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ABSTRACT 

The purpose ofthis study wasto examine the prioritization nurse practitioners 

place on breast health knowledge among marginalized women.A volimtary convenience 

sample(N=167)ofnurse practitioners currently working in the east Tennessee region of 

the United States were sent questionnaires containing five vignettes describing 

marginalized women.Twelve education topics(immunizations,nutritional concerns, 

importance ofregular exercise,smoking cessation,weightreduction,heart disease 

prevention,osteoporosis prevention,mental health screenings,annual pap smears, 

monthly breast examination,annual clinical breastexamination,and mammography) 

followed each vignette and nurse practitioners priontized teaching according to the 

vignette. 

Results ofthe study showed no significant difference betweenthe promotion of 

breast selfexamination and mammography among nurse practitioners working in the 

public(n=36)or private(n=113)clinic settings.However,a statistically significant 

difference(p=0.03)between the public and private clinic nurse practitioners in regard to 

promoting climcal breastexamination was discovered.Public clinic nurse practitioners 

more highly promote the importance ofthis screening. 

Next,acomparison between practice specialties wasconducted with asample of 

family health(n=106)and women's health(n=30)nurse practitioners. There was no 

significant difference betweenthe groups in the promotion ofbreast self-examination and 

mammography.However,there wasasignificant difference in the promotion ofclinical 
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breastexamination.The women's health nurse practitioners were more likely to promote 

this health teaching(p<0.05). 

A comparison ofthe responses by all the nurse practitioners revealed a disparity 

among the prioritization ofbreast health among the vignettes.In a pairwise comparison it 

wasfound thatnurse practitioners were more likely to promote breast health teaching in 

the vignettes describing low socioeconomic women who were African-American,Latina, 

and lesbian.The nurse practitioners were leastlikely to promote breast health teaching in 

the vignettes describing women who were homeless and/or HIV positive. 

Nurse practitioners who workin public health settings more highly rank the 

importance ofan aimual clinical breast examination than private setting nurse 

practitioners.Public health nurse practitioners often minister to women who are transient; 

the promotion ofan annual examination mayconvince womento seek care so that other 

necessary annual screenings may be carried outsuch asPap smears or colon cancer 

screenings. Since the women portrayed in the vignettes were oflimited financial means, 

nurse practitioners may be aware thatthese women are leastlikely to receive aimual 

breastexaminations. 

Women who are homeless or HIV positive have many needsin regard to health 

teaching. Since nurse practitioners reported alower priority with this aggregate of 

homeless or HIV positive women it may be assumed that nurse practitioners will 

prioritize various necessary health teaching according to specific identifying factors.The 

implicationsfor nursing practice suggest extension ofappointmenttime allotments for 

these marginalized womento ensure breast health teaching according to American 

Cancer Society guidelines. 
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CHAPTERI 

INTRODUCTION 

American women have aone in eightlifetime chance ofdeveloping invasive 

breastcancer(Landis,Murray,Boldem,&Wingo,1999) Second to skin cancer, 

breastcancer -will accountfor29%ofsuch diagnoses in 1999(Landis,et al.). Breast 

cancer isthe second leading cause ofcancer deathfollowing lung cancer among 

women(Wyn,Brown,&Yu,1996).According to the National Cancer Institute 

(1999),Caucasian womenliving in the United States havethe highestrates of 

diagnosis ofbreastcancer,whereas Korean women havethe lowest.Eventhough 

current statistics suggesta decline in the mortality ofCaucasian womenfrom breast 

cancer.Flaws,Newschaffer,and Bush(1998)raise the caution thatthis may 

represent solely atemporal artifact. According to the authors,similar declines are 

notfound across racial boundaries.The article states thatthe mortality rate ofbreast 

canceramong African-American women hasincreased 53%from 1950to 1992.As 

aresult,African-American womenhavethe highest mortality rate from breast 

cancer and Chinese American women havethe lowest,31.5/100,000 compared to 

11.6/100,000(Landis,et al., 1999).In the U.S.,the difference between African-

American and Caucasian womenis statistically significant whencomparing five-

year survival rates. African-American women have a71%five-year survivalrate 

whereas Caucasian women have an87%survival rate(Landis,et al., 1999). 

In the Commonwealth Fund Survey,Wyn,et al.(1996),found that despite 

recent optimistic survivaltrends,asthe incidence ofdeveloping breastcancer 
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increases the numberofwomen who pursue and receive the appropriate breast 

cancer screening decreases and is especially true among underserved populations. 

Kemer(1996)in areview ofrecent breast cancer prevention research found that 

"poor women,less educated women,women ofcolor,women who don'tspeak 

English,and older women are often severely under-represented,ifrepresented at all 

in[epidemiological]studies"(p.2). 

National Guidelinesfor Screenings 

The American Cancer Society(ACS)has outlined optimal breast health 

guidelines. Theserecommendations include:(a)monthly breast self-examination for 

womenoverthe age of20,(b)clinical breastexamination everythree yearsfor 

women20-39 years old and every yearfor women over40,and(c)annual 

mammogram after the age of40(1998).TheACS reportsthe mortality rate from 

breast cancer can be decreased in womenwho practice good breast health according 

to the age specific guidelines. 

Health care experts agree aboutthe benefits ofclinical breast examination 

(CBE)and mammography for women between the agesof50-69(Wyn,et al., 

1996).Chevarley and White(1997)stated"the declining mortality from breast 

canceramong Caucasian women under age60over the last2decades may be dueto 

acombination ofdecreasing inherentrisk ofbreast cancer,increasing effectiveness 

oftreatment,and the benefits ofearly detection"(p.777).However,the U.S. 

Preventive Services Task Force(1996)does notsupportor refixte the benefits of 
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CBEorBSE.Additionally,the Task Force commentsonthe increased incidence of 

false positive examinations with BSEand CBEthat resultin supplementary testing, 

whether that consists ofan office visitforCBEora mammography.Alternatively, 

the National Women's HealthInformation Center states that70%ofbreastcancers 

are detected through breast self-examination(BSE)or an incidental finding by 

patient. 

Overview ofthe Problem 

Clearly,disparities in adherence to the regular practice ofbreast health 

screenings exist between specific populations.How can one predictthe practice of 

regularBSE and commitmentto annual CBEand mammogramsamong a broader 

range ofwomen,who differ onthe basis ofsocioeconomic class,ethnicity,and/or 

accessto care?More specifically,whatfactors encourage or discourage these 

practices among marginalized women?Perceptions about disease and prevention 

practices differ among cultural,ethnic and socioeconomic status groupsofwomen, 

issues thatthe following text highlights.However,research regarding the adherence 

to proper breast health screening according to ACS guidelines involving lesbian 

womenand homeless womenis equally lacking. 

Perceptions ofBreast Cancer 

Cultural viewsofillness can contribute to animderutilization ofpreventive 

services.Interviewing 26 Afiican-American women with variousincome levels. 



Phillips,Cohen and Moses(1999)found that many considered breastcancer asa 

"Caucasian woman's disease."Moreover,the diagnosisrepresented a death 

sentence,rendering care-seeking amootissue(Phillips,et al.).In a narrative 

analysis ofan African-American woman dying ofbreast cancer,she revealed to 

researchersthatshefelt the breast cancer wasaresultofyears ofphysical and 

sexual abuse she had endured(Lawson,1998). 

Other authors have also studied socioeconomicand cultural influences 

among women who present with late stages ofbreast cancer,defining late stages as 

TNM(tumor-node-metastasis)stage IIB(>5cm tumor).III,andIV(Lannin, 

Mathews,Mitchell,Swanson,Swanson,and Edwards,1998).Lannin et al. 

concluded thatlow-income,per se,putmany African-American women atincreased 

risk for late stage breast cancer.They likewisefound thatfactors such as cultural 

beliefs and attitudes increased the likelihood oflate stage breast cancer.Some 

cultural beliefs revealed in this study were:(a)cancer exposed to air will spread;(b) 

the devil is responsible forthe cancer;(c)men will no longerfind them attractive if 

cancer is diagnosed;and(d)chiropractic care is effective in treatmentfor breast 

cancer(Lannin). 

Covariantsfor Morbiditv 

Genetics are afactor inthe likelihood ofa woman developing breastcancer 

and genetic testing should be made available for women who wish to seek this 

testing.Ifgenetic testing services are made available,regardless ofculture,women 
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will choose a preventive stance. Women ofdiverse cultures expressed interestin 

having genetic testing donefor breast cancer genes,BRCAl and BRCA2(Durfy, 

Bowen,McTieman,Sporleder,&Burke,1999).Durfy et al. also stated thatifthe 

results revealed an increased likelihood ofhaving cancer,the women stated that 

they would increase their screening activities. 

Existing research supportsACSrecommended action(BSE,CBE,and 

mammography).African-American womenhavea statistically lowerincidence of 

breast cancer,however,they will morethan likely succumb to the disease when 

compared to Caucasian women(ACS,1998).Manton and Stallard(1997)pointout 

thatthe firstfour risk factors are universal among all races ofwomen(age atfirst 

birth,parity,surgical menopause,and benign breast disease).A first-degree relative 

diagnosed with breastcancer also increases risk(Leslie,1995).However, 

differences among the races surfaced in comparison to early menarche, 

contraceptive use,and smoking among African-American and Caucasian women, 

which can putwomen atincreased risk for breast cancer(Manton&Stallord). 

Manton and Stallord noted that African-Americans and Hispanics are more likely to 

have aggressive tumorsthatspread more rapidly than Caucasian women. 

Reproductive factors do notseem to cause breastcancer risk disparities 

between African-American and Caucasian women.An increase ofbreast cancer can 

occur ifthe birth ofthe first baby occurs after the age of30or being nulliparous, 

regardless ofrace(Brinton,Benichou,Gammon,Brogan,Coates,&Schoenberg, 



6 

1997).This is also supported by the research from Manton and Stallord as stated 

earlier(1997). 

As mightbe expected,women with higher educational levels have lower 

breastcancer mortality(Heck,Wagener,Schat2kin,Devesa,&Breen,1997).Thisis 

usually related to the higher socioeconomic status ofthe more highly educated and 

greater access to health care. Unfortunately,however,more education protected 

Caucasian women only.Heck and researchersfound that equally educated African-

American women,ascompared to the Caucasian group,experienced an increase in 

breastcancer mortality. 

Newmanand Alfonso(1997)found that African-American women appearto 

be diagnosed with breast cancer ata youngerage and ata more advanced stage. 

Anotherimportantfinding in the same study wasthat African-American women 

were more atrisk for the advanced stages regardless oftheir socioeconomic status. 

In asurvey conducted by the National Cancer Institute on Black-White survival, 

factors which increased an African-American woman's incidence ofmorbidity from 

breast cancerincluded: being single,havmg alack ofhealth insurance,and having 

anincreased body mass. 

Shortstature appears to lower an African-American woman'srisk ofbreast 

cancer,however,thissame protective marker is not shared by Caucasian women 

(Palmer,et a., 1995).By comparing cases of674 African-American women 

hospitalized for new onsetofbreastcancerto a control group of1,155 African-

American women hospitalized for nonmahgnant diagnoses,variables such as age of 
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menarche,years ofeducation,oral contraceptive use,and age at menopause(if 

applicable)were examined.Short stature(<61 inches)reduced an Afncan-

Americans risk ofbreastcancer by50%. 

African-American and Hispanic women haveashorter survivaltime with 

breast cancerthan Caucasian women(Lyman,et al., 1996),and usually present with 

breast cancer ata younger age and in more advanced stages.Finally,Lyman,et al. 

state that"race and socioeconomicstatus appeared to be significant butindependent 

predictors ofoutcome"(p.87).Lannin et al.(1998)reported that Afiican-American 

women were three times more likely than Caucasian womento present with late 

stage breastcancer.However,whenLannin et al.included the variables ofrace with 

socioeconomic or race with cultural factors the odds ratio dropped to 1.8.In astudy 

by Eley,et al.(1994),comparing Afiican-American versus Caucasian cancer 

survival ratesfound thatthe odds(hazard)ratio was2.2 with race alone and 2.0 

comparing race and socioeconomic status.Kemer(1996)suggeststhat addressing 

the needs ofmedically underserved populations will be complicated dueto the 

presence ofother disease processesthat may notbe managed effectively dueto the 

lack ofaccess to care and follow-up. 

Summary 

The overview ofthe problem demonstrates the need forfurther research 

among other marginalized groupsofwomen.Thecomparison ofother large cohorts 

ofwomen,for example,lesbian,and homelessis lacking.The literature review will 
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demonstrate studies done on womenofvariousraces,cultures,and socioeconomic 

status and the impactofthe health care provider onthe adherence to breast health 

screenings. 
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CHAPTERII 

LITERATUREREVIEW 

The alarminglylow number ofwomen who practice good breast health 

measures varies among culture and ethnic groups.Thefollowing information will 

compare various diverse groups ofwomen within the United States and around the 

world interms ofrates ofBSEfollowed by CBEand mammography.The issues 

surrounding the lack ofadherence to the American Cancer Society's 

recommendations will be divided into cultural,economicand other barriers. 

Overview ofBarriers 

Breast Self-Examination(BSE^ 

Cultural Issues 

Several studies have been done in order to examine ethnically diverse 

women's adherence to monthly BSE.Accordingto a 1998 study by Mishra,et al.,in 

the United States,25%ofLatinas perform BSE.Carpenter and Colwell(1995) 

siuweyed 112 Mexican-American women who reported thatthree-fourths thought 

thatthey could not correctly perform BSE,however,83%agreed thatBSEis 

importantfor breast cancer detection.In another study of512Hispanic-American 

women,Skaer,Robison,Sclar,and Harding(1996)found thatfewerthan25%of 

migrant Hispamc women overthe age of50performed BSE.Skaer,et al. 
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deteraiined thatthe Hispanic women who perform monthlyBSEreported an annual 

income greater than $5,000 and had beentaughthow to perform BSE.Researchers 

in a southeastern clinic studied92women and determined that27%oflow-income 

African-American women were performing monthlyBSE(Duke,Sosby,Reynolds, 

&Gram,1994).These women visited the clinic on an average ofevery three months 

for unrelated chronic illness;so frequentencounters with healthcare personnel may 

have elevated the likelihood ofadherence to ACS guidelines. African-American 

women distressed about possibly becoming victims ofbreastcancer,appearto have 

a heightened diligence forBSE after afamily memberhas been diagnosed with 

cancer(Hughes,Lerman,&Lustbader,1996). Sortet and Banks(1997)found thirty-

four percentofCaucasian Appalachian womenreported performing monthlyBSE. 

Breastself-examination practices in different parts ofthe world appearto be 

low.Bhakta(1995)reported only 10%ofAsian womenliving in London practiced 

BSEcorrectly. Wardle,et al.(1995)foimd adismal8%ofwomen under the age of 

30regularly practice BSEin London.In an Australian survey,27%ofwomen 

reported regularBSE(Budden,1995).Similar results from astudy by Savage and 

Clarke(1996)determined that28%ofthe Australian women in this sample 

conducted regular BSE.Persson,et al.(1995)reported that only 10%ofasample of 

Swedish women consistently performed BSEand only 12%ofSouth Asian women 

living in Canada reported conducting monthlyBSE(Choudhry,Srivastava,&Fitch,^ 

1998). 
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EconomicIssues 

Thereported income ofwomen does not appearto have a significant effect 

on adherence to monthlyBSEintwo studies. Salazar(1994)reported that28%ofa 

predominantly Caucasian working-class population reported regularBSEand a 

study ofurban,low-income women reported regularBSEto be21%(Lauver,Kane, 

Bodden,McNeel,&Smith,1999). 

Additional Barriers to BSE 

Existing data may be unreliable eventhough the proportion ofwomen who 

say they perform monthlyBSEfalls between8and 34%,Olson and Morse(1996) 

foimd that women often report conducting BSEto their physician becausethey do 

not wantthe doctor"mad atthem."Fear ofrepercussion from their health care 

provider may place a woman at risk.Lauver,Coyle,and Panchmatia(1995)studied 

barriers to performing BSE,once possible breast cancersymptoms appeared.Half 

of119study participants reported social commitmentsthatexpend time and energy 

(i.e. work,school,family),finances,and fear ofwhatthey mayfind as barriers to 

conducting monthly BSE(Lauver,et al.). 

Clinical BreastExaminationtCBEl 

CulturalIssues 

Disparity among ethnic groups who receive CBEis evidentin several 

studies.Hispanics have alower rate ofannual CBEthan Caucasian and Afncan-

American women do,56%,compared to68%(Wyn,et al., 1996).In the study by 
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Choudhry,et al.(1998)theyfound that42%ofthe57Asian womenthey studied 

who had poor English language skills,and were age40and older were less likely to 

have had a CBE. 

EconomicIssues 

Frazier,et al.(1996)determined the predictorsfor CBEscreening among 

womenofvarious races and cultures were marital status and an aimualfamily 

income greater than$35,000.In their sample,Frazier,et al.found that 10%of 

22,657 diverse,older women had never had a CBE.Women with less education are 

less likely to have CBE possibly dueto diminished access to care. Wyn,et al. 

(1996)surveyed 2,447 U.S.women and in comparing their educational levels that 

only55%ofwomen with less than ahigh school education had aCBE as compared 

to75%ofwomen with college degrees (Wyn,et al., 1996). 

An mcome ofless than $25,000 per year greatly reduces a woman's 

opportunity for CBE.Fifty-eight percentofwomen withfewerfinancial resources 

are likely to have aCBEascompared to75%ofwomen with more money who will 

receive an annual examination(Wyn,et al., 1996).In another study only halfof585 

African-American women with low-incomes who were surveyed in alarge Florida 

city had aCBE(Mickey,Durski,Worden,&Danigelis, 1995). 
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Mammographv Usage 

The benefits ofan annual mammography have notbeen clarified for women 

between the ages of40-49 and a universal mandatefor this practice by health care 

providers has not been forthcoming(McPherson,Swenson,Jolitz,&Murray,1997). 

McPherson,et al. studied 971 women andfound thatin this majority ofCaucasian 

women(96%),tumors detected by mammogram were significantly smallerthan 

tumors discovered by BSE,CBEor incidental findings.However,even with this 

robustfinding ofdetecting smallertumors,health care experts have notreached a 

consensus aboutthe efficacy ofroutine mammography screening within the 40-49 

age group(Wyn,et al., 1996). Conflictregarding the benefits ofmammography 

examinationsfor midlife women has been aired in the popular media and has 

produced confusion amongthe consumersin this age group,therefore decreasing 

adherence to early regular breast health examinations(Morrison,1996). 

National surveys,such asthe"Behavioral Risk Factor Surveillance System" 

bythe US.DepartmentofHealth&Human Services help to describe those women 

who are likely to have mammograms(1999).Demographicsfor the 62,278 women 

studied spotlighted a population primarily consisting ofCaucasians and non-

Hispanics,who had an annualincome ofbetween $10,000-50,000,had graduated 

from high school,and were covered by health insurance.The results revealed that 

there has been an increase in the number ofwomen having arecent(since 1989) 

mammogram.Ethnic comparisons ofCaucasian,African-American,and Asian 

American/Pacific Islanders studied demonstrated thatrelatively the same rates 



14 

(about72%)ofhaving had arecentmammogram.However,women with less 

income and less education who were without health insurance were less likely to 

have had a current mammogram. 

Cultural Issues 

Non-proficiency with the English language constitutes a barrierfor Asian 

women(Choudhry,et al., 1998)and indeed only halfoftheir sample ever had a 

mammogram in their lifetime. Women who utilize health departments as their 

source ofhealth care have expressed additional barriers to completing routine 

mammography screening(Crane,Kaplan,Bastani,&Scrimshaw,1996).Crane and 

colleagues speculate that women who attend health department clinics mayfear that 

they will be reported to immigration authorities in addition to other barriers related 

to care such as transportation to andfrom the clinic and fear ofpossibly being 

diagnosed with cancer. 

The accuracy ofpatientreporting date oftheir last mammogram is 

sigmficantin determining adherence to ACSrecommendationsand the availability 

ofprevious mammogramfor comparison is necessary for determining any 

significantchangesin the breast.Hispanic and African-Amencan womenin a 1996 

study were less scrupulous aboutthe accuracy of.self-reporting ofprevious 

mammogram(Zapka,et al.). These researchers attribute discrepancies to differences 

in care-seeking patterns since these low-income womenreceived only sporadic 

servicesfrom free clinics. 
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African-American womenaretwo times less likely than Caucasiam women 

to have a mammogram recommended tothem by a physician(Jones,Kasl,Cumen, 

Owens,&Dubrow,1995). The authors noted thatthe African-American women 

they studied who were already diagnosed with breast cancer were disadvantaged 

when compared to Caucasian women in relation to socioeconomic status,education, 

familyincome,and occupational rating and further speculated thatthese 

socioeconomicfactors may preventthem from seeking screening.Furthermore,43% 

ofthese 145 African-American women had never had amammogram,although, 

more ofthese women were diagnosed with cancer during the premenopausal period. 

According to the ACS guidelines,mammographyscreenmg is notrecommended 

until age40.Jones,et al.study should be replicated in order to demonstrate the need 

for reevaluation ofcurrent national recommendationsfor early diagnosis ofbreast 

cancerin premenopausal women. 

EconomicIssue.s 

Regarding cost,only4.4%ofthe 392women studied byZapka,et al.(1996) 

ages 50-74 paid out-of-pocketfortheir mammograms.According to these 

investigators,manylow-income women utilize free clinic services;these women, 

however,havealess reliable history oflast mammogram.The authors contribute 

this condition to the transient life-style many ofthese women live. They also point 

outthatlow-income African-American and Hispanic women's care seeking patterns 

are differentfrom those with more mcome. 
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Kottke,et al.(1995)reported that morethan half(59%)ofthe 1,019 

Minnesota womenthey studied had a mammogram within the previous year.The 

majority were married,had greater than a high school education,were employed, 

and had a mean annualincomeof$33,700.In contrast,Etzi,Lane,and Grimson 

(1994)studied 237low-income women'sreports from memoryoflast mammogram 

to be40%accurate to the month and year and97%accurate forthe year forthose 

receiving their annual mammographyfrom a mammography van.Etzi et al. 

commented that womentended to"forward telescope"the actual date oftheir 

mammogram,which meansthese women,actually had amammogram more 

recently than reported.In astudy by Skaer,et al.(1996)of219 Hispanic migrant 

women overthe age of40the majority had an aimualincome oflessthan $15,000 

and almost40%ofthese women had never heard ofamammogram much less had 

onerecommended by ahealth care professional. 

Horton,Cruess,and Romans(1996)studied the adherence rates ofACS 

guidelines among aproportional sample ofAfrican-American and Caucasian 

women(n=l,071).Theyreported thatthe"typical"woman who wasnotfollowing 

the ACS mammography guidelines was olderthan65,had an annualincome ofless 

than $25,000,had notgraduated high school,and lived in arural area. According to 

Horton,et al.,more women who receive Medicare or Medicaid do notfollow the 

recommended guidelines.Costmay be the primary barrierforthese women. 

Conversely,women with adequate resources are more likely to adhere to 

ACS guidelines.In astudy by Maxwell,Bastani,and Bradford(1996)35%ofthe 
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626 womenin their study hadtwo mammogramswithin atwo-year period.The 

demographics ofthe participants are skewed toward women with advantagesthat 

allowthem to obtain this screening,such as having health insurance,higher levels 

ofeducation and income.The womenexpressed little concern aboutthe costofa 

mammogram.These results are supported by another studyfrom Urban,Anderson, 

and Peacock(1994)whofound that women who are more highly educated,who do 

notsmoke,who had higherincomesand had less out-of-pocket expense for 

mammograms were more likely to follow the ACS guidelines.They speculated that 

the lack ofaregular health care examination mightpredictafailure to follow 

mammogram guidelines. Frazier,et al.(1996)found that88%ofwomen who had a 

CBE within the past year also had arecent mammogram. 

Fazier and colleagues(1996)reported on womenthey studied who have 

low-income and had notundergone a mammography,because they felt 

mammograms were unnecessary,thattheir physicians did notrecommend one,or 

thatthe procedure wastoo expensive or difficult. The African-American and 

Caucasian womenin this study who had mammograms were typically high school 

graduates,with an annualfamilyincome ofmorethan $20,000,who had seen an 

obstetrician/gynecologiston aroutine basis,and were living m the West.Prominent 

predictors contributing to inducing Caucasian and Hispanic womento seek 

mammograms were being married,having afamily annualincome greater than 

$35,000,seeing a doctor aimually,and living in the Northeast. 
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Self-reported income appearsto be associated with mammography rates. 

Wyn,et al.(1996)found that49%ofthe womenthey studied whohad an annnal 

incomeofless than $25,000 per year would seek out mammogram screening verses 

67%with moreincome.Moreover,uninsured women are three times morelikely 

than insured ones to forego an annual mammogram.Education level is also a 

determinantofmammography usage.Wyn and colleaguesfound women with less 

than a high school education utilized mammography services less often than women 

with acollege education(43%high school as compared to 75%college). 

A study oflow-income andlow educated women who have access to the 

health care system and have regular examinations was notnecessarily a predictor for 

following recommended ACS mammography protocols(Danigelis,et al. 1995).The 

majority ofthe womenin this study of281 participants were uninformed about 

mammogramsand their physicians did notrecommend mammographicscreening 

(Danigelis,et al.). 

Medicare pays80%ofthe approved amountfor a mammogram and the 

womanis responsible fortheremainmg20%withoutsupplementalinsurance 

(Medicare,1999).In 1993,the out-of-pocketexpensefor a woman on Medicare was 

$58(Kiefe,McKay,Halevy,and Brody,1994).This amountofmoney constituted a 

barrier for many women(mostly Afiican-American)on Medicare.In the study by 

Kiefe and researchers,mammogram services were offered for free ofcharge,which 

resulted in an increase in adherence significantly. 
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Influence ofthe Health Care Professional 

Breast SelfExamination 

Nurses and other medical professionals influence a woman's decision to 

practice breast self-exam.In astudy by Bhakta(1995)39%ofasample(n=48)of 

Asian women did notknow aboutBSE.Bhaktareported that women who were 

taught bya general practitioner howto carry outBSE were more likely to continue. 

Bumett,Steakley,and Tefft(1995),reported that women who are taughtBSE by a 

health care professional,and state thatthey value this education as helpful,will 

more likely continue to incorporate this health practice into their lives. Sortetand 

Banks(1997)remind nursesthat providing culturally sensitive teaching combined 

with an assessmentofthe patient's attitude abouttouching herselfis critical to 

teaching BSE.These investigators caution thatthe goal ofproviding culturally 

sensitive information,instead oftrying to notchange a culture mayimprove health 

care practices. 

In asample of339 women,who were primarily African-American,and were 

residing in the Washington D.C.area,Bumett,et al.(1995)also demonstrated a 

positive correlation betweentmstin a health care worker and an increase in the 

adherence ofbreast self-examination.Conversely,the influence ofsignificant others 

increase intention to have mammography.Duke and co-workers(1994)surveyed 

African-American low-income women who acknowledged monthlyBSEand 

claimed thattheir primary source ofinformation came from their doctor.Health care 
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providers taking the time to teach propertechnique resulted in the sample's 

increased adherence with monthly BSEfrom 52.6to 84.8%(Duke,et al., 1994).In a 

study ofCaucasian,middleincome,prevention-oriented women,the augmentation 

ofaBSE class along with friendly reminders and physician instruction significantly 

increased adherence to standards,from59%-78%(Stnckland,et al., 1997) 

The results ofastudy by Budden(1995)suggestthatthe media providesthe 

initial source ofinformation for BSE,butthat women will consult with their health 

care professionals for further information.Confidence inthe performance ofBSE 

vdll increase the likelihood a woman will continue to practice BSE(Sortet&Banks, 

1997).Confidence can be enhanced by employmentofaproperteaching technique 

by a caring health care professional.These researchers further postulate that women 

ofthe Appalachian culture may be suspiciousofhealth care professionals,rely on 

folk remedies,and may place lower value onthe health benefits ofBSE.In contrast, 

Friedman,Nelson,Webb,Hoffinan,and Baer(1994)who studied 427,pnmarily 

middle-income,college educated Caucasian women(87%)found that early 

detection ofbreast cancer motivatesthem to perform BSEalong with the 

recommendationsfrom doctors or nurses 

The influence ofanother person reminding womento perform monthlyBSE 

is variable.In a 1996study by Savage and Clarke,Australian women were studied 

and responded that only 15%ofthem would be influenced by another person to 

conductBSE.However,ofthese women,39%said they would be strongly 

influenced by their doctor. 
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Annual Clinical BreastExamination 

Wyn et al.(1996)found that women who did nothavearegular health care 

provider weretwice as likely notto have an annualCBE as women with aregular 

health care provider.Kottke,et al.(1995)reported that90%ofthe womenthey 

studied would visit their health care providers to have aCBEifreminded to have 

the annualexam bythe physician or office staff. Seeking an annual examination 

with a healthcare provider can be directly related to annualfamilyincome.Family 

incomes ofgreater than $35,000 resulted in regular annual visits to health care 

providers,whichintum mcreased adherence to CBE (Frazier,et al., 1996). 

Mammographv 

Many women will seek outmammography services on theirown withouta 

health care professional's recommendation,ifthey value this screening.Horton,et 

al.(1996)studied 1,071 women overthe age of40and found thateventhough30% 

ofthem had a mammogram without physician recommendation,87%would have 

preferred thattheir physician recommend this screening and remind them regarding 

the timing ofannual examinations.Kottke,et al.(1995)supports this data,reportmg 

that morethan91%ofwomenin their study would have had a mammogram ifa 

physician had ordered one,however,only45%ofthem wished to be contacted at 

home to be areminded ofscreening(Kottke,et al.) 

Women over65 years who have aregular physical examination by a health 

care professional were more likely to have a mammogram(Mayer-Oakes,et al.. 
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1996).The women studied also practiced other illness prevention strategies,such as 

having aregularPap screening,wearing seat belts,receiving aimualinfluenza 

inoculation,and participating in regular exercise. Withoutthe influence ofa 

professional relationship between clients and aregular health care professional, 

women are three times more likely to go withoutamammogram(Wyn,et al.) 

These investigators alsofound that women did nothave this preventive screening 

because their health care provider did notsuggestit.In contrast,a study by Duke et 

al.(1994)found thatlow-income African-American women with chronic illness 

reported thatthe media wastheir primary source ofinformationfollowed by their 

doctor(1994).Further,they determined that cost and accessibility weretwo ofthe 

barriers womenreported as pivotal to nothaving a maimnogram along with the fact 

thatthe health care provider did notrecommend regular screening;the latter was 

viewed asthe major barrier. 

Bums,et al.(1996)studied the differences in mammography usage between 

African-American and Caucasian womenin relation to the numberofprimary care 

visits they had in a year.Participants related that as the numberofvisits increased 

through the year so did the likelihood ofamammogram.However,disparity among 

the races is apparent with African-American womenless likely to receive a 

mammogram.The authors concluded their study by stating "primary care visits are 

less likely to'boost'mammography use for African-American womenthan for 

Caucasian women"(p. 181).Frazier,et al.(1996)supports this conclusion,stating 
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that African-American women are less likely to have a mammogram recommended 

to them by their physician. 

One hundred-seventy women in Australia reported that only asmall number 

ofthem(26%)would be influenced by another person to have a mammogram 

performed(Savage &,Clarke, 1996).However,ofthe women who would be 

influenced by another person, 41%said they would be influenced by their doctor. 

Mostofthe Asian women in astudy by Choudhry,et al.(1998)stated thatthey 

would heed a doctor's advice to practice good breast health—consisting ofBSE, 

CBE,and mammogram. 

The discussionofmammogram utilization among patients and physicians or 

other health care professionals appears equally distributed among racial groups. 

Conlisk,Herrick,and Passaro(1999)found morethan three-fourths ofwomen are 

counseled about mammograms.The specialty ofthe health care provider can 

influence a woman's decision to have a mammogram Lane et al.found thatwomen 

imderthe care ofa gynecologist were more likely to perform within the ACS 

guidelines for mammogram(1996). 

Health Care Providers Teaching 

Before establishing whatproviders can do to enhance mammography use, 

the status ofcurrentteaching methodsofBSEshould be analyzed.Moody,Smith, 

and Glenn(1999)studied Tennessee nurse practitioner practice patterns.Moody and 

other membersofthis nurse researcherteam found thata majority ofthe clients that 
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were seen byNPs were young,Caucasian,non-Hispanic women.The patient 

encounters recorded consisted ofPap smears,and other health screenings,however, 

education and counseling oftheir clients did notinclude measuresfor promoting 

good breast health.Examplesofeducation provided by the NPsconsisted of 

nutrition,exercise,growth and development,smoking cessation,weightreduction, 

and family plannmg.Breast health information and education mustbe provided 

before health care professionals can expectwomento comply with the ACS 

guidelines. 

Morrison(1996)studied the supposition that breast health screenings may 

produce anxiety forsome women.Morrison speculated that women may view 

detection ofbreast cancer asa prelude to disfiguring surgery.Nurses mustinform 

patients thatfollowing ACS guidelines and detecting cancer early resultin 

preventing potentially disfiguring and more invasive surgery.Eley,et al.(1994) 

studied other differences among Afiican-American and Caucasian women.They 

reported that African-American women have a poorer prognosis when diagnosed 

with breastcancer.The researchers highly encouraged health professionals to target 

these vulnerable womenand inform them ofthe benefits ofpracticing BSE, 

obtaining aCBE,and mammography. 

Increasing Adherence withBSE 

Nurses are in an optimal position to promote and increase adherence to BSE. 

Regardless ofpractice setting(primary care,home-care,or acute-care),nurses 
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should include an assessmentofadherence with monthly BSE.Those women who 

are deficit inBSEtechnique should be taughtthe componentsto optimal breast 

health(BSE,CBE,and mammogram)along with other health promotion 

information such as weight control,smoking cessation,and hormone replacement 

therapy,(Stemberger,1994).Burnett,Steakley,and Tefift(1995)state that women 

who consistently perform monthly BSE will continue to practice this health measure 

in the future. 

Before patient communication begins,however,nurses mustconsider then-

ownfeelings aboutteaching BSE.Han,Bauman,and Cimprich(1996)studied the 

factors thatinfluence nurses to teach BSE.This population offemale nurses 

reported that94%ofthem conducted regularBSEon themselves.Nurses who 

taughtBSEto their patients reported higher knowledge ofbreast cancer,greater 

professional confidence,and competence inBSE skill.Ona personal note,Han and 

colleaguesfound thatthose nurses who regarded educating women aboutBSEas 

high had beenimpacted directly by breast cancerin their lives,i.e.they themselves, 

afamily member,or a fiiend had expenenced breast cancer. 

Facione,Dodd,Holzemer,and Meleis(1997)reporting onastudy of352 

Afiican-American womenfound that one inthree would delay seeking care ifa 

breastcancersymptom was noted.These researchersrecommended: 

History taking should be expanded to assess women'sideas aboutthe 

consequences ofdelaying evaluation ofself-discovered breastsymptoms, 

their sense ofvulnerability to breast cancer,the constraints on cancer early 
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detection they may be feeling related to role obligations,their economic or 

strategic limitations to accessing services,the pressures they mightfeel to 

hide a breast cancersymptom,or their owntendency to interpretthe breast 

symptom as notthreatening(p.226). 

The mostimportantstep takes place before the teaching.Assessmentofthe 

woman's knowledge,psychomotor skills, attitudes,and readinessto learn mustbe 

thoroughly conducted(Stemberger,1994).Determining ifany barriers to 

performingBSEexistfor the patient,such as lack ofknowledge regarding the 

menstrual cycle,negative cultural attitudes abouttouching one-self,or physical or 

disabling barriers(i.e. arthritis)can influence readiness to leam.Assessmentofa 

woman'sanxiety level regarding monthly BSE and breast cancer mustbe 

determined.Barren,Houfek,and Foxall(1997)concluded in their study on breast 

health that anxiety could be a motivator or a barrier for women.Theyfound that 

womenrequire propitious, yet accurate,information about breastcancerin general 

and specific measuresto practice good breast health.However,women who have 

low motivation dueto alow anxiety level about breast cancer need information 

abouttheirown breastcancer nsk(Barron,et al.). The woman'slevel offear about 

breast cancer mustalso be determined.McCaul,Reid,Rathage,and Martinson 

(1996)acknowledged that women who haveafear ofbreast cancer(usually dueto a 

family history)would be promptto conductBSE aslong as the fear is channeled 

into preventative measures and not avoidance pattems. 
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Review ofthe ACS guidelines with a patient mayincrease a woman's 

understanding ofnational standards for her age and providing her with this pamphlet 

may assistin reinforcing the activity. Women mayreport difficulty in remembering 

the timing ofBSE.Helpful techniques are:reminder stickers for calendars,BSE 

techmque guides taped to the inside ofa medicine cabinets,placing a doton her oral 

contraceptive pack(Stemberger,1994).Leslie(1995)affirmsthat pamphlets 

women receive are often written onareading level beyond the comprehension of 

many women and nurse practitioners could create leaflets at appropriate reading 

levels targeting aless educated segmentofthe population.Using terminology that 

women can relate to cognitively and culturally can help them understand theBSE 

technique(Morrison,1996). 

Retum demonstrations ofBSEin the office will assist health providersto 

determine proficiency and providefeedback with the technique(Stemberger,1994). 

Morrison(1996)points outthat mastering the BSEtechnique mayrequire several 

instractional sessions. Motivation can be assessed at this time.Including afamily 

memberorloved one inthe exam and teaching them the technique along with the 

client can increase adherence ofmonthly examinations(Lierman,Powell-Cope, 

Benoliel,Georgiadou,&Young,1994).According to Stemberger(1994)afollow-

up phone call in one month can be conducted to answer any questions and provide 

further opportunity to encourage the incorporation ofthis health promotion behavior 

into lifestyle. 
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Increasing Adherence with Clinical Breast Examination 

Increasing the adherence to have aclinical breastexamination(CBE) 

requires community effort including media coverage. Visiting health care providers 

becomesthe first step in completing this screening.In alongitudinal study by Lane, 

Caplan,and Grimson(1996),women completing aCBEaccording to ACS 

guidelines increased from52%to56%throughoutatwo-year breastcancer 

awareness campaign.Additional benefits noted byLane and co-workers determined 

that having aCBEis the highest predictor ofhaving a mammogram;infactthe 

benefitofhaving aCBEincreased the likelihood ofhaving a mammogram by8 

times(Lane,et al.). Mickey et al.(1995)emphasized thatthe onlycommon 

denominator among women who do notreceive a yearly CBE wasfor womento not 

have annual mammography(1995).Mickey et al. suggestthat health care providers 

inquire aboutpreviousCBEand offer this preventive service regardless ofthe 

reason forthe visit 

Increasing Adherence with Mammographv 

The National CancerInstitute(1999)noted that with every ethnic group,the 

rate ofmammography usage decreases with age.The benefits ofadding annual 

mammographyto the screening for breastcancer results in a3%decline in mortality 

per year(Chevarley&White,1997).A mammography examination tends to be 

more challenging in terms ofclient adherence due to the costofthe exam,lack of 
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knowledge aboutthe exam,and the logistics ofthe procedure.Talking to the patient 

about perceived risks and the benefits gained from regular mammogram screening 

mayincrease adherence to the ACS guidelines. Crane and researchers(1996) 

determined in then:population ofethnically diverse women overthe age of50who 

received care atalocal health departmentthatthe lack ofprovider-patient 

communication produced a privation ofbreast health screenings.Danigelis et al. 

(1995)state thatrecommending mammography does nottranslate into automatic 

adherence.Since mostofthe women were unable to describe the process or benefits 

ofhaving amammogram,they were less likely to have one.Theresearchers 

advocatethatin order to increase adherence,health care providers mustexplain the 

benefit-risk ratio ofthe procedure to patients(Danigelis,et al.). 

Creative medical care delivery may be animpetusto increasing adherence 

forimderserved women.Mickey,et al. urge primary care providers to offer low-cost 

orfree screening to women without health insurance since this barrier will create the 

most difficulty in regard to adherence(1995) Mickey and researchers inform 

practitioners that professional education programs can be alink to providing these 

innovative services. 

Taylor,et al.(1999)found that after adjusting for age,race,insurance 

coverage and previous mammogram,that women were three times more likely to 

have a mammogram ifthey were senta clinic reminder.With the augmentation ofa 

dime nurse to send or call clients and remind them ofappointments,abouthalfof 

the women completed amammogram within the ACS guidelines(Taylor,et al.). 
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However,simplyremmding the women may be fruitless,since alack of 

transportation may hinder her adherence(Mickey,et al., 1995). 

Taylor and co-workers(1999)recognized that an optimaltimefor teaching 

women about breast health is during their waitingtime before being seen by a health 

care provider;and recommend the use ofan educational video about breast health as 

a useful diversion.They concluded by stating thatadherence can be greatly 

improved by incorporating teaching by both nurse and physician into education 

plan,providing materials that can bereviewed by patients during leisure time and 

sending appointmentremindersfor mammography. 

Decreasing obstructive barriers for women will increasethe likelihood ofa 

mammography examination.Mishra,et al.(1998)provided the examination, 

transportation,child-care,and evening appointmentsfor working-poor Hispanic 

women.Asaresult ofthese provisionsthere was a25%increase in the numberof 

women who had a mammogram.Kurtz,Kurtz,Given,and Given(1994)improved 

mammography screening adherence by offering a worksite service.The womenin 

this study were primarily Caucasian and more highly educated women.Having their 

mammogram at work wasconvenientand increased adherence,therefore,women 

rated the importance ofbreast cancer screening highly because ofthe positive 

reinforcementfrom co-workers. 

Measuresto increase the usage ofmammogramsremain a partofMedicare's 

future.The fiscal Year 1999 plan for the Health Care Financing Administration 

(HCFA)wasto provide59%ofbeneficiaries who were over65 years old with 
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mammograms within a2-year period.HCFA aimed for60%ofwomento have this 

screening in 2000,which parallelsthe goalsofthe Healthy People 2000.Itremains 

to be seen ifthese plans materialize. 

Framework ofStudy 

The conceptofmarginalization is derived from critical and feministtheories. 

Marginalization,as defined by Hall,Stevens,and Meleis(1994)"isthe process 

through which persons are peripheralized onthe basis oftheir identities, 

associations,experiences,and environments"(p.25).More specifically,a person 

may be marginalized by gender,race,political affiliations,culture,or economic 

status(Hall,et al., 1994). 

In orderto apply the conceptofmarginalization theoryto the assessmentof 

breast health knowledgeamong women who are peripheralizedied from theEuro 

centric norm,the properties ofmarginalization mustbe assessed.These properties 

include:(a)intermediacy,(2)differentiation,(3)power,(4)secrecy,(5) 

reflectiveness,(6)voice,and(7)liminality(Hall,et al., 1994).''Intermediacy is 

defined asthe tendency ofhuman boundariesto act both as barriers and as 

connections"(Hall,et al., 1994,p.25).This determines the"personalspace"a 

woman has identified as herown domain.Intermediacy mustbe assessed in order 

for the nurse practitionerto conductproper breast health screening.In addition,this 

assessmentis necessary to understand howthe womanfeels abouttouching her own 

body.The next property is differentiation,defined by Hall,et al.as"the 
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establishmentand maintenance ofdistinctidentities"(1994,p.26).Differentiation 

allows those in the center ofa community to exert hierarchical power often by 

stigmatizing those who do notfitthe"norm."The health care professional often will 

prioritize and promote certain health teaching according to research based on Euro 

centric samples,which may notfitthe needsofthose who are marginalized.Power 

is defined as"influence exerted by those atthe center ofacommunity overthe 

periphery and vice versa"(Hall,et al., 1994,p.27).A trusting relationship can be 

compromised bythe perception ofthe authority a health care provider has over a 

marginalized woman.Also,those with the greatest power and influence in a 

community more easily obtain adequate health care coverage.Secrecy, another 

property,is defined as"confining information to establish interpersonal bonds, 

maintain trust,and avoid betrayal"(Hall,et al., 1994,p.28).Accessto resources, 

which include health education information,may be withheld iflanguage,culture, 

and /or stigmatizing features raise emotionsthat cause providers discomfort. 

Encoimters with these clients may be shortened.Those who are marginalized may 

likewise withhold certain personalinformation ftom the health care providerin 

order to avoid stigmatization.For example,women who are lesbian,are drug users, 

or who are in the sex trade,may decide to suppressthis personal information in 

order to receive unbiased care.'^'"Reflectiveness is defmed asthe fragmenting and 

conflicting psychic effects on marginalized persons ofdiscrimination,privatization, 

isolation,[and sometimes]invisibility...and the interior work thatis required to 

understand and compensatefor these effects"(Hall,et al., 1994,p.30). 
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Marginalized womenreflect on experiencesthat are distinctfrom those in the center 

and may also interpret life experiences differently. This piece ofinformation is 

imperative whenteaching marginalized women aboutthe tenants ofoptimal breast 

health.Forexample,African-American women have a diminished incidence of 

breast cancer,butthose women who are diagnosed with cancer are more likely to be 

in more advanced stages and more likely to die from the disease.The property of 

voice is"the languages andformsofexpression characterizing marginalized 

subcultures"(Hall,et al., 1994,p.31).The property ofdeveloping one'sown 

language can also be a barrier to educating women aboutbreast health since the 

marginalized women may misinterpret words used to describe teaching. 

Alternatively,marginalized woman mayfeel misunderstood ifherformsof 

expression and story differ from the"expected"one.The final property,hminality, 

"is altered and intensified perceptions oftime,worldview,and self-image that 

characterize and resultfrom marginalizing experiences"(Hall,et al., 1994,p.33). 

Liminality mustbe assessed in order to gauge the emphasis placed on illness 

prevention and the power a woman feels to change the course ofdisease by early 

detection.Liminal experiences may preoccupy marginalized womenso thatthey 

miss outon essential health care and information. 

Whataboutthe perceptions a marginalized woman has abouthealth?Does 

her envirorunentimpacther health?The marginalized womanis vulnerable to the 

effects ofan exposed or unprotected environment(Hall,et al., 1994).However,this 

vulnerability can be divided into negative(risk)or positive(resilience)implications. 
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The risk to illness in marginalized women may be comprised ofthe lack of 

knowledge groupsofwomen may have about breast health orthe increased risk of 

breastcancer dueto genetic predisposition. Conversely,resilience is demonstrated 

when marginalized women attemptto protectthemselves by supporting one another 

with the sharing ofinformation about breast health.Anexample ofthis mightbe an 

incidence involving African-American women organizing breastscreening through 

achurch community. 

Marginalized women often lack optimal medical care and are often denied 

necessary health education dueto the monetary inability to access care.Nursing 

care,particularly nursing education,may be aluxury many American women are 

denied dueto their lack ofaccessto health care(Stevens,1992)."Marginalized 

people are vulnerable to health risks resulting from discrimination,environmental 

dangers,unmetsubsistence needs,severe illness,trauma,and restncted access to 

health care"(Hall,1999,p.88).Theemphasisthatthe health care industry places on 

producing a profit will only exteriorize greater cohorts ofmarginalized society by 

providing illness prevention education to only those whocan pay(Hall,1999).In 

addition,many working Americans are notreceiving health care benefits through 

their employers which usually affectthose who are have received the least amoimt 

offormal education(Robert WoodsJohnson Foundation,2000).Educating 

marginalized womenon breast health is therefore one ofthe nursing professions 

greatest challenges. 
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Hall,et al.(1994)state,"byincorporating the conceptofmarginalization as 

basic to empirical and theoretical activities,nurses can build understanding about 

the complex linkages between vulnerability and health"(p.24).Although the 

American Cancer Society distinguishes survival rates among races and income 

levels,marginalization theory suggeststhatthe mortality oflarge cohorts ofwomen 

may escape detection.Nurses are greatly challenged to emphasize breast health 

teaching to women who have limited access to societal,economic,and health 

resources. Studying how nurse practitioners approach this population within the 

contextand definitions as provided in the theory will provide insights that may 

guide future practice. 

Nominal Definitions 

1. Marginalization-The process ofpersons being peripheralized from the 

Eurocentric norm onthe basis ofidentities,associations,experiences, 

and environments(Hall, Stevens, &Meleis,1994). 

2. Nurse Practitioners —advanced practice nurses who are certified by 

appropnate national credentialing bodies and who qualify for a 

Certificate ofFitness with the state ofTennessee to prescribe 

medications according to physician protocol. 
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Specific Aimsand Research Questions 

Breast health is defined as practicing monthly BSE,participating in an 

annual clinical breastexamination,and obtaining scheduled mammograms.Breast 

health is,in part,influenced bythe promotion ofrelativeimportance placed onthe 

endeavor by a nurse practitioner,other health care providers,and social networks. 

The purpose ofthis study is to determine the rank order importance nurse 

practitioners place on giving breast health information among marginalized women. 

The questions proposed for study are: 

1. Do nurse practitioners in health departments prioritize and promote 

breast health equally with those NPswho workin private practice? 

2. Doesa difference existamongthe specialties ofadvanced practice 

nursing(women's health,adult health,andfamily nurse practitioner) 

on how breast health knowledge is assessed? 

3. Doeslevel ofprofessional education preparation impacthow aNP 

will prioritize assessmentofbreast health knowledgeamong 

marginalized woman? 

Summary 

The literature review clearly describesthe complexity ofthe nonadherence 

ofpracticing appropriate breast health screenings according to the American Cancer 
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Society and documentsthe compounding factors ofmarginalization many women 

haveto overcome in order to receive adequate health care that others are privy to 

receive. Appropriate teaching by nurse practitioners provides an opportunity for 

education that marginalized women may otherwise notreceive.Nurse practitioners 

should prioritize education regarding breast health relatively high especially for the 

subgroups ofmarginalized menopausal women.Theresearch reviewed 

demonstratesthatsomeofthe barriers to receiving appropriate breast health 

assessments are with women who have lessformaleducation,less money,and those 

not proficient with the English language. 
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CHAPTERIII 

METHODOLOGY 

Research Design 

A nonexperimental study was doneto determine how nurse practitioners 

(NPs)rank ordered the assessmentofand the health promotion ofappropriate breast 

health knowledge among marginalized women.The convenience sample consisted 

ofnurse practitioners who worked in direct patientcare located atseven local health 

departments and private practices.The sample wasselected from a listing ofnurse 

practitioners from the east Tennessee region who held acertificate offitness with 

the state nursing board thatallowed them to prescribe medications.The listofNPs 

that currently hold a certificate offitness was available to the publicfor afee 

through the Tennessee State Board ofHealth.In addition to the state listing,health 

departmentNPsreceived surveysthrough their employer once approval bythe 

health departmentwas given.To be eligible for the study,NPsneeded to be 

currently employed(full-time or part-time), with a specialty area offamily health, 

adult health,or women's health. Consentforms were distributed with the survey and 

the return ofthe questionnaire was considered asimplied consent(Appendix A and 

B). 

Descriptive statistics were used to describe the sample,whereas,inferential 

statistics were used to analyze ordinal data.A comparison ofthe cases vs. controls 

ofNPs(those working in health departments and those working in private practices) 
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determined how priority ofbreasthealth education and assessmentranked with 

other essential health teaching. 

In the questionnaire,five vignettes depicted marginalized women and NPs 

rank ordered the assessmentofhealth practices and knowledge about breast health. 

TheNPs were questioned abouthow they would rank order the health promotion 

datafollowing each vignette.The health promotion data were consistent with each 

vignette and contained teaching aboutimmumzations,nutritional concerns, 

importance ofregular exercise,smoking cessation,weightreduction,heart disease 

prevention,osteoporosis prevention,mental health screenings,armual pap smears, 

monthly breast selfexamination,aimual clinical breast examination,and 

mammography.These education topics were chosen,in part,based onthe study by 

Moody,Smith,and Gleim(1999)thatfound nurse practitioners teach patients about 

nutrition,exercise,growth and development,smoking,cessation,weightreduction, 

and family planning.In the survey,the nurse practitioners were told there is no 

evidence ofdisease and were asked to rank order general health education.The rank 

ordering ranged from oneto twelve.The value ofone corresponded with whatthe 

nurse practitioner would promote first in theteaching and twelve corresponded with 

whatthe nurse practitioner would value leastin teaching atthis encounter. 

The priority ofhealth promotion assessment begins with the first encounter 

with the patient. Qmte often,the priority ofhealth promotion teaching may be 

decided according to aggregate categories,such as:age,gender,race, 

socioeconomic status,chronic illness and sequelae ofillness Once general 
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information is gathered abouta patient,then nurses continue to assess and tailor 

health promotion teaching to individual needs. In each vignette,a specific 

marginalized type ofwomenis described and the NPs will decide howto proceed 

with teaching according to the description given.All ofthe vignettes describe a 

perimenopausal or postmenopausal woman who are informed ofthe free health 

screening by flyers posted in the community. 

Vignette One 

A 50-year-oId postmenopausal African-American woman comesto the 
office with two ofher grandchildren over whom she possesses custody.She 
heard aboutthe health screeningsfrom a neighbor whosaw theflyers.She 
reports thatthelasttime shesaw a health care provider(HCP)wasfive years 
ago when she broke herfoot byfalling through the porch floor ofthe tattered 
houseshe is renting.Shesays thatshe does notreceive any health care benefits 
from the state.The woman is clean,buther clothes are outofdate and do not 
match.You can offer her any resources today atno charge to her or your 
clinic. 

Being an African-American with apparentlyfew financialresources may 

marginalize the woman described.However,she is also responsible forthe well-

being ofyoung children,which may strain herfinancial resources further due to the 

costofraising the children. 

Vignette Two 

A Caucasian woman who lives on the streets enters the clinic and sits down in 
the waiting room.She heard aboutthefree servicesfrom people on the street. 
She cannotrecall herlast examination by aHCP.Shestatesshe is reluctantto 
give anyinformation aboutnearest relatives and appearsscared.She appears 
to bein herlate forties.She hasan unkemptappearance. 
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The description ofthis woman may be characteristic ofmarginalization due 

to low socioeconomic status,prior experiences,and environment. 

Vignette Three 

A 45-year-old HTV positive,Caucasian woman comesto the clinic through the 
urging ofherInfectious Diseases doctor.She is on public assistancefor the 
disease,butcontinues to work outside the home atminimum wage.She has 
very limited personal resources.Her children are grown and she lives alone. 
Thelast health maintenance complete physicalwas beforeshe was diagnosed 
with the disease seven years ago.She can'trecall herlast eye or dental 
examination. 

The presence ofa communicable disease thathas been stigmatized by 

society as the"gay"or"drug-user's"disease can be crippling regardless ofthe 

mode oftransmission.Notonly is she marginalized by the disease,the lack of 

financial resources also place her in the periphery. 

Vignette Fo\ir 

Twolesbian women cometo the clinic after hearing aboutthefree carefrom a 
local"Lesbian Rights" meeting.These women live together and work ata local 
restaurantand do not have much money.They go to theHCPwhen they are 
sick and pay cash for the'care received.One ofthe women is48and the otheris 
49 years old.They report understanding the importance ofhaving health 
screenings,buthave notcompleted physicals for morethan ten years due to 
financial burdens. 

Thetwo women who are described in this vignette fitthe definition of 

marginalization due to their identities as lesbian and their lack ofmoney. 
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Vignette Five 

A 55-year-old migrantLatina woman comes to the clinic after seeing the flyer 
on a bulletin in her ethnic neighborhood.She uses partofher grocery money to 
catch the busto cometo the clinic.She has only been in the U.S.for one year 
and speaks broken English.You have a translatorin the office.She reports 
thatshe wentto the emergency room abouta yearago for pneumonia and has 
had afull recovery.Otherwise,she does notgo to aHCPfor routine care. 

This woman can be considered marginalized because ofher culture. She is 

peripheralized from the Eurocentric American culture not only because ofher 

ethnicity,butalso because she is unable to speak English well. She,too,lacks the 

financial resources needed to have regular health maintenance check-ups thatare 

routine for Americans with adequate health care resources. 

Procedures 

Theresearcher obtained permission for the study from the Departmental 

Review Committee at University ofTennessee,College ofNursing and the Human 

Subjects DepartmentalReview atthe university level. Additionalforms were filed 

in orderto distribute surveysto the health departments who gave permission after 

University Departmental Review Committee approval was obtained(Appendix C). 

Surveys were sentto the addresseson file with the state and to the individual 

health departmentsthatgave permission for distribution. Self-addressed stamped 

envelopes were enclosed with every survey.Asthe surveys were returned to the 

researcher,all data were coded forinput.SPSS 9.0for Windowssoftware from the 

University ofTennessee,College ofNursmg was used.Using the SPSS program. 
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data were tested using repeated measures and analysis ofvariance.Any differences 

were further explored with appropriate posthoc analysis. 

Subjects 

The State ofTennessee reported that438 nurse practitioners have a 

certificate offitness as of1999on file with the state in27Eastern counties.The27 

health departmentsreceived letters asking permission to send the surveys to their 

department.Seven counties(Knox,McMinn,Hamilton,Sevier,Hawkins,Greene, 

and London)allowed the surveys to be distributed in their clinics to the nurse 

practitioners(Appendix C).The total number ofsurveys sentto addresses received 

on filefrom the state and to health departments equaled 507.Distributing the 

surveys amongthe health departments meantthatthe NPs working in this settmg 

received the survey twice,once with the address on file with the state and the 

second survey received atthe clinic wherethey were employed.This duplication of 

effort was used to ensure thatthose NPs working in public health would be well 

represented. 

Ofthe438 nurse practitioners thatshould have received surveys,229 were 

completed and returned,and ten were returned dueto change ofaddress(53.5% 

return rate).Forty-two ofthe229surveys were notused in the data analysis for 

several reasons:(a)four subjects are no longer employed asaNP,(b)one returned 

survey withoutcompleting demographic piece,(c)one is employed as a clinical 

nurse specialist,(d)two are employed as staffnurses,(e)four are retired,(f)six 
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placed check marksinstead ofnumbering the responses,(g)fourteen were employed 

as pediatric nurse practitioners,(h)six work as mental health clinical specialists,(i) 

fourreported other specialties which did not meetthe selection criteria,and(j)ten 

were returned to the researcher after the data were calculated.The final tally of 

responses firom 167nurse practitioners was used as data. This represents38%of 

nurse practitioners who currently are in practice in the east Tennessee region. 

The survey contained acover letter that explained that returning the 

completed surveyto the researcher wasconsidered implied consent.Filling outthe 

survey was volimtary and no payment was given to the subjects. Theresearcher 

received one electronic message from one respondentinquiring abouthow hername 

and address was given to the researcher.Four ofthe nurse practitioners wrote 

commentson the survey stating thatfilling outthe survey was difficultforthem 

since there were no objective dataregarding the patient status.Ten ofthe nurse 

practitioners stated thatthey could notrank order promotion ofsmoking cessation 

since the vignette did notdescribethe woman as asmoker.However,inthe 

directions regarding howto respond,emphasis wasplaced by underlining the fact 

that all the women in the vignettes needed the health education from the twelve 

selections. 

Characteristics ofthe Sample 

The total numberofnurse practitioners who metthe selection criteria(n= 

167),were all currently working in the east Tennessee region and had a certificate 
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offitness on file with the state. The mean age ofthe nurse practitioners was41.06 

years(SD=8.55).However,only70ofthe 167(41.9%)respondents provided their 

age.The majority(80.2%)were married or partnered. 

Thelevel ofeducation among the nurse practitioners was reported to be at 

the master's level(95.8%),however,there were also some diploma graduates 

(1.8%),some bachelor's(0.6%),and several with doctoral(1.8%)degrees.The 

large numberofNPswho are masters prepared or beyond is directly related to the 

factthatin Tennessee there is a state mandate that all nurse practitioners complete 

graduate schoolin orderto practice in the field.Both diplomaand bachelors 

prepared NPshave been grandfathered in. 

TheNPswho reported their practice site as private was 118(70.7%),public 

practice site40(24%),2respondents did notanswerthis question.Although the 

numberofNPs who are practicing in public sites did notreach the previously 

determined goal of50,the40NPswho did respond were used in the data 

calculation.The specialty areas ofpractice were reported asfamily nurse 

practitioner 118(70.7%),adult health nurse practitioner 16(9.6%),and women's 

health nurse practitioner 33(19.8%).Thisimbalanced response rate ofthe nurse 

practitioner specialties may be representative ofthe nurse practitioner population. 
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CHAPTERIV 

RESULTS 

The results ofthe testing ofeach hypothesis are presented in this chapter. 

Each research question is stated and then followed by the statistical testing and 

results. Tables and figures are presented to further illustrate the results ofthe study. 

Testing ofthe Hypothesis 

This wasanonexperimental study design.Because responses wererank-

ordered responses,the data were treated as interval level.Theresponses by the 

nurse practitioners were normally distributed in regards to breast health promotion; 

therefore parametric statistics were used.Using SPSS 9.0for Windows analysisof 

the data was completed.An alpha level of0.05 waschosenfor use with all 

statistical analyses.Each question wassubdivided according to:(a)breast self-

examination,(b)clinical breastexamination,and(c)mammography Oneimportant 

note,when viewing the figures and table,the lower numberonthe scale represents a 

higher level ofimportance placed by the nurse practitioners regarding the promotion 

ofthatfacetofbreast health. 

Research Questions and Results 

Question 1 

Do nurse practitioners in health departments prioritize and promote 
breast health equally as compared to NPswho workin private practice? 
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Therepeated measures analysis ofvariance(ANOVA)wasused to testthe 

responses ofthe NPs with breast self-examination,clinical breast examination,and 

mammography across vignettes.Each facetofthe breast health promotion will be 

covered.In addition,the responses ofall the nurse practitioners to the five vignettes 

are explored in order to determine the importance ofbreast health promotionin the 

aggregate. 

Breast SelfExamination 

The total number ofpublic clinical setting murses who answered all ofthe 

BSE questions was calculated. There wasaslight decrease in the sample from the 

originalforthe analysis due to the factthatsometeaching interventions were 

omitted bythe nurse practitioners(public,n=36and private,n= 113).The nurse 

practitioners responsesto the vignettes equally differed,therefore no significant 

interaction wasnoted among the vignettes[F(4,144)=0.467,p=0.760].For 

example,ifthe public practice nurse practitioners rated vignette3less important 

thanthe other vignettes,then the private practice nurse practitioners would tend to 

do so as well.Eventhough the ranking may not be equal,this particular vignette 

would be rated the highestamong the other vignettes with all the other responses 

given.There was no statistical significance between-subjectfactors,which means 

the responses between the practice typesin their overall responses,equally differed 

amongthe groups[F(1,147)=7.407,p=0.526].The within-subjects comparison 

among all nurse practitioners responsesto the vignettes was significant[F(4,144)= 
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15.153,p<0.001].This means all the nurse practitioners rank ordered the vignettes 

significantly differently. 

A comparison ofthe responsesto the vignettes by all the nurse practitioners 

was donein orderto determine ifa difference existed between the vignettes.The 

vignette differences between the groups are noted in Figure 1.The mean score 

ranking from the smallestnumberto largest number,(mostimportantto least 

important)which the nurse practitioners reported in regard to breast health among 

the vignettes is listed in Table 1.The span between the vignette which the nurse 

practitioners ranked the highest(mostimportant)was vignette 4,describing the 

lesbian women and the lowest(leastimportant)was vignette 3,describing the HIV 

positive woman.There is abouta 1.5 pointspread between thesetwo vignettes. 

When viewing the responses ofall the nurse practitioners to the vignettes a pairwise 

comparison was made in order to determine which vignettes were correlated with 

one another.Using the pairwise comparison(Table 2),Vignette 4,Lesbian women, 

wasranked more important by the nurse practitioners in promotion ofbreast self-

examinationthan were vignettes3(HIV positive),2(Homeless),and5(Latina).In 

contrast,vignette3(HIV positive)indicated that breast health teaching wasranked 

less importantin thatgroup vs.in vignettes 1(Afiican-American),4(Lesbian),and 

5(Latina). 
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Figure 1. Vignette Differences for BSE Between Public and Private Nurse 
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*Note: A lower number means ranked higher in importance 
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Table 1. Mean Ranking ofImportancefor Breast SelfExamination* 

Vignette Mean Std.Error 

Lesbian 4.76 .244 

African-American 5.22 .213 

Latina 5.49 .250 

Homeless 6.04 .220 

HIV Positive 6.34 .231 

*Note:A lower numbermeansranked higher ofimportance 
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Table 2.Pairwise Comparison ofVignettesfor Breast SelfExamination 

Measure MEASURE 1 

Mean 

Difference 

Vignette Type Vignette Type (I-J) Std Error Sig" 
African-American Homeless -829* 235 006 

HIV positive -I 118* 235 <001 

Lesbian ' 461 228 448 

Latma -274 232 1 000 

Homeless Afiican-Amencan 829* 235 006 

HIV positive -289 215 1000 

Lesbian 1 290* 237 <001 

Latina 556 227 155 

HIV positive African-American 1 118* .235 <001 

Homeless 289 215 1 000 

Lesbian 1 579* 212 <001 

Latina 845* 217 002 

Lesbian African-Amencan -461 228 448 

Homeless -1290* .237 <001 

HIV positive -1 579* 212 <001 

Latma -734* 211 006 

Latina African-American 274 232 1 000 

Homeless -556 227 155 

HIV positive -845* 217 002 

Lesbian 734* 211 006 

Based on estimated marginal means 

* The mean difference is significant atthe 05 level 
^ Adjustmentfor multiple compansons Bonferroni 
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Clinical BreastExamination 

Public setting nurses(n=38)and private setting nurses(n=122)were used 

to calculate the promotion ofclinical breast examination.There is no significant 

interaction in regardsto the promotion ofclinical breast examination between the 

groups[F(4,155)=0.817,p=0.516].However,there is a statistical significance 

between-subjectfactor in the groups with the overall promotion ofaimual clinical 

breast examination[F(1,158)=50.282,p=0.034].The public practice nurse 

practitioners,therefore,rated the importance ofclinical breastexamination higher 

than the private practice NPs.When comparing within-subjects ofall the nurse 

practitioners the responses to the five vignettes differed between the nurse 

practitioners and were statistically significant as well[F(4,155)=22.293,p < 

0.001]. 

A comparison ofthe responses to the vignettes among all the nurse 

practitioners appears in Figure 2.The mean scores from the mostimportant,vignette 

4(Lesbian),to the leastimportant,vignette 3(HIV positive)are presented in Table 

3.Betweenthe two vignettes there is a 1.6-point difference.The pairwise 

comparison(Table4)determined that vignette4(lesbian)wassignificantly more 

importantthan vignette2(Homeless),3(HIV positive),and 5(Latina).However, 

vignette3(HIV positive)wassignificantly rated the leastimportant vignette to 

promote clinical breastexamination in comparison with the other vignettes. 
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*Note: A lower number means ranked higher of importance 
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Table 3.MeanRanking ofImportance ofClinical Breast Examination* 

Vignette Mean Std.Error 

Lesbian 2.60 .156 

African-American 2.83 .182 

Latina 3.12 .184 

Homeless '3.71 .161 

mV Positive 4.28 .210 

*Note:A lower number meansranked higher ofimportance 
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Table 4.Pairwise Comparison ofVignettesfor Clinical BreastExamination 

Pairwise Comparisons 

Measure.MEASURE 1 

Mean 

Difference 

Vignette Type Vignette Type (I-J) 

Affican-Amencan Homeless -879* 

HIV positive -1.449* 

Lesbian 234 

Latma -285 

Homeless African-American 879* 

HTV positive -570* 

Lesbian 1 113* 

Latma 594* 

HIV positive Afhcan-Amencan 1449* 

Homeless 570* 

Lesbian 1 683* 

Latma 1 164* 

Lesbian African-Amencan -234 

Homeless -I 113* 

HIV positive -1 683* 

Latma -519* 

Latma African-American 285 

Homeless -594* 

HIV positive -1 164* 

Lesbian 519* 

Based on estimated marginal means 

* The mean diflference is significant atthe 05 level 
^Adjustmentfor multiple compansons Bonferroni 

Std Error 
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Mammographv 

Thenumberofnurse practitioners who answered all the questionsregarding 

mammography promotion are asfollows:public setting(n=36)and private setting 

(n=114).There wasno significantinteraction between the groups and the answers 

to the vignettes concerning mammography[F(4,145)=0.536,p=0.710]. 

Mammography promotionto the marginalized women described in the vignettes 

waspromoted the same among all groups.When comparing between-subjecttests, 

whether private or public,there is no statistical significance inthe difference 

betweenthe responses[F(1,148)=0.318,p=0.907].This meansthe responses by 

thetwo groups ofninse practitioners were similar.The within-subjects comparison 

revealed a disparity in the response to the vignettes with all nurse practitionersin the 

promotion ofmammography and wasfound significant[F(4,145)=22.533,p< 

0.001]. 

The difference between the vignettes among all the nurse practitioners in the 

promotion ofmammography screeningsrevealed aclear division amongthe 

vignettes.The plotdiagram in Figure3 demonstrates a division amongthe groups. 

The mean ranking score ofthe vignettes isshown in Table 5. Vignette 1 (Afirican-

American)is ranked overtwo points higherthan vignettes2(Homeless)and 3(HIV 

positive). With the pairwise comparison(Table 6),intervignette divisions emerged. 

Vignettes 1(African-American),4(Lesbian),and5(Latina)are significantly more 
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Figure 3. Vignette Differencesfor Mammogram Between Public and Private Nurse 

Practitioners* 

*Note:A lower number meansranked higher 
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Table 5.MeanRanking ofImportance for Mammogram* 

Vignette Mean Std.Error 

Latina 4.97 .249 

African-American 4.59 .234 

Lesbian 5.31 .308 

Homeless 6.61 .262 

HIV Positive 6.65 .262 

*Note:A lower number meansranked higher ofimportance 
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Table 6.Pairwise Comparison ofVignettesfor Mammogram 

Measure MEASURE 1 

Mean 

Difference 
Vignette Type Vignette Type (I-J) Std Error Sig" 
African-American Homeless -2020* i54 <001 

HIV -2058* 262 <001 

Lesbian -720 290 140 

Latma -379 215 799 

Homeless Aifican-American 2020* 254 <001 

HIV -3801E-02 233 1 000 

Lesbian 1 300* 288 <001 

Latma 1 641* 249 <001 

HIV positive Afhcan-American 2058* 262 <001 

Homeless 3801E-02 233 1000 

Lesbian 1 338* 277 <001 

Latma 1679* 255 <001 

Lesbian African-American 720 290 140 

Homeless -1 300* 288 <001 

HIV -1 338* 277 <001 

Latma 341 284 1 000 

Latma Afhcan-American 379 215 799 

Homeless -1 641* 249 <001 

HIV -1 679* 255 <001 

Lesbian -341 284 1 000 

Based on estimated marginal means 

* The mean difference is signiUcant atthe 05 level 
^ Adjustmentfor multiple compansons Bonferrom 
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highly ranked in the promotion ofmanunography screeningsthan vignettes2 

(Homeless)and 3(HIV Positive) 

Question 2: 

Willthere be a difference amongthe specialties ofadvanced practice 
setting(women's health,adult health,and family health nurse practitioner)on 
how breast health knowledge is assessed? 

The promotion ofbreast health had three components:(a)promotion of 

breast selfexamination,(b)clinical breastexamination,and(c)mammography.The 

nurse practitioners who prioritized breast health promotion in each area were 

compared.The comparison ofthe vignettes among all the nurse practitioners was 

explored with question one. 

With the breastself-examination component,the sample sizes were 

disproportionate:(a)family nurse practitioner(n= 106),(b)adult health muse 

practitioner(n=15),(c)women's health nurse practitioner(n=30).Dueto thelow 

response rate from the adult health nurse practitioners,the sample ofadult health 

NPswasnotused in the statistical calculations. Thislow response rate persisted 

throughoutthe breast health componentsofclinical breast examination and 

mammography and therefore was not computed.The responses from the family 

nurse practitioners and women's health nurse practitioners were used.As previously 

outlined,the responses will be separated according to breast self-examination, 

clinical examination,and mammography promotion. 
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Breast SelfExamination 

When comparingthe clinical specialties with the vignette responses,there 

were no significant interaction wasfound between the family health and women's 

health nurse practitioners[F(4,131)=0.402,p=0.807].In addition,family nurse 

practitioners did not differ from women'shealth nurse practitioners in their 

responses to the vignettes when comparing between-subject analysis[F(1,134)= 

10.452,p=0.457].The responses appear graphically in Figure 4. 
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Figure 4.Comparison ofFamily and Women'sHealth Nurse Practitioners for BSE* 

*Note:Alower number meansranked higher 
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Clinical Examination 

Whencomparing clmical breast examination promotion betweenfamily(n= 

113)and women's(n=33)health nurse practitioners,no significant difference were 

foimd[F(4,141)=0.701,p=0.592].The comparison ofthe nurse practitioners in 

this regard to annual CBEpromotion showed a statistical significantly difference[F 

(1,144)=4.077,p=0.045]. Women'shealth nmse practitioners in this sample tend 

to promote CBEmore thanfamily nurse practitioners(Figure 5). 
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Figure 5.Comparison ofFamily and Women'sHealth Nurse Practitioners for CBE* 

*Note:A lower number meansranked higher ofimportance 
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Mammographv 

Whencompanng the responsesfrom thetwo groups to the vignettes,their 

responses were withouta significant interaction[F(4,131)=2.1,p=0.084]. 

Overall,the women's health nurse practitioner tended to promote amammography 

no differently than afamily nurse practitioner[F(1,134)=11.822,p=0.479]. 

Figure6showsthe responses ofthe nurse practitioners. 
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Figure 6.Comparison ofFamily and Women's Health Nurse Practitionersfor 

Mammogram* 

*Note:Alower number meansranked higher ofimportance. 
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Question3 

Willthe level ofprofessional education preparation ofnurse 
practitioners impacthow a nurse practitioner will prioritize assessmentof 
breast health knowledgeamongthe marginalized woman? 

The respondents were overwhelmingly master's prepared or greater(97.6%). 

This disparity mostlikely reflects the results ofthe Tennessee legislative mandate 

that all advanced practice nurses are masters prepared.Therefore,this research 

question willnotbe able to be calculated using this population. 

The nextchapter will discussthese results,the strengths and limitations of 

the study,the implicationsfor nursing practice and suggestionsforfurther research 

with marginalized women. 
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CHAPTERV 

DISCUSSION 

The purpose ofthis study wasto ascertain how nurse practitioners prioritize 

teaching in an aggregate population.The sample ofnurse practitioners studied were 

employed in the East Tennessee region ofthe United States and were awarded a 

Certificate ofFitness registered with the state ofTennessee in orderto have 

prescriptive privileges.The nurse practitioners studied were employed in the public 

and private sectors.The null hj'pothesis wasthatno significant difference would 

emergein how nurse practitioners would prioritize breast health teaching as 

opposed to other women'shealth teaching in various aggregates ofmarginalized 

woman. 

A sigmficant difference wasfound between the groupsofnurse practitioners 

when one comparesthose in public vs.private practice and when one compares 

practitioner specialty offamily vs. women's health nurse practitioners. Overall,the 

public health setting nurse practitioners as compared to private health setting nurse 

practitioners and the women'shealth nurse practitioners as compared to family 

health nurse practitioners would tend to promotethe importance ofclinical breast 

exaimnation as a higher priority than other health teaching.However,there appears 

to be no significant differences between the groups compared in regardsto the 

promotion ofbreast selfexamination and mammography. 

Theresponsesto the vignettes by all the nurse practitioners documented a 

disparity when comparing the identifying factors portrayed in the vignettes. This 
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incidental finding revealed that nurse practitioners would promote breast health 

more highly among African-American,Lesbian,and Hispanic women.Butin 

regards to thelower ranking ofbreast health promotion in the vignettes describing 

HIV positive womenand homeless women,nurse practitioners rated other necessary 

and appropriate health teaching as described in the twelve education selections as 

moreimportantthan breast health teaching whenno specific chiefcomplaintwas 

identified in the vignettes. 

Strengths and Limitations ofthe Study 

Various strengths can be appreciated in this pilot study,such asthe high rate 

ofresponse to the study questionnaire by the nurse practitioners queried.Itis 

encouraging to note that many vitally busy nursing professionalstook thetime to 

participate in this study and made evidenttheir commitmentto advancing nursing 

science.Theirresponses in this pilot study will,hopefully,raise other research 

questions and birth further studies in orderto call attention to women who are 

"perpheralized onthe basis oftheir identities,associations,experiences,and 

environments"(Hall,Stevens,and Meleis,1994).Marginalized women are not 

adequately assessed,treated and followed appropriately by health professionals for a 

number ofcomplex reasons.This study addsto the literature and shedslighton 

promotion ofwomen's breast health. 

The data collected were normally distributed and the measurement wason 

an interval scale;therefore,parametric statistical analyses were applied.This 



67 

allowed for morerobust statistical analysis utilizing the repeated measures analysis 

ofvariance. Therefore,inferences aboutthe data results can be made. 

Several limitations ofthe study emerged during the course ofdata collection 

and interpretation ofthe results should be made with caution. To begin,this study 

appearsto bethe firstto examine how asample ofnurse practitioners prioritizes 

health teaching among marginalized women.Assuch,one should view it as a pilot 

study;therefore,the generalization ofthis study is notapplicable atthis stage ofthe 

research process.Asapilot study,it is difficultto comparethe results with other 

studies. 

Thesample size presented another potential limitation.The expected goal of 

recruiting nurse practitionersfrom fifty public practice settings and fifty private 

practice settings wasnotachieved,and the response rate ofthe two groups was 

unequal(public,n=36,private,n=113) In addition,a balanced representation of 

family,adult,and women's health nurse practitioners was also notachieved and due 

to the very small numberofadult health nurse practitioners recruited it was 

necessary to withdraw them fi-om the data analysis(family,n=106;women's,n= 

30;adult,n=15).This disparity among the specialties may,however,be 

representative ofthe general nurse practitioner population by specialty. 

Lacking an appropriate toolfor study,"The Ranking ofHealth Promotion by 

Nurse Practitioners," was developed by the investigator since this study wasthe first 

to examine prioritization by nurse practitioners ofbreast health promotion among 

marginalized women.Further testing ofthe tool would help to ensure appropriate 
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applicationto alarge scale study in order to flirther explore breast health 

prioritization among specific populations. 

Twoofthe nurse practitioners responding to the tool stated thatthey had 

difficulty answering the survey.One stated,"I treat patients as individuals"and had 

difficulty with the conceptofteaching whenlimited to aggregates. Other 

participants may have had the same difficulty with being"forced"to rank order 

teaching.This"forced ranking"to prioritize teaching may be alimitation in this 

study. 

ImplicationsforNursing Practice 

The results ofthis pilotstudy do have implications regarding differences in 

practice settings and also differences within nurse practitioner specialties.The 

healthteaching that nurse practitioners provide often is morefrequently provided to 

affluent groups dueto their frequency ofinteraction with ahealth care provider 

(Stevens,1992).However,in this study,the nurse practitioners working in the 

public health setting highly rated the importance ofbreast health promotion with a 

clinical breast examination.Those nurse practitioners working in public health 

settings may promotethe importance ofclinical breast examination more highly 

than those in private practice.The clinical significance ofthis finding suggests that 

in the public health setting nurse practitioners are more likely to minister to transient 

populations who may notbe awareofthe American Cancer Society guidelines 

regarding the importance ofannual breastexaminations by a health care 
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professional.In addition,ifnurse practitioners are successful in convincing women 

to retum in a yearfor an annual breast examination and mammographythe women 

can also be offered other importantevaluations and annual screenings,such as blood 

pressure screening.Pap smear,colon cancer screenings,etc. This higher ranking of 

the importance ofa clinical breastexamination demonstratesthat nurse practitioners 

are aware ofthe factthat women oflimited financial resources,as depicted in the 

vignettes,are less likely to have annual clinical breastexaminations as studied by 

Frazier,et al.(1996)and Wyn,et al.(1996). 

There was asignificant difference between the promotion ofclinical breast 

examination between the women's health and family health nurse practitioners.This 

finding parallels the study produced by Lane,et al.(1996)lyho found that women 

who seek health care from a gynecologist rather than ageneral practitionerfor 

routine health examinations were more likely to have mammograms. Women's 

health nurse practitioners are morelikely to promote an annual breast examination 

according to these study findings. Women's health nurse practitioners are more 

clinically focused onthe assessmentofthe breastand gynecologic healthjustby 

virtue oftheir specialty focus and may also be more likely to offer additional 

gynecological health evaluations. 

Theranking ofhomeless women waslow possibly dueto the factthatthe 

nurse practitioners mightassume that there would be no wayto follow these 

transient womenevenin the eventthattheir clinical examination or mammogram 

wasabnormal.Thecompounding factors related to alack offinancialresources. 
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such as nutritional needs,routine medical screenings,and access to health care in 

the eventofacute illness,leavesthe nurse practitioner with a plethora ofeducational 

needsthathe or she may believe are essential to address first with the homeless 

population.In addition,women who are homeless or HIV positive have many 

physical and psychological needs,needsthat may be helped by comprehensive 

health teaching.Another implication for nursing practice is that there is a clear 

necessity for additional time to interact with the HIV positive and homeless 

population,in order to ensure that breast health teaching can be included in health 

visits according to American Cancer Society recommendations.The adherence to 

incorporation ofappropriate breast health screenings within this population does not 

appear to have been studied and therefore acomparison to previousresearch is 

imavailable. 

In this study,it became apparentthe nurse practitioners would prioritize 

teaching according to identity,such as women being identified as HIV positive or as 

homeless.Despite the commentmade by one nurse practitioner regarding treating 

all patients as distinct individuals,this study demonstratesthatin an aggregate setof 

women,other teaching maytake priority dueto astigmatizmg disease or an 

environmentalfactor,such as homelessness.These findings demonstrate thatfor 

some aggregates breast health teaching will be given alower priority due to an 

identifying factor. Hall and researchers question,"how do hierarchical power 

dynamics affectthe health ofstigmatized groups?"(1994,p.35)This study begins 

to unravel this mystery since these findings suggestthat health care providers place 
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other important health promotion information onahigher orlower priority on the 

basis ofcultural identities.Even when referring to the five vignettes describing 

women who could be considered marginalized,there is evidence that women who 

are homelessorHIV positive are comparatively leastlikely to get breast health 

information.The findingsofthis study lend supportto the theory that assumptions 

ofthe dominantcultural majority are probably also played outin clinical practice 

decisions ofadvanced practice nurses. 

Suggestionsfor Future Study 

The prioritization ofthe numerous educational needsfor the HIV positive 

woman and the homeless woman can decrease the importance ofbreast health 

education.Future studies should addressthe issues ofhealth teaching among women 

with complex teaching requirements.However,this particular group ofwomen 

should not be denied the breast health education other woman are provided.For 

example,to increase breast health awareness,health care professionals should 

specifically targetthese populations.Further study could addresstheimpactof 

breast health teaching on homelessand HIV populations,possibly in a prospective 

study.A literature review ofmarginalized womenin this category was non-existent. 

How can health care professionals effectively reach populations ofmarginalized 

women?Further studies should address appointmenttime extensions with these 

womento assess breast health teachings overall success.This study also raises the 

question ofwhetherthelower prioritization ofbreast health teaching mightbe due 
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to an expectation,onthe partofthe health care professional,thatthere will be alack 

offollow-up with the patient ifan abnormal examination is noted in women with 

limited means. 

Asstated by Hall,et al.(1994)"by examining the margins,nurses can gain 

knowledge aboutthe whole that has previously been unavailable to us."Future 

research should focus on perimenopausal or menopausal marginalized womenand 

their perception ofprioritization ofbreast health promotion.Onceanurse 

practitioner hasinformed women ofthe importance ofthe ACS guidelines,will this 

increase women'slikelihood offollowing the American Cancer Society guidelines? 

Itis importantto research the perceived barriers marginalized womenface.In an 

interview fashion,one can studythe value this cohortofwomen will place on good 

breast health. The studies presented in ChapterTwofocused onidentifying factors 

such as race,socioeconomic,culture,and lack ofEnglish language skills. More 

studies need to focus on other identifying issues,such asastigmatizing disease, 

homelessness,and sexual orientation. 

In future research,the survey instrument developed for this study should 

include the identification ofthe nurse practitioners genderin the demographic 

section.This may prove informative to identify ifgender differences exist. Gender 

identification ofthe nurse practitioners could be clinically significantto study in the 

education ofbreast health in orderto determine ifgender biases prevail in the 

teaching ofbreast health. 
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Conclusion 

The differences that emerged between the promotion ofclinical breast 

examination within public and private settings where nurse practitioners often work 

are indeed important.Public practice nurse practitioners often see women on an 

irregular basis butthe promotion ofarmual examinations will hopefully ensure that 

women will receive health care screeningsonamore consistent basis. Women who 

receive health care screeningsfrom aprivate practice setting nurse practitioner tend 

to bein contact with aregular health care professional and importantannual 

screenings will not be overlooked. 

Women who are homeless and women who are HIV positive often require 

nurse practitioners to place other necessary health teaching as a higher priority. 

Usually the immediate needs will have to be addressed fhst,such asimmunizations. 

Asnurse practitioners encounterthis special group ofwomen,hopefullythe 

importance ofadditional time will be offered womenso morein-depth health 

teaching can be conducted,such as breast health awareness. 

The differences between mainstream and marginalized women become 

apparentwhen looking atthe statistics among mmority status,socioeconomic status, 

and education level.Breastcancer knowsno boundaries or limitations. Health care 

professionals and researchers mustmake conquering breast cancerapersonal 

campaign.Asstated bestby Mickey,et al."a well-coordinated community effort, 

with cultural sensitivity,is needed to save lives from breastcancer"(1995,p.475). 
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Since breast cancer is unpreventable,the next defense is early detection for all 

women. 
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DearNursing Professional 

Iam a graduate nursing student at University ofTennessee,Knoxville,and 
would appreciate ten minutes ofyour valuable time to complete this survey for my 
thesis.The purpose ofthis study is to determine how nurse practitioners rank order 
needed health information for certain populations(notillness related).The 
beginning ofthe survey will question you aboutsome personalinformation.After 
the demographic section,five vignettes are presented about women who are seeking 
health care.Twelve health guidelines will be presented with each vignette for youto 
rank order according to the patient presentation.Eventhough you mayfeel all are 
importantto address with the patient visit,please rank order according to what you 
would talk about with the patientfirst. 

Completing this survey will benefit you and the nursing profession by 
gaining more understanding ofhow nurses prioritize teaching to women with 
multiple health and education needs.There is no risk to yousince your identity, 
position,and employer will be keptconfidential withoutany identifying marks or 
mformation onthe surveys or envelopes.Bycompleting this survey,you understand 
that you are volunteering and there will be no paymentinvolved.Your clinical 
judgementand expertise is highly regarded in order to complete this study.I 
appreciate your inputinto this study. 

I can be reached for questions at(865)974-7634,e-mail: 
cwilsol26utk.edu,or mailto University ofTennessee,Knoxville,College of 
Nursing,1200 Volunteer Blvd.,Knoxville,IN 37996-4180. 

Sincerely, 

Candy Wilson,RNC,BSN 
University ofTennessee,Knoxville 
Graduate Nursing Student 

' PatriciaGentry Dropplj6nan,PhD,' 
University ofTennessee,Knoxville 
Thesis Chairperson 

https://cwilsol26utk.edu
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Age: 
Please circle the answerthat bestfits you: 
Marital Status: 

Single Divorced 

Married(Partnered) Widowed 

Position: 

StaffNurse Clinical Nurse Specialist 
Nurse Practitioner Management 
Other: 

Education level: 

Diploma Master 

Associate Doctorate 

Bachelor 

Areaofspecialty: 
Family Practice 
AdultHealth 

Women'sHealth 

Other Advanced Practice Nursing Specialty: 

Type ofpractice: 
Private Practice 

Public Health 

In your facility,whateducational information do you display? 
1. Immunization schedules 
2. Nutrition information 

3. Benefits ofexercise 

4. Smoking cessation 
5. Heart disease prevention/regular blood pressure screenings 
6. Osteoporosis information 
7. Mental health information(i.e. depression) 
8. Information aboutPap Smears 
9. Breastself-examination 

10. Mammography 
11. Other: 

Otherthan you personally distributing information to the clients,how does your 
facility provide education? 

1.Pamphletsin English 
2.Pamphlets ofseverallanguages 
S.Videos 

4.Posters 
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Below are vignettes describing special groups ofwomen.In the scenarios,these 
women are coming to youfor care for routine examination.Your clinic is 
conducting free medical examinations for the day to specific populations and the 
womencome to youfor this service.You are hypothetically given thirty minutes 
with each person.Youhave unlimited resourcesfor the day to care for these women 
without costto them or the clinic.They currently do notcomplain ofany acute 
illness and youdo notfind any evidence ofdisease on your examination.All of 
these women are in need ofthe educationfollowing the vignette and are atrisk for 
the sequelae ofnonadherence.Eventhough all ofthe health promotion/disease 
prevention measures are equally important,in whatorder would you emphasize 
your health promotion teaching?(Rank order by number) 

1. A50-year-old postmenopausalAfrican American woman comesto the 
office with two ofher grandchildren over whom she possesses custody.She 
heard aboutthe health screeningsfrom a neighbor whosaw theflyers.She 
reports thatthe lasttime shesaw a health care provider(HCP)wasfive 
years ago when she broke herfoot byfalling through the porch floor ofher 
tattered houseshe is renting.Shesaysthatshe does notreceive any health 
care benefitsfrom the state.Thewoman is clean,buther clothes are outof 
date and do not match.You can offer her any resources today atno charge 
to her or your clinic. 

a. Immunizations 
b. Nutrition Concerns and Information 
c. The importance ofregular exercise 
d. Smoking cessation 
e. WeightReduction 
f Heartdisease prevention/regular blood pressure screenings 
g. Osteoporosis prevention 
h. Mental health screenings/interventions 
i. Provide aPap smear and give information onthe importance 
j. Information on breast selfexamination 
k. Provide a clinical breastexamination and give information onthe 

importance 
1. Schedule a mammography 

A Caucasian woman who lives on the streets enters the clinic and sits down 
in the waiting room.She heard aboutthefree servicesfrom people on the 
street.She cannotrecall her last examination by a HCP.Shestates she is 
reluctantto give anyinformation about nearest relatives and appears 
scared.She appears to bein herlate forties.She has an unkempt 
appearance. 

a Immunizations 
b Nutrition Concerns and Information 
c. The importance ofregular exercise 
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d. Smoking cessation 
e. WeightReduction_ 
f. Heartdisease prevention/regular blood pressure screenings 
g. Osteoporosis prevention 
h. Mental health screenings/interventions_ 

Provide aPap smear and give information onthe importance 
j. Information on breast selfexamination 
k. Provide a clinical breastexamination and give information on the 

importance ' 
1. Schedule amammography 

3. A 45-year-oId HIV positive,Caucasian woman comesto the clinic through 
the urging ofherInfectious Diseases doctor.She is on public assistancefor 
the disease,butcontinues to work outside the home at minimum wage.She 
hasvery limited personal resources.Her children are grown and she lives 
alone.Thelast health maintenance complete physical was before she was 
diagnosed with the disease seven years ago.Shecan't recall herlasteye or 
dental examination. 

a. Immunizations 
b. Nutrition Concems and Information 
c. Theimportance ofregular exercise 
d. Smoking cessation 
e. WeightReduction ' 
f. Heart disease prevention/regular blood pressure screenings 
g. Osteoporosis prevention 
h Mental health screenings/interventions_ 

Provide aPap smear and give information on the importance 
j. Information on breast selfexamination 
k. Provide a clinical breast examination and give information on the 

importance 
1. Schedule amammography 

4. Twolesbian women cometo the clinic after hearing aboutthefree care 
from a local"Lesbian Rights" meeting.These women live together and 
work ata local restaurantand do nothave much money.They go to the 
HCP when they are sick and pay cash for the care received.Oneofthe 
women is 48and the other is49years old.They reportunderstanding the 
importance ofhaving health screenings,buthave notcompleted physicals 
for morethan ten years due to financial burdens 

a. Immunizations 
b. Nutrition Concemsand Information 
c. Theimportance ofregular exercise 
d. Smoking cessation 
e. WeightReduction 
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f. Heart disease prevention/regular blood pressure screenings 
g. Osteoporosis prevention 
h. Mental health screenings/interventions_ 
i. Provide aPap smear and give information onthe importance 
j. Information on breast selfexamination 
k. Provide a clinical breastexammation and give information onthe 

importance 
1. Schedule a mammography 

5. A 55-year-old migrantLatino woman comesto the clinic after seeing the 
flyer on a bulletin in her ethnic neighborhood.She uses partofher grocery 
money to catch the bus to cometo the clinic.She has only been in the U.S. 
for one yearand speaks broken English.You havea translatorin the 
ofGce.She reports thatshe wentto the emergencyroom abouta yearago 
for pneumonia and has had afull recovery.Otherwise,she does notgo to a 
HCPfor routine care. 

a. Immunizations 
b. Nutrition Concemsand Information 
c. Theimportance ofregular exercise 
d. Smoking cessation 
e. WeightReduction 
f. Heart disease prevention/regular blood pressure screenings 
g. Osteoporosis prevention 
h. Mental health screenings/interventions 
i. Provide aPapsmear and give information onthe importance 
j. Information on breast selfexamination 
k. Provide a clinical breast examination and give information onthe 

importance 
1. Schedule a mammography 

Thank you again fortaking timeto complete this survey.Yourinput is imperative to 
the completion ofthis study. 
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APPENDIXC 
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Countv Executive ^ \ 

« \ Department of 
Thomas Schumpcrt Public Health 

Knox County 

August9,1999 

Candy Wilson,RNC,BSN 
8043 Warren park Lane 
Knoxville,Tennessee 37912 

DearMs Wilson 

Thank you for sending me a wntten proposalofthe survey you wish to do for your 
Master's thesis 

I will be happy to assist you with this project,Ifyou will send the survey forms,I will 
distnbute them to the appropnate nurse practitioners 

Your project sounds interesting and I will be interested m the results obtamed. Please let 
meknow when the tool is ready and perhaps we can review it together,in case there are any 
questions from my staff 

I look forward to hearmg from you soon. 

Sincerely, 

Beatnce L Emory,RN,MPH 
CliniCui Scx^viccs i\si7ti!iiistr2tcr 

BE/lw 

140 Dameron Avenue• Knoxville.IN 37917-6413 »(423)215-3000•TOD(423)215-5005•Fax(423)215-5295 
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SEVIER COUNTY HEALTH DEPARTMENT 
Tennessee Department ofHealth - Cooperating 

P 0 Box 4648 

Sevierville, Tennessee 37864 
453-1032 - 425-637-6853 

January 20,2000 

Ca-nd} V'llsor.. RKC.BSN 
6043 Warrenpark Ln 
Knoxville.TN 37912 

Dear Ms Wilson 

I received your request for support in completing a survey of how nurses prioritize 
teaching to women with multiple health and educational needs 

Please send three copies I will distnbute them to the nurse practitioners 

Sincerely, 

Priscilla Gamer 

District Director 

PG dh 

i -

https://Knoxville.TN
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suncv's nurse pracmioners 

Subject:survey's nurse practitioners 
Date:Men,24Jan 2000 102246-0500 
From:"Overton,Constance"<ConstanceO@exch HamiltonTN gov> 

To:"'cwiisol2@utk edu'" <c\Mlso]2@utk edu> 

Candy, 

Listed below are the nurse practitioners that work for the Hamilton County 
Health Department and their addresses: 

Mildred Geeter 

Chattanooga-Hamilton County Health Department 
921 East Third Street 

Family Health Clinic 
Chattanooga, TN 37403 

Barbara Graham 

(same as Mildred's) 

Nancy Hale 
Sequoyah Health Clinic 
9527 Ridgetrail Road 
Soddy Daisy, TN 37379 

Sheryl flmmons 
Ooltewah Health Clinic 

5520 High Street 
Ooltewah, TN 37363 

Melanie Magoon s'Ardyce Ridolfo 
Homeless Health Care Center 
727 East 11th Street 

Chattanooga, TN 37403 

Constance Overton 

Chattanooga-Hamilton County Health Dept 
(423) 209-8218 
ConstanceOgexch.HamiltonTn.Gov 

i' 

lofl 

https://ConstanceOgexch.HamiltonTn.Gov
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MMnnCountyHedtH(Department 
PO BOX 555 

ATHEMS TENNESSEE 37371 0665 

TELEPHONE (423)745-7431 

Febniaiy 1620do 

Candy Wilson.RNC,BSN 
6043 WanenMikLn 
Knoxwlle,Tn. 37912 

DearMs Wilsoa 

Inresponseto youre-mail,Iam wntingthis letter to give you permission to send surveysto our 
pracutionersto answerquestionsfor yourresearch project The subject is excellent anil asI said before,I 
would like to see a summaryofyour results. 

IfIcan be ofanyfurtherassistance,please let meknow Thank you 

Sincerely yours, 

Sally Blackwell.R.N 
Nurse Manager 

i -
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^2514 London County 458-2662 
Fax 458-8587 

(DepaTtmentoftHeaCth and'Environment 
210 River Road 
PO.Box278 

Loudon,Tennessee37774 

January 12,2000 

Candy Wilson,RNC,BSN 
6043 Warrenpark Lane 
Knoxville,Tn 37912 

Dear Ms Wilson 

I have talked with our Nurse Practitioner,Linda Hensley,and she said she would complete 
the surveyfor you 

Sincerely, 

Nancy Foshee,county Director 
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Hawkins County Department ofHealth 

•AL 

PO BOX488 PO BOX209 
ROGERSVlUE,TENNESSEE37857 i;a7 CHURCH HILL,TENNESSEE 37642 

'»s 

BarijaraJ Skelton,MB,FAAP 
HawkinsCountyHealthD^t 
POBox488 

Rogersville, TN 37857 
January12,2000 

Candy Wtlson,RN 
6043WarmParkLane 
Knoxmlle,IN 37912 

DearMs Wilson 

AsHealth OfficerforGreeneandHauhnscounties,Igiveapprovalforyou tosend 
surveysto collectdataforresearch on nursepractitionerpnontization to thefollowing 
nurses Iwillletthem knowthatyou will becontacting them andask them torepondas 
their workxhedulesallow IfIcan becfanyassistance,do nothesitate to contact me. 

GreeneCo HealthIkpt - Mary Vance,MSN,FNP,CS 
JenntMetcalfRN,FNP 

HauhnsCo.Health Dept- Ren4Pippin,MSN,CS,FNP 
KayElkins,RN,FNP(doesFPinHancock Co also) 

Sincerely, 

Barbara] SkeltonfMD 
cc CharleneJessee,RN 

Mary Vance,RN 
JenniMetcalf,RN 
Ren4P^n,RN 
KayFMns,RN 
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Candy Wilson wasbom in Saginaw,Michigan.She attended several public 

schoolsin Michigan before herfamily moved to Bowling Green,Kentucky.In 

Bowling Green she graduated from high school at Warren Central High Schoolin 

1983. 

In 1985,she married David Wilson in Bowling Green and moved to Fort 

Walton Beach,Florida.There she attended Okaloosa Walton Community College 

and received an Associate ofArts degree in Business Administration.After her 

husband separated from the Air Force,they retumed back to Bowling Green and she 

continued her academic endeavors and completed aBachelor'sofScience in 

Nursing in 1992from Westem Kentucky University. 

Upon graduation,she wascommissioned into the United States AirForce as 

a Second Lieutenant.She has been stationed at96Medical Operations Squadron, 

Eglin AirForce Base,Floridaand later at3 Medical Operations Squadron, 

ElmendorfAir Force Base,Alaska.Inthe AirForce she has gained experience as a 

labor&delivery,newborn nursery,post partum,and gynecological surgery nurse. 

Candy is certified inInpatient Obstetrics and Fetal Heart Monitoring through 

National Certification Corporation(NCC).She isaRed CrossNurse and certified in 

the Healthy Pregnancy Healthy Baby program asan instructor and instmctortrainer. 

Affiliations include Association ofWomen'sHealth,Obstetrics,and 

NeonatalNurses(AWHONN),Northern Lights Chapter,served as Education 

Coordinator;SigmaThetaTau,GammaChi Chapter,served onthe local board. 


