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ABSTRACT 

Disproportionate rates of prostate cancer and high-mortality rates from prostate cancer 

among African American (AA) men have provided the impetus to examine factors which 

influence prostate cancer screening (PCS) in the AA male population. This study focused on 

prostate cancer screening, which included the digital rectal exam (DRE) and the prostate specific 

antigen (PSA) test as the outcome variables. Literature has indicated an association between 

intrapersonal, interpersonal, and community factors and prostate cancer screening. In addition, 

the independent variable of intention was examined as a mediator that links the various factors to 

the outcome variable of the PSA test. 

 Based on the social ecological model and the theory of planned behavior, I hypothesized 

that: 1) AA men who were over 50 years old, with a college degree, had higher levels of income, 

a perceived better health-status ranking had higher, positive rates for receiving prostate cancer 

screening; 2) AA men who were married, and had the presence of marital support, and family 

support had higher rates of receiving positive prostate cancer screening; 3) higher rates of church 

attendance, more church member support, and better access to health care would be associated 

with higher levels of prostate cancer screening; 4) the intrapersonal, interpersonal, and 

community factors were combined to be associated with the likelihood of AA men receiving 

prostate cancer screening; and 5) these factors were associated with the likelihood of prostate 

cancer screening though intention to have a PSA test.  

Using data from the Center of Disease Control and Prevention’s 2007-2008 National 

Health and Nutrition Examination Survey (NHANES), results from logistic regression suggested 

that 1) intrapersonal factors were significant and associated with receiving prostate cancer 

screening ; 2) the interpersonal factors were not significant or associated with AA men receiving 
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prostate cancer screening; 3) community factors were significant and associated with receiving 

prostate cancer screening; 4) the additive effective of intrapersonal, interpersonal and community 

factors were significant and associated with prostate cancer screening; and 5) there was no 

evidence of mediation by intention to receive a PSA test.  

 The study adds to the literature on AA men and prostate cancer screening by separately 

examining three groups of factors that interact with AA men on a personal, social and 

environmental level. The findings suggested the importance of several factors (age, income, 

church attendance, and access to health care) that could provide useful information for designing 

interventions to promote prostate cancer screening among AA men.
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CHAPTER ONE 

INTRODUCTION 

1.1 Background 

Prostate cancer is a major health issue for men in the U.S. (Jemal, Siegel, Xu & Ward, 

2010). Among non-skin occurring cancers, prostate cancer is the most prevalent cancer among 

American men (Li et al., 2012; Ward-Smith, 2009). According to the United States Cancer 

Statistics (USCS), prostate cancer rates per 100,000 (by race and ethnicity) were 215.5 for 

African American (AA), 125.5 for White, 115.2 for Hispanic, 69.3 for Asian/Pacific Islander, 

and 68.7 for American Indian/Alaska Native. Specifically, AA men have a mortality rate for 

prostate cancer of 50 per 100,000, which is the highest rate in comparison to men who are White, 

Hispanic, American Indian/Alaska Native, and Asian/Pacific Islander (20.2, 16.1, 13.5 and 9.2, 

respectively). Regional differences in prevalence amongst AA men exist, with the Pacific region 

manifesting the highest rate at 54 per 100,000, followed by the south with a rate of 52.3 per 

100,000 (CDC, 2009).  

Late diagnosis is a major contributor to this disparity in mortality rates since AA men 

have a mortality rate of 56.3 compared to 23.6 for White men per 100,000 (Jemal et al., 2010). 

Prostate cancer mortality has been linked to low rates for prostate screening among AA men 

(Carpenter et al., 2009). In fact, AA men were less likely to receive prostate cancer screening 

(Woods, Montgomery & Herring, 2004). An added factor in the health disparity for prostate 

cancer among AA men is the inconsistency in guidelines for receiving prostate cancer screening 

(Andriole et al., 2009). Some controversy does exist among organizations such as the American 

Cancer Society, U. S. Preventive Services Task Force, American Urological Association, 

American College of Physicians, and, American College of Preventive Medicine and American 
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College of Radiology regarding screening recommendations (Andriole et al., 2009; Odedina, 

Campbell, LaRose-Pierre, Scrivens & Hill, 2008). The controversy over screening 

recommendations exists despite prostate cancer being curable with early detection (Lim & 

Scherin, 2008; Ward-Smith, 2009). Instituting the PSA test has proven to be beneficial as 

evidenced by literature, indicating a reduction in mean age for the prostate cancer incidence from 

72.2 years (during 1988-1989) to 67.2 during 2004-2005 (Shao et al., 2009). A European study, 

which examined prostate cancer screening and mortality, reported that screening provided a 20% 

reduction in mortality from prostate cancer (Schroder et al., 2009). Despite the lack of racial 

diversity for the men included in the study, the results indicated that prostate cancer screening 

can be very beneficial (Schroder et al., 2009). Additional research is needed to examine factors, 

in particular for AA men, which influence them to receive prostate cancer screening.  

1.2 Purpose of the Study 

This study examined AA men receiving prostate cancer screening (DRE and the PSA 

test) through intrapersonal factors (i.e., age, education, income, and perceived health status); 

interpersonal factors (i.e., marital status, marital support, and family support), and, community 

factors (i.e., church attendance, church member support, and access to health care). The 

substantial racial disparity among AA men diagnosed with prostate cancer indicated the need for 

the current study (Drake et al., 2010). In addition, there was a lack of research regarding an 

association of prostate cancer screening and men from various racial/ethnic backgrounds (Haque 

et al., 2009). Despite the lack of a consensus on established guidelines for prostate cancer 

screening, AA men are at a higher risk of acquiring prostate cancer (Drake et al., 2010). 

Research has also indicated that AA men were less likely to engage in preventive healthcare 

behaviors (Haque et al., 2009). The current study assisted in identifying factors associated with 
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AA men receiving prostate cancer screening. Specifically, the study compared prostate cancer 

screening among AA men 1) that were under the age of 50 years and over the age of 50 years; 2) 

who did not have a college degree and compared them with those who did have a college degree; 

3) with income groups under $75,000 and incomes $75,000 and over; 4) with a perceived health 

status rating of poor through excellent; 5) who were married and those who were not married; 6) 

who had spousal and family support and those without spousal and family support; 7) who 

attended church and those that did not attend church; 8) with church support and those without 

church support; and 9) who had access to a health care facility and those who did not have access 

to a health facility. Furthermore, the study examined if the additive effect of the intrapersonal, 

interpersonal, and community factors were associated with AA men receiving prostate cancer 

screening. Lastly, intention was examined for mediation effects on AA men receiving the PSA 

test.  

Regarding intrapersonal factors, previous research of prostate cancer screening practices 

and diagnosis of prostate cancer, from a population in North Carolina, compared AA to White 

men, and indicated that AA men were younger, less educated, and, reported lower incomes at the 

time of diagnosis (Talcott et al., 2009). In addition, Drake et al., (2010) conducted a study on 

informed decision making regarding prostate cancer screening among a sample of all AA men in 

a church-based setting. Results from the study reported the majority of prostate cancer screenings 

were from participants, which were over 50 years and over, had a college degree or more, and 

had an income of less than $20,000. Perceived heath status is important to study because there is 

little in the literature that examines an association among perceived health status and prostate 

cancer screening in AA men (Chiu, Anderson, & Corbin, 2005). The current study examined an 
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association between these intrapersonal factors and AA men’s likelihood of receiving prostate 

cancer screening. 

The second set of factors consisted of interpersonal factors. Papatsoris and 

Anagnostopoulos (2009) supported the inclusion of these factors through their finding that 

married men received screening at higher rates than unmarried men. In addition, support was 

cited in previous research as a factor associated with AA men to receive prostate cancer 

screening. For example, Webb, Kronheim, Williams, and Hartman (2006) found family support 

was an influence for AA men to receive prostate cancer screening. Interpersonal support from 

family was a key factor in AA men receiving prostate cancer screening (Wray et al., 2009). In 

this study, the association between these interpersonal factors and the likelihood of AA men 

receiving prostate cancer screening were examined.  

 Lastly, the community factors in this study included the variables of church attendance, 

church member support and access to health care, all of which were examined as influences on 

AA men receiving prostate cancer screening. The frequency of AA men attending church in 

association with receiving prostate cancer screening has been documented (McFall & Davila, 

2008). Support from church members was also linked to AA men receiving prostate cancer 

screening (Blocker et al., 2006). As a minority race, AA men often experienced limited access to 

health care as a barrier for receiving preventive care, such as cancer screenings (Mitchell, 2011). 

Therefore, in this study, these community factors were examined as influences on the likelihood 

of AA men receiving prostate cancer screening.  

Even though previous studies identified factors that influence AA men to receive prostate 

cancer screening, to date there are no studies that have examined the combined influence of 

intrapersonal, interpersonal and community factors. This study added to the literature by 
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combining personal characteristics, social support, and community involvement as influences on 

AA men, and receiving prostate cancer screening.  

Finally, the concept of intention was examined as a linking mechanism, between the 

predictor factors and AA men receiving the PSA test. Previous research factors that were 

associated with prostate cancer had been examined; however few studies addressed a causative 

feature between factors and receiving prostate cancer screening. When factors are associated 

with prostate cancer screening there is still the question of what caused the factors to initiate the 

behavior. In the current study, it was proposed that the factors were linked to prostate cancer 

screening through the causative factor of intention. An individual’s intention is an indicator of 

their readiness to engage in a particular behavior. Based on the theory of planned behavior, an 

individual’s intention precedes the behavior occurring (Ajzen, 1991). Therefore, the presence of 

intention can be viewed as a precursor to receiving prostate cancer screening. 

Currently, the digital rectal examination (DRE) and the prostate-specific antigen (PSA) 

test are the primary screening tests for prostate cancer (Ilic, Neuberger, Djulbegovic, & Dahm, 

2013). Within this study, the digital rectal examination and the prostate specific antigen test 

comprised prostate cancer screening. AA men often reported feelings of decreased masculinity 

and physical discomfort associated with the digital rectal examination (Abernathy et al., 2005; 

Smith-McLallen & Fishbein, 2009; Webb et al., 2006). Therefore, in the current study it was 

essential to include a prostate cancer screening method that was not associated with feelings of 

decreased masculinity, the PSA test, among AA men. The inclusion of both the primary 

screening tests for prostate cancer screening allowed for a thorough examination of prostate 

cancer screening among AA men based on the intrapersonal, interpersonal and community 

factors. Treatment for prostate cancer has proven to be effective, especially with early diagnosis 
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(Ilic et al., 2013; Lehto et al., 2010). Early detection through screening has served as a motivator 

for exploring influences, and future interventions, which are focused on AA men receiving 

prostate cancer screening. This study proposed five research questions to examine influences on 

AA men receiving prostate cancer screening.  

1.3 Research Questions 

The primary aim of this study was to examine if the intrapersonal, interpersonal and 

community factors influence the likelihood of AA men to receive prostate cancer screening. Five 

research questions were proposed in the study: 

1. Do intrapersonal factors (age, education, income, and perceived health status) influence the 

likelihood of AA men to receive prostate cancer screening? 

2. Do interpersonal factors (marital status, marital support and family support) influence the 

likelihood of AA men to receive prostate cancer screening? 

3. Do community factors (attending church, church member support or access to health care) 

influence the likelihood of AA men to receive prostate cancer screening? 

4. How are the intrapersonal, interpersonal or community variables combined to explain AA men 

receiving prostate cancer screening?  

5. Are intrapersonal, interpersonal and community factors associated with the likelihood of AA 

men to receiving prostate screening through intention to receive prostate cancer screening?  

To address these research questions, secondary data was obtained from the Center for 

Disease Control and Prevention, National Health and Nutrition Examination Survey (NHANES) 

2007-2008, which was released to the public in 2010. The findings of this study would provide a 

new perspective regarding factors associated with the likelihood of AA men receiving prostate 

cancer screening.  
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1.4 Abbreviations 

    

AA- African American 

CAPI - Computer Assisted Personal Interview  

DRE- Digital Rectal Examination 

NHANES 2007-2008- National Health and Nutrition Examination Survey 

PCS- Prostate Cancer Screening 

PSA - Prostate Specific Antigen  

1.5 Delimitations 

 Delimitations of this study included the use of data that was limited to the National Health  

and Nutrition Examination Study 2007-2008 study. Another limitation regarding prostate cancer 

screening, within the data set, was that the AA men had to be at least 40 years of age to provide 

information regarding PCS. Spirituality and religiosity may be an influence on the PCS practices 

of AA men, receiving PCS. However, this study only examined church attendance, and church 

member support and not necessarily individual spirituality or religiousness, as influences on 

receiving prostate cancer screening.  
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 The Importance of Prostate Cancer Screening 

Prostate cancer among AA men has long been recognized as a health disparity. Jandorf et 

al (2006) reported on a program in East Harlem, New York City, which was developed to 

confront the disparity of cancer screenings and prevention. The program was titled the East 

Harlem Partnership for Cancer Awareness. One of the program’s objectives was to increase 

prostate cancer screening rates by increasing awareness and knowledge of the need for early 

diagnosis through screening. The need for AA men to engage in prostate cancer screenings is 

evident in the disproportionate mortality rates from prostate cancer (Oliver, 2007). When 

compared to their White peers, AA men were 60% more likely to receive a diagnosis of prostate 

cancer and twice as likely to die from prostate cancer (Abernathy, Houston, Bjorck, Gorsuch & 

Arnold, 2009; Sajid, Kotwal & Dale, 2012). Jones, Steeves and Williams (2010) recognized 

prostate cancer as a health disparity among AA men. The data revealed a mortality rate 2.4 times 

higher compared to other racial groups (Jones et al., 2010).  

Various organizations that focus on treating prostate cancer, such as the National Prostate 

Cancer Coalition, hold the belief that increasing prostate cancer screenings can lead to earlier 

diagnosis and treatment (Oliver, 2007). It is believed that an increase in prostate cancer 

screenings could ultimately decrease mortality rates by providing successful treatments (Oliver, 

2007). In fact, the availability of medications that decrease the risk of developing prostate cancer 

warrants the necessity for routine prostate cancer screening (Ward-Smith, 2009). However, there 

is not a consensus amongst medical, and national, health agencies related to the effectiveness of 

prostate cancer screenings (Andriole et al., 2009). Despite the controversy, the American Cancer 
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Society recommended prostate cancer screening for AA men at 45 years of age (American 

Cancer Society, 2012). It is important to note that the United States Preventive Services Task 

Force (USPSTF) does not seem to directly acknowledge the racial, and ethnic, disparities 

associated with prostate cancer (Sajid et al., 2012). The lack of racial and ethnic 

acknowledgement from the USPSTF may actually neglect the importance of AA men receiving a 

prostate cancer screening (Sajid et al., 2012). The American Urological Association (AUA) 

recommended men receive a baseline screening at the age of 40. In addition, the AUA 

recommended that AA men continue to receive annual prostate cancer screenings after a baseline 

(American Urological Association, 2011). Despite the mixed research results on the 

effectiveness of  regular prostate cancer screening, it remains the only mechanism for early 

detection among high risk populations, such as AA men with first degree relatives that have a 

history of prostate cancer before the age of 65 (Jones et al., 2010).  

 Researchers identified the early detection that prostate cancer screening provides, as a 

key component for AA men to fight prostate cancer (Jones et al., 2010). Lim and Sherin (2008) 

reviewed the literature regarding the effectiveness of DRE and PSA testing conducted in studies 

occurring prior to 2007. Lim and Sherin (2008) identified prostate cancer screenings as having 

the potential to decrease the mortality and morbidity rates from prostate cancer. The European 

Randomized Study of Screening for Prostate Cancer (ERSPC) revealed results that support the 

use of prostate cancer screening in reducing mortality (Krader, 2012). The study included eight 

centers, which collected data on a total of 182,160 men who were randomized, and aged 50 to 75 

years. Every four years, prostate cancer screenings were conducted at the centers; however, one 

center conducted the screenings every two years. After eleven years of following upon the data, 

results revealed PSA screening yielded a 29% reduction in mortality from prostate cancer 
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(Krader, 2012). Screening for cancer is centered on detecting cancer at an early stage in which it 

is treatable. Symptoms for prostate cancer can be very vague, and largely go undetected. Thus, 

use of early detection, and treatment, can improve the quality of life and the lifespan of an 

individual (Ilic et al., 2013). A theoretical lens provided a foundation for understanding the 

following identified as:  intrapersonal: age, education, income, and perceived health status; 

interpersonal: marital status, marital support, family support; and, community: church 

attendance, church member support, and access to health care and intention as an influence on 

AA men to receive the PSA test.  

2.2 Theoretical Framework 

Two theoretical frameworks were utilized to examine the outcome of AA men receiving 

prostate cancer screening: the theory of planned behavior and the social ecological model. The 

social ecological model allowed the independent variables to be categorized into intrapersonal, 

interpersonal, and community factors. Intrapersonal factors consisted of AA men’s age, 

education and income, and perceived health status. The next level of factors comprised the 

interpersonal level, which contained marital status, marital support and family support. The final 

level, community, contained the variable of church attendance, church member support and 

access to health care.  

2.2.1 Social Ecological Model 

A Social Ecological model, also known as a Social Ecological perspective, provided a 

theoretical framework for understanding the relationship between an individual’s behavior, their 

overall well being, and their environmental factors (Stokols, 1996). McLeroy, Bibeau, Steckler 

and Glanz (1988) developed an ecological model for health promotion based on 

Bronffenbrenner’s Ecology Theory. A social ecological model begins with exploring the 
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meaning of social ecology. Social ecological ideations are believed to have originated from 

Murray Bookchin. The basic tenants of social ecological described by Bookchin stipulate that 

human nature is influenced by the ecological problems, which occur from social problems deeply 

entrenched within society (Woods, 2009). In this study, Daniel Stokols’s (1996) model of social 

ecology for health promotion was utilized to develop the conceptual frame and the examination 

of AA men receiving prostate cancer screening. Stokols (1996) indicated that when social 

ecology is applied to health promotion it enlists an interdisciplinary approach. Social ecology 

recognized the importance of social, institutional, and cultural components within an individual, 

and in the context of the relationship between the individual and their environment. The 

environment is considered a vital component, as it is intertwined throughout the individual’s 

persona and interacts with behavior to influence their well-being (Stokols, 1992).  

Several propositions of the social ecological perspective are relevant to this study. One is 

that an individual is influenced by various factors in the environment as well as his/her own 

personality, patterns of behavior, and genetics. Therefore, efforts to promote well-being should 

incorporate the individual as well as his or her environment. In this study, age, education, 

income, perceived health status, and community influences align with the social ecological 

perspective of combining the individual and environmental factors for promoting health. Another 

proposition is that various levels of environment work together for an individual’s health 

promotion. Essentially, there may be efforts from family members, leaders in the community and 

those who initiate health policies working together in the field of health promotion.  

The social ecological model is based on a system that contains five spheres/levels that 

incorporate social interactions, environmental factors and cultural practices to promote health 

promotion. Each of the levels builds upon the previous one while increasing in size with the 
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individual at the core (Stokols, 1992). The first level, at the core of the model, is the 

individual/intrapersonal and the predetermined ideations that influence behavior. It is important 

to recognize that the intrapersonal level also encompassed an individual’s personality traits as 

well as their beliefs and level of knowledge. The attributes of the individual can thus be used in 

conjunction with the other levels to influence a behavior change from an interventional health 

promotion strategy (McLeroy et al., 1998). 

The interpersonal is the next level and involves the primary social groups, such as family, 

social supports, networks and peers. The various social groups interact with each other to 

formulate one’s social and identity roles. In addition, within the interpersonal level are the social 

interactions, which occur among the primary social groups. The primary social groups provide a 

significant level of influence regarding an individual’s health behaviors (McLeroy et al., 1988). 

Marriage can be considered as a social influence within the interpersonal level of the model. 

Marital status is an interpersonal variable which is examined as a possible influence on AA men 

receiving a prostate exam (Campbell et al., 2007).  

The institutional/organizational level is the third level, and provides order and structure 

within the environment (Gregson et al., 2001). Examples of institutions and organizations are 

schools, places of work and religious organizations. A central concept in this level is that 

institutions/organizations have the potential to reach large populations and serve as an influence 

to change health behaviors (McLeroy et al., 1988). In addition, the multiple levels of the social 

ecological model permit various forces to exert influence on an individual to affect a behavior 

(Campbell et al., 2007).  

The next level is the community, which incorporates the various relationships that exist 

among institutions/organizations. Within the community level exists the presence of well- 
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established boundaries, as well as “informal networks” (McLeroy et al., 1988, p. 355). Churches 

have the ability to provide more opportunities for the disadvantaged and minorities to gain access 

to agencies within the community for health promotion activities and political awareness. The 

church is a key community-based organization to reach AA men due to access in their 

community (Campbell et al., 2007).  

The final level is social structure, which includes public policy and systems, and is 

comprised of laws and policies at the local, state and federal level. The public policy level is 

concerned with protecting the health of the community. When policies are developed, an 

essential outcome may be increasing the public’s awareness of health issues in the community 

(McLeroy et. al., 1988).  

Social ecological models have often been utilized with the purpose of examining various 

health promotion practices. The Centers for Disease Control and Prevention utilized a social 

ecological model based on the ecological model of McLeroy et al. (1988) and Stokols’ (1996) 

social ecology concepts for the health promotion of colorectal cancer prevention. In this study, 

the social ecological model was also used. Specifically, various factors from the intrapersonal, 

interpersonal and community levels and their association with AA men receiving prostate cancer 

screening were examined. 

2.2.2 Theory of Planned Behavior 

Ickek Ajzen’s Theory of Planned Behavior examined the beliefs toward a behavior along 

with intention as factors that influence behavior. An individual’s intention is a driving force 

behind deciding whether or not to perform a behavior. The Theory of Planned Behavior 

originated from Ickek Ajzen’s Theory of Reasoned Action. The ability to explain, and predict, 

behavior is a major premise of the Theory of Planned Behavior (Ajzen, 1991). Prostate cancer 
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screening studies utilized the theory due to the premise that a strong intention to engage in the 

screening resulted in higher compliance with receiving prostate cancer screening (Papatsoris & 

Anagnostopoulos, 2009). It also provided an understanding of how a person’s perceptions of a 

behavior can be a good indicator of whether the behavior will occur. It is an individual’s 

intention to engage in a given behavior that served as a key indicator as to whether behavior will 

occur. If the individual has a strong intention for performing the behavior, there is a stronger 

chance for the behavior to occur. There are three constructs of the theory that are based on 

beliefs and identified as behavioral beliefs, normative beliefs and control beliefs, and these 

ultimately influence an individual’s intention. Each construct is compromised of factors that 

influence behavior: attitude, subjective norms and perceived behavioral control (Ajzen, 1991). 

Within the current study, attitude was not examined; however, subjective norms and perceived 

behavioral control were examined. 

Another construct of the theory, subjective norms, is viewed as knowledge and perceived 

social pressure of performing the behavior. For example, subjective norms can be thought of as 

an AA man’s beliefs regarding a spouse’s viewpoint and motivation to be in agreement with the 

spouse’s viewpoint (Hevey et al., 2009). According to the theory, the subjective norms are 

comprised of perceived behavioral expectations (Ajzen, 1991). These expectations come from 

various referent groups in the life of the individual such as spouses, family members, friends, and 

neighbors. Within the context of this study, marital support, family support, and church member 

support were the subjective norms examined for an association with AA men receiving prostate 

cancer screening. The literature has shown the spouse or family member’s expectations for a 

subject to engage in prostate cancer screening can serve as a motivator for AA men to receive 

prostate cancer screening (Webb et al., 2006). Therefore, when AA men place a high value on 
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the expectations of their spouses, family members or church members to engage in a behavior, 

there is an increased probability for the behavior to occur. 

 There are results from cancer screening studies involving men and women, wherein the 

expectations of significant others was an influence on an individual’s intention to receive a 

cancer screening. The importance of subjective norms was further supported by a longitudinal 

study on non-attenders and irregular attenders of cancer screenings. Results indicated that cancer 

screening attendance was predicted by subjective norms in non-attenders and irregular attenders 

(Sieverding et al., 2010). When AA men receive a continuous stream of information about the 

importance of screening, whether it is from the spouse, mass media or peers, they may believe it 

is a behavior that is expected to occur (Hevey et al., 2010).  

Perceived behavioral control, a person’s initiative to perform the behavior, is the 

individual’s perception of how easy or difficult it is to perform a particular behavior. An 

individual’s perceived behavioral control hinges on their perception of factors that will stimulate 

the behavior or block the behavior from occurring. The presence or absence of resources and 

opportunities to engage in the behavior are also factors which influence the likelihood of the 

behavior to occur. In addition, previous experiences with engaging in the behavior and the 

influences from referent groups serve as factors, which  can cause one to view the behavior as 

easy or difficult (Ajzen, 1991). Perceived behavioral control was found to be a significant 

predictor of AA men’s intention to receive a prostate cancer screening (Smith-McLallen & 

Fishbein, 2009).  

Mistrust of the medical community has been a long-standing barrier for AA men 

engaging in health promotion behaviors. The issue of trust can be traced back to incidents such 

as the Tuskegee experiment (Oliver, 2007). A lack of trust among AA men can cause them to 
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view receiving prostate cancer screening as a behavior that carries a low degree of perceived 

behavioral control. The low levels of perceived behavior control can decrease the likelihood for 

engaging in a prostate cancer screening. The availability of resources, such as level of income 

and presence of insurance is also considered in alignment with an individual’s perceived 

behavioral control (Smith-McLallen & Fishbein, 2009). When there is an abundance of 

resources, AA men may feel empowered to engage in health promotion behaviors, such as 

prostate cancer screening.  

It follows then that a lack of resources may evoke beliefs of a lack of control that can 

diminish one’s motivation to participate in a health screening. In essence, the beliefs regarding 

the availability of resources and opportunities comprise the construct of perceived behavioral 

control. Perceived behavioral control is the only construct that when directly combined with 

intention can be used to predict if the behavior will occur. The constructs of attitude, subjective 

norms, and perceived behavioral control when examined are analogous to a bridge between 

intentions to engage in the behavior and performing the actual behavior (Ajzen, 2006).  

Intention can be considered as an individual’s level of willingness to execute a behavior. 

An individual’s intentions are present prior to performing the behavior. When the constructs are 

positively weighted for the behavior to occur, strong intentions are produced, which can lead to 

the behavior taking place. The combined effects of attitude, subjective norms and perceived 

behavior control exert an influence on an individual’s intention to engage in a behavior (Ajzen, 

2006). Therefore, in an effort to increase the intention of AA men receiving a prostate cancer 

screening, the constructs of attitude, subjective norms and perceived behavioral control should be 

positively promoted. The ability to influence the other constructs to have an impact on intention 

can promote the development of programs for AA men receiving prostate cancer screening. A 
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lack of research on the effects of intention indicates a need to examine areas that directly impact 

an individual’s behavior.  

2.3 Literature Review of Intrapersonal, Interpersonal and Community Variables and their 

Association with Prostate Cancer Screening 

 The theories used in this study, the social ecological model and the theory of planned 

behavior, have been examined and serve as a guide for examining AA men that received prostate 

cancer screening. Figure 1 displayed the conceptual model for this study, which incorporated the 

two theories to examine the outcome of prostate cancer screenings among AA men. Despite the 

utility of both theories, the social ecological model will be further evaluated based on the 

theories ability to integrate internal and external forces with the environment. Empirical 

literature examining the intrapersonal, interpersonal and community variables was examined. 

2.3.1 Intrapersonal Variables  

Age. In the literature review, the intrapersonal variable of age within the context of 

prostate cancer screenings was diverse, which may have been associated with the lack of 

consensus for an age to initiate prostate cancer screenings. A large number of previous studies 

indicated men over the age of 50 years as being most likely to receive prostate cancer screening. 

In addition, Rakowski (1988) examined health behaviors among age cohorts and found the age 

range of 54 years to 64 years as being associated with maintaining “functional health”. Likewise 

the age group of 54 years to 64 years was viewed as a mature age group that did not experience 

the stressors of employment that a younger group encountered (Antonnucci, Akiyama, & 

Adelmann, 1990). Therefore, without the conflicts of employment older men could focus on their 

health and health behaviors.   
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The effects of older age can be seen in the study by Drake et al. (2010), where a church-

based intervention to promote informed decision-making for prostate cancer screening, DRE or 

the PSA test, was conducted. The study took place in Boston and Cambridge, Massachusetts, and 

included 73 AA male participants. Results indicated those who were over the age of 50 years old 

were more likely to receive prostate cancer screening (Drake et al., 2010). Efforts to prevent 

prostate cancer were examined by Woods, Montgomery, Herring, Gardner and Stokols, (2006), 

and the study revealed older age among AA men as being associated with receiving prostate 

cancer screening. The study utilized secondary data from a prostate cancer prevention study in 

California that consisted of 276 AA male participants. The study cited the age group of 50-59 

years as having the highest number of participants that received a DRE (68%) and a PSA test 

(63.7%).   

A large amount of the literature is now focused on the PSA test, which may be due to this 

prostate cancer screening consisting of drawing blood and not a rectal exam as in the DRE. The 

studies in this review of literature consisted of results which supported AA men over 50 years 

old that received a prostate cancer screening by a PSA test. In 2006, Tannor and Ross reported 

their findings of a study regarding PSA usage, demographic and health behavior variables among 

AA men. The study used a sample of 739 AA men from the National Health Interview Survey 

(NHIS) that took place in 2000. All of the participants were 40 years or older. Within the study, 

the prostate specific antigen testing was divided into AA men that received screening within the 

past year and those that received three or more PSA tests within the last five years. Results 

indicated that AA men equal to and over 50 years had a positive association with receiving a 

PSA test within the last year. In addition, AA men equal to and over 50 years were positively 

associated with receiving three or more PSA tests within the last five years (Tannor & Ross, 
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2006). Satia and Galanko (2007) examined the PSA test within the contexts of demographic, 

behavioral, psychosocial and dietary factors. The study utilized cross sectional data from 405 AA 

men in North Carolina. Findings from the study associated men 50 years to 70 years with the 

PSA test. 

Emerson, Reece, Levine, Hull and Husaini, (2009) studied predictive factors for AA men 

to receive prostate cancer screening, PSA test. The sample consisted of 152 AA men from 45 

churches between the age ranges of 40-70 years old. Findings from the study indicated that older 

age could significantly predict whether AA men receive prostate cancer screening. AA men with 

a mean age of 57.9 years had the largest number of prostate cancer screening. Additional studies 

supported the age group of over 50 years as being associated with receiving prostate cancer 

screening. A research team from the University of North Carolina, Chapel Hill (2006) utilized 

the same type of data set, NHANES, which was used in the current study. The researchers 

utilized data from the 2003 – 2008 NHANES data set to analyze prostate cancer screening trends 

for the PSA test. The sample consisted of 3763 men that were 40 years and older. Results 

concluded that men over 50 years old were the largest segment to receive prostate cancer 

screening.  

There were, however, inconsistencies in the literature regarding an age group being 

associated with receiving prostate cancer screening. In addition to studies that indicated AA men 

over the age of 50 were more likely to receive prostate cancer screening, there were studies that 

cited men under the age of 50 as more likely to receive prostate cancer screening. An example of 

AA men under the age of 50 years being associated with prostate cancer screening was indicated 

in the study by Chiu, Anderson and Corbin (2005). The study examined prostate cancer 

screening (the PSA test) among 2098 health fair participants in central and eastern Nebraska, and 
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found that those under the age of 50 were more likely to receive prostate cancer screening. 

Weinrich, Boyd, Bradford, Mossa and Weinrich (1998) reported similar results among 1264 AA 

men from six community sites in central South Carolina. AA men under the age of 50 years had 

the highest percentage, 54%, of prostate cancer screening.  

 The inconsistency in age being associated with prostate cancer screening indicated the 

importance of further examination of age influencing prostate cancer screening among AA men 

in the current study. If additional support is provided for a specific age group and prostate cancer 

screening among AA men, the data could lead to interventions designed for a specific age group. 

In the current study, I proposed AA men over the age of 50 years were more likely to receive 

prostate cancer screening compared to AA men under the age of 50 years. 

Education and Income. Education is often a salient factor within research. Higher levels 

of education can lead to increased exposure on health topics, such as prostate cancer screening, 

and employment with a higher salary which can lead to greater access to medical care. In 

addition, higher levels of education, as in a college degree, can provide more knowledge on the 

health disparity for AA men and prostate cancer; thus an increase in knowledge may increase 

their desire to receive prostate cancer screening. Likewise, a higher education maybe associated 

with employment that provides health insurance, and covers prostate cancer screening. The 

literature review pointed to a relationship between the educational level of AA men and prostate 

cancer screening.  

 In a study by Guttman (2001), the focus was on the AA male’s awareness of prostate 

cancer risk. The sample consisted of two groups of AA men, 319 and 404, respectively that were 

“more ill, poorer” (Guttman, 2001, p. 8). Results suggested that AA men were more likely to 

receive prostate cancer screening, the PSA test, when they had a higher level of education 
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(Guttman, 2001).  Haque et al. (2009) conducted a study that examined correlates of prostate 

cancer screening, the PSA test. The results indicated education was associated with participants 

receiving prostate cancer screening, the PSA test. Participants with greater than or equal to a 

college degree had the highest rate, 74.8%, for prostate cancer screenings (Haque et al., 2009). 

Satia and Galanko (2007) also recognized the educational level of AA men was a factor 

associated with receiving prostate cancer screening. In their study, it was reported that a college 

degree or higher was associated with receiving prostate cancer screening, the PSA test (Satia & 

Galanko, 2007). Papatsoris and Anagnostopoulos (2009) found that men who had less education 

were more likely to refuse prostate cancer screening. In a study that examined venues in the 

community for providing prostate cancer screening intervention, education was a significant 

predictor of prostate cancer screening (Tingen, Weinrich, Heydt, Boyd & Weinrich, 1998). The 

study consisted of 1552 subjects, of which 72% were AA men, and results indicated AA men 

were less likely to receive PCS when they had less than a high school degree. Results from the 

study provided support for educational level influencing prostate cancer screening in AA men. 

Based on this literature, I hypothesized that AA men with a college degree are more likely to 

receive prostate cancer screening compared to AA men without a college degree. 

    Income is another commonly reported social economic variable among AA men 

receiving prostate cancer screening. In fact, income can dictate the resources available for AA 

men to receive prostate cancer screening (Carpenter et al., 2009). Higher incomes may allow 

persons to afford health insurance and encourage AA men to receive prostate cancer screening. 

Higher levels of income were reported as a strong indicator of receiving prostate cancer 

screening (Chiu et al., 2005). Furthermore, the study found that AA men with higher incomes 

were more likely to receive prostate cancer screening, the PSA test. The influence of higher 
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incomes being associated with prostate cancer screening was indicated by results from Papatsoris 

and Anagnostopouls (2009). The authors stated that individuals who did not receive a prostate 

cancer screening were from a lower social economic status. Therefore, individuals with high 

income levels, who are not in a low social economic status, should be associated with health care 

prevention such as prostate cancer screening. Perhaps the availability of resources for AA men 

that have higher incomes is a factor that allows for routine health care that includes prostate 

cancer screening. Thus, I hypothesized that higher levels of income would be associated with a 

higher likelihood of receiving prostate cancer screening.    

Perceived Health Status. Previous literature on the perceived health status of AA men in 

relation to prostate cancer screening was sparse. Despite the limited amount of research that 

examined the association of perceived health status and prostate cancer screening among AA 

men, the perception of one’s health was shown to be associated with prostate cancer screenings. 

Sanchez, Bowen, Hart and Spigner (2007) conducted a qualitative study on determinants in 

decision making for the DRE and the PSA test. Focus groups were created that consisted of AA 

men aged 40-70 years. Data from the focus groups yielded a self-awareness of good health and 

well-being as being associated with AA men receiving prostate cancer. In essence, a perception 

of good health was associated with receiving prostate cancer screening. Chiu et al. (2005) 

recognized the need to evaluate perceived health status among AA men and prostate cancer 

screening. The study emphasized that men may have a higher degree of motivation (e.g., 

maintain good health) to obtain a screening when they rated their health as good/excellent (Chiu 

et al., 2005). There was the belief that AA men with self ratings of good/excellent health were 

more responsible for their health and had a stronger intention to receive prostate cancer 

screening. Furthermore, AA men with good/excellent health rating could be more inclined to 
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engage in health promoting behaviors such as prostate cancer screening (Chiu et al., 2005).  

Within the study by Tannor and Ross (2006), the self report of good health was associated with 

AA men receiving a PSA test within the past one year and AA men receiving three or more PSA 

tests within the past five years. Perceived health status is a unique variable in that it has barely 

been examined as an influence for AA men to receive a prostate cancer screening. The 

examination of factors that have not been well studied can provide data on a factor that may in 

fact be a pertinent area for increasing the rates of prostate cancer screening among AA men. In 

the current study, I proposed that a perceived better health status rating would be associated with 

higher rates of prostate cancer screening.  

2.3.2 Interpersonal Variables  

Marital Status. The role of marital status, marital support and family support has been 

examined in various studies as a possible influence for AA men to receive prostate cancer 

screenings. This study looked at marital status for as a factor associated with AA men receiving 

prostate cancer screening. The role of the spouse in prostate cancer screening may be evident by 

the increased rates of prostate cancer screening among married men (Volk et al., 2004). Drake et 

al. (2010) found that 88% of AA men that were married were more likely to receive prostate 

cancer screening. The influence of marital status is further seen in the study by Tingen et al., 

1998. Results from the study indicated the highest rates among AA men that did not receive 

prostate cancer screening were from AA men that were not married. The study conducted by 

McFall and Davila (2008) utilized data from the Longitudinal Study on Aging II data set to 

examine how gender and social ties affected prostate cancer screenings among the elderly. The 

data revealed that receiving prostate cancer screening was related to being married. Similar 

findings were reported in the men’s study conducted by Haque et al. (2009). Participants that 
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received a PSA test were as follows: 73.2% married or live with partner, and 69.2% other (e.g., 

divorced or separated). Satia and Galanko (2007) identified marital status as a factor for 

receiving prostate cancer screening. Furthermore, there was a statistically significant association 

between AA men who underwent prostate cancer screening and AA men who were married 

(Satia & Galanko, 2007). 

Additional results were found in Arras-Boyd, Boyd and Gaehle, (2009), which explored 

how to bring prostate cancer screenings to those who have a high risk of developing prostate 

cancer. The study also examined White and AA men and determined that married men were 

more likely to attend prostate cancer screening, take the PSA test, and receive education that 

occurred in the community. Carpenter et al. (2009) examined the availability of resources, and 

the concept of trust for an association among White and AA men receiving prostate cancer 

screening, including both the DRE and PSA test. They found that receiving a prior prostate 

cancer screening (DRE or PSA) was associated with being married. The current study adds to the 

literature on prostate cancer screening by examining how external influences may be associated 

with AA men receiving prostate cancer screening. An examination of not only internal, but 

external factors such as marital status can provide a comprehensive foundation for associating 

prostate cancer screening with AA men.  Consequently, I proposed that compared to unmarried 

men, married men are more likely to receive prostate cancer screening. 

Marital Support. The influence of social support has been documented in studies with 

results that indicated prostate cancer screening was influenced by social support from significant 

others (Arras-Boyd et al., 2009; Plowden, 2006). Papatsoris and Anagnostopoulos (2009) 

indicated that wives influenced their husbands to receive prostate cancer screening. In a 

qualitative study by Jones et al. (2010), wives were a significant influence for AA men to receive 
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prostate cancer screening. Findings from a focus group study indicated the wife as the central 

motivation for receiving prostate cancer screening, including both the DRE and the PSA test 

(Blocker et al., 2006). Webb et al. (2006) conducted a focus group study that involved AA men 

and significant females in their lives. The study examined the knowledge, beliefs and attitudes of 

AA men regarding prostate cancer screening. A total of 32 participants aged 40-70 years 

comprised six focus groups. Men and women identified the influence from a significant female 

as a motivating factor to engage in prostate cancer screening. An excerpt from the study 

indicated that despite their strong sense of masculinity the men listened to their wives and 

complied with obtaining prostate cancer screening.  The sense of masculinity among the AA men 

was a theme in the study that centered on AA men feeling masculine by not discussing health 

concerns and not engaging in the DRE. Accordingly, the literature indicated the positive 

influence marital support had on AA men to receive prostate cancer screening. Furthermore, I 

hypothesized that marital support would be associated with a higher likelihood of receiving 

prostate cancer screening.  

Family Support. Family support refers to support from other family members than a 

spouse, such as children and other relatives. AA individuals have a strong devotion to their 

family (Eng, Hatch & Callan, 1985). The social support from family members of AA’s is 

recognized as an important form of social assistance in their lives (Taylor, 1990). Family, and in 

particular extended family, forms a vital part of the daily lives of AA persons (Taylor, Lincoln & 

Chatters, 2005). These strong familial ties suggest an avenue for the influence of social support 

from family members on health promotion behaviors, such as prostate cancer screening. Earlier 

studies in fields such as psychiatry yielded results indicating that seeking advice from family 

members was a trait of AA men more so than White men (Sussman, Robins & Earls, 1987). The 
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factor of family support was indicated as a possible influence for AA men to receive prostate 

cancer screening.  

In a focus group study by Ford et al. (2006) 21 participants between 55-87 years of age 

were evaluated for their intentions to obtain a prostate cancer screening. A theme from the study 

was the influence of social support, which indicated intergenerational family members and 

specifically daughters as a motivator to obtain a prostate cancer screening. Jones et al. (2010) 

reported on informal support systems possibly being an essential component among AA men 

deciding to receive prostate cancer screening.  

Additional literature on the topic of family support involved a focus group comprised of 

nine men and women between the ages of 43-72 years. Participants discussed psychosocial 

factors for AA men engaging in prostate cancer screening. Findings from the study indicated 

female encouragement as a precipitating factor for obtaining prostate cancer screening (Jernigan, 

Trauth, Neal-Ferguson, & Cartier, 2001).  

In 2010 Jones et al. reported their results regarding how rural AA men decided whether 

or not they received a prostate cancer screening. A sample of seventeen AA men from a rural 

setting between the ages of 40-71 years participated in the study. Findings indicated that 

informal support along with advice from family was significantly associated with AA men 

obtaining prostate cancer screening. Participants valued input from family members and family 

members were viewed as being a crucial part of the decision making process. Some of the 

participants reported that it was their daughters that constantly encouraged them to obtain 

prostate cancer screening. The encouragement ultimately led to these men receiving prostate 

cancer screening. Thus, I proposed, family support would be associated with a higher likelihood 

of receiving prostate cancer screening. 
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2.3.3 Community Variables 

Church Attendance. To address the major health concern of prostate cancer among AA 

men, Healthy People 2020 recommended an increased focus on community-based health 

programs (USDHHS, 2012). The church is a key community-based organization to reach AA 

men due to access in the community (Campbell et al., 2007; Weinrich et al., 1998). This history 

of involving the community in the health promotion of AA men led to the inclusion of 

community factors in the current study. Compared to Whites, AA’s had higher levels of 

attending religious services and activities (Johnson, Elbert-Avila, & Tulsky, 2005). The church 

was recognized as an influential partner for health promotion and as a community resource to 

reduce health disparities (Holt et al., 2009; Peterson, Atwood, & Yates, 2002). “Faith-placed” 

programs are established in a church by health professionals and used to test selected 

interventions (DeHaven, Hunter, Wilder, Walton & Berry, 2004). Studies focused on faith-

placed programs have been shown to increase AA men’s knowledge of prostate cancer 

screenings and to yield increased utilization rates of actual prostate cancer screening (Holt et al., 

2009). Overall, AA men preferred community-based prostate cancer screening over other forms 

(Arras-Boyd, Boyd & Gaehle, 2009; McFall & Davila, 2008; Parchment, 2004).  

The church has served and can continue to serve as a pivotal community organization for 

focusing on preventative disease screening. McFall and Davila (2008) examined psychosocial 

factors which could impact prostate cancer. The findings indicated that church attendance was 

related to receiving prostate cancer screening.  

As seen in the literature, a large portion of the studies on the church and health promotion 

activities was qualitative. The use of quantitative research, as in the current study, provides 

another dimension for identifying an association among AA men and prostate cancer screening. 
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By providing another method of research to the topic of prostate cancer screening among AA 

men, an additional domain is examined for factors that are associated with prostate cancer 

screening. Likewise, the literature previously indicated church attendance was more likely to 

cause AA men to receive prostate cancer screening. Thus, I proposed higher rates of church 

attendance would be associated with higher rates of prostate cancer screening. The next section 

of literature examined another feature of the church, which was that of support from church 

members for receiving prostate cancer screening. 

Church Member Support. Nearly every community contains a church and the church 

has served as a catalyst for improvement within communities (Peterson et al., 2002; Taylor & 

Chatters, 1988). AA churches, in general have an extensive history of providing social support to 

its members and the community (Eng et al., 1985; Krause, 2002). Social support has been an 

important characteristic among AA churches (Chatters, Taylor, Lincoln, & Schroepfer, 2002). 

Past research indicated AA men view informal support systems as a vital component for the 

decision to receive prostate cancer screening (Jones et al., 2010). The AA church has been 

considered second, behind family, as a vital source for providing support (Taylor & Chatters, 

1988). 

 Blocker et al. (2006) showed that church members, namely pastors, were essential for 

encouraging members to engage in cancer screening, such as that used to detect prostate cancer. 

Emotional and informational support among church members has been extensively documented 

in the literature (Taylor & Chatters, 1988). A study conducted by Taylor and Chatters (1986) 

examined types of support for older AA’s from family members, church members and friends. 

The sample of 581 AA individuals who were over the age of 55 yielded results of over 80% for 

support from church members. The most prominent type of support received from church 
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members was that of encouragement and advice. Likewise, Webb et al. (2006) found that the 

church encouraged members to receive prostate cancer screening.  

There is a limited amount of research regarding the influence of church member support 

on AA men receiving prostate cancer screening. However, given the salience of the church and 

social support in the lives of AA it is an area in need of further investigation. Within the context 

of this study, support from church members is parallel to the support of encouragement and 

advice in the Taylor and Chatters (1986) study.  Accordingly, I hypothesized that church member 

support would be associated with a higher likelihood of receiving prostate cancer screening. 

Access to Health Care. As an underserved population, AA persons may encounter 

“limited access to traditional health promotion and preventive services located in educational and 

medical facilities” (Peterson et al., 2002, p.404). Many AA’s encountered barriers for receiving 

consistent health care (Mitchell, 2011).  When AA men are provided with community services 

such as transportation to health care facilities, they can increase their usage of preventive cancer 

care (Mitchell, 2011). Talcott et al. (2007) examined potential barriers for AA and White men 

receiving prostate cancer screening. It was noted that AA men were less likely to have access to 

health care and continuity of care (Talcott et al., 2007). Wray et al. (2009) also reported a 

scarcity of community-based services which provide prostate cancer screening for AA men. In 

addition to prostate cancer screening programs being rare in the community, such programs were 

also found to have inconvenient hours of operation.  

Guttman (2001) reported access to health care was a barrier for AA men to receive 

prostate cancer screening. The study examined the attitudes of two groups of men. One group 

contained 319 AA men from a community in Harlem and the second contained 404 AA men that 

were of a lower socioeconomic status, attended public and private clinics, and had poorer health 
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than the men from the community in Harlem. Participants ranged in age from 50-74 years, with 

the majority under 65 years. Findings indicated that men residing in the community with a 

regular health care provider were more likely to receive a prostate cancer screening, the PSA 

test. In the current study, I proposed that access to health care would be associated with higher 

rates of prostate cancer screening. 

2.3.4 Integrating Intrapersonal, Interpersonal and Community Factors with Prostate 

Cancer Screening  

The current study examined factors associated with prostate cancer screening that had not 

been simultaneously examined. Previous studies examined similar psychological, social and 

demographic factors; however, the combination of factors has not been analyzed (Odedina et al., 

2008). When all of the factors were analyzed together it allowed for the viewing of a competing 

effect. The factors were combined to examine the influence of several factors simultaneously on 

AA men receiving prostate cancer screening. Once factors are identified, future research could 

be conducted to identify which of the factors is the most influential. The examination of new 

combinations of factors can be the impetus for continued research in prostate cancer screening 

among AA men. In addition, it can lead to new interventions designed to increase rates of 

prostate cancer screening. The corresponding hypothesis I proposed for the current study is the 

intrapersonal, interpersonal, and community are additive and would be associated with a higher 

likelihood of AA men receiving prostate cancer screening. 

2.3.5 Intention - The Linking Mechanism to Prostate Cancer Screening 

The final component in the current study is intention to receive prostate cancer screening. 

Intention served as a linking mechanism between intrapersonal, interpersonal and community 

factors and receiving prostate cancer screening. As indicated in the theory of planned behavior, 
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an individual’s intention is associated with individuals actually performing a behavior (Ajzen, 

2006). Smith-McLallen and Fishbein (2006) examined intentions to receive various types of 

cancer screening, such as prostate cancer. Results from the study showed that AA men who had 

high levels of perceived behavioral control were more likely to have higher intentions to engage 

in prostate cancer screening, the PSA test. Odedina et al. (2008) indicated attitude as a strong 

determinant of intention for AA men receiving prostate cancer screening. Within the current 

study the factors were examined for an influence on the intention of AA men to receive prostate 

cancer screening.  

When a predictor is associated with an outcome variable through a specific variable, 

mediation has occurred (Baron & Kenny, 1986). As reported by Ajzen (1991) intention 

determines if an individual displayed a given behavior. Earlier reviews have shown that the 

intrapersonal factors, interpersonal factors, and community factors were associated with AA men 

receiving prostate cancer screening (Carpenter et al., 2009; Drake et al., 2010; Tannor & Ross, 

2006). Intention can serve as bridge that permits the intrapersonal variables to be associated with 

prostate cancer screening. For example, one study suggested that being married is associated 

with a higher degree of intention (Blocker et al., 2006; Webb et al., 2006). Such intention, in 

turn, influenced the likelihood of prostate cancer screening. For example, higher education (e.g., 

better knowledge and resources) can serve as impetus for prostate cancer screening (Drake et al., 

2010). Indeed, higher education can provide a higher level of intention based on AA men feeling 

adequately prepared to navigate the health care system in order to obtain prostate cancer 

screening (Arras-Boyd et al., 2009; Ross et al., 2007).  

In another example, the support system could be considered an essential component in 

the decision process for AA men to receive prostate cancer screening (Jones et al., 2010). The 
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influence from a support system could increase the intention of AA men to receive prostate 

cancer screening as evidenced by the AA men deciding to receive prostate cancer screening 

(Jones et al., 2010). In another example, exposure to social norms through church attendance 

may exert an influence on an individual’s intention (Ajzen, 1991). Spending time at church and 

interacting with church members regarding health promotion activities could initiate intention 

among AA men which would then lead to health behaviors such as prostate cancer screening. 

Likewise, if AA men have access to a health care facility their intention may be increased due to 

the availability of health promotion resources. A high level of intention is associated with a 

higher likelihood of an individual performing a particular behavior (Ajzen, 1991). Due to 

intention influencing a behavior, it is likely that positive intentions can lead to AA men receiving 

prostate cancer screening. Therefore, an increase in intention can motivate prostate cancer 

screening. I hypothesized that intrapersonal, interpersonal and community factors are associated 

with prostate cancer screening through intention to receive a PSA test. To examine the effect of 

the variables on intention and the outcome, research questions and hypotheses are proposed for 

the current study.  

 2.4 Research Questions and Hypotheses 

 Figure 1 provided the conceptual model for the current study. The present study 

examined AA men receiving prostate cancer screening from the perspective of psychosocial and 

environmental influences. This section lists the research questions for the study followed by the 

hypotheses. The hypotheses were predicted based on the review of literature and theoretical 

framework. 

1. Do intrapersonal factors (age, education, income, and perceived health status) influence the 

likelihood of AA men to receive prostate cancer screening? 
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H1 (a) AA men 50 years and older would have higher rates of receiving prostate cancer 

screening compared to men under the age of 50 years.   

H1 (b) AA men with a college degree would have higher rates of prostate cancer  

  screening compared to men without a college degree.  

H1 (c) Higher levels of income would be associated with a higher likelihood of receiving 

   prostate cancer screening.  

H1 (d) A perceived better health status rating would be associated with higher rates 

  of prostate cancer screening.  

2. Do interpersonal factors (marital status, marital support and family support) influence the 

likelihood of AA men to receive prostate cancer screening?  

H2 (a) Compared to unmarried men, married men are more likely to receive prostate 

cancer screening. 

H2 (b) Marital support would be associated with a higher likelihood of receiving prostate 

cancer screening.  

H2 (c) Family support would be associated with a higher likelihood of receiving prostate 

cancer screening. 

3. Do community factors (church attendance, church member support and access to health care) 

influence the likelihood of AA men to receive prostate cancer screening? 

H3 (a) Higher rates of church attendance would be associated with higher rates of 

prostate cancer screening. 

H3 (b) Church member support would be associated with a higher likelihood of receiving 

prostate cancer screening. 
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H3 (c) Access to health care would be associated with higher rates of prostate cancer 

screening. 

4. How are the intrapersonal, interpersonal and community variables combined to explain AA 

men receiving prostate cancer screening? 

H4 The intrapersonal, interpersonal, and community factors are additive and would be 

associated with a higher likelihood of AA men receiving prostate cancer screening. 

5. How are intrapersonal, interpersonal and community factors associated with prostate cancer 

screening through intention to receive prostate cancer screening?  

H5 Intrapersonal, interpersonal and community factors are associated with prostate 

cancer screening through intention to receive prostate cancer screening. 
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CHAPTER THREE 

METHODOLOGY 

In this section, the quantitative method will be discussed in detail. The dataset NHANES 

2007-2008 provided the sample for the study. The dependent and independent variables utilized 

in this study are examined in this section. 

3.1 Sample and Procedure 

Approval for the CDC’s National Health and Nutrition Examination Survey 2007-2008 

was obtained through the human subjects committee at Florida State University. The NHANES 

is a collection of studies that assess the health and nutrition status of adults and children in the 

United States. The studies began in the 1960’s and have continued annually. An interesting 

component of the surveys is that they also consist of interviews and physical examinations. 

Depending on the emerging needs of the country, the focus areas for the survey may change. 

Data was collected from birth to an individual’s current age. Data from the survey included 

chronic diseases, risk factors, demographics, blood and urine samples, and social interactions to 

name a few. Diversity was achieved by over-sampling for AA’s, Hispanics and individuals over 

60 years of age. Individuals over the age of 16 years and emancipated minors were directly 

interviewed in the survey. The data set included all of the independent variables along with the 

dependent variables, the DRE and PSA tests. 

 Interviews for the NHANES study were performed in the participant’s homes. Mobile 

examination centers were present to serve as the site for collecting blood and urine samples and 

conducting health examinations. When necessary, participants were provided with transportation 

to and from the mobile units. Data was collected by a team that consisted of a physician, medical 

and health technicians, and dietary and health interviewers. A network of advanced computer 



36 
 

systems connected to a central network permitted the interviews and results of the examinations 

to be entered and stored electronically. Each participant was provided with compensation for 

taking part in the survey. In addition, participants were provided with the results of their medical 

examinations. Confidentiality and privacy was provided for all participants. 

The 2007- 2008 NHANES data set was comprised of 9,762 participants; 2,211were AA 

participants in the survey. AA men age 40 and over were the target sample for the study. The 

sample size was 377. Within the NHANES 2007-2008 data set, only men 40 years and over were 

assessed for the DRE and/or the PSA test. The statistical software Gpower 3.1 was utilized to 

calculate a sample size of N= 308, based on a power of .80 and an effect size of .20. The sample 

size in the current study is 377. The dependent variable in the present study is receiving prostate 

cancer screening (DRE/ PSA test) and the independent variables are intrapersonal factors (age, 

education, income and perceived health status); interpersonal factors (marital status, marital 

support and family support); and community factors (church attendance, church member support 

and access to health care). Intention was examined as the mediating variable.  

3.2 Measures  

3.2.1 Dependent variable 

Within the context of this study, prostate cancer screening will consist of the DRE and 

the PSA test. Data for DRE and PSA testing was obtained from a mobile examination center. 

Survey questions were administered by trained staff via a computer assisted personal interview 

(CAPI) system. Quality assurance and quality control were maintained by consistency programs 

built into the systems that checked for data entry errors. In addition, self-help screens were 

available to assist the interviewers with defining key terms. The digital rectal examination was 

measured with the question “Have you ever had a rectal examination to check for prostate 
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cancer?” A brief description of a rectal examination followed the question. Responses to the 

DRE question were 1 (yes) or 2 (no). The DRE was recoded as 0 (no) or 1 (yes). The PSA test 

was measured by the number of actual blood tests among AA men for the total PSA test. If 

participants chose to receive a PSA test, their blood was drawn in the MEC by a medical 

assistant and sent to a lab for testing. The PSA tests were coded as 0 (no) or 1 (yes). 

3.2.2 Independent Variables 

Age. Age was measured on the survey by the question “date of birth.” AA participants 

were asked the question “About how old are you?” A range of ages was displayed, and AA men 

could choose from the categories of 6-11 years, 12-19 years, 20-39 years, 40-49 years, 50-59 

years and 60+ years. In this study of AA men over 40, age was coded into the categories of under 

50 years, and 50 years and over. The age group of under 50 years was indicated as the reference 

group. 

  Education and Income. An interviewer asked participants were asked in their homes to 

indicate their level of education. The measure asked, “What is the highest grade or level of 

school completed or the highest degree received?”  Responses were 1 (Less than 9th grade), 2 (9-

12th with no diploma), 3 (High school diploma/GED), 4 (Some college), and 5 (College 

Graduate). The categories of less than 9th grade, 9-12th with no diploma, high school diploma and 

some college were combined. The new category was recoded into “non college graduate” 0 (no). 

“College graduate” was recoded into 1 (yes). The non college graduate group was the reference 

group.   

 Income level was measured by an interviewer asking the following question, “Of these 

income groups, can you tell me which letter best represents you and other family members in the 

last calendar year?”  Income was organized into the categories of under $20,000, $20,000-
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$44,999, $45,000- $74,999 and $75,000 and over. Each category was coded 0 (no) 1 (yes). 

Incomes equal to and $75,000 and over was the reference group.  

Perceived Health Status. Interviewers conducted household interviews to measure 

perceived health status. Participants were asked “Would you say your health in general is…?”  

Responses to the rating of perceived health status consisted of and were coded 1 (Excellent), 2 

(Very good), 3 (Good), 4 (Fair), and 5 (Poor). Due to the reverse coding the data was recoded 1 

(Poor), 2 (Fair), 3 (Good), 4 (Very good) and 5 (Excellent).  

Marital Status. Marital status was measured by an interviewer in the participant’s home. 

The interviewer asked participants, “Are you now married, widowed, divorced, separated, never 

married or living with a partner?” Selections for marital status were indicated as 1 (Married), 2 

(Widowed), 3 (Divorced), 4 (Separated), 5 (Never Married), 6 (Living with Partner). The 

categories were recoded as 0 (Not married, and numbers 2 through 6 combined and recoded as 

not married) or 1 (Married).  

  Marital Support. Marital support was assessed by the question, “In the last 12 months, 

who was most helpful in providing you with emotional support?” Participants were instructed to 

select a response from various members. If the participant selected spouse, it was coded as 1 

(yes). Otherwise, it was coded as 0 (no).  

Family Support. Family support was also measured by the question “In the last 12 

months, who was most helpful in providing you with emotional support?” Participants selected 

the following options, daughter, son, sibling, parent or other relative. If the participant selected 

any of the previously indicated responses it was coded as 1 (yes). Otherwise, it was coded as 0 

(no).  
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Church Attendance. A single question regarding church attendance in the survey asked 

participants, “How often do you attend church or religious services?” Participants could enter the 

number of times per month; therefore church attendance was measured by the frequency an 

individual attended per month.  

Church Member Support. The variable of church member support was obtained from 

the same question which asked participants “In the last 12 months, who was most helpful in 

providing you with emotional support?” If participants selected the option “church members,” 

the response was coded 1 (yes); otherwise, it was coded 0 (no). 

Access to Health Care. The data set contained a variable, which measured a 

participant’s access to health care through one question. Participants were asked, “Is there a 

place that you usually go when you are sick or need advice about your health?” Responses to the 

question were as follows, 1 (Yes, there is one place to go for advice), 2 (There is no place to go 

for advice), and 3 (There is more than one place to go for advice). Responses were recoded as 0 

(no place to go) or 1 (more than one place to go). 

Intention. The concept of intention was measured by the question, “Are you willing to 

have your blood tested for PSA?” Participants selected 1 (yes) or 2 (no). Responses were recoded 

as 0 (no) or 1 (yes). 

3.3 Analytical Strategy 

 The statistical software SPSS 20 was used to obtain descriptive statistics along with 

regression models. Because the dependent variable is a dummy variable, binary logistic 

regression was used to test the hypotheses presented in the current study. Binary logistic 

regression allowed for the computation of the likelihood along with testing the association 

between the dependent variable prostate cancer screening) and independent variables (Satia & 
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Galanko, 2007; Chiu et al., 2005). Cross tabulations were produced that corresponded with the 

applicable hypothesis in the current study. Within testing for an association the dependent 

variable (prostate cancer screening) was measured by DRE and the PSA test, and each one was 

regressed separately on the set of factors. To test for the fit of each model, the Omnibus Tests of 

Model Coefficients and the Hosmer and Lemeshow Test were used. The Omnibus Tests of 

Model Coefficients displayed the overall significance of a model by indicating a p < .05 and 

Hosmer and Lemeshow Test indicated a significant model with by p > .05. In addition, a 

contingency table for the Hosmer and Lemeshow displayed the ability of the model to predict 

scores while displaying the observed actual scores. There was no evidence of collinearity as 

evidenced by the variance inflation factor (VIF) ranging from 1.001 to 2.792. The general rule 

for collinearity, utilizing the VIF, is a value of 10 or even 4 can be considered as a concern for 

collinearity (Gordon, 2010). A significant odds ratio (OR) indicated a significant effect of the 

independent variable on the odds of occurrence of the dependent variable (i.e., likelihood of 

prostate cancer screening).  

Four logistic regression models were developed to test hypotheses H1- H4. The first set 

of models consisted of the intrapersonal factors (i.e., age, education, income and perceived health 

status) to test H1. (Prostate cancer screening, the DRE and the PSA test were separately 

regressed on age, education, income and perceived health status in two models.) The second set 

of models consisted of the intrapersonal factors (i.e., marital status, marital support and family 

support) to test H2. (Prostate cancer screening, the DRE and the PSA test were separately 

regressed on marital status, marital support and family support.) The next set of models 

contained the community factors (i.e., attendance at church, church member support, and access 

to health care) to test H3. (Prostate cancer screening, the DRE and the PSA test, were separately 
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regressed on attendance at church, church member support, and access to health care.)The fourth 

model contained all of the above intrapersonal, interpersonal and community factors to test H4. 

(Prostate cancer screening, the DRE and the PSA test,  were regressed on age, education, 

income, perceived health status, marital status, marital support, family support, attendance at 

church, church member support and access to health care,)  

 To test the mediation hypothesis (H5), according to Barron and Kenny (1986), three 

equations are needed. The first step was to regress the proposed mediator variable (intention) on 

all of the independent variables (i.e., age, education, income, perceived health status, marital 

status, marital support, family support, monthly church attendance, church member support and 

access to health care). This established the direct association and was tested in H5. Next, the 

dependent variable, the PSA test, was regressed on all of the independent variables which were 

tested in H4. To test for mediation only the outcome variable PSA test was examined due to 

intention only measuring that of receiving a PSA test and not a DRE. Finally, the outcome 

variable was regressed on all of the independent variables along with the proposed mediator 

variable intention. According to Baron and Kenny (1986), mediation is present when 1) the 

association between independent variables and the PSA test was significant; 2) the association 

between independent variables and intention (mediator) was significant; and 3) when entered 

together, the effect of intention was significant but the path from independent variables are not 

significant or greatly reduced.  

In this study, like many others, there was the occurrence of missing data. Even though 

deleting missing data is common, it does not produce reliable or accurate results. Seven of the 13 

variables had missing data; however four  had missing values over ten percent; 17.8% 

willingness to have a PSA test (intention), 15.6% family support, 15.4% church member support 
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and 14.9% spousal support. Multiple imputation (MI) in SPSS was utilized to account for the 

missing data. Then MI method of handling missing data was selected based on this method’s 

original purpose for use was to “handle non response in surveys that are conducted for 

constructing public use data files” (Barnard and Meng, 1999, p. 31). In fact, the NHANES-III 

data set (1988-1991) used MI and developed a CD ROM for the data (Barnard and Meng, 1999). 

The MI approach for missing data eliminates bias that can exist from using other methods, such 

as mean imputation (Sterne, et al., 2009). By utilizing MI, several data sets are created with 

imputed values, which allows for the combination of the values into a final pooled data set in the 

results (Sterne, et al., 2009).  
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CHAPTER FOUR 

RESULTS 

4.1 Descriptive Statistics 

 This chapter contains results of the study in relation to the research questions and 

proposed hypotheses. Descriptive statistics are provided in Table 1. The sample consisted of AA 

men between the ages of 40 and 80 years old, and with an average age of 59 years. In fact, the 

age group of 50 years and older had the largest sample at 75.9%, followed by those under 50 

years, 24.1%. In the category of education, 84.1% reported themselves as non-college graduates, 

and 15.9% as college graduates. Income stratifications were reported as follows: under $20,000, 

25.5%; $20,000 to $49,999, 32.9%; $45,000 to $74,999, 20.7%; and $75,000 and over, 21 %.  

The outcome variable, prostate cancer screening tests, were listed as no DRE, 30.2% yes 

DRE 69.8% and no PSA test, 22.5% and yes PSA test, 77.5%. Perceived health status had a 

mean of 3.01, standard deviation of .978 and a minimum of 1 and a maximum of 5. Marital 

status was listed as not married, 45.6% and married 54.4%. Marital support was indicated as no 

spousal support, 40.6% and yes spousal support, 59.4%. Family support was reported as no 

family support, 32.1% and yes family support, 67.9%. 

Finally, monthly church attendance had a mean of 3.08, standard deviation of 4.820 and a 

minimum of 0 and maximum of 30. Church member support reported, no church support, 88.3% 

and yes church support, 11.7%. Access to health care had the following results, there is no place 

to go, 5.6%, and there is more than one place to go, 94.4%. Intention, which was measured by 

willingness to have a PSA test, was no, 2.4% and yes, 97.6%. 
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4.2 Hypotheses Testing  

4.2.1 Intrapersonal Factors and Prostate Cancer Screening (H1) 

 This hypothesis was tested by regressing each of the prostate cancer screening tests 

(DRE and PSA test) on the variables of age, education, income and perceived health status in 

two separate models. Table 2 displayed results for the models containing intrapersonal factors 

and the outcome variables, DRE and the PSA test.  

In the model with the DRE as the outcome variable, Omnibus tests of model coefficients 

revealed a significant model as indicted by p <.01. The Hosmer and Lemeshow test reported  

p >.05, which indicated a good overall model fit. Classification tables reported the correctly 

predicted percentages for the outcome variables at 71.6% for the model with the DRE. 

Nagelkerke R square was .138 for the DRE as the outcome. Similar to the R² in multiple 

regression, the Nagelkerke R square can be likened to the model explaining 13.8% of the 

variance in the outcome of the DRE. Cross tabulations indicated there were 52 participants under 

50 years that received a DRE, and 211 participants that were 50 years and over that received the 

DRE. 

H1 (a) AA men of 50 years and older will have higher rates of receiving prostate cancer 

screening compared to men under the age of 50 years. 

Age. The results for the logistic regression model that regressed the DRE on age 

indicated a positive significant association among age and AA men receiving a DRE, (b= .862, 

eᴮ = 2.367, 95% CI eᴮ [1.394, 4.019], p < .05). Results suggested that compared with AA men 

under 50 years old, AA men over 50 years old were 2.367 times more likely to receive a DRE. 

There was an increase in likelihood of DRE testing of 136.7% for AA men 50 years and over.  

After regressing the PSA test on the variables in this model, the Omnibus tests of model 

coefficients for the outcome variable of the PSA test was not significant at p >.05. The Hosmer 



45 
 

and Lemeshow test indicated p > .05, which supported a good fit for the model. Results from the 

classification tables displayed the PSA test with 77.5% correctly predicted percentages. The 

Nagelkerke R square was reported as .105, which is comparable to R² and a 10.5% variance in 

the PSA test that was explained by the independent variables. There were 76 AA men under the 

age of 50 years that received the PSA test and 216 AA men 50 years and over that received the 

PSA test. 

Next, the PSA test was regressed on the model to yield results for the variable of age, and 

results were not significant, as evidenced by at, p > .05. Thus, there was no association between 

age and AA men receiving the PSA test. Consequently, there was no difference among AA men 

receiving a PSA test that were 50 years and older. 

Education. H1 (b) AA men with a college degree will have higher rates of prostate 

cancer screening compared to men with less than a high school. 

 The next intrapersonal factor examined within this model was that of education. 

Education provided the following results with DRE as the outcome; college graduate, (b= .246, 

eᴮ= .782, 95% CI eᴮ [.400, 1.394], p > .05). Results suggested there was not a significant 

association with AA men receiving a DRE and education. Thus AA men that are not a college 

graduates are just as likely as AA men that are college graduates to receive a DRE.  

Regressing the PSA test on education indicated non-significant results for education as 

evidenced by p > .05. There was no association between education and AA men receiving a PSA 

test. Thus the PSA test as the outcome indicated there was not a difference in the likelihood of 

receiving a PSA test among AA men that were college graduates.  

Income. H1 (c) Higher levels of income will be associated with a higher likelihood of 

receiving prostate cancer screening. 
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 The digital rectal exam was regressed on income, which yielded significant results 

beginning with the income group of less than $20,000, (b = -1.914, eᴮ = .142, 95% CI eᴮ [.061, 

.333], p < .05). Specifically, compared with the income group of $75,000 and over, AA men with 

an income of under $20, 000 were .14 times less likely to receive a DRE. There was a decrease 

in likelihood of screening of 85.8% for those in the income group of under $20,000. The 

remaining categories of income were as follows: $20,000 to $44,999 yielded results of (b = -

1.567, eᴮ = .209, 95% CI eᴮ [.086, .507], p < .05). Results also indicated a decrease of 79.1% for 

those in this income group being less likely to receive a DRE. Therefore, compared with the 

income group of $75,000 and over, AA men with an income of $20,000 to $44,999 were .20 

times less likely to receive a DRE. Findings for $45,000 to $74,999 were, (b = -1.440, eᴮ = .237, 

95% CI eᴮ [.098, .572], p < .05). Additionally, there was a decrease of 76.3% for this income 

group being less likely to receive a DRE. Results suggested that compared with the income 

group of $75,000 and over, AA men in the income group of $45,000 to $74,999 participants 

were .23 times less likely to receive a DRE.  

 However, when the PSA test was regressed on income, none of the income categories 

were significant as evidenced by results of p > .05. Therefore, there was no association between 

the PSA test and income among AA men. The AA men that made less than $75,000 were just as 

likely to receive a PSA test as AA men that made $75,000 and over. 

Perceived Health Status. H1 (d) A perceived better health status rating will be 

associated with higher rates of prostate cancer screening.  

 After regressing the DRE on perceived health status the following results were obtained: 

(b = .213, eᴮ = 1.238, 95% CI eᴮ [.886, 1.729], p > .05). Results indicated there was not an 

association between perceived health status and prostate cancer screening. Next, the PSA test 
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was regressed on perceived health status, and the results were not significant (b =.213, eᴮ 1.238, 

95% CI eᴮ [.886, 1.729], p > .05). In conclusion, there was no difference in the likelihood of AA 

men receiving prostate cancer screening based on their perceived health status.  

4.2.2 Interpersonal Factors and Prostate Cancer Screening (H2) 

The next set of hypotheses was tested by regressing the outcome variables of prostate 

cancer screening, (DRE and the PSA test), on the interpersonal factors of marital status, marital 

support and family support. The results for the models can be found in Table 3. Results of the 

model containing the interpersonal factors and the outcome variable DRE showed a significant 

Omnibus test of model coefficients, p < .05. Therefore, the model is indicated as being 

significant. The Nagelkerke R square reported 2.9% of the variance in receiving a DRE is 

explained by the independent variables. A non-significant Hosmer and Lemeshow test, p > .05, 

revealed the overall fit of the model was good. A classification table of the model for the 

outcome variable of DRE indicated that it predicted 69.8% correctly for AA men receiving a 

DRE. 

 The model with the PSA test as the outcome produced a non-significant Omnibus test of 

model coefficients, p > .05. Nagelkerke R square results indicated the model explained 1.4% of 

the variance in PSA was accounted for by the interpersonal factors. Despite the non-significant 

Omnibus test, the Hosmer and Lemeshow test was not significant, indicating there was a good 

overall fit of the model. The classification table for the outcome variable PSA test yielded a 

correct predicted percentage of 77.5%. 

H2 (a) Compared to unmarried men married men are more likely to receive prostate cancer 

screening. 
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           The outcome variable DRE was regressed on the independent variable of marital status (b 

= -.475, eᴮ = .622, 95% CI eᴮ [.349, 1.108], p > .05). Thus, there was no association between 

marital status and AA men receiving a DRE. There was no difference in the likelihood of AA 

men receiving a DRE and being married.  

           The PSA test was regressed on marital status and yielded results that were not significant 

(b = -.475, eᴮ = .622, 95% CI eᴮ [.349, 1.108], p > .05). Results suggested there was no 

association between marital status and AA men receiving a PSA test. Therefore, there was no 

difference in the likelihood of AA men receiving prostate cancer screening based on marital 

status. 

H2 (b) Marital support will be associated with a higher likelihood of receiving prostate cancer 

screening.  

The DRE was regressed on marital support and reported (b = -.228, eᴮ = .796, 95% CI eᴮ 

[.416, 1.523], p >.05). Findings suggested there was no association between DRE and marital 

support. Moreover, there was not a difference in the likelihood of AA men receiving a DRE 

based on the presence of marital support.  

Next, the PSA test was regressed on marital support and results were not significant, (b = 

-.087, eᴮ = .916, 95% CI eᴮ [.420, 1.999], p >.05). Findings suggested there was not an 

association between martial support and AA men receiving the PSA test. In conclusion, there 

was no difference in the likelihood among AA men receiving a PSA test and marital support. 

H2 (c) Family support will be associated with a higher likelihood of receiving prostate cancer 

screening. 

 Digital rectal exam was regressed on family support within this model. The findings were 

not significant, (b = -.029, eᴮ = .972, 95% CI eᴮ [.491, 1.925], p >.05). Moreover, there was not 
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an association between family support and AA men receiving the DRE. There was no difference 

in the likelihood of AA men with family support receiving the DRE.  

The PSA test was regressed on family support, and results were not significant, (b = .395, 

eᴮ = 1.485, 95% CI eᴮ [.676, 3.262], p >.05). There was not an association among family support 

and AA men receiving a PSA test. These results suggested there was no difference in the 

likelihood of receiving a PSA test among AA men that had family support. 

4.2.3 Community Factors and Prostate Cancer Screening (H3) 

 The models containing the results for the logistic regression of the outcome variables, 

DRE and PSA test, on the community factors can be found in Table 4. Each of the outcome 

variables were separately regressed on the community factors of church attendance, church 

member support and access to health care. When the DRE was regressed on the community 

factors, the Omnibus tests of model coefficients was not significant, as evidenced by p = .180. 

Therefore, the model was not significant. Moreover, the Nagelkerke R square only explained that 

1.8% of the variance in the outcome variable DRE was accounted for by the community factors. 

A classification table indicated the model accurately predicted70% of the AA men received the 

DRE. However, the Hosmer and Lemeshow test reported as, p > .05 which indicated the overall 

fit of the model was good.  

After the PSA test was regressed on the community factors, the Omnibus tests of model 

coefficients was approaching significance, at p = .055. The Nagelkerke R square indicated 2.8% 

of variance in the PSA test was explained by the community factors. A good overall model fit 

was supported by the non-significant Hosmer and Lemeshow test, for the PSA test and the 

community factors, value of p = .394. Lastly, the model predicted the outcome variable, PSA 

test, with 77.5% accuracy. 
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Church Attendance. H3 (a) Higher rates of church attendance will be associated with 

increased levels of prostate cancer screening. 

 After regressing the DRE on church attendance, findings were (b = -.005, eᴮ = .995, 95% 

CI eᴮ [.950, 1.043], p > .05). The non significant p value indicated a lack of association among 

AA men receiving the DRE and church attendance. There was no difference in the likelihood of 

receiving a DRE test among AA men based on their church attendance.  

The PSA test was regressed on church attendance and reported as (b = .082, eᴮ = 1.086, 

95% CI eᴮ [1.005, 1.173], p < .05). There was an association among church attendance and AA 

men receiving a PSA test. AA men that attended church were 1.1 times more likely to receive a 

PSA test. Results indicated an increase of 8.6% in the likelihood of AA men with church 

attendance receiving a PSA test. One additional unit of church attendance was associated with 

AA men being 1 times more likely to receive a PSA test.  

Church Member Support. H3 (b) Church member support will be associated with a 

higher likelihood of receiving prostate cancer screening. 

 Upon regressing the DRE on church member support results indicated (b = .295, eᴮ = 

1.343, 95% CI eᴮ [.684, 2.635], p > .05). A non significant p value indicated there was no 

association between church member support and AA men receiving a DRE. Accordingly, there 

was no difference in the likelihood of AA men with church member support and those without 

church member support to receive a DRE.  

Results for regressing the PSA test on church member support produced the following:  

(b = -.295, eᴮ = .744, 95% CI eᴮ [.288, 1.922], p > .05). Based on the non significant p value 

there was not an association between AA men receiving a PSA test and church member support. 



51 
 

There was no difference in the likelihood of AA men receiving a PSA test in the presence or 

absence of church member support. 

Access to Health Care. H3 (c) Access to health care will be associated with increased 

levels of prostate cancer screening. 

 When the DRE was regressed on access to health care it reported as (b = -1.019, eᴮ = 

.361 95% CI eᴮ [.148, .880], p < .05). Results suggested an association among access to health 

care and AA men receiving a DRE. There was a decrease of 63.9% in the likelihood of AA men 

without health care access to receive a DRE. Therefore, compared with AA men that had access 

to health care, AA men without access to health care were .36 times less likely to receive a DRE. 

Next the PSA test was regressed on access to health care findings and indicated (b = .330, 

eᴮ = 1.391, 95% CI eᴮ [.454, 4.260], p > .05). There was not an association among access to 

health care for AA men and AA men receiving a PSA test. Furthermore, there was not a 

difference in the likelihood of access to health care and receiving a PSA test.  

4.2.4 The Additive Effect of Intrapersonal, Interpersonal and Community Factors on 

Prostate Cancer Screening (H4) 

 The outcome variables for prostate cancer screening, DRE and the PSA test, were 

separately regressed on the intrapersonal, interpersonal and community factors. Table 5 contains 

results from the two models, one with the DRE as the outcome and the second with the PSA test 

as the outcome. In the model where the outcome variable DRE was regressed on the 

intrapersonal, interpersonal and community factors, an Omnibus test of model coefficients was 

significant, p < .05, which indicated the model was significant. The model also seemed to be a 

good overall fit as evidenced by a non-significant, p > .05, Hosmer and Lemeshow test. Results 

from the Nagelkerke R square revealed 15.1% of the variance in receiving a DRE was explained 
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by the independent variables.  Results for the Omnibus tests of model coefficients for the model 

containing the PSA test as the outcome variable were significant, as supported by p < .05. A  

Nagelkerke R square indicated 9.5% of the variance in receiving the PSA test being explained by 

the independent variables. A non significant Hosmer and Lemeshow test of p > .05 indicated 

there was a good fit of the model.  

H4 The intrapersonal, interpersonal, and community factors are additive and would be associated 

with a higher likelihood of AA men receiving prostate cancer screening. 

 Results for the logistic regression were similar to the significant results found in the 

previous models for each factor. Accordingly, each of the factors— intrapersonal, interpersonal 

and community—maintained the same associations with the DRE when the DRE was 

simultaneously regressed on all the factors. For example, DRE was regressed on intrapersonal, 

interpersonal and community factors; within the intrapersonal factor of age, when compared with 

the age group of under 50 years, AA men 50 years and over were more 2.2 times more likely to 

receive the DRE, (b = .800, eᴮ = 2.227, 95% CI eᴮ [1.288, 3.849], p < .05). These findings 

suggested an association among AA men over the age of 50 years and receiving a DRE. 

Likewise, with the DRE as the outcome variable, income maintained an association with AA 

men receiving a DRE. Results for the income group of under $20,000 reported as: (b = -1.933, eᴮ 

= .145, 95% CI eᴮ [.057, .365], p < .05).  Findings suggested that compared with AA men in the 

income group of $75,000 and over, AA men in the income group of under $ 20,000 were .14 

times less likely to receive a DRE. The AA men in the income group of $20,000 to $44,999 

displayed an association with AA men receiving a DRE, (b = -1.600, eᴮ = .202, 95% CI eᴮ [.080, 

.508], p < .05).Compared with AA men in the income group of $75,000 and over, AA men in the 

income group of $20,000 to $44,999 were .20 times less likely to receive a DRE. 
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 Lastly, there was an association between AA men in the income group of $45,000 to 

$74,999and receiving a DRE: (b = -1.488, eᴮ = .226, 95% CI eᴮ [.092, .553], p < .05). Therefore, 

compared with AA men in the income group of $75,000 and over, AA men in the income group 

of $45,000 to $74,999 were .23 time less likely to receive a DRE. There were no other variables 

in the intrapersonal, interpersonal and community factors that indicated a significant association 

with AA men receiving a DRE. However, the community factor, access to health care, was 

approaching significance at p = .059.The non-significant results for the variables in this model 

are identical to the non-significant results in the previous models, except for the previously 

indicated community factor of access to health care. 

In the next model, the PSA test was regressed at once on the intrapersonal, interpersonal, 

and community factors. The same factors that were significant in the previous models where the 

PSA test was regressed separately on each set of factors were also significant in the current 

additive model with the PSA test as the outcome variable. For example, AA men in the income 

group of under $20,000 reported as (b = -.995, eᴮ = .370, 95% CI eᴮ [.150, .912], p < .05). The 

results indicated, compared with AA men in the income group of $75,000 and over, the AA men 

in the income group of under $20,000 were .37 times less likely to receive a PSA test. Lastly, 

there was still an association among church attendance and AA men receiving a PSA test, (b = 

.084, eᴮ = 1.087, 95% CI eᴮ [1.005, 1.177], p < .05). Findings indicated for every unit increase in 

church attendance AA men were 1.1 times more likely to receive a PSA test. There were no 

other significant results within the intrapersonal, interpersonal and community factors.  

4.2.5 Intention and Prostate Cancer Screening (H5) 

H5 Intrapersonal, interpersonal and community factors are associated with cancer screening 

through intention to receive prostate cancer screening. 
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 Mediation was tested by utilizing Baron and Kenny’s (1986) three step approach. The 

mediating variable intention (willingness to receive a PSA test) included the PSA test and not the 

DRE. Therefore, the DRE was not included in this logistic regression analysis which can be 

found in Table 6. First, intention (mediating variable) was regressed on the interpersonal, 

intrapersonal and community factors. The model was non-significant as indicated by the 

Omnibus tests of model coefficients result of p > .05. There were no significant results for the 

independent variables in the first step of testing for mediation. Because no significant predictors 

were found, the other two steps were not performed and the variable intention did not produce 

mediating effects. 
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CHAPTER FIVE 

DISCUSSION 

 The CDC’s National Health and Nutrition Examination Survey 2007-2008 provided the 

sample to test the association of intrapersonal, interpersonal and community factors with prostate 

cancer screening among AA men. Five research questions comprised the study along with a 

series of hypotheses to test for association. It must be noted that research questions 1-4 are based 

on the foundation of the social ecological model. Among prostate cancer screening, the DRE had 

significant results in the intrapersonal factors, and the PSA test had significant results among the 

community factors. The concept of intention, which was an actual variable, was derived from the 

theory of planned behavior. The variable of intention was tested for medication and it resulted in 

not being significant for mediation. This chapter will discuss the findings in relation to the 

literature and an overall analysis of the results. Furthermore, the strengths and limitations of this 

study and its future implications will also be discussed. 

5.1 Intrapersonal Factors and Prostate Cancer Screening 

 The first research question addressed the association of intrapersonal factors (i.e. age, 

education, income and perceived health status) with prostate cancer screening (DRE and the PSA 

test).  

H1 (a) AA men over the age of 50 years would have higher rates of receiving prostate cancer 

screening compared to men under the age of 50 years.  

Consistent with previous studies, the age group of 50 years and over had significant 

results and the largest number of prostate cancer screenings (Satia & Galanko, 2007; Drake et al., 

2010; Woods et al., 2006). There were additional studies which indicated men under the age of 
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50 years received the highest number of prostate cancer screening; however, the current study 

did not reproduce those findings (Chiu et al., 2005; Li et al., 2012).  

The studies which found prostate cancer screening highest among men between over 50 

years were conducted throughout the nation from California to North Carolina (Satia & Galanko, 

2007; Woods et al., 2006). The studies were conducted in different regions despite having 

obtained the same results for the age groups. This finding indicates that the age group of 50 years 

and over maybe more susceptible to receiving a prostate cancer screening. However, the vast 

differences in geographical regions raise the question of why is this age group seemingly more 

susceptible to receiving prostate cancer screening. Perhaps this age group may possess more 

stability in employment and income, which affords them the ability to take care of their health 

through the preventive measure of prostate cancer screening. It is helpful for professionals in all 

fields to continue offering prostate cancer screenings to this age group of men due to their 

increased rates of prostate cancer.  

In addition, community efforts can focus on increasing prostate cancer screening among 

AA men under the age of 50 years. Increasing the rates of PCS in the younger population of AA 

men is essential, especially since AA men have lower PCS rates and higher mortality rates from 

prostate cancer (Woods et al., 2004; Carpenter et al., 2009) compared to other races. 

H1 (b) AA men with a college degree would have higher rates of prostate cancer    

screening compared to men without a college. 

 There was no support in this study for the hypothesis indicating an association between 

education and prostate cancer screening. A lack of significant results from the data analysis 

proved the lack of support for the hypothesis. However, the findings in this study were supported 

in previous literature. Drake et al. (2010) indicated education was not a significant predictor of 
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receiving a prostate cancer screening in AA men. Likewise, Chiu et al. (2005) also indicated 

there was no relationship between level of education and prostate cancer screening. 

 The hypothesis specifies that college graduates would have higher rates of prostate cancer 

screening. The non-significant results for education, in the current study, appear to be in 

alignment with a majority of the men not having a college degree (Carpenter et al., 2009).  

H1 (c) Higher levels of income would be associated with a higher likelihood of receiving 

prostate cancer screening.  

 The results of this study are similar to the literature which indicated income was a 

significant predictor of prostate cancer screening (Carpenter et al., 2009; Papatsoris & 

Anagnostopoulos, 2009). In addition, Chiu et al., (2005) reported higher incomes as indicative of 

receiving prostate cancer screening. Similar to previous studies, the current study found AA men 

in the income group of $75,000 and over as being more likely to receive prostate cancer 

screening, and specifically the DRE. The association among AA men in a higher income with 

receiving the DRE may be attributed to the AA men in the sample being able to afford insurance 

that covered prostate cancer screening.  

H1 (d) A perceived better health status rating would be associated with higher rates of   

prostate cancer screening.  

 There was no association between increased levels of perceived health status and 

prostate cancer. The finding was in contrast to Lehto et al. (2010) which reported that the results 

of higher levels of health values were associated with PCS.  There was a lack of literature on 

PCS and perceived health status, which supports the need for further examination of how the 

perceived health status of AA men affects health promotion behaviors, such as prostate cancer 

screening. The majority of AA men in the study perceived their health as “good.” Perhaps if 
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individuals perceived their health as good they may be less inclined to engage in health 

promoting behaviors, such as prostate cancer screening. Additional studies are needed to 

examine perceived health status on PCS. Until more research is conducted on this topic it is 

difficult to provide support for the influence of perceived health status on PCS.  

5.2 Interpersonal Factors and Prostate Cancer Screening 

 The second research question examined the association of interpersonal factors (marital 

status, marital support and family support- daughter, son, sibling, parents and other relative) with 

prostate cancer screening. 

H2 (a) Compared to unmarried men married men are more likely to receive prostate cancer 

screening. 

 There was no support for the hypothesis of married men being more likely to receive 

PCS. The finding in the current study for marital status is supported by Chiu et al. (2005) 

reporting no relation between marital status and prostate cancer screening. This hypothesis 

assumed wives influenced their spouses to engage in health promotion activities, such as PCS. 

The assumption was based on previous studies that indicated being married was associated with 

receiving PCS (Drake et al., 2010; Haque et al., 2009; Satia & Galanko, 2007). 

 The social ecological model and the theory of planned behavior assume that external 

social forces influence an individual’s behavior. However, this sample was not significant for the 

proposed hypothesis, which indicated the need to further examine the effects of external 

influence on behavior. If individuals are not susceptible to external influences from their 

environment, the ability to initiate or change a behavior may not occur. It is also conceivable that 

a larger sample size could have produced results that indicated an association among marital 

status and AA men receiving PCS. 
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H2 (b) Marital support would be associated with a higher likelihood of receiving prostate cancer 

screening.  

 Marital support was not a contributing influence. Results from this study indicated there 

was not an association between marital support and prostate cancer screening. The findings in 

this report support the findings in previous literature (Chiu et al., 2005). As previously stated it 

was assumed that wives influence their husbands, however this does not always occur. 

Traditional households where men are the head of the household may not be receptive to 

requests from their wives to engage in health promotion behaviors or any type of behaviors. 

Programs could be implemented to encourage men to view their wives as a source of 

information. Men that were screened and effectively treated for prostate cancer can be 

encouraged to discuss the importance of spousal support and health promotion. An open dialogue 

to discuss their concerns may allow men to be receptive to support from their spouse on health 

issues and possibly other issues in their daily lives. 

H2 (c) Family support would be associated with a higher likelihood of receiving prostate cancer 

screening. 

 There was no support for the hypothesis associating family support with receiving 

prostate cancer screening. Results from the current study did not indicate a significant 

relationship. Most of the studies that examined the influence of support occurred in a church 

setting, which may have caused the participants to indicate the presence of family support due to 

social desirability. Literature has indicated the importance of the family to AA men, so this is an 

area in need of further examination. By enlisting the family as a positive force to encourage and 

support PCS we may see increases in PCS among AA men. Furthermore, increasing the presence 

of support from others may be beneficial for not only health promotion activities, but also the 
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mental well-being of AA men. 

5.3 Community Factors and Prostate Cancer Screening 

H3 (a) Higher rates of church attendance would be associated with higher rates of prostate cancer 

screening. 

 The hypothesis of higher church attendance rates being associated with higher levels of 

PCS was supported by the findings. It was assumed there would be increased levels of church 

attendance given the importance of the church among AA individuals (Campbell et al., 2007).  

Results in the current study support an association among church attendance and AA men 

receiving PCS, specifically the PSA test. Findings suggested a higher likelihood of church 

attendance being associated with receiving a PSA test. Previous literature cited the church as a 

valuable asset for health programs based in the community (USDHHS, 2012). Future research 

could further explore the role of the church in promoting prostate cancer screening among AA 

men. 

H3 (b) Church member support would be associated with a higher likelihood of receiving 

prostate cancer screening. 

 There was no support for the hypothesis of church member support being associated with 

prostate cancer screening. Results in the study indicated a non-significant association for church 

attendance, which was based on monthly attendance.  

 Prostate cancer screening maybe viewed as a sensitive topic among men due to the 

invasive nature of the screening. Perhaps AA men found it difficult to seek support from a 

religious source regarding the invasive nature of prostate cancer screening. Additional research 

in the area of churches and prostate cancer screening could establish interventions focused on 

increasing the dialogue in churches regarding prostate cancer screening. 

H3 (c) Access to health care would be associated with higher rates of prostate cancer screening. 
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 Results indicated support for the hypothesis of access to health care being associated with 

prostate cancer screening, specifically the DRE. The current study produced results in alignment 

with Talcott et al. (2007) and Wray et al. (2009) results that indicated access to health care was 

associated with PCS. As indicated in the literature, having access to a health facility can increase 

the likelihood of receiving a prostate cancer screening (Talcott et al., 2007, Wray et al., 2009). 

The results from the current study could provide the impetus for increasing community support 

for promoting and providing prostate cancer screening. Likewise, Guttman (2001) found that AA 

men with a regular source of health care were more likely to receive prostate cancer screening. 

Therefore, efforts to increase health resources in the community would benefit the health and 

well being of AA men. 

5.4 The Additive Effect of Intrapersonal, Interpersonal and Community Factors on 

Prostate Cancer Screening 

H4 The intrapersonal, interpersonal, and community factors are additive and would be associated 

with a higher likelihood of AA men receiving prostate cancer screening. 

 The same intrapersonal factors, age and all income groups, which were significant when 

the outcome variable, DRE, was separately regressed on each set of factors was still significant 

for an association with AA men receiving a DRE. However, the community factor, access to 

health care, which was significant when the outcome variable DRE was regressed separately on 

community factors, was no longer significant. The results indicated access to health care was 

nearing significance.    

In a similar manner, the intrapersonal factor (income under $20,000) and the community 

factor (church attendance), which were significant when the PSA test was the outcome variable, 

was still significant for an association with AA men receiving a PSA test. As previously found in 
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the other models with the PSA as the outcome variable, the PSA test yielded a very limited 

number of significant findings. Additionally, there were no other significant findings among the 

other factors in this model.  

Examination of the intrapersonal, interpersonal and community factors are vital for 

understanding how internal and external forces influence AA men to receive prostate cancer 

screening. Also, the significant findings provided a foundation to examine how the factors can be 

used to increase interventions for health promotion efforts in this minority population. However, 

the community factor (church attendance) and intrapersonal factor (income) might be pertinent 

for increasing awareness of prostate cancer screening among the AA population. The importance 

of the community in promoting the health of AA men is further supported by Healthy People 

2020 (USDHHS, 2012). Furthermore, the church within the community was identified as a 

source of influence for providing resources to reduce health disparities (Holt et al., 2009; 

Peterson et al., 2002). Interventions for increasing prostate cancer screening among AA men 

could be held in churches, given that the church is an important part in the AA population 

(Campbell et al., 2007).  

The community factors also have the potential to influence policy makers within the 

community, which can affect the availability of resources. Clinics can be opened within the 

community, which provide prostate cancer screening during nontraditional hours and at locations 

which are easily accessible for AA men. When the policy makers increase efforts to offer 

additional health promotion activities, such as prostate cancer screening, AA men and their 

family members maybe motivated to engage in the screening. In addition, if policy makers 

provide interventions designed to increase prostate cancer screening, it could motivate AA men 

to seek prostate cancer screening. 
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Throughout the study, the intrapersonal factor of income consistently maintained a strong 

significant association with AA men receiving prostate cancer screening. An individual’s income 

can determine their health promotion behaviors, such as prostate cancer screening for 

preventative care. A higher income can increase accessibility to insurance, which pays for 

prostate cancer screening. In addition, a higher income can provide the resource of transportation 

to health care facilities that offer prostate cancer screening. Employment which provides 

additional time off for health promotion activities, such as prostate cancer screening, may be 

afforded to those with higher salaries. It is clear that income, based on its connection with other 

factors (transportation, insurance, time away from employment), is a pertinent factor in 

determining whether AA men receive prostate cancer screening. 

5.5 Intention and Prostate Cancer Screening 

 H5 Intrapersonal, interpersonal and community factors are associated with prostate cancer 

screening through intention to receive prostate cancer screening. 

               There was no support for the hypothesis of intention being associated with prostate 

cancer screening. After utilizing Baron and Kenny’s (1986) three step approach for testing 

mediation, there were no significant results for this model. It must be noted that within the theory 

of planned behavior, it is an individual’s intention that directly influences a behavior to occur 

(Ajzen, 2006). The results are consistent with previous literature (McLallen & Fishbein, 2006; 

Odedina et al., 2008). 

                An individual’s intention receives influence from internal and external sources in their 

environment (Ajzen, 2006). For this reason, it is still possible to utilize the intrapersonal, 

interpersonal and community factors to influence intention on receiving PCS. It is important to 

note that the intention variable had almost no variability, which seemed to affect the results 
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within the model. The intention variable measured the willingness of AA men to receive a 

prostate specific antigen test. The high rate of AA men that indicated they would receive the 

PSA test may have been due to social desirability. This was especially true since the variable of 

intention was measured by self-report. The sample size within the current study could have 

contributed to the non-significant results. A larger sample size may have provided more 

variability among the response for intention to receive the PSA test. Lastly, it could have been 

beneficial to also include the DRE among the measure to examine intention. 

5.6 Strengths 

 The use of a nationally represented data set, the CDC’s National Health and Nutrition 

Examination Survey, was a strength of the current study. In addition, the data set oversampled 

for minority populations, such as AA men. The over-sampling was conducted to achieve an 

adequate number of participants from minority populations. This was a necessary action due to 

the low levels of participation in research studies among AA men (Freimuth, Quinn, Thomas, 

Cole, Zook & Duncan, 2001). In addition it is a national data set and secondary data is regarded 

as an important component in the field of research (Glass, 1976). By using a nationally 

represented data set, the findings can be generalized. 

 Another strength of the current study is that there is no other study that examines all of 

the variables indicated in this study. This new path of research for prostate cancer screening 

among AA men can provide a foundation for additional studies on the influence of internal and 

external influences. The statistical analysis of binary logistic regression, which fits the 

categorical nature of the outcome variable and utilizing a method to account for missing data 

were also strengths of the study.  
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5.7 Limitations 

 Despite the NHANES 2007-2008 providing the intended variables to be examined in the 

current study, utilizing a secondary data set was also a limitation. One limitation that must be 

considered was the period of time in which the data was collected, 2007-2008. During 2007-

2008, the United States was experiencing a profound recession that affected all races, especially 

African Americans. The rates of prostate cancer screening during that period of time may have 

been affected to decreased incomes and employment. Thus, receiving preventative prostate 

cancer screenings compared to working everyday may not have been a priority for this 

population.  

Another limitation was the lack of flexibility to ask participants or develop survey 

questions. Therefore, the questions were already established and there could be no adjustments 

of the questions. For example, the variable family support was based on participants being able 

to select if a spouse, various relatives, or outside family members provided support. Therefore, 

participants may not feel compelled to list all forms of support and may only indicate a primary 

source of support. Thus, data is lost regarding all of their forms of support. In addition, the 

measure of church attendance was a limitation. The measure of church attendance was inclusive 

of participants attending church service wherein a pastor/minister preached to a congregation, as 

well as, church activities of choir practice, ministry groups and other church sponsored activities 

or meetings. However, for the current study, the frequency of participants that only attended a 

church service wherein a pastor/minister preached to a congregation was desired. The measure of 

intention was also a limitation in the current study. Intention to receive a PSA test was measured 

by the variable “willingness to take a PSA test”. Despite a participant’s willingness to take a 

PSA test, it was not necessarily indicative of their intention to take the PSA test.  
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An important measure that could have provided future data regarding AA men receiving 

prostate cancer screening was that of identifying motivators and barriers for receiving prostate 

cancer screening. The outcome variables, DRE and the PSA test, was obtained by self-report, 

and without verification through medical records, the responses could not be confirmed. The 

inclusion of additional variables may have produced an association with PCS, such as the type of 

employment or the presence of health insurance. 

Despite the over-sampling for AA participants, the data set still contained a small sample 

size. The small sample size is a limitation of the current study. Another limitation could be the 

type of participants that agreed to participant in the study. The participants could potentially be 

viewed as more focused and willing to be active in their healthcare. The large rates of 

participants that reported receiving a DRE and PSA test indicated they are conscious regarding 

their health. However, to address the issue of health disparity for the AA men receiving prostate 

cancer screening it is also important to examine why participants refused to receive prostate 

cancer screening. A sample of participants that refused to receive prostate cancer screening can 

provide information on various barriers and motivators for the screening. In addition, the data set 

contained redundancies within income, education and levels of support which had to be 

addressed.  

5.8 Implications  

 The examination of the intrapersonal, interpersonal and community factors provided 

significant results for an association with AA men receiving prostate cancer screening. The lack 

of literature that examines this topic supports efforts focused on increasing prostate cancer 

screening among AA men. The current study is the first to utilize a national data set and 

simultaneously examine the association of intrapersonal, interpersonal and community factors 
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with AA men receiving prostate cancer screening. The results indicated the concept of culture, 

based on the association of factors with prostate cancer screening, is pertinent when examining 

prostate cancer screening among AA men.  

 Results from the study provided support for the social ecological model influencing 

behavior. For example, the social ecological model is based on internal and external factors 

influencing an individual’s behavior (Stokols, 1992). Results from the current study supported 

the notion that internal factors, such as age, and external factors, such as access to health care 

were associated with AA men receiving prostate cancer screening. Therefore, the associations 

found within the current study are in alignment with the propositions of the social ecological 

model, which indicate the environment, various genetic, and cultural forces influence an 

individual’s behavior.  

 It was evident that the community factors which included access to health care could 

serve as a pertinent focus for implementing positive changes with the community. As previously 

indicated, the community was recognized as a pertinent area for decreasing health disparities 

among the AA population (USDHHS, 2012). Through increasing access to health care in the 

community, additional health care providers can be added. An increase in health care providers 

could assist with reducing health disparities among AA men. 

Within the community educational interventions can be developed regarding prostate 

cancer screening for not only men, but their wives as well. The marital support was a variable in 

the current study; however if the wives are not aware of the importance of prostate cancer 

screening they cannot make an impact on the health of their husbands. Ensuring health literacy 

for all in the AA population is imperative for the promotion of prostate cancer screening. 
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In addition, it has been shown that AA men in particular were more likely to engage in 

prostate cancer screenings within a community setting (Arras-Boyd et al, 2009; McFall & 

Davila, 2008; Parchment, 2004). Partnerships could be developed between health care providers 

and the community to increase the dialogue on how to address the health disparities among AA 

men. A new perspective can be gained on promoting prostate cancer screening among AA men 

when considering how the community factors were associated with prostate cancer screening. 

Interventions could be developed which would incorporate the use of community resources. 

Professionals and community leaders share in the role of promoting the health of not only AA 

men, but the population in general.  

5.9 Conclusion  

 Prostate cancer screening was lower among AA men compared to other races (Jandorf et 

al., 2006). In addition, AA men had higher mortality rates from prostate cancer (Sajid et al., 

2012). By increasing prostate cancer screening the health disparity from prostate cancer can be 

decreased (Oliver, 2007). The existing literature supported the influence of community-based 

resources to address health disparities among the AA population (USDHHS). Resources within 

the AA community can be utilized to develop, interventions to increase the knowledge and 

presence of prostate cancer screenings in the AA community. Open dialogue to dispel the myths 

surroundings PCS affecting masculinity can ease the discomfort with PCS. Through the use of 

internal and external factors, such as those indicated in this study, interventions can be developed 

to increase the rates of PCS among AA men. 
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APPENDIX A 

TABLES 

Table 1. Descriptive Statistics  

Variable M or % SD Min Max 

Prostate Cancer Screening 
 

    

              Digital Rectal Exam     

                           No 30.2    

                           Yes 69.8    

              Prostate Specific Antigen Test     

                           No 22.5    

                           Yes 77.5    

Perceived Health Status 3.01 .978 0 5 

Marital Status     

              No 45.6    

              Yes 54.4    

Spousal Support     

              No 40.6    

              Yes 59.4    

Family Support     

              No 32.1    

              Yes 67.9    

Church Attendance Monthly 
 

3.07 4.827 0 30 

Church Member Support     

               No 88.3    

               Yes 11.7    

Access to Health Care     

               There is no place to go 5.6    

               There is more than one place 94.4    

Intention (Willingness to have a PSA test) 
 
                 No                                                                3.4 
 
                 Yes                                                              96.6 
0      
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Table 1. - Continued  

Variable M or %  SD Min Max 

Controls 

 Age 

    

            Under 50 years ( reference group)                 24.1%    

            Over 50 years 75.9%    

Education     

              Not a college graduate (reference group) 84.1%    

              College graduate   15.9%    

Income     

             Under $20,000  24.7%    

              $20,000 to $44,999 32.6%    

              $45,000 to $74,999 21.5%    

               $75, 000 and over (reference group) 21.2%    

Note. N= 377 is based on weighted data from the CDC 
Nutritional Health and Examination Survey 2007-2008. 
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Table 2. Regression of Intrapersonal Factors Controlling for Background Variables on Prostate 

Cancer Screening, DRE and the PSA test (N= 377) 

Variables b SE       eᴮ       95%CI eᴮ 

DRE     

Age     

 Over 50 years .862* .270 2.367 1.394  4.019 

Education     

      College graduate .246 .342 1.279 .623  2.502 

Income      

       Under $20,000 -1.949* .434 .142 .061  .333 

       $20,000 to $44,999      -1.567*          .450 .209 .086  .507 

       $45,000 to $74,000                                 -1.440*         .449 .237 .098  .572 

Perceived Health Status        .213 .162 1.238 .886  1.729 

Constant                                                .913        .523 2.492 .881  7.049 

PSA test    
 

Age     

 Over 50 years -.409 .321 .664 .354  1.245 

Education     

      College graduate -.093 .338 .912 .470  1.767 

Income      

        Under $20,000 -.824* .417 .439 .194  .995 

       $20,000 to $44,999      -.614          .426 .541 .234  1.250 

       $45,000 to $74,999                               -.425         .441 .654 .275  1.551 

Perceived health status        -.123 .151 .885 .655  1.196 

Constant                                                2.473        .541 11.852 4.093  34.320 

Note: *p < .05. **p < .01.  
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Table 3. Regression of Interpersonal Factors Controlling for Background Variables on 
Prostate Cancer Screening, the DRE and the PSA test (N= 377) 

Variables b SE        eᴮ         95%CI eᴮ 

DRE 

 

    

Marital status -.508 .314 .601 .324    1.115 

     

Marital support -.227 .319 .797 .355   1.786 

     

Family support   -.122 .319 .885  .471   1.663 

 

Constant 

 

PSA Test 

 

1.221 .250 3.390 2.072   5.548 

Marital status .313 .335 1.367 .709   2.637 

     

Marital support -.086 .384 .918 .430   1.958 

     

Family support   .455 .358 1.576  .773    3.216 

 

Constant .991 .246 2.694 1.660    4.372 
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Table 4. Regression of Community Factors on Prostate Cancer Screening, the DRE and 
PSA test (N= 377) 

 
Variables              b SE        eᴮ 

95% CI eᴮ 

DRE      

Church attendance 

monthly 

-.005 .024 .995 .950   1.043 

Church member 

support 

.295 .344 1.343     .684   2.635 

Access to health care -1.019* .455 .361 .148   .880 

Constant .656 .339 1.927 

 

.991   3.744 

PSA test     

Church attendance 

monthly 

.082* .040 1.086  1.005  1.173 

Church member 

support 

-.295 .480 .744   .288     1.922 

Access to health care .330 .573 1.391   .454     4.260 

Constant 1.269 .482 3.558 1.375     9.207 

*p < .05. **p < .01.  
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Table 5. Regression of Intrapersonal, Interpersonal and Community Factors Controlling 
for Background Variables on Prostate Cancer Screening, the DRE and PSA test (N= 377) 

Variables 
           b 

SE        eᴮ 
         95% CI eᴮ 

DRE     

Age     

 50 years and over -.800* .279 2.227 1.288       3.849 

Education -.216 .346 .806 .409        1.588 

       College graduate .224 .348 1.251 .632       2.475 

Income      

       Under $20,000  -1.933* .472 .145 .057         .365 

       $20,000 to $44,999     -1.600*  .468 .202 .080         .508 

       $45,000  to $74,999                                 -1.488*         .457 .226 .092         .553 

Perceived health status       .197 .167 1.218 .863         1.1719 

Marital status -.133 .345 .876 .445         1.724 

Marital support -.073 .406 .929 .412         2.095 

Family support -.154 .347 .857 .431         1.705 

Church attendance monthly  -.014 .025 .986 .940         1.035 

Church member support .271 .382 1.311 .619         2.776 

Access to health care -.972 .514 .378 .138         1.036 

Constant                                                1.039        .679 2.826 .741         10.778 

PSA test 

Age 

    

 50 years and over -.429 .333 .651 .339        1.250 

Education     

      College graduate    -.095 .343 .909 .464        1.781 

Income      

       Under $20,000 -.995* .460 .370 .150        .912 

       $20,000 to $44,999 -.705 .437 .663 .273        1.607 
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Table 5. - Continued  

Variable                                                    b   SE      eᴮ          95% CI eᴮ 

       $45,000 to $74,999                     -.411          .452        .663 .273   1.607 

Perceived health status           -.076 .152 .927 .685    1.253 

Marital status .607 .375 1.836 .880    3.831 

Marital support -.076 .418 .927 .404    2.127 

Family support .379 .376 1.461 .693    3.083 

Church attendance monthly .084* .040 1.087 1.005    1.177 

Church member support -.210 .510 .810 .295    2.227 

Access to health care .026 .603 1.026 .315    3.344 

Constant                                     2.035         .750 7.655 1.758    33.339 

  Note. N= 377 is based on weighted data 
from the CDC Nutritional Health and 
Examination Survey 2007-2008. 
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Table 6. Regression of Intention to receive a PSA test on the Intrapersonal, Interpersonal and 
Community Factors (N=377) 

Variables            b 
SE        eᴮ 

         95% CI eᴮ 

     

Age     

 Over 50 years -.575 .860 .104 .104        3.043 

Education     

       College graduate 1.039 1.067 2.826 .349       22.869 

Income      

       Under $20,000 -.205 .887 .815 .143        4.632 

       $20,000 to $44,999      .800  1.180 2.227 .218      22.720 

       $45,000 to $74,999                                 -.298         1.091 .742 .083      6.620 

Perceived health status           .342 .436 1.407 .572        3.463 

Marital status -.556 1.252 1.743 .125     24.392 

Marital support -.322 1.114 .725 .076       6.933 

Family support -.107 .907 .899 .148       5.450 

Church attendance monthly  .172 .164 1.187 .854       1.651 

Church member support .422 1.166 1.526 .148      15.686 

Access to health care 17.781 8468.454 52720256.12 5.27E+7   5.27E+7         

Constant 2.035 1.811 7.651 .214    273.515 

     
Note: Under 50 years is the reference category for age. Not a college graduate is the reference category for 

education. $75,000 and over is the reference category for income.  
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