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Abstract African American women in the U.S. have the
highest breast cancer mortality though not the highest
breast cancer incidence. This high mortality rate has been
attributed in part to discrepancies in screening between
African American and White women. Although this gap in
mammography utilization is closing, little is known about
what has been and is driving the screening practices of
African American women, in particular age at first mam-
mogram. This study examined the rates of breast cancer
screening in an African American community sample from
eight churches in greater Baltimore, Maryland and inves-
tigated the association between various factors and age at
first mammogram. Participants were 213 women ages 22—
89 years. About 77% of women had ever had a mammo-
gram. Over 40% had their first mammogram before age 40.
Women who first screened before age 40 had greater odds
than women who had never screened of being knowl-
edgeable about screening guidelines, of having received a
physician recommendation to screen, and of having three
or more female relatives who had been screened. Women
who first screened at or after age 40 were more likely to
have stronger religious beliefs of health than women who
never had screened. These findings suggest the importance
of reinforcing factors in screening behavior for African
American women and have implications for physician
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training and public health education about breast cancer
screening. A better understanding of African American
women’s mammography practice including early screening
is needed to reduce this population’s disproportionate
breast cancer mortality risk.
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Introduction

Breast cancer is the most frequently diagnosed form of
non-skin cancer in American women [1-4] and is the
second leading cause of cancer death in African American
women [1, 5, 6]. Discrepancies in screening behavior
between African American and White women have been
reported as causal factors in African American mortality
from breast cancer [7-9]. Recent reports, however, suggest
that across age groups the gap in mammography utilization
between African American women and White women is
closing [10-12]. Although a number of state-sponsored
programs exist for women who need mammograms, and
the gap between African American and White women is
closing, little is known about what has been and is driving
screening practices of African American women, espe-
cially age of first mammogram.

Current screening guidelines supported and promoted by
a broad array of medical organizations, national institutes,
and cancer advocacy organizations recommend that
women receive a baseline mammogram at age 40 years
[13-15]. This recommendation is based on results from
several large clinical trials that showed a considerable
decrease in breast cancer mortality from regular screening
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among women as young as 40 years of age [16]. These
current guidelines represent a shift from the prior recom-
mendation that women receive a baseline mammogram
between ages 35 and 40 years [15]. The American Cancer
Society suggests that among women under the age of 40
only those who are at increased risk of breast cancer, for
example those with a family history of breast or ovarian
caner, might benefit from practices such as screening
mammography and should consult with their doctor before
having a mammogram or any other screening procedure
[17].

The National Health Interview Survey (NHIS) is one of
only a few studies that ask women about their age at first
mammogram [18]. Data from the 2005 NHIS showed that
39.69% of the 4,481 African American women interviewed
had had their first mammogram before the age of 40 years
[18]. A number of factors may have contributed to this
screening practice such as the presence of symptoms,
family history, education, income, perceived risk and
worry, physician recommendation, and confusion about
screening guidelines fueled in part by media messages. In
addition, residual effects of the prior earlier screening
guideline in combination with high reported incidence and
mortality rates could be a motivating factor in the young
age at first mammogram reflected in the NHIS data.

Several studies point to predictors of screening behavior
[19-22]. Worry about breast cancer has been positively
associated with screening mammography [20]. Findings
from studies that included women under the age of
40 years on the impact of perceived risk on screening
behavior, however, have been mixed [23-25, 22]. Physi-
cian recommendation has been reported as highly
positively related to screening behavior [19, 21, 26, 27]
including obtaining a first mammogram [19]. The literature
also indicates, however, that there is a discrepancy between
physicians’ recommendations and women’s beliefs
regarding when mammography should begin, specifically
that a majority of women believe mammography should
begin before age 40 [28, 29]. This belief may be a con-
tributing factor to the early age at which some women get
their first mammogram.

The literature indicates that media coverage and reports
about breast cancer have an impact on how women
understand the disease and their risk, and therefore on their
actions regarding breast cancer screening [30-33] includ-
ing frequency of screening [33]. Researchers found that
81% of women surveyed reported that they get most of
their information on health topics from TV, newspapers,
and magazines; a significant majority of women incorrectly
believed that mammography reduces the incidence of
breast cancer [30].

The screening issue is particularly salient for the state of
Maryland, which ranks twelfth for breast cancer mortality
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in the U.S. African American women in Maryland are more
frequently diagnosed with cancer of the breast than any
other kind [34]. Female breast cancer accounts for 8.0% of
all cancer deaths in Maryland [35]. It is the second leading
cause of cancer death among African American women in
the state [34]. Disproportionate breast cancer mortality
among low SES African American women residing in the
City of Baltimore is, in large part, responsible for Mary-
land’s high breast cancer mortality [35].

Among all women in Maryland, rates of mammography
are slightly higher than the national average. In 2006,
nationwide 76.5% of women over age 40 reported receiv-
ing a mammogram within the previous two years; in
Maryland the figure was slightly higher at 79.8%. Among
African American women in Maryland the figure was even
higher with 80.3% reporting receipt of a mammogram
within the past 2 years. [36] These overall screening rates,
however, do not tell the whole story.

Both income and education appear to have a relationship
to rates of mammography among women in Maryland.
According to 2006 data from the Behavioral Risk Factor
Surveillance System, Maryland women in the poorest
annual income brackets (<$15,000 and $15,000-24,999)
and women with the least education (<high school) had
rates of mammography screening less than both the state
and national rates whereas their more affluent and educated
counterparts had mammography rates higher than those for
Maryland and the nation overall [34]. Maryland’s overall
screening rates also do not explain but rather raise ques-
tions about screening behavior among women under the
age of 40 years who, particularly among African American
women, are being diagnosed with and are dying from
breast cancer at gradually increasing rates [11, 37, 38].

This article seeks to better understand the breast cancer
screening behaviors of African American women and to
explore factors that contribute to the timing of age at first
mammogram, in particular why some African American
women receive mammograms at an age less than generally
recommended.

Methods
Research Questions

The research questions that guided the current study were:

1. What are the rates of breast cancer screening in this
African American community?

2. What are the factors associated with age at first
mammogram, including SES, access to health care,
social norms, cancer beliefs, physician’s recommen-
dation, and religious beliefs?
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Study Design

The study followed a community based participatory
research (CBPR) approach, which adheres to tenets of
inclusion of community partners to guide the research
project. The community partners in this study were church
leaders, including pastors and lay health coordinators
(LHCs). LHCs were selected by their pastors to serve on
the research team based largely on interest in the topic,
leadership skills, and time for involvement. There were
eight LHCs of varying ages, education level, and knowl-
edge of breast cancer. Most either currently or in the past
held a position of leadership within their respective chur-
ches or served on a health ministry team. Three women
were breast cancer survivors, which turned out be a strong
benefit in planning the study activities. The first component
of the study, which featured completion of a self-admin-
istered questionnaire and participation in a church
Women’s Health Day (WHD) is the focus of the current
study. The second component included completion of a
telephone follow-up survey.

Study Population

Eight churches participated in the study and were randomly
assigned to one of three intervention formats: standard care
that included a focus on overall health, breast health care
that exclusively addressed breast health and comprehensive
care that included breast health and other cancer screening
practices. Each of the churches hosted a WHD according to
the intervention format to which they were matched during
randomization. Each WHD had a keynote speaker and a
health presentation (varying according to intervention). For
example, churches randomized to a “breast health care”
format planned a day of activities that centered on breast
health care. The breast cancer component of these pre-
sentations included statistics on the disease among African
American women in Maryland and Baltimore, age-appro-
priate screening practices, sources of services for detection,
and, in some instances, demonstration and practice of
breast self-examination. The Susan G. Komen Foundation
sponsored the research and their guidelines target selected
screening activities for women ages 20 years and above,
including breast self-examination. The participating chur-
ches refrained from hosting or participating in any other
women’s health programs during the study period.

Study Sample

The study sample consisted of 213 African American
women who attended the various WHDs across the eight
churches and who completed the questionnaire.

All African American women ages 20 years and older
who were part of the church congregations or who were
affiliated with church members were eligible to participate.

Recruitment

Age-eligible women in the church congregations were
invited to participate in the WHD in advance of the event.
LHCs from each church assumed the primary responsibility
for publicizing the event to the women of their church. The
research team assisted by providing any needed publicity
material.

Data Collection

In conjunction with the LHCs a self-administered ques-
tionnaire was developed prior to the start of the WHD
events to determine cancer screening practices as well as to
assess a variety of other areas. These measures included
demographic characteristics (age, education, occupation,
income and health status), screening behavior history (self-
exam, clinical breast exam and mammography), lifestyle
behavior (smoking, diet and exercise), family health his-
tory and knowledge/attitudes and beliefs regarding
screening. Follow-up interviews were conducted via tele-
phone by two LHCs and research staff trained to lead that
phase of the data collection. The pre and post WHD sur-
veys assessed if age-appropriate screening was initiated as
well as whether there had been any shifts in knowledge,
attitudes and behaviors. Participants in the WHDs received
a gift bag valued at $10 and those who completed the
follow-up segment received a $10 gift card of their choice
to either a popular grocery or drug store chain.

Measures

The dependent variable measured respondents’ self repor-
ted age at first mammogram. Respondents were asked
whether they ever had a mammogram and when they
received their first mammogram. The outcome variable for
the analysis was age at first mammogram. The measure was
categorized as never had mammogram (=0), had first
mammogram before age 40 (=1), and had first mammo-
gram at or after age 40 (=2).

There were multiple independent variables including
demographic factors, health status, predisposing factors,
enabling factors and reinforcing factors. Demographic
factors included: marital status (married, not married),
education (1 = less than high school to 6 = graduate
degree), employment (employed, not employed), and
income (1 = less than $10,000 to 7 = more than $60,000).
Education, income and employment also were used as
measures of socioeconomic status (SES). Respondents
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were asked to rate their general health on a five-point scale
(1 = very poor to 5 = excellent) to obtain a measure of
health status.

Predisposing factors included knowledge or beliefs of
cancer risk, religious beliefs of health, perceived risk of
getting breast cancer and knowledge of mammography
guidelines. The knowledge of cancer risk (5 items, Cron-
bach’s alpha = .63) was calculated as the sum of answers to
five questions about whether cancer is caused by smoking,
drinking alcohol, X-rays, eating habits, and environment.
The response choices ranged from agree (=1) to disagree
(=2) to don’t know (=3). A score was computed adding the
“disagree” and “don’t know” responses together due to the
small number in the “don’t know” category. These were
coded as disagree (=0). The sum of scores ranged from 0 to 5.

Religious belief of health (four items, Cronbach’s
alpha = .67) was measured from the following questions:
(1) some sickness is self-inflicted or related to sin, (2) the
church has a role in an individual’s health, (3) God has a role
in an individual’s health and (4) the individual has a role in
his or her health. Response choices ranged from strongly
agree (=1) to strongly disagree (=4). The sum of scores
ranged from four to 16. The mean score was used
(1 = strong religious beliefs of health to 4 = weak religious
beliefs of health). Perceived risk of getting breast cancer was
measured by asking “what do you think your chances are of
getting breast cancer in the future?” Response choices ran-
ged from no chance (=0) to high chance (=3).

The knowledge of mammography guidelines was
assessed by asking how often a woman should have a
mammogram; response options included: once a month,
once a year, once in two years, once in three years, once in
four years, or don’t know. Those who chose ‘once a year’
were categorized as knowing mammography guideline
(=1) and all others were categorized as having no knowl-
edge of guidelines (=0).

Enabling factors included health insurance coverage and
regular source of care. Health insurance status was
dichotomized as having (=1) or not having any health care
coverage (=0). Having a regular source of care was
dichotomized as having a regular doctor (=1) or not having
a regular doctor (=0).

Reinforcing factors included physician recommenda-
tions for a mammogram and knowing family or relatives
who obtained mammograms. The variable for number of
relatives who had a mammogram was dichotomized as 0-2
(=0) or more than 3 (=1).

Data Analysis
We used multinomial logistic regression across various

levels of predictors to examine the likelihood of women
having the first mammogram before age 40 and at or after
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age 40, compared to women who never had a mammogram.
First, we performed bivariate analysis to determine which
independent variables would distinguish women who had
their first mammogram before age 40 and women who had
their first mammogram at or after age 40. Next we conducted
multivariate logistic regression analysis to identify the most
important predictors of having early or later first mammo-
gram. All variables with at least P < 0.20 in the bivariate
analysis were included in the multivariate analysis [39].

Only family income was included in the final model
because income and education were highly correlated
(r =.513, P <.001). Due to the number missing for
family income, we used multiple imputations with STATA
in the final model.

Results
Sample Characteristics

Demographic characteristics of the respondents are shown
in Tables 1 and 2. The sample consisted of 213 African
American women living in metropolitan Baltimore. Half of
participants (51%) learned about the WHD from their own
church; one fourth (26%) were invited to participate by
church members. The mean age of participants was
52.4 years with a range of 22 to 89 years. About 6% of

Table 1 Characteristics of African American women at baseline
survey

N %

Age (mean + SD) (n = 204) 52.36 + 14.86 (22 — 89)

Education (n = 204)

<High school 13 6.4
GED/high school graduate 45 22.0
Some college 72 35.3
College graduate 39 19.1
Graduate degree 35 17.2
Marital status (n = 206)
Married 83 40.3
Divorced/separated/widowed 68 33.0
Single 55 26.7
Employment (n = 206)
Employed 112 54.4
Unemployed 33 16.0
Retired 61 29.6
Income (n = 213)
<$10,000 19 8.9
$10-30 K 50 23.5
$31-50K 42 19.7
$50 K+ 53 24.9
Missing 49 23.0
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Table 2 Characteristics of African-American women at baseline
survey continued

N %

Church attendance (n = 213)

More than once a week 94 44.1

Every week or more often 74 34.7

Less than once a month 23 10.8

Never 22 10.4
Having health insurance (n = 213) 188 90.4
Having a regular doctor (n = 213) 190 92.2
General health status (n = 213)

Fair/poor 42 19.9
Breast cancer history (n = 213)

No family history 140 65.4

Self 11 5.1

Family 63 294

women did not complete a high school education and 40%
were married. About 54% of participants were employed
on a full or part time basis. Approximately 25% of women
reported their annual income as more than $50,000; 23%
did not report income. About 40% of participants attended
church more than once a week.

Almost 20% of respondents reported their health status
to be fair to poor. More than 90% of women had health
insurance and 92% said they had a regular doctor. About
30% reported a family history of breast cancer. About 5%
of respondents were breast cancer survivors.

Table 3 Breast cancer screening rates (n = 213)

Number %

Ever had mammogram

Yes 164 77.00

No 49 23
Age at first mammogram

<30 years old 28 13.20

30-39 years old 58 27.4

>40 years old 77 36.3

Never had mammogram 49 23.1
Recency of mammogram

<1 year 111 52.10

1-2 year 37 17.4

2+ years ago 16 7.5

Never had mammogram 49 23
Clinical breast exam within a year

Yes 155 75.60

No 58 244
Monthly breast self-exam

Yes 129 62.60

No 84 374

Prevalence of Breast Cancer Screening

Table 3 shows the rates of breast cancer screening. About
77% of respondents had ever obtained a mammogram.
About 13% reported they had their first mammogram
before age 30 years old. About 70% had their most recent
mammogram taken within two years and just over 75% had
a clinical breast exam within the past year. About 63% of
women performed monthly breast exam.

Age at First Mammogram

Bivariate analyses predicting age at first mammogram are
shown in Tables 4 and 5. In bivariate analyses, employment,
knowledge of mammogram guidelines, physician recom-
mendation and knowing relatives who had a mammogram
were significantly related to age at first mammogram
(P < .05). Marital status, family income, family history of
breast cancer, and religious beliefs of health also were
associated with age at first mammogram (P < .20).

In multivariate analyses, knowledge of mammogram
guidelines, physician recommendations, and social norms
were associated with early age of first mammogram
(Table 6). Women who had knowledge of mammogram
guidelines had more than three times greater odds of hav-
ing an early mammogram (OR = 3.07; 95% CI, 1.27,
7.43). Women who had a doctor’s recommendation also
were more likely to have an early mammogram than those
without a doctor’s recommendation (OR = 3.07, 95% CI,
1.26, 7.53). Those women who had more than three rela-
tives who had obtained a mammogram were more likely to
have an early mammogram than their counterparts with no
relative or less than two relatives receiving a mammogram
(OR = 2.36, 95% CI, 1.03-5.42). Marital status and family
income were marginally associated with age at first mam-
mogram; married women were more likely to have early
mammogram than those not married (OR = 2.34,
P = 0.08). Women with higher incomes were more likely
to have early mammograms than those with low incomes
(OR = 1.28, 95% CI, 0.99, 1.65).

Religious belief of health was associated with having
first mammogram. Those who had stronger religious
beliefs of health were more likely to have their first
mammogram at or after age 40 (OR = 0.74; 95% (I, 0.55,
0.99) than those who had weaker religious beliefs of health.

Discussion
The aim of this study was to better understand the breast
health screening behaviors of African American women,

specifically their rates of screening and the factors associ-
ated with age at first mammogram. The analyses show that
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Table 4 Bivariate analysis for age at first mammogram: family background/health status (n = 213)

Age at first mammogram Age at first mammogram P-value
< age 40, odds > age 40, odds ratio
ratio (95% CI) (95% CI)
Education <12 0.57 (0.25-1.32) 0.67 (0.28-1.59) 0.404
13+ 1.00 1.00
Family income 1-7 0.92 (0.76-1.10) 0.82 (0.68-0.99) 0.114
Marital status Not married 1.00 1.00 0.116
Married 1.74 (0.84-3.61) 0.93 (0.43-1.99)
Employment Yes 0.51 (0.24-1.10) 0.33 (0.15-0.72) 0.017
No 1.00 1.00
Family history of breast cancer No 1.34 (0.65-2.78) 2.16 (0.99-4.74) 0.138
Yes 1.00 1.00
Health status 1-5 1.28 (0.85-1.91) 0.97 (0.65-1.47) 0.269
Note: The reference category is no mammogram
Table 5 Bivariate analysis for age at first mammogram: predisposing, enabling and reinforcing factors (n = 213)
Age at first mammogram Age at first mammogram P-value
< age 40, odds ratio >age 40, odds ratio
(95% CI) (95% CI)
Predisposing factors
Knowledge of cancer risks 0-5 1.08 (0.79-1.37) 0.93 (0.70-1.25) 748
Perceived risk of getting cancer 0-3 0.82 (0.56-1.21) 0.83 (0.56-1.22) 547
Religious beliefs of health 1-4 1.11 (0.82, 1.52) 0.86 (0.63-1.19) 191
Knowledge of mammogram guideline Yes 4.41 (1.96-9.94) 2.24 (1.05-4.77) .001
No 1.00 1.00
Enabling factors
Having medical insurance No 1.00 1.00 .665
Yes 1.76 (0.45-6.85) 1.73 (0.43-6.86)
Reinforcing factors
Physician’s recommendation No 1.00 1.00 .000
Yes 4.35 (1.88-10.04) 4.44 (1.90-10.37)
Number of relatives had mammogram 0-2 1.00 1.00 .007
3+ 3.10 (1.48-6.50) 1.48 (0.72-3.04)

Note: The reference category is no mammogram

the rate of screening for this church-based sample of Afri-
can American women is almost equal to the national
numbers for ever having received a mammogram (77% vs.
76.5% respectively). Similarly, the percentage of women
who screened before age 40 is consistent with prior national
research, which showed an approximate rate of 40% [18].
Analyses also showed that among the three age of
screening categories, women who had never screened were
distinguishable from those who had been screened before
age 40 in the following ways: Women who had screened
before age 40 had (1) greater odds of being knowledgeable
about screening guidelines, (2) greater odds of having
received a physician recommendation to screen, and (3)
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greater odds of having three or more female relatives who
had been screened compared to those who had never been
screened. The before age 40 screeners were not signifi-
cantly different from those who had never screened with
regard to employment and family history of breast cancer,
and were marginally distinguishable by marital status
(more likely to have screened if married) and income (more
likely to have screened if higher income).

These findings provide support for the importance of
reinforcing factors (guideline knowledge and physician
recommendations) in screening behavior for African
American women before age 40. In our sample, the before
age 40 screeners with three or more female relatives who
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Table 6 Multivariate analysis for age at first mammogram (n = 213)

Age at first mammogram
< age 40, odds ratio

Age at first mammogram
>age 40, odds ratio

(95% CI) (95% CI)

Marital status Not married 1.00 1.00

Married 2.34 (0.90-6.07)* 1.59 (0.71-3.53)
Employment Yes 1.22 (0.50-2.99) 0.74 (0.35-1.58)

No 1.00 1.00
Family income 1-7 1.28 (0.99-1.65)* 0.99 (0.79-1.24)
Family history of breast cancer No 1.67 (0.73-3.82) 0.63 (0.30-1.33)

Yes 1.00 1.00
Religious beliefs of health 14 0.98 (0.69-1.38) 0.74 (0.55-0.98)**
Knowledge of mammogram guideline Yes 3.07 (1.27-7.43)** 1.73 (0.75-3.95)

No 1.00 1.00
Physician’s recommendation No 1.00 1.00

Yes 3.07 (1.26-7.53** 0.80 (0.41-1.57)
Number of relatives had mammogram 0-2 1.00 1.00

3+ 2.36 (1.03-5.42)** 1.83 (0.88-3.78)

Note: * P < .10, ** P < .05. The reference category is no mammogram

had received a mammogram also were more likely to have
been screened themselves which suggests that female rel-
atives’ breast cancer screening practices may be an
important factor in African American women’s decision to
pursue breast cancer screening earlier than is currently
recommended. This relationship is present even though
family history of cancer, a factor that could help to explain
this link, was not a distinguishing characteristic.

The one difference between those who screened at or
after age 40 and those who had never screened was level of
religious belief regarding health. Those with stronger
religious beliefs of health had greater odds of being
screened. The characteristics generally associated with
screening, such as knowledge of guidelines, physician
recommendation, and sociodemographic characteristics,
may not be the factors that are driving mammography
screening for this age group and population. The link
between religious beliefs of health and screening behavior
may reflect the outreach targeted at faith-based institutions
to bring the message of screening to the African American
community. Maryland boasts the presence of many chur-
ches within its metropolitan area and for many African
American women faith institutions serve an integral role in
their daily lives.

There were no factors that distinguished women who
first screened before age 40 from women who first screened
at or after age 40. This finding was somewhat surprising
given the significant differences found between each age
category and women who never screened. Further study of
women from all age categories is needed to better under-
stand the phenomenon of early screening among African
American women.

Strengths and Limitations of the Research

There are several strengths to the current research. The first
is the community-based participatory research (CBPR)
approach used to conduct the study. This approach,
designed to foster community ownership and promote
replication of effective interventions, was unique in its
inclusion of the faith community as equal contributing
partners in all phases of the research process. The partners
participated in questionnaire development, data collection,
and program implementation. Although the benefits of
CBPR in breast cancer control are not the focus of this
paper, their potential to foster and reinforce early detection
and treatment through capacity building and sustainable
partnerships with community based organizations is note-
worthy. The current study adds to the body of literature on
the use of CBPR approaches to breast cancer control in
African American women.

A second strength of the study is the breadth of partic-
ipant ages. Due to current screening guidelines, many
breast cancer studies only include women age 40 and
above. By including younger women, this research was
able to assess screening behavior for an age group that is
showing a rising incidence of aggressive breast cancer.
This study also included an elderly population, older than
customarily included in breast cancer research. Older
women are surviving longer and need to be included in
breast cancer studies because they are at increased risk of
developing breast cancer as they age.

The Women’s Health Days at each participating church
provided a fitting and favorable setting for the study.
Unlike some national studies that have a broader focus [18]
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this study was designed for women only and was conducted
in the context of women’s health and spirituality. In
addition, the incorporation of spirituality, specifically as it
relates to health, allowed for an examination of spirituality
both as a context for screening behavior and a contributing
factor.

This study has some limitations. The measure for age at
first mammogram was a range rather a discrete number.
Given that the recommendation for age of first mammo-
gram has shifted from age 35 to age 40, and given the
percentage of women who reported screening before age
40, the findings would be more informative had the
research team been able to analyze discreet age at first
mammogram as it related to the screening guideline in
place when the first mammogram was obtained.

In addition, the questionnaire did not probe into why the
first mammogram was undertaken. Insight into women’s
decision-making rationale would better ground the research
findings. Other study limitations include potential self-
selection bias, limited validity of self-reported screening
history, and possible recall bias as to when the first
screening had occurred. The comparability of our screening
numbers with other studies [18] however, suggests that
these three limitations had a minimal impact on the study
results.

Implications for Future Research

More studies are needed on African American women
under age 40 who receive screening. While the behavior
clearly is practiced, little is known about why it is hap-
pening, the range of ages under 40 included in the
phenomenon, and where women are going to receive their
early mammograms. Although research indicates that,
increasingly, younger African American women are getting
breast cancer and are being diagnosed with more aggres-
sive forms of the disease, the current inaccuracy of
mammography for this age group must be considered. The
occurrence of false positives, and the financial and emo-
tional costs associated with them are potential substantial
side effects of early screening [17]. These risks should be
contemplated, for example, as physicians’ make their rec-
ommendations to women and as women make their
decisions regarding whether or not to have an early
mammogram.

The role physicians, clinics, publicly supported screen-
ing programs, and media messages may play in early
screening also is important to understanding this behavior.
Knowledge of this information can lead to providing more
effective and efficient education and intervention services
to African American women and, ultimately, working with
them to improve their breast health.
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Conclusion

Rates of screening, including early age at first mammogram,
in the church-based African American study population
were nearly identical to national rates for African American
women. Knowledge of screening guidelines, physician
recommendation, and the presence of three or more rela-
tives who had been screened all were factors related to early
age at first mammogram. Further study of why African
American women seek their first mammogram and at what
age, as well as what comprises their overall screening
behavior (i.e., follow-up and regular screening practices) is
warranted to reduce the disproportionate breast cancer
mortality risk among African American women.
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