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Abstract 

 

Dissertation Title:  A Comparative Study of Preventive Healthcare Behaviors Among African 

Immigrant Women (AIW) and African American Women (AAW): Barriers and Facilitators of 

Cervical Cancer Prevention  

Vera Kuffour-Manu, Doctor of Philosophy, 2018 

Dissertation Directed by: Dr. Yolanda Ogbolu, Assistant Professor, Director Office of Global 

Health, University of Maryland School of Nursing; Dr. Mary E. Johantgen, Associate Professor, 

Associate Dean PhD program, University of Maryland School of Nursing; Dr. Veronica Njie-Carr, 

Associate Professor, University of Maryland School of Nursing; Dr. Clement Adebamowo, 

Professor, Director for Global Health Cancer Research, UMB School of Medicine and; Dr. Ebere 

Onukwugha, Associate Professor University of Maryland School of Pharmacy 

Background: Early screening, detection, and treatment of cervical pre-cancerous cells could 

prevent up to 80% of cervical cancers and reduce cervical cancer mortality by 52% globally. In 

the United States cervical cancer incidence has decreased by as much as 50% over the past 40 

years due to widespread utilization of preventive health services.  Yet, health disparities in cervical 

cancer persist among African immigrant women (AIW) and African American women (AAW) in 

the US. There is limited research exploring the barriers and facilitators of preventive health 

services for AIW and AAW. 

Purpose: To explore perceived barriers and facilitators, and lived experiences of AIW and AAW 

related to cervical cancer prevention services. 

Methods: A qualitative study included 14 AIW and 14 AAW, residing in the Washington, DC-

Baltimore Metropolitan area.  Purposive sampling technique was used to recruit participants from 

churches,community center, grocery stores and a radio station. A semi-structured interview guide 



 

and a demographic questionnare were used for data collection.  Data were  analyzed using the 

Intepretative Phenomenological Analysis Method. Nvivo software was used  to organize and code 

the data.  

Results: The mean age of participants was 41.1(11.9), with most of the women being college 

educated (93%), with health insurance (96%) that paid for cervical cancer prevention (89%). Many 

(79%) had not received HPV vaccine and 82% had a pap smear within 1-4years. AIW and AAW 

data were  triangulated and revealed few differences between the groups.  Six broad themes 

emerged grounded in the Health Belief Model.  Barriers identified included limited knowledge 

and awareness of HPV infection, risk, and vaccines; myths related to abstinence, fear, and 

cleanliness of healthcare facilities; lack of trust and reliance on God for healing. Facilitators 

included the need to feel safe and healthy; prevent and treat disease; utilize informal and formal 

support systems; and receive recommendation from providers and public health education related 

to preventive services. 

Conclusion:  Study findings can be used to mitigate barriers and enhance facilitators to develop 

culturally tailored interventions for AAW and AIW.  The active engagement of health providers, 

the community and faith based partners can be leveraged to strengthen the development of 

prevention research.  
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Chapter 1: Study Overview  

1.1 Cervical Cancer  

 For women worldwide, cervical cancer is the fourth most common cancer, with an 

estimated 530,000 new cases and 275,000 deaths in 2012 alone (Ferlay, et al., 2012; WHO, 2016). 

Eighty-five percent of the estimated cervical cancer deaths in 2012 occurred in developing 

countries (Jemal et al., 2011; Soerjomataram et al., 2012; WHO, 2016). In developed countries 

and, to a far lesser extent, developing countries, cervical cancer prevention strategies are in place.  

However, to access this preventive care, women must overcome the various barriers to preventive 

care. Early screening, detection, and treatment of cervical pre-cancerous cells may not only prevent 

up to 80% of cervical cancers in developing countries but may also bring a global 52% reduction 

in cervical cancer mortality (WHO, 2016).  

Estimates indicate that global investment in cervical cancer prevention, early detection, 

and effective treatment could have saved up to 230 million years in life free of disability, and an 

economic value of $1.16 trillion in 2010 (Cheikh, et al., 2016).  In the United States, the estimated 

annual direct medical cost of treating cervical cancer is $0.4 billion (Chesson, et al., 2012), which 

is extremely high considering cervical cancer could be prevented with the human Papilloma virus 

(HPV) vaccine and early cervical cancer screening (Apter et al., 2015; Durham et al., 2016; 

Markowitz et al., 2016; Siegel, Miller & Jemal, 2016; Torre et al., 2015). The HPV vaccination 

has been shown to decrease the prevalence of HPV by 56% in 14-19-year old females in the United 

States (Markowitz et al., 2013).  

1.2 HPV: A Necessary Cause of Cervical Cancer 

HPV infection is a necessary cause of cervical cancer. The association between persistent 

HPV infection (Baseman & Koutsky, 2005; Bosch, et al., 1995; Trottier & Franco, 2006) and 
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cervical cancer is 10 times greater than the association between smoking and lung cancer (Bosch, 

Lorincz, Muñoz, Meijer & Shah, 2002). Human Papillomavirus (HPV) is also one of the most 

common sexually transmitted infections (STI) in the world (Centers for Disease Control and 

Prevention [CDC], 2014). An estimated 75% of individuals who engage in sexual activity will 

become infected with HPV at some point during their lifetimes (CDC, 2014).  The Centers for 

Disease Control and Prevention (CDC, 2014) estimates that nearly all sexually active men and 

women will be infected with one type of HPV at some point in their lives with no active signs and 

symptoms. Persistent infection with HPV can cause genital warts and cancers, including cervical, 

penile, vulvar, vaginal, anal, and oropharyngeal. Cervical cancer and other types of HPV-related 

cancers can take years to develop and there is no test to detect which individuals infected with 

HPV will develop cancer or other HPV-related problems. There are over 100 types of HPV and 

three vaccines have been developed which are all 100% efficacious against only certain types of 

HPV (Ault & Future II Study Group, 2007; Dunne, et al., 2012; Paavonen, et al., 2009; The 

GlaxoSmithKline Vaccine HPV-007 Study Group, 2009).  

1.3 Importance of Preventive Health Services 

Utilization of cervical cancer preventive health services, such as early detection through 

screening with visual inspection with acetic acid (VIA), the Papanicolaou (Pap) test (liquid-based 

cytology), and HPV DNA testing may help to identify women with cervical abnormalities 

indicating cervical cancer or pre-cancerous cells (WHO, 2018). Recommendations for cervical 

cancer prevention strategies are based on age. Cervical cancer screening with cytology is 

recommended for women 21-29 years, every three years; cytology with HPV DNA co-testing is 

recommended for women 30-65 years of age, every five years, and liquid-based cytology (Pap 

test), every three years. Women over the age of 65 years do not require cervical cancer screening 
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if there was a prior negative screening. Women who have had a hysterectomy do not need to be 

screened for cervical cancer (Saslow et al., 2012). HPV vaccination, another cervical cancer 

prevention strategy, is recommended for females and males 9-26 years of age (The 

GlaxoSmithKline Vaccine HPV-007 Study Group, 2009; Meites, Kempe & Markowitz, 2016).  

With these preventive measures, women can be immediately referred for diagnosis and 

treatment, which is ultimately the aim of screening with visual inspection with acetic acid (VIA) 

(WHO, 2018). VIA is the major test used in most developing countries because it is both cost-

effective and provides immediate results. Employing VIA is easy for both providers and patients 

as the process is easily taught to healthcare providers, does not require laboratory facilities, and 

requires only one visit from patients. (Blumenthal, et al., 2007; Denny, et al., 2005; Gaffikin, 

Blumenthal, Emerson & LimPaphayom, 2003; Sankaranarayanan, Nessa, Esmy & Dangou, 2012; 

Sauvaget, Fayette, Muwonge, Wesley & Sankaranarayanan, 2011). Although VIA has low 

reproducibility and wide variation in accuracy, it has been evaluated in several field studies in sub-

Saharan Africa, China, India, Bangladesh, Thailand, the Philippines and Latin America to be more 

feasible in countries where there are limited healthcare resources and infrastructures 

(Sankaranarayanan et al., 2012). Pap test (liquid-based cytology) and HPV DNA testing, by 

contrast, are reproducible and do not have wide variations in accuracy.  However, these tests 

require more resources than VIA and so are mostly used in developed countries, where health 

infrastructures are highly efficient and effective. (Blumenthal et al., 2007; Davey, et al., 2006; 

Denny, et al., 2005; Gaffikin et al., 2003; Sankaranarayanan et al., 2012; Sauvaget et al., 2011; 

WHO, 2018).  

Although these strategies are in place to prevent cervical cancer and HPV infection, there 

still remains a disparity in incidence and death among Black African immigrant women—referred 
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to African immigrant women (AIW) for the purpose of this study—and cervical cancer death in 

African American women (AAW) (Centers for Disease Control and Prevention (CDC), 2015; 

Harcout et al., 2013; Howlader et al., 2013; Ghebre et al., 2014; Murray, Mohamed & 

Ndunduyenge, 2013).  

1.4 Disparities in Cervical Cancer Outcomes: African Immigrant Women (AIW) and 

African American Women (AAW) 

In the United States (US), AAW have the second highest incidence and highest death rates 

from cervical cancer, using census defined categories (Figure I & II) (CDC, 2015). However, 

census defined racial categories are monolithic and do not allow for distinct subcategories between 

African-born immigrants (AI) and African Americans (AA), let alone for AAW who have 

historically lived in the US for generations and AIW who have emigrated.  This monolithic view 

implies that the group—defined as AA by the census—is a large unified structural group that 

approaches health and health prevention in one accord.  While there may be some similarities, it 

is likely that there are also significant differences between the two groups as it relates to preventive 

care for cervical cancer. 
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Figure 1.1.  Cervical Cancer Incidence Rates by Race and Ethnicity: United States 

 

Figure 1.1 Cervical cancer incidence rates by race and ethnicity-United States. 

Adapted from “CDC’s National Program of Cancer Registries and National Cancer Institute’s 

Surveillance, Epidemiology, and End Results program”, CDC, 2016. 

 

Figure 1.2   Cervical Cancer Death Rates by Race and Ethnicity: United States 

 

 
Figure 2. Cervical cancer death rates by race and ethnicity-United States. 

*Rates are the number of deaths per 100,000 persons and are age-adjusted to the 2000 U.S. 

standard population (19 age groups – Census P25–1130).  §Data are from the National Vital 
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Statistics System (NVSS). Adapted from “CDC’s National Program of Cancer Registries and 

National Cancer Institute’s Surveillance, Epidemiology, and End Results program”, CDC, 2016 

 

AAW have the highest Pap test participation rate compared to women of other 

races/ethnicities (Howlader et al., 2013). However, a closer look at subgroups within the Black 

racial categories show that AIW are not using these cervical cancer detection and prevention 

strategies (Forney-Gorman & Kozhimannil, 2015; Ghebre et al., 2014; Ndukwe, Williams & 

Sheppard, 2013). For example, cervical cancer screening rates among Somali-born women 

(considered AIW) in the Twin Cities was 21.4% (Health Resources and Services Administration, 

2012), which is lower than the national average of 69.4% (National Center for Health Statistics, 

2015).  AAW were also three times more likely to have a Pap test compared to AIW, even after 

controlling for income, age, education, health insurance and marital status (Forney-Gorman & 

Kozhimannil, 2015). These marked distinctions in health care approaches between ethnic 

subgroups, and the important questions raised by these variations, are important. Yet, they go 

unseen and ignored under monolithic racial categories. Amalgamating all Black women misses 

these variations and ignores important questions about why these preventive services are not being 

as frequently utilized among AIW specifically.  

Despite having the highest rate of Pap testing compared to non-Hispanic white women, 

AAW have higher mortality rates from cervical cancer. (Howlader et al., 2013). This disparity in 

death between AAW and White women may be reduced through secondary prevention methods 

such as screening and early detection. It is known that disparities in early detection are shown in 

the usage rates of recommended screening tests (such as Pap tests) and the higher the stage of 

cancer is at diagnosis (Karuri et al., 2017). With screening, about 85.5% of AAW aged 18 years 

and older, compared to 83.9% non-Hispanic whites, reported having a Pap test in the past three 

years. Although screening rates for AAW and non-Hispanic whites are not significantly different, 
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mortality rates for cervical cancer are much higher for AAW than it is for their non-Hispanic white 

counterparts (Howlader et al., 2013). The reasons for this incongruence between screening and 

mortality outcomes are unclear. When compared with non-Hispanic white women, studies have 

shown, AAW with cervical cancer are usually diagnosed at a more advanced stage (Koh, et al., 

2015; Rauh-Hain, 2013).  Other studies have showed that AAW are less likely to receive treatment 

for cancer diagnosis (Rauh-Hain, 2013).   Differences in treatment may also be linked to comorbid 

conditions, stage of cancer and/or refusal for treatment (Collins, Holcomb, Chapman-Davis, 

Khabele & Farley, 2014).  These gaps in diagnosing the disease and treatment implementation 

may offer a rationale for why AAW have disproportionately high mortality rates from cervical 

cancer than non-Hispanic white women.  

1.5 Cervical Cancer Prevention: HPV Vaccination for AIW  

Among AIW, there is limited data on cervical cancer prevention though HPV vaccine 

initiation and completion in the United States because of the monolithic categorization of Blacks 

within the available data (Ndukwe, Williams & Sheppard, 2014). Studies in African countries such 

as Ghana, Uganda, Kenya and South Africa, where the populations were asked if they would accept 

HPV vaccination if and when it is available, indicate high vaccine acceptability rates of 70-95% 

among women (Becker-Dreps, Otieno, Brewer, Agot & Smith, 2010; Coleman, Levison & Sangi-

Haghpeykar, 2011).  However, not only is the HPV vaccine not widely available in any of these 

countries, but also the actual behavior may differ from the answers given to the hypothetical 

questioning posed in research studies. Anti-vaccine sentiments may also burgeon when the vaccine 

becomes widely available.  

Despite the high hypothetical HPV vaccine acceptability rates, barriers to HPV vaccination 

are similar between AIW and AAW. Documented barriers include limited knowledge of HPV 



 8 

vaccines and the link between HPV infection and cervical cancer, cost of vaccine, vaccine 

availability, lack/and or limited use of preventive healthcare, religion, culture, fertility, and age-

related concerns (Akinlotan et al., 2017; Bukowska & Luszczynsk, 2014; Modibbo et al., 2016). 

Contrary to the basic information available related to barriers to HPV vaccination, there is limited 

research on the facilitators of HPV vaccine uptake in AIW in the United States.  

1.6 Cervical Cancer Variation in USA 

Within the United States, there are variations across states for cervical cancer disparities.   

In rural Appalachia for example, there are higher rates of cervical cancer incidence and mortality 

compared to national rates. In terms of incidence and mortality respectively, AAW residing in 

Mississippi have 40% and 180% greater cervical cancer rates compared to non-Hispanic white 

women (Appalachian Regional Commission, 2016).   Mortality rates of cervical cancer among 

AAW in Tennessee is more than twice that of non-Hispanic white women (Wilson, Ryerson, 

Singh & King, 2018).  The incidence and mortality rates of cervical cancer among AAW in 

Mississippi is 10 and 5.2, compared to the national rates of 7.6 and 2.3.  In Tennessee, cervical 

cancer incidence and mortality rates among AAW is 9.2 and 4.9, compared to national rates of 

7.6 and 2.3 (United States Cancer Statistics Working Group, 2015).  These disparities maybe 

attributed to underutilization of cervical cancer prevention strategies (Karuri et al., 2017).   

In the Washington-Baltimore metropolitan area, the setting for this particular study, it is 

acutely important to examine the distinct racial categories with regard to preventing, diagnosing, 

and treating cervical cancer. AI now account for almost 4% of the total population in the United 

States, and within the Washington, DC metropolitan area, African-born immigrants (AI) make up 

about 11% of the total population (Gambino, Trevelyan & Fitzwater, 2014). With this rapid 

increase in African-born immigrants residing in the Washington, DC metropolitan area, it is 
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important to develop successful outreach strategies, programs, and interventions to promote 

cervical cancer prevention, detection, and treatment among this group. Yet to develop targeted and 

effective strategies for AIW and AAW separately, a better understanding of the distinct barriers 

and facilitators to cervical cancer prevention is needed.  

1.7 Problem Statement 

Significant health disparities in cervical cancer outcomes continue to be a critical health 

challenge for AAW and AIW.  These disparities in cervical cancer outcomes could be ameliorated 

with the increased use of available preventive healthcare services, including routine Pap smears 

and use of the HPV vaccine.   However, research indicates that AIW and AAW utilize preventive 

services less, and have worse outcomes. A deeper understanding of the barriers and facilitators 

associated with use of preventive health services by these vulnerable populations could assist in 

the development of a barrier reduction plan and the illumination of facilitators or best practices. 

1.8 Aims of the Study 

The specific aims of this study are as followed: 

1. To explore the perspectives of AIW women and AAW on cervical cancer prevention. 

2. To identify how individual factors (e.g., age, beliefs, culture, education, health insurance, 

and religion) influence perspectives on cervical cancer prevention between AIW and 

AAW. 

3. To understand AIW’s and AAW’s experience with cervical cancer prevention.  

4. To compare perceived barriers and facilitators of cervical cancer prevention among AIW 

and AAW. 
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1.9 Purpose of the Study 

The purpose of this study is to deepen the understanding of perceived barriers and 

facilitators to cervical cancer prevention among AIW and AAW in the Washington-Baltimore 

region.  

1.10 Research Questions 

Based on the problem and the purpose of the study, the following research questions were 

proposed:  

1.) What are the perceived barriers, facilitators, and lived experiences of AIW and AAW 

related to cervical cancer prevention? 

2.) How do individual factors such as age, beliefs, culture, education, health insurance, and 

religion influence perspectives on cervical cancer prevention among AIW and AAW? 

1.11 Significance of the Study 

Previous studies on health disparities have focused on comparisons of African Americans 

and Whites. Few have explored differences within the monolithic category of AA.  Research data 

collected in the United States on the health of Black people does not consistently distinguish 

between AI and AA.  This uniform categorization of AI and AA as simply “Black or African 

American” in health research limits the ability to adequately explore within and between group 

differences, and address health and healthcare disparities (Bernard, Lee, Piper & Richardson, 

2001; Cook et al., 2010).  

 There is overwhelming evidence that screening with Pap test (liquid cytology) dramatically 

reduced cervical cancer rates within three years of implementation (IARC, 1986). The incidence 

of invasive cervical cancer and cervical cancer mortality has decreased by 20% and 60% 

respectively since the introduction of the Pap test (Moyer, 2012). With the introduction of HPV 
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vaccines, prevalence for HPV types 6, 11, 16 and 18 (all precursors for cervical cancer) among 

14-19-year old females decreased from 11.5% in 2003-2006 to 5.1% in 2007-2010 despite low 

vaccination rates (Markowitz et al., 2013). 

By working with community partners, researchers can develop health communication 

materials and other interventions that address current knowledge needs and dominant concerns 

that AIW and AAW have regarding cervical cancer prevention in their communities. This is 

important because AA are more skeptical of the information obtained from healthcare providers, 

have less confidence in their provider’s ability to respond to questions, and have less dependence 

on their providers for both emotional and physical health compared to Whites (O’Malley & 

Forrest, 2006). As a result of negative historical experiences with the medical industry including, 

but not limited to, the Tuskegee medical experiments, AA often insist on retaining as much medical 

autonomy as possible, particularly for elective preventive care such as vaccinations (Millet, Close 

& Arthur, 2010). Therefore, establishing a trusting relationship between healthcare professionals 

and the AI and AA community is essential. 

This study will add to the current body of knowledge pertaining to AIW and AAW 

perspectives and experiences of cervical cancer prevention practices. This study is distinctive in 

numerous respects because the focus is on a group that is phenotypically similar yet have different 

perspectives and experiences based on the places they have lived most of their lives. In addition, 

the results of this study will provide more understanding of the challenges that nurses and other 

health care providers (HCP) face in educating these populations about cervical cancer prevention 

and executing cervical cancer screening and HPV vaccination programs. Increasing healthcare 

professionals’ awareness of the perceptions, experiences, barriers, and facilitators of these 
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preventive measures will enable them to improve educational strategies and intervention 

modalities for cervical cancer prevention.  

1.12 Theoretical Framework 

The theory framing this study is the Health Belief Model (HBM) (Appendix A), which 

looks at individuals’ perceptions of personal threat of an illness or disease together with 

individuals’ perception of the effectiveness of the recommended health behavior or action as a 

predictor of health and preventive behavior through six lenses: perceived susceptibility, perceived 

severity, perceived benefits, perceived barriers, cues to action, and self-efficacy (Hochbaum, 

Rosenstock & Kegels, 1952; Rosenstock, 1974). The Health Belief Model (HBM) is grounded in 

preventive behavior and utilization of healthcare services (Abraham & Sheeran, 2005). This 

framework allows the researcher a multidimensional way to evaluate the perspectives of AIW and 

AAW as it relates to cervical cancer prevention. The HBM will provide a better understanding of 

the perspectives of AIW and AAW about cervical cancer prevention; assist in identifying how 

individual factors such as age, beliefs, culture, education, health insurance, and religion, influence 

perspectives about cervical cancer screening; deepen AAW’s and AIW’s understand their 

experience with cervical cancer prevention; and illuminate the barriers and facilitators to cervical 

cancer prevention.  

The HBM has previously been used as a framework in many studies to determine health 

behavior, including weight management (Williams et al., 1996); asthma (Becker et al., 1978); 

coronary heart disease prevention (Mirotznik, Feldman & Stein, 1995); HIV (Hounton, Carabin & 

Henderson, 2005); cancer (Burak, & Meyer, 1997); nutrition (Abood, Black & Feral, 2003); 

childhood vaccination programs (Hawe, Degeling & Hall, 1990; Smith et al., 2011); self-breast 

examination (Champion & Scott, 1997); and mammography studies (Champion et al., 2003). The 
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wide use of the HBM shows that it is appropriate for this study and can be used to explore the 

perspectives and experiences of AIW and AAW as it relates to cervical cancer prevention and why 

they do/do not seek preventive care and/or follow-up to promote health and prevent diseases such 

as cervical cancer and HPV infection.  

1.13 Summary 

Several studies have indicated that a variety of sociocultural factors contribute to 

nonparticipation in cervical cancer prevention. These factors include limited knowledge about 

cervical cancer and screening, HPV vaccination, and HPV vaccines; limited access to healthcare 

services; cultural and religious stigma related to reproductive health; limited finances and lack of 

access to insurance; lack of time and awareness; and fatalism. (Francis et al., 2011; Fort et al., 

2011; Horo et al., 2012). Other studies have also showed that factors including provider 

recommendation of cervical cancer prevention strategies; use of community health care workers 

and churches; and mass media have been effective in promoting the use of preventive health 

services (Adams, Breen & Joski, 2007; Brandt et al., 2006; Fernandez-Esquer & Cardenas-

Turanzas, 2004; Kobetz et al., 2009; Matthews, Berrios, Darnell & Calhoun, 2006).  

Although several studies have discussed barriers and facilitators to cervical cancer 

prevention, there is currently no evidence to support distinct factors preventing or supporting the 

use of cervical cancer prevention strategies in AIW in the United States. Studies addressing barriers 

and facilitators of cervical cancer prevention strategies in AAW tend to compare them to 

Caucasian, Latino, or women of other ethnicities. This study deepens the understanding of barriers 

and facilitators to cervical cancer prevention by exploring the perspectives and experiences of AIW 

and AAW to identify how individual factors (e.g., age, beliefs, culture, education, health insurance 

and religion) influence perspectives about cervical cancer prevention among AIW and AAW; and 
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by comparing perceived barriers and facilitators of cervical cancer prevention among AIW and 

AAW.  This study will provide information that can be used by nurses, health care professionals, 

policy makers, and stakeholders to develop culturally and linguistically targeted, effective outreach 

strategies and interventions to promote cervical cancer prevention among AIW and in the United 

States.  
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Chapter 2: Review of Related Literature 

Culture, ethnicity, religion, immigrant status, socioeconomic status, language, knowledge, 

beliefs, lack of health insurance, lack of understanding on the part of doctors regarding 

perspectives on illness, discrimination based on race or accent, stigmas, health literacy, and 

geographic location can all influence preventive health seeking behavior (Becker, Hadley 

Arrindell, Perloe, Fay & Striegel-Moore, 2010; Francois, Elyse’e, Shah & Gany, 2009; Kaplan, 

Ahmed & Musah, 2015; Lucas, Barr-Anderson & Kington, 2003; Nolan, et al., 2014; Odedina, 

Dagne, LaRose-Pierre, Scrivens, Emmanuel, Adams, Pressy & Odedina, 2011).  Even though both 

AI and AA are of African descent and are phenotypically similar, they may have varying 

knowledge and beliefs about preventive health behavior based on their lived experiences on 

different continents, influencing their preventative health behaviors.   

There is a limited collection of systematic reviews of the barriers and facilitators of cervical 

cancer prevention among AIW and AAW in the US.  Understanding these factors will help 

researchers to discard the “one-size-fits all” approach that groups all Black people as one without 

considering the effects of recent origin on preventive health behavior.  The outcome of this 

research will equip healthcare providers and preventive health practitioners with information 

needed to develop targeted programs and interventions to promote cervical cancer prevention 

among Black women in the US.    

The first section of the literature review will focus on the literature search including 

databases searched for articles, key terms used for the search, inclusion/exclusion criteria, years 

included in search, and the number of articles retrieved.   This chapter will include a discussion of 

the following topics: (1) cervical cancer incidence, mortality, and prevalence; (2) HPV burden, 

variation, and prevalence; (3) cervical cancer screening, and Pap testing rates; (4) HPV vaccines, 
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HPV vaccination rates; (5) Theoretical framework; (6) cervical cancer prevention-AIW and AAW; 

(7) barriers to healthcare-immigrants; (8) AIW and AAW-preventive healthcare services; (9) AI 

access to healthcare; (10) AIW and AAW-cervical cancer prevention; and (11) summary of the 

chapter.   

2.1 Literature Search 

To identify sources for the literature review, the following databases were used: 

Educational Resource Information Center (ERIC), CINHAL, EMBASE, EBSCOhost, Google 

Scholar and PubMed.  The bibliographies of all the articles were searched.  The key search terms 

and combinations of terms that were input into the online databases included the following: “health 

belief model”; “west African immigrants;” “Black African immigrants”, “cervical cancer” and 

(statistics OR prevalence); (“human Papillomavirus” OR “HPV”) and (statistics OR prevalence); 

(“health belief model” OR “HBM”) and vaccinations; (“health belief model” or “HBM”) and 

(“preventive health care”); (“health belief model” OR “HBM”) and (cancer OR “cervical cancer”); 

(“health belief model” or “HBM”) and (“west African immigrants” OR “African Americans); 

“cervical cancer” and (“west African immigrants” OR “African Americans”); (“human 

Papillomavirus” OR “HPV”) and (“west African immigrants” OR “African Americans”). Limits 

included articles written in English, peer-reviewed sources, full text available, and published 

between 2012-2016.  A search of articles on the HBM conceptual framework used for this study 

was limited to those published between 1952-2016 and a total of 15 articles were retrieved.    A 

total of 109 articles were retrieved that focused on cervical cancer screening/prevention and HPV 

vaccination. 
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2.2 Review of the Literature 

Although global cervical cancer incidence and mortality have significantly decreased since 

1975 (Durham et al., 2016; Markowitz et al., 2016), this trend does not apply to low- and middle-

income countries (Vaccarella, Lortet-Tieulent, Plummer, Franceschi & Bray, 2013).  Within high 

income countries, cervical cancer screening is responsible for a decrease in the incidence and 

mortality of cervical cancer (Torre et al., 2015).  In developing countries, there is inadequate or 

absent cervical cancer screening and HPV vaccination (Vaccarella et al., 2013).  Wide variations 

also exist in the prevalence of infections with Human Papillomavirus (HPV) around the world.  In 

Latin America, Eastern Europe, and Sub-Saharan Africa, the rates of HPV infection are 

significantly higher than the global average (Forman et al., 2012). 

As a highly-developed country, the United States has seen cervical cancer incidence and 

mortality decrease by as much as 50% over the past 40 years. This was achieved through 

widespread screening with the Papanicolaou test (Pap test), and HPV DNA testing (Durham et al., 

2016; Markowitz et al., 2016; Siegel, Miller & Jemal, 2016).  However, large disparities in cervical 

cancer incidence and mortality exist by geographical location (United States Cancer Statistics 

Working Group, 2015) and among racial and ethnic groups (Bernard et al., 2014; Durham et al., 

2016; Markowitz et al., 2016; National Center for Health Statistics, Centers for Disease Control 

and Prevention [CDC], 2015).  AAW have a higher prevalence of HPV infection compared to 

White women (Jemal et al., 2013) and are twice as likely to die from cervical cancer than any other 

ethnic group (Benard et al., 2014; CDC, 2015). 
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2.3 Global Cervical Cancer Incidence, Prevalence, and Mortality   

The most successful strategy for cervical cancer prevention has been the implementation 

of organized population-based screening programs that use cervical cytology, or the Pap test.  The 

introduction of screening programs in unscreened populations has been shown to reduce cervical 

cancer rates by 60%-90% within 3 years (International Agency for Research on Cancer (IARC), 

2005).  However, only high-income, developed countries are seeing this trend (Vaccarella et al., 

2013).  Developing countries have a significantly higher cervical cancer burden than developed 

countries (Soerjomataram et al., 2012; Torre et al., 2015). 

The incidence and mortality of cervical cancer worldwide in 2012 was about 530,000 and 

275,000, respectively (Ferlay et al., 2015; Torre et al., 2015).  In developing countries, where 90% 

of the world’s cervical cancer deaths occur, it is the second most commonly diagnosed and third 

leading cause of cancer death among females.  In Africa, cervical cancer is the leading cause of 

cancer death in females, and over 60,000 women died from cervical cancer in 2012 (Torre et al., 

2015). 

The prevalence of cervical cancer is much lower in developed countries (Torre et al., 2015).  

Strong downward trends in cervical cancer risks have been found in the highest-income countries, 

which is likely due to a more widespread existence of cervical cancer screening and HPV 

vaccination.  In poorer countries, where there is inadequate cervical cancer screening and HPV 

vaccination, cervical cancer rates have not declined (Vaccarella et al., 2013). This results in a 

higher proportion of life-years lost among women in developing countries compared to those in 

developed countries (Soerjomataram et al., 2012). 
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2.4 United States: Cervical Cancer Incidence and Mortality 

 In 2016, an estimated 12,990 new cases of invasive cervical cancer were diagnosed 

amongst women in the United States (US) (Siegel et al., 2016). In the US, cervical cancer incidence 

rates have decreased by 75% and death by 74%, fifty years after the introduction of the cervical 

cytology in 1949 (Devessa, 1984; Ries et al., 2006).    

Cervical cancer incidence varies widely from state to state.  Incidence rates range from 

4.3/100,000 in Maine to 9.3/100,000 in West Virginia.  In the Washington, DC metropolitan area, 

cervical cancer incidence rates range from 6.3/100,000 in Maryland to 6.4 /100,000 in Virginia, 

and 8.1/100,000 in the District of Columbia (United States Cancer Statistics Working Group, 

2015).   

Mortality predictions have estimated 4,120 deaths from cervical cancer will occur in 2018 

(American Cancer Society, 2018; Siegel et al., 2016).  The cervical cancer death rate, however, 

has declined over the last three decades.  In 2012, it had decreased to 2.3/100,000, which is less 

than half of what it was in 1975 (5.6/100,000).  This decline in death rate is attributed to early 

detection of cervical cancer with the Pap test (Siegel et al., 2016).   

Although cervical cancer incidence and mortality have declined in the general population, 

certain groups in the United States are still disproportionately affected (Durham et al., 2016; 

Markowitz et al., 2016; National Center for Health Statistics, Centers for Disease Control and 

Prevention (CDC), 2015).  In the U.S., Hispanic women have the highest incidence of cervical 

cancer (11.3/100,000) followed by AAW (10/100,000), White women (7/100,000), American 

Indian/Alaskan women (7/100,000) and Asian/Pacific Islander women (7/100,000) (National 

Center for Health Statistics, Centers for Disease Control and Prevention (CDC), 2015).  AAW are 

twice as likely to die from cervical cancer as any other ethnic group, even though most cervical 
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cancers are detectable with Pap tests and HPV DNA testing and preventable with HPV vaccines 

(Benard et al., 2014; CDC, 2015). 

2.5 Human Papillomavirus (HPV) 

HPV is a necessary cause of cervical cancer (Walboomers et al., 1999).  HPV infection has 

been identified as a distinct carcinogen in humans, not only for cervical cancer, but also for cancer 

of the penis, vulva, vagina, anus and oropharynx (including the base of the tongue and tonsils) 

(Forman, et al., 2012; Koutsky, 1997; Koutsky, Galloway & Holmes, 1988; Munoz, Castellsague, 

Berrington de Gonzalez & Gissman, 2006).  Human Papillomaviruses, a non-enveloped double-

stranded DNA virus, belongs to the family of Papillomaviridae (De Villiers, Fauquet, Broker, 

Bernard & zur Hausen, 2004).  More than 100 different genotypes (types) of HPV have been 

isolated to date and 40 of these 100 isolates can infect the epithelial and mucosal lining of the 

anogenital tract including the anus, cervix, oral cavity, penis, rectum, vagina, and vulva 

(Schiffman, & Castle, 2003). HPV is named for the warts it causes (papillomas) (CDC, 2015) and 

the types are categorized as low (non-oncogenic) and high-risk (oncogenic).  Non-oncogenic, or 

low-risk HPV strains 6 and 11, can cause (1) benign or low-grade abnormalities of cells in the 

cervix, (2) 90% of genital warts, and (3) a disease of the respiratory tract known as recurrent 

respiratory Papillomatosis (RRP) (Hariri, Dunne, Saraiya, Unger, & Markowitz, 2011; MMWR, 

2010).  

Oncogenic HPV types 16, 18, 31, 33, 35, 39, 45, 51, 52, 56, 58, 59, 68, 69, 73, and 82 

(Burd, 2003) cause about 99% of cervical cancers, whereas HPV 16 and 18 account for 70% of all 

cervical cancers (Munoz, Bosch, de Sanjose, Herrero, Castellsagué, Shah, Snijders & Meijer, 

2003; Walboomers, Jacobs, Manos, Bosch, Kummer, Shah, Snijders, Peto, Meijer & Munoz, 
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1999).  Oncogenic HPV types are linked to 69 % of vulvar; 75% of vaginal; 63% of penile; 91% 

of anogenital; and 72% of oropharyngeal cancers (CDC, 2015; CDC, 2014).   

The primary route of genital HPV infection is vaginal and anal sexual intercourse.  

Transmission of HPV requires skin-to-skin contact and penetration of the vagina or anus is not a 

pre-requisite.  HPV infect epithelia cells, which cover the inside and outside surfaces of the body, 

including the skin, throat, genital tract, and anus.  After infection of the cell, there is viral DNA 

replication independent of the cell cycle.  During viral DNA replication 50-100 copies of the HPV 

virus is produced per cell.  The infected cell leaves the replication state and enters the proliferating 

epithelium.  Viral DNA replication continues and the viral copies are amplified to about 1000 

copies per cell.  Viral proteins are expressed on the surface of the cells and the infectious virus 

assembled.  The infectious cycle lasts 2-3 weeks and prepares to move up the epithelium and 

differentiate (zur Hausen, 2002).   

After 2-3 weeks, the virus exits the cell cycle, encodes proteins that reactivate cellular DNA 

synthesis, inhibit apoptosis (cell death), and differentiate.  The virus has now created an 

environment favorable for viral replication (zur Hausen, 2002). Through antibody production, the 

infectious virus can be destroyed and eliminated completely from the body (Doorbar, Quint, 

Banks, Bravo, Stoler, Broker & Stanley, 2012).  However, in certain cases, (10-15%), the body is 

not successful in producing an effective cell-mediated response, allowing continuous production 

of infectious virus (Doorbar, Quint, Banks, Bravo, Stoler, Broker & Stanley, 2012).  This occurs 

with high-risk HPV types and may lead to HPV-related diseases and cancers (zur Hausen, 2002).  

Chronic persistence of HPV strains-16 and 18 can lead to mutations causing high-grade lesions, 

resulting in tumors.  It may take up to10 to 20 years from initial infection with HPV before any 

tumor occurs (Doorbar, Quint, Banks, Bravo, Stoler, Broker & Stanley, 2012; NCI, 2015).  
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Clinical manifestations of HPV infection differ based on the infection site.  Infection 

throughout the genitalia causing genital warts will be expressed as flat lesions, small 

cauliflower-like bumps or tiny stem-like protrusions (Mayo Clinic, 2015).  In women, genital 

warts appear most commonly on the vulva but may also occur near the anus, on the cervix or 

in the vagina.  In men, genital warts may appear on the penis and scrotum or around the anus 

(Mayo Clinic, 2015).  Genital warts rarely cause discomfort or pain, though they may itch.  

HPV infections of the oropharyngeal and cervix have no immediate manifestations until there 

is advanced disease leading to fatigue, hoarseness, loss of appetite and weight (Mayo Clinic, 

2015).   

2.6 Global Burden of HPV  

Wide variations exist in the prevalence of infections with HPV around the world (De 

Sanjose et al., 2007).  For those with cervical pathology, prevalence reaches 90% in women with 

grade-3 cervical intraepithelial neoplasia and invasive cancer (Forman et al., 2012).  Among 

women without cervical abnormalities, the worldwide prevalence of HPV is much lower, at 

approximately 11 to 12%.  However, higher rates are found in different parts of the world.  For 

example, in Latin America and Eastern Europe, the prevalence of HPV infection among women 

without cervical abnormalities is 16% and 21% respectively.  In sub-Saharan Africa, nearly one 

quarter (24%) of women without cervical abnormalities have HPV infection (Forman et al., 2012), 

2.7 HPV: Variation by Age   

HPV prevalence tends to be higher in women less than 25 years of age and decreases with 

age.  The increase in HPV prevalence among women less than 25 years of age can be attributed to 

acquiring the virus shortly after sexual initiation.  In the United States, among females aged 15-24 

years, 67% had vaginal intercourse and 66% had oral sex; among 15-19-year old females, 47% 
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had experienced vaginal intercourse and 48% had experienced oral sex (Copen, Chandra & 

Martinez, 2012).  HPV is a sexually transmitted disease and infection with the virus increases to 

50% after three years of regular vaginal intercourse (Litton, Desmond, Gilliland, Huh, & Franklin, 

2011).  This translates into a higher exposure to HPV and probably a higher prevalence of HPV 

infection among those less than 25 years because of the higher rate of sexual encounters among 

this population (Jemal et al., 2013). 

2.8 HPV Prevalence in the United States 

In the U.S., the prevalence of HPV infection is higher among sexually active women, with 

more than 50% getting infected at some point in their lifetimes (Jemal et al., 2013). The prevalence 

of HPV infection is 32.9% among 15-19-year olds in the US.  The peak prevalence of HPV 

infection is 53.8% among 20-24-year olds (Satterwhite et al., 2013).  HPV prevalence tends to 

decrease with increasing age, with 50-59-year old females having the lowest HPV prevalence at 

20.2% (Jemal et al., 2013).  HPV prevalence varies among ethnic groups in the U.S., with AAW 

having a higher prevalence (39.2%) of HPV infection compared to White women (24.2%) (Jemal 

et al., 2013). 

2.9 Cervical Cancer Screening Globally 

Many developing countries do not have the infrastructure to support Pap testing, the most 

common form of cervical cancer screening (Torre et al., 2015).  However, widespread availability 

of Pap testing in the United States and Canada has resulted in declines in cervical cancer incidence 

and mortality (Saraiya, Steben, Watson & Markowitz, 2013).  In the United States, the HPV DNA 

test along with the Pap test (co-testing) is part of the national recommendations for routine cervical 

cancer screening for women age 30 and older. The United States has opportunistic screening and 
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vaccination systems, which means that cervical cancer screening happens when individuals request 

to be tested or screened by their healthcare providers (Saraiya et al., 2013). 

2.10 Cervical Cancer Screening in the United States 

Cervical cancer screening in the US should begin at age 21, and the recommendations for 

frequency are based on age, type of screening, and past results of screening.  From the ages of 21 

to 29 years, women should be screened every three years with conventional or liquid-based Pap 

tests.  From the ages of 30 to 65 years, screening should be done every five years with both the 

HPV test and the Pap test.  Women in this age range who are not screened for HPV along with the 

Pap test should continue to be screened every three years with the Pap test alone.  Women can stop 

cervical cancer screening when they are over the age 65 years and have had three consecutive 

negative Pap tests or two consecutive negative HPV and Pap tests within the last 10 years, with 

the most recent test occurring in the last five years.  Also, women who have had a total abdominal 

hysterectomy (for a benign condition) can stop cervical cancer screening.   Annual screening, at 

any age and by any screening method, is not recommended (Smith, Brooks, Cokkinides, Saslow 

& Brawley, 2013; Smith et al., 2015).   

2.11 Rates of Pap Testing 

In 2013 among women aged 18 to 44 years, 77.2% received Pap tests.  Among women 

aged 45 to 65 years, 74% had received the Pap test. For women over 65 years of age, 42.9% had 

received Pap tests (Smith et al., 2015).  Rates of Pap tests also vary among races and ethnicities.  

In 2013, among women aged 18 to 44 years and women aged 45 to 64 years, AAW had the highest 

rate of participation in the Pap screening test (75.1% and 82.8%, respectively).  The rate of 

participation for White women was 68.4% and 79%, respectively.  For Hispanics, the rate of 

participation was 70.5% and 72.3%, respectively (Smith et al., 2015). 
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Although AAW have high rates of cervical cancer screening, they are disproportionately 

affected by cervical cancer evidenced by incidence, stage at diagnosis, and survival rates of disease 

(CDC, 2015).  AAW are also twice as likely to die from cervical cancer as White women (Bernard 

et al., 2014).  This indicates that other factors may be involved in causing a delay in detecting and 

treating cervical cancer among this population.  Some of these factors may include cultural or 

religious beliefs, marital status, and/or education.  These factors should be explored further to 

understand why AAW have such a high cervical cancer mortality.   

2.12 HPV Vaccines  

There are currently three HPV vaccinations: Gardasil, GARDASIL-9 and bivalent HPV 

vaccine Cervarix with AS04.  Each of these works differently, but they have all demonstrated 

greater than 90% efficacy against high-grade precancerous cervical cancer lesions (Apter et al., 

2015; Markowitz et al., 2013; Torre et al., 2015).  All three vaccines protect against HPV types 

that cause more than 70% of all cervical cancers (Torre et al., 2015) 

Gardasil prevents 70% of cancers caused by HPV types 6,11,16 and 18.  It prevents genital 

warts, cervical cancers, vaginal, vulvar, anogenital dysplasia, and anal cancers and is indicated in 

females 9 through 26 years of age.   It provides effective protection from HPV infection in males 

9 through 26 years of age and prevents anal, genital warts and anal neoplasia caused by HPV types 

6, 11, 16 and 18.  In addition, Gardasil offers long-term protection for up to 8 years (Ho et al., 

2013; McCormack, 2014; Merck & Co, Inc., 2011).   

GARDASIL 9 is a vaccine indicated in females 9 through 45 years of age (Merck & Co, 

Inc., 2018) for the prevention of cervical, vulvar, vaginal, and anal cancers caused by human 

Papillomavirus (HPV) Types 16, 18, 31, 33, 45, 52, and 58; precancerous or dysplastic lesions 

caused by HPV Types 6, 11, 16, 18, 31, 33, 45, 52, and 58; and genital warts caused by HPV Types 
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6 and 11.  GARDASIL 9 is indicated in males 9 through 45 years of age for the prevention of anal 

cancer caused by HPV Types 16, 18, 31, 33, 45, 52, and 58; precancerous or dysplastic lesions 

caused by HPV Types 6, 11, 16, 18, 31, 33, 45, 52, and 58; and genital warts caused by HPV Types 

6 and 11. (Ho et al., 2013; Kim, Park, Ko, Yi & Cho, 2014; Merck & Co, Inc. 2018). 

Cervarix protects women from 75% to 80% of cervical cancers (Ho et al., 2014).  It is 

indicated for the prevention of HPV types that cause cervical cancer, cervical intraepithelial 

neoplasia grade 2 or worse, and adenocarcinoma in situ.  This vaccine is indicated only for females 

aged 9 to 26 years.  It cannot be administered to males according to the indications for use (Ho et 

al, 2013; Kim et al., 2014; Monie, et al., 2008).   

The dosing schedule for all three HPV vaccines vary based on the age of vaccine initiation. 

The Advisory Committee on Immunization Practices (ACIP) (2011) recommend a two-dose HPV 

vaccine series for boys and girls who initiate the vaccination series at ages 9-14 years.  Three doses 

are recommended for those who initiate the vaccination series at ages 15-26 years and for 

immunocompromised persons.  On October 5th, 2018, the FDA approved GARDASIL 9 for adults 

aged 27-45 years with three-dose recommendation (Merck & Co, Inc., 2018).  Some research has 

documented that the vaccine offers the best level of protection if administered to individuals who 

are naïve to sex (Apter et al., 2015; Markowitz et al., 2013).  Therefore, it is recommended that 

the vaccine be administered at age 9.   

The interval between the first and second doses of the vaccine is two months; the interval 

between the first and third doses is six months (Petrosky et al., 2015; Smith et al., 2013). For 

children who do not receive the vaccine by 9 years of age, the vaccine is still beneficial if 

administered during adolescence or young adulthood (Apter et al., 2015; Markowitz et al., 2013; 

Schiller, Castellsague & Garland, 2012; Smith et al., 2013).  Catch-up vaccines are recommended 
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for males through age 21 and for females through age 26, if they did not get vaccinated when they 

were younger.  If a female reaches the age of 26 years before the vaccination series is complete, 

remaining doses can still be administered (Apter et al., 2015; Markowitz et al., 2013; Schiller et 

al., 2012; Smith et al., 2013). 

2.13 HPV Vaccination Rates Globally  

HPV vaccines have been introduced in more than 40 countries worldwide (WHO, 2013).  

In countries that have the resources for mass vaccination programs, uptake has varied (Hopkins & 

Wood, 2013).  In underdeveloped countries, the most significant barrier to widespread 

administration of the vaccine is the cost (Torre et al., 2015).  The success of the vaccination 

programs in any country depends on support from the public and the healthcare professionals. 

The most successful initiatives have been school-based programs.  Developed countries 

with school-based vaccination programs including Australia, Great Britain, and Portugal have 

achieved the highest HPV vaccination rates at ≥80% among females (Brotherten et al., 2013; 

Kessels et al., 2012).  HPV vaccination rates in a township in South Africa were 99.7%, 97.9%, 

and 97.8% respectively for the first, second and third doses, among 9 to 12-year old adolescent 

females.  In this South African township, HPV vaccines were administered in schools where 

educators, healthcare providers, and parents collaborated to promote and provide vaccinations at 

no cost to students (Moodley, Tathiah, Mubaiwa & Denny, 2013).  Denmark has reached high 

vaccination rates (≥80%) with administration of HPV vaccines through healthcare providers 

(Baandrup et al., 2013).   

2.14 HPV Vaccination Rates in the United States 

HPV vaccination rates tend to vary across states in the United States.  In 2013, the 

percentage of adolescent females aged 13 to 17 years who received the first HPV vaccination dose 
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ranged from 80.3% in Philadelphia, to 76.0% in Rhode Island and Puerto Rico and 38.3% in 

Kansas (Reagan-Steiner et al., 2015).  The percentage of those who received all three doses ranged 

from 59.3 % in Philadelphia to 56.9% in Washington, D.C., 37.6% in Virginia, 33.4% in Maryland 

and 20.1% in Tennessee (Reagan-Steiner et al., 2015).   

HPV vaccination rates vary among ethnic groups as well in the US.  Approximately 34.2% 

of Black females and 34% of White females aged 13 to 17 years completed the three-dose series 

in 2013.  Forty percent of Asian females, 44.8% of Hispanic females, and 43% of American 

Indian/Alaskan Native females received all three doses in 2013. (CDC, 2014).  

The research clearly documents a disparity among ethnic groups, both in the United States 

and around the world, in the incidence and mortality from cervical cancer, the prevalence of HPV 

infection, and conformity to routine cervical cancer screening and HPV vaccination (Forman, et 

al., 2012; Jemal et al., 2013; Ries et al., 2006; Saslo et. al., 2007; Torre et al., 2015; Ward, Jemal, 

Cokkinides, Singh, Cardinez, Ghafoor & Thun, 2004).  In the United States, African American 

women are disproportionately affected by cervical cancer than any racial or ethnic group; globally, 

AIW are also highly burdened by cervical cancer (Forney-Gorman, & Kozhimannil, 2015; Ries et 

al, 2006).   

However, each of these groups may experience different barriers to preventive health 

services based on their different languages and various social, environmental, cultural, economic 

and religious backgrounds.  While the current study aims to describe the different barriers and 

facilitators for each group of women, it is important to understand how the theoretical constructs 

of the health belief model each work differently to affect health-related behaviors.    
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2.15 Literature Review: HBM Theoretical Framework 

 The theoretical constructs of the HBM are as followed: perceived seriousness, perceived 

susceptibility, perceived threat, perceived benefits, perceived barriers, and modifying variables 

will provide a framework for understanding perceived barriers and facilitators of cervical cancer 

prevention among Black African immigrant women and African American women.  

Perceived seriousness refers to a person’s belief about the urgency of complying with 

recommended preventive health measures.  Attitudes towards the flu provide a helpful example of 

how perceived seriousness works.  For many people, getting the flu would be inconvenient and 

uncomfortable, but not life threatening.  However, for those with asthma, the prospect of getting 

the flu could be life threatening (Becker et al., 1978; Malosh et al, 2014).  This example illustrates 

that not only the seriousness of the disease, but also an individual’s beliefs about the difficulties 

the disease presents, influences perceived seriousness. 

Perceived susceptibility refers to the belief that one is at risk for a disease or illness.  For 

example, perceived susceptibility motivates men who have sex with men to obtain hepatitis B 

vaccinations (Reynolds et al., 2016), and to use condoms to decrease exposure to HIV infection 

(Li, Lei, Wang, He & Williams, 2016). While it may seem logical that the perception of risk for 

getting a disease makes preventive behavior more likely, sometimes the opposite also occurs. An 

example of this phenomenon is older adults’ attitudes towards HIV prevention behavior.  In 

general, older adults believe they are generally not at risk for HIV infection; therefore, practicing 

safe sex may not be an option (Foster, Clark, Holstad & Burgess, 2012).  

Perceived threat, the combination of perceived seriousness and perceived susceptibility, 

occurs when individuals believe they are at high risk for a significant health problem.  An example 

is people’s reaction to the outbreak of bovine spongiform encephalitis (BSE), also known as mad 
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cow disease, in 2001.  Eating meat from cattle infected with mad cow disease can cause variant 

Creutzfeldt-Jakob disease (CJD), which is untreatable and fatal.  Fear of variant CJD resulted in 

the decline of meat consumption in Germany (Walters, 2014).   

Perceived benefits refer to an individual’s belief that a recommended screening or 

vaccination will be effective in reducing risk of disease. For example, colon cancer screening 

(colonoscopy) is a time-consuming, inconvenient procedure that requires days of prior preparation 

and time to recover afterwards.  Despite the inconvenience, it is still recognized as the best method 

for early detection of colon cancer, which is the third leading cause of cancer death in the United 

States (Siegel et al., 2016).  If detected early, colon cancer has a 90% cure rate (Moiel & 

Thompson, 2016).  Despite these benefits, only 54.5% of people between the ages of 50 and 75 

(who are at the most risk), undergo colonoscopy (Siegel et al., 2016).  Atkinson, Salz, Touza, Li 

and Hay (2015) documented that women who recognize the benefit of early detection of colon 

cancer are more likely to undergo a colonoscopy than those who do not.   

 Perceived barriers refer to obstacles that interfere with healthy behaviors.  Failure of some 

groups of women to engage in regular Pap screening for cervical cancer is an example of how 

perceived barriers inhibits the adoption of healthy behaviors.  Barriers that have been identified 

for Black, Latina and Arab women seeking Pap tests include fear of pain, not knowing where to 

go (Gauss, Mabiso & Williams, 2013), perceived discrimination (Jacobs et al., 2014), lack of 

transportation, reduced access to health insurance (Ramondetta et al., 2015), fear of a cancer 

diagnosis, an unsympathetic primary care doctor, preference for alternative medicine or prayer, 

and language barriers (Marlow, McGregor, Nazroo & Wardle, 2014). 

Modifying variables influence personal perception. For example, an individual who has 

been previously diagnosed with a basal cell skin cancer may be more likely to avoid sun exposure 
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because that person’s past experience may increase their perceived susceptibility.  On the other 

hand, someone with the same past experience, who has been successfully treated for the disease, 

may experience diminished perceived seriousness because the cancer was easily treated and cured 

(Diao & Lee, 2013). 

2.16 Cervical Cancer Prevention: AAW 

Strohl et al. (2015) surveyed AAW and results showed that a majority of the women 

demonstrated low knowledge regarding HPV infection, cervical cancer, and HPV vaccines. Those 

with higher levels of education, higher household incomes, and who had children who had been 

offered the HPV vaccine were more likely to have adequate health knowledge overall.  However, 

73% of women surveyed, even those with demographics favoring high levels of health knowledge, 

still demonstrated a lack of knowledge specifically of HPV infection, cervical cancer, and HPV 

vaccines.   

Getting a recommendation from a medical professional about the necessity of the HPV 

vaccine increases the likelihood that female adolescents across all ethnic groups will receive the 

vaccine (Ylitalo, Lee, & Mehta, 2013).  Yitalo, Lee, & Mehta (2013), found that more than half 

(56.9%) of female adolescents in the study received a recommendation for the HPV vaccine.  

Those who had received recommendations were almost five times as likely to be vaccinated than 

those without recommendations. AI are less likely to receive recommendations, however, 

contributing to the disparity in HPV vaccination between AA and other racial groups (Jeudin et 

al., 2014; Ylitalo et al., 2013). 

In the United States, black men, women, and children experience disparities in health care 

services (Williams, & Sternthal, 2010).  This holds true for cervical cancer prevention (Jeudin, 

Liveright, Del Carmen & Perkins, 2014).  Factors that contribute to this inequality of care include 
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access and affordability, barriers, and cultural influences (Chadiha,, Brown & Aranda, 2006; 

Kennedy, 2005; Leventhal & Brooks-Gunn, 2003) that affect perceived susceptibility to disease; 

and perceived benefit of screenings and treatment (Hines-Martin, Malone, Kim & Brown-Piper, 

2003).  Modifying factors such as socioeconomic status, level of education, geographic location 

and past experiences with discrimination (Braveman, Cubbin, Egerter, Williams, David & Pamuk, 

2010; Broman, Mavaddat & Hsu, 2000; Mays, Cochran & Barnes, 2007) may endanger mistrust 

of the healthcare system and healthcare professionals.   

However, AA differ from AI in that they have lived on separate continents, each with 

unique language(s), beliefs and cultural practices that may influence their preventive health 

behavior.  In order to reduce disparities in health care services for both populations, understanding 

the different barriers and facilitators that each group face is essential for separate interventions for 

each group.    

2.17 Barriers to Healthcare for Immigrant Populations   

A growing body of literature indicates various trends in the health status within and 

between America’s diverse immigrant populations (Asgary et al., 2011; Cooper & Roter, 2003; 

Kepka, Coronado, Rodriguez & Thompson, 2010; Lee & Vang, 2010).  It is well documented that 

immigrants arriving in new countries face cultural, economic, linguistic, and legal barriers to all 

social services.  These factors are also barriers to healthcare (Wafula & Snipes, 2013). For 

example, language barriers inhibit effective communication with health care providers, which 

make it challenging to not only find providers, but also to secure health insurance.  Language 

barriers also interfere with patients’ ability to understand guidelines for adequate preventive health 

care screenings.  Lack of health insurance creates affordability barriers.  Cultural and religious 

differences create perceived susceptibility and perceived benefit barriers to adequate health care 
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services.  In their countries of origin, immigrants may have varying beliefs about the definition of 

health and the necessity of medical treatment, and may therefore have limited knowledge and/or 

interest in US preventive health services.  There is also a distrust of medical professionals, and 

immigrants may prefer to use traditional healers or non-medical remedies (Ojikutu et al., 2013).    

Lack of information also impacts immigrants’ ability to access health care services in the 

US.  Immigrants are less likely to know locations of health care facilities, the range of services 

offered, or accessibility options.  This is because free clinics tend to depend on word of mouth 

instead of advertising to communicate their services.  Many immigrants only know about hospital 

emergency rooms as sources of medical care (Portes, Fernández-Kelly & Light, 2012). 

Fear is another factor that keeps immigrants from seeking medical care. This is especially 

true for unauthorized immigrants who fear Immigration and Customs Enforcement (ICE) agents 

detaining them if they seek medical care.  Immigrants also experience fear of bureaucratic rules 

and billing.  They know they will be billed for health care services they receive, so they avoid 

medical attention until their health condition becomes severe (Portes et al., 2012). 

Another source of barriers to health care for immigrants is the bifurcated nature of 

immigration.  Immigrants tend to fall into one of two groups: highly educated workers who fill 

professional and technical positions; and manual labor migrants, who tend to be poor and 

uneducated (Portes et al., 2012).  Professional immigrants generally have legal status, and since 

they are employed full-time, are usually eligible for health insurance.  Migrant workers, on the 

other hand, either have temporary jobs that do not provide health insurance, or they are in the 

country illegally and cannot access health insurance (Portes et al., 2012). 
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2.18 African Immigrants and Preventive Health Seeking Behavior 

AI and AA share common ancestry (of African origin) (Logan & Deane, 2013; Ojikutu et 

al., 2013) and have similar phenotypes, but have different nationalities (Kobetz et al., 2010; 

Ojikutu et al., 2013).  Preventive health behaviors of AI and AA may be dissimilar, based on their 

individual experiences, beliefs, knowledge, and utilization of preventive health services in the past.  

Studies have shown that sociocultural factors influence the knowledge, beliefs, and values of 

healthcare decision-making (Ojikutu et al., 2013).  Culture, immigration, and country of origin 

also affect preventive health seeking behavior (Kaplan et al., 2015; Nolan et al., 2014; Ojikutu et 

al., 2013).  Black African immigrants in the U.S. may have their own cultural beliefs about 

preventive health services.  

AI face many of the same challenges as their counterparts from other countries.  However, 

their cultural beliefs influence their health seeking behavior in unique ways.  The social, cultural, 

religious, linguistic and environmental experiences of AI shape their perceptions and influence the 

barriers they perceive to accessing health care services (Forney-Gorman & Kozhimannil, 2015; 

Kaplan et al., 2015).   

2.19 African Immigrants and Access to Healthcare  

AI in the US face the same challenges to preventive healthcare services utilization as other 

immigrants.  Findings from previous studies in the US and developing countries show that cultural 

beliefs influence preventive health seeking behavior and can affect the care one receives (Forney-

Gorman & Kozhimannil, 2015; Kaplan et al., 2015).  Before immigrating to the U.S., many AI 

may have only encountered a clinic or hospital when faced with severe illness or disease(s) 

(Morrison, Wieland, Cha, Rahman & Chaudhry, 2012).  In their source country, many of the 

healthcare needs of Black African immigrants were probably addressed at home.  Most AI used 
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home remedies without needing the care of a physician, believing that these medications could 

cure most ailments (Forney-Gorman, & Kozhimannil, 2015; Johnson, Mues, Mayne & Kiblawi, 

2008; Nolan et al., 2014).   

An additional challenge faced uniquely by AI is the problem of forced immigration.  

Ongoing political and social instability throughout Africa has forced many to flee their countries. 

Unlike immigrants who chose to migrate, forced migrants flee their countries enduring multiple 

traumatic events during migration, which may have long-lasting physical and psychological 

effects. In addition, they are often unprepared for the challenges included within the healthcare 

services in their adopted countries (Akinsulure-Smith, 2014). 

2.20 Cervical Cancer Prevention: AIW 

AIW in developing countries have a higher incidence of cervical cancer compared with 

AAW in the US.  Cervical cancer incidence, stage at diagnosis, and survival rates for women in 

Africa differ markedly due to exposure to risk factors, and limited availability of cervical cancer 

screening such as the Pap test (Forney-Gorman & Kozhimannil, 2015), and limited use of 

preventive healthcare services.  Cervical cancer is at the top of the list of age-adjusted disability- 

life years (DALY) lost for women.  The rate is 641/100,000 in developing countries compared to 

74/100,000 in the United States (Soerjomataram et al., 2012).   

As the AI population continues to grow, diseases such as cervical cancer and HPV 

infection, which affect women in Africa, may also impact their health after immigrating to the 

United States.  It is therefore important to explore their perspectives about cervical cancer 

prevention, identify individual factors that influence perspectives, and to understand their 

experience(s) with cervical cancer prevention and any distinct barriers and facilitators of cervical 

cancer screening and HPV vaccination in both AIW and AAW communities. 
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Cervical cancer screening is part of the recommended preventive healthcare services in the 

United States and this idea may be unfamiliar to many AIW who may have only encountered the 

healthcare system during severe illness and/or severe symptoms of a disease (Morrison et al., 

2012).  A study focusing on the differences in cervical cancer screening behavior between AIW 

and AAW in the U.S. showed that African American women were over three times more likely to 

have a Pap test, compared to AIW.  The difference was statistically significant after controlling 

for income, age, education, health insurance and marital status (Forney-Gorman & Kozhimannil, 

2015).   

Results from the study by Forney-Gorman & Kozhimannil (2015) are important because, 

although cervical cancer incidence has decreased tremendously in the United States, AIW are not 

being screened regularly.  The long-term impact of decreased screening may lead to higher 

incidences and mortality of cervical cancer in AIW.  Certain preventive behavior factors may play 

a role in low cervical cancer screening in AIW and should be explored further to determine better 

solutions.   

The estimated prevalence of HPV infection among AIW is very high, probably reflecting 

either lifestyle or high incidence of HPV infection in their country of origin (Tornesello et al., 

2011). The implementation of vaccination strategies and cervical cancer surveillance are critical 

for women in this high-risk group. Religious beliefs may interfere with access to care.  Among 

Somali immigrants, there is a belief that it is not culturally relevant to get screened because of 

religious beliefs that unmarried girls are not sexually active (Salad, Verdonk, de Boer & Abma, 

2015).  Among Nigerian immigrants, sexual abstinence is the critical preventive health strategy 

for preventing teenage pregnancies and exposure to sexually transmitted diseases, such as HIV 
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and HPV (Agbemenu, Hannan, Kitutu, Terry & Doswell, 2018; Agbemenu, Terry, Hannan, 

Kitutu & Doswell, 2015; Ankomah, Mamman-Daura, Omoregie, & Anyanti, 2011).   

Among women from other countries in Africa, there was lack of knowledge about HVP 

vaccination.  In general, they were receptive toward the HPV vaccine for girls, but unclear about 

the need to vaccinate boys.  Concerns about the HPV vaccine were mainly related to side effects 

and safety of vaccinating children at a young age. Healthcare provider’s recommendation of the 

vaccination was important for decision-making (Wilson, Brown, Boothe & Harris, 2013). 

2.21 Summary 

Most of the research done in the United States on the health of Black people does not 

distinguish between AI and AA.  These studies do not consider the distinct cultural and ethnic 

diversity among Black people and instead amalgamates all Black people.  Categorizing AI and AA 

in health research as one group limits the ability to adequately explore perspectives and 

experiences with preventive healthcare services such as cervical cancer screening and HPV 

vaccination.  Another challenge of this amalgamation of AI and AA is the developing targeted 

interventions for each group separately without considering their separate experience(s) with 

cervical cancer prevention, factors that influence their perspectives and distinct barriers and 

facilitators that may be of importance when developing interventions. A better understanding of 

barriers and facilitators of cervical cancer prevention perceived by both groups will enable 

healthcare providers, nurses, public health workers and other policy makers to develop appropriate 

interventions separately for each group.   
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Chapter 3: Methodology 

 The purpose of this qualitative interpretative phenomenological analysis (IPA) was to 

explore perceived barriers and facilitators and lived experiences of AIW and AAW as they relate 

to cervical cancer prevention. IPA was designed to make sense of an individual’s experiences 

based on accounts of the processes they have been through by reflecting on the context of the 

situation (Chapman & Smith, 2002; Smith et al., 1997).  

3.1 Research Design 

  A qualitative phenomenological method was the most suitable for this study because of the 

emphasis on a person’s lived experiences. Qualitative research enables one to locate the meanings 

that people place on the events, processes, and structures of their lives and their perceptions, 

presuppositions, and assumptions (Carreiras & Castro, 2012; Reid, Flowers & Larkin, 2005). The 

rationale for selecting a qualitative research design was based on its focus on multiple perspectives 

using inductive reasoning to understand a phenomenon by relying on the whole picture rather than 

breaking it down into variables (Lodico et al., 2010).  

The product of qualitative interpretive research is rich in-depth analysis with words and 

pictures adequately conveying the researcher’s interpretation of the phenomenon being explored 

(Merriam, 2009). Qualitative research clarifies how a person, in specific situations and under 

particular circumstances, understands and constructs the world, and it is particularly useful in 

health care research with social and cultural dimensions (Al-Busaidi, 2008; Brocki & Wearden, 

2006).  

Interpretative Phenomenological Analysis (IPA) is a hermeneutic approach committed to 

exploring how people make sense of experiences in their lives and expands the theories of 

Heidegger and Gadamer. IPA is committed to person-in-environment and not just phenomenon-
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as-experienced (Finlay, 2011). Epistemologically, researchers using IPA engage in a reflective 

process on participants lived experiences and how they make sense of them (Smith et al., 2009). 

Moreover, the researcher tries to read the participant’s personal world insofar as this is possible. 

IPA acknowledges that “access depends on and is complicated by the researcher’s own ideas that 

are required to aid in making sense of that other personal world through a process of interpretative 

activity” (Smith, Jarman & Osborn, 1999, pp. 218-219).  

IPA focuses on a person’s subjective story rather than the construction of objective reports 

and understands that research is a dynamic process (Flowers, Hart & Marriott, 1999). According 

to Moustakas (1994), when the main source of information is the perception of the individual, the 

source has more validity. IPA is used to signal the twofold aspect of the approach (Smith et al., 

1999), which is the joint reflection of both participant and researcher from the analytic account 

(Smith, Flowers & Osborn, 1997). Furthermore, IPA was the appropriate approach because it 

allowed for a greater in-depth interpretation of AIW and AAW perceived barriers and facilitators 

and lived experiences as it relates to cervical cancer prevention. 

Based on the purpose of the study and the research design, the following research questions 

were proposed:  

1.) What are the perceived barriers, facilitators, and lived experiences of AIW and AAW 

related to cervical cancer prevention? 

2.) How do individual factors such as age, beliefs, culture, education, health insurance, and 

religion influence perspectives about cervical cancer prevention among AIW and AAW? 

3.2 Target Population 

The target populations in this study were AIW and AAW who reside in the Baltimore-

Washington, DC region. The rationale for choosing AIW and AAW is that both groups have 
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ancestral heritage in Africa, have high incidence and mortality from cervical cancer, and 

underutilize preventive health services such as cervical cancer prevention strategies (Forney-

Gorman & Kozhimannil, 2015; Saslow et al., 2012). There is a need to address health disparities 

in AIW and AAW and provide appropriate interventions to promote utilization of cervical cancer 

prevention strategies.  It is important to note that Sub-Saharan AIW demonstrate higher incidence 

and mortality of 27.2 per 100,00 and 20.0 per 100,000 respectively compared to incidence of 13.1 

per 100,000 and 6.9 per 100,000 in the United States (gco.iarc.fr).   

3.3  Inclusion and Exclusion Criteria  

 Inclusion criteria: Participants were sub-Saharan AIW and AAW residing in the 

Washington, DC-Baltimore region, between 18 to 65 years of age, able to read, write, understand 

English, had no disability, and consented to audio recording of the interview.    Exclusion criteria: 

AIW and AAW participants who failed to meet any of the inclusion criteria were excluded.   

3.4 Sampling Approach 

AIW and AAW between the ages of 18 to 65 years were purposively sampled for this study 

to ensure maximum variation.  The IPA approach provided a better understanding of AIW and 

AAW as to why they utilized or did not utilize cervical cancer prevention strategies. Interview 

research such as IPA with an idiographic aim, mostly seeks a small sample size. Purposive 

sampling is recommended for IPA. Persons, events, and cases (Miles & Huberman, 1994; Strauss 

& Corbin, 1990) can be sampled for information regarding a particular phenomenon (Sandelowski, 

1995).  

3.5 Sample Size   

In qualitative research, data saturation determines sample size (Morse, 1994). Data 

saturation is reached when no new information or themes (redundancy) (Leininger, 1994, pp. 105-
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106) can be attained, when coding is no longer feasible, and when there is enough information to 

replicate the study (Guest et al., 2006; O’Reilley & Parker, 2013; Walker, 2012). This means that 

the researcher is looking for recurrence and substantiation of previously collected data (for 

example: interviews) (Streubert & Carpenter, 2011). In this study, data saturation was attained 

when newly enrolled participants did not provide any new information or themes based on their 

experiences regarding cervical cancer prevention strategies.  

For example, probing questions were used during the interviews, which was appropriate 

for data saturation (Amerson, 2011; Bucic, Robinson & Ramburuth, 2010).  Examples of probing 

questions used during the interviews were: “elaborate on how trust is a barrier to preventive 

health?”; “what do you mean by not trusting your government with your healthcare?” The purpose 

of probing questions was to ensure that answers were clarified, and any new or recurring themes 

were noted (O’Reilly & Parker, 2013). As the interviews continued overtime, there were no new 

themes and no new data, suggesting that data saturation was reached (O’Reilly & Parker, 2013) 

after interviewing 14 AIW and 14 AAW.   

It is important to note that data saturation was not based on sample size, but rather on the 

depth, “richness” and “thickness” of the data (Burmeister & Aiken, 2012; Guest et. al., 2006). 

“Rich” data is quality and “thick” data is quantity. “Rich” data in this study was described in a 

meaningful, elaborate, and comprehensive manner (Fusch & Ness, 2015).  The data were described 

based on AIW’s and AAW’s experiences with cervical cancer screening strategies and the barriers 

and facilitators that were noted based on the women’s stories.  “Thick” data in this study were all 

the pages of data obtained during the interviews, field notes, and audio-tapes of AIW’s and AAW’s 

responses to interview questions.  
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3.6 Researcher as the Instrument 

 In qualitative research, the researcher is the primary instrument because he/she collects 

data through interviews, observes participant behavior, and examines documents (Creswell, 2007; 

Merriam, 2009). The researcher does not usually use a tool developed by others but gathers data 

using in-depth interview questions he/she develops (Creswell, 2013). The concept of researcher as 

instrument urges scholars to use reflexivity as a fundamental tool for qualitative research (Jones, 

Torres & Arminio, 2006; Patton, 2015). Reflexivity emphasizes the importance of a person’s 

knowledge or perception of a situation or fact.  Being reflexive means assessing what one knows 

and how one came about that information (Patton, 2015).  

Jones, Torres and Arminio (2006) state that “a researcher’s response to study participants 

is undoubtedly the most abstract but important criterion of goodness or worthy research” (p. 112). 

Therefore, the researcher should have a better understanding of the topic being studied with 

experience in the methodologies and procedures required for the study (Stewart, 2010). Reflexivity 

was used in this study through journaling and documentation of any biases and preconceived ideas 

that I may have had regarding cervical cancer prevention strategies in AIW and AAW.    

The researcher’s knowledge and understanding of the topic and experience with qualitative 

methodology allowed her to approach this research with a “clean slate”, which made her more 

attentive and sensitive to the participants. Locket et al., (2009) found the researcher’s role to be an 

asset and positive rather than a hindrance. This is because being the “researcher and the 

instrument” allowed the researcher to establish rapport with participants during the interview and 

placed her in their “world”. To control for biases and potential problems, no participants were 

invited with whom the researcher had a prior acquaintance. 
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3.7 Key Conceptual Definitions 

1. AAW are defined as Black/African American (AA) women born in the United States.  

2. AIW are defined as black women born in sub-Saharan African countries (National Library 

of Congress, 2016) who have emigrated and are now residing in the United States. 

3. Barriers is defined as a person’s belief of the psychological costs of a recommended action 

(Glanz, Lewis & Rimer,1997).   

4. Belief is defined as knowledge comparative to norms (Shoman & Moses, 1989).  

5. Cervical cancer is defined as uncontrolled growth of cancer cells in the cervix (CDC, 

2016).  

6. Culture is defined as the knowledge and understanding an individual obtains from previous 

generations to explain one’s experience(s) and interpret behavior (Koltko-Rivera, 2004; 

Spradley, 2016).  

7. Facilitator(s) is defined as a strategy that influences a person to change a behavior (Glanz, 

Lewis & Rimer,1997).   

8. HPV is a group of more than 200 related viruses with 40 types spread that can spread 

through direct sexual contact.  HPV can cause cancers of the anus, cervix, penis, 

oropharynx, vagina, and vulva (National Institutes of Health (NIH), 2016).  

9. HPV vaccine(s) are vaccines developed to prevent cancers caused by certain types of HPV 

(about 28,000 of these cancers can be prevented) (CDC, 2016).  

10. Perspective is defined as a person’s view on various issues based on experience(s) and 

personality (Oxford English Dictionary, 2016).  

11. Religion is defined as a set of beliefs and perspectives shared by a group (Bessinger & 

Kuhne, 2002; Taylor, 2001).  
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3.8 Recruitment Strategy and Procedures 

3.8.1 Community Engagement 

After IRB approval was obtained from University of Maryland Institutional Review Board 

(IRB), recruitment procedures and processes began.  Community engagement is important in 

connecting with others in the community and collaborating with people to establish strong 

networks in a particular community (Ahmed & Palermo, 2010). The investigator engaged the 

community of AI and AA to recruit participants for the study. This started with relationship 

building within the community and took about 4-6 weeks. In addition, the investigator engaged 

with the AIW and AAW communities through a radio program (Hope4LifeRadio.com) where she 

conducted one weekly health program on Sundays.   

The radio (Hope4LifeRadio.com) program on Sunday focused on health education 

(chronic diseases such as diabetes, hypertension, and others) and was live streamed on various 

social media outlets each week.  More than 200 people listened from the AI and AA communities, 

which provided a great opportunity for recruitment.  The number of people listening from AI and 

AA communities was determined by the program manager at the radio station by constantly 

reviewing the numbers online.  By providing education and resources, the investigator engaged 

with the community, established contacts, relationships, and learned more about the community 

and their response to outsiders (Ahmed & Palermo, 2010; Wallerstein et al., 2000). Radio listeners 

(Hope4LifeRadio.com) were notified of the study and a study flyer was posted on the radio 

station’s website for potential participants to call if they were interested.  

The investigator attended social gatherings such as naming ceremonies/christenings, 

funerals, parties, church programs and annual picnics in the AIW and AAW communities as a way 

of establishing relationships with community members.  The goal was to connect with community 
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leaders, stakeholders and other community members.  These gatherings attracted many people and 

allowed the researcher to learn more about the communities, their needs, their concerns, and their 

willingness to speak with others they were not familiar with. Learning more about AIW and AAW 

allowed the researcher to understand and approach potential participants based on the information 

gleaned from these gatherings to lay a strong foundation for recruitment (Ahmed & Palermo, 

2010).   

3.9 Recruitment Strategies and Data Collection Sites  

Prior to data collection, the researcher approached pastors, elders and other leaders of AI 

and AA churches, and community centers to obtain letters of support (Appendix C). The letters of 

support were on the churches’ letterheads.  The letters of support stated there were AIW, and/or 

AAW in the church and that the organizations agreed for the researcher to recruit participants for 

the study. The letters also stated that the churches would provide private rooms for the researcher 

to conduct interviews and would support the investigator’s work. Data was collected in private 

rooms at AI and AA churches and a community center in the Washington, DC- Baltimore region.  

The rooms were reserved for about two hours, at least a week in advance. Using secured rooms 

provided the participants with privacy and confidentiality.  

Specifically, participants were recruited from two churches, one community center, four 

grocery stores, and one radio station (Hope4LifeRadio.com), where African immigrants and 

African Americans were members, received services, shopped for groceries and listened to the 

radio. Two experts (healthcare providers) reviewed the interview guide for appropriateness 

regarding language and the linkage of questions to the Health Belief Model. The interview guide 

was revised based on feedback from experts.  
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Flyers (Figure 1.3.) were used to advertise the study at all data collection sites. The flyer 

included eligibility questions and the researcher’s contact information. Recruiting participants 

with flyers and including information for potential participants to call the researcher if interested 

addressed the issue of privacy and coercion.  

3.9.1 Churches 

The pastors and church elders were initially approached to discuss study objectives, 

expectations, and obtain permission to recruit potential participants from their congregations. The 

reason for approaching this core group in the churches is because they were the leaders of the 

church, and the congregations trusteed their judgments. Several health promotion and disease 

prevention research programs have been conducted in AA churches and have had a positive impact 

on the health of its congregation (Blocker et al., 2006; Campbell et al., 2007; Giger, Appel, 

Davidhizar & Davis, 2008). In addition, pastors and church leaders serve as credible role models, 

encouraging healthy behaviors through sermons and organized health activities (Timmons, 2009), 

so these sites provided numerous opportunities for participant recruitment.  

3.9.2 Community Center 

Another unique place for recruitment was a community center.  The community center is 

a place of refuge and congregation for these population groups. The community center had after-

school programs in which Black students receive homework assistance from adults. The center 

also served as a meeting place for various community events. Therefore, recruiting potential 

participants was successful, as most congregating were Black. The investigator approached the 

director of the community center to inquire whether she could post recruitment flyers for the study.  

After permission was granted, the flyers were posted on the advertising board, and potential 

participants were asked to contact the researcher if interested.     
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3.9.3 Grocery Stores 

There are several African grocery stores in the Washington, DC-Baltimore region where 

products from different African countries are sold. AI purchase food items from their home 

countries that they cannot find in regular grocery stores such as Giant, Safeway and Shoprite. 

Permission was obtained from the storeowners to post recruitment flyers. In addition to recruitment 

through churches, grocery stores and flyers, the snowball technique was used.  This process 

involved finding new contacts from each participant recruited or interviewed (Patton, 2002). It is 

a referral system whereby one participant refers another, who in turn refers another, and so on 

(Vogt, 1999). This strategy is important when studying populations who are isolated, involved in 

unlawful activity, live in fear, hard to reach or vulnerable populations (Faugier & Sargeant, 1997). 

This may include undocumented AIW who fear being deported because of their immigration status 

in the United States.  Even though the investigator did not ask about participants’ documentation 

status, it is likely that the current immigration climate might have prevented potential AIW from 

joining the study.  AAW might have refused to participate in research based on mistrust stemming 

from knowledge of research studies like the Tuskegee Syphilis Study (Quinn, 1997; Swanson & 

Ward, 1995; Thomas & Quinn, 1991).  Snowball sampling technique was appropriate for this study 

because the strategy took advantage of the social networks of participants to provide the researcher 

with a vast network of potential participants (Thomson, 1997). In this case, AIW and AAW 

referred other potential participants for the study.   

3.10 Data Collection Sites 

Prior to data collection, the researcher approached pastors, elders and other leaders of AI 

and AA churches, and community centers to obtain letters of support (Appendix C). The letters of 

support were on the churches’ letterheads.  The letters of support stated that there were AIW, 
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and/or AAW in the churches and the organizations agreed for the researcher to recruit participants 

for the study. The letters of support also stated that the churches would provide private rooms for 

the researcher to conduct interviews and would support the investigator’s work.  

Data was collected in private rooms at AI and AA churches and a community center in the 

Washington, DC- Baltimore region.  Participants who were recruited through postings in grocery 

stores were interviewed in the churches and/or community center based on their locale of 

residence.  Most of the participants recruited through postings from the grocery stores were 

interviewed at church located in Southern MD.  The rooms in churches and community center 

were requested at least a week ahead for about two hours to ensure the interviews were completed 

in the timeframe with no interruption. Using secured rooms provided the participants with privacy 

and confidentiality.  

3.11 Data Collection Process and Procedures 

Data collection began after approval from University of Maryland Institutional Review 

Board (IRB) (IRB approval number HP-00075418).  Data were collected in person using an 

interview guide (Appendix G) that was developed by the investigator based on the study aims.  

The interview guide was informed by relevant literature, review of articles and guidelines on 

developing qualitative interview guides and by two experts on the dissertation committee (Smith 

& Osborn, 2003).   The investigator administered the interviews and collected all the data. The 

investigator used individual in-depth interviews and field notes to collect data. The field notes 

were used to chronicle observations during participant interviews (Mruck & Breuer, 2003; Ortlipp, 

2008). The use of field notes was a source of data triangulation, offering a second source of data, 

and therefore enhancing validity (Denzin, 1994; Lather, 1991; MacNaughton, 2001). 

Methodologically, this is an accepted practice from constructivist, feminist, interpretivist, and 
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poststructuralist perspectives, helping to achieve methodological rigor and paradigmatic 

consistency (Denzin, 1994; Lather, 1991; MacNaughton, 2001). 

3.12 Interview Guide 

The interview guide included 15 open-ended questions and related probe questions.  The 

interview questions were at the third-grade level to ensure easy understanding which, according to 

Bench Mark Education (2017), is basic.  The readability level of the questionnaires was used to 

ensure all participants were able to understand and answer the questions to the best of their 

abilities. The interview guide was flexible and probe questions were used to gain more insight into 

participants’ stories and clarified participants’ responses.  

Interview guide questions were constructed using the research questions and then mapped 

to align them with the theoretical framework (HBM).  The interview questions focused on barriers 

and facilitators as they relate to cervical cancer prevention strategies.  Sample interview questions 

include: “What comes to mind when you hear about cervical cancer;” “Tell me about your 

experiences with cervical cancer prevention;” and “Have you heard of things you can do to prevent 

cervical cancer?”  

The interview guide was important in structuring the interviews and ensuring consistent 

phrasing of the questions. According to Smith et al., (2008), the document should be a guide rather 

than a list of questions, so that the participant can present any important and detailed information 

during the discussion. The interview guide was therefore an unstructured, flexible process open to 

the use of probe questions during the interview process (Smith et al., 2008). The interview guide 

was reviewed by two qualitative experts for appropriateness of content and accuracy. The 

interview guide was modified based on content expert recommendation(s).  
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3.13 Data Collection Process.  

All potential participants who contacted the researcher demonstrating interest to join the 

study were screened for eligibility by phone or in person using the screening guide (Appendix D). 

An interview was scheduled for eligible participants based on the inclusion/exclusion criteria.  The 

interviews were scheduled face-to-face and a follow-up call was made to potential participants to 

confirm the scheduled interview day, date, time and location. The rationale for interviewing 

participants face-to-face was to obtain field notes, and document participant verbal/non-verbal 

communication. In addition, participants had an opportunity to build a trusting relationship with 

the interviewer, which enhanced their willingness to provide in-depth information. 

Potential participants were informed that the interviews would be audio-recorded and 

would take approximately 45-60 minutes.  Potential participants were informed that on the day of 

the interview, the researcher would review the informed consent, which is also known as 

Participant Information Sheet (Appendix E), which the participants and the participant would sign 

if they understood and agreed to participate in the study.  The participants were also informed that 

on the day of the interview, after reviewing and signing the informed consent also known as 

Participant Information Sheet, each participant would complete the demographic data sheet (based 

on modifying variables from the HBM [e.g. age, racial background marital status, education, and 

religion]) (Appendix F).   

During the interviews, with the permission of the participants, each interview was audio-

recorded and field notes were taken in the form of handwritten notes.  Following each interview, 

the investigator transcribed the audio-recorded interviews verbatim with no identifying 

information and reviewed all field and observation notes using reflexivity.   



 51 

3.14 Transcription 

 The investigator listened to each recoded interview and transcribed the recording verbatim.  

The transcription process took about three weeks and the advantage to transcribing her own data 

was the ability to remember participants’ stories, and non-verbal communication.  The non-verbal 

communication used by participants provided me with a better insight into the participants’ 

thoughts and feelings based on their responses to the questions.  The silence, pauses, gestures, and 

sighs were also valuable because these non-verbal communications allowed the opportunity to use 

probes as follow up questions to clarify responses.     

 The investigator read through each transcript to immerse herself in the data and also correct 

any typographical errors. The investigator highlighted the sections that needed correction or 

clarification and then went back to listen to the audio recording for the correct information.  The 

investigator made all the necessary corrections to the transcripts based on the audio recordings and 

saved all the transcripts on a computer using password protection.  All the participants were 

identified with a naming system the investigator selected during the interview process that 

protected their identity.  Each participant was named using a tree, flower or food item to protect 

their identity.   

3.15 Protection of Human Subjects 

The investigator adhered strictly to the recruitment and data collection methods discussed 

previously. Informed consent was reviewed with each participant, which in this case is named as 

the Participant Information Sheet, and informed consent was secured for each participant using the 

Information Sheet.  In the Participant Information Sheet, the general purpose of the study was 

stated to give the participants a general overview of the study.  Information obtained from the 

participants during the interviews was solely for the purposes of the study. Information provided 
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by the study participants was kept confidential and not divulged to others outside the study team, 

or used in other studies. All study documents were locked in a secure cabinet at the University of 

Maryland School of Nursing. All electronically transcribed information (interviews) was saved on 

a password-protected computer. Only the investigator and team members had access to research 

documents. The documents were stored until all data had been analyzed and components of the 

research process completed, based on guidelines set by University of Maryland Institutional 

Review Board.   

There were potential risks in taking part in this study because questions on barriers to 

cervical cancer prevention, perspectives, religion, and culture may invoke certain emotions such 

as anxiety, fear, and embarrassment. The potential benefits outweighed the risks because 

participants were able to discuss the barriers they faced when accessing cervical cancer prevention 

strategies, and how their culture, religion, and other individual factors influenced cervical cancer 

prevention strategies positively or negatively. Participants had the opportunity to offer suggestions 

for likelihood of action that may lead AIW and AAW to increase their use of cervical cancer 

prevention strategies and help reduce the incidence and mortality rates of cervical cancer among 

this population.  

Risks were minimized by providing information to participants about the study, what to 

expect, and their right to refuse to answer any questions that may invoke any detrimental emotions  

during the interview process. Participants were also provided with information on their right to 

withdraw from the study without consequence.  During the interview process it was anticipated 

that some participants may discuss their immigration status and accommodations were made to 

refer participants to Foreign Born Information and Resources Network (FIRN), an immigration 

resource center located in Columbia, MD.  
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3.16 Data Analysis Procedures 

Data was analyzed using the IPA analysis method by Smith, Flowers & Larkin (2009).  In 

addition, data triangulation (Njie-Carr, 2014; Streubert & Carpenter, 2011) was used to investigate 

the barriers and facilitators of cervical cancer prevention based on AIW and AAW’s perspectives 

and experiences. Transcripts were analyzed manually and by using Nvivo qualitative data 

software.  Data analysis was determined deductively, based on the HBM, and inductively, by 

identifying emergent themes after reading the transcripts several times and interpreting the raw 

data.  Data analysis included data organization, reading and re-reading transcripts, describing the 

data in codes, identifying themes, and visually representing the data.   

3.17 Immersion  

In following Smith, Flowers & Larkin’s (2009) process of IPA, data analysis made use of 

a four-step process.  The first step of the process began with formatting all 28 transcripts, using 

similar font, style, and size across the interviews to ensure uniformity when data were organized 

using NVivo.  The investigator immersed herself in the data by first reading and re-reading the 

transcripts multiple times to start the manual analysis, making notes in the margin and clarifying 

transcribed data by listening to the recorded interviews.  Listening to the audio-recording while 

reading the transcripts allowed the investigator to reflect and recollect participants’ non-verbal 

cues when they described experiences with cervical cancer prevention strategies and identify any 

that were transcribed inaccurately.  Notes were used to identify recurring phrases and statements 

suggesting factors that might have motivated or prevented participants from getting the Pap test or 

receiving the HPV vaccine.   
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3.18  Coding 

The second step involved using Nvivo to code the data.  Transcripts were imported into 

Nvivo and a word frequency run on all 28 transcripts.  Preliminary codes were identified from the 

most frequent words.  Significant words and phrases such as “It is important to prevent and treat 

disease”, “My healthcare provider encouraged me to get the Pap test or the HPV vaccine” and “I 

have children so I want to live to take care of them” were highlighted within the transcripts.  During 

this process, similarities (convergent) and differences (divergent) were identified between 

participant responses and were later used to generate themes among study participants.   

3.19 Emergent Themes and Subthemes  

The third step of data analysis using Smith, Flowers & Larkin’s (2009) process was 

categorizing data into themes to develop meaningful statements.  This process involved 

interpreting data and allowing for textual description of the experiences of AIW and AAW on 

cervical cancer prevention strategies.  In this process, theoretical connections were deduced within 

the transcript through in-depth analysis. This step involved the re-organization of data into 

manageable and relevant portions, which is a key component of the hermeneutic circle.  Gadamer 

used Heidegger’s metaphor of the hermeneutic circle: “to describe the experience of moving 

continuously between the parts and the whole” (Koch, 1996, p. 176). In doing so, the investigator 

became part of the circle moving constantly between the interpretations of parts of the text and 

interpretations of the whole text, representing an emerging understanding of the phenomenon 

(Peterson, 2005).  

In addition, the theoretical connection was made by the integration of the HBM in framing 

the coding structure into which the themes were categorized. In this process, phrases were 

identified within the transcripts and were analyzed for their relation to one another. Naming the 
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identified themes assisted in the further identification of supporting text and contextual 

significance as examples.  Emerging themes were developed by reviewing the transcripts and 

making theoretical (HBM) connections through identification of the concepts of the model such 

as barriers, beliefs, benefits, facilitators and likelihood of action within the transcripts through in-

depth analysis.  Data were analyzed using Nvivo software and the manual process described by 

Smith, Flowers & Larkin (2009).   

Interviews were conceptualized into broad and abstract categories by clustering them into 

major and minor segments.  As the essence of the phenomenon began to emerge, the data were 

observed from several perspectives resulting in the evolution of initial themes previously 

established in the data analysis.  The transcript data were reorganized and the themes followed a 

sequential order that was recognizable by the investigator (Smith, Flowers & Larkin, 2009).  The 

themes were charted based on how the investigator perceived them to fit together without forcing 

the relationship (Smith, Flowers & Larkin, 2009).   

The final step for this process was searching for connections across emerged themes. 

AIW’s and AAW’s data were compared for any similarities and differences.  All major themes 

had subthemes which were collapsed in a manner consistent with the IPA process.  The data was 

reviewed for connections across emergent themes, important similarities, and differences across 

AIW’s and AAW’s sub-themes analyzing for convergence and divergence (Smith, Flowers & 

Larkin, 2009).  In summary, data analysis involved the use of Smith, Flowers & Larkin’s (2009) 

process of IPA.  Interview data from AIW and AAW were analyzed with rigor using an iterative 

process to confirm reliability of themes and sub-themes with the raw data.   
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3.20 Trustworthiness and Rigor of Qualitative Data Collection and Analysis Processes 

Guba and Lincoln (1981, 1982, 1985) paralleled reliability and validity with the concept 

of “trustworthiness,” which consists of: credibility, transferability, dependability, and 

confirmability (Guba & Lincoln, 1981; Lincoln & Guba, 1985; Guba & Lincoln, 1982; 

Sandelowski, 1986).  

Triangulation is a strategy to strengthen credibility and confirmability and involves 

multiple data, methods, analyses, or theories. The purpose of triangulation was to strengthen an 

understanding of the study, by collecting a variety of data on the same problem with the goal of 

merging multiple perspectives in order to produce a stronger account rather than simply reaching 

consensus (Barusch, Gringeri & George, 2011; Lincoln & Guba, 1985).  “Triangulation added to 

the rigor, breadth and depth of results” (Streubert, & Carpenter, 2011, p. 353) because responses 

from AIW and AAW were compared to “identify data convergence and divergence” (Njie-Carr, 

2014, p.8). Triangulation is important because it ensured the validity and confirmability 

(O’Cathain, Murphy & Nicholl, 2007) of AIW and AAW perspectives and experiences with 

cervical cancer prevention strategies. This study used triangulation of data sources from AIW and 

AAW participants and triangulation of methods including interviews, participant observation, field 

notes, and journaling to build a coherent justification for the themes, which enhanced credibility 

and confirmability.   

The investigator’s field notes and personal journal are deemed a credible concept of 

“trustworthiness” because they are analytical and contain immediate and subsequent perceptions 

and thoughts about the participants (Rose & Webb, 1998; Tuckett, 2004). The investigator’s field 

notes were the medium for comparison of data and therefore contributed to credibility. The journal 

contributed to credibility based on data triangulation (Rice & Ezzy, 2000). The field notes provide 
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documentation of self-reflections (Koch, 1994) and observations, coding processes, writing and 

can be accessible.  Finally, the field notes were a reflection on the research process, the 

investigator’s role and potential influence on data collection (Tuckett, 2005), thus providing an 

audit trail.  

The investigator as the instrument gave credibility (Angen, 2000) to the study because of 

her skills and competence from previous experiences and training. According to Sandelowski, 

(2002), interviewing defines qualitative research; therefore, investigator training is required. 

Specifically, the investigator has previous experience conducting qualitative interviews with 

focus-group interviews on HPV vaccination and cervical cancer screening in the Baltimore City 

community and has interviewed AI and AA in Baltimore City, Frederick, MD, and Charles 

County, MD on bio banking. The investigator has also taken two courses in qualitative 

methodology and data analysis.  

Transferability is another strategy to establish trustworthiness and rigor in qualitative 

research and important in establishing generalizability of research findings from sample and 

setting to another (Ferguson, 2004; Patton, 1999).  In this study, transferability was established 

based on the characteristics of the sample.  The sample in this study were AIW and AAW between 

18-65 years, mostly educated, married and insured.  This sub-group of women are similar to other 

AIW and AAW in the Washington, DC metropolitan area and other locales within the United 

States.  Their perceptions on cervical cancer prevention strategies are similar to previous studies 

(Adegboyega & Hatcher, 2017; Brown, Wilson, Boothe & Harris, 2011; Harcourt et al., 2014; 

Ndukwe, Williams & Sheppard, 2013; Ogbonna, 2017) and this confirms that findings from this 

study can be generalizable.  
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Dependability is providing an auditable and detailed description of the methods and 

procedures used in the analysis, which will allow another investigator to follow the decisions 

made.  The investigator established dependability by documenting the data methodology and using 

triangulation of data sources and data collection methods.  This information is documented in detail 

to enable any future researchers to replicate the study. Readers can assess the research process and 

evaluate the extent to which the research process was adhered to without any deviation. The 

investigator established dependability through the research design and implementation by 

describing the research design in detail and provided a step by step guide on the study’s 

implementation from recruitment, data collection to analysis. A reflective appraisal of the study 

was done by evaluating the effectiveness of the process (Shenton, 2004) in the discussion section. 

Confirmability is a process criterion which involves providing an audit and reflexivity as 

means to demonstrate rigor. Participant interviews were recorded and transcribed verbatim.  There 

were field notes and a personal journal for reflection. In this study, the investigator adhered to 

confirmability through transparency and accountability by keeping a thorough record throughout 

the entire research process. A detailed description of the methodology will enable the reader to 

determine whether the data and themes that emerged are acceptable. The audit trail will also enable 

the reader to have a better understanding of how recommendations were gathered and processed 

throughout the study (Barusch, Gringeri & George, 2011; Finlay, 2006; Lincoln & Guba, 1985; 

Shenton, 2004). Future investigators can review the audit trail for confirmability and convergence, 

but Sandelowski (1998a) argues that only the investigator conducting the study can confirm 

findings.  
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3.21 Summary 

The qualitative research method and IPA approach was used to explore the perspectives 

and experiences of AIW and AAW regarding cervical cancer prevention. Data were collected face-

to-face by using an investigator developed interview guide.  The interviews were transcribed 

verbatim.  Field notes were used to document participant non-verbal cues and journaling for 

investigator reflexivity.  The data were analyzed manually and using a computerized Nvivo 

analytic software following the IPA process and steps outlined by Smith, Flowers and Larkin 

(2009).   

Participants’ rights, privacy and confidentiality were protected by adhering to the ethical 

principles outlined by the University of Maryland IRB.  Participants were informed of their right 

to withdraw from the study at any time without any negative consequences.  Each participant 

interview was conducted in a closed room to ensure privacy. All participant transcripts were kept 

on a password protected computer and only the research team and the investigator had access.   
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Chapter 4: Results 

The purpose of this qualitative IPA was to explore perceived barriers and facilitators and 

lived experiences of AIW and AAW related to cervical cancer prevention.  The study was 

conducted to gain a better understanding of AIW’s and AAW’s reasons for utilizing or not utilizing 

cervical cancer prevention strategies.  The two research questions were: 

1.) What are the perceived barriers, facilitators, and lived experiences of AIW and AAW 

related to cervical cancer prevention? 

2.) How do individual factors such as age, beliefs, culture, education, health insurance, and 

religion influence perspectives about cervical cancer prevention among AIW and AAW? 

Participants were interviewed using the interview guide and upon completion of the 

interviews, the investigator documented her thoughts and feelings, and acknowledged any 

assumptions, values, and beliefs that may have influenced her reactions to certain questions on the 

HPV vaccine. For example, during the interviews, the issue of the HPV vaccine’s association with 

promiscuity was discussed, and the investigator wrote down her thoughts and feelings based on 

the responses involving abstinence and the misconception that the HPV vaccine was made for girls 

who intended to be promiscuous.   

The investigator had to acknowledge her beliefs that the HPV vaccine was not made for 

girls who wanted to be promiscuous and interpreted the participants’ responses as beliefs and not 

the norm for all people.   The investigator’s field notes described what she had observed and 

reflected during the interview process (Patton, 2005). These observations and field notes included 

questions or issues to pursue, and any new information discovered (Patton, 2005).  

Themes and subthemes identified from the AIW and AAW participant interviews were 

reported.  Themes and subthemes were compared within and across subgroups (triangulation) for 
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similarities (convergence) and differences (divergence).  In triangulation, several methods are used 

to develop an in-depth understanding of phenomena (Patton, 1999). The purpose of triangulation 

is to ensure data quality or validity in qualitative research.  Denzin (2005) and Patton (1999) 

identified four types of triangulation: (1) method triangulation, (2) data source triangulation, (3) 

investigator triangulation, and (4) theory triangulation. Data source triangulation was used in this 

study to evaluate data for similarities and differences (as it relates to cervical cancer prevention 

strategies using AIW and AAW as data sources. Triangulation of methods uses interviews, 

observation and field notes (Creswell, 2013).  In this study, data were collected using interviews 

(in-depth individual interviews), observations (close observation of participants during the 

interview process) and field notes (documentation of non-verbal expressions) (Carter et al., 2014).  

The use of triangulation in this study provided validity to the findings (Creswell, 2013) and a better 

understanding of the major barriers and facilitators of cervical cancer prevention strategies that 

AIW and AAW encountered and how it affected their cervical cancer preventive health behaviors.   

4.1 Demographic Data 

The entire study sample included 28 women – 14 AIW and 14 AAW. Overall, their ages 

ranged from 20-60 years old with a mean age of 41.1 (SD =11.9).  All of the women were employed 

and 92.9% (n = 26) had a college education.  With regard to religion, 42.9% (n=12) identified as 

Seventh Day Adventists, 32.1% (n= 9) identified as other religion, 7.1% (n= 2) identified as 

Pentecostal, 7.1% (n= 2) identified as Muslim, 7.1% (n = 2) identified as Baptist and 3.6% (n = 1) 

identified as non-Denominational.  Over eighty-five percent (n= 24) had an income greater than 

$20,000.  Ninety-six percent (n= 27) of the participants had health insurance, and of those with 

health insurance 89.3% (n=25) reported that the insurance paid for Pap smear and the HPV 

vaccine.  Approximately 71.4% (n=20) of the women had not been vaccinated against HPV; and 
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71.4% (n=20) of the women had their last Pap smear within 1-4 years. Table 1 provides 

information on the demographic characteristics of AIW and AAW.   

When the participants were examined in subgroups, AIW were older with a mean age of 

43.1 years (SD=11.5), and the AAW had a mean age of 39.1 (SD=12.3).  Of the AIW, 

approximately 50% (n = 7) were married and 35.7% (n = 5) of the AAW were married.  Although 

78.6% (n=11) of AIW had health insurance that covered the HPV vaccine and Pap test, none were 

vaccinated against the HPV, assuming they were over the age of vaccination (26 years) based on 

FDA guidelines. However, with the approval of Gardasil 9 for adults 27-45 years (FDA, 2018), 

AIW not vaccinated against HPV can now get the vaccine.  Fifty-seven percent of AIW (n=8) had 

a Pap test within the last four years and 28.6% (n=4) had a Pap test in more than five years.  Among 

the AAW, 100% (n=14) had health insurance and the insurance covered Pap tests and HPV 

vaccine.  Approximately 57.1% (n=8) of the AAW were vaccinated against HPV.  An estimated 

86% (n=12) of AAW had a Pap test within the last four years and 14.3% (n=2) had never had a 

Pap test.  The demographic characteristics comparing AIW and AAW are shown in Table 1.   

 

Table 1     

Demographic Characteristics of AIW and AAW  

N = 28  

    AIW and AAW   AIW    AAW  

         n (%)    n (%)   n (%) 

Age in years M (SD) 41.1 (11.9)       

<42         14 (50)   7 (50)   7 (50)   

>43         14 (50)   7 (50)   7 (50) 

 

Marital Status 

Single       12 (42.9)             4 (28.6)   8 (57.1) 

Married       12 (42.9)             7 (50.0)   5 (35.7) 

Divorced        3 (10.7)   2 (14.3)  1 (7.1) 

Widowed        1 (3.6)   1 (7.1)             0  

 

Employment Status 
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Table 1 Continued 

 

Employed      28 (100)   14 (100)  14 (100) 

Unemployed         0       0      0  

       

 

 

Level of Education 

College        25 (92.9)              12 (85.7)  13 (92.9) 

High School        3 (10.7)   2 (14.3)     1 (7.1) 

 

Religion 

Seventh Day Adventist      12 (42.9)               8 (57.1)  4 (28.6) 

Other           9 (32.1)   3 (21.4)  6 (42.9) 

Baptist           2 (7.1)        0   2 (14.3) 

Muslim          2 (7.1)   1 (7.1)   1 (7.1) 

Pentecostal          2 (7.1)   2 (14.3)        0 

Non-Denominational         1 (3.6)        0    1 (7.1)   

 

Income 

>$20,000         23 (85.7)              10 (71.4)  13 (92.9) 

<$20,000           5 (17.9)     4 (28.6)     1 (7.1) 

 

 

Health Insurance 

Yes         27 (96.4)               13 (92.9)             14 (100) 

No                                            1 (3.6)                           1 (7.1)                     0 

 

Health Insurance Pays for Pap/HPV 

Yes        25 (89.3)                11 (78.6)             14 (100) 

No               0          0             0 

No response            2 (7.1)        2 (14.3)            0 

Don’t know         1 (3.6)        1 (7.1)                       0 

 

 

Vaccinated Against HPV 

No                       20 (71.4)   14 (100)     6 (42.9) 

Yes              8 (28.6)          0      8 (57.1) 

 

Last Pap Smear 

1-4 years                      20 (71.4)    8 (57.1)     12 (85.7) 

>5 years           4 (14.3)                          4 (28.6)   0  

Never            4 (14.3)    2 (14.3)        2 (14.3) 
Note: Health insurance pays for Pap/HPV means does health insurance pay for Pap test and HPV vaccine? Vaccinated against 

HPV means have you been vaccinated with the HPV vaccine? Income is annual income.   
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4.2 Themes 

4.2.1 African Immigrant Women: Themes and Subthemes 

 Five themes were deductively derived from the five constructs of the Health Belief Model 

(HBM) that informed the development of the semi-structured guide (Hochbaum, Rosenstock & 

Kegels, 1952) and the coding structure.  The HBM was helpful in understanding AIW’s and 

AAW’s experiences with cervical cancer prevention and the barriers and facilitators attributed to 

the use of prevention strategies for cervical cancer.   

Using the HBM constructs, benefits, barriers, beliefs, facilitators, and likelihood of action 

(Hochbaum, Rosenstock & Kegels, 1952; Rosenstock, 1974), as major themes, the sub-themes 

were inductively identified from the interviews for AIW and AAW.  Specific for the AIW, seven 

sub-themes were identified:  Benefits – (feeling safe and healthy; preventing and treating disease); 

Barriers – (limited knowledge of the risks of HPV infection and cervical cancer); Beliefs – (myths 

and misconceptions resulting in fear); Facilitators – (informal and formal support systems can 

facilitate preventive care; recommendations from the HCP to get the HPV Vaccine and/or Pap 

Test); and Likelihood of action – (increase public awareness of the importance of screening and 

HPV vaccine).  Detailed explanations of the sub-themes and the related exemplar quotes for the 

AIW are provided in the following sections.     

4.3 Themes and Sub-themes for African Immigrant Women  

4.3.1 Benefits 

1.) Feeling Safe and Healthy  

The AIW indicated that there were certain benefits to participating in cervical cancer 

prevention and they were motivated to perform the Pap test.  Their health, well-being and safety 
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were extremely important to them. According to the AIW, having no problems with their 

reproductive health as it relates to cervical cancer was reassuring.   

I was waiting anxiously to receive my results to know what was going on to know if I have 

anything, do I have the disease, do I have the chance of having any disease in the future, 

any cancers in the future? [The results] was negative, negative, this was good, your cervix 

is fine. So, at the end of the day I was happy, so I’m ok, health wise I know I was fine with 

my cervix, with my vagina area with my private parts. Everything was fine so I was happy 

to know that I was fine (45-year old AIW).   

AIW also noted that being free from disease and having peace of mind was important to feeling 

safe and staying healthy for themselves and their families.    

2.) Preventing and Treating Disease 

Another benefit noted by AIW was that if any abnormality was detected with the Pap test, 

one could be treated before the cells developed into cancer.  AIW reported that the HPV vaccine 

would prevent HPV infection. In addition, they reported that it was important for young women to 

practice safe sex, which could also prevent HPV infection.  Preventing disease and death was a 

motivation and thus a benefit to obtain the Pap smear because to the AIW, the fear of death and 

detecting disease sooner meant being cured, being healthy, and being alive to take care of their 

children.   

Because my kids are still young and I don’t want to die now……. I don’t have anybody to 

take care of them……. I don’t want to die young and that’s why I seek prevention…… you 

always want to lead a healthy life (51-year old AIW). 

Being alive and staying healthy was tied to family (especially children) because AIW have 

the belief that children are important, and mothers should be healthy and alive to take care of their 
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children.  The mothers were aware that they would die one day but if their death could be delayed 

with cervical cancer screening, they would live to take care of their children.  The focus on the 

benefits of the Pap test encouraged AIW to receive the Pap test annually.  Health was mentioned 

as being important and without good health one cannot be there for family and live a healthy 

productive life.   

4.3.2 Barriers  

 All 14 AIW had limited knowledge of the risks of HPV infection and cervical cancer.  AIW 

mentioned that in their community there was a lack of education on the causes of HPV infection, 

signs and symptoms of cervical cancer, and how the disease can be detected and treated.  Although 

all 14 AIW had received the Pap test in the last 4 years, they stated the need for more information 

on the HPV vaccine and Pap test.   

1.) Limited Knowledge of the Risks of HPV Infection and Cervical Cancer  

I don’t think I have much knowledge on that, [cervical] what do you call it? I don’t think I 

have much information (40-year old AIW). 

It’s hard when you don’t have the knowledge about it [HPV vaccine and cervical cancer].  

Because with knowledge is power.  Because nobody wants to be dead and not know the 

cause of [death].  So, it’s good [to] be educated (34-year old AIW).   

AIW in the study mentioned that having knowledge of, and being educated on, the HPV 

vaccine and Pap test is crucial to utilizing cervical prevention strategies.  To them, knowledge 

increases one’s awareness of diseases and how to prevent these diseases in the future.  By learning 

about the benefits of the HPV vaccine and Pap tests through education, AIW believed they would 

be more equipped to make informed decisions on their preventive health behaviors.   
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4.3.3   Beliefs  

1.) Myths and Misconceptions Resulting in Fear 

 AIW reported beliefs in myths and misconceptions that resulted in fear hindering the 

utilization of cervical cancer prevention strategies.  The participants revealed that the HPV vaccine 

or any vaccine when introduced into the body may cause health problems.  The body may not be 

able to fight against the virus and the vaccine could lead to disease/sickness that cannot be cured, 

causing death.  One participant even refused to receive vaccines based on this belief and noted:  

Now, if your system is not able to fight that vaccine or …virus introduced into your system 

then you [are] going to have health problems.  …. those who were not able to stand the 

virus or whatever, they died so most of us were scared to take the vaccine so we did not.  

So that is why I will not take a vaccine (40-year old AIW).   

The statements made by AIW regarding the HPV vaccine was a myth and misconception 

that was not substantiated and may be information passed from others.  This myth and 

misconception may be a barrier to being vaccinated against HPV.   

Another misconception and myth that AIW noted during the interviews was sexual 

promiscuity coupled with a taboo around discussing sex.  Participants in this study (may not be 

reflective of all African countries) indicated that their religion and cultural traditions discouraged 

sex before marriage.  According to AIW, HPV infection is a sexually transmitted disease and the 

vaccine is connected to the disease; if one is not engaging in sexual activity, then there is no need 

to be vaccinated against HPV.  Abstinence was noted by some AIW as the solution to preventing 

HPV infection and cervical cancer.  There was a myth and misconception that when young people 

stay away from having premarital sex, the likelihood of being infected with HPV was non-existent.  

To the AIW, abstinence gave them assurance of their safety from cervical cancer, which is caused 
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by certain strains of HPV.  These misconceptions and myths are obstacles that may stand in the 

way of parents accessing the HPV vaccine for their children.   

Well, I know they start offering it to kids, well teenagers who intend on being promiscuous, 

and I have a problem with it, I must say, because having girls who are going to be soon 

teenagers I was like you know my child is not going to be sexually active so there is no 

point in her getting [the HPV vaccine] (34-year old AIW).   

There is no need for the HPV vaccine because it encourages people [to be] sexually active. 

So, in our culture, in our religion, we do not encourage people to engage in sexual activity 

before marriage, so [there] is no need for encouraging our young people to engage in such 

acts [sexual acts] (36-year old AIW).   

If a girl meets someone that they are interested in putting their lives together, they can just, 

date without having sex, socializing, get to know each other without having sex, until they 

are married. Just stay away from sex (56-year old AIW).  

There was also a misconception among AIW that prayer can solve all problems and by praying, 

God will prevent bad things such as cervical cancer and HPV infection from happening.    

Or if I pray about certain things I’m not [going] to get it.  If [I] pray about something, God 

will prevent it from happening (51-year old AIW). 

AIW mentioned that their experiences with the HPV vaccine has always centered on 

abstinence, promiscuity, religion, culture and fear of the side effects of the HPV vaccine.  These 

reasons were not based on any proven evidence but were myths and misconceptions that were 

based on certain beliefs they had acquired over the years.  AIW mentioned that in their experience, 

the HPV vaccine was not relevant for their children because they were not engaging in sexual 
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activity.  Although, the HPV vaccine would prevent their children from being infected with certain 

types of HPV strains, abstinence was preferred over vaccination.   

4.3.4 Facilitators  

1.) Informal and Formal Support Systems Facilitate Preventive Care 

Based on their experiences, AIW in this study who had received a Pap test or HPV vaccine 

were motivated to do so by formal and informal support systems such as community, and religious 

organizations and their healthcare provider.  Religious organizations and communities were 

mentioned as particularly important in persuading participants to get the Pap test.  AIW mentioned 

that in their African immigrant community, religion is intertwined in daily activities.  According 

to the AIW, the body is represented as a temple of the Holy Spirit and should be honored as such.  

AIW indicated that the church should be involved in health education by providing resources such 

as health fairs, internet radio programs and other health programs at church to encourage members 

of the congregation to utilize cervical cancer prevention strategies.  According to study 

participants, the church was instrumental in motivating them to get the Pap test.   

I will say mostly it was……nurses from my church and the health department in my church.  

Religion, I would say they are the major reason or major factor that’s how I got to know 

about [the Pap test] and how I got to do [the Pap test].  This is how I took advantage to do 

the Pap.  Yes, so I would say, my church was the most contributing factor because I didn’t 

know anything about any cancer so they taught me, I learned and they helped me to do the 

[Pap] test (40-year old AIW).   

2.) Recommendations from the HCP to get the HPV Vaccine and/or Pap Test 

AIW in the study indicated that their healthcare providers were instrumental in encouraging 

them to get Pap test.  Information on Pap tests and HPV vaccines were provided during their annual 
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health visits.   During these health visits, other tests were being done and the Pap tests was 

recommended.  AIW noted during the interviews that physicians and nurses provided education 

on the importance of the Pap test and were able to persuade them to receive the test.  Participants 

had heard about the Pap test and were even told that the test was painful, but when the healthcare 

providers made the recommendation and explained the procedure, their fears were alleviated.   

In the first place, you hear that the Pap smear is very painful so you don’t want to go.  We 

were educated growing up and convinced by doctors and nurses that came around my 

community.  I was able to take a bold decision and try [the Pap test] one time.  Although it 

was scary, but I realized it was not painful as friends were saying (34-year old AIW).   

Another woman noted: 

Yeah that was my healthcare provider, like I had a baby and after that they told me I have 

to come for them to check it [Pap test].  Yeah, so, since that time, I have been checking it 

[Pap test].  Like every year, even if I don’t go there [doctor’s office], they will call me [and 

remind me that] it’s time for my … my Pap (40-year old AIW). 

Health care providers were mentioned by AIW as credible and respected and were mentioned as 

motivators in their decision to utilize cervical cancer prevention strategies.   

4.3.5 Likelihood of Action  

1.) Increase Public Awareness for the Importance of Cervical Cancer Screening and HPV Vaccine  

Changing behavior is usually difficult and in order for one to change their behavior, the 

benefits should outweigh the risks (Rosenstock, Strecher, & Becker, 1988).  AIW expressed the 

importance of increasing the public’s awareness on the importance of cervical cancer screening 

and HPV vaccines.  Many people receive healthcare services for various diseases and may not 

understand the reasons for utilizing the recommended services.  AIW indicated that for any 
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individual to utilize or follow a health recommendation, there should be education on the 

importance of the recommended service.  Without knowledge, individuals cannot make informed 

decisions regarding their health, but if they are educated on why a particular health care service 

such as the HPV vaccine or Pap test is important, they would be encouraged to utilize the services.   

So generally, people will do things when they know the [rationale].  Once AIW know the 

reasons [and importance of the HPV vaccine and Pap test] there will be no need to persuade 

them any further (36-year old AIW).   

AIW noted that inadequate information regarding the need for cervical cancer prevention 

strategies and their importance may be the cause of underutilization of the HPV vaccine and Pap 

test in their community.  AIW discussed the concerns about cervical cancer and HPV infection.  

There were concerns about the causation, signs and symptoms and how to recognize the signs and 

symptoms of HPV infection and cervical cancer.  AIW noted that in order for them to continuously 

utilize cervical cancer prevention strategies, their community should be educated on the HPV 

vaccine and Pap test using strategies such as distributing pamphlets, holding community health 

seminars and health fairs.  AIW mentioned that equipped with the knowledge of the signs, 

symptoms, detection and treatment options for HPV infection and cervical cancer, their 

community would be more willing to make informed decisions on their preventive health 

behaviors.   

4.4 Themes and Subthemes for African American Women 

Five major themes and eight subthemes were identified for the AAW.    The subthemes 

were for this subgroup were: Benefits - (feeling safe and healthy; preventing and treating disease); 

Barriers - (Limited knowledge of the risks of HPV infection and cervical cancer); Beliefs – (myths 

and misconceptions leading to fear; relying on God to heal by prayer); Facilitators – (informal and 
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formal support systems facilitate preventive care; recommendations from the HCP to get the HPV 

vaccine and/or Pap test); and Likelihood of action – (increase public awareness for the importance 

of cervical cancer screening and HPV vaccine).   

4.4.1 Benefits  

1.) Feeling Safe and Healthy 

The need to feel safe and healthy was mentioned throughout the AAW interviews.  It was 

therefore imperative to obtain cervical cancer screening and HPV vaccine (if appropriate) and, in 

case any abnormalities were noted, they could receive treatment before the disease progressed.  

Preventing cervical cancer and HPV infection with Pap testing and HPV vaccination was indicated 

as critical to AAW.  This was not the only important aspect of utilizing cervical cancer prevention 

strategies, but they also reported that other health issues could be identified during Pap testing and 

treated to reduce disease transmission.  AAW mentioned that if they are vaccinated against HPV, 

it offered protection and, in case their partner is infected, the woman will be protected from being 

infected with HPV.  AAW stated in their narratives that having the peace of mind and knowing 

that their bodies were healthy and prevented from acquiring cervical cancer was a health priority.   

I think it prevents cervical cancer so I think that would be the biggest benefit. Oh, I think 

also, if somebody’s who’s infected with HPV like sleeps with you, and you’ve been 

vaccinated the chances of you getting the disease or the virus are much lower than 

somebody who’s not been vaccinated (28-year old AAW). 

Besides testing for cervical cancers, you can identify any other issues that you may have.  

It’s also early detection for HPV and cervical cancer (27-year old AAW).   

All the AAW in this study were aware of the importance of Pap testing and HPV 

vaccination and ensured that those strategies were utilized whenever possible.  The participants 
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reported that they were not only protecting themselves but their current and future partners from 

infecting them with HPV.  The AAW also reported valuing their lives and wanted to live and not 

die from HPV infection or cervical cancer; therefore, it was critical to obtain screening and 

vaccination.   

2.) Preventing and Treating Disease  

AAW mentioned that preventing and treating HPV and cervical cancer were important in 

their community because testing provided information on whether one had or did not have 

abnormal cells.  Early detection of abnormal cells with the Pap test provided the baseline for 

effective and optimal treatment of disease, thereby preventing unnecessary disability and death.   

I think it’s the biggest thing again I think prevention is key.  Prevention saves not only 

lives, but it saves money, and a lot of strain on the healthcare system and I think if we can 

prevent [cervical cancer and HPV infection] in any way possible I think that’s really key 

in healthcare and in the life of many people (44-year old AAW) 

[The Pap test] is also a pre-early detection for both HPV and cervical cancer (22-year old 

AAW) 

The benefit is to prevent yourself from developing any cancer cells.  So, they could at least 

catch it early and kill the cells or burn the cells off.  Catch cervical cancer from 

[progressing] to a different level.  Catch [cervical cancer] at level 1 before it goes to level 

2 (52-year old AAW). 

AAW noted that preventing and treating disease was important for their community 

because disease prevention saved lives and reduced the cost of healthcare.  AAW also mentioned 

that detecting diseases such as cervical cancer and HPV infection early was beneficial because the 

disease would be treated and not progress.    
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4.4.2 Barriers  

1.) Limited Knowledge of the Risks of HPV Infection and Cervical Cancer  

AAW mentioned that the HPV vaccine was provided for a younger population, especially 

teenagers, but that the risks and benefits of HPV infection and cervical cancer were not explained 

in detail to them or their parents.  A 60-year old AAW indicated that without proper education, 

teens and young adults will have regrets in the future and will question their parents why they did 

not receive the HPV vaccine and screening for cervical cancer.  She stressed that adults, 

adolescents and teens should be made aware of the risks of contracting HPV and cervical cancer 

to alleviate the fears of being tested and vaccinated.   

Why wasn’t I informed? How come my parents didn’t tell me so forth and so forth? And 

so, what am learning is that not enough information is going out to the public.  And it’s 

unfortunate that the HPV thing is not a constant reminder to the public that this is serious 

[and] people are losing their lives (60-year old AAW).    

AAW noted that HPV infection is deadly and people should be educated on their susceptibility of 

being infected with the virus, noting any signs and symptoms, testing and treatment when infected.   

4.4.3 Beliefs  

1.) Myths and Misconceptions Resulting in Fear 

AAW noted certain myths and misconceptions that were causing fear in their community 

regarding utilizing the Pap test.  One AAW noted that the equipment used in their community was 

not clean because they were Black and lived in a low-income neighborhood.   

I have gone to a better facility they used disposable Pap smear.   They would use the steel 

one and then disinfect and clean, I don’t, believe that they clean them like they should.  

They didn’t care we was Black, poor Black folk.   So, you find a lot of people not trusting 
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that they cleaned the instrument and say no I am not getting no Pap smear done.   I don’t 

know if that [equipment] have been cleaned.  So, you find out a lot of people that live in 

the poor area does not trust the doctors or the nurses, whoever is doing the Pap smear to 

cleaning it right.  But, like I said, you go to certain areas that are more of a middle class 

they use the disposable ones and they just use it and trash them, but no, not in the Black 

area, even they [will] use the same one (61-year old AAW).   

According to AAW, the equipment and instruments used in other neighborhoods were 

thoroughly sterilized or discarded, but those used in low income Black neighborhoods were 

unsterilized.  This caused individuals in the Black community not to trust their HCP and some of 

them were unwilling to utilize the Pap test in their neighborhood. This was a myth and 

misconception that caused fear among AAW, preventing the optimal utilization of the Pap test.   

AAW in the study reported a strong belief in God and that He was the center of their lives. 

Therefore, trusting and praying to God was indicated as important in health.  They used words like 

“pray, and trust in God” to signify His role in their everyday decisions regarding health.  God 

guided them in their decision-making on health and they would not consult any other being except 

God.  He was in control of their health and had the ultimate answer to questions and decisions for 

their health.   

I just try to pray about it and trust God more. I said am ok, I trust in God.  I just try to pray 

about it and trust God more (34-yar old AAW).  

If you were faced with troubles you knew you could pray.  Without having prayer as 

foundation, I don’t think my faith would even be where I am today.  Especially when 

somebody was sick. You came together and you prayed for hours and hours (60-year old 

AAW).   
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Put your health above anything not God. (35-year old AAW).  

As mentioned throughout the interviews, AAW recognized God as a healer and restorer 

and noted that their health was important, but God was more important and should never be placed 

above one’s health.  Praying was incorporated in the lives of some AAW and during difficult times 

such as disease and sickness.  Some AAW participants reported that they turned to God as their 

source of strength.  Many believed that leaving everything in the hands of God was important 

because He would always find the proper solution to all their problems including sickness.   

4.4.4 Facilitators  

1.) Informal and Formal Support Systems Facilitate Preventive Care  

Support systems were mentioned as an important factor in utilizing cervical cancer 

prevention strategies.  The church, community, schools, and women currently experiencing 

cervical cancer were mentioned as important formal and informal support systems that provide 

educational resources to AAW to encourage the use of cervical cancer prevention strategies.  The 

church has been a powerful educator in the AA community for generations and was confirmed by 

the participants.  The AAW in the study stressed that the church can be helpful in encouraging not 

only AAW, but others to take care of their health, which is similar to reports from the AIW.   

I know like a lot of churches they do have a lot of outreach, they tend to educate they do 

things like health forums and you see a lot is like high blood pressure, things that 

predominantly affect the black community more, but when it comes to things that are like 

sexually transmitted they tend to shy away a lot from it.  It’s against the faith you not 

supposed to be having sex before you married, but the reality of it is you are and so, let’s 

not try to shy away from the truth and you know help them where we can (38-year old 

AAW).   
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So, you can, every ministry could take a responsibility to educate from their knowledge or 

their perspective and then back it up from God’s word.  What did He do with the blind 

man? You know, what did He do with the paralytic? You know there is too many things in 

the Bible, nothing’s new under the sun.  We just not going to get them.  We are focused on 

what works for us.  If you not serving God’s people then you going to be held accountable.  

So that’s my thing from the Christian community (45-year old AAW).   

Starting in the schools where girls are probably in high schools or in middle schools when 

people are sexually active or starting to be sexually active.  So, having those conversations 

earlier when girls are younger, because the earlier they know it the earlier they do become 

aware or conversation with their parents or if they don’t feel comfortable having these 

conversations with their parent, at least find someone they are comfortable with out there 

that they can talk to. But I think it’s important to have the information to women (40-year 

old AAW).   

These support systems were already involved in the community and would not be seen as intruders, 

but as people who are already credible and respected by most people in the AAW neighborhoods.   

AAW noted that schools and the community are important formal support systems that 

could encourage the utilization of cervical cancer prevention strategies. AAW mentioned that the 

schools can incorporate HPV and cervical cancer in the health and sex education classes.  This 

would provide an opportunity for adolescents understand the importance of being vaccinated 

against HPV to prevent cervical cancer.  Adolescents would be encouraged to utilize cervical 

cancer prevention strategies based on the information provided through health education courses.   

Starting in the schools where girls are probably in high schools or in middle schools when 

people are sexually active or starting to be sexually active. So, having those conversations 
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[focusing on HPV infection] earlier when girls are younger.  Middle school or 8th grade I 

will say 12-14, maybe 11, things have changed so much these days.   

In the community centers, college campuses. Obviously they have to find some creative 

ways to encourage the utilization of cervical cancer prevention strategies.   Skits, plays, 

anything that can facilitate one to get the [Pap test and HPV vaccine].  I do notice that 

women in general, obviously take advise from other women.  May be women who’ve had 

cervical cancer, had the vaccine, you know, have had the HPV, but they don’t have cervical 

cancer,.  Like those types of people who have experienced it and are willing to share that 

information.   I think they are more likely to listen.  You know someone relatable, [someone 

who is Black], because people are more likely to listen to someone who looks like them, 

around their age and seems familiar to them (34-year old AAW).   

AAW stressed the importance of utilizing schools and the community centers to encourage 

the use of cervical cancer prevention strategies.  Women who had been diagnosed with cervical 

cancer were also important witnesses who would provide first-hand experience on the disease and 

motivate other women to get the Pap test and HPV vaccine.   

2.) Recommendations from the HCP to get the HPV Vaccine and/or Pap Test 

A critical facilitator for AAW to utilize cervical cancer prevention strategies was a 

healthcare provider recommendation.   Healthcare providers were seen as knowledgeable because 

they had received education for so many years and would not lie to their patients.   

My doctor, my doctor recommendation. she also allowed me to know [that]since you are 

sexually active you definitely need to have a Pap smear done. My doctor allows me to 

know when it’s time for me to have a Pap smear (62-year old AAW).  

Healthcare providers are credible sources of health information for AAW and one participant 
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mentioned she had been with the same physician for years. She trusted her physician and followed 

through with all her recommendations on reproductive health. This physician encouraged her when 

she became sexually active to get her annual Pap test.  This shows a trusting relationship between 

the participant and her physician.    

4.4.5 Likelihood of Action  

1.) Increase Public Awareness for the Importance of Cervical Cancer Screening and HPV Vaccine  

AAW mentioned that they would be encouraged to receive a Pap test and/or HPV vaccine 

if they were told the rationale behind utilizing cervical cancer prevention strategies.  AAW noted 

that informing the public of the major benefits of receiving the HPV vaccine and getting the Pap 

test would be a motivator for their community members to continue utilizing cervical cancer 

prevention strategies.  Arming their community members with detailed information on the HPV 

vaccine and Pap test: use, side effects, benefits, strains of HPV that can be detected with the Pap 

test, and the strains of HPV that the vaccine protects against. AAW indicated that the knowledge 

and rationale would be the key to utilizing cervical cancer prevention strategies in their 

community.   

Because when you are educated on the benefits of getting the [HPV] vaccine and you know 

you are less at risk for [being infected with HPV].  You know you definitely have to know 

what causes the disease [HPV and cervical cancer].  I need to know the risk factors and 

how l can decrease my risk factors and, and you know especially if [I am] educated 

specifically on what causes the virus like how it’s developed or when you are vaccinated 

what is the percent of being infected with HPV or diagnosed with cervical cancer in the 

future? With this information, I will definitely take it very seriously (32-year old AAW).   
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AAW noted that they would continue to utilize cervical cancer prevention strategies if they 

receive information on the importance of the HPV vaccine and Pap test on a regular basis through 

health fairs, health talks, YouTube videos and Facebook advertisements.  AIW and AAW’s themes 

and subthemes are depicted in Table 2.   

Table 2 

Major Themes and Subthemes for AIW and AAW  

Deductive Code  AIW Inductive Sub-themes  AAW Inductive Sub-themes 

 

Benefits   Feeling safe and healthy  Feeling safe and healthy 

 

Preventing and treating disease Preventing and treating 

disease 

 

Barriers   Limited knowledge of the  Limited knowledge of the 

    risks of HPV infection and  risks of HPV infection and 

    cervical cancer    cervical cancer 

 

Beliefs    Myths and misconceptions   Myths and misconceptions 

    leading to fear    leading to fear 

     

Relying on God to heal by  Relying on God to heal by  

    prayer      prayer 

 

Facilitators   Informal and forma support  Informal and formal support 

    systems to facilitate preventive systems to facilitate  

    care     preventive care 

     

Importance of HCP   Importance of HCP  

    Recommending the HPV  recommending the HPV  

    vaccine/and Pap test to  vaccine/and Pap test to  

    patients    patients 

 

Likelihood of Action   Increase public awareness   Increase public awareness 

    for the importance of    for the importance of  

    cervical cancer screening  cervical cancer screening 

    and HPV vaccine   and HPV vaccine 

______________________________________________________________________________ 

4.5 Triangulation of AIW and AAW Data Sources 

Themes and subthemes identified from the African immigrant women and African 

American women participant interviews are reported in these results.  Themes and subthemes were 
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compared within and across subgroups (triangulation) for similarities (convergence) and 

differences (divergence) as it relates to cervical cancer prevention strategies.  Triangulation was 

used to test for validity or quality and enhance the trustworthiness of the research findings (Carter, 

Bryant-Lukosius, DiCenso Blythe & Neville, 2014; Lambert & Loisell, 2008).  Triangulation 

methods used in this study were interviews, observation, and field notes.  In this study, data were 

collected using interviews (in-depth individual interviews), observations (close observation of 

participants during the interview process), and field notes (documentation of non-verbal 

expressions).  The use of triangulation in this study provided a better understanding of the major 

barriers and facilitators of cervical cancer prevention strategies that the AIW and AAW 

encountered and how it affected their cervical cancer preventive health behaviors.  

4.5.1 Convergence 

Data convergence was noted with all the subthemes that were similar for AIW and AAW.  

The similarities noted above were mentioned by AIW and AAW as important contributors to the 

barriers and facilitators of cervical cancer prevention strategies.  The stories told by AIW and 

AAW were similar because the emphases focused on family, preventing disease and treating 

disease, feeling safe, having a recommendation from their HCP for the HPV vaccine and Pap test, 

rationale for receiving the Pap test and HPV vaccine, and informing the public of the risks of HPV 

infection and cervical cancer.  The narratives of the participants focused on their experiences using 

cervical cancer prevention strategies.  AIW and AAW mentioned that early detection of abnormal 

cells and other health problems was important because the information gave them an assurance 

that they would receive treatment for the disease.  Receiving treatment meant staying healthy and 

having the peace of mind that their bodies were free of disease.   

The support of the church community was noted by both AIW and AAW as a motivator in 
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utilizing cervical cancer prevention strategies.  The church and the various ministries were 

instrumental and played a major role in providing healthcare services such as Pap tests to members 

of the congregation.  The participants mentioned the importance of having the church provide more 

resources such as health fairs, radio and church programs to emphasize the benefits of the Pap test 

and HPV vaccine.  AIW and AAW indicated that the church should understand that although the 

vaccine is associated with a sexually transmitted disease, preventing HPV infection is more 

important.  

4.5.2 Divergence 

Divergence, or differences in results, included myths and misconceptions that influenced 

their use of cervical cancer prevention strategies.  There were very few differences in sub-themes 

identified between the AIW and AAW.  AIW noted myths and misconceptions that caused fear in 

community members was based on the stories that individuals died from vaccines in the past.  

Abstinence was noted as a major factor in preventing HPV infection and cervical cancer even 

though there was no evidence that abstinence was being practiced by women in their community.  

AIW cited another myth that the HPV vaccine encourages promiscuity. Therefore, they were 

uncomfortable with having themselves or their children vaccinated.  The myths and 

misconceptions mentioned were not backed by any empirical evidence.   

Among AAW participants, myths and misconceptions mentioned were their notion of 

unclean equipment and instruments used in low income Black neighborhoods.  According to AAW 

participants, their community members did not trust nurses and doctors in their neighborhoods 

because they believed that the equipment and other instruments used for the Pap test were not 

sterilized and some of the equipment was not discarded as recommended.  AAW participants noted 
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that due to unsterilized equipment and instruments used for Pap tests, there was some hesitation in 

utilizing cervical cancer screening in their neighborhoods.   

Differences between AIW and AAW were noted as important because, although both 

groups are similar phenotypically, their experiences with preventive healthcare is different.  AIW 

were concerned with abstinence and promiscuity as it relates to the HPV vaccine and AAW were 

concerned with unsterilized equipment and instruments as it relates to the Pap test.  There may be 

more to these myths and misconceptions that need to be investigated further in future research.   

4.6 Summary 

 AIW and AAW were vocal about strategies for increasing utilization of cervical cancer 

prevention strategies in their communities.  They identified benefits, barriers, beliefs, facilitators 

and likelihood of action based on their experiences with cervical cancer prevention strategies.  

Feeling safe and healthy was mentioned as a benefit for cervical cancer screening because AIW 

and AAW believe that their families are important and they should be healthy to take care of their 

families.  Preventing and treating disease were emphasized as important to AIW and AAW in the 

study because, to them, the Pap test was able to detect disease earlier.  There was also treatment 

available that would help attack any abnormal cells to prevent future pain and disability.   

Informal and formal support systems such as churches, and schools were mentioned by 

AIW and AAW as important in providing education on HPV vaccines and its benefits, and the Pap 

test.  According to AIW and AAW, churches usually provide information on various health issues 

and including information on HPV infection, HPV vaccines and Pap tests with these seminars 

would be appropriate.  HCP were seen as credible sources in recommending the HPV vaccine and 

Pap test to AIW and AAW.  The participants especially identified doctors and nurses as trusted 

HCP who have recommended the HPV vaccines and Pap test to them in the past.  These HCP 
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encouraged AIW and AAW in the study to utilize cervical cancer prevention strategies.   

Finally, AIW and AAW indicated that the public should be made aware of the benefits of, 

and rationale for, the HPV vaccines and Pap test.  It was noted by the participants in the study that 

education was important in addressing any fear and misconception regarding HPV infection, HPV 

vaccines, and the Pap test.  Educational platforms that AIW and AAW mentioned as appropriate 

were YouTube videos, health fairs, health seminars, Facebook advertisements and other programs 

in the community that discuss cervical cancer prevention strategies.    
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Chapter 5: Summary and Discussion 

African immigrant women (AIW) and African American women (AAW) are impacted 

disproportionately by cervical cancer as they have higher incidence, prevalence, and mortality 

rates compared to their white counterparts (CDC, 2015; Harcout et al., 2013; Howlader et al., 2013; 

Ghebre et al., 2014; Murray, Mohamed & Ndunduyenge, 2013).  These significant health 

disparities in cervical cancer outcomes among AIW and AAW could be ameliorated with increased 

use of available preventive healthcare services, including routine Pap smears and vaccination 

against HPV, yet there has been limited research specifically focused on understanding the barriers 

and facilitators to using preventive health services for these two groups. This study used IPA to 

establish a deeper understanding of the lived experiences of these two populations, and to study 

the individual, cultural, and health system factors influencing cervical cancer preventive health 

seeking behavior in 14 AIW and 14 AAW aged 20-60.   

The study revealed seven major themes based on the construct of the Health Belief Model 

(HBM): benefits, barriers, beliefs, facilitators, and likelihood of action (Hochbaum, Rosenstock, 

& Kegels, 1952; Rosenstock, 1974).   The subthemes specifically for AIW and AAW were: 

Benefits – (feeling safe and healthy; preventing and treating disease); Barriers – (limited 

knowledge of the risks of HPV infection and cervical cancer);  Beliefs – (myths and 

misconceptions resulting in fear); Facilitators – (informal and formal support systems facilitating 

preventive care; importance of HCP recommending the HPV vaccine and Pap test to patients); and 

Likelihood of action  (increase public awareness of the importance of screening and the HPV 

vaccine).  Based on the HBM, these sub-themes were categorized into barriers and facilitators.   

The barriers and facilitators identified by AIW and AAW relating to their lived experiences 

and perceptions of cervical cancer prevention strategies were similar.  There was one distinct 
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difference based on cultural beliefs of AIW and historical beliefs of AAW.  AIW were more 

concerned with the HPV vaccine causing disease or even death and said since HPV is associated 

with sex that it might encourage their children to become promiscuous.   AAW believed the 

healthcare services they were offered was subpar, and the instruments used during cervical cancer 

screening were as clean as those offered to women in wealthier neighborhoods.  According to 

AAW, this myth is due to years of mistrust of the healthcare system resulting from Black people 

in the United States being treated as “second-class citizens.” Although their insurance allowed 

them to utilize healthcare services in any neighborhood of their choice, they often did not feel 

welcome or comfortable.    

5.1 Barriers to Cervical Cancer Prevention for AIW  

Findings from the current study indicate that limited knowledge of the risks of HPV 

infection and cervical cancer, myths and misconceptions, and religious and cultural beliefs are 

major barriers to utilizing cervical cancer prevention strategies among AIW participants. Similar 

findings have been reported in qualitative and quantitative studies conducted among AIW in their 

home country and AIW in their new country (Anaman-Torgbor, King & Correa-Velez, 2017; 

Marlow et al., 2015; Ogunsiji et al., 2013).  A survey among 254 AIW residing in Brisbane, 

Australia, indicated that there was a lack of knowledge about cervical cancer and the Pap test 

(Anaman-Torgbor et al., 2016).  Studies conducted in Washington, DC, Minnesota, and Lexington, 

KY, also noted similar barriers to care including lack of knowledge, fear, religious and cultural 

beliefs among AIW (Adegboyega & Hatcher, 2017; Brown, Wilson, Boothe & Harris, 2011; 

Harcourt et al., 2014; Ndukwe, Williams & Sheppard, 2013; Ogbonna, 2017).    

Interestingly, abstinence was noted as the key to preventing HPV infection and cervical 

cancer.  AIW in this study stressed that one would not be infected with HPV if one abstained from 
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intercourse. Participants in other studies also report the myth, that abstinence is important in 

preventing HPV infection (Cohen & Head, 2013; Coles, Patel, Allen, Keeping & Carol, 2015; 

Mupandawana & Cross, 2016; Salad, Verdonk, de Boer & Abma, 2015). In addition, the HPV 

vaccine was thought to encourage sexual promiscuity, rather than protect against infection. 

However, there is no evidence that being vaccinated against HPV will lead to sexual promiscuity 

(Smith, Kaufman, Strumpf & Levesque, 2015).  Results from this study and previous studies are 

concerning, as these beliefs may lead to lower utilization of cervical cancer prevention strategies 

among AIW.  Tailored interventions that consider these myths will be essential to improving 

utilization of preventive healthcare services.   

Lack of knowledge about cervical cancer and HPV infection is the most common similarity 

noted in cervical cancer prevention research, despite residing in a country with successful, 

organized cervical cancer prevention educational strategies in place.  These programs are not fully 

reaching AIW, and this may negatively affect the use of cervical cancer prevention strategies 

among this population.  Based on findings from this study, there is a need for targeted, culturally 

appropriate, intervention programs focusing on increasing knowledge and awareness of cervical 

cancer prevention strategies and the importance of utilizing these strategies to prevent cervical 

cancer and HPV infection in the AIW community.    

5.2       Facilitators of Cervical Cancer Prevention for AIW  

While there are barriers to cervical cancer prevention, AIW also reported several 

facilitators including: feeling safe and healthy; preventing and treating disease; informal and 

formal support systems (churches, community and family) facilitating preventive care; importance 

of HCP recommending the HPV vaccine and Pap test to patients; and increasing public awareness 

of the importance of screening and HPV vaccines.  These findings are congruent with other studies 
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that have indicated that the church, family, and community are important in encouraging the use 

of cervical cancer prevention strategies.  Recommendations from health providers, with emphasis 

on the importance of reminders regarding annual cervical cancer screening, have also been shown 

in studies to be a motivator for utilization of services (Adegyboyega & Hatcher, 2017; Anaman-

Torgbor, King & Correa-Valez, 2017; Marlow, McGregor, Nazroo, & Wardle, 2014; Marlow, 

Waller & Wardle, 2015; Ogbonna, 2017).  Participants reported the need for increased public 

knowledge and recommended the use of platforms such as social media, schools, churches, 

television, cell phone alerts, and assigning a month for cervical cancer awareness as beneficial to 

advancing knowledge related to cervical cancer.  The use of social media to disseminate 

information on HPV, HPV vaccines, and cervical cancer screening has also been recommended in 

other studies on AIW (Casciotti et al., 2014; Ndukwe, Williams & Sheppard, 2013; Ogbonna, 

2017).   

5.3 Barriers to Cervical Cancer Prevention for AAW  

Barriers to cervical cancer screening among AAW included being unaware of HPV 

infection and cervical cancer, myths and misconceptions leading to fear, and relying on God to 

heal by prayer.  Findings from this study are consistent with other evidence-based literature on 

barriers to cervical cancer prevention among AAW.  A qualitative study conducted by Brown, 

Wilson, Boothe and Harris in (2011) noted AAW as having more knowledge of HPV compared to 

other ethnic minorities.  However, that knowledge was still limited compared to their white 

counterparts.  Results from another mixed method study confirmed findings from this current study 

on lack of knowledge on HPV infection, HPV vaccines, and cervical cancer prevention among 

AAW (Gleman, Nikoljski, Schwarz & Borrero, 2011; Perkins, Pierre-Joseph, Marquez, Iloka & 

Clark, 2010; Pierre-Joseph et al., 2014).   
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Myths and misconceptions leading to fear among AAW in this study included fears related 

to cleanliness of equipment and the condition of the environment where Pap tests were done.  

According to AAW participants, being Black and poor resulted in them being cared for in 

environments where clean equipment was not the priority.  AAW in this study trusted their HCP, 

yet still doubted the quality of the equipment used for Pap tests in their neighborhood.  There are 

no studies supporting providers’ use of unclean equipment for Pap tests performed on AAW.  This 

myth and misconception related to cleanliness may lead to lower utilization of cervical cancer 

prevention strategies among AAW.   

AAW in this study indicated that God was their source of strength, and their health 

depended upon God.  Prayer was an important component of health and health care decision 

making.  Studies on cervical cancer and religion indicate that religion and the church influence 

one’s decision to utilize cervical cancer prevention strategies. However, they do not report relying 

on prayer alone. The church has been reported as a source of encouragement and not a barrier to 

utilizing cervical cancer prevention strategies (Brown, Wilson, Boothe & Harris, 2011; Matthews, 

Berrios & Calhoun, 2006).  This finding needs to be studied further to obtain a better understanding 

of AAW’s total reliance on prayer to resolve health problems.   

5.4 Facilitators of Cervical Cancer Prevention for AAW  

AAW mentioned the following facilitators as important in encouraging the use of cervical 

cancer prevention strategies: feeling safe and healthy; preventing and treating disease; informal 

and formal support systems; importance of HCP recommending the HPV vaccine and Pap test to 

patients; and increasing public awareness of the importance of cervical cancer screening and HPV 

vaccine.  AAW in this study associated feeling safe and healthy with a better quality of life.   

Cervical cancer prevention strategies influence quality of life, and AAW in this study were willing 



 90 

to receive a Pap test, believing that detecting diseases earlier resulted in better prognoses.  

According to AAW, the HPV vaccine prevented HPV infection and cervical cancer.  Studies by 

Labeit et al. (2013), Perng et al., (2013) and Reafei et al. (2017) found that women who have a 

positive attitude toward the Pap test and understand that cervical cancer is preventable and 

controllable are more likely to participate in cervical cancer screening and to believe that they can 

live healthy and have a better quality of life.    

Because of their experiences with cervical cancer prevention strategies, AAW believed that 

formal and informal support systems (other women experiencing cervical cancer, friends, family 

pastors, elders, and other leaders in churches and schools) are important facilitators.  These support 

systems were cited as credible in increasing awareness and emphasizing the importance of 

prevention, screening, detection, and treatment of cervical cancer.  These findings are confirmed 

in previous studies in which friends, families, and the church have shown to be influential in 

disseminating healthcare information and encouraging others to seek cervical cancer prevention 

strategies (Calvert & Isaac-Savage, 2013; Campbell, 2007).  Previous research shows that pastors, 

elders, and church leaders are respected in their congregation and community.  With this 

credibility, they could provide education and information on cervical cancer prevention strategies 

and would be well received by their congregants and community (Calvert & Isaac-Savage, 2013; 

Campbell, 2007).   

AAW stated that health care providers (HCP) recommending the HPV vaccine and 

cervical cancer screening would facilitate the use of cervical cancer prevention strategies.  HCP 

are knowledgeable in the field of medicine and a recommendation from them would be better 

than any advertisement.  The rationale for an HCP recommendation for the AAW was the 

knowledge and expertise of HCP and the information they impart to their community on HPV, 
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HPV infection, HPV vaccines, and the importance of the Pap test.  The evidence is clear that 

HCP recommendation for HPV vaccines and cervical cancer screening is important and provides 

a better understanding of cervical cancer and rationale for utilizing prevention strategies (Blake 

et al., 2015; Do, 2015; Lofters et al., 2015; Nguyen-Truong et al., 2012; Thompson et al., 2014).  

The final facilitator was increasing public awareness of the importance of cervical cancer 

screening and the HPV vaccine.  In nursing, there is always a rationale for every care plan because 

the rationale is the justification for the intervention being implemented for the patient.  AAW 

indicated that the public should be made aware of the importance of cervical cancer screening and 

HPV vaccines by providing a justification.  It was important for AAW to know and understand the 

causes and risk factors for HPV infection and cervical cancer and how to decrease these risk 

factors.  To the AAW in the study, educating the public, especially women in their community, 

would be beneficial and provide a stimulus to encourage the use of cervical cancer prevention 

strategies. These findings are confirmed in the literature (Bond et al., 2016; Forney-Gorman & 

Kozhimannil, 2015; Maar et al., 2013; Ndukwe, Williams & Sheppard, 2013; Okafor, Hu & Cook, 

2015).   

5.5 Comparing Barriers and Facilitators for AIW and AAW  

 AIW and AAW participants had many similarities, but HCP recommendation was 

continuously mentioned by both groups as important in facilitating the use of cervical cancer 

prevention strategies.  Most of the AIW and AAW participants had been with their HCP for more 

than three years and relied on their recommendations; they were also more compliant with any 

suggestions regarding their reproductive health.  This is consistent with previous qualitative and 

quantitative studies on barriers and facilitators of cervical cancer prevention among AIW and 
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AAW (Adegboyega & Hatcher, 2017; Brown, Wilson, Boothe & Harris, 2011; Ndukwe, Williams 

& Sheppard, 2013; Nguyen-Truong et al., 2012; Thompson et al., 2014).     

 The difference noted between AIW and AAW in the study was cultural and historical.  

AIW in this study were more concerned about HPV vaccines leading to sexual promiscuity and 

death.  They noted that the HPV vaccine was not necessary if one was not engaging in sexual 

activity prior to marriage.  These findings are consistent with earlier research on barriers and 

facilitators of cervical cancer prevention (Adegboyega & Hatcher, 2017; Brown, Wilson, Boothe 

& Harris, 2011; Ebu, Mupepi, Siakwa & Sampselle, 2015; Ndukwe, Williams & Sheppard, 

2013).  AIW may need more education on the HPV vaccine, its side effects, and its role in 

preventing cervical cancer.   

AAW were more concerned about the equipment and environment they were exposed to 

while receiving the Pap test.  The equipment, according to AAW, was not thoroughly sterilized, 

and the environment was not clean.  To the AAW, the uncleanliness of the equipment and 

environment limited the utilization of cervical cancer prevention strategies in their community.  

The research on barriers to cervical cancer prevention in AAW does not support the results of this 

perception of AAW in this study.  Further research is needed to determine if this perception is 

common among AAW.  

Individual factors, such as age, beliefs, culture, education, health insurance, and religion 

were explored to determine their influence on the perspectives of AIW and AAW about cervical 

cancer prevention.  The overall ages of the study participants ranged from 20-60 years, with a 

mean age of 41.1 years.  AIW were older, with a mean age of 43.1 years, and AAW had a mean 

age of 39.1 years.  Study outcomes varied by age of participants.  AIW who were 45 years or older 

were more conservative and had strong cultural and religious beliefs on abstinence and how it 
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relates to HPV infection.  Previous studies have reported religious and cultural beliefs without 

combining age and abstinence as factors influencing the utilization of cervical cancer prevention 

strategies (Darden et al., 2013; William et al., 2014; Adunlin, Cyrus, Asare & Sabik, 2018).  

Further research is needed on age as a factor that may influence religious and cultural beliefs in 

AIW and AAW.  In this study, AIW participants younger than 40 years emphasized that HPV 

vaccines and Pap tests were the key to preventing HPV infection and cervical cancer and did not 

stress on religion and culture as influencing their preventive health behavior.  This population 

suggested using social media to promote cervical cancer prevention strategies.  This finding is 

consistent with previous studies not based on age, but on utilizing social media to inform the public 

of the importance of cervical cancer prevention strategies (Dilley, Peral, Straughn & Scarinci, 

2018; Ebu, Mupepi, Siakwa & Sampselle, 2015; Lyson et al., 2018).   

AAW who were over 45 years stressed the importance of religion, particularly in guiding 

health decisions.  This finding is consistent with previous research because AAW are deeply rooted 

in religion, and the church is regarded as an important entity in the community (Odulana, 2014; 

Watkins, Reitzel, Wetter & McNeill, 2015).  Younger AAW were more willing to be vaccinated 

against HPV and prevent cervical cancer.  They were concerned about staying healthy and safe 

and did not base their health decisions on God alone. Yet and still, God was cited as an important 

factor in their health.  Previous studies on HPV awareness indicated younger religious AAW were 

more willing to have themselves and their children vaccinated against HPV (Maness, Reitzel, 

Watkins & McNeill, 2016).  In this case, the church can provide cervical cancer prevention 

campaigns to their community members since there is a trusting relationship.    

Culture had an influence on the perspective of cervical cancer prevention strategies among 

AIW who participated in the study.  A cultural belief existed that one’s body may not be able to 
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fight against the HPV vaccine, and may lead to death.  This finding is consistent with studies 

regarding public’s lack of knowledge about the immediate and long-term side effects of the HPV 

vaccine (Dilley, Peral, Straughn & Scarinci, 2018; Boyd, Phillips, Schoenberger & Simpson, 

2018).  AIW may need more education on the HPV vaccine and its side effects.  Education and 

insurance did not have an impact on the utilization of cervical cancer prevention strategies among 

AIW and AAW participants in this study.  Previous studies, however, have shown that education 

and health insurance are strong predictors of utilizing cervical cancer prevention strategies 

(Adegboyega & Hatcher, 2017; Forney-Gorman & Kozhimannil, 2015) and future studies need 

delve deeper into education and health insurance as it relates to cervical cancer prevention.   

5.6 Limitations and Strengths of the Study  

This study used purposive sampling and snowballing to have participants refer potential 

participants.  This may have caused a bias as participants may have only referred their friends or 

family members.  Future studies will need to use more stringent sampling with less chance for 

bias.  An estimated 50% of the participants in this study were recruited from churches and that 

may have caused a bias with participants leaning more on their religion and spirituality to make 

decisions regarding cervical cancer preventing strategies.  Future studies would need to focus on 

recruiting participants from a variety of places to decrease any bias of having a majority of church 

goers.   

The population of interest was Black women and included AAW and AIW individually 

rather than as a monolithic group, given their high incidence and mortality rates from cervical 

cancer.  AIW study participants in this study were not a homogenous group of people with the 

same language and culture.  AIW participants were from various regions in Africa; therefore, 

caution is needed in generalizing the findings to all AIW in the United States.  There may be other 



 95 

Black women (including immigrants from other regions, e.g. Caribbean and Europe) who have 

varying perspectives on barriers and facilitators of cervical cancer prevention who were not 

recruited for the study. There were only 28 participants in this study.  Therefore, findings are not 

representative of all AIW or of all AAW in the Washington, DC Metropolitan area.  Further, as 

the focus of this study is cervical cancer prevention, no men were included in the study. Males 

may have provided meaningful perspectives and experiences with cervical cancer prevention based 

on their experiences with a spouse, partner, friend, or family member. In addition, HPV vaccines 

have been approved for males, and their perceptions and experiences with vaccination would have 

been valuable.  

The age group for this study were women 18-65 years.  In the future, considering 

adolescents <18 years and women >65 years would further ensure that all females who can get the 

HPV vaccine and Pap test are included. In the future, spirituality would be included as a factor that 

may influence the utilization of cervical cancer prevention strategies. This would help to gain a 

better understanding of how religion and spirituality may be intertwined or impose differently 

upon preventive health care behavior.  Social class was not a focus in this study, but future studies 

can consider how that may influence the use of cervical cancer prevention strategies.  Finally, 

education and income may have an influence on utilization of cervical cancer prevention strategies 

but were not influential in this study.  Future studies should consider categorizing education as 

high school, bachelor’s, master’s and terminal degrees to ensure that these various categorizations 

are considered as factors that may influence the use of cervical cancer prevention strategies.  

Income in this study was categorized as >$20,000 and <$20,000.  Categorizing income into two 

did not capture those who had an income of more than $100,000 and those between $20,000-



 96 

$100,000.  This may have caused education to have no influence on utilizing cervical cancer 

prevention strategies.   

Focusing specifically on AIW and AAW is also a strength of this study.  Previous studies 

have used a monolithic definition of the Black race and usually compared AAW to Caucasian or 

other non-Black women.  This is the first study to compare AIW and AAW regarding barriers and 

facilitators of cervical cancer prevention.  Further the study used IPA to illuminate the perspectives 

and voices of AIW and AAW. 

5.7 Recommendations 

Knowledge gained from this study related to the barriers and facilitators of cervical cancer 

prevention strategies in AIW and AAW may enable healthcare practitioners, such as nurses, public 

health practitioners, physicians, researchers, policy makers and other stakeholders, to develop 

barrier reduction programs to cervical cancer prevention, and future interventions and studies. The 

results of this study highlight the need for specialized attempts to find effective measures and 

strategies to support the utilization of preventive healthcare services in AAW and AIW.  There are 

significant gaps between the perspectives provided by the participants and the established 

scientific evidence.  This study has implications for nursing practice, research, education, and 

healthcare policy. 

5.8 Implications for Nursing Education 

Cervical cancer is a preventable disease and can be reduced substantially in the AIW and 

AAW populations by providing programs and interventions that are specifically tailored for both 

groups based on their cultures, beliefs, and preferences.  This study indicated that AIW and AAW 

in the Washington, DC, Metropolitan area have gaps in knowledge and awareness of HPV 

infection, risk, treatment, and prevention as well as cervical cancer prevention.  Factors such as 
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culture, religion, age, and beliefs may influence AIW and AAW utilization of cervical cancer 

prevention strategies, and information from this study can be leveraged to improve current and 

future educational initiatives. 

Nursing schools should incorporate cervical cancer prevention in their curriculum by 

focusing on HPV vaccines as primary prevention, as opposed to HPV being a sexually transmitted 

infection.  Nursing and nurse practitioner students should receive education on the various HPV 

vaccines, efficacy, vaccination age, dosing schedule, and side effects.  Providing nursing and nurse 

practitioner students with this education will enable them to focus on prevention through 

vaccination in their clinical rotations and future practices.  Information on sensitivity and 

specificity of the Pap and HPV DNA tests should be included in cervical cancer lectures to provide 

a better understanding of the purpose of how precancerous cells can be detected using Pap and 

HPV infection using HPV DNA test.  This will allow future nurses and nurse practitioners to gain 

a better understanding and knowledge of the various tests that detect precancerous cells and HPV 

infection.  This information will encourage nurses and nurse practitioners to recommend testing 

while knowing the science behind the tests.  

5.9 Myth Reduction Strategies 

This study illuminated several myths that need to be mitigated to improve cervical cancer 

prevention education and research.  HCP, especially nurses, can collaborate with culturally 

appropriate translators and community health workers (CHW) to partner with AIW and AAW 

communities to have a discussion on myths and misconceptions regarding the HPV vaccine.  These 

discussions will provide a platform for AIW and AAW to discuss their concerns, while translators 

and CHW provide educational materials and evidence-based information on the efficacy of HPV 

vaccines in preventing certain types of HPV and cervical cancer.  On October 5th, 2018, the Food 
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and Drug Administration (FDA) approved Gardasil for women 27-45 years (FDA, 2018).  CHW 

and translators can provide this information to AIW and AAW, explaining the extensive research 

conducted to establish the safety and efficacy of the HPV vaccine and its important role to long-

term protection for all women from 9-45 years (FDA, 2018).     

5.10 Collaboration with Faith-Based Communities 

Findings from this study highlight the important role of collaborating with churches or 

faith-based institutions in advocating for health promotion and prevention.  Nurses and other health 

providers are in a unique position to partner with community leaders, pastors, elders, schools, 

women, and other influential leaders to prevent cervical cancer.  Collaboration can lead to 

sponsoring educational campaigns through social media, churches, radio stations, schools, and 

community gatherings, providing specifics on HPV infection, risks, HPV vaccines, and cervical 

cancer screening and prevention.  Empirical evidence shows that when students have teachers who 

look like them or have the same background, they tend to do better in school. Identifying AIW and 

AAW to educate these populations may enhance and improve educational outcomes related to 

cervical cancer education (Egalite & Kisida, 2017).  Community members may feel more 

comfortable having their “own” educate them on the importance of utilizing cervical cancer 

prevention strategies.  The community may also be more willing to ask questions, especially if 

there is no language barrier because AIW nurses speak the language of the audience and can 

articulate answers and provide clarity on questions regarding HPV and cervical cancer prevention 

strategies.   

Nurses and healthcare providers through collaboration with AIW and AAW faith-based 

communities can focus on cervical cancer as a preventable disease through vaccination.  

Abstinence was noted in this study as a prevention tool.  Health education relating to cervical 
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cancer in faith-based communities has been successful with AAW (Haynes, Escoffery, Wilkerson, 

Bell & Flowers, 2014; Holt, 2015).   Findings from this study can be used to educate AIW and 

AAW faith-based communities modeling after previous successful programs.  Nurses and 

healthcare providers can educate AIW and AAW faith-based communities that the HPV vaccine 

protects their children against any future infections and prevents cervical cancer since the vaccines 

are 100% efficacious and offer the same protection as the vaccines for hepatitis (Blanas et al., 

2015), measles, rubella and mumps.  Most parents have probably vaccinated their children against 

these diseases and including HPV vaccines may encourage parents to vaccinate their children, 

knowing they are protecting them from future diseases and harm.   

5.11 Establishment of Evidence-Based Protocols in Clinics and Hospitals 

 Nurses provide care to patients each day in hospitals, clinics, schools, organizations, health 

departments, government institutions, and other workplaces.  Providing education is one of the 

core requirements of nursing, and, most of the time, patients are captive audiences at these 

institutions.  Nurses can utilize brochures and other educational materials to educate patients and 

their caregivers on cervical cancer prevention strategies.  During this time, the nurse is already 

taking care of the patient’s needs and can educate while doing so.  Translating research into 

practice during patient care is important and crucial because the nurse can educate, and the patient 

and caregiver can ask questions and receive answers during that time.  This is an opportunity for 

nurses to obtain up-to-date education and research on cervical cancer prevention strategies.  Nurses 

can then empower patients to take charge of their health through preventive health behavior, such 

as cervical cancer screening and HPV vaccination.  Hospitals and other healthcare facilities can 

support the implementation of evidence-based protocols using current and previous research.  
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These protocols should be tailored for AIW and AAW based on findings from this study and 

similar studies to increase utilization of cervical cancer prevention strategies. 

5.12 Implications for Nursing Research 

1.) Intervention Research Tailored to AIW and AAW  

Findings from this study have important implications for developing effective and efficient 

cervical cancer prevention strategies and intervention programs for AIW and AAW.  The most 

effective intervention programs should focus on increasing awareness and providing education for 

Black women on cervical cancer screening.  Targeting communities where AIW and AAW have 

the highest incidence and lowest use of cervical cancer prevention strategies could help to reduce 

overall disparities in America.  In this study, AIW and AAW residing in the Washington, DC, 

metropolitan area were identified as groups that would benefit from a higher utilization of cervical 

cancer prevention strategies.  To mitigate the underutilization of cervical cancer prevention 

strategies in AIW and AAW, culture, beliefs, religion, and myths should be addressed.  

Collaboration and partnership with community health workers (CHW) who speak the dialects from 

various African countries and AAW who are well versed in the norms of their communities can 

enhance cervical cancer prevention and research programs.  Previous research confirmed that 

tailored intervention programs for cervical cancer prevention may be effective in AIW and AAW 

communities (Forney-Gorman & Kozhimannil, 2015; Maar et al., 2013; Murray et al., 2013; 

Ndukwe, Williams & Sheppard, 2013; Piwowarczyk et al., 2011).   

Findings from this study can be expanded through nursing research by recruiting AIW and 

AAW to participate in intervention studies that provide education on HPV vaccines, HPV infection 

and cervical cancer.   The intervention studies should be tailored using appropriate brochures and 

educational slides that includes AIW’s dialects and artifacts they can relate to.    A pre-post-test 
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randomized trial utilizing detailed 1-2 hours cervical cancer and HPV vaccine presentations for 

intervention participants and a brochure on cervical cancer and HPV vaccines for the control group 

may provide a better understanding as to whether tailored interventions are important in this 

population.  Among AIW and AAW, the diagnosis of cervical cancer is often at an advanced stage 

and is associated with a higher risk of mortality (Lin, Schootman & Zhan, 2014; Priest et al., 2010; 

Sheppard, El-Zein, Ramanakumar, Ferenczy & Franco, 2016).  Addressing cervical cancer 

outcomes through tailored interventions could help to identify risk factors early, with a goal of 

eliminating late diagnosis and high mortality rates.    

5.13 Public Health Implications 

Mass public health campaigns have utilized television advertisements, social media, mass 

mailing and telephone calls in disseminating information on cervical cancer prevention strategies 

(Blasi et al., 2015; Lenoir et al., 2017; Lyson et al., 2018; Massey et al., 2018; Teoh et al., 2018; 

Vosters et al., 2017).  Findings from this study show that AIW and AAW were more inclined to 

utilize HPV vaccines and cervical cancer screening when HCP make recommendations.  HCP and 

local health departments can provide short video clips on social media and television 

advertisements to stress the importance of HPV vaccines, new guidelines associated with the 

vaccines, cervical cancer screening, how these prevent disease, detect disease early, and provide 

opportunity for treatment before disease progression.  Other mass public health campaigns 

utilizing Instagram, Pinterest and Facebook can target schools, community centers, and churches 

in AIW and AAW communities.  The social media platforms mentioned above are viewed by 

young and old all over the world.  Nurses and public health practitioners can post pictures on 

Instagram providing information on where to get HPV vaccines, the age group, and when one can 

get the Pap test.  Pinterest, another social media platform, can be utilized to increase the public’s 
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awareness of HPV vaccines and cervical cancer screening in their area.  Facebook, a social media 

platform that has gained popularity throughout the world, can be used to educate the public on the 

new approval of Gardasil 9 for 27-45-year-olds.  This information will reach people throughout 

the entire United States and the world.    

5.14 Policy Implications 

The American Nurses Association (American Nurses Association, 2018), Oncology Nurse 

Society, Sigma Theta Tau, and other nursing organizations and associations advocate for nurses, 

patients, and the community through political engagement.  Nurses can share their knowledge and 

views with policymakers by engaging in dialogue with their policymakers on important health 

issues, such as cervical cancer prevention. Nurses can inform their policymakers that cervical 

cancer is a preventable disease, and certain strains of HPV are preventable with HPV vaccines.  

Nurses can advocate for free and accessible preventive services through the Affordable Care Act 

(ACA) and Medicaid expansion.  The data on the reduction of HPV infection since the inception 

of HPV vaccines can also be shared with policy makers to not only advocate for patients, but also 

request funding for patients, nursing, and public education on cervical cancer prevention strategies.   

While the ACA has provided women with health insurance coverage (Kenny et al., 2012), 

with the recent changes to the ACA and the reduction in benefits (Goldstein & Johnson, 2017), 

fewer AIW and AAW may be unable to afford regular preventive care.  Changes to health policies 

and increasing funding for ACA, Planned Parenthood, and The National Breast and Cervical 

Cancer Early Detection Program (NBCCEDP) may allow these organizations to be instrumental 

in providing affordable and/or free cervical cancer prevention programs to AIW and AAW.   
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5.15 Summary and Conclusion 

 The purpose of this study is to deepen the understanding of perceived barriers and 

facilitators to cervical cancer prevention among AIW and AAW in the Washington-Baltimore 

region. This qualitative study, using IPA, allowed the researcher to establish an in depth 

understanding of the perceived barriers, facilitators, and lived experiences of AIW and AAW 

related to cervical cancer prevention. Barriers identified included limited knowledge and 

awareness of HPV infection, HPV risk, HPV vaccines; myths related to abstinence and cleanliness 

of healthcare facilities; and lack of trust and reliance on God for healing. Facilitators for both AIW 

and AAW included the need to feel safe and healthy; the desire to prevent and treat disease; the 

utilization of informal and formal support systems to facilitate preventive care; the importance of 

HCP recommending the HPV vaccine and Pap test; and increasing public health awareness of the 

importance of screening and HPV vaccines.  Individual factors, such as age, beliefs, culture, 

education, health insurance, and religion were explored to determine their influence on the 

perspectives of AIW and AAW about cervical cancer prevention.  The unique findings of this 

study may be used as a roadmap for nurses and other healthcare providers to develop culturally 

tailored interventions and educational programs specific to AIW and AAW.  Collaboration with 

the community, AIW and AAW nurses, healthcare providers, pastors (Rowland & Chappel-Aiken, 

2012; Rowland & Isaac-Savage, 2013) elders, and community leaders may strengthen the 

development of future research interventions. This study has added to the growing body of research 

on the barriers and facilitators of cervical cancer prevention in AIW and AAW. 

 

 

 

 



 104 

Figure 1.3. Study Flyer 

Principal Investigator Yolanda Ogbolu, Ph.D., CRNP and Vera Kuffour-Manu, Ph.D. Candidate 

IRB#:00075418 

The Office of Global Health, School of Nursing University of Maryland, Baltimore. 

 

A CERVICAL CANCER AWARENESS & PREVENTION STUDY 

 

 

 
 

ARE YOU AN AFRICAN OR AFRICAN AMERICAN WOMON BETWEEN THE AGES OF 

18-65? 

IF SO, WE WANT TO HEAR YOUR VOICES ABOUT CERVICAL CANCER PREVENTION  

LET’S TALK!!!! 

 

FOR MORE INFORMATION, PLEASE CONTACT: Vera Kuffour-Manu, MS, RN (Ph.D. 

Candidate), at (301) 806-1355 or Yolanda Ogbolu, Ph.D., CRNP at 410 706-3686.  

PREVENT 

CERVICAL 

CANCER 

EARLY 

DETECTION OF 

CERVICAL 

CANCER  
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Appendix A 

Health Belief Model (HBM) Modified  
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IRB #: HP-00075418 

Appendix B 

Inclusion Exclusion Criteria 
Eligibility Checklist 

 

Inclusion/Exclusion Criteria (once the protocol is approved, this page must be copied, used as a 

checklist for screening subjects, signed by investigator, and inserted in research record for every 

subject screened): 

 

Inclusion Criteria 

 

Yes No  Criteria                                                                                                                                             

. 

      

□ □ First generation African immigrant women from sub-Saharan African 

countries (for example, Nigeria, Ghana, Togo, the Gambia, Ethiopia, 

Malawi, Ivory Coast, South Africa). OR African American women born 

and raised in the United States; and (e) able to read, write and 

understand English 

      

□ □ reside in the Washington, DC-Baltimore region 

      

□ □ are 18 to 65 years of age.  

      
 

 

 

Exclusion Criteria 

 
Yes No Criteria                                                                                                                                             

. 

      

□ □ participants who fail to meet the inclusion criteria as indicated above;  

      

□ □ participants with any disability that will prevent them from independently 

consenting to join the study or completing the demographic form and 

interview 

      

□ □ those who refuse to be audio-taped during the interview process.    

      
 

 

 

For use during screening of subjects:  
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Subject ID Number (study does not record names) Date Screened 

Reviewed and subject acceptable for study:    ______ YES  ______ NO 

Signature of Principal Investigator or Designee Date 
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Appendix C 

Letters of Support 
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Appendix D 

 

IRB #: 00075418 

Principal Investigator Yolanda Ogbolu, Ph.D., CRNP, 410 706-3685, 

ogbolu@son.umaryland.edu and Vera Kuffour-Manu, Ph.D. Candidate, 301-806-1355, email 

vkuff001@umaryland.edu  

 
Telephone/Screening Script 
Hello, thank you for calling about the study. You are calling about a research study and any 

personal information you provide will be held in confidential. You will not be asked to take any 

medication or have blood taken from you. I will ask you a few questions to find out if you are 

eligible to take part in the study. 

 

Do you identify as a woman? 

Do you live in the Washington, DC or Baltimore metropolitan area? 

Are you between the ages of 18 and 65 years? 

Are you from Africa (if so, what country)?  

Are you African American? 

Can you understand, read and write in English? 

 

Thank you for answering these questions.  

 

Response for interested participants that do not meet the inclusion criteria: 

 

Based on your answers you are not eligible to participate in this study.  Thank you for calling. 

 

Response for interested participants that meet the inclusion criteria: 

 

Based on your answers, you are eligible to be part of this study. 

The next step is to set up an appointment to interview you in person.  

The interview will last for about 45-60 minutes so you need to plan based on this information. I 

will see you on XX date, XX time and XXXX location.   

 

 

 

 

 

 

 

 

 

 

 

mailto:ogbolu@son.umaryland.edu
mailto:vkuff001@umaryland.edu
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Appendix E 

Participant Information Sheet  

 

PARTICIPANT INFORMATION SHEET  

 

Protocol Title: Barriers and Facilitators of Cervical Cancer Prevention in Black Women 

Study No.: HP-00075418 

Principal Investigator: Yolanda Ogbolu, Ph.D., CRNP, 410 706-3685 

 

This is a research study and participation is voluntary.  You can ask questions at any time.   

 

PURPOSE OF STUDY 

The purpose of this study is to explore perceived barriers and facilitators, and lived experiences 

of African women and African American women as it relates to cervical cancer prevention. 

You qualify for this study because you are African/African American woman between the age of 

18-65 and can read and understand English.  You are being asked to participate in this study to 

help us understand the barriers and facilitators of cervical cancer prevention in Black women. 

There will be a total of 30-50 participants in this study.    

PROCEDURES 

If you agree to participate in the study, we will meet you in a private office, you will complete a 

demographic questionnaire, which will take 5 minutes of your time.   

You will also be interviewed for 45-60 minutes with a semi-structured interview guide.  The 

interview will be audio-recorded.  The research team will ask you questions about cervical 

cancer prevention. 

At the end of the interview, you be asked if you have any questions or whether you would like to 

add anything else to the information you have provided so far.  If there is nothing more, I would 

like to thank you for your time with this study.  

The research results will not be given to you individually and your individual information will 

not be shared. 

The research will be published as group data only and churches will be informed of the study 

results only in aggregated, group responses.   

You will not be contacted after the completion of the study.  

WHAT ARE MY RESPONSIBILITIES IF I TAKE PART IN THIS RESEARCH? 
If you take part in this research, you will be responsible to be meet with a member of the 

research team and complete a demographic form and be interviewed for 45-60 minutes about 

cervical cancer prevention. 

 

POTENTIAL RISKS/DISCOMFORTS: 
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Your confidentiality and privacy is less likely to be compromised.   

Loss/breach of confidentiality will be minimized by identifying each participant with a unique 

code and storing all demographic and interview data electronically with password-protection.   

All data will be destroyed as soon as possible, consistent with policies and procedures at UMB 

for data retention.   

Loss of privacy will be minimized by interviewing all participants in a private secure room.   

 

POTENTIAL BENEFITS 
You will not benefit directly from your participation in this study.  

 

ALTERNATIVES TO PARTICIPATION 

This is not a treatment study. Your alternative is to not take part. If you choose not to take part, 

your healthcare at University of Maryland, Baltimore will not be affected. 

 
COSTS TO PARTICIPANTS 
It will not cost you anything to take part in this study. 

 

PAYMENT TO PARTICIPANTS 
None  

 

CONFIDENTIALITY AND ACCESS TO RECORDS 
All participants will be identified with a unique code.  Every interview will be audio-taped.  

Please do not provide your name or other identifying information, including immigration status, 

during the interview. The audio recording will be saved electronically and password protected.  

The audio recording and demographic survey will be destroyed at the end of the study.   

Participants’ names will not be used in any publication.  

Efforts will be made to limit your personal information, including research study Organizations 

that may inspect and copy your information include the IRB and other representatives of 

University of Maryland, Baltimore.   

 The data from the study may be published. However, you will not be identified by name. People 

designated from the institution where the study is being conducted will be allowed to inspect 

sections of the data related to the study. Everyone using study information will work to keep 

your personal information confidential. Your personal information will not be given out unless 

required by law. 

 

RIGHT TO WITHDRAW 
 Your participation in this study is voluntary. You do not have to take part in this research. You 

are free to withdraw your consent at anytime. Refusal to take part or to stop taking part in the 

study will involve no penalty or loss of benefits to which you are otherwise entitled. If you 

decide to stop taking part, or if you have questions, concerns, or complaints, please contact the 

investigator: Yolanda Ogbolu, PhD, CRNP; 410-706-3685. 

There are no adverse consequences (physical, social, economic, legal, or psychological) of a 

participant's decision to withdraw from the research.   

If you withdraw from this study, already collected data may not be removed from the study 

database.  
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You will be told of any significant new findings which develop during the study which may 

affect your willingness to participate in the study. 

 

CAN I BE REMOVED FROM THE RESEARCH? 
The person in charge of the research study or the sponsor can remove you from the research 

study without your approval.  

 

UNIVERSITY STATEMENT CONCERNING RESEARCH RISKS (Minimal Risk Studies) 
 

The University is committed to providing participants in its research all rights due them under 

State and federal law. You give up none of your legal rights by signing this consent form or by 

participating in the research project. This research has been reviewed and approved by the 

Institutional Review Board (IRB). Please call the Institutional Review Board (IRB) if you have 

questions about your rights as a research participant. 

 

The research described in this consent form has been classified as minimal risk by the IRB of the 

University of Maryland, Baltimore (UMB). The IRB is a group of scientists, physicians, experts, 

and other persons. The IRB’s membership includes persons who are not affiliated with UMB and 

persons who do not conduct research projects. The IRB’s decision that the research is minimal 

risk does not mean that the research is risk-free. You are assuming risks of injury as a result of 

research participation, as discussed in the consent form. 

 

If you are harmed as a result of the negligence of a researcher, you can make a claim for 

compensation. If you have questions, concerns, complaints, or believe you have been harmed 

through participation in this research study as a result of researcher negligence, you can contact 

members of the IRB or the staff of the Human Research Protections Office (HRPO) to ask 

questions, discuss problems or concerns, obtain information, or offer input about your rights as a 

research participant. The contact information for the IRB and the HRPO is: 

 

University of Maryland Baltimore 

Human Research Protections Office  

620 W. Lexington Street, Second Floor 

Baltimore, MD 21201 

410-706-5037 

 

By receiving this information sheet, you are not giving up any legal rights. If this research 

project is conducted in a negligent manner and you are injured as a direct result, you may be able 

to recover the costs of care and other damages from the individuals or organizations responsible 

for your injury. 

 

If you have questions, concerns, complaints, or believe you have been harmed through 

participation in this research study as a result of researcher negligence, you can contact members 

of the IRB or the Human Research Protections Office (HRPO) to ask questions, discuss 

problems or concerns, obtain information, or offer input about your rights as a research 

participant. The contact information for the IRB and the HRPO is: 
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University of Maryland Baltimore 

Human Research Protections Office  

620 W. Lexington Street, Second Floor 

Baltimore, MD 21201 

410-706-5037 
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Appendix F 

Demographic Questionnaire 

IRB #: 00075418 

Principal Investigator Yolanda Ogbolu, Ph.D., CRNP, 410 706-3685, 

ogbolu@son.umaryland.edu and Vera Kuffour-Manu, Ph.D. Candidate, 301-806-1355, email 

vkuff001@umaryland.edu  

 

Participant number: ______________ 

Date: ____________ 

 

 

Thank you for agreeing to be part of this study. The first part of the interview involves a 

questionnaire to learn about your age, and other characteristics. The second part is the interview, 

which will be recorded. 

 

Please read the question carefully and respond by placing an X in the box next to the answer or 

write your answers on the line.  

 

Part I: General Questions 

 

1.What is your age? _________  

 

2a. What is your racial/ethnic background? 

African American/Black   Yes   No 

African  Yes      No (Please indicate your country of birth: e.g. Ghana, Nigeria, Ivory Coast, 

Rwanda, Malawi, Tanzania, etc) 

 

2b. If you were born in Africa, how long have you lived in the United States?  

 Less than 1 year 

 1-5 years 

 > 5 years 

 

2c. Which city do you live? ___________________ 

 

3.What is your marital status?  

 Single  

 Married  

 Divorced  

 Widowed  

 

4. What is your employment status? 

 Employed 

 Unemployed 

 

 

mailto:ogbolu@son.umaryland.edu
mailto:vkuff001@umaryland.edu
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IRB #: 00075418 

Principal Investigator Yolanda Ogbolu, Ph.D., CRNP, 410 706-3685, 

ogbolu@son.umaryland.edu and Vera Kuffour-Manu, Ph.D. Candidate, 301-806-1355, email 

vkuff001@umaryland.edu  

 

 

5. What is your religion?  

 Seventh Day Adventist 

 Baptist 

 Pentecostal 

 Non-Denominational 

 Muslim 

 Other  

 

6. How many years of education have you had?  

 Less than high school 

 High school 

 College 

 

7. What is your annual household income? 

 < $20,000 

 $20,000-$50,000 

 >$50,000 

 

8a. Do you have health insurance?  Yes  No 

If yes, What type of insurance? _______________________ 

 

8b. Does your insurance pay for Pap smear? and HPV vaccine? 

 Yes 

 No 

 I do not know 

 

8c. Are you aware of places that offer free Pap smears and HPV vaccine? (preventive health 

services) 

 Yes 

 No 

 

Part II: Health Questions 

1. Have you ever been vaccinated against Human Papillomavirus? 

 Yes 

 No 

 

2.  When was your last Pap smear? 

 Never 

 1-2;  

mailto:ogbolu@son.umaryland.edu
mailto:vkuff001@umaryland.edu
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 3-5 years  

 5 or more years ago 
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Appendix G 

 

IRB #: 00075418 

Principal Investigator Yolanda Ogbolu, Ph.D., CRNP, 410 706-3685, 

ogbolu@son.umaryland.edu and Vera Kuffour-Manu, Ph.D. Candidate, 301-806-1355, email 

vkuff001@umaryland.edu  

 
Interview Questions 

 

Directions: Thank you for agreeing to participant in this interview. The answers to these 

questions will be used to help understand African and African American experiences and views 

related to cervical cancer prevention. There are no right or wrong answers and you can add 

information that you feel will help me understand. Your answers will be kept confidential. Your 

name will not be written on the questionnaire and only the research team will have access to the 

information you provide.  Please do not mention or use your name during the interview.   

What comes to mind when you hear about cervical cancer?  

Tell me about your experiences with cervical cancer prevention  

Have you heard of things you can do to prevent cervical cancer?  

What comes to mind when you hear the term human Papillomavirus (HPV)?  

Have you ever heard of human Papillomavirus? 

What kinds of cancers have affected women in your community?  

Have you ever been had a Pap test? Have you ever had a vaccination for cervical cancer? A. If 

yes, what helped you receive screening/vaccination? 

B. If no, what stopped you or prevented you from receiving the Pap test   

Probe Questions: What are some of the cultural factors (family beliefs, related to Pap test and 

vaccine) that may have prevented you from receiving the Pap test?  

What socioeconomic factors including transportation, time missed from work, and co-pay may 

have prevented you from receiving the Pap test?  

What immigration factors (any fears related to your immigration status) may have impacted your 

decision to receive or not to receive the preventive health services (example Pap test)?  

What social networks (doctor recommended; family recommended; church leader 

recommendation) and religious factors may have facilitated (faith and beliefs related to 

healthcare) that may have impacted your decision to receive or not the Pap test? 

Have you ever received the HPV vaccine? Why or why not?  

Probe Questions: What cultural factors (family beliefs and values related to vaccines), may have 

impacted your decision to receive or not to receive the HPV vaccine? 

What socioeconomic factors (transportation, co-pay, time, missed time work) may have impacted 

your decision to receive or not to receive the HPV vaccine? 

What immigration factors (any fears related to your immigration status) may have impacted your 

decision to receive or not to receive the HPV vaccine? 

What social networks may have facilitated (doctor recommended; family recommended; church 

leader recommendation) and religious factors (faith and beliefs related to healthcare) may have 

impacted their decision to receive or not receive preventive health services including HPV 

vaccines? 

What are the benefits of getting a Pap smear and HPV vaccine?  

mailto:ogbolu@son.umaryland.edu
mailto:vkuff001@umaryland.edu
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Do you think if one knows about these benefits that the information would encourage others to 

receive the Pap test and the vaccine?  

What are the barriers that you face when trying to get a Pap test or HPV vaccine?  

What motivates you to access a health care provider?  

Probe: What would motivate you to get a Pap test or the HPV vaccine? 

What are other resources that you would like to see for cancer prevention?  

What will be one important thing that will influence your participation in cancer prevention 

behaviors?  

Is there anything else you would like to add that is important to you and we have not discussed? 

Thank you for your time.   
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