. Remennick (2006) describes how negative connotations associated with breast 

cancer create anxiety even before a woman enters the clinical exam room. To many 

women, breasts are multisymbolic organs � representing more than their functional 

purposes. Regardless of one�s family or medical history and current healthy behaviors to 

prevent breast cancer, the mere prospect of being advised to have a body mutilating 

operation, such as a mastectomy, terrifies many women. Many feel as though breasts 

embody femininity and so, to have one or both removed jeopardizes one�s self-image and 

womanhood (Oppel-Baron, Mizrakhi, & Kaplan, 2002). 

As is still the case in more progressive societies, but far more conformed to in 

some ethnic minority communities, women are primarily respected for their roles as 

caretakers. They esteem themselves on being subservient to their families; a diagnosis 

with breast cancer would only make their status vulnerable as the caretaker�s own health 

may compromise her ability to properly nurture others. Likewise, a diagnosed woman 

may become dependent on others for care which may result in banishment and give 

grounds for betrayal and divorce in some ethnicities (Oppel-Baron, Mizrakhi, & Kaplan, 

2002).  

Gender and Culture Intersect 
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Ethnic minority women in Western countries are especially marginalized � not 

only are they more impoverished, but their cultural standards are often deemed inferior in 

progressive societies that take pride in equal rights for women (Reminnick, 2006). Self-

identities grounded in subservient roles put many ethnic minority women in conflicting 

positions. In a society dominantly controlled by independent mentalities, the women are 

told to put themselves first, but their culture tells them the exact opposite. This realization 

is founded in the fact that many ethnic communities are strongly dominated by men 

(Haynes & Smedley, 1999). If female health is not promoted by men within the 

communities in which they strongly influence the actions and decisions of women, the 

women are unaware of the need to be screened and/or not allowed to receive health 

exams. Because African American women are part of the U.S. socio-cultural system, they 

may be more likely to assert their independence than ethnic minority women from other 

nations. Many African American women may still, however, embrace the same collective 

mentalities that are associated with other nations (Cross & Madson, 1997) and view 

themselves as subservient to their community.  

Many ethnic cultures also emphasize holistic ideals, in general, and in particular 

respect to one�s body (Remennick, 2006).  Whereas Anglos may prefer losing an organ or 

enduring unnatural chemical treatment over the idea of not being in control of a life-

taking disease, some ethnic minority women (Native Americans, for instance) hold more 

fatalistic beliefs in regards to health. Many prefer not knowing if the disease exists 

because despite the screening results � good or bad � their behaviors would not change. 

Those with fatalistic ideals may thus appear to be apathetic (Leichty & Warner, 2001). 
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Apathetic views do not mesh well with mainstream breast health guidelines that require 

proactive involvement by women. Furthermore, the notion that any cancer found is one�s 

predestined fate keeps women with such philosophies from undergoing any unnatural 

treatment as these would not lie in accordance with their holistic views (Reminnick, 

2006).  

Fatalistic ideologies can also be used as a defense mechanism within ethnic 

minority communities. Beliefs of predestination and a lack of control over life and death 

attribute all power to a higher being and relieve spiritual women of any cognitive 

obligations to make healthy lifestyle choices.  Additionally, disease signifies punishment 

for sins in some cultures with fatalistic views; medical treatment in such cultures is 

considered corrupt as intervention in a higher power�s plan is especially sinful (Oppel-

Baron, Mizrakhi, & Kaplan, 2002). Facion, Dodd, Holzemer, and Meleis, 1997) contend 

that fatalistic beliefs negatively influence intentions to seek professional healthcare. 

Subtle Discrimination 

Royak-Schaler et al. (2008) describe a variety of inconsistencies inherent between 

African American and Caucasian breast cancer survivors. For those African Americans 

who lived to tell their experience with breast cancer, the predominant concern voiced was 

unfair patterns of patient-physician communication within the African American 

population. Cooper et al. (2003) found that African American women describe physician 

visits to be shorter and reported lower levels of satisfaction after visits than did Anglo 

patients. The research implies that African American survivors have historically been 

given less information regarding treatment options and less discretion during medical 
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appointments than Anglo patients. It is not surprising, then, that African American 

women perceive that racial discrimination occurs within medical settings; minority 

women, in general, often feel as though their well-being is a lower priority on the health 

provider�s agenda (Royak-Schaler et al., 2008). 

Clinician bias toward Anglo women may not be deliberate; accepting non-Anglo 

patients may not be the problem. However, accepting and recognizing different cultural 

values are not the same. Both are necessary within the healthcare institution, but cultural 

differences explain any negative perceptions of clinicians held by many minority women. 

Thus, it is these ingrained values that clinicians need to acknowledge. In doing so, 

skepticism toward mainstream health professionals can be lessened as patients will likely 

favor efforts to better understand cultural differences. That is, even if providers 

disseminate the same information and treat Anglo and minority patients equally in an 

observable fashion, many differences still exist between Anglo values and those of ethnic 

minorities. Even if equal attention is given to women, it cannot be assumed that patients 

receive equal treatment and information as intended. Usual procedures used for Anglo 

women within the exam rooms are likely to not align with the cultural values of ethnic 

minority women. If procedures are not well received by minority patients, negative 

perceptions of Anglo clinicians evolve and restrain those willing and able to receive 

medical exams. Grunig and Hunt (1984) would recognize some clinicians� inadequate 

recognition of cultural differences within medical settings as a problematic factor that 

makes minority patients a specific public to attend to.  
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Based on the literature reviewed, we may conclude that culture interlinks with 

sociological, psychological, and physiological components of women�s decisions 

regarding breast health. Furthermore, culture being a natural differentiating factor among 

racial groups, provides educators with a �target� for campaigning. For this reason, 

scholars interested in health promotion have increasingly researched and endorsed 

culturally-competent practices within medical settings in order to successfully foster a 

healthier population. Likewise, Leichty and Warner (2001) tell how culture and public 

relations interact in rhetorical public relations approaches. In other words, cultural 

differences must be incorporated into public relations in order to understand how publics 

interact to reach mutually accommodating ends in democratic societies. For this thesis, 

breast health education is the specific end that health communicators must work to 

accommodate.  

Mass communicators cannot directly affect economic policies that sustain 

knowledge gaps in institutional settings, but they can lessen knowledge gaps at smaller, 

community levels by raising awareness through well researched and targeted campaigns. 

Grunig and Hunt (1984) assert that masses, such as politicians, officials or women, in 

broad terms, are not affected by campaigns. Unlike publics that share common problems 

and thus, more specifically relate, masses do not behave as a single body. Instead, there 

are many different problems within mass audiences which make it difficult for such a 

large population to relate. Communication practitioners are thus, more effective when 

they target specific problems of differentiated publics instead of targeting mass audiences 

with a general concern. In fact, masses are usually inactive � they do not react at all to 
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campaigning (Grunig & Hunt, 1984). Racial minorities then - disproportionately the 

�have nots� of healthcare � are a differentiated public with a specific problem to target. In 

regards to breast cancer, African American women are an especially disadvantaged 

public and so, need to be targeted with breast health information. 

African Americans and Breast Cancer 

African American women are overwhelmingly diagnosed in later stages of breast 

cancer than are Anglo women, making the already highly invasive disease much more 

difficult to treat (ACS, 2008; Farmer, Reddick, D�Agostino, & Jackson, 2007; Royak-

Schaler et al., 2008; Thompson Healthcare, 2007). Poor health behaviors (i.e. bad diet 

and sedentary lifestyles) within the African American community combine with lower 

levels of early detection practices to lessen the likelihood of combating the disease. 

Research consistently indicates a link between obesity and breast cancer recurrence and 

mortality (Rockhill, Weinberg, & Newman, 1998; Trentham-Dietz et al., 1997). Breast 

cancer statistics confirm the toll of such cultural tendencies.  

African American mortality rates for breast cancer are 33% higher than mortality 

rates of Anglos. Furthermore, African Americans have a 77% chance of surviving breast 

cancer five years after diagnosis compared to 90% chance for Anglos (Smigal et al., 

2006). Mortality rates and incidence rates within the African American community are 

seemingly contradictory, though. Higher incidence rates would be a likely explanation for 

higher mortality rates. In general, however, Anglo women appear to have slightly higher 

incidence rates of breast cancer (ACS, 2008; Kudadjie-Gyamfi & Magai, 2008; 

Thompson Healthcare, 2007). 
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Limited access to health care could explain low screening rates that correlate with 

lower incidence rates and more advanced stages of diagnosis. De Navas-Walt, Proctor 

and Mills (2004) state that racial minorities constitute over two-thirds of the 25 million 

women in the United States without health insurance. As discussed above, non-structural 

barriers play a significant role in hindering breast health compliance. Furthermore, such 

non-structural barriers also intensify any structural barriers. For instance, perceived 

inferior treatment once inside the clinic walls could escalate perceptions of barriers and 

prevent women from seeking financial assistance for healthcare. Similarly, the same 

negative perceptions could keep women having sufficient financial resources from being 

screened and/or treated for breast cancer. 

Non-Structural Barriers Specific to African American Women 

 Boundaries have blurred throughout the years between poor economic status and 

health practices. Remennick (2006) describes how African American women have 

learned to align their behaviors with what they can afford. For instance, curative rather 

than preventative healthcare trends found among African Americans, with and without 

financial resources have transferred across generations. Seeking curative care rather than 

taking suggested preventative breast health measures is a reactive, not proactive, 

approach. Proactive preventative health behaviors, such as performing breast self-exams 

(BSEs) or seeking clinical breast exams (CBEs) and mammograms are less likely to be 

practiced by African Americans than Anglos. The tendency to avoid screening measures 

not only puts African American women at greater risk to die from breast cancer, but also 

endangers daughters� breast health as their practices (or lack thereof) seem to mirror that 
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of their mothers and grandmothers (Remennick, 2006). In this way, social learning 

patterns put younger African American women at greater risk than young Anglo women 

to detect breast cancer in its later stages. Several cultural studies also indicate that 

religion is a particularly powerful coping mechanism used among African Americans --- 

one that may hinder breast health compliance (Chang, Servellen, & Lombardi, 2003; 

Connell & Givson, 1997; Culver et al., 2002; Henderson, Gore, Davis, & Condon, 2003; 

Marks, Reed, Colby, & Ibrahim, 2004; Taylor, 2001). 

Marks, Reed, Colby, and Ibrahim (2004) reveal that some African American 

women regard their spirituality to be a significant component in health-related thoughts 

by describing cancer as a devil-caused disease; women participating in the study linked 

Satan (a spiritually based forced) with disease. Thus, cancer is seen as a symbol packed 

with several negative connotations, yet also an indication of God�s will. Musgrave, Allen 

and Allen (2002) further discuss how spirituality, as a significant coping mechanism for 

African Americans, is most likely an outgrowth of a history of oppression.  

African American slaves used spirituality as a coping mechanism to transcend 

their dreadful conditions into a faith that provided some sense of optimism in a 

community that faced a most treacherous form of dehumanization. Similarly, Powe and 

Finnie (1995) make a suggestion related to Oppel-Baron, Mizrakhi and Kaplan�s (2002) 

insight above. They propose that individual feelings of hopelessness, meaninglessness 

and powerlessness among ethnic minority women contribute to perceptions of fatalism. 

Given African Americans’ oppressive history, fatalistic mentalities have developed to 

alleviate hopeless feelings and may have transcended across generations. Powe and 
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Finnie (2003) confirm that African Americans tend to hold more fatalistic views of 

cancer than Anglos do. These notions related to spirituality led Musgrave, Allen and 

Allen (2002) to conclude that a dynamic church was strengthened by African Americans 

out of slavery. The authors contend, �God is seen as a deliverer from unjust suffering and 

the comforter in times of trouble. The church provides spiritual renewal and 

empowerment� (558). Evident here is a clear reason for African Americans using 

religious practices, such as prayer, attending church services, and believing the Bible to 

be the ultimate word of Christianity. 

Similar to the discussion of subtle discrimination above, Icard, Bourjolly and 

Siddiqui (2003) note the Tuskagee Syphilis Study (TSS) as a more recent health-related 

event that inhibits African Americans� faith in American health institutions. It is not 

surprising that a general suspicion toward health agencies exists in the African American 

community in the wake of the infamous 1940 study that allowed African Americans to 

suffer untreated venereal disease for decades while doctors and researchers observed 

them.  

Reaching out through familiar settings within the African American community 

may be an effective way to overcome suspicions among this population when presenting 

health messages. The church is a particularly effective network to engage the African 

American community. Furthermore, eliciting assistance from those deemed leaders in 

ethnic minority communities could be vital in promoting health programs. Leaders within 

African American churches, therefore, are likely to be more influential than others when 



 Texas Tech University, Andrea Smith, August 2009 

 27  

promoting breast health among African American women (Icard, Bourjolly, & Siddiqui, 

2003).  

Cultural revelations, like those just mentioned can assist health communicators in 

reaching African American women with breast health information more effectively. The 

opportunity I have been granted to investigate cultural hindrances to breast health among 

African American women is quite unique.  

Collaborating for Success 

Susan G. Komen for the Cure�s local affiliate selected me as the intern 

responsible for conducting the qualitative research needed for its 2008-2009 Community 

Profile project1. The affiliate granted me permission to use the data gathered for the 

Community Profile report2 in my thesis. Thus, I simultaneously filled two roles � a 

primary investigator for Komen Lubbock and an academic researcher affiliated with the 

College of Mass Communications at Texas Tech University.  

The quantitative analysis component required for the Community Profile project 

revealed significant discrepancies in breast cancer incidence and mortality rates among 

communities among communities in the Lubbock Affiliate�s 16 county service area - also 

described as the South Plains Region of Texas (figure 2.1). 

                                                
1 See Appendix A for Community Profile Project description 
2 Visit http://www.komenlubbock.org/Pages/Community+Profile to view the report 
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Figure 2.1: Komen Lubbock�s 16 County Service Area (www.komenlubbock.org) 

 According to Thompson Healthcare (2007) � the Komen Foundation�s 

provider of breast-cancer-related statistics � African American mortality rates in the 

Lubbock Affiliate area align with those found nation-wide (figure 2.2). 

 

Figure 2.2: Komen Lubbock�s African American Mortality Rates (notice differences in Y 
axis of graphs); (Thompson Healthcare, 2007) 
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 Statistics specific to the Lubbock Affiliate�s service area regarding screening 

practices and diagnoses are also enlightening. According to Thompson Healthcare 

(2007), African Americans in the South Plains region have the lowest rates of breast 

cancer diagnosis in stage I and the highest rates of diagnosis in stage IV. African 

American women are twice as likely as Anglos and non-Anglo women to be diagnosed 

with breast cancer in stage IV (figure 2.3). 

 

Figure 2.3: Komen Lubbock Stage Diagnoses (Thompson Healthcare, 2007) 
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 Demographic statistics of the South Plains region may help explain the disparate 

mortality rates. African American women comprise approximately 6.2 percent of Komen 

Lubbock�s total service area (Thompson Healthcare, 2007). Likewise, population 

differences are drastic in the 2008-2009 target areas or so-called �red counties� where in-

depth analyses were conducted (table 2.1). 

Table 2.1: Population Differences in Red Counties  

County 2007 
population 

White African 
American

American 
Indian 

Asian 
Pacific 
Islander 

Other Hispanic

Dickens 2803 62.9% 8.4% 0.1% 0.5% 0.4% 27.7% 
Cottle 1924 67.9% 9.4% 0.2% 0.0% 0.8% 21.7% 
Motley 1296 83.2% 4.1% 0.5% 0.2% 1.4% 10.6% 
Kent 640 88.9% 0.3% 0.3% 0.0% 0.0% 10.5% 

 
Source: Thompson Healthcare, 2007 
 

The �red counties� are very rural � some are over an hour�s drive from the closest 

screening facility. Costs associated with travel and lack of convenience are likely 

explanations for the higher mortality rates and later stages of diagnoses found among 

African Americans in the rural red counties. Additionally, extreme population gaps 

between Anglos and African Americans may not be directly linked to the dramatically 

different mortality and stage diagnosis/screening statistics, but an indirect link is possible.  

Aldoory (2007) found that race is considered to be the principal identifier for 

minority group members (Aldoory, 2001). Thus, African American women in rural 

communities may feel more disconnected from mainstream society than those in bigger 

cities with less lopsided racial distributions in the population (Aldoory, 2001; Colic-

Peisker & Walker, 2003). Feelings of ostracism and lack of support among African 
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American women in rural counties may provide even more hindrances to taking optimal 

breast health measures.  

Disparate mortality rates of African American women found in the Komen 

Lubbock�s service area determined the very specific population of rural African 

American women residing in the South Plains region of Texas. The Community Profile 

project�s qualitative requirements, along with this approach�s in-depth nature, determined 

the ethnomedical design used to achieve a better understanding of African American 

culture and breast health ideals. Based upon the existing literature regarding African 

Americans� heavy reliance on spirituality and frequent distrust of mainstream health 

channels, I presume that similar trends will be revealed among African American women 

in the South Plains region. A goal of this investigation is to enlighten breast cancer 

advocates on what this population deems to be credible information outlets. 

RQ 1: How are breast health ideals among African American women in the South 
Plains region influenced by spirituality?  

 
 Perceptions of barriers to and benefits of obtaining optimal health have been used 

to explain health seeking and compliance behaviors (Chouliara, Papadioti-Athanasiou, 

Power, & Swanson, 2004; Farmer, Reddick, D�Agostino, & Jackson, 2007; Ka opua, 

2008; Wood, 2008). Perceived barriers are compared to perceived benefits of taking early 

detection and preventative measures in an effort to explain compliance with breast health 

guidelines, or lack thereof. Greater perceived barriers hinder the likelihood that a woman 

will abide by breast health guidelines while greater perceived benefits promote 

compliance. Thus, the perceived benefits of optimal breast health must outweigh the 

perceived barriers to obtaining optimal breast health in order for one to comply with 
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guidelines. As indicated in the above literature, Chouliara, Papadioti-Athansiou, Power 

and Swanson (2004) explain how breast care systems differ across countries. In line with 

other health matters, knowledge, practice and beliefs about breast screening practices 

differ across cultures. 

Feelings of self efficacy that result from making health a priority and the desire to 

detect cancer in earlier, less aggressive stages are two examples of perceived benefits to 

complying with breast health guidelines (Farmer, Riddick, D�Agostino, & Jackson, 

2007). Knowing someone diagnosed with breast cancer is another factor that positively 

contributes to perceived benefits of mammography (Jernigan, Trauth, Neal-Ferguson, & 

Cartier-Ulrich, 2001). The literature that compares lower screening rates of ethnic 

minority women to those rates of Anglo women suggests that minority women are not 

exposed to close family and friends who monitor breast health and therefore, are not 

diagnosed if they are diseased (ACS, 2008; Facione, Dodd, Holzemer, & Meleis, 1997; 

Thompson Healthcare, 2007; Wilkin et al., 2007). According to this perception, breast 

cancer may be an acknowledged tragedy in other communities but not in theirs � the 

perception being that their ethnic group is not affected by breast cancer (Hopper, 1993; 

Oppel-Baron, Mizrakhi, & Kaplan, 2002). Thus, the exposure factor that promotes 

screening is not as prevalent in minority communities. 

The benefits of early detection practices may not be as obvious to minority 

women, thereby negatively impacting their preventative and detection practices. While 

perceived benefits of taking breast health measures promote one’s intent to follow breast 

health guidelines, intent alone is not sufficient for behavioral actions to be taken 
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(Airhihenbuwa, 1995; Ka opua, 2008). Specifically regarding intentions to seek breast 

cancer screening, Farmer et al.(2007) disclose that barriers are logistical, informational 

and personal. Perceived barriers to taking breast cancer screening measures include: high 

costs, lack of access to high-quality medical care and transportation, inadequate 

understanding of breast health guidelines, breast cancer myths and fear of death or 

amputation. Feelings of embarrassment and shame may also result due to the stigma 

attached to breast cancer. The cancer effects reproductive organs specific to a woman’s 

anatomy making the disease a particularly sensitive topic among many women. Likewise, 

medically underserved participants in Ka opua’s (2008) research expressed that a lack of 

breast health knowledge, fear and high screening costs reduced intentions to seek routine 

screenings. Skepticism of free mammography programs also interfered with early 

detection measures. This last barrier may be particularly surprising to those who work on 

behalf of the medically underserved population to provide free screenings.  

It is important to remember the oppressive histories of African Americans when 

discussing barriers. The distrust and cynical opinions of Anglo-controlled institutions that 

result from oppressive histories may discourage compliance. Well-intended actions taken 

by dominant (Anglo) group members on behalf of African American women may fail 

(Leichty & Warner, 2001). Opportunities granted to medically underserved women, 

through altruistic intentions, may be met with suspicions that free services are 

substandard and/or have self-interested intentions (Ka opua, 2008). Furthermore, 

Reddick, D�Agostino and Jackson (2007) found a significant link between fatalistic views 

of patients and perceived barriers to breast health. More educated women and those who 

held less fatalistic views did not perceive as many barriers to regular mammography 
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screening. Leichty and Warner (2001) describe fatalistic ideals as inactive, which 

supports the positive correlation between fatalistic views and perceived barriers. 

Furthermore, research suggests that lack of provider recommendations regarding breast 

health is one of the greatest, if not the greatest, barriers to women seeking mammogram 

screenings (Davis, Emerson, & Husaini, 2005; Lukwago et al., 2003). Lack of 

information is of particular concern because it can be addressed more easily than other 

structural or personal hindrances. Such avoidable barriers underscore the important role 

of health communicators.  

If breast health guidelines are not discussed during regular female exams, even 

those women fortunate enough to overcome structural barriers may not be adequately 

educated. Health-related communicators outside of clinical walls then, such as public 

relations specialist, have an especially important role to fill. Vital breast health 

information may be unknown even among those with more privileged statuses. 

Nonetheless, their largely less privileged social standing, in general, is reason to believe 

that African American women experience the negative consequences of deficits in health 

information more than Anglo women. That is, statuses that sustain logistical, 

informational and personal barriers already keep African American women from having 

regular medical exams. When African American women are seen inside clinical settings, 

they may not be given breast health information. There is ample justification for 

researchers to target the African American community with breast health messages. 

Responses to the following research questions will provide Komen Lubbock, other breast 

health advocates and researchers with a better understanding of how to target this 

underprivileged population with breast health communications. 
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RQ2: What do African American women in the South Plains region perceive to be 
barriers to obtaining optimal breast health? 

 
RQ3: How do African American women in the South Plains region weigh 
perceived barriers and benefits of engaging in proactive breast health practices?  

 

 Health communicators can start identifying best practices to target African 

American women by simply analyzing current behaviors. Aldoory (2001) identifies 

Grunig and Hunt’s (1984) situational theory of publics as a useful foundation to do this. 

Situational Theory 

As its name implies, situational theory measures a public’s perception of a 

problematic situation (Grunig & Hunt, 1984). The need to disclose current awareness 

levels in order to persuade a public to take active health measures makes situational 

theory appropriate for issues in health communications. I want to investigate whether 

African American women are aware of their group’s distressing statistics related to breast 

cancer. Furthermore, the theory is inherently audience-centered, making it even more 

appropriate for this research. 

Aldoory (2001) acknowledged the field of public relations’ preoccupation with 

the construction of meaning in messages. Accordingly, more audience-based research is 

needed in public relations. Moffitt (1992) argues that an ethnographic technique used to 

understand the consumption of message meaning facilitates the recognition of the 

audience’s role in the public relations process. The situational theory comes closer than 

any other public relations theory to addressing Moffitt’s appeal for an audience-centered 

approach in public relations. Finally, the technique required for such an approach to be 
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successful aligns with the nature of this research. Thus, a brief overview of situational 

theory’s key components will help to illustrate how the theory applies to this research.  

 Situational theory’s independent variables - level of involvement, problem 

recognition and constraint recognition - determine the extent to which audience members 

seek or process information. Not only do the variables determine when and how a public 

will communicate, but they also indicate the extent to which publics will communicate. 

In this, the independent variables signify active or passive audiences --- aware or latent 

publics, respectively, in Grunig and Hunt’s (1984) terminology.  

Information seeking and processing are distinguished by the amount of effort 

involved. Merely processing information does not involve much effort, whereas seeking 

involves a deliberate pursuit of information (Aldoory, 2001; Grunig & Hunt, 1984). The 

distinction between information seeking and processing identifies active and passive 

audiences. Active audiences (information seekers) are aware publics; they have 

recognized a problem and thus, seek information to take action against the problem. 

Campaigning is more effective among aware/active publics (Grunig & Hunt, 1984). They 

request information and therefore, will respond to those who provide it. Mass 

communicators should thus endeavor to reach for an active public. Contrarily, 

information processors are passive and less affected by communication efforts. They are 

latent or unaware publics. Mass communicators are less effective on passive audiences 

until they become aware of a problem and become more active (Grunig & Hunt, 1984). 

Identifying which type of public rural West Texas African American women are in 

relation to breast cancer awareness will help orient advocates who fight breast cancer in 

their campaigning efforts. If the public is active, campaigning can focus on its ultimate 
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goal --- in this case, educating on proactive breast health behaviors and any resources that 

support such knowledge and activity. If African American women are unaware, or latent, 

campaigning may need to start at a more fundamental level --- in this case, educating 

women on the problem --- so they can become an active public. Problem recognition is the 

variable that precedes constraint recognition and level of involvement.  

Problem recognition, or lack thereof, determines a public’s understanding of the 

challenge at hand. Until the problem is detected, the public will not think about the 

challenge, including any constraints and/or how connected its members are to the 

problem. In this way, problem recognition is the prerequisite variable needed in 

determining an active or passive audience (Grunig & Hunt, 1984). Campaigners should 

recognize the significance of this variable and decide where public relations can influence 

problem recognition, especially if the audience has been labeled passive.  

 Problem recognition, like constraint recognition and level of involvement, is 

based upon perception. Fortunately for public relations practitioners, the media used in 

campaigning, and in general, often shape perceptions. Media, in this way, can play a 

significant role in breast health campaigns because it is capable of portraying issues in 

ways that relate to audiences. In turn, the campaigns can positively influence attitudes 

and behaviors of compliance. The educational media, such as the communication this 

study advocates, is not deceiving but informational, so long as it is accurate. This 

informational media can direct audiences on how to comply with breast health guidelines 

after the campaign increases breast cancer awareness by resonating with the audience.  

Once the problem is recognized, publics begin evaluating any constraints 

involved in the need to take action. Constraint recognition is a barrier in communication 
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efforts. High constraint recognition hinders a public’s likelihood to seek information. 

Thus, it is important for mass communicators to show audiences how constraints can be 

removed (Grunig & Hunt, 1984). Like a campaign that educates publics on a problem, 

public relations practitioners can show ways to alleviate constraints. This notion is 

similar to educating women on resources available, such as financial assistance, to assist 

the poor in taking breast health measures. Situational theory’s constraint recognition 

variable is similar to the perceived barriers of obtaining optimal breast health discussion. 

In fact, any perceived barriers in this research could also be categorized as a constraint 

recognized. 

Situational theory’s third variable, the involvement factor, determines the 

personal relevance of an issue to an individual. In other words, this variable determines 

how connected an individual feels to a situation. Thus, higher levels of involvement are 

synonymous with an audience deeming a message to be relevant (Grunig & Hunt, 1984). 

For instance, those who have been exposed to a close friend or family member with 

breast cancer are more likely to have concerns regarding the disease; witnessing another’s 

experience may provoke higher levels of involvement as the individual has more personal 

connections to the disease through a friend or family member. Participants in this 

research who have been exposed to breast cancer are likely to have higher levels of 

involvement. Concerns and desires to comply with breast health guidelines among 

participants in this research are likely indicators of higher levels of involvement. Breast 

health and cancer messages are thus more relevant to those with higher levels of 

involvement. Higher levels of problem recognition and involvement combine with lower 

levels of constraint recognition to make a more active audience (Grunig & Hunt, 1984).  
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Problem recognition does not always precede involvement, however. The more 

connected an individual feels to an issue, the more he/she will recognize the issue to be a 

problem. In this way, level of involvement can predict problem recognition which in turn, 

leads him/her to evaluate the constraints involved. More involved individuals take 

measures to remove constraints that discourage the less involved from becoming an 

active audience. Despite constraints, an involved public is active. Low involvement, 

however, and high constraint recognition hinders a public’s motivation to seek and 

process information; thus, they remain latent publics (Grunig & Hunt, 1984).  

Level of involvement, as a component of situational theory, seems to be crucial in 

the ability to understand how and when publics process and seek information. Influential 

factors on level of involvement are beneficial for health communicators to know. 

Revealing such antecedents of level of involvement and problem recognition suggest how 

to make campaigns better resonate with the target population. Problem recognition and 

levels of involvement in this research are thus evaluated through questions regarding 

antecedents of the variables. 

 

 

Antecedents 

 Hallahan (1999) and Sha (1999) have examined antecedents of the involvement 

variable. Sha’s (1999) findings are of particular interest as she found that cultural group 

identification affects level of involvement and problem recognition. African Americans 

were more likely than any other group to suggest their ethnic identity as an identifier that 

led them to seek and process messages about cultural diversity and violence. In other 
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words, their identification with the African American community increased their level of 

involvement. Aldoory (2001) confirms that self identity strongly predicts level of 

involvement with health messages, and that women of color identify most closely with 

race. In her study, African Americans, low income and lesbian participants connected 

themselves with the identity that they felt caused them to be discriminated against the 

most by mainstream society and did not mention broader sources of identity (i.e. gender, 

occupation, etc.). The participants demonstrated greater levels of involvement when they 

were shown messages that portrayed identities matching their primarily perceived self-

identity. 

Hallahan (1999) similarly acknowledged identity-like antecedents of motivation --- 

a term he used for involvement --- in studying the content of media messages. Such 

antecedent-related factors were derived from marketing research and included the 

attractiveness and similarities associated with the audience that were found within 

messages. More identification and level of involvement research includes studies of older 

women. Although such studies are not specifically related to this research, analyses of 

older women’s perceptions of breast cancer-related media also indicates the significant 

role identification has in promoting levels of involvement and problem recognition. 

Remennick (2006) tells how some older women perceive breast cancer to be a disease 

that affects women during pre-menopausal years; the belief is that breast cancer is no 

longer a concern after menopause. This perception is likely the result of post-menopausal 

women not being included in breast cancer screening and treatment advertisements. 

Images of younger women in such campaigns have reinforced the incorrect belief that 
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breast cancer is less threatening after a certain age (Remennick, 1999; Rimer, Ross, 

Cristinzio, & King, 1992). 

 Situational theory�s level of involvement variable gives public relations 

professionals and health communicators a foundation to build upon for effective 

campaigning. The involvement factor�s inherent identification component is likely to be 

especially salient among ethnic minority women whose skin color creates an apparent 

distinction between them and the dominant Anglo race (Sha, 1999). Thus, it is important 

that African American women in the South Plains region identify with images in order to 

establish a much needed level of involvement and also recognize their public as one 

affected by breast cancer. 

RQ4: According to African American women in rural West Texas, how 
adequately represented is their community within breast cancer-related media 
messages? 

 
RQ5: How knowledgeable are African American women about their population�s 
ominous statistics in regards to breast cancer? 

 
 In recognizing situational theory’s obvious media component, health 

communicators understand the significant role mass media plays in campaigning. 

Although word of mouth and face-to-face physician requests may be preferred by African 

Americans and most effective when discussing health matters (Royak-Schaler et al., 

2008), mediated messages raise the awareness needed to discuss health matters and seek 

physician appointments. 

Hance et al. (1988) tell how valuable information should be provided to publics, 

regardless of whether they ask for it or not. Mass media outlets are ideal for this 

objective. Not only can the media reach a magnitude of people, but it also provides 
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action-oriented information; it can inform people of a situation and also suggest channels 

for involved publics to take action (Grunig & Grunig, 1992). This research will support 

public relations specialists working in the health arena. It can thus also be considered a 

socially responsible endeavor in that it will support socially responsible media 

campaigns. Similar to socially responsible media duties is the necessity for 

communicators to distinguish between what publics say and their actual behaviors. 

Despite what the literature states about preferences of health sources (i.e. 

community leaders or physicians), it is important to note actual behaviors in order for 

campaigns to be most effective. That is, what one prefers may not actually be what they 

rely on for health messages for a variety of reasons discussed above, especially access. 

Chrisler and Levy (1990) and Signorielli (1993) note the significant number of women in 

the United States who rely on health related mass media. Regardless of an individual’s 

reliance (or lack thereof) on mass media for breast health information, it is likely that 

most women are at least exposed to health-related media. The secret is finding the most 

effective outlets. Before investigating media preferences though, it is advantageous to 

know how effective current breast health communication tactics are among the target 

population.  

 A better understanding of current levels of breast health awareness will give 

Komen Lubbock a foundation to build from for future campaign goals. High breast 

cancer mortality rates and lower screening statistics among African American women in 

the South Plains region, and nationwide for that matter, is not necessarily a result of poor 

campaign strategies. Access issues along with cultural beliefs also play a role. Thus, 

breast health educators cannot be blamed for bleak statistics, but they would certainly 
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want to know if they are not effectively reaching audiences. It is further understood that 

responses to questions aimed at better understanding breast health awareness may not be 

outcomes of mediated messages directly, but rather word-of-mouth, especially within 

minority communities (Burrus, Liburd, & Burroughs, 1998). This idea is even more 

probable among minority women in rural communities. Rasheed and Rasheed (2003) 

describe how geographical gaps augment health disparities among rural African 

Americans. Not only is there a lack of health services in rural communities, but there is 

also a lack of informational outlets regarding resources to seek services. Again, however, 

the omnipresent-like nature of media makes it difficult for levels of awareness to not have 

been influenced by the media to some degree --- even if it is indirectly by word-of-mouth 

or through less mainstream outlets such as ethnic oriented media.  

Individuals who completely rely on word-of-mouth for breast health information 

are dependent upon their informant’s source. A two-step-flow-like (Katz, 1957) 

communication dynamic within the African American communities is likely, considering 

possible skepticism with the United States health institution (Facione, Dodd, Holzemer, 

& Meleis, 1997; Icard, Bourjolly, & Siddiqui, 2003; Royak-Schaler et al., 2008). 

Furthermore, preference of community-based sources for health recommendations within 

the African American community supports that a two-step flow dynamic likely exists 

(Burrus, Liburd, & Burroughs, 1998). Therefore, it is appropriate and logical for mass 

communicators to take partial credit (or fault) for current levels of breast health 

awareness. Evaluating awareness levels can likewise be attributed to poor or successful 

campaigning. Accordingly, investigating the understanding of breast health among 

African American women in the South Plains must be done.  
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RQ6: How knowledgeable are rural African American women about early 
detection measures? 

 
RQ7: How knowledgeable are rural African American women about preventative 
breast health measures?  

 
Chao, Wade, Kronenberg, Kalmuss and Cushman (2006) expose difficulties 

involved in discovering appropriate media outlets by discussing different communication 

trends among ethnic groups. Their study revealed that radio and television were used by 

African Americans more than other participant groups. African Americans in Icard, 

Bourjolly and Siddiqui�s (2003) study recommended direct mailings for promotional 

communication. Newspapers, on the other hand, were viewed unfavorably as many 

described a lack of time to read them. Similarly, inadequate time to read posters and 

flyers was mentioned. However, if such advertisements were widely dispersed, in places 

that required waiting time and also frequented by those with lower income levels, 

participants deemed posters and flyers as a more clear, concise and overall better outlet 

than newspapers. Postings at communal places, such as the laundry mat or bus stop, 

accommodate the lifestyle of lower-income African Americans and accordingly, were 

deemed more favorably. Demographic differences related to Internet usage is also worth 

mentioning. Low socio-economic statuses, disproportionately represented in racial 

minority groups, create barriers in the ability to take advantage of the vast amount of 

health information found on the Internet. The digital divide continues to be a reality that 

impacts minority health (Lorence, Heeyoung, & Fox, 2006). Thus, in general, the Internet 

is not the most advantageous outlet to educate African American women � especially the 
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older generation as age has been identified as another barrier to the Internet�s 

effectiveness in health education (Royak-Schaler et al., 2008).  

Breast health messages portrayed via �culturally familiar communication 

mediums,� as Ka opua (2008) labels the outlets, will be better received by culturally rich, 

minority women. Komen Lubbock and health communications scholars, in general, will 

benefit by knowing the preferred media outlets of African American women in the South 

Plains region for breast health information.  

RQ8: What is the preferred media source for breast health information of African 
American women in the South Plain�s region?  

  
The method employed to investigate the research questions is unique to the 

collaborative effort of this thesis.  
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CHAPTER III 
 

METHOD 
 
  A triangulation technique was used in order to accommodate the Susan G. Komen 

Foundation�s Community Profile requirements. The 2008-2009 Community Profile team 

used quantitative data supplied by Thompson Healthcare (2007) to define the target 

counties of the service area. The Komen Foundation then required qualitative research 

methods to explore perceptions and attitudes of women within the target counties. 

Moreover, qualitative methods are best suited for in-depth research that seeks to 

understand personal experiences, attitudes and perceptions (Lindlof & Taylor, 2002). 

Thus, quantitative methods complement and justify the qualitative data essential for the 

Community Profile report3. The triangulation approach, in this way, further validates the 

qualitative data necessary for this research (Jick, 1979) and allowed Komen Lubbock to 

identify the four �red� counties in its affiliate area.  

Sample and Setting 
 

Kent, Motley, Cottle and Dickens counties have the highest incidence (figure 3.1) 

and mortality rates (figure 3.2) of breast cancer within the Lubbock affiliate�s service 

area. The same counties also have some of the highest rates of breast cancer screening 

(figure 3.3).  

                                                
3 See Appendix A 
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Figure 3.1: Komen Lubbock Incidence Rates (Thompson Healthcare, 2007) 

 

Figure 3.2: Komen Lubbock Mortality Rates (Thompson Healthcare, 2007) 



 Texas Tech University, Andrea Smith, August 2009 

 48  

 

Figure 3.3: Komen Lubbock Screening Rates (Thompson Healthcare, 2007) 

The Lubbock affiliate recognized the disconnect between screening and mortality 

rates in the selected counties and therefore, decided to investigate. Accordingly, subjects 

eligible to participate in this research were females 18 years of age and older, living in 

Kent, Motley, Cottle and Dickens Counties of Texas. Texas Tech University�s 

Institutional Review Board approved this research taking into account both Komen 

Lubbock�s objectives as well as my own.  

 I sought contact information of well-known and well-connected community 

institutions and organizations (i.e. courthouses, school districts, senior homes, health 

clinics and extension offices) in order to make initial contact within the communities. 

Judges, secretaries and school administrators suggested women within their communities 
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who seemed suitable for the initiative. In the rural communities analyzed, employees 

working in familiar organizations knew of other community leaders � some who have 

particular interest in health awareness and promotion. I communicated with the suggested 

contacts to inform them of the Community Profile project and ask if they would be 

interested in assisting with the recruitment process for focus groups. All of the contacts 

are female and are active within their communities. Most were enthusiastic to act as 

�recruiters� in order to get their county represented within the Community Profile report. 

The recruiters thus acted as liaisons between the �red� counties and me. Flyers with the 

Susan G. Komen logo4  were sent to the recruiters to help motivate participation. It was at 

the recruiter�s discretion to choose locations for the promotional flyers as well as the 

community members to recruit through word-of-mouth. Thus, the recruiting approach 

was a convenience, snowball sampling technique. Recruiters were not advised to seek 

women who had specific breast health issues, in the past or present. They were advised to 

ask any female who was 18 or older to participate. It was never intended to host focus 

groups encompassing women with similar breast health histories (i.e. recently diagnosed, 

never screened or survivor). However, the recruiters� particular understanding of the 

Community Profile project could have biased who they spoke with about participating. In 

other words, although it was clearly communicated that Komen Lubbock wanted 

participation from women regardless of breast health histories, the technique did not 

guarantee that recruitment within the communities aligned with the affiliate�s intentions.  

                                                
4 See Appendix B 
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I was aware that the small number of African Americans residing in the red 

counties may make recruiting African American women especially difficult. Komen 

Lubbock knew my personal research agenda and was in agreement with my recruiting 

tactics should emphasize minority women. Thus, recruiters were asked to make special 

efforts within African American and Hispanic communities. Anglo women comprise the 

majority population within the red counties and should definitely be represented. 

However, the largely Anglo make-up, along with my Anglo heritage that matched the 

majority group, led me to believe that recruiting among the Anglo group would not be as 

challenging as recruiting African Americans and Hispanics. Although the Hispanic 

community is not of particular interest for this thesis, Hispanic women were emphasized 

along with African American women in the recruiting process because (1) the 

Community Profile team agreed that insight from Anglo, Hispanic and African 

Americans was important, and (2) I did not want my personal research agenda to bias 

recruitment for the Community Profile research. Prospective Anglo and Hispanic 

participants may have been deterred from volunteering for the research if my personal 

research agenda was apparent; my primary research agenda could be mistaken with that 

of Komen Lubbock�s in which representation from Anglo, Hispanic and African 

American groups was needed.  

Although, many of the recruiters were not optimistic about reaching minority 

women, as they themselves were all Anglo, they agreed to try. Some contacted 

acquaintances within the community who they deemed would have more success in 

reaching the ethnic minority women and asked them to assist with the recruitment of 
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ethnic minority prospects. I maintained close contact with the recruiters throughout the 

recruitment process to gauge participation interest, coordinate dates, times and settings 

for the research.  

Community Profile Sample 

A total of four focus groups are included in the Community Profile report: one 

African American, one Hispanic and two Anglo. Additionally, one interview was 

conducted with a Hispanic survivor. Two African Americans, three Hispanics and 13 

Anglo women participated in the Community Profile research project. Women were 

organized into groups based on race and/or ethnicity in order to align with focus group 

protocol and avoid any possible reservations during the discussions due to heterogeneous 

group membership. Again, as part of the larger Community Profile project, this research 

is specifically focused on the African American community. African American focus 

groups aside from that used in the Community Profile project are needed for this thesis 

(see below). The Anglo and Hispanic groups were analyzed to the extent that the 

Community Profile report�s requirements were met, but these results are not reported in 

this thesis.  

Sample and Setting after Community Profile Project 

The small African American sample (n = 2) suited Komen Lubbock�s Community 

Profile project, but it is not adequate for this thesis. Consequentially, three focus groups 

were conducted after the Community Profile project in order to obtain an adequate 

number of participants. Twenty-one participants dispersed between four focus groups 

constitute the participants in this thesis. I was able to include the two African American 
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participants from Matador that are represented in the Community Profile report. 

Additional focus groups were conducted in Morton, Spur and Lamesa, Texas in which 

ten, three and nine women chose to participate, respectively. Although nine women 

contributed to the final discussion in Lamesa, three had already participated in the 

Morton focus group. I could not control for this, but only six of the nine women in 

Lamesa are included in the final count. All participants were African American; their 

ages appeared to range from mid-thirties to mid-sixties.  

I used my network acquired through the Community Profile project to access the 

African American participants. One of the Community Profile team members, in 

particular, became a great resource for my personal recruiting endeavors. Nicole,5 a well 

established African American health professional in Lubbock, played a vital role in the 

recruiting process after the Community Profile report�s requirements were met. Nicole 

and I discussed possibilities to recruit rural African American women in the South Plains 

region and also devised a back-up plan to host focus groups in Lubbock if participation in 

rural areas was not possible. Nicole introduced me to her co-worker, Danielle, who has 

ties among African American women in Morton and Lamesa, Texas. Although both 

towns have larger populations than the communities I visited for the Community Profile 

report, Morton and Lamesa are still relatively rural. Thus, I corresponded with Danielle to 

arrange a focus group in Morton. Participants were members of Danielle�s grandmother�s 

Monday night Bible study group. 

                                                
5 Pseudonyms are used throughout the remainder of this thesis to protect participants� anonymity and 
privacy. 
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Morton is located in Cochran County. Although it is not designated a �red 

county� in Komen Lubbock�s Community Profile project, Cochran County falls within 

the 16 county service area6. African American women residing in the red counties are 

ideal participants. However, Morton�s small size and location within the service area 

made it an alternative location for this thesis. Nonetheless, I still desired to align my 

research with the Community Profile objectives as closely as possible and thus, hoped to 

continue my thesis investigations within the red counties. I organized the next group with 

Nicole as she suggested the possibility of hosting a group in Spur, Texas where she has 

contacts there through her husband�s previous ministry. Thus, a focus group was set up 

through Nicole�s contact in Spur which lies within Dickens County (a red county).  

Nicole explained that Danielle�s networks in Morton and Lamesa may be more 

promising for my research. I was unsure of how accommodating the women in Spur 

would be with my short time frame. Because I needed as many participants as possible, I 

chose to initially take the more secure route and arrange a focus group in Morton. One 

should keep in mind, however, that rural communities in West Texas are appropriate 

alternatives when sufficient participation cannot be found within the red counties. Thus, I 

took advantage of the possibility to host a third focus group after the Community Profile 

project. and set up a final discussion in Lamesa. Like the Morton focus group, the 

discussion in Lamesa was with a Bible study group.  

Lamesa is located within Dawson County, Texas. While it does not lie within 

Komen Lubbock�s service area, Dawson County is part of the expansion county project. 

                                                
6 See figures 3.2 and 3.3 for the general state of breast cancer in Cochran County in relation to the red 
counties 
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Thus, breast cancer statistics for Dawson County are not at my disposal as they were not 

included in Komen Lubbock�s data pack for the Community Profile project. However, 

not only is the insight gathered from African Americans in Dawson County in accordance 

with this thesis, but it can be used by Komen Lubbock to support their upcoming 

expansion project.  

Procedure 

 Komen Lubbock�s mission coordinator and I traveled to the four counties selected 

for this research. Steps were taken to establish an informal and comfortable setting for the 

participants in hopes of easing any anxiety associated with breast health. Upon arrival, 

participants were encouraged to help themselves to cookies, tea and bottled water 

supplied by the Komen Foundation. The fact that they were contacted by a community 

leader, instead of Komen Lubbock directly, most likely helped participants validate the 

research and their involvement. Our traveling to accommodate the participants in familiar 

settings may have also encouraged a more comfortable situation.  

Important to note is the Caucasian race of both researchers. Special efforts were 

made to decrease the likelihood that ethnic minority participants� responses would not be 

skewed by possible preconceptions of the researcher�s more mainstream status. That is, 

we accounted for the possibility that African American and Hispanic participants may 

observe a hierarchy between moderators and participants based upon race (that may be in 

addition to our mediating roles). My colleague and I dressed in casual attire, wore 

minimal amounts of make-up and jewelry to the group sessions in an effort to convey an 
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informal atmosphere. For instance, I wore jeans, a t-shirt, cotton jacket and tennis shoes 

and pulled my hair back in a simple pony tail.  

After introductions were made and participants had the opportunity to get 

refreshments, an informed consent statement � a collaborative document that meets 

Texas Tech University�s and the Komen Foundation�s requirements to protect human 

subjects � was signed by each participant7. Next, the introduction of the focus group 

script was read which gave me the opportunity to personally describe the research. In 

most cases, this was the first time participants heard the objectives from the researchers 

directly. While it was noted in the informed consent statement, participants were 

reminded that the discussion would be both videotaped and audiotaped in order to better 

analyze the data, and also that their names and any other personal information discussed 

would be kept confidential8. A small video recorder was set up behind us; its external 

microphone was place on the table to pick up voices more clearly. An additional audio 

recorder was placed on the table for back up. The women were additionally reminded 

that their names and personal information would remain anonymous and termination 

without any consequences was an option at any time during the discussion. Questions 

were welcomed and addressed preceding the discussion. I acted as the focus group 

moderator, while my colleague took notes.  

 Discussions lasted approximately 45 minutes to an hour, depending on the 

number of group participants. Naturally, the Komen Foundation�s services were offered 

to participants in need of psychological support and/or any other concerns related to 

                                                
7 See Appendix C  
8 See Appendix D for focus group script 
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breast cancer (i.e. education, referrals for financial assistance in screening/treatment and 

transportation). A supplemental resource directory for emotional support, along with the 

researchers� contact information, was offered to each participant. Small mementos 

donated by Komen Lubbock were also given after the discussions. 

Procedure after Community Profile Project 

The same procedure with minor modifications was followed in the research 

conducted specifically for this thesis. A barbeque dinner replaced cookies and beverages 

for the African American focus groups in Morton, Spur and Lamesa. Komen Lubbock 

allowed me to distribute mementos, educational pamphlets and a list of breast cancer 

support services in the region to these groups even though they were not included in the 

Community Profile report.  

Analysis 

 Audio and video recordings from the focus groups were transcribed verbatim and 

analyzed. My intention was not to generate theory since this thesis is already grounded 

upon situational theory and related public relations notions. However, the constant 

comparative analysis technique that grounds theory (Glaser & Strauss, 1967) was used 

and led to a model. With more data collection and analysis, the breast health compliance 

model could potentially be expanded upon to create a more elaborate theory. Conceptual 

categories that fit the data emerged through line-by-line (open) coding (Glaser, 1978). 

Theoretical coding allowed for core categories to integrate like Glaser and Strauss (1967) 

describe them to do in the constant comparison technique. Similarly, theoretical sampling 

helped to further develop categories. Axial coding of the data then focused on the 
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conditions and context of the categories (Strauss & Corbin,1990) and helped connect the 

themes. In this way, categories appropriately emerged through conceptual themes and 

were not forced into groups (Glaser, 1978). A committee member helped review the 

themes and agreed on the interpretation of the data. Thus, peer debriefing helped to build 

the analysis� credibility (Erlandson, Harris, Skipper, & Allen, 1993). Notions and 

concerns of participants began to repeat themselves during the focus groups and thus, 

data saturation (Lindlof & Taylor, 2002) was achieved. Each of these steps led to the 

emergence of the breast health compliance model from the data collected.  
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CHAPTER IV 

INTERPRETATION 

Several themes emerged through reviews of the transcripts alone without attempts 

to relate the data to research objectives. Following qualitative research protocol, a more 

analytical perspective then revealed salience to be a common and broader underlying 

theme that relates to participants� thoughts on breast cancer and compliance with breast 

health guidelines on more than one level. Differing degrees of salience among 

participants surfaced throughout the discussion which helped distinguish the multifaceted 

role it plays in this research.  

Defining the Factors 

More involvement in discussions, curiosities about breast health and indications 

of current awareness and compliance behaviors helped to gauge levels of salience. 

Indications that breast cancer is a concern, and desires to abide by breast health 

guidelines, or lack thereof, determined levels of salience. Similarly, references to 

previous or upcoming screenings, specific concerns regarding BSEs (as this inherently 

suggests that the participant currently performs BSEs) and indications that participants 

were health conscious, in general, signified participants� levels of compliance (or lack 

thereof).  

The term �breast health conscious� is used more broadly to describe awareness 

and lower perceived barriers that promote compliance. Instead of explaining the effects 

of salience in regards to awareness and perceived barriers separately, I often combined 

the factors and use the term �breast health conscious� to describe the broader category. 
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This is possible due to the relationship between awareness and perceived barriers. When 

the awareness factor is affected, the corresponding effect on perceived barriers is always 

the same and vice versa. Any effect on breast health conscious, or lack thereof, does not 

change that relationship and so, the term is used below to simplify the relationship it 

represents. Breast health conscious and salience are very similar. However, it is important 

to keep in mind that in this thesis, breast health consciousness suggests only an 

acknowledgment of the importance of breast health and desire to comply. Salience 

suggests that one will take the actions necessary to comply. 

Salience and Compliance 

Breast cancer salience and compliance positively relate. Among the participants 

for whom breast cancer was salient, awareness of breast health was higher and perceived 

barriers were lower than among those for whom breast cancer was not as salient. Thus, 

salience positively affects perceptions of breast health (and breast health consciousness) 

that ultimately lead to compliance with mainstream breast health guidelines. Conversely, 

when the issue is not as salient, one is not likely to be as conscious and to comply. Figure 

4.1 illustrates the relationship at large.  

Greater salience ! greater awareness ! lower perceived barriers ! Compliance 

Lower salience ! lower awareness ! higher perceived barriers ! Lower compliance 

Figure 4.1: The Relationship between Salience and Compliance 

Noteworthy in the overall relationship of salience and compliance are the 

awareness and perceived barriers factors. An overview of the relationship between these 
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factors will help illustrate how salience can also be a direct result of either one of the 

breast health conscious factors.  

Salience as the Moderating Factor 

The awareness and perceived barriers factors have a reciprocal relationship. In 

turn, despite which one precedes in the equation, salience acts as a moderator between the 

factors. In any case - whether salience, awareness or perceived barriers act as the 

independent factor in the equation � compliance is affected the same in the overall 

relationship. Figure 4.2 illustrates how low and high levels of awareness, perceived 

barriers and salience interact and affect compliance. Ovals are used to enclose the top 

portion of the model�s factors and indicate positive influences to salience and 

compliance. Opposing are the triangles used in the bottom half to demonstrate negative 

influences on compliance. Noteworthy in the bottom portion of Figure 4.2 is the absent 

line between breast health salience and non-compliance; without breast cancer salience, 

one will not comply with breast health guidelines. Modifying factors to salience besides 

breast health consciousness � problem recognition and general health consciousness � are 

also included in the model and will be further discussed later.
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 Interaction of Breast Health Conscious Factors 

More knowledgeable and aware participants of issues surrounding breast 

cancer/health also perceived fewer barriers to abiding by breast health guidelines than 

those who were not as well-informed on breast cancer-related topics. Those who seek and 

process breast health information � active audiences in public relations terms � are more 

educated about alternatives and ways to avoid the breast cancer treatment(s) that 

participants feared most, as well as other culturally related hindrances to compliance. In 

general, concerns that provoke one to seek breast health education and the formal 

education itself are primary components of awareness that play a vital role in increasing 

salience to the extent that one will take measures to overcome non-structural barriers. 

Below are a few examples chosen to show the relationship among the breast health 

conscious factors and salience.  

Awareness Initiates the Relationship  

Knowledge of more bleak issues surrounding breast cancer that personally 

resonates with participants increases the salience needed for compliance (see Figure 4.2). 

Below then, are samples regarding knowledge of the depressing statistics regarding 

African American mortality rates that inspired this research and help depict the 

relationship between awareness, salience and perceived barriers. Varying awareness 

levels regarding their group�s disparate mortality rates indicated different levels of 

salience and thus, perceived barriers. Keep in mind that acknowledging one�s social 

group to not be aware of or abide by breast health guidelines is knowledge in itself. Thus, 

responses that admit individual or collective shortcomings are classified as 
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knowledge/awareness as the respondent is aware enough to recognize that lack of breast 

health consciousness is a fault.   

Lauren from the Lamesa group revealed such knowledge before any questions 

regarding mortality rates were asked.  

Lauren: �And a lot of us..our race of women have died because of the lack of 
knowledge uh, the knowledge of  not doing anything about it.�  
 
Awareness was further revealed later during the discussion. The following is an 

excerpt from the Lamesa focus group that occurred after I asked, �Who does breast 

cancer target?�  

Lauren:�all races but uh�black people�s is more or less not to take care of 
business.   

 
Kiely: The problem with black people is they�there is no early detection because 
a lot of black people, as we�ve said before, don�t go have themselves checked out. 
They won�t do it (many agree). And by the time they do it, it�s already too late. 
They don�t notice til they (mumbles something plus baby making noise in back) 
with it (many agree).  
 
Michelle: They don�t wanna be educated about it, just like we�re sitting here 
tonight�uh, uhh..there�s so many that could have come to get�just to sit down 
and talk about it.. 

 
Ann: That�s right (others agree). 

 
Michelle:�and get some insight on it. But we fail to get education on it�and 
that�s in every..with the dia....bein a diabetic, you know.  
 
Moderator: But as far breast cancer targeting a certain group, were you saying that 
different races get it equally but when black women get it, they�re are more likely 
to�.   

 
Kiely: to wait too long before they do anything about it. 

 
Lynn: That�s right (others nod in agreement)  

 
Moderator: But as far as getting the disease� 
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Kiely: I don�t think it�s just anything to the black race� 

 
Lauren: I don�t think it�s black race�.nah (others shake heads no).  

 
Kiely: I just� 

 
Lauren: I feel like it�s just way too late before they do anything about it.  

 
Kiely: I think it�s just among all races�.breast cancer�.cuz�I think all types of 
cancer are among all races, it�s just that its�.some people are better able to take 
care of their problem better than others (several agree)�.because uh..black 
people tend NOT to have a lot of insurance. Maybe other races do, but I know 
about black race. They don�t check them�have themselves checked (some 
agree). 
  
Note Michelle, Kiely and Lauren�s strong participation throughout the excerpt 

that indicates higher levels of awareness whereas others just agreed. In the excerpt below, 

notice the corresponding themes of salience. The same women were particularly assertive 

about the importance of abiding by breast health guidelines.  

Lauren: But you know, I think it�s important�we as black women, that we 
uh�you know, once a month self examine�examine yourself. And I know some 
black women that do that. And uh�.because sometimes (giggles)�you know, 
examining your breast, you feel lumps and things...sometimes it�s something and 
sometimes it�s not (others agree). Especially when you�re endowed with quite a 
bit of breasts (others agree). But I think we as black women need to be 
more�aware, and you know, do more for ourselves than we have in the past. You 
don�t wait for something to overtake you until you try to do anything about it 
(others agree).  Prevention� 

 
Kiely: Prevention is important because if you do self examinations but at the same 
time, YOU have to know how your breasts feel right normally. 

 
Lauren: Right (others agree) 

 
Kiely: So that you will know if something turns up that abnormal to you. But if 
you don�t do it, you won�t know the difference and most people�I find and talk 
to�they don�t want to do self examinations because of what they might find 
(others agree) 
 



 Texas Tech University, Andrea Smith, August 2009 

 65  

Michelle:�that�s one thing we don�t realize�how many other problems will 
happen to us if we don�t take care of problem number 1 and 2 and all that (many 
agree)�but that�s what happens with people with breast cancer��.Bonnie, 
when she first hurt her breast, we would have had to take her to the doctor to find 
out that, you know, he could remove that�.had we have waited and waited, it 
might have turned where it wasn�t benign, it was where she had to have both of 
her breasts removed (many agree). 

 
Bonnie: That�s true.  

 
Michelle: That�s the prevention. That�s takin care of the problem as it comes. So 
we all are guilty of putting things off (several agree)   

 
Geri: That�s true.  

 
Michelle: And we only put it off til so long, you know� 
 
Bonnie: That�s true cuz it�s not painful. It wasn�t painful. The, the..those lumps 
were there, those lumps were there, but it wasn�t anything that was painful. 
Anything painful, you would go and check on them�you would go and see about 
it but�that wasn�t, you know, so�it would have been real easy to just let it go on 
and ignore (many agree). That�s true.  
 
This excerpt clarifies how compliance results from salience. Again, compliance 

occurs when barriers are overcome via higher levels of salience. The responses below 

show that measures are taken to overcome structural and non-structural barriers to 

compliance by the same women who adamantly acknowledged the importance of breast 

health. 

Lauren: Planned Parenthood used to cuz I�ve gone to them a few times. Years ago 
I used to go out there and�.them people see me coming (giggles because Planned 
Parenthood is generally for those expecting, birth control, etc.).  

 
Lauren was not concerned with others� opinions about utilizing resources, such as 

Planned Parenthood. Embarrassment/shame is a common non-structural barrier that will 

be discussed below. Not only did Lauren overcome the embarrassment/shame barrier, but 

she also addressed her financial barrier through seeking financial assistance from Planned 
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Parenthood. Below, Kiely similarly overcame a common non-structural barrier. Not 

surprisingly, preference for a female health professional to conduct the exam was 

universally expressed as participants articulated discomfort and skepticism regarding men 

and breasts. 

Kiely: Well, when I went for my exam, the one female that could have done the 
exam�she was crowded and it would be a month before I could get in so my 
doctor said, �you come�.� And I said, �you do it�.cuz I don�t wanna wait 
around for another.� 

 
Bonnie: That�s true.  

 
Kiely: because you know. 

 
Lauren: (mumbles under breath something to the effect of �seeing one, you�ve 
seen them all� so it doesn�t matter.) 
 
Michelle and Bonnie, who is less vocal in the above passages but still indicates a 

high level of awareness and salience, discuss utilizing free services and their thoughts on 

overcoming any embarrassment that often accompanies such behavior.  

Michelle: And you know, a lot of....we get a lot of things done free or if there is a 
problem�through these health fairs. You know, they�re offering� 

 
Bonnie: Free testing and free screening� 

 
Michelle:�free testing for colon cancer and free testing for uh, uh prostate cancer 
and all these free testings and if there is a problem when you go and they find a 
problem, they will refer you to a doctor. 

 
Bonnie: Or they�ll assist you with some services that� 

 
Michelle: They�ll assist you, if you don�t have some insurance, they�ll assist you 
with getting some help. But the thing about it, a lot of times people don�t wanna 
go in details about what they�re making or what they�re not making..(many 
agree). There ain�t no shame in my game, if they find something�.I just ain�t got 
the money to go (chuckles). 
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 Similar to Bonnie is Ann who had very minor presence in the above discussions 

but indicates a high level of salience. Ann�s previous participation in Morton before the 

meeting in Lamesa that the current excerpts are taken from is noteworthy. She was one of 

the three who attended two focus groups; her awareness and salience will become more 

obvious in excerpts to follow.  I observed Ann to be less outspoken in Lamesa than in 

Morton as she wanted to give me and the new participants more interaction. Nonetheless, 

her devotion to compliance was exhibited through her awareness of available resources to 

help overcome barriers. 

Ann: But now they do have umm�cuz I go to the clinic cuz I don�t have any 
insurance. At the clinic they just have like a mobile now�I found that out. And 
they do have ummm�.the doctor can write you a prescription. If you want a 
mammogram and you don�t have the insurance or the money to pay for it, they 
can write you a prescription at any clinic or whatever, and you can take it to the 
doctor that�s doin the mammogram and they will uh�do the examination for free.  

 
Lauren: Gooood. That�s good. That�s good to know.  

 
Ann: Cuz like I say, if you don�t have any insurance � I didn�t have any 
insurance, don�t have any insurance � and when I went to my doctor, and I told 
him I want to have a mammogram done and he told me �just let me know when. I 
can write you a prescription � what hospital you want to go to�� 

 
Bonnie: That�s good.. 

 
Ann: ��take the prescription to them, let them know you don�t have the money 
to pay for it and uh�they will give it to you for free.�  

 
Two other respondents have minimal presence throughout the passages discussed 

thus far. Lynn concurred with the others who rightly recognized breast cancer as a 

disease that African American women are not as breast health conscious as other women 

are. While the others gave specific reasons for discrepant mortality rates, all Lynn did 

was concur. More knowledge would allow her to reason specifically like the others and 
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so, Lynn appears to be less aware than the others. Again, it should be noted that Lynn, 

like Ann, had already attended one focus group before the Lamesa meeting. Contrary to 

Ann though, Lynn�s minor presence cannot be explained by her regard for new 

participant insight alone. My personal observation plus later samples indicate that Lynn 

was not as aware as Ann was of breast cancer/health. Additionally, Lynn was not 

reserved or shy during the discussions of topics other than awareness.  Her corresponding 

salience that isn�t great enough to overcome her perceived barriers is revealed below. 

Negative Effects of Lack of Awareness  

The topic of resources to assist with compliance preceded the following excerpt. 

All but one participant encouraged and expressed appreciation for such services. Geri�s 

unwillingness to comply, even when resources are available to overcome structural 

barriers, suggests a large amount of non-structural barriers that she has not overcome. 

Like Lynn, Geri�s minimal presence in the passages discussed thus far indicates a lack of 

awareness and salience needed to discuss breast cancer/health. Geri�s non-compliance as 

a result of many perceived barriers is thus predictable if one analyzes her presence 

throughout the themes of awareness that emerged.  

Moderator: Now let me ask this. If the resources were there though� 
 

Lauren: Some of em still wouldn�t take it.  
 

Moderator: Some of them still wouldn�t go?  
 

Geri: (Shaking her head no) I wouldn�t. I don�t like to go. 
 

Lynn: You really don�t?  
 

Geri: No. I just don�t like to. 
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Kiely: I think because of the (couldn�t understand. Maybe related to more 
options/opportunities). Some of them would, some of them wouldn�t. I think 
that�s in every race�some put it off (more chatter about how some would and 
some wouldn�t take advantage and how some just don�t like going to the doctor).  
 
Lynn: Even if I�I mean I�m just saying � If you�re afraid, we all have different 
feelings and fears. Even if you knew � ok well, �Lord help me that they don�t find 
nothing now but if they do, help me to go through..�  I�m just saying because 
sometimes, you know, we have fears of different things BUT it can be worse off � 
I�m just saying (looks Geri who doesn�t go to the doctor) � worse off if we don�t 
go. I understand a fear (Geri looks down and away and Lynn puts hand on her 
shoulder, trying to make her understand)�I mean, because I mean you can sit 
there thinking about �well I�m scared, I don�t want to go to the doctor. I�m scared, 
I don�t want to go to the doctor.� And God forbid you go�and then they find one. 
I, you would come in�(Geri slowly shakes head no the whole time as though she 
will never be convinced. Others agree with Lynn). 

 
Ann: you put it off too long 

 
Lynn:�.earlier and we could have done this or we could have done that, you 
know. I�m, I�m...I mean that�s the way that I look at it. Now, I, on the other 
hand�I�m really not afraid to go to the doctor. I�ll go to the doctor and go on 
about my business, you know, especially if something hurt. But like we�re talking 
about a mammogram now�(raises her hand as though she�s guilty) 

 
Kiely: We�re talking about prevention. 

 
Lynn: Well prevention or, or even going and having�I, myself, have not. I don�t 
know when the last time I had a mammogram � I think when I turned 35 
(someone mumbles �well it�s time for you to go.� Lynn nods in agreement) And 
I�ve been to two of these, and I�m just saying. I mean I�m telling you (to Geri) but 
then I want you to look at me too. (Puts hands on Geri) That�s why I can�t talk 
about Geri being bogus (many laugh). But I�m saying, last time we had it I said 
�well I�m gonna go ahead and go�I�m gonna do this and I�m gonna do that.� 
Well here we are again.. 

 
Bonnie: ..we get busy. 

 
Lynn: I�m still saying it, but I would really rather�I would hate me goin to the 
doctor and them saying, �well you better go ahead and come back.� (Leans back 
and chair) I�m goin, �Oh God why didn�t you let me go ahead�� You know? 
(she smiles and others laugh).  

 
Ann: That�s why you need to go.  
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Lynn: That�s the only point I�m trying to make here. I�m no better than anyone 
else, by no means, but I�m just sayin, maybe if you would.. 

 
Moderator: You know what you�re supposed to do but�.(many agree). 

 
Lynn: (nodding in agreement) We have good intentions, you know.  
 
Lynn�s responses suggest an acknowledgement of breast health importance. She 

finds fault in herself for not complying and disapproves of Geri�s fixed negative attitude 

toward compliance. Nonetheless, Lynn admits that she is not as responsible as she should 

be about her health. Thus, Lynn�s awareness and salience levels are not high enough to 

motivate her to overcome non-structural barriers like procrastination and a busy schedule. 

The prior excerpt distinguishes different levels of knowledge, salience and compliance 

between Geri and Lynn. Geri and Lynn, compared to the other women discussed thus far, 

further support how awareness positively impacts salience which lessens perceived 

barriers and promotes compliance. Below is an excerpt from the focus group in Matador. 

The two participants seemed to have similar moderate levels of awareness as Lynn.  

Moderator: So what about incidence rates? Do you feel like certain groups are 
more prone to cancer or are more likely to get it? 

 
LONG PAUSE (unsure respondents)  

 
Jill: I don�t know�I don�t think so, I don�t think so.  

  
Moderator: Ok, what about mortality rates? Do you think certain women are more 
likely to die from breast cancer?  

 
Jill: I think so. I really do. I think blacks because they just don�t have the..the..I 
think blacks and Hispanics, maybe. I really do. 

 
Moderator: Ok, what would you say? (to Janine) 

 
Janine: (under breath) I think so. 
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Moderator: That�s kind of a hard question. It�s something that nobody likes to 
think about� 

 
Jill: ..cuz they don�t have, a lot of them don�t have ummm, ummm�insurance 
and they don�t have the money, you know�a lot of that (Janine agrees) 

 
Although both Jill and Janine are accurate in their postulations, they are not 

confident. Their uncertainty indicates a lack of knowledge. Now notice Jill and Janine�s 

struggle with compliance which suggests that breast cancer is not as salient to them as it 

is among Michelle, Lauren, Kiely, Ann and Bonnie. 

Jill: I should have been having them done and now I�m afraid to because it�s been 
so long. It�s scary�very scary. Now I�m scared to have it done.  

 
Janine: you�re just gonna have to do it 

 
Jill: I guess I don�t cuz�I don�t have the time. I�ve always been too busy to do 
em. Maybe that shouldn�t be but that�s how it is.  
 
Here, Jill expresses some guilt for not examining herself or getting a 

mammogram, yet the issue is not salient enough for her to overcome the fear and hectic 

schedule that keep her from complying. Janine, like Jill, is not as knowledgeable of breast 

cancer realities; however, the below passage shows how accountability from 

friends/family, followed by financial support, may intervene when salience is not high 

enough. 

Moderator: Do you feel like those barriers that we�ve discussed, such as 
transportation, cost, childcare and fear, outweigh the benefits or�. 

 
Janine: (interrupts and nods head) Yes. 

 
Moderator: Can you elaborate at all? 
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Jill: For one thing, I don�t feel like I have�you know, the money to do a lot of 
things. For some people it�s an option�.they can do it because it�s easier for them 
to do things where I haven�t had�.that�s the way it is for me.  

 
Moderator: Yeah, that�s true for a lot of people. What would you say (to Janine)? 
Have anything to add? 

 
Janine: Well, yeah it would have been but when it come time to have mine, my 
kids would help me�(Jill agrees). You know, and now�I�m on Medicare so I 
don�t have to pay that much more after I have it. I think it�s $10 more what I have 
to pay.  

 
Jill: That�s good. That�s real good (Janine agrees). My kids don�t have the kind of 
education and jobs that her�s does, you know, and I wish that they did but they 
don�t and I know that they would if they could but I know they can�t, you know, 
so that�s the difference and that makes it� 

 
 It�s uplifting to hear stories similar to Janine�s in which her children�s support 

facilitates compliance; one can only wonder whether Janine would still comply if it 

weren�t for the accountability and support that initiated her behavior. As Jill suggests, 

such support from more economically privileged family members is not always a reality. 

In such cases as Jill�s, one�s personal salience must be high enough to seek avenues 

(financial and emotional) that facilitate compliance. Jill and Janine�s different situations 

suggest how the relationship can also be reversed. That is, perceived barriers act upon 

salience and then awareness to either induce or deter compliance. Janine�s situation 

illustrates how lower perceived barriers as the initiating factor have positive effects on 

salience and compliance; Jill�s situation illustrates the opposite.  

Perceived Barriers Initiates the Relationship 

Perceptions of barriers are too often the result of inadequate or incorrect 

knowledge about breast health. Conversely then, it could be inferred that perceived 

barriers affect the likelihood that one will seek and/or process breast health information. 
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More perceived barriers likely lessen one�s desire to make breast cancer salient and 

become aware of breast health guidelines. Additionally, greater perceptions of barriers 

enhance fatalistic-like beliefs that discourage salience and motivation to seek avenues 

(educational or structural) that promote breast health. The first passage below illustrates a 

situation similar to Janine�s. Michelle�s salience (revealed above) intervenes and 

encourages a friend to get examined and become more breast health conscious. 

Michelle: Fear sets in (all agree and there�s a lot of chatter). That�s the way it was, 
if she don�t mind me sayin, with her mother (points to Hannah).  

 
Hannah: That�s right. 

 
Michelle: She had noticed this knot in her breast for a long time. 

 
Hannah: Never said a thing. 

 
Michelle: She wouldn�t even tell them (points to Hannah � the daughter). But one 
night at church, she came and she confided in me about it and I told her to 
immediately tell them about it and go and see about it. But that�s, see that�s 
another�what I�m sayin about�.uh, havin people to come in and just start 
talking about certain things and just get their input about it. I was appalled when 
Danielle said, well you know, in the black community they don�t want to gather 
and talk about it. But we, as a people, we will, we get that fear factor and the main 
thing�we don�t have the insurance to go (all agree and start chatter)�.that�s 
that�s.. 
 

 I will now refer to Hannah�s mother as Donna. Donna�s fear hindered her 

willingness to even tell her family. Lynn and Hannah�s insight below proposes another 

non-structural barrier that may have figured into Donna�s reluctance to seek breast health 

guidance.   

Lynn: Screenings, a fair, whatever�you may hear that but you�re like, �uhhh, 
that�s too public�that�s too�� You know, I think I do. (others agree) It�s too 
public, it�s too much to go and then you go, and you set down there (others 
nod)�but a setting like this here, maybe where it would be Morton, and you 
would have 3 or 4 different locations, like maybe you would come to this church, 
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and then maybe you would go to the Catholic church, or you know, settings like 
�it may not be a church, maybe it would be the school, maybe it would be, you 
know, the hospital, maybe it would be here. And those people that, I guess, 
communicated back and forth with each other like that where they would feel 
more comfortable. We would feel more comfortable here. We wouldn�t feel more 
comfortable, you know, like say at like the school because we really don�t know 
those people or whatever, but here, with our little clique or group we would feel 
more comfortable so I think it�s too broad of somethin to say, �at the mall, there�s 
gonna be a screening for this.� It�s too big. Because everybody ain�t gonna be at 
the mall or  everybody don�t wanna want to go there just for that�.to meet the 
other crowd of stuff�so.. 

 
Hannah: We�re such a private class of people�.that�s cultural (others agree). 
That�s not ignorance or anything, that�s just culture. We are a private sector of 
people. And first of all, we really don�t want anybody to know we have cancer 
anyway. 

 
Lynn: Even if it�s free. 

  
 Lynn�s perceived barriers that hinder her salience are, once again, evident here. 

This passage supports what I have reasoned about her breast health salience and is also a 

good example to show how the awareness and perceived barriers factors are 

interchangeable. Lynn�s barriers seem to precede her awareness in this passage as her 

discomfort with discussing breast health in broad settings dominates her willingness to 

take advantage of free information and screenings. For some women, like Lynn, the 

factor that precedes the relationship may not be distinguishable. Although it cannot be 

confidently presumed that the perceived barrier factor was the initial factor that acted 

upon Donna�s salience, or lack thereof, it is probable considering she noticed a lump first. 

In turn, non-structural barriers, such as fear and embarrassment, were immediately 

amplified. Fear and related non-structural barriers will be discussed more specifically 

later, but the excerpts below support how influential such perceived barriers can be on 

salience and compliance.  
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 Lynn revealed why fears specific to amputation exist.   
 

Lynn: That�s like a woman�s�a woman�s uh�.for lack of a better term, almost 
like a man�s genitalia. That�s, that�s, kinda like her�. 

 
Moderator: Identity�? 

 
Lynn: Right. It�s their identity you know (many agree). It really is. I mean you 
don�t want to have to lose a breast. That�s the last thing that you want. That just 
kinda like, puts the period on who you are, you know�.a lot of people look at it 
like that so�.(others agree). That�s one thing that they, they really would hate 
to�I say would hate to lose so, that..that fear of finding out about breast cancer, 
you would think that would drive you to do more to try to keep it, you know. You 
would think so but then depending on your situation � financially or health, uh, 
uh�insurance and that kind of thing � depending on that situation, if you�re even 
able to try and do something about it.   
 

 In the midst of discussing barriers, Lynn again, suggests a more specific and 

intricate fear.  

Lynn: Wait a minute. Hold on just a minute. Let�s say our spouse could be a 
barrier. Some people, some women�ok, we won�t talk about breast cancer. Let�s 
talk about hysterectomy or ovarian cancer, or something like that. Ok, sometimes 
our spouse can be� 

 
Moderator: Do you see that happen often in the African American community? 

 
Lynn: A lot�a myth for a man, not necessarily African American, a myth for a 
man�if a woman have a hysterectomy or something, that�s just not� 

 
Bonnie: Take her to the pastor and shoot her. You know, that stuff�s no longer 
good (looking up in air as though it�s a real and awful way of thinking. Leann 
mumbles something to the same effect). 

 
Michelle: Have you heard of that Geri? 

 
Geri: Yeah, I have (in a disappointed tone). I have. I know black guys.  

 
Lynn: Yeah, that�s..you know, they feel like they done been you know�they 
ruin. They ruined now, you know. So that could be a barrier for someone with 
breasts (many agree). You know, their fear. That fear of, �well what my husband 
gonna say? What my husband gonna say about�only one breast or no breasts at 
all?� 
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Leann:..(after agreeing and shaking head as though sad). Ain�t no more woman in 
her.  

 
Lynn: That�s right (others agree).  
 
Not only are the barriers discussed in this excerpt very delicate, but they overlap 

and reinforce each other while simultaneously becoming more personal and embedded. 

No wonder surmounting them is difficult and finding a solution is a challenging endeavor 

for health communicators. The complicated reality of perceived barriers provides an 

explanation for literature that suggests fatalism as a common theme among minority 

groups. Profound non-structural barriers, often supplemented by structural barriers, 

provoke fatalistic ideals of unfavorable health. In other words, one may accept an adverse 

health condition or inability to comply when her barriers are deemed an inescapable 

reality. Themes emerged during the discussions that support this notion. The excerpt 

below was taken from the focus group in Spur and helps illustrate how perceived barriers 

often prompt negative, fatalistic mentalities. Fatalistic ideals, however, were not always 

found to be a hindrance to compliance. This unique revelation will be discussed below. In 

the following excerpt we see that fatalism fueled by barriers is a definite hindrance to 

salience. 

Monica: Well whenever�.you have anything, anything is something�it�s 
unusual..and you can�t��get the parts to cover you and be seen about it. That�s 
where a lot of us don�t. We just let it lag and think it will go away and it won�t.  

 
Why do you think people do that? 

 
Monica: Some of it�s from fear�where they�.most the time they�re afraid that it 
is cancerous, but then they don�t know that if it is, the quicker you get it detected 
and get something done, the better it is for them. But they�re umm, 
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ummmm�.and some of them say if they had it, they don�t want to know about it 
cuz they don�t want to go through the surgery and� 

 
Jessica: Yeah, a lot of them, yeah. Yeah, I hear some of them say, �well, when it�s 
my time, it�s my time.� You know? Just like�.kinda like get all defensive. They 
scared but they gonna get all defensive. Well, �if it�s my time��.and a lot of em 
can�t afford it, the treatment. They used to have a van, a�.mobile deal that came 
out here and it hadn�t come out here in a long time. It used to be in the bank 
parking lot and then here in the clinic but I don�t know when the last time�. 
 
High levels of perceived barriers that affect breast health salience/compliance 

have been discussed. As the initial factor in the breast health sequence, perceived barriers 

could also be studied at lower levels. Lower perceived barriers have opposite effects on 

salience and awareness than high perceived barriers do. If perceptions of barriers are 

lower, one likely feels as though she can make breast cancer salient; one would not want 

to make an issue salient if she knew she was unable to overcome the barriers in order to 

comply. Kelly, from Spur, provides a possible example of what low levels of perceived 

barriers looks like as the initial factor in the relationship.  

Kelly: Well I know they got this indigent thing in Dickens�.I mean, like, a lot of 
people that I be talking to or whatever, and they sayin like, just like (looks at 
Jessica as though agreeing with what she last said)�..they didn�t know anything 
about that so I�by me, you know, signing up for that, I told them about 
it�.helped them out so they can get their stuff.  

 
 Monica: They don�t let people know� 
 

Kelly: And I be telling a lot of people, you know�.. �well I don�t have the money 
to go to the doctor.� I say, �well they got this program in Dickens, you can go and 
sign up for it�.cuz it used to be like, you signed up for 6 months and now they 
cut it down to three�to help with you, all depends on what Medicaid�..you get 
3 prescriptions on it. And uh, they set you up on this�it�s like a little budget just 
for you��for myself, they set up a little budget for the amount of money that�s 
for me, specifically 

 
 Moderator: Yeah, a sliding scale� 
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Kelly: Yeah, and so I get so much a month, you know, for that��say maybe like 
$1300 or whatever, you know, maybe something�but then enough�..I think one 
time I got $30, 30-something�anyway, for they had to cover for me to like go to 
the doctor or whatever other things I have to have�.like it�d cover for the 
hospital too. So I be, I be telling a whole lot of people, �if you don�t have the 
money, if you don�t have no kind of, of Medicaid or Medicare or whatever, go to 
Dickens and sign up.� 
 
Again, the excerpt provides a possible example of the relationship when low 

barriers initiate the sequence as Kelly knew of an outlet and thus, complied. Her 

encouragement of others� utilization of the resources and corresponding breast health 

demonstrates an ample amount of salience that results from her less negative perception 

of barriers. The lower level of perceived barrier effect on salience, however, is less likely 

when that factor starts the sequence. The non-structural concerns expressed above, such 

as those regarding privacy and shame in losing a breast, plus the already sensitive topic of 

breast cancer suggests that salience and awareness initially influenced someone with 

fewer perceived barriers. That is, it is not likely that a woman from a disproportionately 

impoverished social group (educationally and financially) would naturally perceive few 

barriers to breast health compliance. Her breast health salience and education would most 

likely have influenced her ability to overcome structural and non-structural barriers.  

Even in Kelly�s case, she was first knowledgeable of the program in Dickens. She 

had to be aware of the financial outlet before taking advantage of the program and then 

demonstrating her salience by encouraging others to do the same. That knowledge may 

complement her salience that was sparked by awareness. In this case, the above excerpt 

would not be an accurate portrayal of low barriers preceding salience as awareness would 

have been the initiator. On the other hand, a more arbitrary occurrence such as seeing a 



 Texas Tech University, Andrea Smith, August 2009 

 79  

flyer at the clinic or word-of-mouth communication may have enlightened her of 

financial outlet instead of breast health consciousness. In this case, her perceived barriers 

would be lowered and thus, her salience increased. However, she would have to be 

somewhat health conscious to utilize the resource. Consequentially, low levels of 

perceived barriers will not be given much attention. Advocates should carefully observe 

each of the barriers that emerged. An abundance of barriers were exposed that can be 

incorporated into breast health campaigns targeting African American women.  

Structural Barriers 

Structural barriers that surfaced throughout the discussions deserve a brief 

discussion. Such barriers were an indisputable hindrance to breast health compliance 

recognized by all participants. Regardless of whether such barriers are a personal reality 

or not, they were identified by all as a fundamental hindrance to breast health 

compliance. Furthermore, the excerpt below shows how the women often perceive 

systematic barriers to be especially prominent among African American and other 

minority women. 

Lauren: You know some things are more prevalent like in the black race than it is 
in the other races (many agree). So, they should make it available for the black 
race of people, especially when we just can�t afford�you know.  

 
Bonnie: Yeah, mmmhhmmmmm. 

 
Lauren: And that�s really why black women, people don�t go because if they 
don�t have insurance� 

 
Bonnie: They can�t afford it�.yeah. 

 
Lauren: they don�t have the money to walk in and get the mammogram�and pay 
whatever it cost. They walk out, you know, walk out of�..(Kathryn agrees). 
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Jill�s lack of salience and corresponding perceived barriers were exposed above. 

Her struggle with financial barriers � hinted to earlier when the subject matter was not the 

main topic- is further exemplified.  

Jill: I haven�t had a�I haven�t had the uh mammogram (feels chest) for years. 
It�s been a long time. I used to have whatever it is done cuz I had my children and 
Medicaid but now I haven�t, I haven�t had any because I felt like I didn�t have the 
money to, to go in there and have mine done. I needed to, but after you just go 
and go and go, you just don�t go anymore.  

 
Later in the discussion, Jill and Janine confirm the toll of financial barriers on 

compliance. 

Jill: If I could get a way to pay for it, you know, financial assistance for the 
mammogram then I could have it done. 

 
Janine: That�s with a lot of people. 

 
 The women from Morton also assert the significance of finances and introduce 

other non-structural barriers. 

Michelle: They really are kinda comin out and want some help (Kristin agrees). 
But then again, they fall back on insurance and the expenses of it and what have 
you. 

 
Moderator: You all seem to keep up on your breast health, which is great, but we 
all know women who don�t. We�ve discussed insurance, but what are some of the 
other barriers that you perceive these women to have? 

 
Ann: Transportation. 

 
Hannah: Financial (all agree and there�s some chatter about lack of finances and 
transportation). I would say finances is gonna be the� 

 
Michelle: Because like they were sayin about the colonoscopy�Daneille was 
talkin about it Lubbock County. Well�..they might, would be willin to come to 
Lubbock county but the next thing would be, how would they get there? How 
would they get there and back? 
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Hannah: Because that�s gotta be�just comin from Morton to Lubbock is gonna 
be an all day affair (several agree). You know, you just don�t plan for 2 or 3 
hours...that�s an all day sacrifice of whatever you gonna be�.Either you�re gonna 
be off of work all day or you got to make babysitting arrangements or somebody 
to catch the kids from school. It�s an all day that you got to make preparations for.  

 
Kristin: True. 
 
Women from Lamesa support key barriers noted in the previous passage. 

Leann: We don�t have nobody in Lamesa now that gives mammograms. For the 
last couple of years�they didn�t have nobody to do that. There used to be a lady 
that�d come down and she�d take em (mumbles very softly plus lots of chatter so 
can�t make out what she�s saying but something about the lady no longer comes 
but now the mobile unit does) 

 
Kiely: They have to go to Lubbock, or they have to go somewhere else. 

 
Leann: Or wait for the mobile to come...the mobile to come. For the last couple 
years they didn�t have nobody�.I know I had an appointment last year and every 
time it come they say they didn�t have anybody to, to�.you know when I made 
my appointment they didn�t have anybody to, to uh�to do the uh� 
 
In general, convenience emerges as a structural barrier specific to participants in 

this research. Hindrances such as costs, time and means of transportation associated with 

convenience were rationales for investigating rural women and likely explanations for 

why all of Komen Lubbock�s red counties are rural. In light of the Community Profile 

project, participants from Spur (Dickens County) make similar suggestions regarding 

convenience.  

Monica: It�s easier for them to come right where you are, you�re more likely to go 
than havin to go miles cuz there�s one that comes to Crosbyton but yet you still, 
you have to go through the Clinic�go through all that so I think it would be�.. a 
lot more would probably go, if they could just have it come�to their.. 

 
Moderator: Yeah, it�s a whole day ordeal if you have to go to Lubbock or�. 

 
Jessica: Crosbyton�s 35 miles from here.  
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Monica:�.having to go off�if they had something come here, I would have had 
it done but �.but I would have had to go off� 

 
Moderator: To Crosbyton? 

 
Monica: Crosbyton. Gas and everything is�.. 
 
The theme emerged again later in the discussion.  
 
Jessica: Yeah, when I get off of work�.gosh, I don�t want to go anywhere 
sometimes. And we have to go to Lubbock for everything and when I get off on 
Friday, and then Saturday, what�d we�..(looks at mother/Monica)�oh yeah, we 
had that ladies conference Saturday�out at this church (shakes head as though 
exhausting). And when I get a little time off, I mean, sometimes you work 6 days 
a week� 

 
Moderator: Yeah. 

 
Jessica: That�s no joke, you know. Going to Lubbock is no joke.  

 
 Ann�s observation below further confirms how convenience is a hindrance to 

rural women in particular. 

Ann: Yeah, they do. I started earlier than 50, I think I was like 40 with that 
mammograms because I found out that they said that if you ever had that in your 
family�..any kind of cancer in your family, which I haven�t, but uhh�I 
remember back when I was 40, I was having a mammogram done, but I noticed 
down here in this part of the country, like here in Morton, there�s no, as far as I 
know, there�s nowhere to even have a mammogram done. You have to go�. 

 
The passages related to convenience show how even when finances or resources 

are available, other systematic obstacles may interfere. Bonnie�s experience validates this 

trend.  

Bonnie: Cuz like even when the mobile comes out�if you�ve had uh..surgery 
previously, previous surgery, then you don�t qualify to be examined by the 
mobile. You have to go to a doctor. You gotta go and, and you know�follow up 
from ummm��Dimensions, or wherever you go to have it at.  
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Similarly, Kathryn suggests that systematic barriers often surface when least 

expected; what were thought to be dependable resources are not always secure. 

Kathryn: �..And, and now I even hear, even with the medical profession and our 
work programs, which I�m not workin but I could if I wanted to, they takin a 
whole lot of insurances away. And so much they cover and so much they don�t 
cover�and breast cancer is one of them. 

 
Moderator: That they don�t? 

 
Kathryn: That they don�t cover�that they�ve taking away, they�ve taking away 
(Bonnie agrees). See the truth is that they�re not gonna cover the same�.MEN 
get breast cancer (all agree)�just as well as women. And it�s something that 
when you�re havin a work program, I think the (maybe �work� - couldn�t 
understand) that they cover, should cover it all. But (mumble), there�s a whole lot 
of stuff that�s good that they�re taking away. 

 
 Kathryn�s frustration with employer-provided insurance plans suggests skepticism 

towards the administrators responsible for such programs. Themes of skepticism will be 

expanded upon later. The theme emerged here through participants� discontent with 

systematic barriers. Nonetheless, it is important to note how the non-structural theme of 

skepticism resulted from a perceived structural barrier. Critical analysis may be needed to 

spot non-structural barriers in the midst of seemingly structurally-centered conversations 

but, nonetheless, they are often there. Finally, the excerpt below provides a good 

transition into those barriers that are most directly relevant to the research questions.  

Moderator: What do you think keeps women from not doing what the doctor 
says? 

 
 Monica: Probably can�t afford to. Depends on, you know�what it is 
 

Moderator: And for breast health, like your mammograms and check ups, do you 
think there�s anything besides cost and transportation that comes into play?  

 
Kelly: The fear of what they, what the doctor probably be finding. 
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Monica initially suggests that lack of finances is to blame for non-compliance. 

Her following statement, however, suggests that the specific barrier at hand often 

depends on the illness of concern. After I specified the illness of concern � breast cancer 

� and related health guidelines, Kelly was quick to propose that fear and uncertainty are 

the primary issues at hand. Monica�s and Kelly�s insight suggests that non-structural 

barriers are more significant than systematic barriers when particularly sensitive illnesses, 

such as breast cancer and breast health compliance, are the subject matter. Thus, 

systematic barriers may be addressed by overcoming the more innate non-structural 

barriers first. This recognition appears to be especially relevant in instances involving 

sensitive topics like breast cancer. Consequentially, systematic barriers and their burden 

are acknowledged as inevitable and troublesome hindrances for rural minority women, 

but they are not primary focus points of this research. They will not be given further 

attention in and of themselves. Instead, structural barriers will be referenced in light of 

how mass communicators can indirectly influence them through the non-structural 

barriers of focus.  

Non-Structural Barriers 

Fear was overwhelmingly expressed as a fundamental non-structural barrier. 

Fears were verbalized in both general and specific terms. Specific non-structural 

concerns, like pain, amputation and death magnify the principal non-structural barrier of 

fear. Jessica and others illustrate fear in more general terms.  

Jessica: Scary (Kelly agrees)�..everybody�.when you�when I�when you 
hear somebody a friend�even�sometime, you know�you might feel some, it 
may not be one but  you get scared sometime when you�re bathin�.I do the self 
exams sometime, and sometime I get those uhhh�.lymphnotes, you know 
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Moderator: Yeah, yeah� 

 
Jessica: and the first thing�. �I got cancer� (laughs as though it�s a silly 
assumption). 

  
 The automatic link between early detection and cancer is further exemplified in 

the following passage.   

Michelle: The thing is just getting people to come out and really talk about it, not 
only breast cancer but the other things we have problem with�with arthritis (lots 
of chatter about different health issues). Make us aware of what to expect and 
how to treat it�how to handle themselves while going through it because a lot of 
people, whether you know it or not, they they they uhh, they have these things 
happenin to them and when they kinda suspect it�s something serious, they�ll back 
off (many agree). Even with family, they won�t even discuss it with family. You 
know, and they won�t go to the doctor, they won�t get the care (many agree). 

 
Hannah: The fear factor sets in, the fear factor sets in.  

 
Shelly: Because it�s so scary. You think the worst. 
 
Those who automatically link detection with disease are likely to link disease with 

death as assuming the worst when it comes to breast health is a routine thought. Kristin, 

Lynn and Jennifer exemplify the latter association.  

Kristin: If somebody tell you you got breast cancer, and if you�re not strong 
enough mentally to take care of yourself and go and do what you�everything. 
Three months�most people die. You know, not because of the cancer, it�s 
because of the fear (many agree). 

 
Lynn: A lot of people have the thought, �cancer-death. Cancer-death.� They go 
hand-in-hand (many agree). 

 
Jennifer: Yep, I do.  

 
The expanded association exposed in these passages includes early detection, 

disease and death � the ultimate link being detection to death. The association is certainly 

a discouraging thought and a likely hindrance to taking early detection measures. Jill 
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suggests how procrastination may augment such negative, absolute conclusions. Putting 

off appointments due to other non-structural or structural barriers increases the fear that 

something serious, yet avoidable, will be found and amputation or death will result.  

Jill: that�s what scares me so much, ya know, cuz I haven�t had one in so long that 
it�s kinda�it�s really scary. 

  
 The issue of procrastination emerged during the focus group in Spur as well.  
  

Moderator: Okay, so was it more or less of a nuisance why you didn�t do it last 
year?  

 
Monica: I just kept putting it off. That�s another thing� 

 
Jessica: Procrastinating. 

 
 Michelle hints that procrastination and/or lack of taking preventative health 

measures among many African Americans may be the outcome of an economically less 

privileged history. 

Michelle: I think that one of the factors is that most, uh�black women, black 
families, don�t have a family doctor. And if you had a family doctor, they would 
suggest (others agree)�they would suggest or they would even arrange as far as 
makin a�makin an appointment to get it done because uh�so many, so many of 
our families, you know, because of the economy and not havin insurance, it�s too 
expensive. And if you haven�t had any problems, they say �don�t try to break 
nothing that�s already fixed� (some laughs). That�s the term, you know, they think 
of it and then, a lot of times they find out down the road that they could have 
prevented it, you know, could have had something done but it�s too late. That�s 
the same way it is about uh, having, uh, a pap smear done (others agree) yearly, or 
every six months - whatever it is - and then you wind up�they�ve had children 
and maybe stop bearing children and think everything�s alright�.first thing you 
know, they�ve got ovarian cancer, they have problems and there�s no turning 
back. It�s already gone too far.  

 
 The term �procrastination� summarizes the �not broke, don�t fix� mentality that 

Michelle describes. Thus, as Michelle suggests, this mentality is also a likely effect of 
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historical oppression. Lynn and Kristin confirm the presence/prevalence of this mentality 

within the African American community.  

Lynn: I think a lot of us have that uh..idea of, if it ain�t broke, don�t fix it. We�re 
feelin fine, we�re doin ok�this, this and this but��we go on, but when we�re 
sick, �ok, this is the problem.� If they can fix that problem��(many agree) 

 
Kristin: It�s got to break before we go and see about it (many agree)....because a 
girlfriend of mine, she had a, she was sick, it wasn�t cancer�she died last 
year�and uh, it was concernin her health. And she was a young lady�kinda 
young, you know, but uh� she had a sickness with her bowels, her stomach, and 
you know what she said?  I�m afraid�.and for three months. When she did go to 
the hospital it was too late because it had infected her whole system�. 

  
 Themes of procrastination and the �not broke, don�t fix it� mentality support the 

literature that suggest how and why minority cultures often emphasize curative rather 

than preventative healthcare. As the literature explains, curative health behaviors keep 

individuals from making optimal breast health decisions and thus, explain the disparate 

breast cancer mortality rates. Ultimately, procrastination and curative approaches exist 

because the potential illness is not salient enough for the individual to be more proactive.  

Lack of salience again surfaces as the factor negatively influencing breast health 

behaviors. Again though, its significance makes salience a promising factor to target for 

effective campaigning. As my interpretation gets more intricate, understanding the 

correlation between awareness, perceived barriers and salience is especially important; 

increasing awareness and lowering perceived barriers both result in higher levels of 

salience needed to facilitate compliance and make it a lasting behavior. Thus, more 

specific non-structural barriers will now be exposed to direct breast cancer advocates in 

developing culturally competent campaigns. 
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Physical and Gender-related obstacles 

The quote by Kristin below is representative of the issues discussed in this 

section.  

Kristin: I don�t have any issue like that�you know, my breast�.I�m not 
conceited or anything but this is a vital part of my body. Anything that�s a vital 
part of your body...you know your eyes, your ears and different parts of your 
body�when I have a problem with them, cuz you know how they kinda aches 
when it gettin cold (some laugh)�.You know, how you�.(holds breast as though 
to keep them warm)�and I be wonderin, �what�s wrong?� and you know, 
because that�s something that we really have to take care of is our 
bodies�.(under breath) and we don�t. 

 
The �issue� Kristin references is others� unwillingness to seek professional 

screenings. In her case, the disease�s characteristically feminine nature fosters 

compliance. Noteworthy is Kristin�s higher level of salience illustrated by her concern 

about breast abnormalities and strong regard of maintaining health, in general. Kristin�s 

salience prompts her to take the measures needed in order to protect her breasts to the 

best of her ability. The excerpt below also supports the literature regarding holism among 

minority women.  

Hannah: Yeah, cuz my mother did. My mother just�but when she finally went, 
they told her, �we need to have the surgery right away and stuff, she�s never just 
really recovered. You know, she got up a little bit�..but she�s kinda like, �I�m 
not gonna be any good anymore, so what�s the use.� 

 
Kristin: There�s a lot�and especially because she had a mastectomy (puts hand 
over heart)�.women�.because that�s so�.such a part of us�(many agree) 

 
Lynn: (puts hands on chest) this is� (as though saying it was a significant part of 
her). 

 
Kristin: And you know, men make us feel...that we�re inadequate (some agree). 
�You�re not good as you used to be because you only got one.�  But all I need is 
one, you know.   
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Kristin�s high salience surfaces again in her self-confidence as a human being 

apart from her reproductive organs. Donna�s (Hannah�s mother) salience was sufficient 

enough for her to choose losing a breast over death but still not as high as Kristin�s. 

Donna felt �no good� after the mastectomy � not complete and thus, �never really 

recovered� as her daughter stated. For women with similar holistic values of their breasts, 

salience is the deciding factor for compliance. Extremely low salience, including the lack 

of knowledge about medical technologies that decrease the likelihood of needing a 

mastectomy, keep women from complying as they perceive an essential organ to be on 

the line, even before hearing the exam results. A misinformed assumption that detection 

implies disease, combined with a holistic attitude would seemingly take a serious toll on 

compliance.  

Breast cancer salience is not an issue for Hannah. She has been exposed to the 

disease through her mother�s experience, complies with guidelines and encourages those 

around her to do the same. Still, her question below affirms the value placed on breasts as 

an identifiable mark of femininity.  

Hannah: So why do some women, even without having breast cancer, but they 
have the gene, you know, maybe someone in their family�they go ahead and 
have a double mastectomy�just because they�re afraid they gonna get it. Isn�t 
that really painful? 
 
 Fear of pain is verbalized within the passage, but the underlying concern is more 

intricate. Hannah cannot understand why one would voluntarily choose amputation over 

the uncertainty, often triggered by a predisposed likelihood of developing cancer. Such a 

decision is an extreme in terms of prevention and thus suggests an extreme level of 

salience. Hannah�s higher levels of salience that have been influenced by her mother�s 
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experience surface throughout the excerpts. Her comment/question however, suggests 

that fears associated with amputation will never allow her salience to reach the extreme 

levels of other women who are predisposed through genetics. Therefore, fears associated 

with amputation are quite substantial. Jill confirms this general notion and provides more 

specific reasoning.  
Moderator: It would scare you to have your breast removed then? 

 
Jill: it does, it does cuz (mumble)..if they�d just take that one cuz the one other 
one is fine, but I just wouldn�t feel comfortable with one gone and the other still 
there cuz they just too big (shrugs). I know that may sound silly but�. 

 
Later in the focus group, Jill again evokes fears associated with having a large 

chest size plus speaks on another gender-specific factor, previously eluded to.  

Jill: I have a pace maker�It�s terrible�(feels chest)�.you know, they gotta tape 
this one down (holds left breast) so they can get it outta the way, and that�s a job.  

 
Moderator: Mmmm hmmm. 

 
Jill: and men are so�you know how they are about 
breasts�.(mumbles)�.They�ve always been weird to me. I always think they�re 
sooo stupid to me�..cuz if I had a choice, I�d rather be smaller chested any 
day�.but men are soooo weird about em� 

 
Moderator: Explain that more�what do you mean by weird? 

 
Jill: They like big ones. They�re always like, �Are those real?� They always 
wanna feel em (makes motion like she�s going to grab Janine�s chest). That 
always got on my nerves. I hated that. I always hated that.  

 
Moderator: With physicians? 

 
Janine & Jill: Just men�just men. 

 
Jill: Cuz they don�t have em, ya know? They always say�. �are those real?� 
They are real and if I had a choice, they wouldn�t be this big�(mumbles)�and 
so I always felt weird about men, ya know? I never liked that�never liked 



 Texas Tech University, Andrea Smith, August 2009 

 91  

that�never liked that. That was always my biggest problem�just because 
they�re so big you know? I never liked that attention�never liked it.  

 
Janine: (under breath) I always wished mine were bigger.  

 
Jill: (mumble) If I could take mine and share them, I would (laughs). I�ve always 
had em. Don�t feel bad about yours because it�d be nice to have some smaller 
ones, ya know? I�ve always had to worry about that. My bra�.(touches her straps 
as though they cut into skin)�..and my back hurts�(looks down as though back 
and neck are stressed�.and it gets worser, it gets worser cuz I can�t lay on my 
stomach, I can�t sleep on my stomach�.it�s hard).  

 
Moderator: So do you think breast cancer is more sensitive or frightening because 
of the organs involved? Say compared to liver or lung cancer? Do you think 
breast cancer is more frightening because it involves a part specific to the female 
anatomy? 

 
Jill: Well, I think it is because if I had it here and they had to take this off here 
(grabs left breast), they�d have to take this one over here (touches right breast). 
You know, I�m just too large. There�s no way on earth I could make it with just 
one off. Now what would I do? Like my cousin, she�s got just one off but she�s so 
small�.but can you imagine this? With just one�.that�d be a mess because I 
can�t hardly balance myself now. They would have to take them off�they really 
would have to take them both off cuz they�re so big. That�d be awesome if�but 
I�d rather them just take both. If I had it, I�d just have them take em both. And 
I�ve thought about that, I would really hate that.  

 
Moderator: To have them both removed? 

 
Jill: If I had one removed, I�d want them both. That�s real scary to me.  
 
In this passage, Kristin and Jill articulate their cynicism with men; they place 

blame and in doing so, justify their fears of amputation. Monica�s comments are not as 

direct, but a similar notion that helps ground the common theme at hand is still 

demonstrated.  

Monica: And a lot of times, depending on the age of a person�they think they 
just old and wear out (Jessica chuckles). And think they don�t need it�..I�ve, I�ve 
seen that too.  

 
Moderator: Yeah. Mmmmhmm. 
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Monica: It gets in the way�. 

 
Moderator: Their age gets in the way (Jessica agrees)?  

 
Monica: (mumbles)� �What�s wrong with that?� �That�s old, that�s just old.� 
But they have problems. 

 
Monica�s insight on age is similar to Kristin�s insight on inadequacy after breast 

removal. Both suggest that the female body is useless without its physical appeal, 

whether that allure is lost due to age or surgery. Both insights therefore support skeptical 

notions that arise when breasts are only recognized as erotic organs for the opposite sex�s 

pleasure. The holistic attitudes discussed above are opposed when breasts are isolated and 

reduced to objects of erotic desire instead of organs that play a functional role in human 

reproduction and the female body; hence, the resulting cynicism toward men and related 

frustrations. It would seem then that the gender factor that opposes holistic ideals would 

promote breast health; recall that holistic attitudes often hinder breast health. This 

however, is not the case as men�s perceived fixation with breasts would also discourage 

thoughts regarding amputation. Although the automatic link between detection and 

disease is not accurate, it would also hinder compliance when one�s appeal to the 

opposite sex may be jeopardized. Thus, though holistic mentalities and critical notions of 

men oppose each other, both are hindrances to breast health compliance. Breast health 

salience, is again the deciding factor. The passage below exhibits the conflict and 

salience�s mediating role. 

Lynn: If you are a strong woman�no matter what�you know, �OK, I made it 
before I had you and I�m gonna make it on� (as though she�ll continue to make it 
w/o spouse) then it shouldn�t bother you. But if you are a weak-minded person, 
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and I�m just saying, if you�re a weak-minded person where you wanna lean more 
to your husband or more to your spouse� 

 
Leann: (after mumbling to self again)�.what they said (referencing leaning on 
spouse�s words and agreeing with Kristin) 

 
Kristin: �then you may even put off 

 
Ann: I would rather know. I don�t care what that man said or whoever (everyone 
agree), I would rather know�.because he�.I�m the one that has to go through it 
and I�m the one that�s gotta deal with it� 

 
Leann: I know that�s right. I know that�s right.  

 
Ann:�and if he don�t like me after whatever, then I�m sorry.  

 
Leann: (shaking head but agreeing) That�s just it.  

 
Ann: Because you know, people divorce over other things that are minoror than 
that (chuckles). 

 
Lynn: Right, mmhmmm. 

 
Ann: So if I�m gonna get a divorce over taking off one of my breasts or 
something,�oh well. 

 
Bonnie: I want life�whatever will grant me life (others agree and chatter).  

 
Ann: Yes, yes..me too.  

 
Michelle: Bible says, �better to enter in heaven with one something�rather than 
to not be able to enter with two.�  

 
Leann: Yeah (as though she had read this). That�s right (smiling).  

 
Michelle: So that means�.(mumbles something in accordance with the Bible�s 
teachings - being ok with just one breast). 

 
Lynn: I�d throw him the deuces (peace sign) and say, �Holla.� (as though she�d 
leave him without worry).  
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 The fear associated with amputation and death can be attributed to the often false 

and habitual link made between detection, disease and then amputation. This barrier and 

related myths are a concern.  

Myths 
 
 Many myths among the participants have ties to their physical and gender-specific 

barriers. Jimmie reveals one of those myths after I asked the women from Matador who 

was most in need of breast health information.  

Jimmie: the older ones�cuz I got a friend, you know Susan? (Janine nods yes) 
She thinks that, �Well, I don�t got no man.� I said, �well what�s a man got to do 
with this? This is you.� �Well, I don�t got a man, I�m not gonna get nothing like 
that (spoken like Susan).� You know she thinks that you have to have a man to 
get breast cancer. I don�t know where that come from but this is what she says 
(both of them laugh). I think she just don�t understand that that doesn�t have 
anything to do with it just cuz you don�t have a man. �I�m not gonna get breast 
cancer, I don�t have a man� (shakes her head). You know, I say listen. I work for 
a lady that never had been married in her life. So she didn�t ever have a man and 
she didn�t have no breast, so I told her �see, that doesn�t have anything to do with 
it.� She thought that men and I don�t know what men did to �em (everyone 
laughs). I don�t know how men can cause you to have breast cancer but that�s the 
way she thinks so I just think it�s the older ones really because I think the younger 
ones�they kinda, you know�they kinda look up statements and stuff like that. 
The older ones, they just don�t wanna say. 

 
The link Susan makes between men and breast cancer is similar to the relationship 

between intercourse and sexually transmitted diseases - the conception being that any 

type of physical interaction exposes one to disease. Though certainly a misconception, 

Susan is not the only one who questions the ramifications of physical interaction with 

men.  

Leann: And do you think�you already think I�m bein (mumbles)�do you think 
playin with your breast, you know�?  

 
Geri & Bonnie: Causes it�? 
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Leann: playin�you know�that could cause breast cancer?  

 
Moderator: Ya�ll have heard that playing with them may cause it? 

 
Bonnie: No, she was asking a question. 

 
Leann: I was, I was asking a question. 

 
Bonnie: She was asking do you think that might be part of the problem? I don�t 
know� 

 
Geri: Do you think that would cause breast cancer? 

 
Moderator: Playing with them? No, I don�t think so. That�s a myth (a couple 
others agree with me and rest look unsure).  

 
Michelle: It used to be, as Sister Leann was saying, we were taught as girls, 
�Don�t let no boys play with your breasts. They gonna�.� (some laugh). 

  
 Participants in Spur had similar concerns.  
 

Kristin: Let me tell you something, I wanna ask this too�a lot of questions, But 
don�t you think that a lot of things that�.in the African American�.myths. A lot 
of myths about the breasts with the black woman (some agree).  

 
Moderator: Like me having myths about what ya�ll think about it? 

 
Kristin: No, no. We, as a black race of people, have myths�..(several nod) 

 
Hannah: A lot of myths�a lot of myths. 

 
Kristin: And, and because they�you say�one of them, I can say�.if you fool 
around with a lot of men and they play with your breast, you gonna get cancer 
(several laugh). 

 
Moderator: That is funny. I did another African American group and one of the 
ladies said the same thing.  

 
Michelle: You�ve heard that�..? (asking me and I nod) 

 
Ann: Or if you get hickies��(lots of chatter). I remember something about 
hickies. They said if you get hickies�a lot of hickies on your breast, you gonna 
get cancer. 
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Jennifer: �.blood clots (touches her neck) 

 
Kristin: They say, they say if you have a lot of boyfriends, and if they play with 
your breasts, you will get cancer (looks down smiling and several laugh).  

 
 Kristin�s personal experience below further depicts the unwarranted fear 

associated with sexuality and breast cancer, not to mention appropriately portrays the 

tone and open atmosphere that transpired during the discussions. 

Kristin: (agrees with me) You know when I had my first mammogram, I went and 
I said, �Lord, please don�t let me have cancer cuz you know I done had a lot of 
men play with my breasts (smiles)� (lots of laughs)�.I mean, it�s the truth and 
then I just couldn�t wait to go to my doctor to see if my breasts were 
alright��and I said, ain�t gonna let nobody else bother them no more (lots of 
laughs). That�s a myth! When I talked to Dr. Chambers, my doctor, Dr. Chambers 
she told me,  �that�s a myth. Don�t go for that one.� 
 
Once again, Kristin�s curiosity and desire to debunk common gender-specific 

myths brings to light another misconception.  
Kristin: And then too, do you think that by your breast being bigger that�. 

 
Moderator: I used to think that but it�s not true. 

  
Kristin: Thank you Jesus (puts hand on chest and looks down as though saying a 
prayer). 

 
Jennifer: Thank God. (several laugh)  

 
Jennifer: Well I got some. 

 
Moderator: It�s a common misconception. It makes sense because you�d think the 
more tissue you have, the more likely it be for one to form.  
 
Hannah: Well let me ask you about breast care, like the bras and things that you 
wear? You think that could affect you? You see a lot of shows, like on Oprah 
(Kristin agrees). Always trying to make sure women wear the right size bra. And I 
went back over the Christmas holidays to have myself measured for a bra and I�d 
been wearing the wrong size. 
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After some chatter, Hannah explains the rationale.  
 

Hannah: Because the reason why I ask is cuz most of us are top heavy�..and I 
had problem with my shoulders (lots agree) and I think the doctor told me that the 
rotator cuff in my shoulder was damaged because of the heavy sagging, by being 
so top heavy. So if it could affect other parts of your body, why not your breast? 

  
Jennifer: (under breath) gotta get the straps tight, to hold em. 

 
Lynn: I guess what�the conception there, I guess if that�s the right word, would 
be to�if it�s kept firm, kept�you know, in the right size and not just loose and 
hangin and bangin, then I think�. 

 
 Participants from Lamesa had similar gender-specific concerns.  
 

Lauren: Yeah, I�ve heard, you know, where it could, you know, if you don�t, you 
know, where the bra with the�. 

 
Ann: wire 

 
Lauren: The wire�wire, you know 

 
Bonnie: Really? 
 
Lauren: Yeah, the type of bra you wear up here�especially, if you got a lot of it, 
you know what I mean?    

 
 The myths presented below are not as personally sensitive as the characteristically 

feminine ones discussed above, yet they are still physically-related. 

Hannah: One of the things I don�t think she said was a myth was 
damage�.hurting yourself (several nod and agree). I think if you bump or jar or 
hurt yourself�. 

 
 Kristin: (interrupting) If somebody be socking you in them. 
 

Hannah: Yeah, I don�t think that�s a myth. I think that�s a, that�s a���.making 
sure that you don�t injure yourself (some agree and lots of chatter). 

 
Jennifer: (under breath) but cancer doesn�t come from hitting. It�s a growth�.but 
it�s a growth, it�s a disease (Stephanie is listens but doesn�t comment as though 
she doesn�t know whether to believe this or not. Christina listens and nods in 
agreement but not confidently). 
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Kristin: Pressing them down�..you know like, I think, like wearing a band and 
holding them in. Cuz when I was, you know, like when I was in like the 6th grade 
I was larger than all the other girls and I had boobs and my friends didn�t. And I 
used to wear an Ace bandage to press them down�and they would be so 
sore�and I would press em down so I could be like my other girlfriends.  
 

 Later in the focus group the theme evolved again.  
 

Lynn: We forgot about my sister, her mom (referring to Danielle). She was ridin 
on the back of a truck�that�s when we had to work hard�yeah, we had to chop 
cotton, chop cotton in the field, and she (Michelle/mother) made us ride on the 
back, well she didn�t make us ride on the back, but we were ridin on the back of a 
truck because she made us go to the field (some laugh)�that�s where she� 

  
Michelle: My child�she�s, she�s, she�s taping you (Lynn waves at camera) 

 
Lynn: jokingly �if anybody can see me..� No I�m kidding, but yes, and she was 
ridin and we hit a bump and it hit her breast�which caused a knot to come up in 
there�and she had to have surgery. 

 
Participants from Spur had similar impressions.  

 
Jessica: But Ethel Lee.....you remember she got hit a long time ago with a stick or 
something on her breast. She had that indention, you know, long before she had it 
taken off? And she developed cancer in there but for years, she�s had a dent in her 
breast�and when they�then they took it off (looks at mother/Monica for 
support/more answers). I don�t know why they�cuz they had to go further up and 
get to the lymph nodes. But she had had a dent in her breast when she got hit�.I 
don�t know, playing ball or something, long in her years, early in her years�. 

 
Moderator: And it developed into breast cancer?  

 
Jessica: Yeah, she just had this done like in her 70�s. 

 
 As the word implies, misconceptions like those just revealed, develop through a 

lack of understanding. The following section highlights more misunderstandings. Unlike 

myths, however, the areas below are not all false interpretations. Rather, most suggest no 

interpretation. In other words, the areas have not been given the attention needed to 

evaluate how one is personally affected by the situation. 
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Misunderstandings 

Jessica�s lack of exposure to African Americans with breast cancer is revealed 

below.  

Jessica: I, I really don�t know very many African Americans, I mean not a whole 
lot, with breast cancer. I know more, um, Anglo. I don�t know any 
Hispanic�.and there might be some, I just don�t know any, in this area. And one 
black in this area, but I know more, well quite a few White. 
 
 As situational theory suggests, lack of problem visibility negatively affects 

problem recognition and therefore, lowers breast cancer salience, in this case. Exposure 

to the disease, through friends, family or co-workers, increases problem visibility and 

essentially, problem recognition. Problem recognition�s affect on salience as a modifying 

factor besides breast health consciousness is illustrated in figure 4.2. Exposure to breast 

cancer naturally increases awareness as well, through problem recognition. Conversely, 

more education and awareness promote problem recognition. Thus, problem recognition 

and awareness are reciprocally linked like perceived barriers and awareness. For this 

reason, I was able to gauge the above levels of awareness through knowledge of 

inconsistencies between mortality rates (problem recognition), or lack thereof. 

Furthermore, problem recognition and breast health consciousness are essentially linked 

in the same manner that awareness and problem recognition are due to their shared factor.  

The preceding passage indicates that Jessica�s salience has not been negatively 

affected � it was further observed throughout the discussions. Problem recognition may 

be an issue for others in this specific population, however, as the following illustrates.  

Jennifer: And then you know it�s a lot of like, as far as like, different diseases 
associated with different races..higher risks and stuff�..and as far as breast 
cancer, that�s something that I�ve never really seen�it�s mostly, like for black 
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people, you know, like diabetes or heart disease or�and different stuff like that. 
And even like with mental illness�.you know, it�s stuff like that that�s associated 
with different races and some things that really don�t�.hadn�t caught our 
attention or been discussed or focused on�like what you�re doing now. Know 
what I�m sayin? 

 
Moderator: So you feel like with breast cancer, it really hasn�t been focused on 
for the African American community? 

 
Jennifer: I really haven�t�from what I�ve seen (nods no and couple other ladies 
chatter). 

 
Ann: For a while, like now but.. 

 
Kristin: Cuz there�s a lot of myths.  

 
Jennifer: You know, just like there�s a lot of cancer in my momma�s family�on 
my momma�s side, she got a lot of aunts � a lot of em � and most of em, I think 
about 6 or 7, died from cancer. But she never talk about it and�.it�s other things 
that exists in our family now that�s focused on and talked about but not cancer. 

 
 Jennifer describes the misconstrued assumption regarding race and disease 

perfectly. Her choice of words is accurate; she uses �associated� instead of �prevalent� to 

explain how African American women are often misled in their belief that breast cancer 

is not a concern among their race. Jennifer, like Jessica, seemed to be better informed 

about the issue as her accurate description suggests. Nonetheless, the misconstrued notion 

that diseases selectively choose races to affect leads to deceived interpretations among 

many. Lynn�s comment below directly followed Jennifer�s explanation above, indicating 

how misled assumptions influence mentalities that oppose compliance.  

Lynn: I think it�s too uhh, the idea of, �well that won�t happen to me.� (several 

agree) 

Jennifer: That�s true too. 
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 Invincibility to breast cancer is implied. The excerpt below further supports how 

naïve associations hinder problem recognition, thus fostering dangerous notions of 

invincibility. 

Lauren: Well, it�s usually if you read the statistics and everything, there is some 
diseases that is prevalent in different races. See like uh�diabetes, black people 
(several agree). The Hispanics and the AIDS, not AIDs but uh�.the Indians and 
all those people. Ok, then there�s prostate cancer�still, the African American 
men.  

 
Ann: I used to think�.like breast cancer, I used to think it was just white women 
but that�s just me. 

 
 Hannah: I did too and that�s me. I just thought it was white women. 
 

Ann: But, but now I�m seein different. I used to really believe�to me it was 
just� 

 
 Christina: (under breath) it�s everyone. 
 
 Hannah: We just didn�t�.maybe we just didn�t run across as many cases. 
 
 Ann: Yeah, maybe so. 
 

Hannah: Maybe we just didn�t know that many people but I�.just like my sister 
here, I just thought the white women were predominately the ones that dealt with 
it.  

 
 Noteworthy here is the women�s prior trouble with problem recognition. Lauren�s 

word choice, unlike Jennifer�s, embodies this; �prevalent� is used to describe the prior 

inaccurate assumption. Problem recognition, however, seems to be an issue of the past, or 

so the women imply.  While these women, and the majority of the participants for that 

matter, appeared to recognize breast cancer as a concern pertinent to their community, 

their insight suggests that identifying with the disease may still be an issue within the 

African American community at large; it would be misguided to think that past deceived 
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notions have completely vanished, especially among the older generation and/or those 

with lower levels of salience. Nonetheless, the women indicate an improved 

understanding of breast cancer. The following section highlights this movement within 

the African American community. Moreover, their increased health consciousness, in 

general, should be quite encouraging to health communicators.  

Advances in Health-Consciousness 

 Michelle was especially enlightening on the African American community�s 

increased health consciousness. Her comments below demonstrate how health is 

becoming a more prominent subject matter in her community.  

Michelle: You know there�s, there�s different, you know people have different 
thoughts�.and that might be all, like yall said, all true, and I feel like to a certain 
extent it is. But as for me, I can talk for me personally, I wanted to go to the 
health fair that they had at the mall, and get all those different screenings for 
free�.but I, when you have something else playin, or you�re doing something 
else, you don�t think it�s important enough for you to stop (all agree). You know, 
you try to think what you�re doing is important�I can�t (shakes head no)�.now 
go see about my health�that�s another thing, I can go do that later�.you know 
(all agree and some chatter)�.as important but when you really get to sittin down 
and thinking about it, this is your life! This is your life�you only get it one 
time�one chance�(all agree). And then after that, well you could have 
prevented something.  

  
 Michelle admits fault in not giving breast health its due salience. Her recognition 

alone suggests a desire to change. She acknowledges that being more breast health 

conscious ultimately means being more responsible in terms of general well-being. In 

other words, health conscious individuals are likely to acknowledge breast health as a 

factor linked to their general well-being. Consequentially, desires to obtain optimal levels 

of health also promote breast cancer salience and compliance. Like the reciprocal 

relationship between problem recognition and breast health consciousness (through 
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awareness), general health conscious and breast health conscious have a reciprocal 

relationship. Figure 4.2 again provides a visual illustration of this relationship.  

 Below, Michelle further suggests how health is becoming more salient in her 

community. 

Michelle: I noticed her bein more conscious about what she eat...what she eat 
because she looked at the barbeque sauce and read all the ingredients (many also 
agreed that they noticed Geri doing this and Geri agrees). Now they, in my 
exercise program, they had�on our diet that they had told me to stay off of 
salt�.don�t take in so much salt. That�s exactly what my heart doctor told me 
today, �Get off that salt. Get off the salt.� And, and he said uh�read labels. He 
said don�t buy anything with more than 15 grams�or more than 5 grams of salt. 
He said that�s A LOT. He said 5 grams is a lot but it�s less than 20 grams, you 
know, which is�which is�. 

  
 Although this excerpt is not particularly related to breast health, it shines light on 

health concerns that are currently salient among this group. Like current levels of breast 

health awareness and barriers, knowledge of issues that are currently salient is a 

significant revelation. Such knowledge gives breast cancer advocates and health 

communicators more direction; understanding why and how current salient issues 

acquired that status can suggest how to make breast health more salient. Thus below, 

Michelle verbalizes a particularly salient health concern within her community. 

Michelle: And uh, uh, one year we have heart�talkin about your heart. So it�s uh, 
it�s a big thing, you know.  Health is�you know, we are coming more aware of 
talking about health issues than we have been in the past (those around nod). Cuz 
in the past, it�s almost like..it�s kinda undercover and we kinda secret about it, but 
now it�s more open wide and more people are bein affected by different 
diseases�.. 

 
Kristin: (nods) that�s true. 
 
Michelle: They really are kinda comin out and want some help (Kristin agrees). 
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 Michelle�s final comment suggests the pride she has in her community becoming 

more health conscious and willing to seek information and assistance. Her initial insight 

within this section supports this confidence as she acknowledges the importance of 

healthy behaviors that will ultimately strengthen her community�s well-being. Several 

more indications were made that acknowledged the importance of being personally 

responsible of one�s health.  Such hints are especially encouraging; I would question the 

research�s purpose if the population at hand seemed disinclined to act upon any 

developments supported by this endeavor. This, however, was not the case as participants 

expressed a great desire for more breast health information and assistance.  

 Curiosity was a common theme that denoted the desire to be more breast health 

conscious. The uncertainty underlying such curiosities could be barriers to some � if not 

for these women who verbalized them, perhaps for others. It is likely that the questions 

are held by many women. Nonetheless, those who did question indicate a desire to 

overcome any unwarranted fears associated with breast cancer. A few curiosities are 

noted below. Different instances are separated by asterisks (*****).  

Michelle: I wanted to know what happens during the curing of the breast cancer. 
How does the breast feel? Is there any liquid oozing from your breast? Is it hard? 
Is it soft?  

 
Lynn: Do it hurt? (Michelle agrees) 
 
****************************************************************** 
 
Jessica: When you�re diagnosed�um, say for breast cancer�I know it�s not all 
the time that you have to have it�what you call that.. 

 
 Moderator: Mastectomy? 
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Jessica: Mastectomy. You don�t�.most the time that, that what occurs? Having a 
mastectomy?  
 
****************************************************************** 
 
Ann: Is there any, is there any places here that you can get like the colonoscopy 
cuz I had one before but�.you know, aren�t you supposed to have one like every 
5 years or something? Is there, is there�.cuz I had to have some, some, some uh, 
uh, uh�.I had to have a deal done on my throat�.uh, can�t remember what it 
was. Anyway, I had to go to the doctor�s office and fill out all these papers cuz I 
didn�t have any insurance, don�t have any insurance�.and what I�m askin is, is 
there a place where you can go to have stuff like this done without havin to spend 
a whole bunch of money that you don�t have? 

 
Addressing these uncertainties put the participants at ease and could do the same 

for others who likewise, desire answers. Regardless of whether the questions were related 

to structural (Ann�s) or non-structural (Michelle, Lynn and Jessica�s) barriers, the 

information provided was greatly appreciated. The comments below signify the 

appreciation as it relates to my visit specifically, and as it could relate to breast cancer 

advocates, in general, through more informed and focused campaigning.   

Michelle: And I think it�s been great just havin you over here today. If nothing 
else, for you to listen to some of our problems (several agree and chuckle). 
 
****************************************************************** 

 
Leann: I think something like this right here (referring to discussion) is real good. 

 
Bonnie: I do too, Sister Leann. 

 
Leann: I think this is wonderful. I wish we could have just had a�a, a (someone 
mutters �house full of people�) but you know� 

 
Bonnie: MORE to come... 
 
****************************************************************** 
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Michelle: I tell you what, I know it�s not over yet, but I have really enjoyed just 
you comin over (several agree), and havin a talk like this needs to be more, more 
talk like this�(several agree)..and not only for us but for the men too� 
 
****************************************************************** 

 
Hannah: What would you recommend to try to, for us to do, like Danielle works 
in the Health Department and she tries to spread and share the education. What 
would you suggest that we do to try to help people to go for these free screenings 
cuz it�s so important that the government has decided to give them for free. 
 
Ann�s final comment is encouraging on two levels. First, she desires to promote 

breast health among her community. Second, she welcomes any suggestions from breast 

cancer advocates � appreciation for information is implied, as is the inherent trust needed 

in order for the knowledge to be accepted. Therefore, a channel exists but must be 

deemed credible. This disclosure is not made through personal observation alone, though 

the challenges of recruiting participants for this research are supportive. Skepticism with 

the medical community and related officials evolved without prompts as a telling theme 

during the discussions. 

Skepticism 

 Michelle and Hannah describe occurrences that gave them and their tight knit 

circle of friends a reason to doubt physicians.   

Michelle: I would like to talk to a person who�s experienced it, who can enlighten 
me more about some of the early signs�what she started noticing first about her 
breasts. And then when I went to the doctor, I would like for him to be sure (many 
nod yes)....because uhh..I don�t know where I heard this, over the news I guess, 
where somebody who thought they had breast cancer but really didn�t have breast 
cancer. It was something else. She went through the part of removing her breast 
and everything and then found out that she really didn�t have cancer. So that�s, to 
me that�s even scarier than the cancer itself. (many nod yes with fearful looks) 

 
************************************************************************ 
 



 Texas Tech University, Andrea Smith, August 2009 

 107  

Michelle: Like Sister Shelly was saying about the doctors informin her, uh..and I 
don�t know what the problem is, but I intend to find out. The doctor changed my 
digitalis � my heart medication � and he changed my prescription from every day 
to every other day. Well, I go pick up 5 prescriptions, once every three 
months�.I never read, you know, this is normal�I didn�t know � he didn�t tell 
me that he had changed my prescription. Had he had told me, I would have 
known but he didn�t tell me. I put in 2 calls for him to let me know if this was 
accurate or was this a mistake? And I had not heard from him. Well I went to the 
nurse and I guess she�s supposed to�.but I intend to find out why they didn�t call 
me and inform me. So, uh�.it�s just kinda getting where we think, �why fool 
with them cuz it�s just a fraud.� Everythings gettin to be a fraud, you know?  

 
Lynn: You feel like you just a slot�. 

 
Michelle: you feel like you just a�..they�re just usin your Medicare, you know� 

 
Ann: Well sometimes it�s if you on Medicaid or Medicare it�s like they don�t 
really�.unless it�s cash, you�re not gonna get any answers anyway. I feel like, 
you know, that�s how I used to feel, but�. 

 
************************************************************************ 
 

Michelle: They gave him some bad�bad medication that he was allergic to (some 
agree as though they knew the story). And it caused him to break out�in a rash 
and�and the doctor made a mistake in telling him, �you could have died man if 
you hadn�t a got to the doctor� (some laugh). He said, �(couldn�t hear over all the 
chatter about how angry they would have been and never gone back. Something 
to the effect of the doctor was the reason he had the reaction in the first place). 
That�s a typical black person (everyone agrees), you know? They say, �I was doin 
fine before I went to the doctor� (several chuckle and grin in agreement).  

 
Lynn: �Doctor gonna kill me�   

 
Michelle: And he almost killed him so once that happens, and you know, it�s hard 
for them to get over, over the fact.  

 
The women from Spur make similar remarks 

 
Hannah: And the Internet has helped a lot. You know, for what little bitty we can 
do, even I can go to the Internet just a little bit and kinda surf�.and, and get some 
answers and, and stuff like that. That�s helped a lot. That�s how I found out about 
my diabetes. When I went to the doctor, the doctor told me I was a diabetic. He 
gave me the little tester thing, and he gave me the test kit and everything and sent 
me home and said, �You�re a diabetic. Goodbye.� I didn�t even know how to do 
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the test strips��I didn�t know anything. So I�m horrified because the doctors 
told me I�m a diabetic and I don�t know what in the world to do to take care of 
myself. So my aunt, at that time when she was living, she was an RN. She showed 
me how to use the test strips and then my daughter that works at the hospital got 
me signed up in a diabetic, in a class for diabetes, and that�s how I learned to take 
care of myself. Nothing from the doctor, like I believe Sister Shelly said earlier. 
There�s a lot of things that you get from the doctor that you have no idea what it�s 
for. 

 
Monica: And another thing�..sometimes the doctors that you see�..they don�t, 
uh, uh�.keep you abreast of all this�..make an appointment for physicals and 
things for you to have stuff like this done but it�s some of them that won�t. 

 
Moderator: They just don�t notify you of�. 

 
Monica: There�s a lot of doctors in Crosbyton�they don�t�.if something gets 
wrong, they expect you to come in and make an appointment but they 
won�t�..the won�t even give me no appointment to come back. 

 
Moderator: Really? 

 
Monica: I�m a diabetic. They never tell me when to come back. I�m on medicine 
that has to be monitored every�.like uh cholesterol medicine. But if I don�t call 
and make an appointment with some of them, they could care less. But I know 
some, one doctor that I did have in Lubbock, but she left�..uh, they called and 
made an appointment for my annual check up and everything but so many of them 
won�t do it. And then a lot of people�.if the doctors don�t, then they won�t.  
 
Monica�s experience provoked Jessica to express her opinions of the medical 

institution at large.  

Jessica: Just lack of caring and a lot of that comes from��.whether you uh�..it 
depends on what kind of insurance you have�if you don�t have�you know a lot 
of them don�t have insurance. Some of them might not be on Medicaid and a lot 
of them may not be Medicare. You know, stuff like that or AARP or whatever. 
And then sometimes that effects how you�re treated�.the care the doctor carries.  

 
Moderator: What kind of treatment you get depends on your insurance? (all nod 
in agreement) You mean like how they treat you once you�re inside the office? 

 
Jessica: (in agreement) Or even, like you said, not following up and stuff�..it�s, 
it�s, it�s all�.I see it as all profit�a money thing. You don�t have, you don�t have 
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BlueCross Blue Shield, you on the bottom of the totem pole�.or you know what 
I�m sayin? 

 
Moderator: Yeah. 

 
Jessica: I guess�and then, cuz I�ve seen this even in hospitals�til your Medicaid 
run to the limit, you may have to be in til the next day�they gonna release you. 
Now they might re-admit you the next month but they gonna release you (laughs) 

 
Moderator: Yeah 

 
Jessica: And all the older people, they don�t�.and a lot of them get where, and I 
see this in the older ones�.they really have umm�.uh�trust in the doctors�but 
the doctors don�t have the empathy for them, you know. They, they, �well Doctor 
XYZ, he�ll let me know. I�ve been goin to him for years.� You�ve gone for years, 
Yes, but he�s getting paid for years�.but you�re still goin for the same thing. Just 
havin�takin care of them.  
 
****************************************************************** 

  
Jessica: Yeah cuz there�s always an organiza�.you can always find an 
organization somewhere for these. If, like when women need that, even around 
here, I wish�.I�d like to see the healthcare facilities try to help them. You know, 
find a way to pay. There�s different places that you can go and get funds to help 
pay for�indigent patients and you know�.but the places, they don�t take the 
time�all they want, their money right now�or you have to come back or �come 
back when you got the money.� Instead of being, just trying to help them� �ok, 
this lady needs it� and not only with the ladies, with the men too�.a lot of men 
getting breast cancer and other cancer too. And I know there�s organizations 
that�s funded for�you know, to help people but a lot of people just don�t know 
about it�don�t know where to go.  
 

 Lynn, among many others who agreed, had similar cynical views regarding profit-

driven motives. 

Lynn: And then you have some, they just see you as a dollar sign. They see you as 
money and the help, you know, help you take care of yourself�.so instead of 
goin into detail, �that�s you�you need to take care of it. I done told you this 
much so now you need to go run and find out.� 
 
The intentions of those in the health field are clearly questioned in this excerpt. 

With this in mind, however, health campaigners and others doing pro-social, non-profit 
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work would seemingly have an advantage in gaining a credible reputation and so, be able 

to gain access to the population. Fund raising efforts and other community events rightly 

depict movements founded upon altruism and therefore, their primary motive is less 

likely to be misconstrued. In other words, health messages of advocacy organizations 

may be deemed more trustworthy than information provided by formal health 

institutions; the entities� different means of financial support may lead women to draw 

conclusions about their intentions � negatively linking intentions with commercial 

entities and positively with non-profit organizations. More culturally-ingrained themes 

will unveil how breast cancer campaigning can become credible avenues of information 

for rural African American women. 

Broad Themes of the Population 
  
Spirituality 
  
 Inferences to spiritual themes may have already evolved based upon the dialect 

found in the excerpts above. Addressing one another as �Sisters� suggests a common 

family founded in a community of believers. Moreover, as this dialect is used in non-

religious contexts suggest a deep faith that filters into all aspects of life. In other words, 

spirituality is so ingrained that it has become a way of life rather than a pursuit reserved 

for a special time, day or place. Kathryn�s insight supports this conclusion.  

Kathryn: And you know something too�that growing up, you didn�t hear about it 
� the things that�s happenin now (many agree). If it happened with mommas and 
daddies and people � the church just wasn�t hearing any. You would hear it out in 
the world, you know what I�m sayin (many agree)? And it come to your ear and 
then by the time it..it made it around, it�s old.  
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Here, Kathryn suggests that if a message was not presented in church, it was not 

known among the community, even if it was prevalent in �the world.� Kathryn�s �world� 

exists apart from a world separate from the church. In other words, Kathryn likes to think 

that her group lives in a spiritual world apart from the ordinary (corrupt) world that 

actually exists. Thus, my claim regarding the significance placed upon this population�s 

spirituality holds true, however, the presumed effect on health compliance does not. 

Ann�s testimony helps clarify this point.  

Ann: yeah, you know when you have like....like me I�ve always�I haven�t 
always been in a church so�.I�ve had some issues before�.and then we went to 
the doctor and got myself checked out and all that, so I guess I have that fear 
now... 

 
Kristin: (nods) Yep. 

 
Ann: .of, you know, now that I�m in that mind where I�m like, �OK, I need to go 
to the doctor, this little part of me hurts right here.� I need to go to the doctor, 
see�.I don�t have that problem anymore. I used to where, �aww, it�ll go away. 
You know, I�ll medicate it or something�..but now I don�t have that� 

  
 After asking Ann to elaborate, she further enlightened me on her newfound 

spirituality�s positive effect.  

Ann: I was abusin my body, but now, you know. Like I said before, I didn�t care 
about goin to the doctor or whatever, I guess that�s why I don�t have that kind of 
problem now because now, I want to go to the doctor�.and every little pain, I 
want to go. That�s why I try to do my mammograms, and do my pap smears and 
that kind of thing cuz I think about back then. But what I was gonna say too about 
uh�in some women, I even notice in my daughter�you know, I�ll be telling her 
she needs to go have her annual exams and she�ll be like, �well, momma I know.� 
If it�s not just right there, she won�t go. You know, if we have to travel to 
Levelland, she�ll be like, �momma lets reschedule it.� And I�m like, �you know, 
you need to go now, you know, you need to go now. You don�t need to wait.� But 
that�s what I see a lot of too, I see a lot of women, you know, that if they have to 
travel or go there or whatever, �well I�ll just reschedule, I�ll just go later.� And 
they never do that. 
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 Not only has her spirituality transformed her compliance, but Ann uses it to 

promote the health of those close to her. Jill�s remarks further illustrate how spirituality 

infuses into all aspects of life, including health-related conversations.  

Jill: Cuz I smoke (coughs). I quit for a long time and then started back. She quit 
(points to Jesse). She just lost the taste for it and I wish to God that would happen 
to me. I never seen anything like that. I never did smoke as much as she did and 
then it just went away. That�s a blessing. I wish I would be so blessed.  (Janine 
smiles and nods). 

 
Moderator: I wasn�t asking to�.(both nod as though saying, �I know, I 
know�)�I was just giving an example.  

 
Jill: (mumble)�some things we aren�t so proud of. I just wish�(mumble � 
something to the effect as though she wished she could quit smoking). 
 

 Jill�s dialect suggests another theme besides spirituality, although the two are 

perhaps related. The last comments from Jill reveal her guilt in not making optimal health 

choices. Related hints of remorse for not being responsible with one�s health were 

revealed throughout the discussions. The broader theme in such instances is an 

acceptance of one�s situation. Participants understood themselves to be responsible for 

making health a priority and accepted fault when they didn�t. Despite the skepticism 

exposed above, participants did not place blame (at least did not verbalize it) and 

accepted circumstances that hindered healthy behaviors as their responsibility to 

overcome.  

Accepting Responsibility for Health 

 Below, Kristin identifies her friend as ignorant for not being more proactive and 

responsible about health. Her statement followed a conversation about the importance of 

prevention.  
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Kristin: �needlessly, all because she wouldn�t go to the doctor, get something, 
and might have to have a colonoscopy or something, and get herself taken care of, 
and be able to poop�.and that�s all, but you know, ignorance�on our part�. 
 
Kristin�s friend did not acknowledge the significance of taking preventative 

measures. Her inability to overcome discomforts associated with visiting the doctor 

resulted in death. Later in the discussion, Kristin affirms one�s role in making health a 

priority.  

Kristin: Sister, you know what, that comes into you�your self responsibility for 
yourself. This is my life�(several agree) 

 
Ann: You gotta ask the questions 

 
Kristin�Ask the questions, whether they want to answer you�answer them or 
not� 

 
Ann: That�s right (others nod also) 

 
Kristin: �You ask them. You be persistent cuz I had to be that way with my 
health.. 

 
Jennifer: (under breath) I do (in reference to asking questions) 

 
Kristin: �and you have to be that way about yourself, about anything! 

 
Jennifer: (agrees) Sure do�sure do 

 
Ann: That�s right 

 
Kristin: If you don�t understand� �Wait a minute. Hold on.� And that�s the same 
way about breast cancer�sometimes if you, you, you feelin somethin and they 
say, �well I don�t see nothing.�  

 
Ann: �.I�m goin somewhere else..(smurks) 

 
Kristin: Well, hey, �this is my breasts. Somethin is goin wrong.� (several agree) 
You know, we have to� 

 
Ann: Like she said, get a second or third opinion. 
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Kristin: And then we, as a black race of people, don�t like to read (those around 
her slowly nod as though embarrassed. Lynn raises her hand as though she�s 
guilty). But we got to open the book up�.our prescriptions and different things 
is�.(lots of chatter about how much reading there is to do with medicines). Just 
don�t say, �well that�s what he said.� No..I�m nosey. I wanna know! 

 
 The hints of skepticism are noteworthy in the excerpt above. Though the women 

express frustration with the medical jargon often used in physicians� offices, they identify 

themselves as accountable in understanding physician recommendations. The general 

theme arose again during the Morton focus group.  

Hannah: Sister Jennifer was sayin something about culture�acceptance. A lot of 
times we just believe, as black people, we just gonna have stuff. 

 
Kristin: Yeah (nods in agreement). 

 
Lynn: Ya gotta die with somethin, ya know?  

 
Krstin: That�s where it�s at, yeah (others nod also) 

 
Hannah: �built into our mind. (several agree) So a lot of us, like being diabetics. 
When you tell a black person that they�re diabetic, it�s no real big thing, they felt 
like they gonna be a diabetic eventually. (many laugh). You know what I�m 
sayin? But see, education could prevent a lot of that (several nod in agreement 
and chatter). Cuz we don�t have to be like everybody else. We don�t have to have 
diabetes.    

 
Kristin: takin care of your.. 

 
Hannah: That�s right, learnin how to take care of your body (several nod and 
agree). And see for so long of the time, we just felt like medical education wasn�t 
a necessity. Just living was a necessity. You know, so we had to eat food that 
maybe were not the best for us. If that�s all we could afford, we had to eat them. 
So there�s a lot of things, like I said, diabetes doesn�t know if it�s attacking a 
black or a white person. It�s a cultural thing that has been built into us�..that we 
just have, we just accept high blood pressure. If you meet a black person that 
doesn�t have high blood pressure, where you come from? Where you came to? 
We just accept those things (several nod). But it doesn�t have to be. We need to be 
educated on how to avoid�those things.  
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 �Acceptance� in the above excerpt was used in a somewhat fatalistic context. 

Interesting though, are the notions of responsibility also found in the passage. Until now, 

fatalism has been viewed as an outlook that opposes compliance. Here, however, it�s 

suggested that fatalism may promote healthy behaviors. Janine�s insight supports this 

notion.  

Janine: just�.like I told you a while ago, when I got that call, I had the�.that 
they found this.  When you first�it�s just scary at first. I was there at home by 
myself and I just sat there and was thinking and then I got to thinking �you know, 
well, why not me, you know?� It happens to other women�..so, you know and 
when I thought of it that way, I was alright with it. I called my daughter and told 
her.  And then I called her sister (points to Jimmie) and talked to her first cuz I 
know she�d been through it, ya know. 

 
Moderator: Mmhmm, yeah.  

 
Janine: When you first hear it, it�s scary, ya know. I sat there and I was thinking, 
�it�s happened to other women, why not me if it�s happened to other women?� ya 
know�.I�ll just have to deal with it�.it could happen to me too (nods her head).  

 
 Janine�s phrase, �I�ll just have to deal with it,� would normally be negatively 

associated with fatalistic mentalities but that�s not accurate in this context. Although it�s 

not included in the excerpt, Janine proactively reacted to the news by following-up with 

the recommended sonogram; her �dealing with it� provides hope to advocates as such 

attitudes are generally considered negative in regards to health compliance. Hannah�s 

similar view of responsibility that was situated in a fatalistic context also implies a 

proactive take on breast health. Thus, the theme of acceptance that emerged throughout 

the focus groups suggests a conception contrary to what is typically associated with 

fatalism. High levels of personal responsibility seem to be the factor that differentiated 

the themes of acceptance found in this research from fatalistic-like themes in the 
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literature. That is, if one feels personally accountable for her health, she will accept this 

responsibility and take the measures necessary to overcome conditions that run counter to 

breast health. Ultimately, high levels of personal responsibility are supported by high 

levels of salience. Thus, salience again surfaces as a key factor in breast health 

compliance.  

Like Hannah and Janine�s high levels of salience and consequential proactive take 

on breast health, other participants had similar views that were also apparent throughout 

the discussions. This observation, along with the recent disclosure regarding personal 

responsibility helps explain another cultural theme. Whether one�s salience was high 

enough to follow through with their notions of responsibility, all participants recognized 

themselves as accountable and so, agreed and supported those who verbalized the 

importance of compliance. Even if they did not comply with breast health guidelines, 

they admired and supported those who did comply. The importance of breast health was 

never questioned; the likelihood to overcome barriers and thus, level of salience was 

uncertain instead.  

Accountability�s relevance to this culture appears to be two-fold. In tight knit 

groups where trust levels and support are high, it may also be used as a tactic to promote 

the compliance of those with lower levels of salience. Ann suggests this tactic.  

Ann: You know, I like to have a partner, cuz that way you can talk that person 
into it because if you�re gonna go and they may not go, you can say, �well, 
c�mon, let�s go. I set the appointment for this day, this day right here. Let go.� 
And you know otherwise they would say, �naww, I have a�� I know some 
people that have never had it� 
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 The idea is proposed again later. Leann�s support of the idea in itself validates 

that accountability from friends and family is important.  

Ann:�goin and getting a breast exam and things like that. I always wanna, like 
you know I have friends that I would like..if I�m gonna go for a breast exam, a 
mammogram or whatever, you know, �hey would you like to go?�  

 
Leann: Encourage them, yeah. 

 
Ann: Encourage somebody to go.  

 
Leann: �Girl you need to go!�  
 
The tones during the discussions were encouraging and supportive. This 

revelation alone is enlightening but it also implies another broad cultural theme.  

Tight-Knit and Private 

 Additional excerpts to support the theme of unity are not needed. References such 

as, �we as black people,� �our race of women,� �as a black race,� and �we�re a private 

class of people,� cited thus far provide sufficient evidence. This prideful and unified 

mentality suggests a collectivist theme. The insight below depicts how significant privacy 

is among the participants. 

Hannah: (shakes head no) They would want it but just like she stated there (points 
to Lynn). If you drove a mobile unit down to, I say a really predominatly black 
portion of town � that takes away all the privacy cuz all of them are not gonna get 
on the bus because they�re afraid of who�s going to find out what.  

 
Jennifer: Right (others agree also) 

 
Hannah: And maybe 2 or 3 are would get on the bus. It�s just that, it�s just that it�s 
there, sometimes we just won�t go after it. 

 
Jennifer: (nods yes) That�s true, that�s true. That�s it.  
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Lynn: You know, it may work for, like she said, 10 people may get on there. 
However, it might be 20 sitting there lookin, �Lord, I know I need to go on there. 
I just really don�t want to.� (many agree and there�s lots of chatter). 

 
 Danielle�s health-related position allowed her to avow the privacy factor.  
 

Danielle: Even within our family, because this is my aunt (referring Lynn) and 
this is my grandmother (referring to Michelle), and I don�t know one screening 
that they�ve come to, even with me telling them it�s free, have here and we�ve 
done something as minute as goin and havin 6 people come in, or the huge mall 
thing, whatever, but it is that privacy because even when we have African 
American women come in to sign a consent form and I will ask them, �OK, 
what�s your family history?� They don�t want me to see � women that know me 
or women that don�t know me � and I�m just there to help them fill out the form. 
They won�t allow me to fill it out for them, they want to go in a corner, turn 
around�as if I�m going to display their information. 

  
 The broad cultural themes are essential for more culturally competent breast 

health communication. More specified insight of this population�s preferences will allow 

campaigning related to breast cancer, particularly. 

Specific Themes of the Population 
  
 Achieving visibility is a principal interest of health communicators. That is, 

finding channels through which messages will be most effectively received and acted 

upon is a primary goal of mass communicators. The excerpts below convey this vital 

information.  

Janine: I think brochures are a lot. You know, if I see a brochure, I�ll pick it up 
and read it, ya know. 

 
Moderator: So out of TV, radio, newspapers, brochures, the internet�you�d pick 
a brochure? 

 
Janine: I�d pick a brochure or the newspaper, but on TV�.my TVbe on but I be 
doin�..I need some racket in the house. I won�t be paying attention, I�d be doin 
somethin�. 

 
Jill: It�s easier to read than listen to something.  
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****************************************************************** 
 
Ann: (under breath) brochure 

 
Lynn: I would say TV. cuz I don�t read. I mean I could see a brochure in a 
doctor�s office and be like �wooo!� I�ll open it up and be like, �golly they got a 
bunch of words on there� And I�m through. I�m being honest cuz I don�t want to 
read it. 

 
Ann: (under breath) I read. 
 
****************************************************************** 
 
Hannah: And like watchin television, like Oprah, it�s usually just you and the 
television. (participants around her agree) 

 
Michelle: I found out that there�s�.before Oprah or Dr. Phil come on (Jennifer 
says, �I like Dr. Phil), there�s a show called �The Doctors�� (some nod) 

 
Jennifer: Oh everyday, I like The Doctors  

 
Michelle: And they have a lot of information on there about, you know, women 
and different problems they have. 
 
****************************************************************** 
 
Monica: TV for me� 

 
Jessica: Yeah 

 
Monica: I, I listen to it and I don�t (mumbles) 

 
Moderator: You don�t read as much? 

 
Monica: No. 

 
Jessica: Internet. 

 
Monica: I, I, if I see a pamphlet that�s like this (point to one I gave), I may pick it 
up and read it but don�t, uh�I don�t, you  know, be where I do it that often.  

 
Kelly: Well yeah, I mean, if I go to a doctor�s office and they have magazines 
sitting to read or whatever on the table, I�ll (motions as though she�s looking 
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through magazine. Monica mumbles softly to where I can�t understand but 
something about magazines also). I�ll pick up lots of pamphlets whenever I go to 
the doctor�s office�.you know, different pamphlets and stuff�.I�ll get it on 
breast cancer and different other little things that they have, you know. 

 
Moderator: Yeah. 

 
Jessica: Here lately, this older that I get�.when they have, and I never know that 
Susan B. Komen did so much but they have a lot of public announcements on TV 
and they do all the walks. I know some of the ladies here go to Lubbock and do 
those walks. I know the telephone company, they do a walk for cure�they go an 
join in�have a group of them, like a team, and they go do that. And then they put 
it in their weekly, what they have a, a, a�.quarterly pamphlet that they put out 
some and they show the team that walked�so many miles or something. And I 
pay, I really do pay attention to that�.and you know like, �I�m walkin for my 
grandma or walkin for..� And I say, �man, there�s a lot of survivors.� You know, 
and then you talk about how many years they each survived�. 

 
Monica: I know now, they�re having�they�re putting more uh�.programs on for 
health. They got a doctors show�.oh, I can�t remember now when it come on. 

 
Kelly: 3 o�clock? 

 
 Jessica: It come on right before Oprah 
 

Monica: three or four people�they talk about different subjects and see I think 
that�s interesting. 

 
Moderator: Mmmmhhmmm, so that grabs your attention � a TV show with 
doctors. You�ll watch that? 

 
Monica: Yeah cuz I think it�s, I think it�s 3 doctors�.3 or 4 doctors on this panel 
(Jessica agrees). It�s a panel of doctors�. 

 
 Moderator: Somebody else told me about that and I need to check it out. 
 

Jessica: They cute (everybody laughs) I like Dr. Oz that be on Oprah (more 
laughs and some chatter). I think they told me 2:30, channel 11. I think it�s the 
same channel Oprah come on.  

 
Monica: I couldn�t remember cuz I, uh��..I was lookin through the channels 
and, and, and� 

 
Jessica: But they have some good subjects though 
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Monica: yeah, they have some good subjects.  
 
****************************************************************** 

 
Lauren: Like this (referring to pamphlet), I read it.  

 
Bonnie: Yeah. 

 
Lauren: I see if it�s something I�d be interested in � if it�s about the body, I read 
(Bonnie agrees). I mean I read books.. 

 
Moderator: You do read? 

 
Lauren: I read about all kinds of� 

 
Ann: I read too but I think it�s just whatever.. 

 
Lauren: �.but I read. That�s the reason I said, I know about what�s going on � 
whether I�m doing it or not, but I know.  

 
Ann: I think it�s whatever you�re into though. A lot of people these days�young 
people are into the Internet�and so the Internet to some might be�like�like for 
instance my daughter is into the Internet. See she�s gonna read the Internet before 
she�s gonna pick up a pamphlet at the doctor�s office. She�s gonna, she�s gonna 
look at the Internet. Me, I go to the doctor and I�m gonna read the pamphlets 
because that�s something I do. 

 
Bonnie: Yeah (as though she does too). 

 
Ann: Some people like newspapers so, they see a newspaper and� 

 
Lauren: I read newspapers and pamphlets and books (looks at Bonnie and talks 
more bout reading everything at the doctor�s office � couldn�t make out the exact 
words). 

 
Moderator: How about you all? Are you readers or would you rather see it on 
TVor.. 

 
Bonnie: I�m a reader. I�m a reader�pamphlets and things like that..uh�I�m not a 
TV. person. I�m not a TVperson (Geri agrees). I could go home and never turn the 
TVon..you know and so I wouldn�t catch it across the television but just a 
pamphlet handout, or something like that you know�a flyer come through the 



 Texas Tech University, Andrea Smith, August 2009 

 122  

mail�I take out time to look at the mail or something like that � when it�s 
crossing my path, then I�ll pay attention to it.   

 
Michelle: I�m, I�m�.that�s why television gets me cuz I will, if they have 
something interesting, you know. For instance, they have The Doctors coming on 
in the afternoon (a couple agree). That discusses a lot of different issues, you 
know, and I, I sit and listen to that because.. 

 
Lauren: They don�t hold back do they? 

 
Michelle: No, they sure don�t. They tell everything and, and that�s good (many 
agree) because some of it you can identify with and some you can�t but still, you 
have to take and use what you can.  
 
The above passages may not be as distinct as mass communicators would like; an 

ultimate media outlet for breast health information would provide obvious direction for 

campaigners. Although no ultimate media preference emerged, the participants� interest 

in health-related media is encouraging. The following media related excerpts demonstrate 

the effectiveness of current efforts made to make breast cancer identifiable among all 

races.  

Moderator: Do you feel like you relate to the women in these pamphlets? Or in 
media, in general, in which they�re promoting breast health?  

 
Kristin: (nodding) Yeah. 

 
Michelle: I do. 
 
****************************************************************** 
 
Moderator: Do you feel like they favor one group of women or do a good job of 
representing all groups of women for breast health?  
 

 Kelly: I think they represent all of them. 
 
 Monica:�all of them, anybody�.because they show it from all age groups 
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Jessica: And then in the walk, it�s not uh�geared to one population, it�s just if the 
other populations wanna go, you know, to be there. And you see different races in 
there, different�it�d be more Anglo than any other but you know 

 
Monica: I hadn�t really paid that much attention to the graphics, but I probably 
will (chuckles). But it�s just informative, you know, and I haven�t�. 

 
Moderator: Well, ok, I guess what I�m trying to ask is, when you see the lady on 
the pamphlet or whatever, do you identify with her as a woman or not identify 
with her because she may be Hispanic or Anglo? 

 
Monica: Oh, no, I wouldn�t pay attention to it (other two also nod no as though 
the different race factor wouldn�t have an effect).  
 
After confirming that identification with current breast health media was not an 

issue, participants from Morton made a suggestion.  

Hannah: If they can do a television ad, and show a woman in her bra�they can 
do a television ad, and show that same woman in her bra, pointing to where she 
needs to do her exam. She�s standing there on television in her bra anyway.  

 
Lynn: Sometime�.I mean regular TV, regular TV now we have seen ladies with 
their top off 

 
Hannah: Regular TV�..yeah 

 
Lynn:�.or in a bikini that�s just barely coverin so..(several agree) 

 
Hannah: Yeah. So if they can do that, what�s the difference?  

 
Kristin: (in agreement) something that�s gonna grab our attention.  

 
Jennifer: (nodding) that�s the key, gotta get their attention.  

 
Hannah: Just�.you�s right (to Kristin)�.if they have a lady stand up there in her 
bra and say this is the proper way to do your breasts exams. She�s standin there in 
her bra anyway 

 
Michelle: Even when they�showin the�showin the..how they do the 
mammogram, you know, showin them when their undressed with their gown on, 
you know�standing up to the�. 

 
Hannah: That�s right.  
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Moderator: Do yall feel like if they did that, you�d relate to the woman, just as a 
woman, or� 

  
 Kristin: yeah 
 
 Michelle: yes (couple others nod in agreement) 
 

Moderator: Or would it have to�say if they put a 70 year old woman on there or 
an Hispanic woman, would that make a difference? 

 
 Stephanie: (shakes head and under breath) no 
 
 Hannah: I think that would make a difference because�.. 
 
 Michelle: To me, it wouldn�t make a difference� 
 

Shelly: It wouldn�t make a difference to me. As long as they put it up there where 
I could understand it and she got boobs and they show where� 

 
Hannah: Yeah it wouldn�t make any difference whether she was black, white, or 
red�as long as she�s a woman with boobs  
 
Michelle: It wouldn�t make a difference whether she�s black, white�. 
 
Kristin: Yeah, it doesn�t matter (all agree)�we all women 
 
Ann: Like you said, we all can, you know� 
 
Jennifer: We all got the same make-up, as far as you know, certain things�.(lots 
of chatter) 
 
Danielle: But that is a great idea about showin because as children, we learn by 
example to begin with (several agree). That�s how we initially start to learn. 
 
Kristin: (shaking head) And it wouldn�t be offensive to me. 
 
Danielle: And so I think, I mean just so that you�re doing it correctly, you know? 
 
Hannah: That�s right (many others agree) 
 
Danielle: they teach us CPR, or anything else�they show us how to do it. They 
don�t give us a paper and tell us to read it (smurks and all agree) 
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Hannah: Yeah. If you could get some advertisement�.like I said, Playtex has 
some of the nicest advertisement� 
 
Lynn: They do. 
 
Hannah: they�re women and all that�s exposed is their bra. You could take that 
same�real nice and very decent and show them how to do�.all you�re doin is 
adding your hands and showing them how the proper parts to do a breast exam. 
That�s gonna be the difference�. 
 
Ann: That gets my attention, when I see those commercials with all those 
different�.uh..nationality of women (many agree)� 
 
Hannah: That Dove commercial, that Dove commercial.  
 
Ann: Yeah, that and that commercial with all that pink. That gets my attention, 
you know right there, because that�s what they�re talking about. So, I mean, to 
me� 
 
Moderator: It affects everyone (meaning all races and ethnicities). 
 
Ann: Right.  
 
Moderator: So you�re saying that if it was just one woman on there, it wouldn�t 
matter her race because she�s a woman� 
 
Kristin: (nodding) Right, right. 
 
Ann: ( in agreement) because she�s a woman (all others agree also) 

 
 Again, the participants cited above did not find identification to be troublesome. 

In fact, gender seemed to surpass race as the identifying factor in terms of breast cancer 

messages in the media. However, allusions were made that indicated race as a significant 

component in making female-related media more effective. Similar to the participants in 

Morton, those from Lamesa did not have issues with identification. They do give 

additional insight that confirms the importance of race identification and provides a 

suggestion for more targeted campaigning.   
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Moderator: Do you feel like in the pamphlets and stuff for breast cancer, your 
population is represented well? Do you feel like you can identify with the women 
in the pamphlets?  

 
Leann: Well if you see a black woman on there, you sure gonna wanna see what�s 
going on. You know what I�m sayin? (a couple agree)�than to inter-races, yes. 
Each race.. 

 
Lynn: Each race, I think it does make a difference.  

 
Bonnie: Yeah (after thinking about it some). 

 
Lynn: If you look at the Uniteds�.or, or yeah, the United Market Streets that�s in 
Lubbock, they cater to the different areas.. 

 
Bonnie: (nodding in agreement) Cultures. 

 
Lynn: �the cultures that they are in 

 
Bonnie: Yeah, they diversify their markets.  

 
Lynn: Some people it don�t matter but I think it would be helpful. 

 
Bonnie: It�d be eye-catching and interesting. 

 
Lynn: It�s eye-catching when you standing at the cash register and you see like a 
black person on�. �oh I wonder who is that. Let me see what�s going on.� I 
mean, you know (a couple agree). 

 
Moderator: But overall�it would help but overall, you would still pick this up 
even if there wasn�t a black lady on the front?  

 
Lynn: If you were health conscious. 

 
Leann: Yes, if you was health conscious.  

 
Lynn: And it said something about the breasts and you were a female and health 
conscious you probably would.  

 
Leann: But then, and then when you�when I open this, I would want to see 
something that uh 

 
Lynn: That you can relate to. 
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Leann:..catered to MY culture (many agree). You know, not just the� 
 

Geri: I would too. I would too�If I saw a black person on there, I would probably 
pick it up quicker. I wanna see if it�s about MY race (lots of chatter). 

 
Lynn: That�s right.  

 
Leann: Yeah, yeah, and I mean even�I don�t care what pictures are on here 
(front of pamphlet)..but you know when it (opens up to inside and acts as though 
she�s reading)� �mmhmm, mmhmmm..do this, do this�.is this for black peoples 
too?� You know there�s�there�s, you know�you wonder, well is this for black 
peoples too.  

 
Moderator: What are some things that would make it for black people besides 
having a black person on the front? The coloring, the wording�.? 

 
Leann: It would�it, it could say, �for any race�.creed or color.� You know 
(looks around to others for support)�that�s what I, that�..I, you know�it could 
apply to any race, creed or color, not just for� 

 
Bonnie: mmmhmmmm. 

 
Leann: Cuz most time, things is just, in general..you know. But if you were to see 
something that really�you know, a disease�what is that disease that black 
peoples have�. 

 
Bonnie: Like this black woman here, she made a comment, �no one in my family 
has had breast cancer so I didn�t think I had to worry about it. I was wrong.� If 
you put her on the front page and put that in bold right there�.that would catch 
my attention! 

 
Leann: Yeah, that�s what I�m talking about (couple others agree).  

 
Bonnie: Because see, I never heard of it in my family. But that would catch my 
eyes, I�d say, �hmmmm��.�  

 
Michelle: Grandma never had it.. 

 
Leann: Nobody in my family ever had this. 

 
Bonnie: Yeah. 

 
Moderator: So you could relate to her because� 
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Bonnie: (nodding in agreement) I could relate to her for ignoring the fact that, 
�that would never happen to me.� (others agree).  

 
Ann: Well I saw a, like I was saying about that commercial on t.v. (referring to 
our discussion in Morton). I�m a TV person and when I see that commercial, it�s a 
beautiful commercial�.about these women with the�.talkin about breast 
cancer�..and it�s all different races and everything, just�..(motions both hands 
in circles all around as though it was so captivating).  

 
Bonnie: That caught your eye.  

 
Ann: That caught my eye.  

 
Leann: (agreeing as though she�d seen the commercial). So that�s, that�s for 
everybody (making hand motions like Ann did). I mean, that includes everybody. 

 
 Finally, it should be mentioned that several references to interpersonal 

communication preferences were made during the focus groups. One example is provided 

below; however, several similar innuendos exist in the complete focus group transcripts. 

Kristin: (nods in agreement) TV And TV�.and, and, and, and, and like TV cuz 
we as a race of people, we have, we have church settings, and like women 
conventions and women gatherings. That would be the most outstanding place to 
have a setting like this for about 25-30 minutes, just have women in there, you 
know�(all agree) 

 
Michelle: (nods in agreement) Right 

 
Ann: Yes.  

 
Kristin: �.Then you got their undivided attention! Then you�re reaching 
everybody because some people, they don�t never go and listen cuz they shut the 
TVoff when it start talking about something, but if you�re in a Christian 
setting�.like here we havin somethin�..then you got their undivided attention 
and they hearin you. They hearin what you�re sayin. And they�ll go home�I�ll 
probably go home tonight and be doin that too (pats breasts with fingertips as 
though doing a BSE and several laugh and agree). But you know, that�s what 
happens, that�s what happens�you get their undivided attention  

 
 Although the common overtone of preference for interpersonal settings is not 

directly related to the proposed research at hand, it is telling. Given what is now known 
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about this population, it is not surprising that small settings among trusted friends and 

family is the preferred avenue for breast health communication. This revelation should 

not discourage breast health communicators though, as a two-step-flow technique may be 

used effectively to reach those with lower levels of salience. Opinion leaders did exist in 

each of the focus groups. The majority of those opinion leaders also demonstrated higher 

levels of breast cancer salience. Furthermore, the disclosure regarding collectivist themes 

and resultant support and encouragement within the groups, suggest that a two-step-flow 

technique could be used to reach those with lower levels of salience. If those opinion 

leaders with higher salience can be reached through media, they can (and seemingly will) 

spread the awareness thereby increasing levels of salience. Increased levels of salience 

will then provoke those who were once not recipients of mediated messages to become 

more accepting. The themes and subsequent revelations provided in this interpretation are 

ample material to support the study�s results.  
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CHAPTER V 

RESULTS 
 
 The answer to RQ1, �How are breast health ideals among African American 

women in the South Plains region influenced by spirituality?’’ both supports and 

contradicts the existing literature. Despite what the literature suggests regarding 

spirituality and the skepticism expressed in the excerpts above, participants valued the 

professional knowledge regarding breast health that only a physician or other health 

professionals can provide. Some participants preferred talking with close friends, family 

and/or a survivor about breast cancer over a physician. While these trusted individuals 

may be associated with the participant�s religious affiliation, that affiliation was not a 

necessary condition for their willingness to talk. Furthermore, the distinction between 

preferences for communication and valued insight should be made. Although some felt 

more comfortable talking with family/friends about breast health, many opted for the 

doctor�s insight. Among those who were more comfortable discussing breast health with 

family/friends, participants favored the doctor�s professional perspective if or when 

breast health was in question. Although spirituality was revealed as a significant 

influence by the women, it did not impede on their desire to comply with mainstream 

health guidelines. As explained above, spirituality often increased the women�s value of 

health compliance and certainly, complemented it. 

The answer to RQ2, ‘‘What do African American women in the South Plains 

region perceive to be barriers to obtaining optimal breast health?’’ is rather predictable. 

Anticipated non-structural barriers such as finances and costs associated with 
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transportation were revealed. The more relevant non-structural barriers can be combined 

into one underlying theme of fear. Participants� fear, in a broad sense, was focused on 

more specific concerns such as amputation, pain and death � all avoidable, or at least 

addressable, barriers through education and awareness. Lack of breast health knowledge 

and related topics, such as despairing mortality rates, also have indirect, yet negative 

impacts on breast health compliance.  

The answer to RQ3, �How do African American women in the South Plains 

region weigh perceived barriers and benefits of engaging in proactive breast health 

practices?’’ is indistinct and dependent upon participants� levels of salience. Those with 

higher levels of salience adamantly believed that benefits of breast health compliance 

outweighed the barriers. Those with lower levels of salience expressed uncertainty. 

Others did not give an opinion, suggesting both less salience and uncertainty. They also 

may have held opposing views from those who confidently deemed benefits to triumph 

barriers but did not want to express them for reasons of social desirability.  

RQ4, �According to African American women in rural West Texas, how 

adequately represented is their community in breast cancer-related media messages?� can 

be answered according to the media-related section of the interpretation. The images used 

in current breast health media are seemingly appropriate and identification is not 

problematic. However, the participants offered promising suggestions such as to use 

more African American throughout the brochures when tailoring messages to their 

population. For RQ5, �How knowledgeable are African American women about their 

population�s ominous statistics in regards to breast cancer?� participants seemed to have 
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an adequate understanding of incidence and mortality rates. While it is not likely that 

they fully understand how disparate mortality rates are, general problem recognition did 

not seem to be an issue. Participants correctly referenced general trends underlying the 

statistics and rightly associated those trends with higher mortality rates among African 

American women.  

Most participants already complied with breast health guidelines. Lack of 

knowledge regarding early detection practices was not an issue for those who did not 

abide by breast health guidelines. Thus, in answer to RQ6, �How knowledgeable are rural 

African American women about early detection measures for breast health?� participants 

were aware of early detection practices, although lack of breast cancer salience again 

determined their early detection behaviors, or lack thereof. The answer to RQ7, �How 

knowledgeable are rural African American women about preventative breast health 

measures?� indicates an area in need of attention. While some women were more aware 

of preventative measures than others, no participants confidently expressed knowledge of 

the topic. Furthermore, those who were aware of preventative behaviors often hesitated to 

speak about them indicating feelings of guilt. Many preventative measures involve diet, 

exercise, weight maintenance and healthy lifestyle choices. Innuendos during the 

discussions regarding the women�s dietary habits, established through cultural traditions, 

explain the reluctance to take preventative measures, even when the women were 

knowledgeable. That is, cultural traditions that oppose nutritional guidelines are difficult 

to overcome. Like other barriers such as fears and finances, sufficient levels of salience 

are necessary. Additionally, weight management and healthy lifestyle choices may be 
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even more personal and sensitive to discuss in public compared to other barriers. We 

must keep in mind that obesity often has many other negative connotations in U.S. 

society.  

RQ8, �What is the preferred media source for breast health information of African 

American women in the South Plain�s region?� is answered throughout the media-related 

section in the interpretation. In short, there is no single media preference among rural 

African American women. 
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CHAPTER VI  

LIMITATIONS AND FUTURE RESEARCH 

 First and foremost, my collaboration with Komen Lubbock for this thesis was a 

unique and rewarding experience. The advantages of being affiliated with Susan G. 

Komen far exceeded the drawbacks. In fact, investigating such a small, difficult-to-reach 

population may not have been possible without the assistance of those on the Community 

Profile team (at least not in a timely manner). Still, my work with Komen Lubbock may 

also be a limitation to this study. Issues of social desirability surface in many studies 

involving human subjects, including this one. Although the atmosphere during 

discussions seemed to accommodate open and candid responses, it would be naïve to 

think that my association with Susan G. Komen did not influence responses. Measures 

were taken in hopes of keeping socially desirable answers to a minimum, however, these 

actions present limitation within themselves.  

 Questions were often asked in a hypothetical or indirect manner in order to avoid 

social desirability. For instance, to gauge the identification with breast health media 

factor, I asked, �If only Anglo or Hispanic women were on the front of this brochure, 

would you still pick it up? Would you pick the brochure up regardless of the woman�s 

race on the front?� The motives of questions asked in this manner are not as obvious 

compared to, �Would you read this if an African American woman was not pictured 

throughout the pamphlet?� for instance. The participants� knowledge of my affiliation 

with Komen Lubbock may have led them to answer as though identifying with race 

would not hinder the likelihood that they would seek breast health information. That is, 
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participants may have felt compelled to answer as though breast health compliance was a 

priority � identifying with images was not a factor � due to my affiliation with the 

nation�s largest breast cancer organization.  

I was also very vague in questions related to reliance on spirituality and 

mainstream medicine. Again, my affiliation with an organization that promotes 

mainstream health ideals may have provoked socially � desirable responses. If spirituality 

did hinder compliance as presumed, I did not want social desirability to interfere with 

responses that fully supported the literature regarding spirituality. Nonetheless, the 

ambiguity of my questions in order to control for social desirability may have interfered 

with the study�s validity. 

Additionally, social desirability may have had other sources than my affiliation 

with Komen Lubbock. Participants of each discussion not only know each other, but they 

were kin and/or members of the same religious organization. Thus, their bonds were 

especially strong and some may have perceived a need to agree with group members or 

provide answers that met their particular group�s social standards. I could have controlled 

for recruiting participants with such close ties if I had chosen to expand the population 

after the Community Profile project to include urban African American women. 

However, I desired to keep the sample rural for two reasons: to provide Komen Lubbock 

with more specific insight related to geographical characteristics of their red counties, 

and contribute to the limited academic literature focused on the health of this specific 

demographic. My personal preference to investigate rural versus urban minority women 

also interfered with taking the broader approach after the Community Profile project was 
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complete. Given the widely scattered African American population in rural South Plains 

communities of West Texas, recruiting participants through religious and family 

associations was inevitable and compounded by time constraints. However, a 

comparative analysis of health ideals between rural African American women with 

familial or organization ties and urban African American women in which the researcher 

can better control for social and family connections presents a fruitful opportunity for 

future studies.  

 Related to issues concerning social desirability and the sparse population at hand 

was the challenge of recruiting participants.  As mentioned above, I used my newly 

acquired contacts in Lubbock with ties to rural African American communities in West 

Texas in order to obtain an adequate sample. In this way, Danielle was an excellent 

resource. Not only did she organize two of the meetings but also attended the focus group 

in Morton. Her contribution advanced the Morton discussion, but it may have also 

hindered the other participants from expressing opinion regarding barriers and the 

medical community. Danielle�s work has obvious positive effects on her respect for the 

medical community. Thus, as mainstream health practices are salient for Danielle for 

more than one reason, other participants may have avoided expressing opposing views of 

mainstream medicine to not offend Danielle. Again, frank communication did not appear 

to be an issue as three participants from the Morton meeting also attended the Lamesa 

group and made similar remarks when Danielle was not present.  

 Limitations specific to qualitative investigations cannot be avoided. Key concepts 

such as awareness, salience, perceived barriers and compliance are not directly 
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measurable through quantitative methods and thus, reliability is inherently at stake. 

Although a limitation to this study, a calculated measure of the factors provides an idea 

for future investigations of this topic. Quantitative investigations of the factors comprised 

in the model will allow for more reliable measures of the factors involved in breast health 

compliance and thus, assist in directing campaigns. Similarly, assumptions about 

participants� ages were made instead of a factual account of the age range involved in this 

study. A participant questionnaire that included basic demographic information could 

provide a more accurate age range, and other data, for the participants. 

 Finally, the very specific population involved in this study increases its external 

validity. As discussed, all participants within the focus groups knew each other. This 

typically hinders generalizability. However, the fact that this sample would not have been 

possible without using socially and familial related participants suggests that 

generalizeability to rural African American women in West Texas may not be an issue in 

this study. The study�s higher external validity, however, exposes an intersecting 

limitation. The value of ability to generalize to such a small population may be 

questioned as geographical constraints limits broader external validity. That is, the ability 

to generalize to African American women living outside of West Texas is a limitation of7 

this thesis. 
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CHAPTER VII 

IMPLICATIONS 

 Above all else, this population�s clear desire to be more breast health conscious is 

most enlightening and encouraging. The findings that contradict what the literature 

suggests about African Americans� reliance on spirituality that negatively influences their 

value of mainstream health is actually the most significant result that suggests an 

opportunity for breast health communicators. Participants encouraged each other to abide 

by mainstream breast health standards; curiosities surfaced and the women sought and 

valued my mainstream insight into breast health. In fact, the participants� desire for me to 

educate during the focus groups was challenging on more than one level due to the dual 

role I was filling. Although, I was no longer working on the Community Profile project 

during three of the four focus groups, I was still representing Komen Lubbock due to the 

liaisons between the participants and me. Also, the same Susan G. Komen material was 

passed out to my thesis participants as was to the Community Profile participants. 

Nonetheless, my academic research duties took precedence in the focus groups after the 

Community Profile project, creating the necessity to prioritize my motives as an 

academic above my perceived advocate position during the discussions. It was 

particularly challenging to postpone specific concerns of the participants in order to attain 

my thesis data within the allowed time. Future researchers engaging in collaborative 

efforts like this one should be aware that personal conflicts of interest may arise. 

Emotional involvement is difficult to avoid in order to be objective in one�s primary 

research role when collaborating with a non-profit health organization, especially if its 
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focus is to advocate more sensitive topics (such as making breast health a priority). In this 

way, the sensitive nature of research topics that often concern investigators can become 

troublesome for the researchers, themselves � especially if he/she has personal ties with 

an advocate organization.  

 I did presume that issues regarding the sensitive topic would arise among the 

participants during the discussions. Participants, however, appeared to be very open 

during the focus groups and seemed to leave uplifted and encouraged. Three participants 

were so inspired by the topic that they helped arrange the final focus group and 

contributed twice. Breast cancer advocates should be encouraged by these findings and 

embrace this population that welcomes more breast health information.  

Areas of Focus 

 Similar to the above discussion that contradicts more of the existing literature are 

the participants� relatively high levels of awareness and compliance. Breast cancer 

statistics and issues related to accessibility of information outlets and services may lead 

some to presume that rural African American women are not knowledgeable of or 

compliant with mainstream breast health guidelines. This was not the case; however, the 

participants suggested definite areas for health communicators to improve upon. More 

attention should be placed on lifestyle preventative measures in campaigns targeting this 

population. Furthermore, while cultural traditions and values of African American 

women may challenge preventative breast health guidelines, such as those related to diet 

and physical activity, it is likely that women of all races are less knowledgeable than they 

should be of preventative measures. This is deduced through the participants� confessions 
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of hindrances to early detection measures and conversely, lack of discussion regarding 

preventative measures all together. That is, even if participants did not comply with early 

detection practices, they were aware of early detection measures. While culturally-based 

hindrances may similarly impede on preventative measures, in general, the women did 

not recognize those non-structural barriers to prevention and thus, appeared unaware of 

preventative topics overall.  

 Many references to a general lack of familiarity with available financial resources 

and related breast cancer support programs were made during the focus groups � many 

are included in the interpretation section. Inherent in the desire to become more breast 

health conscious is the desire to overcome structural barriers. Given the findings about 

this population�s desire to become more breast health conscious, campaigns should work 

to make at risk women aware of how to overcome structural barriers. Thus, information 

about available supportive programs should supplement information that helps reduce 

non-structural barriers in campaigns in order to promote compliance.  

 The final area for improvement is more specific and was not exposed in the 

interpretation. Confusion about benign cysts and other non-malignant lumps detected 

among many women surfaced in all focus groups. This theme was not included in the 

interpretation because awareness of early detection practices, in general, was not an issue 

among the participants. This common concern should be addressed, though, as it often 

induces unwarranted fear among women. This fear augments barriers and could then, 

essentially, hinder compliance. The particular concern of non-malignant lumps detected 

during BSEs is related to the perceived direct link between disease and amputation or 



 Texas Tech University, Andrea Smith, August 2009 

 141  

death that surfaced in discussions recounted in the interpretation section. The fears 

associated with benign cysts and assumptions about amputation or death are addressable 

through breast health education that asserts the importance of the first two areas of focus 

� prevention and available resources that support compliance. Fortunately, my research 

also suggests approaches to more effectively attend to these issues.  

Culturally Competent Avenues 

 Participants overwhelmingly preferred to receive breast health education in 

interpersonal settings through religious organizations. Considerable support for this 

preference can be found in the transcripts, but Kristin�s final assertion in the 

interpretation adequately illustrates the role of spirituality as it pertains to this research. 

Although traveling and catering to rural African American women is ideal, it is not 

always practical. Most non-profit organizations do not have sufficient budget or time to 

accommodate each of their target populations. Furthermore, mass communicators 

typically attempt to reach the largest audience possible � not small, scattered populations 

like the one studied here.  

 The data regarding preferred Christian settings should not be ignored, though. It 

confirms the significant role of spirituality among these women but again, does not 

override their valuing mainstream breast health information. Those with higher levels of 

salience will seek breast health information without a suitable interpersonal setting. Thus, 

as special accommodations currently are not possible to reach those with lower levels of 

salience, the two-step-flow approach alluded to above is again recommended. My 

challenge in recruiting rural African American participants confirms the two-step-flow 
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logic. As a younger, Anglo master�s student trying to reach a very specific and 

demographically-different population, I needed assistance in getting my �foot in the 

door� among this population. The participants in this thesis were not reachable without 

the assistance of the two trusted African American health professionals who had close 

connections to the communities. I may not have been successful working alone due to my 

lack of connections within the communities and/or because I was an Anglo researcher 

affiliated with a mainstream health organization. Regardless of the explanation, I can 

confirm the difficulties faced when research objectives are hindered by the investigator�s 

different, and sometimes distrusted demographic group (on more than one level � age, 

ethnicity, urban origin and level of education). Thus, health communicators should look 

to disseminate breast health information to the high-salience opinion-leaders who can, in 

turn, spread the word among those with lower levels of salience. In other words, breast 

cancer advocates can reach rural African American women through an approach that 

combines media and community (often religious) organizations. I propose a two-step-

flow technique that encourages opinion leaders to spread breast health education to their 

friends and family via the African American church. This approach recognizes and 

accommodates many key aspects of African American community and culture.  

 Utilizing the church as a source for advocates to indirectly disseminate 

information acknowledges spirituality�s position as it relates to breast health among rural 

African American women; the women desire the education and get it in a preferred 

setting. Furthermore, health communicators are likely to reach more women through 

churches than through other smaller social organizations. Thus, encouraging opinion 
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leaders to advocate to their �sisters� in the church, especially, will also be more effective 

in increasing the salience of breast health among this at risk population. This approach 

also respects the themes regarding privacy and tight-knit circles found in the discussions. 

Educating through the common bond of spirituality (which a majority of the participants 

favored) naturally recognizes the theme of privacy that surfaced. Many participants 

insinuated that church is the preferred setting because it is private � among their trusted 

circle of friends/family � and because spirituality is a prominent influence among rural 

African American women in West Texas. Now that an approach is established, breast 

cancer-related media must adequately appeal to the salient opinion leaders in order for 

them to spread the education through their churches either by word-of-mouth or media 

itself. In this way, mediated breast health messages must appeal to both the opinion 

leaders and those for whom breast health is less salient. When the material is presented 

by a trusted individual, the less salient women will then take time to process the 

information.  

 As concerns situational theory, the media must appeal to the already active 

(salient) individual so that she will encourage passive individuals or even non-audiences 

of breast health information to eventually become active audiences. Likewise, the trusted 

and demographically-similar opinion leader is more likely than racially-different 

individuals (especially dominant, Anglo group members) to increase the less salient 

woman�s level of involvement; recall that identification increases problem recognition 

and level of involvement (Aldoory, 2001; Hallahan, 1999; Sha, 1999). Her new, higher 

level of involvement will lead her to at least become a more active audience for breast 
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health information. She may then eventually progress into becoming an active audience 

member. That is, if the active opinion leader is minimally effective in reaching non-

existent or passive audiences with breast health education, these audiences will 

eventually process and seek breast health information without encouragement. Rather, 

they will be active and thus, salient breast health audiences. Thus, a culturally competent 

approach through media is not only a more rational approach to reaching rural African 

American women, it is also theoretically supported.  

 One of Hannah�s comments in the media-related section of the interpretation is 

particularly valuable for breast cancer advocates to consider in targeting opinion leaders. 

Hannah suggests how media may have a niche for educating on breast health among 

those who are breast health conscious. Her remark, �it�s just you and the TV,� after 

specifying television as her preferred media outlet, suggests the advantage media has in 

educating on especially sensitive topics such as breast cancer. In this way, the privacy 

theme that seems to work against health communicators among those with low levels of 

breast health salience may actually assist in reaching opinion leaders. As Hannah�s 

comment suggests, mass communicators should act upon the opportunity to relay factual 

information without any reservations. She also gives a specific suggestion on how to do 

so.  

Hannah proposes a social learning approach to educating about breast health 

through television. Her and other participants suggest that the social learning approach 

already used in breast health brochures and shower-hangs could be effective among 

visual learners who prefer television. The women affirmed that showing a woman in her 
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bra doing a BSE would not be offensive, especially in light of sexually-oriented content 

currently shown on television. Furthermore, the approach would seemingly be especially 

effective among those who most likely appreciate visual learning; their preference for 

television suggests an inherent fondness for learning through visual information or 

observation instead of sound and/or text.  

Hannah�s proposal to include on television educational techniques already found 

in textual outlets aligns with another media-related finding. A single media preference 

among this population was not found and so, advocates should recognize the need for a 

multi-media approach in culturally competent campaigns. Effective educational 

techniques currently used in particular outlets, should be used in all outlets in order to 

reach the varying media preferences.  

This final excerpt provides insight on how improvements can be made in textual 

material. Given the multi-media campaign approach just discussed, the same notions 

should be considered in breast health messages on television and radio.  

Hannah: And sometimes I think some of the things they put in print, they 
intentionally put too much. Some things don�t take all of that to tell you what it is 
(several laugh and agree). And sometimes I think they overkill because that 
causes you to just trust what they say.  

 
Lynn: And they need to remember who they�re talking to (some agree). 

 
Hannah: That�s right.  

 
Lynn: They�re not talking to another physician. They�re talking to�. 

 
Hannah: That�s right. They�re talking to a lady (several agree). 

 
Kristin: (nodding) Just give it to me in laymen terms where I can understand it 
(several agree). 
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Hannah: But make it user-friendly. You know, we appreciate the information, we 
appreciate the information always, but you can capture a person if you make 
it�what is that, KISS � Keep it simple stupid? Somethin like that�.it doesn�t 
have to be just overbearing.  

 
 The excerpt suggests how important it is for health communicators to consider 

levels of health literacy within the target population. This recognition may be especially 

significant in campaigns targeting minority populations with disproportionately lower 

levels of education in comparison to mainstream audiences. Furthermore, accessibility to 

educational material is especially troublesome for rural minority women who are less 

likely than urban women to understand mainstream health information due to lower 

levels of exposure to the material. In short, what may seem readable by those who are 

constantly surrounded by breast health material, is less clear to more secluded 

populations. Thus, breast health literacy is a particularly significant issue for advocates to 

consider when targeting rural African American women. More straightforward 

communication that articulates breast cancer�s relevance to all cultures instead of 

assumes through visual representations of many races is recommended.  

 Culturally competent visual representations should not be disregarded however. 

Participants� references to all-encompassing breast health messages that include people of 

diverse races and ethnicities are certainly valuable. Problem recognition did not appear to 

be an issue in this study because participants indicated that they identified with current 

breast health media images. This, however, is likely attributed to the culturally competent 

advances already made by breast cancer entities. Such achievements are commendable 

and should be advanced given the disparate statistics. However, the 
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resonating/identifying factor that has primarily been discussed in terms of situational 

theory, thus far, is significant in other ways.  

 Rural African American women must be able to identify with campaigns in areas 

beyond problem recognition, such as familiar expressions and health values used in the 

media outlets if breast health communication is to become more effective and targeted. 

Incorporating culturally-familiar components, other than images, into breast health media 

proposes the idea of using ethnic-oriented breast health messages. Schooler, Ward and 

Caruthers� (2004) research is one of several studies that confirms ethnic-oriented media 

to be very influential upon the corresponding audience. The authors found that young, 

African American women had healthier body images after viewing African American 

television programs than after viewing mainstream programs. Similar findings are likely 

to result from breast cancer media directed toward African American women.  

Ethnic-Oriented Media  

  Emphasizing aspects of preventative guidelines that align more closely with the 

population�s cultural attributes is likely to encourage salience. Messaging will be more 

effective if the women feel as though compliance with breast health guidelines does not 

require them to make drastic changes in their current lifestyles. Educators should 

accentuate African American cultural values that complement breast health guidelines in 

campaigns. In this way, prioritizing breast health will not appear to interfere, but instead 

harmonize, with cultural ideals. This recommendation can be generalized to all breast 

health campaigns targeting rural African American women, but I will provide some ideas 

related to the findings.  
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 The theme of tight-knit, rural African American communities suggests a focus on 

collective values, such as family, in campaigns. Ideas of nurturing families could be 

incorporated into messages and supplemented with explanations of how being more 

breast health conscious facilitates one�s ability to nurture. In this light, breastfeeding is a 

behavior that reduces ones risk of breast cancer and aligns with ideals of nurturing. 

Breastfeeding, however, may already be a common practice among more collectivist 

populations. Portraying breast health compliance as a responsible behavior that sustains a 

woman�s ability to breastfeed, though, could effectively promote mainstream health 

standards.  

 Breastfeeding portrayed as a preventative measure conducive to tight-knit, 

collectivist ideals should be supplemented with further standards of breast health. A 

message that insinuates the need for women to make healthy decisions regarding the 

organ that enables her to nurture, and concurrently reduces her risk of breast cancer, is a 

fruitful ethnic-oriented idea for breast health campaigns. For instance, advocates can 

clarify that getting the recommended daily amounts of folate (a vitamin) and calcium (a 

mineral) is especially important for women because they promote both general health and 

breast health. Thus, breast health compliance is portrayed as an especially advantageous 

behavior; the woman promotes her culture and health through the same behaviors.  

 These suggestions that emphasize breasts as functional organs unique to 

femininity also support the holistic values found among the participants. Thus, advocates 

should also depict the breasts as characteristically female organs that play a functional 

role in a woman�s entire being. Breast health should be honored in the same way as the 
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health of other parts of the body; abiding by breast health guidelines respects the 

woman�s entire body and conforms to holistic views. For instance, diabetes appeared to 

be a concern among the participants. Weight maintenance and proper nutrition were 

discussed in relation to reducing the risk for diabetes and heart conditions but not breast 

cancer. Nutritional measures, like eating fruits and vegetables, promote health on many 

levels, yet the participants were not knowledgeable about how such prevention pertains to 

breast health. Perhaps if they knew that diet and exercise are other preventative steps, and 

are especially advantageous given their benefits on overall health, the women would have 

a stronger desire to maintain healthier lifestyles. In other words, like breastfeeding, 

holism and breast health can be supported by the same behaviors; one�s risk for diabetes 

and breast cancer can be reduced through the same measures. Thus, any hindrances to 

making healthy living a priority now, despite what is known as it relates to diabetes, may 

be overcome as compliance with preventative measures has multiple benefits. Regardless 

of whether breast cancer is the lead motivator for taking the steps, it may be the 

moderating factor that leads to action. Furthermore, despite its position in the sequence, 

preventative breast health compliance is essentially achieved and breast health salience is 

increased. 

 Lastly, the need to demystify the often misleading connection between taking 

early detection measures and amputation or disease is inherent in the recommendations 

pertaining to holistic femininity. Exposing the truth for this matter can be done in a 

similar fashion as the messages that link cultural values and breast health guidelines. 

Women must know that early detection is vital in avoiding amputation or death. As 
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Hannah, Lynn and Kristin have suggested, this fact may need to be more clearly 

articulated. Instead of insinuating that early detection is the best measure to combat the 

disease, it should be clearly communicated that lumps found in the earliest stages are 

removable without mastectomies. Furthermore, many of the lumps found are not 

malignant and benign cysts are common among many women.  

 If messages are conceived and created in a culturally competent manner, fatalistic 

mentalities that once negatively impacted early detection can make a positive turn 

through increased salience. That is, increasing breast cancer salience by incorporating 

holistic and collectivist values may reverse cultural ideals that currently hinder 

compliance. Fatalism, for instance, can have positive effects on breast health like it does 

for the breast health salient participants of this study.  
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                                                        CHAPTER VIII 

CONCLUSION 

Breast cancer, as it relates to rural African American women, was investigated in 

broad terms in order to get a more comprehensive understanding of the hindrances to 

compliance among this population. I was thus concerned with the underlying and 

fundamentally sensitive issues related to breast cancer instead of the more obvious 

structural barriers. Although structural barriers were not a primary focus, they are 

certainly a concern. The prominent theme of salience that emerged through this research 

had multiple undertones, suggesting the factor�s many implications and clear significance 

in breast health information campaigns.  

The non-structural barriers of primary concern here are addressable through breast 

health education that ultimately increases salience. Increased salience, through targeting 

the awareness factor or perceived barriers factor, can then have positive effects on 

structural barriers. Accordingly, campaigns supported by this insight are capable of 

having direct, immediate effects on awareness that may result in indirect and lasting 

behavioral change. Campaigns targeting the salience factor are thus capable of having 

profound effects on breast health behaviors. 

The goal should be to make breast cancer salience among this population match 

current high degrees of salience for diabetes and other illnesses mentioned throughout the 

focus groups. I hope that the cultural themes, implications and recommendations 

discussed in this thesis will help breast cancer advocates do just that. I believe this 

research contribute more though. It is versatile in that regardless of the illness, health 
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communicators can use what was found concerning African American culture, women 

and/or rural people, to support campaigns not primarily concerned with the fight against 

breast cancer. That is, health advocates other than those affiliated with breast cancer 

organizations can make use of the information reported in this thesis. Health 

communicators and scholars can select components of this specific population to focus on 

depending on his/her particular needs. The specific insight into rural African American 

women can be incorporated into other health campaigns. Broader themes regarding 

gender, race, culture or geography can be used in breast cancer campaigns that target 

more general publics and/or more general health campaigns, all together. Like those who 

contributed to this unique thesis - from participants to those offering support and 

guidance � I delight in knowing our efforts can have expansive and remarkable effects. 

Collaborative efforts can produce rich outcomes due to the greater intellectual and 

material resources that two joint forces can provide. This thesis demonstrates the power 

of collaboration when it succeeds and thereby, suggests an innovative model for 

community and academic partnerships. 
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APPENDIX A 

DESCRIPTION OF COMMUNITY PROFILE PROJECT 

Community Profile � refers to the assessment process Affiliates take on every two years in order 
to understand the state of breast cancer in their service area. 
The Community Profile will be a long term (6-9 months) project and will require a collaborative 
effort.     

 
Module 1: Create Your Team 
The Community Profile is a team effort, not only because of the amount of work involved, but 
also because a diverse team with a variety of perspectives and skills will result in a better process 
and product. 
 
Potential Community Profile Members:  

• Staff/Volunteers 
• Representatives from the Department of Public Health 
• Someone with a background in surveys and data collection  
• An intern or University Professor 
• A writer  
• Someone who has experience reading statistics 
• Survivors 
• Partnership program with our Cancer Information Service representative 
 

Once a team has been organized there will be a Community Profile Team meeting held sometime 
in early - mid September. 
 
Module 2: Review the Statistics 
Once the Team has been formed, the first step will be to collect data. The Community Profile will 
use both quantitative and qualitative data.  First, the team will gather quantitative data 
(Statistics).   

Statistics offer information in the form of numbers, for example, counts of events (such as the 
number of cancer deaths) and rates (such as the new numbers of diagnosis in some population), 
and are usually calculated for a defined geographic region (e.g., a county or state) and time 
period (e.g., 1 year or 5 years). 

A basic foundation in statistics will help the Community Profile team see statistics as 
information.  

Two main questions drive the collection of demographic information for the Affiliate service 
area: 

• Who makes up the Affiliate service area?  
• What are some unique characteristics of the populations in the Affiliate service area? 
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Once statistics have been gathered, we will select our target area for deeper analysis.  This means 
that we may not analyze every county in our service area.   

 

 

Module 3: Integrate Programs and Services 

The Community Profile team will understand how to use the Breast Cancer Resource Directory 
(BCRD), and asset maps to collect programs and service data for target areas. 

The Breast Cancer Resource Directory provides Affiliates a tool that staff, volunteers and most 
importantly, the general public can use when searching for breast cancer services.  

The directory gives anyone needing information on local breast cancer services the ability to 
search by zip code, provider or service type. In addition to making information about breast 
cancer services more accessible, the directory will also allow the Affiliate to understand what 
programs and services are currently available and what is missing. Affiliates may run reports of 
all provider information in the system in order to determine: 

• What programs and services are available  
• Where programs and services are available  
• Available resources to priority populations  
• The capacity of programs and services in the system 

Module 4: Collect Community Data 
Next, the Community Profile team will collect their qualitative data.  

Qualitative data measures intangible or subjective information, such as peoples' attitudes and 
opinions.  

They will have the tools necessary to collect effective, targeted community data using one or a 
combination of methodologies. 

• Surveys  
• Key informant interviews  
• Focus groups  
• Photovoice  

Including qualitative data in the Community Profile process is essential. This data not only 
provides insight into the community�s attitudes, beliefs and behaviors. It also provides the 
community�s perspective as to what is working, what isn�t and what are the various barriers that 
lead to gaps in access and services in that community. 
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Collecting the exploratory data may be the most time-consuming part of the Community Profile process. 
 
Module 5: Set Priorities, Goals & Objectives 
The Community Profile team will have a guide to assist with data analysis and priority setting. 
The team will know how to translate priorities to goals and addressable objectives. 

Once community information has been collected, the next step is to analyze the data and 
determine the Affiliate priorities. 

This module will provide tips to guide the analysis process help interpret and summarize the 
data and finally put all the information together. 

Module 6: Write the Report 
Head Quarters will provide the Community Profile team a Community Profile report template 
and content requirements. 
The Community Profile is due March 10, 2009. 
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APPENDIX B 
 

RECRUITMENT FLYER 
 

 

keep your community Strong         

                            join the fiGht against breast cancer  

                                                  Komen greatly values your insight   
        
 
 

 
 
 
 
 

Congratulations! The Susan G. Komen for the Cure —Lubbock Affiliate has chosen your 

county as an area of focus for our 2008-2009 community profile research. We are 

seeking women in                                                county who are willing to discuss 

issues related to breast cancer. Those interested will help Susan G. Komen – Lubbock 

Affiliate better understand the rural counties of our service area and advance breast 

cancer research. With your help, this project will assist us in learning how to better serve 

your county. We value your community and opinions. All women are invited to join in this 

endeavor – whether you’re a breast cancer survivor or have never had a mammogram, 

we need your help. Together we can improve the health and well being of West Texas 

women and families!  

 

 

Susan G. Komen – Lubbock Affiliate will be making trips to your area during early 

December and January to host group discussions and conduct one-on-one interviews. 

We hope you consider participating in this effort. Please ask                                                                 

about how to be involved. Learn more about our organization at www.komenlubbock.org.  
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APPENDIX C 
 

INFORMED CONSENT STATEMENT 
 

 
 
 

Susan G. Komen for the Cure � Lubbock Area Affiliate  
2008 Community Profile Confidentiality Form   

 
I, _______________________________, agree to participate in the Susan G. 
Komen for the Cure � Lubbock Area Affiliate�s 2008-2009 Community Profile 
Research Project. I understand that my participation in this research will further 
the evaluation of the state of breast cancer in the Lubbock Affiliate�s 16 County 
service area (Bailey, Lamb, Hale, Floyd, Motley, Cottle, Crosby, Hockley, 
Lubbock, Cochran, Dickens, Yoakum, Terry, Lynn, Garza and Kent). In addition 
to assisting Susan G. Komen �  Lubbock�s 2008-2009 Community Profile 
initiative, the information gathered today will be used for academic research. 
Andrea Smith, one of today�s moderators, will follow the privacy procedures 
described below in order to use today�s research to further the knowledge about 
breast cancer in her graduate studies at Texas Tech University. Your insight 
today is thus, advancing breast cancer research on more than one level.  
 
In order for this effort, I will participate in a discussion that will ask questions 
regarding my knowledge of breast health, perceptions of breast cancer screening 
and treatment facilities, among personal preferences and other related 
information. The discussion should last approximately one hour, with a 
questionnaire to follow that takes approximately 10-15 minutes to complete. In 
total, my involvement with today�s research will take approximately one hour and 
15 minutes. I agree and understand that I will not be paid for this process, as my 
participation is completely voluntary. I believe the only advantage for me is 
acquiring the personal understanding that I am assisting in breast cancer 
research that will not only benefit women in my community, but women in 
general. While no risks are foreseen regarding this research, I understand that 
breast cancer is a sensitive matter and thus, there is always the possibility for 
participants to experience a certain level of emotional stress during or after 
today�s discussion. However, to address any emotional concerns after my 
participation, Susan G. Komen Lubbock Area Affiliate has provided me with local 
resources for emotional support in the case that I should need them.   
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Should I have difficulty with the research process, a representative of the 
Lubbock Affiliate will be available to assist me on a limited basis (i.e. 
understanding questions and guidelines). I understand that the discussion will be 
recorded, but in order to protect my identity and confidentially, Susan G. Komen 
Lubbock Area Affiliate is held to the strictest level of maintaining confidentiality. 
The Lubbock Affiliate, as well as Andrea Smith, will not exchange or publish any 
personal information.  Furthermore, comments, responses and answers in 
today�s research will remain anonymous.  
  
If for any reason I decide not to move forward in the research process, I may 
discontinue my participation. I further understand that my decision will be 
respected and there will be no consequences. Should I change my mind about 
participating in the research after today�s discussion, I may contact Susan G. 
Komen for the Cure � Lubbock Area Affiliate at 806-698-1900 or 
Allison@komenlubbock.org. Andrea Smith will also answer any questions 
regarding this study. She can be contacted at andrea.n.smith@ttu.edu or 
andrea@komenlubbock.org. Ms. Smith�s supervising professor is Dr. Kenton T. 
Wilkinson.  He may be contacted by phone at (806) 742-6500 ext. 258 or by 
email at kent.wilkinson@ttu.edu.  
 
This consent form is not valid after November 30, 2009. For questions about your 
rights as a subject or about injuries caused by this research contact the Texas 
Tech University Institutional Review Board for the Protection of Human Subjects, 
Office of Research Services, Texas Tech University, Lubbock, Texas 79409. Or 
you can call 806-742-3884.  
 
I have read and understand the points of privacy and confidentiality. I am 18 
years of age or older and I have agreed to participate as evidenced by my 
signature below.   I appreciate and support the efforts of Susan G. Komen for the 
Cure � Lubbock Area Affiliate. 
 
Printed Name: 
____________________________________________________________ 
 
 
Signature: 
_______________________________________________________________ 
 
 
Date: ____________________________ 
 

The Susan G. Komen for the Cure promise: 
To save lives and end breast cancer forever by empowering people, ensuring quality care 

for all and energizing science to find the cures. 
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APPENDIX D 

FOCUS GROUP SCRIPT 

Welcome. Thank you for being here today/tonight. My name is Andrea Smith and this is 
Allison Lewis. We are with Susan G. Komen for the Cure�s Lubbock Area Affiliate and 
want to get a better understanding of topics surrounding breast health in your community. 
We want this discussion to be as relaxed as possible. This year, we are making special 
efforts to concentrate on the rural counties of our affiliate area, including your county. 
Our goal is to get your thoughts and perceptions of breast cancer, breast health and 
services in your area so that we can better serve your community.  
 
We are not here to share information, or give our opinions. Your thoughts and ideas are 
what matter. There are no right or wrong answers. Again, we�d like this to take the form 
of a group discussion, so feel free to respond to me, Allison or any other member of the 
group without raising your hand or asking permission to speak. However, in order to hear 
and get the best knowledge of this group�s feelings, we would appreciate only one person 
speaking at a time. We want participation from everyone because everyone�s opinion is 
very valuable to us. Please be courteous and allow everyone the opportunity to express 
their thoughts and feelings without interruptions. You can disagree with each other and 
change your mind. We want you to feel comfortable in saying exactly what you think but 
with that, we ask that everyone be respectful of each other � even if they have a different 
perspective.  
 
You may see us taking notes at times and tape recording our discussion. We do this 
because we don�t want to miss any of your thoughts. Today�s discussion will be further 
analyzed in the future, and the recording and notes will help us to be as thorough as 
possible in our report. No names will be used outside of this room � everything said will 
remain anonymous in our report. The information gathered today will be reviewed for 
common themes that will be set as our priorities to better serve your county. Your 
answers will be included in the 2008-2009 Susan G. Komen for the Cure � Lubbock 
Affiliate�s Community Profile Report.  
 
Our discussion will last approximately one hour. There is a lot to talk about so I may 
have to move us along at times in order to hear your thoughts on all of our questions. If at 
anytime you wish to terminate your participation, you may do so. Anything you may 
have already said will be discarded and not used in the report. Directly following the 
discussion, we will hand out a questionnaire to get more personal information. Again 
though, your names will not appear on the questionnaire..  
 
Do you have any questions for us before we start?-------PAUSE  
 
Icebreaker: I�d like to start by talking about breast health and education in general. What 
comes to mind when you hear the words, �breast cancer?� ------PAUSE------Family 
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member? A  friend? Particular thoughts or feelings? For instance, when I hear the 
words, I automatically think of my grandmother who is a survivor  upon hearing the 
news. 
 
 

1. Do you talk to your female friends and family about breast health?------PAUSE---
----Is the topic important in your tight circle of family and close friends? 

 
 
2. Who do you trust the most when discussing breast health?-------PAUSE----Who 

do you prefer to get information about maintaining the best breast health as 
possible? Physicians or nurses? Does their gender make a difference? Do you 
trust breast health information from community leaders more, say active ladies in 
your church or social organizations? Would you seek the advice of your 
friends/family above anyone else?  

 
3. What are some of the methods of breast cancer detection that you�ve read or heard 

other women or physicians talk about? -----PAUSE------Mammography, clinical 
breast exams, self breast exams? 

 
• How familiar are you with these methods of detection?----PAUSE----Do you 

know how to perform a BSE? What to look and feel for? When should you 
start getting mammograms? CBEs? How often should you be screened?   

 
• Are you comfortable with the detection methods? Do you use them? 

 
4. What are some things you can do to help prevent breast cancer?----PAUSE-----

For example, to prevent lung cancer, we are told not to smoke among other 
things. In the same way, what are some measures you should take in order to 
prevent breast cancer to the best of your ability?  

 
5. How influential are health-related pamphlets, t.v. announcements, health advice 

heard on the radio or seen in magazines, newspapers or on the Internet? Do 
billboards about recommended health practices ever catch your attention?-------
PAUSE--------Which, if any, of these outlets do you prefer getting breast health-
related information from? How could these outlets be more effective in educating 
you on breast health?  

 
• Do you feel like your particular demographic population is adequately 

represented in the breast health media that you see?---------PAUSE-------
Do you see women in the educational advertisements about breast health 
that are your age and/or ethnicity? Do mediated outlets seem to address 
certain groups of women and not others?  
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• Do you think identifying with the characters seen in breast health 
messages on t.v., in magazines and educational pamphlets makes a 
difference in how women respond to breast health messages?-----PAUSE--
---Would you be more apt to read a brochure or article in a magazine if 
you identified with the age group and/or ethnicity of characters in the 
articles/pamphlets? Does the woman�s age or ethnicity in pictures for 
breast health campaigns make a difference in how the message affects 
you----how seriously you do or do not take the message?  

 
• How much responsibility do you think the media (i.e. t.v., radio, Internet, 

newspapers or magazines) should have in educating women on breast 
health messages when compared to other sources, such as physicians, 
social organizations or churches?----PAUSE---More or less than other 
sources? 

 
6. When it comes to health in general, do you usually abide by physicians� requests 

or use your own methods of healing?------PAUSE----For example, when 
prescribed medication or referred to a special doctor, do you follow through with 
requests or have your own methods of recovery that work better for you?  

 
7. When it comes to coping with health-related issues, what is your preferred 

method? ---PAUSE-------Do you seek a nurse or doctor and follow their orders? 
Do you rely on alternative medications that are not prescribed in institutionalized 
settings? For instance, certain foods or drinks, herbs and spices, or  spirituality, 
such as prayer ?  

 
• If someone close to you were diagnosed with breast cancer, how would you 

advise her to deal with the issue?-----PAUSE-----Would it be to seek a 
health practitioner for treatment recommendations or less formal methods 
such as prayer and support group therapy?   

 
8. What barriers do you think keep women who want to abide by physician requests 

from doing so?--------PAUSE-------Lack of finances/insurance? No time off from 
work? No child care or transportation?   

 
• What about getting screened for breast cancer or treated if a woman has 

been diagnosed � what keeps women who want to see health practitioners 
for these things from doing so? --------PAUSE--------Same as what has 
already been said? Not being at ease with breast health providers, 
specifically? Do you think some women are more at ease in seeking 
physicians for general health-related issues than they are for women�s 
health issues, specifically?   
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9. What benefits do you perceive, if any, in seeking screening and treatment for 
breast cancer?------PAUSE-------Staying healthy for your job, family, personal 
satisfaction?  

 
• What motivates you to see the doctor or nurse when you are ill?-----PAUSE-

---Personal desires to stay as healthy as possible, advice from your friends, 
advice from family members, employers� requests for physical exams, 
frightening information about health hazards seen  on t.v., in magazines or 
newspapers, or heard on the radio?  

 
10. For you, do the benefits outweigh the barriers of seeking medical screenings and 

treatments, or do the barriers outweigh the benefits?  
 

• Would you consider this an explanation for why you do or do not get 
mammograms or general women�s health check-ups?-----PAUSE----Are 
there too many barriers in getting screened? Are the benefits enough reason 
to be screened, regardless of the costs involved?   

 
11. What women in your community are in the most need of breast health information 

and services?-----PAUSE-----Are certain ethnicities or age groups in need of  
information more than others?  

 
• Do you think certain groups of women suffer from breast cancer more than 

other groups?---------PAUSE---------Are the barriers to screening and 
treatment for breast cancer greater for some ethnicities or age groups than 
others? Do you think some groups have higher incidence rates than others, 
or higher mortality rates from breast cancer than other demographic groups 
have?  

 
12. What does Susan G. Komen for the Cure mean to you?----PAUSE-----Have you 

heard of the organization or the Race for the Cure events? Have you seen pink 
ribbons around and wondered what they meant? Are you familiar with Pinktober?  

 
13. Do you have any suggestions for Susan G. Komen�s Lubbock Area Affiliate?-----
PAUSE----In what specific ways could we serve you better? How can we make sure 
that women in your community who need breast health information the most are 
successfully reached? Are there certain things you�d like us to encourage breast 
health providers to do that could  make women feel more comfortable during 
appointments?  

 
This concludes today/tonight�s discussion part of our project. Thank you again your help. 
Your time is very much appreciated and your comments have been very insightful. 
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