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THE DEVELOPMENT OF A COMMUNITY ACTION PLAN TO REDUCE BREAST AND

CERVICAL CANCER DISPARITIES BETWEEN AFRICAN-AMERICAN AND

WHITE WOMEN

The purpose of this project was to estab-
lish a coalition of academic, state, and com-
munity-based organizations to develop a com-
munity action plan (CAP) to eliminate breast
and cervical cancer morbidity and mortality
disparities between African-American (AA) and
Caucasian women. The project targeted rural
and urban low-income AA women in Ala-
bama. Based on the logic model, community
capacity building was implemented, followed
by the development of a community-driven
CAP.

For community capacity building, a coali-
tion comprising 12 organizations was estab-
lished, and a network of 84 community vol-
unteers was formed. Community needs assess-
ments identified 3 levels of barriers to breast
and cervical cancer screening: 1) individual, 2)
community systems, and 3) healthcare provid-
er. Based on these findings, a community-driv-
en CAP was developed. Our results indicate
that a coalition of diverse organizations can
partner and develop CAPs to improve the
health of their communities. (Ethn Dis. 2004;
14[suppl 1]:S1-54–S1-62)
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INTRODUCTION

A number of demonstration projects
funded by the Centers for Diseases
Control and Prevention (CDC) in re-
sponse to the Racial and Ethnic Ap-
proaches to Community Health
(REACH 2010) are underway in more
than 32 communities across the United
States. The goal of these projects is to
eliminate health disparities in 6 priority
areas, including cardiovascular disease,
diabetes, HIV infection/AIDS, breast
and cervical cancer screening, infant
mortality, and child and adult immu-
nizations.1

Phase I of these projects included a
12-month planning period that focused
on building community capacity, devel-
oping community coalitions, and estab-
lishing networks of community volun-
teers, whose purpose was to design com-
munity-driven strategies to eliminate
disparities in one of the target areas.
The goal of these projects was to active-
ly involve the coalition members in ev-
ery aspect of the design, implementa-
tion, and evaluation of these commu-
nity action plans (CAPs).

Breast and Cervical Cancer
Burden in African-American
Women

Breast cancer is the second leading
cause of death among American wom-
en.2 In 2003, the American Cancer So-
ciety (ACS) predicted that 211,300 new
invasive cases of breast cancer would oc-
cur in the United States, and an esti-
mated 39,800 women would die of
breast cancer. Breast cancer death rates
among African-American women in-
creased at a moderate rate for many

years, and recently appeared to have lev-
eled off at approximately 31 per
100,000.2 Despite this stabilization, the
death rate among African-American
women is still higher than the death rate
in White women.3 The 1992 to 1999
average annual age-adjusted death rate
for African-American women was 37.3,
compared to 29.3 in White women.4

Similarly, in Alabama, the 1998 to 2000
age-adjusted death rate for breast cancer
in African-American women was 30.4,
and 24.8 for White women.5 Whether
this is due to later stages of diagnosis,
or to an increased likelihood of being
diagnosed with estrogen-receptor-nega-
tive tumors, the causative factors are still
unknown.3

While the benefits of mammography
and clinical breast examination are un-
certain, due to variable quality of the
evidence, and the inconsistency of re-
sults across studies, research has shown
that screening by mammography, clini-
cal breast examination, or both, may de-
crease breast cancer mortality rates in
women.6 Some reports show that timely
mammography screening among wom-
en aged 40 years or older could prevent
15% to 30% of all deaths from breast
cancer.7 The ACS recommends that
women 40 years of age and older have
an annual mammogram, an annual clin-
ical breast examination, and perform
monthly breast self-examination.2 De-
spite these guidelines, African-American
women are less likely to undergo mam-
mography screening.8 This may be at-
tributable, in part, to socioeconomic
variables, cultural beliefs, attitudes,
knowledge of risk, and inadequate ac-
cess to care.3
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Since the introduction of the Pap
test in the 1950s, the incidence and
mortality rates of invasive cervical can-
cer fell notably by more than 70%.9 In
spite of the obvious benefit of the Pap
test, women are still dying from this
preventable and curable disease.10 The
ACS estimates that 12,200 new cases of
invasive cervical cancer will be diag-
nosed, and that 4,100 women will die
from this disease, in 2003.2 Research
shows that a large proportion of wom-
en, particularly elderly African-Ameri-
can women, and middle-aged poor
women, have not had regular Pap tests.
In some areas, as many as 75% of wom-
en over 65 reported not having had a
Pap test within the previous 5 years.10,11

Some studies show that the following
may play a significant role in increasing
the healthcare divide between African-
American and White women: lack of
health insurance; childcare require-
ments; transportation issues; mistrust of
the healthcare system; cultural views of
invasive treatment; low levels both of
the perceived seriousness of the diseases,
and of belief in the importance of early
detection; and healthcare provider prej-
udice or bias.12

It is clear from previous research that
attempts to increase rates of cancer
screening have been met with low par-
ticipation by the women at highest risk.
One factor associated with low partici-
pation is failure of researchers and pub-
lic health programs to fully involve the
community. The Alabama REACH
2010 Project is a community-based pro-
gram that focused on eliminating dis-
parities in breast and cervical cancer
screening in 6 rural Black Belt counties,
and 3 urban counties, in Alabama.1 As
predicated by the CDC’s call for pro-
posals, the Alabama Phase I project’s
main objectives were to: 1) build a co-
alition whose members represented
community, academic, and state insti-
tutions; 2) conduct a community needs
assessment to address breast and cervical
cancer screening disparities; and 3) de-
velop a CAP to eliminate breast and cer-

vical cancer health disparities between
African-American and White women.
This manuscript describes how the Al-
abama REACH 2010 project addressed
this challenge by building a coalition,
assessing community needs, and final-
izing a CAP to address disparities in
screening for breast and cervical cancer.
Phase II activities will be described in a
separate publication.

METHODS

The Alabama REACH 2010’s tar-
geted geographical area included 6
counties that extended across a 50-mile-
wide band of rich, dark soil through the
west central portion of the state. These
rural counties are in what is known as
the ‘Black Belt’ region of Alabama, and
included Choctaw, Dallas, Lowndes,
Macon, Marengo, and Sumter; the 3 ur-
ban counties were Mobile, Montgom-
ery, and Tuscaloosa. In the Black Belt
counties, 50% or more of the popula-
tion are African Americans. The average
per capita personal income for these
counties is $15,200, and, according to
the 2000 US Census,13 approximately
24% of this population lives below pov-
erty level, and 5% are unemployed. Ad-
ditionally, data from the Alabama De-
partment of Public Health’s Center for
Health Statistics14 indicate that the tar-
get counties are characterized by lower
accessibility to health care, with relative-
ly low ratios of physicians, registered
nurses, and hospital beds. From the
above data, it can be concluded that the
target counties represent an under-
served population.

The overall methodological design
of the Alabama REACH 2010 Project
was guided by a logic model.15 The logic
model links program inputs and activi-
ties to program outcomes, and, ulti-
mately, to the main goal of the project.
Program inputs include resources that
go into the program; activities are actual
events or actions that take place; out-
puts are the direct products of program

activities; outcomes are the impact of
the program; and the goal is the overall
mission of the program.15 For the Ala-
bama REACH 2010, those steps of the
logic model translated into the follow-
ing chain of activities: community ca-
pacity building and implementation of
a community-driven targeted action
plan that will lead to wide spread be-
havior change and ultimately; the re-
duction/elimination of breast and cer-
vical cancer health disparities (Figure 1).

Phase I of the Alabama REACH
2010 project lasted for 12 months, and
was divided into three stages. Stage I (3
months) was devoted to community ca-
pacity building (coalition and commu-
nity network building). Stage II (6
months) focused on conducting the
community needs assessments, and the
final stage (3 months) involved the ac-
tual development of the CAP.

Community Capacity Building
(Stage I)

Coalition Building and Community
Volunteer Network Building

In Phase I, the focus was on coali-
tion building. During this phase, mem-
bers of an existing partnership entitled
‘‘The Alabama Partnership for Cancer
Prevention and Control Among the Un-
derserved,’’ which comprised a volun-
teer group of health professionals, re-
searchers, and community-based advo-
cates, who had participated in previous
cancer related activities, were invited by
the Alabama REACH 2010 Central Co-
ordinating Organization (CCO) team
to serve as collaborators for the Alabama
REACH 2010 project. In order to in-
sure the involvement of the coalition
members at the inception of the project,
those who agreed to participate were
asked to give their input during the
preparation of the grant proposal that
was submitted to CDC. Following the
grant award announcement, the group
participated in a series of joint meetings
and conference calls to finalize the coa-
lition’s organizational structure. In ad-
dition, coalition members were asked to
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Fig 1. Alabama REACH 2010 Logic Model (Phase I and Phase II). CHA5community
health advisor

Fig 2. REACH 2010 Integrated Model

identify 8–10 interested community
members from their respective counties
to serve as Phase I lay community vol-
unteers to assist the CCO and coalition
to recruit focus group participants and
develop a population-specific CAP.

Community Needs Assessment
(Stage II)

The community needs assessment
utilized a focus group discussion format.
The focus group discussions provided a
public forum for the discussion of breast
and cervical cancer. This method re-
quired selecting a purposive sample that
would generate the most productive dis-
cussions on women’s perspectives on
breast and cervical cancer.16 Therefore,
women were identified and invited by
the coalition members and lay com-
munity volunteers through community
advertisements in their county to partic-
ipate in the focus groups. Targeted
women received a letter explaining the
purpose of the study, the focus group
format, and that they would receive a
$15 gift certificate as compensation for
their time and travel. Those who re-
sponded to the invitation, and agreed to

participate in the focus group, were sent
a confirmation letter with the time, and
a map providing directions to the focus
group meeting place. One focus group
was held at a community center in each
county. Light refreshments were served
at each session to help create a social
atmosphere in which the women had
the opportunity to mingle and get ac-
quainted. Focus group participants were
representative of African-American
women residents and community lead-
ers in the targeted rural and urban
counties in Alabama. Protocols for the
focus groups on breast and cervical can-
cer were developed by members of the
coalition and approved for use by the
Institutional Review Board (IRB) of the
University of Alabama at Birmingham.

Prior to participation in the sessions,
women were given program materials
describing the purpose of their involve-
ment in the focus group. Consent forms
were explained and signed by the par-
ticipants before continuing. Any woman
who asked for assistance, or appeared to
need it, was helped by one of the re-
search assistants or project investigators.
After signing the informed consent

form, participants were given a $15 gift
certificate. This marked the beginning
of the discussion session.

At each focus group meeting, partic-
ipants and members of the research
team sat around a rectangular table. The
facilitator began each session by describ-
ing the purpose of the study and dis-
cussing the basic ground rules (eg, all
members’ comments were important
and there were no right or wrong an-
swers to the questions) for the sessions.
Participants were informed that they did
not have to answer questions they felt
were not appropriate. They were re-
minded of the confidentiality of the
study, and that no names would appear
in the transcripts of the sessions.

Sessions were recorded using an au-
dio recorder, and a directional micro-
phone was placed in the center of the
table. Research assistants were present to
observe the sessions, take notes, and
handle technical difficulties. Since all
the focus group participants were Afri-
can-American women, African-Ameri-
can investigators of the research project,
trained in the use of focus group tech-
niques and protocols, facilitated the ses-
sions. Protocols and questions used in
the sessions, were developed using the
methods outlined by Morgan16 and
Krueger.17,18 Items were developed to
elicit participants’ views, without super-
imposing the cultural biases of the fa-
cilitators. Questions were open-ended
and kept as simple as possible. Care was
taken to word questions so they would
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not be directive. Throughout each ses-
sion, the facilitators used comprehensive
probes to fully explore the meaning of
the responses. In addition to probes,
participants were asked to tell how they
felt about specific terms, as well as to
provide detailed information about their
attitudes, beliefs, and actual experiences.

Focus group sessions began with a
general question regarding women’s per-
ceptions of the word ‘‘cancer.’’ Subse-
quent questions inquired about breast
and cervical cancer, advantages and dis-
advantages of early detection, possible
barriers for early detection, and factors
that might deter women from comply-
ing with follow up and treatment.

Focus Group Data Analysis
Qualitative data were analyzed using

the methodology described by Miles
and Huberman, such that the partici-
pants’ responses were transcribed and
coded independently by 2 researchers.19

After the initial coding, the researchers
identified patterns jointly. These were
analyzed further, and categorized into
patterns of responses. Data analysis was
an ongoing group effort of the investi-
gators and data collectors who met at
regular monthly meetings. Transcrip-
tions of sessions were reviewed by the
facilitators, and revised to coincide with
their notes. In cases where it was diffi-
cult to determine what was said on the
tapes, team members were consulted. If
a reasonable reconstruction of the com-
ments could not be made, then the
statement was left blank. The investi-
gators had in-depth knowledge of the
data, since they were present at its col-
lection.

Each transcript was read in its en-
tirety to get a sense of the whole. Indi-
vidual units in the form of responses to
questions, or themes from each tran-
script, were identified and coded, using
the participants’ own words, whenever
possible. Similar codes were clustered
and given an initial category label. Data
collection and analysis took place in
concert, and as additional data were an-

alyzed, comparisons resulted in revising
codes and categories. Through ongoing
analysis, the concrete language of the
codes was transformed into more con-
ceptual terms. After analysis of the total
data set, larger themes that encompassed
the categories were identified and de-
scribed.

Community Action Plan (CAP)
(Stage III)

This phase included analysis of the
information from the needs assessment
and the scheduling of meetings to con-
ceptualize and finalize the CAP.
Through a series of meetings, the coa-
lition members and representatives of
the lay community volunteers’ network
reviewed findings of the formative eval-
uation of focus groups. Based on these
results, a list of strategies suggested by
the members were discussed, and a draft
of an agreed-upon intervention strategy
for the CAP was prepared. The academ-
ic representatives of the coalition pro-
vided the coalition members with the
scientific evidence needed for the cho-
sen intervention strategies in the CAP.

In order to involve the community
in the development of the CAP, com-
munity leaders and other targeted coun-
ty representatives and agencies (eg,
ACS) were invited to attend a one-day
workshop to discuss the proposed CAP
and provide feedback. Following the
one-day workshop, coalition members
reviewed all recommendations given
during the workshop, and finalized the
formulation of the CAP.

RESULTS

Community Capacity Building
(Stage I)

Coalition and Community Volunteer
Network Building

A coalition comprising multi-disci-
plinary, ethnically diverse members, was
formed. The coalition included 2 aca-
demic institutions (The University of
Alabama at Birmingham, which served

as the Coalition Central Organization
[CCO], and The University of Ala-
bama), state institutions (Tuskegee Uni-
versity National Center for Bioethics,
the Alabama Cooperative Extension
System, and the Alabama Department
of Public Health), and a number of
faith-based and community-based orga-
nizations (the National Black Church
Family Council, SISTAs Can Survive
Organization, House of Hope, Tuskegee
Area Health Education Center, B&D
Cancer Care Center, and Alabama Fam-
ily Health Center). Although the coali-
tion was fairly large, the membership
felt that it was crucial to recruit addi-
tional members to join the coalition.
Two additional agencies joined the
REACH 2010 coalition: the Alabama
Quality Assurance Foundation (AQAF)
and the American Cancer Society
(ACS). Following the initial meeting,
the group participated in a series of joint
meetings and conference calls to finalize
the coalition’s name and mission, and to
set short and long term goals. In addi-
tion, the coalition defined the roles of
each member and established an orga-
nizational structure for the coalition, in-
cluding the election of officers, a voting
system, and methods of communica-
tions among the coalition members.

This initial group became the Ala-
bama Breast and Cervical Cancer Con-
trol Coalition REACH 2010 Steering
Committee. The chair was a member of
a community-based organization, and
the co-chair was a member of a state
institution. These 2 individuals worked
in tandem with the CCO. The mission
of the coalition was ‘‘to bring together
diverse, passionate, committed individ-
uals to empower the community to
eliminate the breast and cervical cancer
morbidity and mortality gap between
White and African-American women in
Alabama.’’ During this phase, members
of the Coalition Steering Committee
also addressed specific tasks that focused
on promoting further coalition build-
ing, developing and implementing the
community needs assessment, and de-
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Table 1. Breast and cervical cancer focus group findings

Questions Identified Themes Barriers

Individual level
Question: what do you think of when you hear

the words breast and cervical cancer?
Fear
Death
Depression
Danger
Fatalism
Change in body image

Denial
Lack of awareness/knowledge
Lack of education
Lack of insurance

Community system level
Question: what hinders you from participating in

breast and cervical cancer early detection and
screening activities?

No reminders from family or spouse to ad-
here to cancer screening

Limited number of physicians
Limited public transportation
Limited information about screening proce-

dures

Lack of transportation
Lack of support from family/spouse
Lack of access to primary care physicians
Overbooking of clinic appointments
Negative information and uncomfortable examina-

tions
Preventive medicine not affordable

Agents of change level
Question: what hinders you from participating in

breast and cervical cancer early detection and
screening activities?

Inattention of providers to their health prob-
lems

Did not feel comfortable talking with provid-
ers

Health providers belittled their complaints
Did not stress follow-up visits
Spent limited time talking with them

veloping the CAP. Coalition members
also successfully identified and recruited
84 community volunteers to serve in the
REACH 2010 lay community volun-
teers’ network. Each volunteer was con-
sented by a member of the CCO staff,
and was asked to participate in a one-
day central training workshop, and a 2-
day skills-building session, which im-
parted information on REACH 2010
programmatic issues, ethical principles
of research, and community-based out-
reach strategies. Following the comple-
tion of training, volunteers were respon-
sible for attending project-related meet-
ings to keep abreast of project updates;
promoting the project and its mission
among their peers and key leaders; and
meeting regularly with their coalition
representative and the CCO staff to de-
velop a tailored CAP for the REACH
2010 project. Further, this network of
lay volunteers was instrumental in as-
sisting the CCO staff and coalition re-
cruit participants to take part in 9 focus
groups throughout the target counties.

Community Needs Assessment
(Stage II)

Nine focus groups were conducted,
and included a total of 115 African-

American women with an average age
of 45 years. The majority of the partic-
ipants were high school graduates, mar-
ried, and employed full time. The num-
ber of participants in the sessions ranged
from 3 in Lowndes County, to 21 in
Tuscaloosa County. The qualitative
analysis identified 3 levels of barriers to
early detection and treatment of breast
and cervical cancer: 1) individual, 2)
community systems, and 3) healthcare
provider. Table 1 presents the main re-
sults of the focus groups.

Individual Barriers
The women tended to associate

‘‘breast and cervical cancer’’ with ‘‘fear,
death, depression, and danger.’’ Al-
though the women were aware of meth-
ods of early detection and screening for
cancer, they had a fatalistic view of po-
tential health outcomes once cancer was
diagnosed. The fear surrounding cancer
seemed to be steeped in a combination
of experience, myth, and legend, in
these communities. However, women in
urban areas, and those with more cancer
information and resources, were more
likely to view early detection and treat-

ment as important to their survival of
cancer.

Community Systems Barriers
The likelihood that women would

obtain early detection and screening was
hindered by lack of family or commu-
nity support, transportation, and access
to the healthcare system and primary
care physicians. Women reported that
over-booked appointments at healthcare
clinics were a barrier for them to com-
ply with regular mammography and Pap
smear screening. In addition, commu-
nity members’ negative experiences with
uncomfortable exams, treatment side ef-
fects, and fear of death, negatively af-
fected women’s decisions to get mam-
mograms and Pap smears. The women
discussed the immense physical and psy-
chological barriers to good health care
within their counties. Further, having
money and insurance were not enough
to make these women feel safe.

Healthcare Provider Barriers
The women indicated that they saw

inadequate healthcare providers as the
source of much of the problem. They
felt that some providers had poor inter-
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Table 2. Community Action Plan (CAP) Multilevel Model

Objective Target
Approach

(Strategies)

Individual level Increase utilization of Pap Smear,
mammogram, and clinical breast
exam

Rural and urban African-American
women

CHA will disseminate information,
support, encourage, and assist
women to navigate healthcare
system to get screening

Community system level Implement programs, policies, and
practices to facilitate utilization of
Pap smear, mammogram, clinical
breast exam

Health department clinics, other
clinics in targeted areas, churches,
work sites, community based or-
ganizations in Alabama

CWG and REACH coalition will pro-
vide education, training, policy in-
formation, organizational develop-
ment, and consultation

Change agents level Change the agents of change atti-
tudes and practices of breast and
cervical cancer to facilitate wom-
en’s access to screening

Healthcare providers, ministers,
community leaders, legislators, ad-
ministrators of clinics and HMOs
in the state of Alabama

CWG and coalition members will
provide education, training, dis-
seminate information, lobbying
and political action

CHA5community health advisor; CWG5core working group; REACH5racial and ethnic approaches to community health.

personal skills that made communica-
tion and the receipt of ‘‘good health
care’’ difficult. They also reported that
occasionally providers belittled their
complaints, while almost always over-
booking appointments, and keeping
them waiting.

Development of the
Community Action Plan (CAP)
(Stage III)

Two main issues guided the rationale
and the identification of the CAP
framework. First, the coalition felt
strongly that the CAP should address
the 3 categories of breast and cervical
cancer screening barriers identified, and
should include activities targeted toward
the individual women, and the com-
munity systems, as well as toward
healthcare providers and other leaders in
the community. Second, they felt that
CAP activities needed to be implement-
ed by lay individuals from the targeted
communities (eg, Community Health
Advisors [CHAs]), rather than by out-
siders, and should be assisted by repre-
sentatives from the healthcare system
(nurses) and churches within their com-
munities.

Address Identified Barriers
To address the first issue, the Multi-

level Approach Toward Community
Health (MATCH) theoretical frame-

work was the most suitable model to
guide the CAP.20,21 The MATCH frame-
work addresses 3 target levels: the indi-
vidual, organizational, and governmen-
tal. In the Alabama REACH 2010 pro-
ject, these translated to the individual
(community women), community sys-
tems (health systems, worksites, schools,
etc), and agents of change (providers,
leaders, legislators, etc). For each target
level, the coalition defined an objective,
target group, and appropriate strategies
for the intervention (Table 2).

Individual Level
The CAP objective is to increase uti-

lization of breast and cervical cancer ear-
ly detection measures, including mam-
mograms, Pap smears, clinical breast
exam (CBE), and pelvic exam. The tar-
get group is rural and urban low-income
African-American women, aged 40 years
and older, who reside in the Alabama
REACH target counties. Specific strate-
gies focused on educating women about
the benefits of breast and cervical cancer
early detection; disseminating informa-
tion about resources for low cost or free
mammograms and Pap smears; address-
ing women’s fears and myths about
screening and treatment; providing
women with positive messages about
outcomes of screening and treatment;
and enhancing women’s utilization and

compliance with breast and cervical can-
cer screening methods.

Community Systems Level
The CAP objective is to implement

programs, policies, and practices that
will enhance women’s utilization of
mammograms and Pap smears, as well
as follow-up treatment. The target
groups include health department clin-
ics, churches, worksites, and communi-
ty-based organizations in Alabama, par-
ticularly in the REACH project area.
Strategies focused on the development
and implementation of health programs
at churches to encourage women to ob-
tain mammograms and Pap smears; the
implementation of policies and practices
in health clinics to reduce waiting time;
reducing the complexity of procedures
and forms needed to determine eligibil-
ity for Medicare or Medicaid; and the
allocation of 2 healthcare appointments
each week for women with vouchers
provided by the Alabama Department
of Public Health Early Detection pro-
gram. In addition, the program propos-
es to implement policies at worksites to
provide incentives (paid time off, eg, 2
hours) for those who get a mammo-
gram; to provide transportation to
health clinics by working with church
vans and West Alabama Transportation
System; and to implement a media cam-
paign to increase the communities’
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awareness of REACH 2010 in Alabama,
and of its goals to eliminate health dis-
parities in breast and cervical cancer
screening and treatment.

Agents of Change Level
The CAP objective is to change at-

titudes, knowledge, and practices to-
ward breast and cervical cancer screen-
ing to eliminate barriers, and to facili-
tate women’s access to the recommend-
ed screening methods. The target groups
include healthcare providers (physicians,
nurses, etc), ministers, community lead-
ers, legislators, and administrators of
clinics or organizations. Strategies fo-
cused on implementing educational
programs for church ministers and lead-
ers to gain their support for a healthy
community, especially in the area of
breast and cervical cancer prevention
and control. Information about the
REACH intervention will be dissemi-
nated among healthcare providers, and
their support will be solicited to facili-
tate women’s access to breast and cer-
vical cancer screening and treatment.
Attention will also focus on representa-
tives of Health Maintenance Organiza-
tions (HMOs), who will be expected to
develop policies and procedures in clin-
ics that are providing care to our target
population. The coalition aims to edu-
cate and partner with leaders of orga-
nizations such as the ACS, and the Ko-
men Foundation, to solicit their support
of the REACH 2010 project.

DISCUSSION

Some studies attribute low income,
low education, and fear as reasons for
disparities in rates of mammography
screening between African-American
and White women.12,22–25 Other studies
suggest that these disparities may be the
result of physicians not recommending
mammography screening as often to Af-
rican-American women as they do for
White women.25–27 While our results
support these findings, we also found
that a sense of fatalism, lack of com-

munity support, and lack of clear un-
derstanding of the risk for getting breast
cancer, and the need to get a mammo-
gram, attributed to low screening rates.
A major finding in our needs assessment
was women’s perception of the health-
care system and health providers. While
previous studies indicated that physician
recommendation is the major reason for
women getting a mammogram,25,27

women in our study described physi-
cians as a deterrent to their getting a
mammogram. These findings suggest
that women in the target counties
would like their physicians to give them
more personal attention, listen to their
complaints, and respect their time. The
women also needed a community infra-
structure to remove some of the system
barriers that exist in their communities
in order for them to adhere to recom-
mended breast cancer screening.

Eliminating health disparities re-
quires innovative approaches that can
have a positive impact on the popula-
tion at risk. In an effort to address breast
and cervical cancer morbidity and mor-
tality disparities between African-Amer-
ican and White women, the Alabama
REACH 2010 project elected to mobi-
lize the community, which is part of the
population at risk, in the form of a co-
alition. This coalition took an active
role in identifying problems, and in de-
veloping a CAP to address these prob-
lems. It has been shown that empow-
ering grassroots organizations and other
agencies with vested interests in the
community by including them in a co-
alition not only increases the likelihood
of connecting to difficult-to-reach, at-
risk individuals, but also mobilizes the
community and participating organiza-
tions around a health issue.28

The development of the CAP was
community driven and emphasized a
multi-level approach that needed to go
beyond the individual level. Within this
approach, the coalition proposed specif-
ic strategies, which are being imple-
mented in Phase II of the project, aimed
at targeting community healthcare sys-

tems and agents of change, because
these entities can affect the adoption of
health behaviors.29 In fact by including
members of the target population in the
conceptualization and planning of the
CAP, there is a greater chance that the
program will actively encourage and
support local ownership and empower-
ment, and be an effective outreach and
prevention health model.30

As with much research utilizing fo-
cus groups, this study had shortcom-
ings. The first limitation is that the
women were recruited from 9 counties
in Alabama, and their responses may be
unique to this geographical area. Anoth-
er limitation involved the actual recruit-
ment strategy. Although participants re-
ceived both written and personal invi-
tations, the research team did not iden-
tify or attempt to reduce potential
barriers and logistical problems prevent-
ing attendance (eg, transportation and
child care needs, location). Further-
more, the women who actually attended
the focus group sessions may differ in
some ways from the targeted woman in
the community. For example, the focus
group participants may be more likely
to be screened for breast and cervical
cancer. Nonetheless, the focus groups
provided a unique opportunity to iden-
tify and discuss barriers to screenings for
breast and cervical cancer.

Another limitation is the use of co-
alitions in the development, implemen-
tation, and sustainability of community
action plans. These are new approaches
and there is little research reporting on
the long-term effectiveness of these ap-
proaches on reducing health disparities.
However, as a unified group, the coali-
tion can maximize power and influence
over an issue, pool resources and exper-
tise, share responsibility for an issue,
which can facilitate coordinated action,
and minimize duplication of services.31

CONCLUSIONS

By including the community in
identifying goals, and creating an in-
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creased awareness of the problem and
methods to accomplish risk reduction, a
large aspect of health disparity may be
overcome. In this project, during the de-
velopment process of the CAP, the co-
alition recognized that individual behav-
iors were strongly influenced by the in-
frastructure and social norms of their
community.

Also, by including the target audi-
ence’s suggestions in the development of
an intervention through needs assess-
ment, this audience would be more like-
ly to identify with the goals of the pro-
gram, have a greater awareness of the
problem in their area, and work togeth-
er in a unified approach to improve the
breast and cervical health of African-
American women.30,31 If this is to occur,
it is paramount for the CCO and coa-
lition to work together in an effort to
keep the grassroots organizations in-
formed and involved, as well as nur-
tured, and to build capacity at the local
level. By maintaining an open dialog
among the partners, and keeping them
engaged in every aspect of program de-
velopment, including getting their input
on modifications that are made, these
partners will recognize that they have
important contributions to make in the
overall success and effectiveness of these
approaches.
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