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Four hundred two residents of a disadvantaged African American community in New Orlem were 
surveyed to determine their knowledge, attitudes, and beliefs regardhg cancer and cancer screening. 
The residents were interviewed in their homes by trained community members. Two hundred ninety 
members of the Ochsner Health Plan (OHP) were also surveyed and the results from both groups 
were compared. Both groups were health conscious and expressed a willingness to participate in 
cancer screening, Mean cancer knowledge scores were lower in the target population (4.95) when 
compared with the OHP group (5.84). Thirty-two percent of the target population could identify the 
7 cancer warning signs versus 47% of the OHP group. Similar percentages of women in both groups 
could identify risk factors for breast cancer, but a number of etiologic myths were prevalent in the 
African American community. Participants in the African American community had a more fatalistic 
view of cancer and were less trusting of the medical community, Cancer screening rates were similar 
for cervical and colorectal cancer, but a sigdlcantly higher percentage of women in the OBP group 
received regular mammograms, 83% versus 43% in the target population. Thirty4wo percent of the 
target population and 75% of the OHP group stated they had received a digital rectal examination. 
Only 34% of the African American males had received a Prostate Speciflc Antigen test versus 46% in 
the OHP group. The results of the survey identify a number of barriers to cancer screening among the 
African American community and support the need for a culturally sensitive, community=based can= 
cer education program. 

INTRODUCTION 
n 1998, the American Cancer Society estimated there would I be 1,228,600 new cases of invasive cancer diagnosed and 

564,800 cancer deaths in the United States (1). These figures 
actually represent a reduction in incidence and an improvement 
in death rates from the previous year. African Americans, though, 
still experience some of the highest cancer incidence and mor- 
tality rates of all populations in the United States (2,3). Before 
the age of 60, African Americans have a higher probability of 
developing any of the 4 major cancers (lung, breast, prostate, 
and colorectal) than all other races combined (3). Moreover, in 
1992, the age-adjusted cancer mortality rate for African Ameri- 
cans was 32% higher than those for other ethnic groups in the 
United States (3). Although there have been improvements, 
the 5-year relative cancer survival rate for African Americans is 
only 44% compared with 60% for white Americans (1). 

These national trends are mirrored locally in South 
Louisiana where African American males have the highest age- 
adjusted cancer incidence rates in the state of Louisiana (4) .  
The mortality rates for cancers of the lung, colon, and prostate 

are significantly higher for African American males compared 
with white males ( 4 3 ) .  For African American females living in 
the New Orleans area, the cancer incidence rates are similar to 
those of other racial groups, but the mortality rates are signifi- 
cantly higher for cervical, breast, and colorectal cancers (4-6). 

Many reports have examined the factors contributing 
to the increase in cancer incidence and mortality observed 
among the African American population (1,7-9). Many of these 
factors were directly related to the prevailing socioeconomic 
status of the community (1,7-9), In fact, the American Cancer 
Society’s “Special Report on Cancer in the Economically Disad- 
vantaged” concluded that in America, economic status is the 
most important factor relating to cancer incidence and survival 
(10). In the United States, a disproportionate number of Afri- 
can Americans are economically disadvantaged (8). This fact 
has a substantial impact on the increased cancer incidence and 
mortality observed in the African American community. 

In addition to the economic barriers that exist, a num- 
ber of cultural, historical and social issues among the African 
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American population have been identified that may also ham- 
per effective early detection and cancer treatment (11-16). 

The questionnaire sought information concerning the 
participant’s: 

Programs designed to promote involvement of African Ameri- 
cans in cancer prevention and detection programs must seek 
to overcome these socioeconomic barriers. A common defi- 
ciency identified in many studies has been the lack of cultur- 
ally sensitive, community-based, cancer education programs. 
These programs, which promote effective prevention strate- 
gies and active participation in cancer screening programs, may 
offer the best chance of reducing cancer incidence and mor- 
tality among the African American population (10-12,14-18). 

In 1994, the Ochsner Cancer Institute began a pro- 
gram to enhance cancer control among an economically dis- 
advantaged African American population in the New Orleans 
area. The goal of this project was to promote cancer aware- 
ness, cancer prevention, and active participation in cancer 
screening programs. Initially, a survey of the community’s 
knowledge, beliefs, and perceptions of cancer was conducted 
to gain insight into the concerns of the target community. The 
survey also explored the current screening practices of this 
community and their willingness to obtain screening tests. The 
results of this survey were used to help identify barriers to 
cancer screening and were essential in the subsequent devel- 
opment of an effective, culturally sensitive, cancer education 
and screening program in the community. 

METHODS 
The target population for this survey and subsequent 

intervention consisted of a disadvantaged community resid- 
ing in the city of New Orleans, Louisiana. This community is 
approximately 98% African American, with 85% of families hav- 
ing incomes below $15,000 a year and 61% having incomes 
lower than $5000 per year. Although disadvantaged, the com- 
munity has a very organized infrastructure, with established, 
well-respected community leaders. 

Initially, a pre-notification letter was sent to persons 
within the community informing them of the upcoming sur- 
vey. From June to August 1995, a total of 402 community resi- 
dents were surveyed. The participants were selected randomly 
and the surveys were conducted through personal interviews 
at the participants’ homes by trained community members who 
were hired to form a survey team and assist in the data collec- 
tion. The investigators and community leaders believed that 
both community participation as well as validity of the answers 
would be increased by the use of community members as in- 
terviewers. Training sessions were conducted for the survey 
team. These sessions focused on how to administer a ques- 
tionnaire, confidentiality of responses, and safety. The team 
also learned which specific screening tests were available and 
their significance. 

* overall general health and health concerns, 
. cancer knowledge, cancer risk factors, and the available 

. attitudes and perceptions toward cancer, cancer screening, 

. frequency of and willingness to participate in cancer 

cancer screening tests, 

and the medical community, 

screening programs. 

“General health” questions explored the participants’ percep- 
tions of their overall health and their opinions concerning the 
value of general check-ups. ‘Knowledge” questions included 
identifying cancer warning signs, the known causes of cancer, 
the efficacy of cancer treatment, and what screening tests are 
available and the frequency at which they are recommended. 
“Attitude and belief’ questions sought to identify some of the 
misconceptions about cancer, the perceived likelihood of get- 
ting cancer, whether cancer was felt to be a significant health 
problem, and overall trust of the medical community. 

The responses of the surveys from the target popula- 
tion were compared with responses obtained from a random 
sample of participants from the Ochsner Health Plan (OHP), 
the HMO operated by the Ochsner Clinic. A total of 900 surveys 
were randomly mailed to members of the OHP. Over the next 
2 months, 290 surveys were returned, the results of which are 
used for comparison with results from the target population. 
The investigators recognize that different methods of data col- 
lection may introduce a bias into the data, but it was felt that 
the information from the Ochsner Health Plan (OHP) group 
could serve baseline to help determine what differences may 
exist across socioeconomic and cultural lines. The results of 
the two groups were compared using a Pearson Chi-Squared 
analysis to determine significant differences between responses. 

RESULTS 
Demographics 

The demographics of the 2 groups are listed in Table 
1. As expected, significant differences were noted between the 
2 groups in regard to race, educational level, and health insur- 
ance. The 2 groups were similar with respect to age distribu- 
tion, with the majority of each group being in the 40 - 59 year 
age group. 

General Health and Health Concerns 
A significant difference was noted when participants 

were asked to describe their general health. Twenty- two per- 
cent of the target population described their health as very good 
to excellent compared with 55% of the OHP group (p<0.05). 
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The majority of those surveyed in the target population de- TABLE 1. Demographics 
scribed their health as good (44%) or fair (29%). Participants in 
both groups were health conscious, with 83% of the target popu- 
lation and 91% of the OHP group stating that they had a regular 
doctor. Moreover, 91% of the target population and 82% of the 
OHP group stated they had had a complete check-up in the 
past 5 years. When asked if they receive a check-up regularly 
(at least once a year), 54% of the target population stated “defi- 
nitely yes,” compared with 34% of the OHP group. Asked if 
getting a complete check-up was important, 76% of the target 
population and 64% of the OHP group felt it was “very impor- 
tant” to receive physical check-ups even if feeling OK. When 
asked to rank which health problems they were most concerned 
about getting, participants in the target population ranked can- 
cer second behind heart attack but ahead of high blood pres- 
sure, stroke, and diabetes. Astriking difference was noted when 
participants were asked how they would find a good doctor or 
hospital. Seventy percent of the target population stated they 
would “ask a friend,” whereas only 8% of the OHP group would 
use this method. Conversely, 76% of the OHP group stated 
they would “ask a doctor” for a recommendation; only 3% of 
the target population stated they would use this method. 

Cancer Knowledge 
Eight questions concerned general cancer knowledge. 

Although the baseline fund of knowledge was good in the tar- 
get population, significant differences were noted between the 
2 groups in the responses to several questions (Table 2). For 
the target population, the mean number of questions answered 
correctly was 4.95, with 49% of those surveyed answering at least 
6 questions correctly. For the OHP group, the mean number of 
questions answered correctly was 5.84, with 64% of this group 

TABLE 2. General Cancer Knowledge 

There are some cancers that 
run in families. 
If cancer is caught early, there 
is a good chance it can be cured. 
There are some things people 
can do to prevent cancer. 
Cutting down on fatty foods 
helps prevent cancer. 
A person can never be cured 
of cancer. 

Gender: 
male 
female 

African American 
Caucasian 
Hispanic 
Native American 

18 - 39 years 
40 - 59 years 
60 - 70+ years 

did not graduate 
high school 

high school graduate 
college graduate and 

Ethnic Background: 

Age: 

Education 

beyond 
M&td Status: 

single 
married 
divorced 
separated 

Health Insurance: 
Medicaid and/or 

Medicare 
private 
uninsured 

target population 
n=402 

% agree 
86% 

% agree 
77% 

% agree 
65% 

% agree 
55% 

% disagree 
54% 

~~ 

Target population OHP group 
n=402 

45% 
55% 

97% 
2% 
1% 
1% 

11% 
70% 
19% 

60% 

29% 
11% 

42% 
27% 
16% 
15% 

63% 

21% 
16% 

OHP group 
n=290 

% agree 
95% 

% agree 
92% 

% agree 
84% 

% agree 
63% 

% disagree 
75% 

n=290 

33% 
67% 

11% 
80% 

2% 
5% 

1% 
95% 
4% 

7% 

53% 
40% 

9% 
78% 
10% 
3% 

2% 

98% 

p Value 

(p < 0.001) 

(p < 0.001) 

( ~ - 4 . 0 5 )  
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answering at least 6 questions correctly. This 
difference was significant @<0.05). Participants 
were asked to identify the 7 cancer warning signs 
out of a list of 12 symptoms. Thirty-two per- 
cent of the target population and 47% of the 
OHP group were able to identify all 7 warning 
signs. For the entire list of 12 symptoms, 9% of 
the target population and 21% of the OHP group 
were able to correctly identify at least 9 of the 
12 symptoms as to whether or not it was a warn- 
ing sign for cancer. This difference was also sig- 
nificant (p<0.05). 

With respect to specific cancers, 37 % 
of the target population and 43% of the OHP 
group were able to identify risk factors for 
colorectal cancers. This difference was not sig- 
nificant. A significantly higher percentage of 
women in the OHP group could identify the COP 

rect frequency recommended for screening 
mammograms in women over 40 years old (89% 
vs. 62% in the target population). The percent- 
age of women in each group that could identify 
risk factors for breast cancer was similar and no 
differences were seen except when asked if fam- 
ily history of breast cancer was a risk factor. 
Ninety-three percent of the OHP group identi- 

TABLE 3. Cancer Beliefs and Attitudes 

Cancer is a death sentence 

Exposure to air will cause 
cancer to spread. 74% 

% agree 

% agree 
for most people. 3% 

. _  k 

A hard bump or knock can 
cause cancer. 60% 
I really don’t think I will get 
cancer. 46% 
If I got cancer, I would rather 
not know it. 21% 

% agree 

% disagree 

% agree 

om group 
n=290 
% agree 

26% 
% agree 

37% 
% agree 

21% 
% disagree 

24% 
% agree 

6% 
If I’m going to get cancer, I’m % disagree 
going to get it, so I don’t worry 56% 
about it. 

% disagree 
67% 

I sometimes find it difficult % agree 
to talk to doctors. 24% 

es do not trust what % agree 
doctors tell me. 35% 
Getting treated for cancer can % agree 
be worse than the disease. 36% 

% agree 
12% 

% agree 
26% 

% agree 
29% 

fied this as a risk factor, while only 67% of women in the target 
population felt it was a risk factor (pC0.05). Significant differ- 
ences were noted in the percentage of women in the target 
population that incorrectly identified “a blow to the chest”, “drug 
addiction”, and “breast feeding” as risk factors. The most strik- 
ing difference was “a blow to the chest”, where 67% of the tar- 
get population thought this was a risk factor versus 26% of the 
OHP group. 

Both groups had equal numbers of male participants 
who identified “high fat diet” as a possible risk factor for pros- 
tate cancer, but a significantly higher percentage of men in the 
target population correctly identified being a “black male” as a 
risk factor (39% vs. 12% for the OHP group). 

Cancer Beliefs and Attitudes 
Fourteen questions were asked concerning cancer 

beliefs and attitudes as well as overall attitude towards the medi- 
cal community. A number of significant differences were noted 
in the responses to the questions (Table 3). In general, the 
participants in the target population tended to harbor more mis- 
conceptions, have a more fatalistic view of cancer, and be less 
trusting of the medical community. Most still felt, though, that 
cancer was a significant problem in the African American com- 
munity and were worried about developing cancer. A total of 8 

p Value 

(p<O.OOl) 

(p<O.OOl) 

(pcO.001) 

( ~ ~ 0 . 0 3 )  

(p<O.OOl) 

(p<O.OOl) 

(p<O.OOl) 

questions were used to evaluate the group’s overall attitude 
towards cancer and cancer treatment. An overall positive atti- 
tude was given if participants responded in a positive fashion to 
at least 6 of the 8 question. In the target population, 43% of the 
group had an overall positive attitude versus 60% of the OHP 
group. This difference in overall attitude was significant 
( ~ ~ 0 . 0 5 ) .  

Cancer Screening 
In general, participants in the target group stated they 

were willing to participate in cancer screening programs. Eighty- 
five percent stated they would consent to cancer screening tests 
if ordered by their doctor, and 62% felt it would be “no prob- 
lem’’ for them to get away from family or job to present for such 
testing. Concerning specific cancers, similar percentages in the 
target population and the OHP group had had a flexible sigmoi- 
doscopy in the past, 26% and 30%, respectively. Likewise, a 
similar percentage of those surveyed (66% target population 
and 78% OHPgroup) stated they would be willing to undergo a 
flexible sigmoidoscopy if it was ordered by their doctor. For 
women surveyed, 80% of the target population and 94% of the 
OHP group stated they had had a mammogram. More impor- 
tantly, there was a significant difference in the percentage of 
women who stated that they received mammograms on a regu- 
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lar basis (every 1-2 years), 43% for the target population com- 
pared with 83% for the OHPgroup. The percentages ofwomen 

relationship could not be concluded, since in some cases knowl- 
edge was gained from prior screening experiences. Indeed, it 

who had had Pap smears and received them on a regular basis 
were essentially the same for both groups. 

Significant differences were noted between the men 
of the target population and the OHP group with regard to 
prostate cancer screening, Only 32% of the men in the target 
population had ever had a digital rectal examination and re- 
ceived them on a regular basis. For the men in the OHP group, 
75% had had a digital rectal examination and 61% received them 
on a regular basis. Only 34% of the target population had ever 
had a prostate-specific antigen blood test compared with 46% 
of the OHP population. Moreover, 30% of the men in the tar- 
get population stated they had never heard of the prostate 
gland. 

DISCUSSION 
Many reports document the relationship of socioeco- 

nomic factors to cancer screening, but less is known of the 
relationship between a person’s knowledge, attitudes, and 
beliefs regarding cancer and the likelihood of their participa- 
tion in cancer screening programs (12,19,20). This study com- 
pared the attitudes, perceptions, and cancer knowledge of Af- 
rican Americans in a lower socioeconomic community with 
those of a predominately white, middle-to-higher socioeco- 
nomic community. Although similarities exist, the results of 
this survey revealed a number of factors that may negatively 
impact the participation of African Americans in cancer screen- 
ing programs. 

In this study, the participants of the target popula- 
tion were as concerned about their health and general health 
maintenance as those in the OHP group. The percentage of 
participants who felt getting a regular check-up was very im- 
portant and received check-ups on a regular basis was actually 
higher in the target population despite not being in an HMO 
network. The vast majority of the target population also stated 
they would participate in cancer screening programs if ordered 
by their physician. These data suggest that the discrepancies 
in health care between those of lower and higher socioeco- 
nomic status are not simply a result of apathy among those in 
the disadvantaged population. Other investigators have docu- 
mented the willingness of African Americans to participate in 
health maintenance programs once socioeconomic and cul- 
tural barriers are addressed (11,2422). 

The relationship between overall cancer knowledge 
and whether it may predict for subsequent participation in 
cancer screening programs has been examined (19). Although 
increased knowledge generally predicted for increased partici- 
pation in cancer screening programs, a direct cause-and-effect 

was unclear whether prior screening predicted or increased 
cancer knowledge or whether knowledge predicted increased 
participation in cancer screening. 

Similarly, in this study, compared with the African 
Americans in the target population, the OHP group had signifi- 
cantly higher cancer knowledge scores and a higher percent- 
age received regular screening for breast and prostate cancer. 
Again, though, it is unclear if this improved knowledge lead to 
increased screening or whether the knowledge was gained from 
prior screening experiences. For this particular study, the re- 
sults of the survey indicate a need to develop educational pro- 
grams for the target community that would focus on the etiolo- 
gies, warning signs, and natural history of cancer. 

The 2 groups were similar with regard to cervical 
screening. This fact is most likely related to the ease at which 
Pap smears can be performed. It is surprising, though, that so 
few African American men in the target population (32%) re- 
ported ever having a digital rectal examination- a test that is, 
likewise, very easy to perform. This suggests another barrier to 
cancer screening may be physician reluctance to recommend 
or perform screening tests. Indeed, Griffith and Willliams have 
identified a number of barriers to cancer screening that primary 
care physicians must overcome to provide effective health care. 
These included confusion over standard screening guidelines, 
time constraints, knowledge deficits, and personal emotion (23). 

In examining the beliefs and attitudes of the African 
Americans in the target population, further potential barriers to 
cancer screening can be identified. The first is the number of 
misconceptions and myths about cancer that are still very preva- 
lent in this community. One explanation for this observance is 
cultural, in that, within the African American community an enor- 
mous amount of information is disseminated by word of mouth. 
This fact was actually illustrated in this survey when participants 
were asked how they would find a good doctor or hospital. The 
majority of the participants in the target population (70%) stated 
they would “ask a friend.” Given that this mode of communica- 
tion is so prevalent, many myths about cancer and health care 
are continually passed from generation to generation within the 
African American community. This observance would also sug- 
gest that effective educational methods should be targeted to 
small groups within the community and made as personal as 
possible, with less reliance on the mass media. 

Another very important potential barrier that can be 
identified from these results is an attitude that has been termed 
cancer fatalism. This overall pessimistic view of cancer and 
cancer treatment in the African American community has been 
cited as an important barrier to effective cancer screening (15). 
Friedman et al. reported that among women participating in 
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no-cost breast screening, African American women were more 
likely to report cancer-related fears and worries as barriers to 
mammography (24). Indeed, in the present study, a significantly 
higher percentage of the target community had an overall 
negative attitude towards cancer and felt that most cancers were 
incurable. 

CONCLUSION 
This study illustrates a number of differences that ex- 

ist in the knowledge, attitudes, and beliefs of African Americans 
in a lower socioeconomic community compared with persons 
of a higher socioeconomic status. The results suggest that well- 
developed cancer educational programs might help to increase 
the participation of this community in cancer control programs. 
These educational programs would help inform the African 
American community about effective cancer prevention and 
screening, as well as help to dispel the cancer myths and mis- 
conceptions that still exist. These programs could also help to 
decrease the fatalistic attitudes that exist by addressing the fears 
and worries about cancer and cancer screening. These educa- 
tional programs could also be used to help inform primary care 
physicians in the community of proper cancer screening guide- 
lines. 

Using the results of this study, the investigators, along 
with community members, have begun to develop an effective 
program of cancer control. 
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