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Abstract

Background: Despite the fact that recent studies suggest a narrowing in‘access to mammography, Black women are much more likely to die
from breast cancer than White women. Data at the community level regarding mammography screening can help explain health disparities and
inform plans for improved screening efforts. Methods: In 2002-2003, a comprehensive household health survey in English or Spanish was
conducted in six community areas with 1700 households. The module on mammography was based on a state-based nationwide health survey and
included questions on frequency of mammography, repeat screenings, and several demographic vartables. Results: The proportion of women >40
years (n = 482) who received a mammogram in the past 2 years ranged from 74% to 90% across the six communities. The community with the
highest screening proportion was predominantly Mexican and included recent immigrants. The screening proportion in the poorest community
area, which was all Black, was 77%. Women with health insurance, higher income, and more education were more likely to receive a
mammogram. Proportions for women >50 years (n = 286) were slightly higher but similar. Repeat screening, whichis recommended, occurred at
lower levels. Conclusions: Access to and utilization of mammography have grown in recent years so that even these vulnerable communities had
screening proportions at or even higher than the national average and the Healthy People Year 2010 objective. Nonetheless, repeat screening
sequences were lower and may require attention if mammography screening efforts are to have a greater impact on female breast cancer mortality.
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1. Intreduction

Breast cancer accounts for one out of every three female
cancer deaths and is the second leading cause of cancer
death among U.S. women. It is estimated that more than
211,000 women were diagnosed with breast cancer and that
about 40,000 died from it in 2005 [1]. While the incidence of
breast cancer in the U.S. is higher among White women,
Black women are more likely to die from it-[2,3]. National
data also show that Black women tend to have poorer health
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outcomes following a breast cancer diagnosis even when
they are diagnosed at the same stage [4]. Mammography
may be an important tool for detecting cancers of the breast
at its earliest and most treatable stage. As such, one of the
Healthy People 2010 goals is for 70% of women >40 years
to have received a mammogram within the last 2 years [S5].

While progress is being made to ensure that all women
meet this goal at the state and national level, few studies have
examined the prevalence of screening at the local level.
Local or community level mammography screening infor-
mation is important because it is here that these data may
help explain health disparities and offer the potential to
inform plans for improved community screening efforts. A
recently completed community health survey in Chicago,
the largest and most comprehensive such survey ever
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conducted in the city, collected substantial data describing
mammography screening in six racially and ethnically
diverse community areas. This paper presents community-
specific data describing such screening and the demographic
and social correlates of receiving a mammogram. It also
contrasts the mammography experience among the better
off predominately White community with the other five
communities of color.

2. Methods
2.1. The survey

Data analyzed in this report were obtained from the Sinai
Health System’s “Improving Community Health Survey.”
This was a 469-question health questionnaire, designed to
take about an hour [6].

The Survey Research Laboratory at the University of
Ilinois in Chicago administered the questionnaire from
September 2002 through April 2003. Interviewers were
experienced, thoroughly trained (with 21h of formal
training), and cultorally sensitive to the communities in
which the interviews were conducted. In most cases, the
interviewers were from the communities being surveyed. In
all cases, interviewers working in Spanish-speaking com-
munities were required to be bilingual in English and
Spanish. Ten percent of each interviewer’s work was
validated at random by phone or in person.

The survey contained a series of questions on breast
cancer screening for women 40-75 years (older people were
not eligible for the survey). Questions included, “Have you
ever had a mammogram or a breast X-ray?”” and “How long
ago did you have your most recent mammogram?” [7]. In
addition, the survey asked, ‘“How many mammograms have
you had in the past 3 years, that is since {1999 or 2000,
depending on the date of the interview]?” to assess repeat
screenings [8]. Having had more than one was considered a
measure of adequate sequence. These questions are based on
the Behavioral Risk Factor Surveillance System (BRFSS)
survey, a state-based nationwide. Lastly, if women had never
been screened, they were asked why. Data describing many
social and demographic characteristics were also collected.

This project was approved by the Institutional Review
Boards of the Sinai Health System and the University of
Tlinois at Chicago. All participants signed an informed
consent. During the course of the survey one interviewer was
shot at and another was robbed at knifepoint. Both incidents
were reported to the Police Department and to both Review
Boards. These incidents illustrate some of the challenges
faced by interviewers working in these communities.

2.2. Sample selection -

In 2000, Chicago was the third largest city in the U.S,,
with a diverse population of almost 3,000,000, consisting of

36% non-Hispanic Black people, 31% non-Hispanic White
people, and 26% Hispanic people. Chicago, which has
been labeled “hyper-segregated” by a seminal study [9], is
divided into 77 officially designated community areas,
which often serve as loci for describing health, for delivering
health care services and for implementing community-based
interventions [10]. Six of these community areas (Fig. 1)
were selected for study for various social and political
reasons, but primarily to reflect the racial/ethnic diversity of
Chicago.

Table 1 presents social and demographic characteristics
of these communities based on the 2000 Census. North
Lawndale and Roseland are almost entirely African
American; South Lawndale is almost entirely Mexican;
Humboldt Park is about half African American, a quarter
Puerto Rican and a quarter Mexican; West Town is about
half White, a quarter Puerto Rican and a quarter Mexican;
and Norwood Park is almost entirely White. The median
household incomes, which range from $ 18,000 to $ 53,000,
may be compared with $ 42,000 for the U.S. and $ 39,000 for
Chicago.

2.3. Subjects
The questionnaire was administered face-to-face in

selected households. The sample was stratified in order to
complete approximately equal mambers of interviews within

10.NorwoodPark
23.HumboldiPark
24 West Town

29 NorthLawndale
30.Southl.awndale
49 Roseland

Fig. 1. Six of 77 Chicago community areas surveyed: Norwood Park,
Humboldt Park, West Town, North Lawndale, South Lawndale, and Rose-
land.
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Table 1

Demographic characteristics of six Chicago community areas” compared to Chicago® and United States®

Humboldt Park West Town South Lawndale

North Lawndale Roseland Norwood Park Chicago  United States

Total Population 65,836 87,435 91,071
Non-Hispanic Black (%) 47 9 13
Non-Higpanic White (%) 3 39 4
Hisparnic (%) 48 47 83
Mexican (%) 24 25 76
Puerto Rican (%) “18 16 1
Household income ($) 28,728 38,915 32,320
High school graduates® (%) 50 70 37
Unemployment rate® (%) 18 7 12
Individual poverty rate® (%) 31 21 27

41,768 52,723 37,669 2,896,016 281,421,906
94 98 1 36 12

1 1 88 31 69

5 1 6 26 13

3 0 3 i8 7

0 0 0 4 1

18,342 38,237 53,402 38,625 41,994

61 77 83 72 80

26 17 3 10 6

45 18 4 20 12

* Ref. [36].
® United States Census 2000.
¢ High school graduates are among those 25 years and older.

4 Unemployment rate is the percent of resident civilians over age 16 who are without work and actively seeking work.
¢ Individual poverty rate is the percent of residents with annual incomes below the federally defined poverty level in 1999.

each of the six commimity areas. Within each, a three-stage
probability sample design was employed [11]. First, census
blocks were chosen using Probability Proportionate to Size
sampling, meaning that the census blocks within each
community were selected proportionate to the number of
individuals age 18-75 that lived on each block according to
the 2000 Census. Second, households were randomly
selected from the blocks. Third, adults within the households
were randomly selected, using the Troldhal-Carter—Bryant
methodology [12]. A letter was mailed to all households on
the stationery of one of the participating community-based
organizations prior to the visit by the interviewer.

Participants were paid $ 40 in cash for their participation
and were provided with a substantial packet of brochures (in
either Spanish or English) about different health issues
relevant to their particular community. A person was eligible
for the survey if he or she was between 18 and 75 years of
age, spoke either English or Spanish, lived in a residence in
one of these six community areas, and was physically and
mentally able to participate.

2.4. Response rates

A total of 4888 listed addresses were initially selected for
study. By the time the interviewers returned to solicit
participation in the survey, some addresses were vacant,
some no longer existed (e.g., had burned down), and in some
no one answered the door. A minimum of 12 attempts, on
different days and at different times, was made to reach
selected households. Over 85% of all interviewing was
conducted during evening and weekend hours.

Because this was a complex sampling design that took
place in six diverse communities, multiple aspects of the
participation rates are described here. About 10% of’the
originally selected 4888 addresses did not represent house-
holds; in about 24% of the existing households no one could
ever be located; when people could be located, about 24%
refused to answer any of the screening guestions or to

otherwise speak with the interviewers. Notably, a total of
1953 eligible persons were contacted for this survey, of
which 1699 agreed to participate and all completed the
survey. Thus, 87% of the people who responded to the screen
and were eligible fully participated. This might be termed
the “participation rate.” The overall study response rate of
43.2% was calculated according to conservative procedures,
which employed the originally sampled buildings or
“households™ as the denominator [13,14]. This includes
“hounseholds” which no longer existed, were not really
households but rather storefronts, where interviewers were
unable to locate anyone, etc., in addition to those who
refused to participate.

2.5. Data analysis

Observations were weighted to account for the prob-
ability of selection (at the block, household and respondent
levels) and to adjust or post-stratify to assure that the sample
reflected the base populations. Data were analyzed in
STATA V8 [15]. Consistent with much of the relevant
literature, screening proportions were age-adjusted to the
Standard 2000 U.S. population. A 95% level of significance
was employed for all analyses. The significance between
two prevalence proportions was examined with a #-test. The
binomial distribution was used to calculate the probability
that a relationship (e.g., with income) existed in all six
community areas.

3. Results

Table 2 presents the age-adjusted proportion of women
>40) years of age who reported having had a mammogram
within the last 2 years (routine screening). These proportions
ranged from 90% in South Lawndale to 74% in West Town.
There were no significant differences between the highest
SES community (Norwood Park) and any of the others. In






