
      

 

Breast Cancer Disparities among African American Women in 
Nebraska: Registry Data Analysis and Recommendations 

 
 
 
 
 
 
 
 
 
 
 
 

August 2012 
 
 
 
 
 
 
 
 
 
 
 



 

 

This report was prepared by: 
 
Shinobu Watanabe-Galloway, PhD 
College of Public Health, University of Nebraska Medical Center 
 
Jackie Hill, MSN, APRN-C 
College of Public Health, University of Nebraska Medical Center 
Co-Founder, My Sister’s Keeper 
 
Valerie Shostrom, MS 
College of Public Health, University of Nebraska Medical Center 
 
Phyllis Nsiah-Kumi, MD, MPH 
College of Medicine, University of Nebraska Medical Center 

 
 
For question about this report, contact: 
Shinobu Watanabe-Galloway, PhD 
Associate Professor, Department of Epidemiology 
College of Public Health, University of Nebraska Medical Center 
(402) 559-5387 
swatanabe@unmc.edu  
 
 
 
Acknowledgement: 
We would like to thank Nebraska Cancer Registry for providing cancer registry data, 
which was supported by the Nebraska Department of Health and Human Services 
(DHHS), and the Centers for Disease Control and Prevention’s National Program of 
Cancer Registries, under Cooperative Agreement Grant Number 5U58DP00081. Its 
contents are solely the responsibility of the authors and do not necessarily represent the 
official view of Nebraska DHHS and CDC. 
 
We would like to thank Sue Nardie of College of Public Health, University of Nebraska 
Medical Center for editing of this report.  
 
 

mailto:swatanabe@unmc.edu


 

 

About My Sister’s Keeper 
 
My Sister’s Keeper is a breast cancer education, advocacy, and support group for African 
American women, which was founded in 2000 by Jackie Hill and Gwen Watson. My 
Sister’s Keeper members provide support to women newly diagnosed with breast cancer 
and to breast cancer survivors by accompanying them to doctor’s office visits, helping 
them with housework, and holding a monthly support group meeting. My Sister’s 
Keeper also hosts community outreach and education sessions to raise awareness about 
breast cancer and to encourage women to be screened.  Since its inception, My Sister’s 
Keeper has partnered with a number of organizations, including cancer advocacy 
groups, academic institutions, cancer treatment centers, and the state public health 
department.  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Executive Summary 
 
My Sister’s Keeper is an organization based in Omaha, Nebraska, that addresses breast 
cancer health disparities among African American women. Since 2000, the group has 
conducted awareness and educational activities as well as outreach to breast cancer 
patients and their families. To understand the extent of breast cancer health disparities 
among African American women in Nebraska, the group worked with researchers from 
the University of Nebraska Medical Center to analyze 10-year data (1999-2008) 
obtained from the Nebraska Cancer Registry. The following are the main findings:  
 

Age at Diagnosis 
• 41% of African American women were diagnosed at 54 years of age or 

younger  
• The average age at diagnosis was 59 years for African American women 

and 64 years for Caucasian women.  
 

Staging 
• Close to 40% of African American women were diagnosed at the regional 

or distant stage, compared to about 30% of Caucasian women.  
 

Survival 
• The 5-year survival rate was 43% for African American women and 75% 

for Caucasian women.  
 
Based on these findings, we recommend using education and community outreach to 
increase the awareness of breast cancer risk among younger women and increase the 
African American community’s linkage to affordable screening programs. We further 
recommend an investigation to identify patient and environmental factors contributing 
to poor survival. For example, uninsurance or underinsurance, lack of child care, and 
difficulties taking time off from work may contribute to delay in treatment initiation 
and/or result in incomplete treatment. Challenges navigating a complex medical care 
system and lack of cultural competency among providers may discourage patients from 
seeking and completing treatment.  
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Introduction  
 
Excluding cancers of the skin, breast cancer is the most common cancer among women 
in the United States. One in 8 US women will develop breast cancer in their lifetime.1 
For most age groups, breast cancer incidence is higher in non-Hispanic Caucasian 
women than in African American women. However, African American women have a 
higher breast cancer incidence than Caucasian women before 40 years of age and are 
more likely than Caucasian women to die from breast cancer at every age.2 Since 2006, 
studies have reported unanticipated annual declines in breast cancer incidence in the 
United States and Europe.3 The investigators attribute these declines to the dramatic 
reduction in the use of hormone therapy following the publication of the results of the 
Women’s Health Initiative.3 However, the decline in breast cancer incidence rate in the 
United States has been observed only among Caucasian women who lived in high-
income counties, were aged 50 years and older, and had estrogen receptor positive (ER-
positive) tumors.3 Such trends were absent among African American, Asian/Pacific 
Islander, or Hispanic women regardless of county income level, ER status, or age.3 
 
Breast cancers diagnosed in African American women are more likely to have 
characteristics associated with poor prognosis, including higher grade, distal stage, and 
negative receptor status.4, 5 From 1999 to 2006, the 5-year relative survival rate for 
African American women diagnosed with breast cancer was 78%, compared to 90% 
among Caucasian women.6 This difference is attributed mainly to later stage at detection 
and poorer stage-specific survival.6 Furthermore, the proportion of local-stage diagnosis 
was only 51% for African American women, compared to 61% for Caucasian women.6  
 
In Nebraska, both incidence and mortality rates for breast cancer are higher among 
African American women than among Caucasian women.2 However, there is no 
published data on staging and survival for African American women living in Nebraska. 
To establish a baseline, researchers from the University of Nebraska Medical Center 
conducted an analysis of Nebraska Cancer Registry data in partnership with My Sister’s 
Keeper, a community organization focused on breast cancer education, outreach, and 
support in the African American community. The study team also examined breast 
cancer cases among African Americans in Nebraska by county and by treatment facility.  
 
 
Methods 
 
This was a retrospective population-based study of patients diagnosed with breast 
cancer in Nebraska during the period 1999-2008. The study was approved by the 
Institutional Review Board of the University of Nebraska Medical Center and the 
University of Nebraska at Omaha.  
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Data Source 
 
The Nebraska Cancer Registry (NCR) requires physicians and hospitals in Nebraska to 
report all unique tumor cases, with the exception of in situ cervical cancer and 
basal/squamous cell carcinoma of the skin. According to the most recently available 
registry audit results, the NCR’s case ascertainment rate ranged from 98% to 100% for 
the period 1998-2003. Using NCR data, we identified the incident breast cancer cases 
diagnosed between 1999 and 2008. Incident cancer cases were identified using the 
International Classification of Disease for Oncology (ICD-O-3) codes of C500-C506, 
C508, and C509 for breast cancer. If a patient had more than 1 tumor, the first 
diagnosed tumor was retained for the analysis. The decision to use the first diagnosis 
was made because we were interested in analyzing patient-level data, not tumor-level 
data.  
 
 
Variables to be Examined 
 
Sociodemographics. Age at the time of cancer diagnosis was categorized in 10-year 
increments, <55, 55-64, 65-74, 75-84, and ≥85. We used the following race/ethnicity 
categories: non-Hispanic Caucasian, non-Hispanic African American, and other. The 
“other” category includes all the individuals who were not classified as non-Hispanic 
Caucasian or non-Hispanic African American. Socioeconomic status variables are not 
collected by the NCR, so as an alternative, US Census Bureau block group information 
for Nebraska was used to create a socioeconomic status (SES) index, using validated 
methods.7-9 This index was created by using 7 indicator variables that were combined 
into individual block group SES values using principal component analysis. The SES 
index component scores for the census block groups were then sorted and categorized 
into quintiles to give a patient-level SES value (1 to 5). The following 7 indicators were 
used: proportion of the population that is working class, proportion of the population 
older than 16 in the work force without a job, proportion of the population below 200% 
of the poverty level, an education index (based on proportion of the population with a 
college, high school, or less than high school education), median household income, 
median rent, and median house value. The average of the surrounding blocks was used 
to create a value for block groups where the median household income, median rent, or 
median house value were zero.  
 
Place of Residence. Patients were identified as living in an urban, small urban, rural, 
or remote rural county by the county of residence at the time of diagnosis. This 
classification was previously developed and applied by Sankaranarayanan et al. for 
analysis of Nebraska colorectal cancer data. A dichotomous definition of rural and urban 
communities10-15 may mask important differences in cancer incidence and mortality 
rates1212 
 and misclassify a vast proportion of the population that may be affected by urban 
influence. Therefore, Sankaranarayanan et al. proposed a classification system that 
incorporates urban influence based on the US Department of Agriculture’s 12-level 
Urban Influence Codes (UIC).16-18 Specifically, the UIC classification incorporates 
adjacency of a county to urban influence that may reflect a county having or being near 
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accessible resources and available local health services.19 To classify Nebraska counties, 
cancer cases were first sorted into 4 residence-county groups (1 metro and 3 nonmetro) 
using a modified UIC code. These groups included: 1) urban counties: either large (1 
million or more residents) or small (50,000 to less than a million residents); 2) 
nonmetro counties of 3 types: 2A) small-urban counties, including micropolitan or an 
urban cluster of population of 10,000 to less than 50,000, either adjacent or not 
adjacent to a small or large metropolitan area; 2B) rural counties not adjacent to a 
metropolitan or micropolitan area and containing a town with 2,500-9,999 residents; 
and 2C) remote rural counties not adjacent to a metropolitan or micropolitan area and 
containing a town with fewer than 2,500 residents (personal communication with 
Timothy Parker, sociologist, Economic Research Service, US Department of Agriculture, 
July 8, 2008). As a hierarchical variable, the patient’s residence-county was classified 
into 4 groups by urban influence: urban metro (“urban”), small-urban nonmetro (“small 
urban”), rural nonmetro (“rural”), or remote. 
 
Reporting Facility. The reporting facility variable was used to identify the places 
where patients were diagnosed and/or treated.  
 
Staging. The Surveillance Epidemiology and End Results (SEER) summary stage 
variables were used to categorize tumors into staged (in situ, local, regional, and distant 
stages) and unstaged (unknown stage). Staged diagnoses were further categorized into 
early (in situ, local) and late (regional and distant) stages.  
 
Waiting Period and Survival Time. The waiting period was calculated by 
subtracting the first treatment date from the diagnosis date. The survival time was 
calculated as years from date of diagnosis to date of death or last follow-up.  
 
 
Analysis 
 
The following research questions guided our analysis: 
 
a) Where do African American women in Nebraska receive breast cancer 
diagnosis and treatment? Using the reporting facility field, we identified where 
African American women received diagnosis and treatment. We show the frequency and 
proportion of the reporting facilities.  
 
b) Are African American women in Nebraska more likely than Caucasian 
women to be diagnosed with breast cancer at a younger age? Age range, 
median, mode, means, and standard deviations were calculated for African American 
and Caucasian women. The Student t test was conducted to test the difference in mean 
age between these 2 groups.  
 
c) Are African American women in Nebraska more likely than Caucasian 
women to receive a late stage or unstaged diagnosis of breast cancer? The 
proportion in each group was calculated and a chi-square test was conducted to test this 
hypothesis.  
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d) Are African American women in Nebraska more likely than Caucasian 
women to wait longer between diagnosis and initiation of treatment? First, 
we compared the proportion untreated of African Americans and Caucasians with a chi-
square test to see whether there was a difference in treatment rates. Then, among those 
who were treated, we compared the mean time to treatment between groups with a t 
test. If the normality assumption was violated (by graphical inspection), we compared 
the median time to treatment between groups with a Wilcoxon rank sum test. 
 
e) What are the differences in survival in breast cancer patients between 
African American and Caucasian women in Nebraska? Kaplan-Meier methods 
were used to estimate the survival distributions for the 2 groups, and the log-rank test 
was used to compare the distributions. Survival time was calculated as the time from 
diagnosis to death or last follow-up. Patients alive at last follow-up were treated as 
censored. A Cox regression was used to compare survival distributions between the 2 
groups while adjusting for other predictor variables, including age at diagnosis, place of 
residence (level of rurality), socioeconomic index, and stage at diagnosis. We also 
considered interactions between race and age at diagnosis and between race and stage at 
diagnosis in the model.  
 
f) What are the predictive factors for breast cancer mortality among 
African American women and among Caucasian women in Nebraska? The 
5-year mortality rates of African American and Caucasian women were compared using 
chi-square tests. A woman who had died prior to the 5-year follow-up was counted as an 
event, a woman who lived longer than 5 years following diagnosis was counted as a non-
event, and a woman who was alive less than 5 years following diagnosis was excluded 
from the comparison. 
 
Multivariate logistic regression was used to model 5-year mortality rates comparing the 
2 groups while adjusting for other predictor variables, including age at diagnosis, place 
of residence (level of rurality), socioeconomic index, and stage at diagnosis. We also 
considered interactions between race and age at diagnosis and between race and stage at 
diagnosis in the model. A similar analysis was done using 2-year mortality rates. 
 
 
Results 
 
Demographic Characteristics  
 
African American women were significantly younger than Caucasian women at the time 
of diagnosis. The mean age was 59 years for African American women and 64 years for 
Caucasian women. The mean age of 58.5 years for African American women means that 
50% of them were diagnosed at age 59 or younger. As Table 1 shows, about 1 in 10 
African American women (9.3%) were diagnosed at younger than 40 years, compared to 
3.8% of Caucasian women.  
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Socioeconomic status of African American women was significantly lower than that of 
Caucasian women (Table 2). Because the NCR database lacks reliable information on 
income, we used information from the US Census Bureau to assign socioeconomic index 
to each census block. We found that about 7 out of 10 (67.3%) African American patients 
lived in an area with very low or low socioeconomic indices, while only 3 out of 10 
(32.1%) Caucasian women lived in areas designated as very low or low socioeconomic 
levels. The majority of African American women resided in urban areas.  
 
Table 1. Age at Diagnosis for Caucasian and African American Women, Nebraska, 1999-2008 

 Younger than 40 Years 40 Years and Older 
Caucasian 527 (3.8%) 13,350 (96.2%) 
African American  35 (9.3%) 341 (90.7%) 

Data Source: Nebraska Cancer Registry. 
 
 
Table 2. Demographic and Characteristics of African American and Caucasian Women with Breast 
Cancer, Nebraska, 1999-2008 

 African American Caucasian p 
 Number Percent Number Percent  

Age (years)      
<55 154 41.0 4322 31.2 <.0001 

55-64 89 23.7 3005 21.7  
65-74 80 21.3 2996 21.6  
75-84 37 9.8 2462 17.7  
≥85 16 4.3 1092 7.9  

Mean (sd)  58.7 (14.5)  63.9 (14.6)  <.0001 
Median 58.5  63.6   
Range 23-96  18-106   

Socioeconomic Index      
Very high 45 12.0 3422 24.7 <.0001 

High 43 11.4 3113 22.4  
Average 35 9.3 2887 20.8  

Low 56 14.9 2577 18.6  
Very low 197 52.4 1878 13.5  

Rurality      
Urban 366 97.3 7117 51.3 <.0001 

Small urban 3 0.8 3131 22.6  
Rural 6 1.6 2958 21.3  

Remote rural 1 0.3 671 4.8  
Data Source: Nebraska Cancer Registry. 
 
Most African American women resided in Douglas County (81%) or Lancaster County 
(8%) at the time of their diagnosis. Therefore, it is not surprising to find that many 
African American women were diagnosed and/or treated in Omaha health care systems, 
including the Alegent Health System (29%), The Nebraska Medical Center (27%), 
Creighton University Medical Center (21%), and Nebraska Methodist Hospital (10%) 
(Table 3). 
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Table 3. Reporting Facilities for African American Women with Breast Cancer, Nebraska, 1999-
2008 

Rank Facility County Number Percent 
1 Alegent Health Douglas  109  29% 
2 The Nebraska Medical Center Douglas  101  27% 
3 Creighton University Medical Center Douglas  78  21% 
4 Nebraska Methodist Hospital Douglas  37  10% 
5 Bryan LGH Medical Center Lancaster  24  6% 
6 Ehrling Bergquist Hospital Sarpy  8  2% 
7 Saint Elizabeth Regional Medical Center Lancaster  8  2% 
8 All Other N/A  11  3% 

Total    376  100% 
Data Source: Nebraska Cancer Registry. 
 
Staging 
 
African American women were significantly more likely than Caucasian women to be 
diagnosed at a later stage (regional or distant stage) (p=0.0002). About 4 in 10 African 
American women (37.5%) were diagnosed at either a regional or distant stage, 
compared to 3 in 10 Caucasian women (28.2%) (Table 4).  
 
 
Table 4. Stage at Diagnosis among African American and Caucasian Women Diagnosed with 
Breast Cancer, Nebraska, 1999-2008 

Stage 
African American Caucasian 
Number Percent Number Percent 

In-Situ 66 17.6 2356 17.0 
Local 163 43.4 7123 51.3 
Regional 120 31.9 3459 24.9 
Distant 21 5.6 462 3.3 
Unstaged 6 1.6 477 3.4 
Total 376 100.1 13877 99.9 

Data Source: Nebraska Cancer Registry. 
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Survival  
 
Survival was significantly poorer among African Americans than among Caucasians. 
Five years after diagnosis, only 43% of African Americans were still alive, compared to 
75% of Caucasians (Figure 1). 
 
 
Figure 1. Breast Cancer Survival after Diagnosis among African American and Caucasian Women, 
Nebraska, 1999-2008  

 
Data Source: Nebraska Cancer Registry. 
 
Figure 2 shows survival curves by staging. Regardless of stage of cancer at diagnosis, 
African American women had poorer survival than Caucasian women (p<0.001).  
 
Figure 2. Breast Cancer Survival after Diagnosis among African American and Caucasian Women 
by Stage, Nebraska, 1999-2008 
 
           Early stage (in-situ and local)   Late stages (regional and distant) 

 
 
Data Source: Nebraska Cancer Registry. 
 
Cox proportional hazard regression analysis results show that African American race, 
older age, late diagnosis, and lower socioeconomic status were associated with poorer 
survival (Table 5).   
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Table 5. Estimated Coefficients, Standard Errors, z-Scores, and 2-Tailed p-Valued 95% Confidence 
Intervals for 3 Models 

Model Variable Coeff. SE Chi-square P 

Hazard Ratio 
(95% confidence 

interval) 
Crude RACE (AA vs white) 0.95693 0.11459 69.7345 <.0001 2.604 (2.080, 3.259) 
Adjusted RACE (AA vs white) 0.95697 0.11864 65.0592 <.0001 2.604 (2.064, 3.285) 
 AGE 

  55-64 vs <55 
  65-74 vs <55 
  75-84 vs <55 
  85+ vs <55 

 
0.13655 
0.72738 
1.35534 
2.21384 

 
0.07612 
0.06577 
0.06174 
0.06723 

1471.8187 
3.2178 
122.3120 
481.8843 
1084.2507 

<.0001 
0.0728 
<.0001 
<.0001 
<.0001 

 
1.146 (0.987, 1.331) 
2.070 (1.819, 2.534) 
3.878 (3.436, 4.377) 
9.151 (8.021, 
10.440) 

 STAGE (late vs early) 0.96795 0.04016 580.7825 <.0001 2.633(2.433, 2.848) 
 SES 

  Very low vs very high 
  Low vs very high 
  Average vs very high 
  High  vs very high 

 
0.23189 
0.09669 
0.12838 
0.07251 

 
0.06822 
0.06549 
0.06477 
0.06614 

12.6357 
11.5539 
2.1796 
3.9292 
1.2016 

0.0132 
0.0007 
0.1398 
0.0475 
0.2730 

 
1.261 (1.103, 1.441) 
1.102 (0.969, 1.252) 
1.137 (1.001, 1.291) 
1.075 (0.949, 1.224) 

Interaction RACEa (AA vs white) 1.40943 0.20787 45.9723 <.0001 ----- 
 AGEa 

  55-64 vs <55 
  65-74 vs <55 
  75-84 vs <55 
  85+ vs <55 

 
0.15661 
0.74370 
1.37923 
2.25851 

 
0.07814 
0.06750 
0.06313 
0.06860 

1472.4608 
4.0171 
121.4084 
477.2352 
1083.7735 

<.0001 
0.0450 
<.0001 
<.0001 
<.0001 

----- 

 STAGE (late vs early) 0.96583 0.04019 577.4795 <.0001 2.627 (2.428, 2.842) 
 SES 

  Very low vs very high 
  Low vs very high 
  Average vs very high 
  High  vs very high 

 
0.22910 
0.09383 
0.12962 
0.07038 

 
0.06822 
0.06551 
0.06477 
0.06616 

12.4804 
11.2796 
2.0515 
4.0049 
1.1316 

0.0141 
0.0008 
0.1521 
0.0454 
0.2874 

 
1.257 (1.100, 1.437) 
1.098 (0.966, 1.249) 
1.138 (1.003, 1.292) 
1.073 (0.942, 1.221) 

 RACE x AGE 
  AA vs White @ <55 
  AA vs White @ 55-64 
  AA vs White @ 65-74 
  AA vs White @ 75-84 
  AA vs White @ 85+ 

 
1.4094 
1.0077 
1.1286 
0.8653 
-0.0189 

 
0.2079 
0.2852 
0.2303 
0.2920 
0.3812 

11.4552 
45.9723 
12.4873 
24.0230 
8.7836 
0.0025 

0.0219 
<.0001 
0.0004 
<.0001 
0.0030 
0.9604 

 
4.094 (2.724, 6.152) 
2.739 (1.566, 4.790) 
3.091 (1.969, 4.854) 
2.376 (1.341, 4.211) 
0.981 (0.465, 2.071) 

Data Source: Nebraska Cancer Registry. 
a Estimates for main effects of race and age are not provided since the interaction of race and age is statistically 
significant. 
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Discussion 
 
Summary 
 
Demographic Characteristics. As women age, the risk of developing cancer, 
including breast cancer, increases. The median age of females in the United States at the 
time of breast cancer diagnosis is 61 years; this means that 50% of breast cancer cases 
occur among women younger than 61 years.2 Women between 75-79 years of age have 
the highest incidence.2 We found that African American women diagnosed with breast 
cancer were younger than their Caucasian counterparts. The median age at diagnosis 
was 59 years for African Americans, compared to 64 years for Caucasians. Current 
breast cancer screening guidelines recommend mammography starting at age 40.20 We 
found that 1 in 10 (9.3%) African American breast cancer patients were younger than 40 
at the time of diagnosis. This finding underscores the importance of educating young 
African American women about breast cancer risk and the importance of screening.  
 
Place of Residence and Treatment Facilities. The majority of African American 
breast cancer patients reside in Douglas (81%) or Lancaster (8%) counties. Accordingly, 
the diagnosis and treatment facilities used by African American women are mainly 
located in these counties. Close to 80% of African American breast cancer patients are 
diagnosed or treated in the Alegent Health system, The Nebraska Medical Center or 
Creighton University Medical Center. Therefore, these 3 health care systems are in a 
unique position to spearhead efforts to improve the screening and detection of breast 
cancer and to deliver timely and high-quality treatment.  
 
Staging. National statistics indicate that African American women have higher rates of 
distant-stage breast cancer than do Caucasian women.2 In addition, rates of distant-
stage breast cancer among African American women have increased slightly (0.7% per 
year) since 1975, while rates among Caucasian women have remained the same.2 Our 
study results were consistent with the national findings. African American women were 
significantly more likely than Caucasian women to be diagnosed at a late stage (regional 
or distant stage). Thirty-eight percent (38%) of African Americans were diagnosed at a 
late stage compared to 28% of Caucasian women.  
 
Later stage at diagnosis among African American women is related to lower frequency of 
and longer intervals between mammograms and lack of timely follow-up of suspicious 
results.6 In the following recommendation section, we discuss potential steps to increase 
mammogram use and timely diagnosis of breast cancer.  
 
Survival. In our study, the 5-year survival for African American women was 43%, 
compared to 75% for Caucasian women. The survival disparity persisted after taking 
into consideration staging differences. For example, within the group of early-stage 
breast cancer, African American women had significantly worse survival than Caucasian 
women. In addition to African American race, several other factors were independently 
related to poorer survival: increasing age, late-stage diagnosis, and lower socioeconomic 
status. Because the NCR does not have information about comorbidity, we could not 
examine the effect of other health problems on survival. Future research may collect 
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additional clinical information to understand how other chronic and acute health 
problems may affect breast cancer outcomes and overall survival.  
 
 
Recommendations 
 
An analysis of SEER data from 1994 to 1999 identified the following factors that 
contribute to racial and ethnic differences in breast cancer survival. The reported 
percentage represents an estimated contribution of each of the factors: screening 
mammography (14%), tumor characteristics at diagnosis (stage, tumor size, lymph 
node) (29%), biologic markers (estrogen receptor status) (2%), treatment (5%), 
demographic (2%), and co-morbidity (2%).21  
 
Compared to Caucasian women, those from racial and ethnic minority groups are more 
likely to have less frequent use of mammograms, longer intervals between 
mammograms, and less timely follow-up of suspicious results.22-25 Though their 
contribution is relatively small, hypertension and other comorbidities;26 lack of 
adequate treatment, including lower use of adjuvant radiotherapy;27, 28 and aggressive 
tumor types4, 29 also contribute to survival differences between African American and 
Caucasian women.  
 
Based on the literature review and findings from our study, we identify the following 
action steps (Table 6).  
 
Table 6. Evidence-Based Interventions and Intervention Examples to Improve Survivorship 

Desired Outcome Evidence-Based Interventions Intervention Example 
Increased awareness about 
breast cancer risk among 
younger African American 
women 

Group education Educational presentations by a 
health professional and lay 
health educators 

Increased frequency of 
mammographic screening among 
African American women who 
are 40 years of age and older 
and who are at-risk 

Client reminders, small media, 
group education, 1-on-1 
education, reducing structural 
barriers, reducing client out-of-
pocket costs 

Newsletters and pamphlets at 
community health centers and 
beauty shops; partnership 
between primary care, Every 
Woman Matters program, and 
hospitals to reduce barriers 

Increased timeliness of 
diagnostic testing among African 
American women who have 
suspicious screening findings  

Case management, patient 
navigation  

Nurse case manager and 
community outreach workers to 
support and navigate patients  

Improved quality of breast cancer 
treatment and outcomes for 
African American women 

Case management and patient 
navigation are promising but do 
not have sufficient evidence to 
achieve this outcome.  

A study is needed to understand 
challenges African American 
breast cancer patients face 
during the treatment phase. 
Findings may be used to develop 
a new intervention program 
and/or modify the current case 
management model.  
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1. Increase awareness of breast cancer risk among younger African 
American women through group education. Breast health education 
presented by a health professional and lay health educators has been proven 
effective in increasing breast cancer knowledge. A recently published article 
reported that a 1-time breast health class provided by trained breast cancer 
survivors increased knowledge, skills, performance, and self-efficacy of breast 
self-exam among healthy women.30 This type of educational program can be 
replicated in our community by recruiting members of My Sister’s Keeper and 
other community organizations.  

 
2. Increase the use of screening mammography among women who are 

40 years of age and older and among high-risk women through 
client reminders, educational sessions, and reducing structural 
barriers. The Task Force on Community Preventive Services identified the 
following approaches effective in increasing breast cancer screening: client 
reminders, small media (videos, letters, brochures, newsletters), group 
education, 1-on-1 education, reducing structural barriers, and reducing client 
out-of-pocket costs.31 Other approaches such as client incentives and mass media 
have not been found to be effective based on research conducted thus far.31 A 
number of interventions can be implemented using these evidence-based 
approaches. For instance, a video message about breast cancer screening can be 
placed on a website or on You Tube, and a written message can be communicated 
through flyers and newsletters placed at community health centers and places 
where women congregate (e.g., beauty shops). Also, 1-on-1 and group education 
can be done in a variety of settings.  

 
In addition to these client-based methods, interventions to increase community 
access to breast cancer screening are needed. Barriers identified in the literature 
include inconvenient hours or locations for screening, complex administrative 
procedures, and the need for multiple clinic visits.32 To effectively reduce these 
barriers, education of and partnership with medical providers and public health 
programs are needed. Community health centers play an important role as an 
entry point for women seeking screening. A program such as Every Woman 
Matters not only provides funding for screening but can also serve as a link 
between primary care providers and hospitals that provide mammograms.  

 
3. Increase timeliness of diagnostic testing among African American 

women who have suspicious screening findings. Masi et al. conducted a 
literature review of interventions for racial/ethnic minority women32 and found 
case management or patient navigation to be an effective intervention to increase 
the timeliness of diagnosis. Case management or patient navigation is considered 
minimal when it covers only basic services such as outreach, client 
assessment/case planning, and referral to service providers. A more extensive 
coordination model has aspects of patient advocacy, direct casework with clients, 
and reassessment. To our knowledge, there is no case management or patient 
navigation program to increase timeliness of diagnosis for any patient group in 
Nebraska. A task force could be formed to identify partners and implement a 



 

12 
 

pilot program to develop and test a program that meets the needs of African 
American women in our community.  

 
4. Improve quality of breast cancer treatment and outcomes for 

African American women through further research and development 
and implementation of effective interventions. According to Masi et al.,32 
there is limited research conducted in this area. A few studies that evaluated 
interventions concluded that there was not enough evidence to support 
effectiveness. For instance, women who were enrolled in a case-management or 
patient navigation-based intervention had shorter time between diagnosis and 
treatment initiation than women in the control group. However, the difference 
was not statistically significant. Similarly, in another study of case management 
or patient navigation of minority Medicare beneficiaries, a higher proportion of 
women in the intervention group received breast-conserving surgery and 
radiation treatment than did women in the control group. However, the 
difference between the 2 groups was not statistically significant.32  

 
To develop interventions to improve quality and outcomes of treatment, it is 
necessary to understand challenges African American breast cancer patients face 
during the treatment phase. Focus groups could be conducted among breast 
cancer patients and providers to identify factors that contribute to less than 
optimal care or outcomes. The findings could be used to add new features to the 
current patient navigation model or to develop a new intervention. 
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