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ABSTRACT

A CHARACTERIZATION OF FAMILY HEALTH:
IMPLICATIONS FOR BREAST CANCER SCREENING

By

Susan K. Hoppough

The goal of this qualitative research was to explore
family ecosystem and life course factors associated with
women’s participation in breast cancer screening. This
qualitative research involved 10 women, five self-described
as White, and 5 self-described as African American, aged
40-55 years old. The intent of this research was to delve
into how these women described factors associated with
family ecosystem cultural values and beliefs in the context
of life course influences on their decision to participate
or not participate in breast cancer screening.

Concepts from family ecosystems Bubolz, Sontag, and
the life course perspective by Price, McKenry & Murphy,
provided the context for exploring factors associated with
participation in screening. In this qualitative study,
participants completed semi-structured interviews and
completed ecomap descriptions of social, family, and work

relationships.



Analysis of the data revealed five themes as factors
contributing to the use of health care services and breast
cancer screening. Learned health behaviors, knowledge
dissemination, selective health messaging, access to
services, and personal responsibility were consistently
identified throughout the interview data.

While the theories presented formed the foundation
for this research and helped to understand learned health
behaviors and the use of screening services, the influence
of communication within the family is limited. The use of
a communication theory may have helped to understand the
rationale behind the selective health messaging revealed in
this study. Also, while the family ecosystem stresses the
decision making processes used within the family in
relation to values, needs, goals and standards, it does
nothing to understand the barriers faced by women when they
decide to use the services and the services are simply, not
available. A focus on a communication theory and a social
exchange theory would allow investigation in these

unexamined areas.
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Chapter 1

INTRODUCTION

The goal of this qualitative research was to explore
family ecosystem and life course factors associated with
women’s participation in breast cancer screening. From an
ecosystem perspective, the research was to also explore if
there were values and beliefs expressed associated with the
decision to participate in screening that may be indicative
of culturally specific attributes of individualism and
collectivism. The life course factors explored included
both normative and non-normative events and transitions
that influenced the decision-making process.

This qualitative research involved 10 women, five
self-described as White, and 5 self-described as African
American, who were aged 40-55. The intent of this research
was to delve into how these women described factors
associated with family ecosystem cultural values and
beliefs in the context of life course influences on their
decision to participate or not participate in breast cancer
screening. The rationale for selecting this age range
included the recommendation for annual mammography
beginning at age 40 (ACS, 2003) and the many life course

transitions and events experienced at this time by women



individually and as family members. Each woman
participated in one semi-structured interview designed to
explore family ecosystem and life course factors associated
with the decision to participate in screening. Women also
completed an ecomap to describe the relationships within
their life course. A review of the literature revealed a
paucity of qualitative studies that have explored these
factors among women who are educated, have higher levels of
income and health insurance.
Background Information

This interest in breast cancer screening began with my
mother’s diagnosis of breast cancer. In particular, my
mother is someone who, according to the literature, would
most likely participate in screening on a regular basis and
if diagnosed with breast cancer, the cancer would be in the
early stages of the disease. That is, she is White, middle
class, and a high school graduate. She had insurance
coverage for her medical care, had a physician, and
participated in regular screening. In addition, I am a
nurse and could have provided her with additional
information in her decision-making process. Yet, I was
unaware that she was symptomatic of a breast lump for four
years preceding her diagnosis. At the time of her first

diagnosis, the breast cancer had metastasized to her



axillary lymph notes, reducing her chances of long-term
survival. She developed an ipsilateral recurrence of the
breast cancer fiver years after the initial diagnosis.
These led me to wonder what factors contributed to her
decision-making related to screening and to the persons she
included in the decision-making process. In my mothers’
case, participants in the discussion included only her
spouse and her physician.

After that experience, I participated in studies that
focused on the caregiving cf patients with cancer and
cancer screening in primary care and Medicaid managed care
organizations. As a doctoral student, I enrolled in
courses that focused on underserved populations, including
the elderly and ethnically diverse groups. There are common
themes both experientially, within the literature and
through anecdotal accounts about those who do not
participate in screening. That is, racial/ethnic group
membership, lack of education and lack of health insurance
increase the likelihood of late stage diagnosis of cancer
(Mikey, Vezina, Worden & Warner, 1997; Ayanian, Kohler, Abe
& Epstein, 1993) as a result of non-participation or late
participation. So, what was different about my mother and
other women like her, and why was her experience more like

that of women in certain racial/ethnic groups, and those



with low income and less education? The ideas for this
study arose from this background knowledge, from continuing
scholarly pursuits in understanding breast cancer
screening, and personal family experience with breast
cancer.

Study significance

In 2003, an estimated 211,300 women with invasive
breast cancer will be diagnosed and an estimated 39,800 are
expected to die from the disease (ACS, 2003). In Michigan,
7,500 women will be diagnosed and an estimated 1,400 will
die from breast cancer in 2003 (ACS, 2003). Also, an
estimated 55,700 new cases of in situ breast cancer will be
diagnosed with 85% specifically ductal carcinoma in situ.
These breast cancers are those that are diagnosed as a
result of screening with mammography (before invasive
breast cancers are felt) (ACS, 2003).

Screéning for breast cancer includes diagnostic tests
recommended to all age-eligible women with the purpose of
diagnosing early rather than late stage or invasive cancer.
Between 1991 and 1995 early detection and improved
treatment contributed toward a reduction in the U.S
mortality rates (1.4%) related to breast cancer among
younger women. The goal of early detection is to reduce

mortality rates by discovering early stage cancer, when



cure is more likely and treatment is less traumatic
(Caplan, 1997; Kerlikowske, Grady, Rubin, Sandrock &
Ernster 1995; Stowe & Schumann, 1999). Breast cancer
continues to rank second in cancer deaths in women. As a
result of both early detection and improved treatments,
mortality rates after 1995 have declined by 3.2% with the
largest decrease in White and African American younger
women (ACS, 2003).

Women face a range of barriers to appropriate
screening that includes lack of insurance, knowledge, and
transportation. Programs such as the Breast Cancer and
Cervical Cancer Program (Anonymous, 19293) have mitigated
some of these access barriers by providing programs that
offer mammography in mobile units to patients at low or no
cost. The Breast and Cervical Cancer Mortality Act of 1990
focused on increasing screening for women with low income,
limited access to insurance coverage, and minority group
membership (Anonymous, 1993). In Michigan, in the second
year of the program, locations for women to receive breast
and cervical cancer screening increased by 260%, from 24 to
62 locations (Anonymous, 1993). Targeted programs and
efforts to increase breast and cervical cancer screening
among American Indian women include the training of nurses

to deliver services though outreach programs (Petersen,



Trapp, Vierkant, & Sellers, 2002). The American Cancer
Society and other organizations offer educational seminars,
workshops, and print media to increase knowledge related to
cancer screening with the purpose of increasing the use of
breast cancer screening services.

As stated by the 2000 Behavioral Risk Factor
Surveillance System (BRFSS) in the Breast Cancer Facts &
Figures (ACS, 200la), the percentage of women in the United
States over the age of 40 who had a recent mammogram was
62.6%. Even with efforts to increase access, those least
likely to report having a recent mammogram were women with
low income or less than a high school education and women
from certain ethnic/racial groups (ACS, 200la). We know
little about the influence of life course events and family
ecosystem factors associated with the use or non-use of
breast cancer screening. In addition, we know little about
how efforts to address these factors may increase
screening.

To gain a better understanding of life course and
family ecosystem influences, this study explored factors
related to breast cancer screening and health among those
women most likely to participate in screening—White women
and African American women with higher levels of education

and health insurance. It is known that low income and less



education are descriptors of women who are less likely to
participate in screening (ACS, 200la). By selecting women
who have higher levels of income and education it was felt
that family ecosystem and life course factors associated
with the decision to participate in screening services
would be more evident in the targeted sample of White and
African American women. Little is known about the factors
that women consider when making the decision to participate
in screening. This study explored the influence of health
values and beliefs within a life course and a family
ecosystem perspective on this decision-making process.
Theoretical Framework

Concepts from family ecosystems (Bubolz & Sontag,
1993) and the life course perspective (Price, McKenry &
Murphy, 2000) provided the context for exploring factors
associated with participation in screening.
Family ecosystems

The family ecosystem model involves three separate
environments in which the environed unit (family) interacts
with the human built/technological, social/cultural, and
natural/physical environments. The social/cultural
environment proposed by Bubolz and Sontag (1993) includes
the relationship of other people to families (neighbors

within communities), cultural constructions in the form of



norms, cultural values and patterns of behavior, and
social/economic institutions that influence behavior.
Families interact and are interdependent with these
influences. Social/cultural environmental factors of
interest for this study include knowledge and beliefs about
health that form the norms and patterns of behavior and how
individuals view responsibility toward the health of those
with less access to health care. Exploring these factors
and whether they can be identified as culturally specific
attributes of individualism versus collectivism are of
interest in this study.

The social/cultural ecosystem considers family
values, needs, the use of resources, and decision-making
related to problem solving and achieving family goals
(Bubolz & Sontag, 1993). Decision-making within the
ecosystem model is an important consideration in whether or
not women participate in screening. Decision-making
functions to maintain the family’s most important values
and brings about non-disruptive change (Bristor, 1990).

Within a family, decision-making is based on an ideal
state, and motivation is required in order to make a
decision (Bristor, 1990). Problems arising within a family
during decision-making occur when conflict exists between

the self-interest of an individual and family well-being.



At other times, problems arise when a decision is based on
conflicting values within the family system (Bristor,
1990). Components of a decision include values, goals,
standards, and needs. Decision-making is a process
requiring recognition of the need for a decision, weighing
acceptable alternatives and facilitation of action toward
the alternative. While people have different decision-
making styles, all decisions reflect a process of ordering
information for reflection and choice (Bristor, 1990).

Decision-making includes both ratiocnal and irrational
components based on values, historical events influencing
the decision, feelings, facts and observations of past
decisions. Consequently, decision-making discriminates
between useful and unimportant information and ends in an
action that will achieve the objective. At times,
individuals and families choose a course of action that 1is
the least challenging and may not always be the best choice
(Bristor, 1990). This model of decision-making may explain
why uninsured or underinsured women chose to not
participate in screening. The decision may be the result
of weighing alternatives (paying out of pocket expenses for
the test versus using resources to meet other family needs)
and the conflict between self-interest and family well-

being.



The family ecosystem model lends itself to exploring
the decision-making process and social/cultural influences
women experience through interactions with health care
organizations that provide cancer-screening services.
Despite efforts and supports for breast cancer screening,
20% of all age eligible women continue not to participate,
and even fewer participate on a regular basis (ACS, 2001A).
Life course factors

A iife course perspective provides the opportunity to
view the individual within a family over the course of time
with both a micro and macro system approach. The life
course incorporates the effects of historical,
generational, and individual time as influences on the way
that individuals and families experience tasks and
transitions (Bengston & Allen, 1993; Price et al., 2000).

A life course view also allows for exploring the way that
individuals interact with ecosystems in terms of their
historical, generational, and individual times and how
these perspectives affect transitions and events
individuals may experience. Figure 1 schematically
represents the ecosystem and life course frameworks related
to participation in breast cancer screening. This figure
represents the interrelationships between and among the

family ecosystem environments superimposed along the life
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course perspective to demonstrate the varied factors
influential in the decision to participate or not, 1in
breast cancer screening (Figure 1).

Figure 2 represents conceptually, the factors
influencing the decision to participate in breast cancer
screening. The shaded area surrounds factors associated
with the cultural context in which decision-making occurs.
The cultural context includes knowledge, beliefs, and
values related to breast health that influences the
decision to participate in breast screening. The broken
lines connected to income, education, and insurance
represent those confounding factors eliminated in the
sample selection process. Race is highlighted because only
White and African American women will participate in the
study, and the literature demonstrates there is a racial
difference in screening for breast cancer (Wesley, Trapp,
Vierkant & Sellers, 2002).

Figure 3 represents the decision-making process that
includes recognition of the need, the value of health, the
goal of participating in cancer screening and the standard
used to measure the goal. This decision-making is an
individual decision that occurs within the context of the

family and may compete with the needs of the family.
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Figure 1. Theoretical Framework Underlying Research
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Figure 2. Conceptual Framework: Factors Influencing

Decision Making.
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Figure 3. The Decision Making Process of Breast Cancer
Screening
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The individual emotional component and the recognition of
need for mammogram also may be influenced by fear related
to breast cancer (Bryant & Mah, 1992; Savage & Clarke,
2001). This model (Figure 3) also represents how family
relationships may mitigate this fear and influence the
decision-making process in a positive way.

To date, very little research has focused on the
factors that facilitate participation in breast cancer
screening. Using a family ecosystem and life course
perspective to explore the decision-making surrounding
screening may help to understand the process.

Purpose

The primary focus of this gqualitative research is to
explore family ecosystem and life course factors associated
with health beliefs and the decision-making process related
to the use of breast cancer screening services.

Objectives

The short-term objectives of this research are:

1. To explore the influence of beliefs and values about
health on the decision to participate in breast cancer
screening.

2. To explore the influence of life course transitions and

events on participation in breast cancer screening.
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3. To explore characteristics of women aged 40-55, that
reflects culturally specific attributes.
Research Questions
The general research questions that guide the design
of this qualitative study are:

1. How do women describe their health needs in
relationship to their family?

2. Where do women learn about their breast health needs?

3. What family related factors do women consider when
making the decision to participate (or not) in breast
cancer screening?

4. What are the effects of life course transitions and
events experienced by women on their participation in
breast cancer screening?

5. How do women perceive their family relationships, life
course transitions and events as influential in their
decisions to participate in breast cancer screening?

6. What factors described by women in their decision to
participate (or not) in breast cancer screening can be
described as culturally specific attributes?

Conceptual Definitions
The following conceptual definitions relate to the
research objectives, the research questions, the developing

model, and the review of the literature.
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Breast cancer screening: refers to a clinical breast

examination (CBE) performed by a health care provider
during a physical examination, and mammography.
Mammography is a form of breast x-ray. The ACS (2003)
recommends women forty years and older have both annually.

Decision-making: refers to a deliberate and conscious act

of selecting from two or more choices into a course of
action (Bristor, 1990).

Age eligible: refers to the age boundary set by breast

cancer screening guidelines. For this study age
eligibility refers to women who are age forty years or
older because the ACS (2003) recommends annual examinations
for clinical breast examinations and mammography at this
age.

Culture: refers to a complex ethnographic collection that
includes learned group behavior (Clifford, 1988).

Culturally specific attributes: refers to those attributes

of a culture identified as individual or collective in
nature (Triandis, 1995).

White: another term used to describe individuals of
European descent (Smedley, 2001), at one time referred to
as Caucasians.

Race: refers to a controversial and ideological term

socially created to represent and structure the world, and
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to categorize individuals and explain differences based on
racial differences and used to describe groups who share
the same origin (Miles, 1993).

Individual time: refers to chronological time and focus on

periods of one’s life. Individual time also includes
cohort time or age categories based on the time of birth
(Price, et al., 2000).

Historical time: refers to societal (macrolevel) changes

over time and how these changes affect the individual and
family (Price, et al., 2000).

Generational time: refers to the rank order of individuals

within a family and the roles/expectations associated with
those positions (Price, et al., 2000).

Value: refers to something held in high esteem or deemed
important (Bristor, 1990).

Geoals: refers to elements of a decision that have a
foundation in a value (Bristor, 1990).

Standards: refers to a measure or model for comparison.
Standards indicate a degree or measure of strength in a
value and sets limits of what is acceptable in working
toward a goal (Bristor, 1990).

Collectivism: refers to a social pattern of linked

individuals who view themselves as parts of a collective

(family), are motivated by the norms and duties of the
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collective, give priority to the collective over their own
personal goals, and emphasize their connections to the
members of the collective (Triandis, 1995).

Individualism: refers to a social pattern of loosely linked

individuals who view themselves independent from collective
groups, are motivated by their own preferences or needs,
prioritize their own goals over the goals of the
collective, and emphasize the advantages or disadvantages
to associating with others (Triandis, 1995).
Models

The model in Figure 1 represents a theoretical
framework of the relationships between life course and
ecosystem factors influencing breast cancer screening.
Fluid boundaries, shown as broken lines, exist within and
between each environment and the life course experiences of
the individual living within a family unit.
Environed unit and life course

Individuals in this study, from an ecosystem
perspective, are members of families. From a life course
perspective, the participants in this study also are from
the same generational time. Consequently, they may be
experiencing similar life course transitions and events
characteristic of mid-life. Examples of these events may

include, but are not limited to, experiences such as
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children leaving home (normative event), divorce and other
changes in the marital dyad (non-normative events), or
caring for aging parents (normative event).
Social/cultural environment and life course

Within this study, the social/cultural environment
includes cultural norms (beliefs and values about breast
health) related to participation in cancer screening that
is influenced by membership within a social group. As
members éf the same cohort, each of the participants has
experienced a similar historical context that may influence
the decision to participate in breast cancer screening.
However, because of differences in race, the historical
events influencing the decisions may have been experienced
differently by the White and African American women.
Human built/technology and life course

The human built /technological environment in this
model includes the health care system and the health care
provider. While not a focus of the research questions, the
human built/technology environment is an important part of
the ecosystem model and may influence access to screening
via health insurance, transportation, screening equipment,
and facility use.

In Figure 1, a time line drawn over the ecosystem

environments represents the ongoing and ever-changing
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influences of life course transitions/events experienced by
women as they move through developmental stages. The
double-headed perpendicular arrow represents the
interactive effect of the family ecosystem and life course
transitions on the decision to participate in breast cancer
screening. Ultimately, the patient, who is a member of a
family and possesses a set of beliefs that interact within
a social/cultural environment, transforms knowledge that
may or may not result in participation in breast cancer
screening.

The conceptual framework (Figure 2) and the decision-
making framework (Figure 3) represent what may be factors
associated with breast cancer screening for most women. It
is within the context of these models that this research
will be developed. 1In summary, this research focuses on
family ecosystem and life course transitions/events that
influence women’s perceptions of health and participation
in breast cancer screening. This focus will lead toward a
fuller understanding of the influence of family
relationships versus race/ethnicity in the decision to
participate in appropriate screening services.

Overview of subsequent chapters
This chapter outlined the importance of this research

and introduced the research questions. Chapter 2 presents
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a review of the literature that examines the foundation for
this research within the context of the family, cultural
attributes (of individualism versus collectivism), the
intersection of race, class and gender. Chapter 3 links
the supporting theory and research questions with the
methods used to conduct this qualitative research,
including rationale for the processes employed. Chapter 4
displays and discusses the research findings. Chapter 5
summarizes the findings and provides recommendations for
further research as well as limitations of this study in

answering the research questions.
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Chapter 2

LITERATURE REVIEW
This literature review begins with an exploration of
family health, family systems and the concepts of
individualism versus collectivism as cultural attributes.
In addition, the concepts of race, class, and gender are
reviewed to add a contextual frame of reference for
examining participation in breast cancer screening
experienced by women. This context is important in
understanding the environments in which women interacts
that influence breast cancer screening participation.
Overview

Overall, screening methods for detection of breast
cancer have led to the diagnosis of early stage disease.
However, barriers to screening remain for women,
particularly for women with low income, low education and
those from minority populations. That is, barriers to
cancer screening may in part, be the result of
social/cultural beliefs within the family and disparities
related to the intersection of race, class, and gender.
Family health

Family health is an ambiguous concept (Denham, 1999a).

While the focus of this research is not family health, it
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is important to understand that family members are
interdependent, and the health of one individual affects
the health of the family. Key findings in one study of the
definition of family health and practice in a sample of
Appalachian families concluded that mothers were
responsible for family health, members of families
participated in health routines, family health was affected
by social/cultural practices and beliefs, the incorporation
of health knowledge in daily routines within the family was
inconsistent, and community and culture affect family
health (Denham, 1999%a). Within this study, families of
origin played important roles in shaping health beliefs and
practices. However, these beliefs and practices among
children were influenced by social contexts including peer
relationships, media, and teachers. Spiritual values and
family traditions also affected parental health beliefs and
values (Denham, 1999a).

In the same study (Denham, 1999a), families used
health routines to translate individual beliefs into family
behaviors. Examples of these routines included dietary
practices, sleep, activity, avoidance behaviors, and
medical consultation. Family members then used the health
routines to “a) support developmental processes, b) avoid

illness, disease, and injuries; c) attain, sustain, and
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regain member health; d) obtain and distribute health
resources, and e) construct unique family health
paradigms”, (Denham, 199%9a, p. 140). Family health is an
important consideration in linking individual health
variables with family structure, function and the context
in which individuals live (Denham, 1999%a).

In another study of family health among economically
disadvantaged families (Denham, 1999b), households were
identified as the location where family members integrated
knowledge about health and health beliefs (Denham, 1999b).
Within this group of disadvantaged families, members were
more concerned about learning to live with medical
problems, changing behaviors, accessing enabling resources,
and other issues rather than increasing services related to
pregnancy, having more providers in the community and
getting more health knowledge (Denham, 1999b).

Family legacy is another concept to consider in
understanding family health. Family legacy is a “living
tradition, an aspect of the family’s life world reshaped
over time” that connects the family’s past with its present
and future (Plager, 1999). Family legacy, and the stories
families tell, demonstrate how families develop meanings
about family health concerns and how the family then puts

those meanings into practices, habits, and activities
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(Plager, 1999). These practices then act to promote or
detract from family and individual health (Plager, 1999).
Understanding family legacy and the contribution
family legacy makes to health choices in terms of health

promotion and disease prevention may provide some
understanding of participation in cancer screening.
Family and health messages

As an outcome of the autobiographical nature of this
study, a review of the literature related to health
communication within the family was added. Understanding
health within the context of the family requires
consideration c¢f family communication. A brief review of
the literature offers some insight into current views of
family communication and health related factors.
Fitzpatrick and Badzinski (as cited in Fitzpatrick &
Ritchie, 1993) determined that the “nurturance of family
members takes place primarily through the exchange of
verbal and nonverbal messages” (p. 565). Both the style of
communication and the content of messages vary within
families and cultures. For example, variation in the style
of eommunication occurs within individualistic versus
collectivistic cultures. Individualistic cultures
encourage self-expression while collectivistic cultures

encourage self-censoring (Ng, Loong, He, Liu & Weatherall,
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2000). Within the family ecosystem model, communication is
viewed as one of the most important interactive processes
within the family. As a result, information and meaning
within the family and between systems occurs (Bubolz &
Sontag, 1993).

Family communication patterns have been examined to
determine the development of reticence among children
(Kelly, Keaten, Finch, Duarte, Hoffman, & Michels, 2002).
The author’s studied 155 students involved in a university
based reticence program to determine the influence of
family communication as contributing to the development of
reticence. Kelly, et al. (2002), determined that reticent
individuals have families with inhibited or absent
communication patterns. The author’s suggest that the
development of coping skills for dealing with negative
emotions is prevented from developing as a result of this
inhibited communication style.

Lytle, Birnbaum, Boutelle & Murray (1999) explored the
context of health messages within the family and issues
faced by teenage children. In a study of 309 parent and
teen pairs, participants were asked to rank order various
topics included in family discussions. The author’s
suggest that parents prioritize health topics within family

communication and that those messages viewed, as low risk
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may not be communicated within the family or topics such as
sex, may be avoided. Within this study, low socioeconomic
groups of African American parents significantly discussed
eating habits more frequently than White adults. The
author’s also noted that avoiding the discussion of health
promotive behaviors during adolescents may lead to adult
behavior patterns that are difficult to change.

Recent research related to health communication
provides some suggestions for the development of effective
health messages for women. Health communication strategies
for addressing barriers to breast cancer screening among
African American women were identified by Frisby (2002).
The ninety-two women in this study were asked to identify
risks associated with breast cancer and to determine the
use of advertisements within African American publications
to increase knowledge about breast cancer prevention.
Results of the study revealed negative thoughts and
feelings about breast cancer and little knowledge or
understanding about risk factors. Frisby suggests that to
persuade African American women participate in screening,
advertisements of African American women role models and
survivors must be used. Women in this study also suggested
the use of rational advertising appeals that included

causal and risk related information.
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Childhood is the time when health behaviors and
lifestyle patterns are established and persist throughout
adulthood (Misra & Aguillon, 2001). Parents represent one
of the most influential groups in the acquisition of health
promotion behaviors such as eating behaviors and smoking.
Misra & Aguillon (2001) studied the predictors of health
behaviors in rural adolescents and concluded that nutrition
and physical activity levels are under the influence of
parents. The level of education of the parents predicted
the dietary habits of the adolescents. The authors also
stressed the influence of peer groups on health behaviors
especially among females. As a result of the increase in
dual career and single parent families, the author’s
suggest the need for enhanced health education programs in
rural areas to improve levels of good health behaviors.

In summary, communication within the family is an
important interactive process. Family health communication
occurs differently between families. Both the style of
communication and the perception of priority topics may
contribute to the development of behavior patterns in
adulthood. Behaviors are learned in the family and in
response to peer influence. These behavior patterns may be

difficult to change and may require specific strategies to
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promote the use of preventive methods related to breast
cancer screening.
Life course and transitions

The concept of health related to life course
transitions is receiving increased attention among health
researchers. A life-course view recognizes the cumulative
effects of factors learned in early childhood upon the
production of disease in later life (Smith & Hart, 2002).

Halfon and Hochstein (2002) offer a framework for
measuring health, health system design and long-term care
investment in health development entitled the Life Course
Health Development (LCHD). According to the authors, "the
most important implication of the LCHD framework is the
need to treat health development as a long-term
investment". That is, focused attention on the health of
children will result in improved health experiences in mid-
life and old age (Halfon & Hochstein, 2002). Within the
LCHD model, environments are dynamic and provide varied
influences on the lives of individuals that are stage
dependent. While peer influences shape the health
development of adolescents, social networks and systems
influence the lives of older adults (Halfon & Hochstein,

2002).
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A life course perspective has been used to understand
childhood gender inequality across the life course
(Baunach, 2001). Using bivariate, multivariate, and
cluster analysis, the author examined childhood gender
inequality in preindustrial societies where childhood often
does not exist or exists in a rudimentafy form. The
simplicity of preindustrial societies was an important
consideration in examining childhood gender inequality.
Using da£a from the Standard Cross-Cultural Sample, 186
societies were included in the study. Within this study,
economic and familial factors consistently were associated
with childhood inequality. While family and economics have
a greater effect on childhood gender inequality, politics
contributed more to adult gender inequality (Baunach,
2001).

A life course perspective lends itself to
understanding the lives of older adults in retirement,
grandparenting, and their economic well-being (Kim & Moen,
2002; Crosnoe & Elder, 2002; Vartanian & McNamara, 2002).
Men and women undergo complex adaptation processes during
the transition to retirement. Factors viewed as important
in the late midlife transition, aside from financial
adequacy, include personal (health) and social-relational

resources (marital quality) (Kim & Moen, 2002).
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Grandparent-grandchild relationships and the
intergenerational dynamics of those relationships from a
life-course perspective call attention to the linked lives
of family members (Crosnoce & Elder, 2002). Using data
collected in the Iowa Youth and Families Project, the
authors wanted to know if the grandparent-grandchild
relationship changed when children enrolled in higher
education. The results of the study indicate that the
relationships do change in a positive way. The authors
also highlighted how demographic changes have increased the
importance of grandparents within the family structure and
on society. These demographic changes include decreasing
mortality rates resulting in lengthened relationships,
decreasing fertility rates limiting the numbers of
grandchildren in a family, and increasing divorce rates
that involves more active grandparenting (Crosnoe & Elder,
2002).

Economic well-being is a concern in later life with
older women more likely to live in poverty than older men
are (Vartanian & McNamara, 2002). The authors used data
from the Panel Study of Income Dynamics (PSID) to examine
economic outcomes across a 30-year span for a sample of
women representative of the nonimmigrant US population.

Midlife characteristics (workforce participation, income,
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and rural residence) strongly influence economic outcomes
in later life. Coupled with midlife characteristics, late-
life events contribute to the persistence of poverty in old
age. The authors suggest that the solution of poverty
among older women must include efforts to address midlife
events that effect later life poverty. The heaviest
concentrations of poverty in old age are those vulnerable
groups of women who were previously poor, non-White, and
unmarried. This suggests that older women living in
poverty may also experience problems related to racism, a
lifetime of poverty and the long-term effects of divorce
(Vartanian & McNamara, 2002).

These studies underscore the need to consider life
course transitions and events as important factors
influencing the lives of individuals and families.
Understanding life course transitions and events and the
influence on decision making related to health in terms of
prevention may provide some understanding of participation
in cancer screening.

Along with family health and a life course
perspective, race, class and gender provide a contextual
view of factors affecting women in our culture and their
ability to obtain needed health care such as breast cancer

screening.
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The Intersection of Race, Class, and Gender

Some authors have offered explanations for the
differences in access to health care experienced by low-
income women as a product of individual characteristics
(Ulcickas, Yood, Johnson, Blount, & Abramset, 1999;
Broyles, McAuley & Baird-Holmes, 1999; ﬁerenz, 1998; &
Meischke, Andersen, Bowen, Kuniyuki, & Urban, 1998).
Traditionally, the uses of race, class, and gender were
descriptive and categorical, resulting in a labeling of
individuals within family models (Collins, 1998a; &
Guralnik, & Leveille, 1997) to explain differences. An
intersection approach examines race, class, and gender as
constructs of one another rather than as distinct social
hierarchies (Collins, 1998b).
Race and Class

A history of racism and viewing racial differences as
a result of biological rather than political or economic
phenomena has resulted in the belief that African American
family organization is a product cf cultural and
p