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The Use of Sociocultural Constructs in Cancer
Screening Research Among African Americans
Anjali D. Deshpande, PhD, MPH, Vetta L. Sanders Thompson, PhD, 
Kimberlee P. Vaughn, MA, and Matthew W. Kreuter, PhD, MPH

Background: Studies are increasingly examining the role of sociocultural values,

beliefs, and attitudes in cancer prevention.  However, these studies vary widely in

how sociocultural constructs are defined and measured, how they are conceived

as affecting cancer beliefs, behaviors, and screening, and how they are applied in

interventions.

Methods: To characterize the current state of this research literature, we conducted

a critical review of studies published between 1990 and 2006 to describe the 

current use of sociocultural constructs in cancer screening research among African

Americans.  We included quantitative and qualitative studies with cancer as a 

primary focus that included African American participants, assessed screening

behaviors, reported race-specific analyses, and considered one or more sociocultural

factors.  Studies were evaluated for type of cancer and screening analyzed, study 

population, methodology, sociocultural constructs considered, definitions of constructs,

provision of psychometric data for measures, and journal characteristics.

Results: Of 94 studies identified for review, 35 met the inclusion criteria and were

evaluated.  Most focused on breast cancer screening, and thus African American

women.  Sociocultural constructs were seldom clearly defined, and the sources and

psychometric properties of sociocultural measures were rarely reported.

Conclusions: A multidisciplinary approach to developing a common language

and a standardized set of measures for sociocultural constructs will advance

research in this area.  Specific recommendations are made for future research.
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Introduction
Despite the progress made in reducing
the burden of cancer in the United States,
disparities persist in how cancer affects
different racial and ethnic groups.1-3 The
burden of cancer is especially high
among African Americans.  With few ex -
ceptions, incidence and mortality rates
are higher and 5-year survival rates are
lower among African Americans when
compared with whites for the leading
causes of cancer death.1 These differ-
ences remain after controlling for age and
stage at diagnosis,1 suggesting that other
factors play a role in the higher cancer
burden among African Americans.

Studies have found that socioeco-
nomic status, insurance coverage, and/or
access to care cannot fully explain the
excess mortality and reduced survival
among African Americans compared
with whites.3-7 Studies by Cooper and
Koroukian8 and Lannin et al5,9 suggest
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that sociocultural beliefs and attitudes are linked to
cancer stage at diagnosis.  In a mediational framework
linking sociocultural variables to cancer outcomes,
Meyerowitz et al10 suggest that the sociocultural con-
structs of importance in health and cancer disparities
are those that affect beliefs, attitudes, and behaviors
related to prevention and screenings, provider/patient
relationships and interactions, and adherence to med-
ical treatment regimens.  Understanding the relation-
ship of sociocultural constructs to cancer-related
screening is critical to the development of relevant and
effective prevention and control interventions.

Sociocultural Constructs and Health
The growing diversity of the US population requires
individuals and organizations concerned with the pub-
lic’s health, safety, and welfare to examine the impact of
sociocultural constructs on health and well-being.11,12

Betancourt and Lopez13 suggest that a sociocultural per-
spective allows us to examine how membership in a
specific group influences any aspect of life.  Under-
standing different cultures and determining how fea-
tures of each might influence health-related outcomes
are important steps toward eliminating health disparities.
The 2006 Institute of Medicine (IOM) report, Genes,
Behavior, and the Social Environment:  Moving Beyond
the Nature/Nurture Debate,14 explores the impact of the
sociocultural environment on health outcomes and pro-
vides strong recommendations that research in these
areas must be advanced.  According to the report, fur-
ther investigation on cultural constructs and on behav-
ior and other social variables in the context of culture is
needed to understand why some groups choose to
adopt or not adopt recommended health behaviors.
This includes cancer screening as well as other cancer
control behaviors.

A sociocultural perspective considers both social
and cultural constructs and the interrelationships
between them.  Culture is defined as the “shared beliefs,
values, traditions, and behavior patterns of a particular
group.”15 Although culture refers to shared meanings
given to events, situations, and structures within a pop-
ulation,16 cultural variables used in health research have
typically been measured at an individual level via self-
report, with the aggregate of these reports assumed to
reflect cultural attitudes, beliefs, and understand-
ings.13,16,17 Thus, in the context of existing literature, we
discuss culture as the individual expression and repre-
sentation of cultural constructs.  These may include
familial relationships, rules for emotional expression,
communication and affective styles, collectivism, indi-
vidualism18 spirituality and religiosity,19 myths, time ori-
entation,20 ethnic identity,21 level of acculturation,22

resilience, medical mistrust,23 and “John Henryism” (ie, a
coping behavior used by African Americans to deal with
psychosocial and environmental stressors).24

The study of social constructs may include eco-
nomic and social resources and access to, attitudes
toward, and interaction with major social institutions,
including political, financial, health, and welfare.  Like
cultural factors, social factors such as socioeconomic
status and insurance coverage can affect population
health status and often vary systematically by popula-
tion subgroups.  In this paper, the term sociocultural
encompasses both categories of constructs without an
assumption that the two terms are equivalent.

Sociocultural Constructs and Cancer
Researchers have identified numerous sociocultural con-
structs that might influence cancer-related beliefs and
behaviors.  Socioeconomic factors and access to health
care, as well as fatalism, spirituality/religiosity, medical mis-
trust, and time orientation, have perhaps been studied
more than other sociocultural constructs.25-29 Spirituality
has been defined as the internal manifestation of belief in
a higher power and the genuine, consistent commitment
to its attendant values.  It contains but is not limited to reli-
giosity (one’s adherence to doctrines, beliefs, and ritual
practices of religious institutions and one’s level of orga-
nizational religious involvement).30 Religiosity has been
shown to be particularly high among older African Amer-
ican women.31-34 While some have reported that certain
religious beliefs (eg, “prayer can cure disease”) are com-
mon among African Americans and are negatively associ-
ated with health-promoting behaviors,35 others have
found spirituality to be positively associated with health
behaviors.27 Collectivism is the tendency to subordinate
personal goals to those of the group.  In this strategy the
basic unit of society is the family, community, or tribe
rather than the individual.18,36 It is expressed in values of
group survival and security, concern and responsibility for
others, and respect for traditions and elders.37 Studies sug-
gest African Americans are more likely than European
Americans to hold collectivist beliefs.38,39 Ethnic identity
can be defined as the regard that one accords the cultur-
al traditions, values, and beliefs of one’s ethnic group.40,41

However, there are many aspects and/or dimensions of
ethnic identity, including public and private regard42 and
cultural, sociopolitical, and psychological ethnic identi-
ty.43 To date, studies have not clearly linked collectivist
beliefs and ethnic identity to health behaviors.  Trust of
the medical profession (often presented as medical mis-
trust) involves the belief that individuals and institutions
will act appropriately and will perform competently,
responsibly, and in a manner consistent with patients’
interests.44 There is considerable evidence that many
African Americans believe this standard is not met regard-
ing their care.45 This mistrust has been linked to a variety
of health-related decisions, behaviors, and interactions.46-48

Fatalism refers to the belief that events are beyond an
individual’s control.49,50 Studies suggest African Ameri-
cans are more likely to hold fatalistic beliefs.49-51 Time ori-
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entation reflects a person’s tendency to think and act
according to consequences that are primarily immediate
(ie, present) or more distal (ie, future).52 By life circum-
stance and necessity, people in poverty tend to be pre-
sent-oriented rather than future-oriented.20 Adjusting for
age, education, and poverty status, one study has shown
hypertensive African Americans were more present-ori-
ented than their white counterparts on measures of treat-
ment experience.53

An increasing amount of literature focusing on socio-
cultural constructs and their relationship to cancer atti-
tudes, behaviors, and screening has become available in
the last 15 years.  Numerous researchers in different dis-
ciplines and with different cancer-related interests have
incorporated the study of sociocultural constructs into
their work.  While the 2006 Institute of Medicine report14

indicates that we have reached a critical mass of research
in this area, it also suggests that it is time to assess what
has been done, evaluate what gaps remain, and begin to
develop a roadmap of where to go from here.  As a first
step in that direction, we review the extant literature to
describe how sociocultural constructs are currently used
in cancer prevention and control research among African
Americans.  We examine the types of studies conducted,
the research methods used, the sociocultural constructs
that were addressed, and the adequacy of measurement
of these constructs.  By studying one ethnic group in
detail, we hope to develop a better understanding of the
relationship between sociocultural constructs and can-
cer-related attitudes and behaviors in that group so that
future research can compare how specific, important
constructs may be similar or different between groups.
Because culturally relevant interventions hold promise to
improve the health of African Americans and eliminate
disparities in cancer outcomes,54 recommendations for
future research are provided to further our understand-
ing and use of sociocultural constructs in interventions.

Methods
Databases
The studies included in this review were compiled
from a search of computerized databases conducted
from May to June 2006.  Databases searched included
Ovid Healthstar (1990–2006), PsycINFO (1990–2006),
MEDLINE (1990–2006), Sociofile (1990–2006), and
Social Sciences Citation Index (1990–2006).  The search
years were selected to capture findings that could be
considered relevant to current cancer screening activi-
ties.  Key words were used to search titles, abstracts,
and subject headings in all databases.  In an initial
search, key words included sociocultural constructs,
cultural constructs, social constructs, cancer, breast, 
colo rectal, prostate, and neoplasms.  An expanded set of
keywords was developed based on a summary of the
Summit Meeting on Breast Cancer in African American
Women (2000) and previous work conducted at the

Health Communication Research Laboratory at Saint
Louis University.26-29 Search terms included ethnic iden-
tity, racial identity, fatalism, collectivism, communalism,
spirituality, religiosity, John Henryism, mistrust, accul-
turation/assimilation, time orientation, and socio -
economic factors such as employment status, income,
education, occupation, individual and/or family wealth,
insurance coverage, and access to medical care.

Exclusion/Inclusion Criteria
To be included, each study identified had to meet the fol-
lowing five criteria:  (1) be a quantitative or qualitative
research study, (2) identify cancer as the primary focus,
research question, and/or hypothesis of the study, (3)
assess cancer screening behaviors but could also include
other cancer prevention activities (eg, diet, exercise/
physical activity, or health communication), (4) include
African Americans and provide African American group-
specific analyses (though African American did not have
to be the only group studied), and (5) consider one or
more sociocultural factors.  The reference lists of these
articles were reviewed in order to identify other studies
that met the inclusion criteria.  Review articles, meta-
analyses, dissertation abstracts, and articles in languages
other than English were excluded from this review.

Method for Evaluating Included Studies
Included studies were evaluated for (1) journal charac-
teristics, including journal and year of publication, jour-
nal impact factor (based on the 2005 Science and Social
Science editions of the Journal Citation Reports (JCR)55

and journal target audience [inferred from journal title
and/or focus]), (2) cancer focus — if the study had a
primary focus on a single or multiple types of cancer
and which cancer(s), (3) type(s) of cancer prevention
activity, behavior, or knowledge/attitudes/beliefs studied,
(4) study population(s) included, (5) analytic method(s)
used (quantitative or qualitative), (6) sociocultural con-
struct(s) studied, (7) whether definitions of the socio-
cultural constructs were provided and, if so, what they
were, and (8) whether psychometric data were provided
for sociocultural measures.

Results
We initially identified 94 studies for review.  Of these,
51 were excluded because they were reviews of previ-
ous research, did not include any empirical data, con-
sidered a sociocultural construct in the absence of a
cancer screening focus, or considered cancer screening
but did not include sociocultural constructs.  Eight
additional studies were excluded because they did not
provide group-specific analysis for African Americans.  A
total of 35 studies met the inclusion criteria and were
further evaluated in this review.  Table 126,29,49,51,56-75 and
Table 276-86 provide a summary of each study for quan-
titative and qualitative studies, respectively.
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Journal Characteristics
Of the 35 studies included in the review, 6 (17%) were
published in journals targeted to African American
health professionals (Journal of the National Medical
Association and The Association of Black Nursing Fac-
ulty).  Three studies each appeared in the Journal of
Psychosocial Oncology and in women’s health journals
(9% each).  Using the 2005 JCR to identify the impact
factor (IF) for each journal, we found that of the 35
studies included in the review, 23 different journals
were represented.  Five of these journals (11 studies or
31% of studies included in the review) had an unknown
impact factor (ie, not listed in the 2005 JCR Science or
Social Science editions), 8 journals (13 studies or 37%)
had an impact factor of less than 1.0, and the remaining
10 journals (11 studies or 31%) had an impact factor of

greater than 1.0.  The earliest study included in this
review was published in 1993 and the most recent in
2005.  Of the 35 studies in the review, 15 (43%) were
published between 1993 and 1999, while the remain-
ing 20 (57%) were published from 2000 through 2005.

Cancer Focus
Most studies focused on a single cancer (n = 29, or 83%
of studies), primarily breast (n = 16 or 46% of studies)
or colorectal (n = 7 or 20% of studies).  Five studies
(14%) focused on multiple sites including breast, co lo -
rectal, cervical, and prostate cancers.

Study Populations and Methodologies
Both qualitative (n = 11) and quantitative (n = 24) stud-
ies were found.

Table 1. — Quantitative Studies of the Relationship Between Sociocultural Variables and Cancer Prevention Behaviors

Author(s) Location (Date of Study) Study Population Design Activity Cancer Sample Size

Bowen et al56 Mailed survey, African American Cross-sectional Screening, Breast 129
recruited through women, 18–74 yrs, survey risk 
churches and African no history of breast perception
American newspapers or ovarian cancer

Conrad et al57 Alabama Men and women, Cross-sectional Screening Breast 600 (68% female)
varied ethnicity survey

Edwards et al58 Military setting in the African American men, Survey Screening Prostate 147
urban northeast ≥ 40 yrs
United States

Erwin et al59 Mississippi River Delta African American Intervention Screening Breast 216 intervention
region of Arkansas women research 217 control
(1993–1994)

Fearing et al60 Midwest, African African American men, Cross-sectional Screening Prostate 59
American community > 45 yrs survey 

Green and Kelly61 African Americans, Cross-sectional Screening Colorectal 100
≥ 50 yrs, English- survey
speaking

Harris et al62 1992 National Health Women > 30 yrs Population-based Screening Breast 4,589
Interview Survey (40 for mammography) sample survey

Hiatt et al63 California (1993–1994) African American, Telephone survey; Screening Breast, 4,228
Chinese, Latina, and household cervical
Vietnamese women; interview
18–74 yrs for Vietnamese

participants

Holt et al26 Public health centers, African American Cross-sectional Screening Breast 1,227
St. Louis, Missouri women, 18–65 yrs, survey

able to read at 
5th-grade level

Kinney et al64 Cancer Centers, European and African Structured Genetic Colorectal 98 (19% African 
North Carolina (1997) American adults with telephone screening American and 81%  

invasive colorectal interview European American)
cancer 

Lipkus et al65 North Carolina  African and European Randomized Screening Colorectal 342 African American,
Community Americans, ≥ 50 yrs community 90 European American)
health centers intervention trial

Lukwago et al29 10 public health clinics; African American Cross-sectional Screening Breast 435 women ≥ 40 yrs
St. Louis, Missouri women, 18–65 yrs survey

continued on page 260
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Quantitative Studies
Of the 24 quantitative studies, 20 (83%) involved sur-
veys:  16 (67%) of these surveys were cross-sectional, 2
were population-based surveys, 1 used a random strati-
fied sample, and 1 was combined with a cohort design
(Table 1).  One study involved structured interviews,
and there were 3 randomized control trials.  Study sam-
ples for 11 of the 24 (46%) were exclusively African
American, 7 (29%) compared African Americans to
whites, and 6 (25%) involved comparisons of multiple
racial/ethnic groups.  The average number of African
Americans included in a study, across 20 studies, was
288.8.  Five studies that focused on prostate cancer
were exclusively male, and African American males were
included in 6 additional studies.  Two studies provided
only limited demographic data about the participants;

in particular, they did not provide information about the
gender and age distributions of participants.64,65 The
studies were completed primarily in southern (50%),
and midwestern (20.8%) locations.  Of the 24 quantita-
tive studies reviewed, 14 (58%) focused on breast can-
cer and 7 (29%) on colo  rectal cancers.  Five of the quan-
titative studies (21%) focused exclusively on prostate
cancer, with 1 additional study that included prostate
among several cancer sites examined.

Qualitative Studies
Of the 11 qualitative studies, 8 used focus group method-
ology, 1 used individual interviews, and 2 used narrative
and content analysis methods (Table 2).  Participants
were exclusively African Americans in all but 1 of the 11
qualitative studies.  The mean sample size for the focus

Table 1. — Quantitative Studies of the Relationship Between Sociocultural Variables and Cancer Prevention Behaviors (continued)

Author(s) Location (Date of Study) Study Population Design Activity Cancer Sample Size

Mayo et al51 Senior centers, Women, ≥ 50 yrs Cross-sectional Screening Breast 220
rural churches, survey
6 counties, 
South Carolina

Myers et al66 Chicago, Illinois (1995) African American Cross-sectional Screening Prostate 413
men, 40–70 yrs, telephone
University Health survey
Service patients

O’Malley et al67 North Carolina Rural African American Cross-sectional Screening Breast 1,933
(1993–1994) and white women, survey (approximately 628

≥ 52 yrs African Americans)

Paskett et al68 Forsyth and  Women ≥ 40 yrs Mixed cross- Screening Breast, 320 women (234
Guilford counties,  residing in sectional and cervical, African American
North Carolina (1995) subsidized housing cohort design colorectal women)

Pearlman et al69 National Health Interview Women 40–75 yrs Population-based Screening Breast 9,219
Survey (1990) sample survey

Powe49 Southern state Individuals ≥ 50 yrs Cross-sectional Screening Colorectal 192 (61% African
survey  American, 78% female,

mean age 76 yrs) 

Powe and Senior citizens in a  Women ≥ 52 yrs Group randomized Screening  Colorectal  70 (42 study group,
Weinrich70 rural Southern state  intervention trial  28 control group)

Price et al71 Seven largest cities African American men Cross-sectional Screening Prostate 290
in Ohio > 18 yrs survey

Scroggins New Orleans, Louisiana Disadvantaged Cross-sectional Screening Breast, 402 African American
and Bartley72 (1995) African Americans and survey cervical, community members,

members of the colorectal, 290 Ochsner Health Plan
Ochsner Health Plan prostate members (white, high 

socioeconomic status)

Thomas New Orleans, Louisiana Women 40–65 yrs, Survey, stratified Screening Breast 184 women (61%
and Fick73 income ≤ $40,000, random sample African American,

no history of cancer 30% white, 9% other)

Thompson et al74 East Harlem, New York African American and Survey Screening Breast 168 (79 African
Latina women, Americans, 89 Latinas)
no previous history 
of breast cancer

Weinrich et al75 South Carolina African American men Cross-sectional Genetic Prostate 320
> 18 yrs survey susceptibility

testing
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group studies was 38.7 participants.  Only 4 studies
included men, and only 3 reported the number of male
participants (N = 26, 8, and 24).  Five studies were com-
pleted in urban midwestern locations, 4 in the northeast,
and 1 in the south.  Six (55%) of the qualitative studies
focused on breast cancer;  2 studies each focused on col-
orectal, cervical, and inherited or general cancers.  One
study also focused on prostate cancer.

Sociocultural Constructs
The sociocultural constructs identified include socio -
economic status, ethnic identity (specifically, racial
pride), medical mistrust, religiosity (referred to in some
studies as “spirituality”), familialism (including social
support and family ties and sometimes referred to as
“collectivism” or “communalism”), time orientation,
fatalism, and racial discrimination.  In addition, there
was some limited discussion of folk medicine, food tra-
ditions, and the stigma of cancer, although these topics
were not the focus of any study.  Few studies provided
definitions of the cultural constructs included in the
study.  The major exceptions to this included work on
fatalism by Mayo et al51 and Powe.87,88 However, item
content and the interpretation and discussion of find-
ings suggest the general definitions in use.

Among the studies included in this review, socio -
economic status, as indicated by age, education, income,
employment, insurance, and having a usual source of
care have been positively associated with mammogra-
phy, Pap, prostate-specific antigen (PSA), or fecal occult
blood tests.58,61-65,67-69,71,73,75 Marital status (being mar-
ried) has been associated with recent Pap testing and
colorectal cancer screening.64,65 In addition, at least 1
study has found an association between interest in
genetic testing and younger age, being married, and per-
ceived experiences of discrimination.75

This review indicates that fatalism was measured
specifically as it relates to cancer and not more glob-
ally.50,77-79,82 In cancer research, cancer fatalism87 is
defined as the belief that death is inevitable when
cancer is present.  Cancer fatalism was associated
with decreased utilization of cancer screening,72

including mammography51,62,73 and colorectal cancer
screening,49,87 and fatalism about prostate cancer was
negatively associated with willingness to consider
genetic testing.66

Spirituality/religiosity definitions and research
themes were most often related to thoughts or beliefs
that associate God, prayer, and faith as strategies that
permit an individual to cope with cancer.  Spirituality/

Table 2. — Qualitative Studies of the Relationship Between Sociocultural Variables and Cancer Prevention Behaviors

Author(s) Location (Date of Study) Study Population Method Activity Cancer Sample Size

Busch76 Chicago, Illinois African American Focus groups Screening Colorectal 15
women, 45–69 yrs

Frisby77 Northeastern African American Interviews Screening Breast 92
metropolitan area women, 20–77 yrs

Greiner et al78 Urban midwestern city Self-identified African Focus groups Screening Colorectal 55
Americans, > 40 yrs

Hoffman-Goetz79 United States African American Content analysis Screening Breast 11 stories
(1987–1995) women of cancer stories intent

in Jet, Ebony, and 
Essence

Jennings80 Metropolitan area, African American and Focus groups, Screening Cervical 52 (32 African
mid-Atlantic state Latina women nominated sample Americans, 20 Latinas)

Jernigan et al81 Pittsburgh, Pennsylvania African Americans, Focus groups Screening Cancer 45 African Americans
(March–May, 1998) ≥ 50 yrs (26 men, 19 women)

Matthews et al82 Urban midwestern African Americans, Focus groups Genetic Inherited 21
15–57 yrs, testing cancer

Marks et al83 Cleveland, Ohio Public housing Focus groups Diet, Breast, 49
metropolitan area residents, ≥ 40 yrs screening prostate,

cervix

Phillips et al84 Community-based center African American Focus groups Screening Breast 26
and teacher’s union, women, 40–65 yrs
urban Maryland

Tessaro et al85 Natural settings, African American Focus groups Screening Breast 132
North Carolina (1990) women, 50–74 yrs

Thomas86 Urban midwestern city African American Narrative analysis Screening Breast 12
women, 40–64 yrs,
no cancer diagnosis
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religiosity was positively associated with cancer screen-
ing in African American women26 and decision-making
about health in African American men.60 Intervention
studies using a faith-based approach were found to
increase cancer screening and prevention behaviors.59,89

Mistrust of the medical system was associated with neg-
ative attitudes about cancer screening72 and decreased
use of mammography.74

Racial pride, the only dimension of ethnic identity
found in this review, was positively associated with the
use of mammography.56 Present-time orientation was neg-
atively associated with use of mammography.29 Lower-
income black women were found to be more future- than
present-oriented, but higher present orientation scores
were negatively associated with the use of mammogra-
phy, even after adjusting for education and income.29

Other variables were identified in qualitative studies
but not explored empirically.  These included norms
around privacy and silence, as well as more traditional
measures of collectivism.  Qualitative studies have sug-
gested particular concern for the role of family history in
cancer susceptibility.77 Open discussion of cancer has
been identified as a practice that violates African Ameri-

can privacy/silence norms.  Thomas86 and Phillips et al84

noted that cancer was identified as a topic that was not
discussed;  while this behavior might serve a self-protec-
tive function, it resulted in the perpetuation of inaccu-
rate cancer information among family members.

Psychometric Data on Measures
Only 38% of the studies reviewed provided psycho-
metric data on measures of sociocultural constructs.
In many studies where psychometric data were pro-
vided, they applied only to some of the scales used.
The best examples of clearly reported measurement
were found in studies reported by Holt et al,26 Lukwa-
go et al,29 Powe,49,87,90 Thomspon,74 Powe and Wein-
rich,70 Mayo et al,51 and Myers et al.66 In addition, dif-
ferent studies used different measures to assess the
same sociocultural constructs.  This is the case even
among some constructs for which measures with ade-
quate psychometric properties have been published.
For example, “spirituality” was examined in 6 different
studies using 5 different measures.  Table 3 provides a
summary of the psychometric data reported in the
studies reviewed.26,29,49,51,66,70,74,87,90

Table 3. — Quantitative Studies Reporting Psychometrics for Social and Cultural Constructs

Author Social/Cultural Content Concurrent/Predictive Validity Internal Consistency

Holt et al26 Spirituality Alpha: sprituality = 0.89
Spiritual health locus of control LISREL measurement model 

fit the data

Lukwago et al29 Lower attainment of education, Test retest: collectivism = 0.85
lower socioeconomic status, age Spirituality = 0.89

Racial pride = 0.52
Present-time orientation = 0.52
Future-time orientation = 0.54

Collectivism, spirituality, Alpha: collectivism = 0.93
racial pride, present-time Spirituality = 0.88
orientation, and future-time Racial pride = 0.84
orientation Present-time orientation = 0.73

Future-time orientation = 0.72 

Mayo et al51 Fatalism Fatalism: alpha = 0.89

Myers et al66 Age, social support, trust Confidence in University of Chicago Health 
Services medical staff: alpha = 0.78

Powe49 Fatalism Fatalism: alpha = 0.84

Powe90 Fatalism, Fatalism: alpha = 0.87
spirituality Spirituality: alpha = 0.86

Powe87 Age, education, fatalism Fatalism: alpha = 0.84 to 0.89

Powe and Weinrich70 Fatalism Fatalism: alpha = 0.84 to 0.89

Thompson et al74 Medical mistrust, acculturation Construct validity: relationship  Mistrust:
of mistrust to acculturation, Total GBMMS: alpha = 0.83
screening pros and cons Suspicion: alpha = 0.80

Group disparity: alpha = 0.76
Convergent validity: association Lack of support from providers: alpha = 0.55
between acculturation and total  Split half reliability = 0.75
mistrust and suspicion score Acculturation: alpha = 0.61

LISREL = linear structural relations statistical software
GBMMS = Group-Based Medical Mistrust Scale



July 2009, Vol. 16, No. 3 Cancer Control  263

Discussion
The purpose of this review was to describe the current
state of research examining sociocultural constructs and
the prevention and control of cancer, specifically cancer
screening behavior, among African Americans.  We found
35 relevant studies published during the period 1990 to
2006.  There are three main observations from this review:
(1) clear definitions and proven measures of sociocultural
constructs are often lacking, (2) research designs and ana-
lytic methods used to date are insufficient to fully under-
stand the complex relationships between sociocultural
constructs and health care outcomes, and (3) there are
observed associations between various sociocultural con-
structs and cancer control behaviors (such as screening).
However, few studies considered sociocultural factors
together with screening and lifestyle factors such as diet,
physical activity, and tobacco use.  Each of these observa-
tions is discussed further, and we provide recommenda-
tions for next steps in research in this area.

Despite growing interest and research on the role of
sociocultural constructs, the journals publishing articles
on these constructs tend to target those ex ploring psy-
chosocial and behavioral factors as well as African Amer-
ican medical practitioners.  Expanding the reach of find-
ings from sociocultural studies to a broader audience of
medical and scientific readers should accelerate the
impact of this area of research on future cancer preven-
tion and control research, provider-patient interactions,
and the development of effective intervention programs.

With regard to the research that has been published
to date, clear definitions of the sociocultural constructs
studied have generally been lacking.  In addition, studies
that involved quantitative interviews and surveys assess-
ing sociocultural constructs often failed to discuss the
source and validity of items or the reliability of items that
formed scales.77,86,91,92 Even in studies that purport to be
investigating similar constructs, different measures have
been used, thus making comparisons across studies diffi-
cult.  To create a common understanding of sociocultural
constructs and measures, researchers need to critically
evaluate the constructs that have been studied and the
measures that have been used to date.  Following this
process, there is a need to develop consensus on the mea-
sures to be used, to standardize terminology, and to devel-
op common assessment methods so that there is repro-
ducibility and validity in measurement of important
sociocultural constructs.  Understanding the long history
and development of social constructs in other disciplines
may inform the development and standardization of
sociocultural constructs.

Of critical importance is the need for better design
of studies and a clearer description of study populations
so that relationships between sociocultural constructs
and cancer behaviors can be studied separately in men
and women or in younger and older adults.  The pauci-
ty of males in the study samples reviewed is likely due

in large part to this literature’s focus on breast cancer.
This highlights the need to address a range of cancers,
including those that predominantly affect men.  In addi-
tion, measurement strategies should include popula-
tion as well as individual expression of constructs.13,16

Longitudinal study designs, or assessment of relevant
sociocultural constructs across the life course, may elu-
cidate relationships and critical periods during life that
influence health behaviors that are important to cancer
prevention and control.  Finally, the use of multilevel
models may be useful to understand the complex rela-
tionships between individual-level factors (such as socio -
demographic or genetic factors) and context-level fac-
tors (such as environmental or medical system factors).
This will enable us to identify the relative contribution
of personal characteristics vs social characteristics vs
environmental characteristics for different cancer-related
health behaviors.

Although increasing screening can reduce cancer dis-
parities, it is clear that changing this behavior alone will
not eliminate cancer disparities.13,16 While beyond the
scope of this review, a similar review is needed to under-
stand the study of sociocultural constructs on cancer pre-
vention behaviors such as diet, physical activity, and tobac-
co use.  Given the complexity of these behaviors, such a
review would be difficult to undertake since currently
there is no systematic way to identify sociocultural con-
structs that should be studied in cancer prevention and
control research or to determine which cancer-related
behaviors are influenced by sociocultural constructs.  It is
first necessary to determine those constructs that may be
related to specific cancer-related behaviors and outcomes
and to establish whether different constructs influence
specific behaviors/outcomes differently (eg, lifestyle
behaviors vs screening).  Theoretical frameworks of how
and why specific sociocultural constructs are thought to
influence cancer-related behaviors and outcomes are
needed and should be clearly specified by researchers.
For example, in the case of religiosity/spirituality, the
question is not only “Does increased reliance on a higher
power reduce a person’s risk of disease?” but also “What
is it about increased reliance on a higher power that
reduces a person’s risk of disease?”  Once we can identify
the “active ingredient” of the relevant construct and how
it influences specific health behaviors, researchers will
not only have a better understanding of how people
choose or not choose certain behaviors, but also be able
to find ways to provide these active ingredients in health
communications and other health interventions.93

Recommendations
Based on findings from this review, we recommend that
future work exploring the influence of sociocultural
constructs on cancer-related health behaviors take an
interdisciplinary approach.  Culture and the measure-
ment of sociocultural constructs have long been stud-
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ied in disciplines such as anthropology, sociology, psy-
chology, and ethnic studies, and collaboration between
health scientists and social scientists would yield a
more informed dialogue that might result in the devel-
opment and use of a common language.  These litera-
tures can provide well-documented measures of many
of the sociocultural constructs of interest.

The current state of the literature prohibits any clear
statement as to the specific sociocultural constructs to be
studied in relationship to cancer control and prevention.
However, it is possible to suggest a strategy for prioritizing
those to be pursued in future research.  From this litera-
ture review, we have been able to identify the sociocul-
tural constructs that have been most extensively studied
among African Americans from 1990 to 2006 with regard
to cancer screening behavior.  These constructs include
medical mistrust, religiosity/spirituality, and fatalism.  Fur-
ther work is needed to determine if other constructs
(such as the heretofore understudied constructs of col-
lectivism, time orientation, and ethnic identity) are related
to screening behavior and also to determine whether the
same or different constructs are related to preventive
health behaviors (such as diet, physical activity, and/or
tobacco use) in this population.

Extension of the findings from the reviewed stud-
ies is needed to establish the reliability and validity of
identified measures in other African American popula-
tions and to determine whether the observed relation-
ships between sociocultural factors and cancer screen-
ing hold in larger, more diverse samples.

Another recommendation is to distill out the active
ingredients of the most relevant sociocultural constructs
and then determine if those ingredients can be used in
cancer prevention and control interventions.  It will also
be important to determine if contextual factors (eg, age,
gender, urban vs rural residence, geographic region)
modify the relationship of the sociocultural variables and
cancer behaviors.

Funding agencies such as the National Cancer Insti-
tute and the American Cancer Society should continue
to invest in research that seeks to identify and under-
stand sociocultural constructs and improve measure-
ment of these constructs.  Doing so will help meet their
objectives of eliminating cancer disparities.

More scientific journals should encourage submis-
sion of studies that focus on sociocultural constructs
and cancer outcomes, and they should strive to publish
high-quality studies that advance understanding of the
role of sociocultural constructs on health behaviors
and health outcomes.

References
1. Jemal A, Clegg LX, Ward E, et al.  Annual report to the nation on the

status of cancer, 1975-2001, with a special feature regarding survival.  Cancer.
2004;101(1):3-27.

2. Brawley OW.  Introduction:  Cancer and health disparities.  Cancer
Metastasis Rev.  2003;22(1):7-9.

3. Ward E, Jemal A, Cokkinides V, et al.  Cancer disparities by race/ 
ethnicity and socioeconomic status.  CA Cancer J Clin.  2004;54(2):78-93.

4. Baquet CR, Commiskey P.  Socioeconomic factors and breast carci-
noma in multicultural women.  Cancer.  2000;88(5 suppl):1256-1264.

5. Lannin DR, Mathews HF, Mitchell J, et al.  Influence of socioeco-
nomic and cultural factors on racial differences in late-stage presentation of
breast cancer.  JAMA.  1998;279(22):1801-1807.

6. Mustard CA, Etches J.  Gender differences in socioeconomic inequal-
ity in mortality.  J Epidemiol Community Health.  2003;57(12):974-980.

7. Newman LA, Manson J, Cote D, et al.  African-American ethnicity,
socioeconomic status, and breast cancer survival:  a meta-analysis of 14
studies involving over 10,000 African-American and 40,000 white American
patients with carcinoma of the breast.  Cancer.  2002;94(11):2844-2854.

8. Cooper GS, Koroukian SM.  Racial disparities in the use of and indi-
cations for colorectal procedures in Medicare beneficiaries.  Cancer.  2004;
100(2):418-424.

9. Lannin DR, Mathews HF, Mitchell J, et al.  Impacting cultural attitudes
in African-American women to decrease breast cancer mortality.  Am J Surg.
2002;184(5):418-423.

10. Meyerowitz BE, Richardson J, Hudson S, et al.  Ethnicity and cancer
outcomes:  behavioral and psychosocial considerations.  Psychol Bulletin.
1998;123(1):47-70.

11. Brach C, Fraser I.  Can cultural competency reduce racial and ethnic
health disparities?  A review and conceptual model.  Med Care Res Rev.  2000;
57(suppl 1):181-217.

12. Lewis-Fernández R, Diaz N.  The cultural formulation:  a method for
assessing cultural factors affecting the clinical encounter.  Psychiatr Q.  2002;
73(4):271-295.

13. Betancourt H, Lopez S.  The study of culture, ethnicity, and race in
American Psychology.  In:  Peplau LA, Taylor SE, eds.  Sociocultural Per-
spectives in Social Psychology:  Current Readings.  Upper Saddle River, NJ:
Prentice Hall;  1997.

14. Hernandez LM, Blazer DG, eds.  Genes, Behavior, and the Social Envi-
ronment:  Moving Beyond the Nature/Nurture Debate.  Institute of Medicine
Committee on Assessing Interactions among Social, Behavioral, and Genetic
Factors on Health.  Washington, DC:  National Academies Press;  2006.

15. Peplau LA, Taylor SE, eds.  Sociocultural Perspectives in Social Psy-
chology:  Current Readings.  Upper Saddle River, NJ:  Prentice Hall;  1997:viii.

16. Smith PB, Bond MH, eds.  Culture:  the neglected concept.  In:  Smith
PB, Bond MH, eds.  Social Psychology Across Cultures.  2nd ed.  Boston,
MA:  Allyn & Bacon;  1999.

17. Nagayama Hall GC.  Editorial.  Cultur Divers Ethnic Minor Psychol.
2004;10(1):3-4.

18. Triandis HC, Bontempo R, Betancourt H, et al.  The measurement of
the etic aspects of individualism and collectivism across cultures.  Aust J
Psychol.  1986;38(3):257-267.

19. Allport GW, Ross JM.  Personal religious orientation and prejudice.  J
Pers Soc Psychol.  1967;5(4):432-443.

20. Leshan LL.  Time orientation and social class.  J Abnorm Psychol.
1952;47(3):589-592.

21. Aronson DR.  Ethnicity as a cultural system.  In:  Henry F, ed.  Eth-
nicity in the Americas.  The Hague, The Netherlands:  Mouton Publishers;
1976.

22. Berry JW.  Acculturation as varieties of acculturation.  In:  Padilla AM,
ed. Acculturation:  Theory, Models and Some New Findings.  Boulder, CO:
Westview Press;  1980.

23. Terrell F, Terrell SL.  An inventory to measure cultural mistrust among
blacks.  West J Black Stud.  1981;5:180-185.

24. James SA, Hartnett SA, Kalsbeek WD.  John Henryism and blood
pressure differences among black men.  J Behav Med.  1983;6(3):259-278.

25. Guidry JJ, Matthews-Juarez P, Copeland VA.  Barriers to breast can-
cer control for African-American women:  the interdependence of culture and
psychosocial issues.  Cancer.  2003;97(1 suppl):318-323.

26. Holt CL, Lukwago SN, Kreuter MW.  Spirituality, breast cancer beliefs
and mammography utilization among urban African American women.  J
Health Psychol.  2003;8(3):383-396.

27. Holt CL, Clark EM, Kreuter MW, et al.  Spiritual health locus of con-
trol and breast cancer beliefs among urban African American women.
Health Psychol.  2003;22(3):294-299.

28. Kreuter MW, Steger-May K, Bobra S, et al.  Sociocultural character-
istics and responses to cancer education materials among African American
women.  Cancer Control.  2003;10(5 suppl):69-80.

29. Lukwago SN, Kreuter MW, Holt CL, et al.  Sociocultural correlates of
breast cancer knowledge and screening in urban African American women.
Am J Public Health.  2003;93(8):1271-1274.

30. Mattis JS.  African American women’s definitions of spirituality and
religiosity.  J Black Psychol.  2000;26(1):101-122.

31. Chatters LM, Taylor RJ, Lincoln KD.  African American religious partic-
ipation:  a multi-sample comparison.  J Sci Study Relig.  1999;38(1):132-145.

32. Ferraro KF, Koch JR.  Religion and health among Black and White
adults:  examining social support and consolation.  J Sci Study Relig.  1994;
33(4):362-375.

33. Levin JS.  Religious research in gerontology, 1980-1994:  a system-



July 2009, Vol. 16, No. 3 Cancer Control  265

atic review.  J Relig Gerontol.  1997;10(3):3-31.
34. Levin JS, Taylor RJ.  Gender and age differences in religiosity among

black Americans.  Gerontologist.  1993;33(1):16-23.
35. Klonoff EA, Landrine H.  Belief in the healing power of prayer:  preva-

lence and health correlates for African Americans.  Western J Black Stud.
1996;20(4):207-210.

36. Triandis HC, ed.  Culture and Social Behavior.  New York, NY:  McGraw-
Hill, Inc;  1994.

37. Jagers RJ, Mock LO.  The communalism scale and collectivistic-indi-
vidualistic tendencies:  some preliminary findings.  J Black Psychol.  1995;21
(2):153-167.

38. Landrine H, Klonoff E.  The African-American acculturation scale:  ori-
gin and current status.  In:  Jones RL, ed.  Handbook of Tests and Measure-
ments for Black Populations.  Hampton, VA:  Cobb & Henry Publishers;  1996.

39. Baldwin JA, Hopkins R.  African-American and European-American
cultural differences as assessed by the worldviews paradigm:  an empirical
analysis.  West J Black Stud.  1990;14(1):38-52.

40. Asante M.  The Theory of Social Change.  Buffalo, NY:  Amulefi Pub-
lishing Co;  1980.

41. Grills C, Longshore D.  Africentrism:  psychometric analyses of a self-
report measure.  J Black Psychol.  1996;22(2):86-106.

42. Sellers RM, Smith MA, Shelton JN, et al.  Multidimensional model of
racial identity:  a reconceptualization of African American racial identity.
Pers Soc Psychol Rev.  1998;2(1):18-39.

43. Thompson VL.  Variables affecting racial-identity salience among
African Americans.  J Soc Psychol.  1999;139(6):748-761.

44. Mechanic D.  Changing medical organization and the erosion of trust.
Milbank Q.  1996;74(2):171-189.

45. LaVeist TA, Nickerson KJ, Bowie JV.  Attitudes about racism, medical
mistrust, and satisfaction with care among African American and white car-
diac patients.  Med Care Res Rev.  2000;57(suppl 1):146-161.

46. Ridley CR.  Clinical treatment of the nondisclosing black client.  A
therapeutic paradox.  Am Psychol.  1984;39(11):1234-1244.

47. Davis IJ, Brown CP, Allen F, et al.  African-American myths and health
care:  the sociocultural theory.  J Natl Med Assoc.  1995;87(11):791-794.

48. McCarthy CR.  Historical background of clinical trials involving
women and minorities.  Acad Med.  1994;69(9):695-698.

49. Powe BD.  Fatalism among elderly African Americans:  effects on col-
orectal cancer screening.  Cancer Nurs.  1995;18(5):385-392.

50. Powe BD.  Cancer fatalism among elderly Caucasians and African
Americans.  Oncol Nurs Forum.  1995;22(9):1355-1359.

51. Mayo RM, Ureda JR, Parker VG.  Importance of fatalism in under-
standing mammography screening in rural elderly women.  J Women Aging.
2001;13(1):57-72.

52. Graham R.  The role of perception of time in consumer research.  J
Consum Res.  1981;7(4):335-342.

53. Brown CM, Segal R.  Ethnic differences in temporal orientation and
its implications for hypertension management.  J Health Soc Behav.  1996;
37(4):350-361.

54. Kreuter MW, Sugg-Skinner C, Holt CL, et al.  Cultural tailoring for
mammography and fruit and vegetable intake among low-income African-
American women in urban public health centers.  Prev Med.  2005;41(1):53-
62.  Epub 2004 Nov 26.

55. Journal Citation Reports®.  Social Science ed.  Philadelphia, PA:
Thomson Scientific; 2005.

56. Bowen D, Hickman KM, Powers D.  Importance of psychological vari-
ables in understanding risk perceptions and breast cancer screening of
African American women.  Womens Health.  1997;3(3-4):227-242.

57. Conrad ME, Brown P, Conrad MG.  Fatalism and breast cancer in
black women.  Ann Intern Med.  1996;125(11):941-942.

58. Edwards QT, Johnson CG, Mason S, et al.  Differentiation of the
health behavior patterns related to prostate cancer screening among
African-American men in military settings.  Mil Med.  2002;167(5):374-378.

59. Erwin DO, Spatz TS, Stotts RC, et al.  Increasing mammography
practice by African American women.  Cancer Pract.  1999;7(2):78-85.

60. Fearing A, Bell D, Newton M, et al.  Prostate screening health beliefs
and practices of African American men.  ABNF J.  2000;11(6):141-144.

61. Green PM, Kelly BA.  Colorectal cancer knowledge, perceptions, and
behaviors in African Americans.  Cancer Nurs.  2004;27(3):206-215; quiz
216-217.

62. Harris DM, Miller JE, Davis DM.  Racial differences in breast cancer
screening, knowledge and compliance.  J Natl Med Assoc.  2003;95(8):693-
701.

63. Hiatt RA, Pasick R, Perez-Stable E, et al.  Pathways to early cancer
detection in the multiethnic population of the San Francisco bay area.
Health Educ Q.  1996;23(suppl):S10-S27.

64. Kinney A, Choi Y, DeVellis B, et al.  Attitudes toward genetic testing
in patients with colorectal cancer.  Cancer Pract.  2000;8(4):178-186.

65. Lipkus IM, Lyna PR, Rimer BK.  Colorectal cancer risk perceptions
and screening intentions in a minority population.  J Natl Med Assoc.  2000;
92(10):492-500.  

66. Myers RE, Hyslop T, Jennings-Dozier K, et al.  Intention to be tested
for prostate cancer risk among African-American men.  Cancer Epidemiol

Biomarkers Prev.  2000;9(12):1323-1328.
67. O’Malley MS, Earp JA, Hawley ST, et al.  The association of race/ eth-

nicity, socioeconomic status, and physician recommendation for mammog-
raphy:  who gets the message about breast cancer screening?  Am J Pub-
lic Health.  2001;91(1):49-54.

68. Paskett ED, Rushing J, D’Agostino R Jr, et al.  Cancer screening
behaviors of low-income women:  the impact of race.  Womens Health.  1997;
3(3-4):203-226.

69. Pearlman DN, Rakowski W, Ehrich B, et al.  Breast cancer screening
practices among black, Hispanic, and white women:  reassessing differ-
ences.  Am J Prev Med.  1996;12(5):327-337.

70. Powe BD, Weinrich S.  An intervention to decrease cancer fatalism
among rural elders.  Oncol Nurs Forum.  1999;26(3):583-588.

71. Price JH, Colvin TL, Smith D.  Prostate cancer:  perceptions of
African-American males.  J Natl Med Assoc.  1993;85(12):941-947.

72. Scroggins TG Jr, Bartley TK.  Enhancing cancer control:  assessing
cancer knowledge, attitudes, and beliefs in disadvantaged communities.  J
La State Med Soc.  1999;151(4):202-208.

73. Thomas SM, Fick AC.  Women’s health.  Part II:  Individual, environ-
mental and economic factors affecting adherence to recommended screen-
ing practices for breast cancer.  J La State Med Soc.  1995;147(4):149-155.

74. Thompson HS, Valdimarsdottir HB, Winkel G, et al.  The Group-
Based Medical Mistrust Scale:  psychometric properties and association
with breast cancer screening.  Prev Med.  2004;38(2):209-218.

75. Weinrich S, Royal C, Pettaway CA, et al.  Interest in genetic prostate
cancer susceptibility testing among African American men.  Cancer Nurs.
2002;25(1):28-34.

76. Busch S.  Elderly African American women’s knowledge and belief
about colorectal cancer.  ABNF J.  2003;14(5):99-103.

77. Frisby CM.  Messages of hope:  health communication strategies that
address barriers preventing black women from screening for breast cancer.
J Black Stud.  2002;32(5):489-505.

78. Greiner KA, Born W, Nollen N, et al.  Knowledge and perceptions of
colorectal cancer screening among urban African Americans.  J Gen Intern
Med.  2005;20(11):977-983.

79. Hoffman-Goetz L.  Cancer experiences of African-American women as
portrayed in popular mass magazines.  Psychooncology.  1999;8(1):36-45.

80. Jennings KM.  Getting a Pap smear:  focus group responses of African
American and Latina women.  Oncol Nurs Forum.  1997;24(5):827-835.

81. Jernigan JC, Trauth JM, Neal-Ferguson D, et al.  Factors that influ-
ence cancer screening in older African American men and women:  focus
group findings.  Fam Community Health.  2001;24(3):27-33.

82. Matthews AK, Cummings S, Thompson S, et al.  Genetic testing of
African Americans for susceptibility to inherited cancers:  use of focus groups
to determine factors contributing to participation.  J Psychosoc Oncol.  2000;
18(2):1-19.

83. Marks JP, Reed W, Colby K, et al.  A culturally competent approach
to cancer news and education in an inner city community:  focus group find-
ings.  J Health Commun.  2004;9(2):143-157.

84. Phillips JM, Cohen MZ, Moses G.  Breast cancer screening and
African American women:  fear, fatalism, and silence.  Oncol Nurs Forum.
1999;26(3):561-571.

85. Tessaro I, Eng E, Smith J.  Breast cancer screening in older African-
American women:  qualitative research findings.  Am J Health Promot.
1994;8(4):286-292.

86. Thomas EC.  African American women’s breast memories, cancer
beliefs, and screening behaviors.  Cancer Nurs.  2004;27(4):295-302.

87. Powe BD.  Cancer fatalism among elderly African American women:
predictors of the intensity of the perceptions.  J Psychosoc Oncol.  2001;19
(3-4):85-95.

88. Powe BD.  Fatalism and participation in colorectal cancer screening
among poor, elderly, black individuals.  Diss Abstr Int.  1995;55(7):2648.

89. Resnicow K, Campbell MK, Carr C, et al.  Body and soul:  a dietary
intervention conducted through African-American churches.  Am J Prevent
Med.  2004;27(2):97-105.

90. Powe BD.  Cancer fatalism-spiritual perspectives.  J Relig Health.
1997;36(2):135-144.

91. Potts RG.  Spirituality and the experience of cancer in an African-
American community:  implications for psychosocial oncology.  J Psychosoc
Oncol.  1996;14(1):1-19.

92. Brenes GA, Paskett ED.  Predictors of stage of adoption for colorec-
tal cancer screening.  Prev Med.  2000;31(4):410-416.

93. Hill PC, Pargament KI.  Advances in the conceptualization and mea-
surement of religion and spirituality.  Implications for physical and mental
health research.  Am Psychol.  2003;58(1):64-74.


