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What can be done to Encourage Women from Black, Asian and Minority Ethnic 

Backgrounds to Attend Breast Screening? - A Qualitative Synthesis of Barriers and 

Facilitators

Abstract  

Objective: to identify the barriers to UK Black, Asian and Minority Ethnic (BAME) women 

attending breast screening and subsequently, support the growing evidence base providing 

solutions to the public health problem of ethnic variation within screening attendance.  

Study design: A systematic review and thematic analysis of UK based, qualitative studies 

concerning BAME women. 

Methods: the methodology of this review is based on Cochrane guidelines. A search strategy 

was applied to Embase, PubMed and Medline. Pre-defined inclusion and exclusion criteria 

yielded 8 final papers which were appraised and thematically analysed. 

Results: The main findings of the review revealed three overarching themes: Knowledge-

related, Access-related and Cultural-related factors. The emphasis of the importance of 

knowledge was highlighted by all studies identifying a lack of knowledge as a key barrier to 

screening attendance.  
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Introduction  

According to Public Health England (PHE), breast cancer has been the most commonly 

diagnosed cancer amongst women since 1996. It accounts for 30.8% of all female diagnosed 

cancers and causes over 10,000 deaths in the UK annually.(1) 

The 5-year survival rate for stage 1 breast cancer is 97% compared to 26% at stage 4. Early 

stage identification therefore, correlates to improved survival; the NHS funded National 

Breast Screening Programme was founded on this basis.(2–4) In the UK, 1,300 deaths are 
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prevented annually through breast cancer screening.(3) The breast screening programme is one 

of the most well participated screening programmes available on the NHS. Despite the 

benefits, screening attendance has fallen to its lowest level in the past decade with women 

from Black, Asian and Minority ethnic (BAME) backgrounds having disproportionally lower 

rates of participation.(4,5) Furthermore, there are few interventions aimed at increasing the 

breast screening attendance of BAME women.(6,7) 

In 2017, the national breast screening attendance average across England was 71.1% with 

regional differences highlighting potential ethnic inequalities.(8) In London, an area of high 

ethnic diversity, 65.9% of females between 50-70 years were screened for breast cancer in the 

last 36 months.(9) The South-West, an area of low ethnic diversity, reports 75.5% 

attendance.(9,10) 

To explain the disproportionately low screening uptake amongst BAME populations, primary 

qualitative studies regarding all types of screening services have cited possible barriers for 

low compliance and corresponding facilitators.(4,5,11) However, there is presently little UK 

specific evidence regarding the reasons for low breast screening participation amongst BAME 

women in UK.(4,5,12–14) The existing quantitative research confirms the respective health 

inequality yet, qualitative studies investigating why the inequality exists and what can be 

done to improve screening uptake are limited.(1,9) 

Existing literature reveals that lack of education amongst BAME women regarding breast 

screening is a main contributor of low screening uptake.(15–17) Research from Stoll et al 

revealed only 33.5% of BAME women were aware of mammography yet, following 

educational interventions, screening attendance increased to 65%.(4) 

Language barriers contributed to lack of knowledge with some BAME women stating their 

low compliance was attributable to difficulty reading their invitation letter.(5,18,19) 
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The need for public health and health promotion educational interventions is paramount to 

empower BAME women’s understanding of breast screening and their subsequent health and 

wellbeing.(4,20,21) 

Across all screening programmes, promoting participation remains a key priority. Both the 

bowel and cervical screening programmes have implemented interventions to overcome pre-

defined barriers. For example, the ‘how to do the bowel screening test’ video by Cancer 

Research UK has been successful in addressing logistical barriers.(22) Furthermore, decreasing 

participation in the cervical screening programme was mitigated with health promotion 

articles featuring in popular, age appropriate magazines and targeted social media 

advertisement.(10,23,24) 

Early detection of breast cancer and increased participation in the breast screening programme 

are important public health priorities, while understanding the barriers faced by BAME 

women to breast screening is important knowledge to ensure the existing health inequality 

gaps can be reduced. The systematic collation of findings from primary qualitative studies 

exploring barriers and facilitators enabled by this review has the potential to advance the 

evidence base and direct future interventions. Therefore, this review aims to achieve this with 

emphasis on the development of relevant facilitating interventions and guidelines to overcome 

the respective barriers and promote breast screening attendance amongst the UK BAME 

women. 

 

Materials and Methods  

MEDLINE, EMBASE and PubMed were searched up to December 2017 based on pre-

defined inclusion and exclusion criteria. The PICo framework was used to formulate a search 

strategy. The Critical Appraisal Skills Programme (CASP) toolkit was used to appraise the 

identified studies. Two authors reviewed the search output, data extraction and appraisal 
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independently and resolved any disagreement through consensus. An adapted thematic 

framework analysis approach, based on Cochrane guidelines, was used to analyse and 

synthesise the extracted data.(25) 

Study Selection 

Studies were only included if they were UK specific, incorporated qualitative methodology, 

and considered women from an BAME background over the age of 18. For the purpose of this 

review, BAME background referred to women who were not white British.  

The process of study selection was independently carried out by two reviewers (JB and GY) 

and discrepancies were amended by discussion.  

Data synthesis and analysis 

An adapted systematic review approach for qualitative research, based on the Cochrane 

guidelines, was used to extract data from articles.(25) 

The extracted results were input into a data extraction form allowing for summarisation and 

thematic analysis. The overarching themes were finalised through discussion.  

Since a qualitative approach was used, the presence of an identified theme did not necessarily 

indicate its importance within the specific study population. However, Table 1 details the 

number of barriers and facilitators relating to each theme which denotes, to a degree, the 

validity of the theme. A third reviewer (EW) independently performed a thematic analysis and 

results discussed which enabled a more valid identification of the most prevalent, hence 

significant, themes.  

Quality of synthesis assessment 

Currently, there is no universal consensus on criteria to assess the methodological quality of 

qualitative studies. This review combined the CASP quality assessment tool for both 

qualitative and cohort studies to develop a framework appropriate to the included studies.(26) 

Any disagreements were resolved through discussion with a third author.  
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Results 

A total of 8 studies satisfied the inclusion criteria detailed in Table 2; majority were based in 

London. Knowledge was reported as a barrier to screening attendance by all 8 of the included 

studies.(5,6,20,27–31) Table 1 lists the studies that reported the barriers and facilitators 

relevant to each study.   

The main findings of the review revealed three overarching themes:  

1. Knowledge-related factors 

2. Access-related factors  

3. Cultural-related factors  

 

Knowledge-related factors 

All eight included studies reported knowledge as either a barrier or facilitator to breast 

screening attendance.(5,6,20,27–31) Five studies specified risk factor unfamiliarity as a 

barrier.(5,20,27,28,30) Language presented as both a facilitator and a barrier with emphasis 

on the benefits of translated material.  

Overall, the main barriers presented for BAME women were a lack of knowledge surrounding 

the following: what is breast cancer, how to identify it, what is the screening programme, who 

is at risk and the treatments available.  

“I think I’ve read that women who have never married and had children are more likely to get 

it.”(5) 

 “I think it’s an infection… I don’t know but it’s not something that you can contract”(28) 
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“If we have a better understanding of what the procedure is and what it entails, people might 

be more receptive”(28) 

Two of the included studies highlighted the influence healthcare professionals have on 

BAME women’s health seeking behaviour; BAME women value and respect the advice of 

GPs.(20,31) 

“Many of the BME focus group members spoke very highly of their GP, with a tendency to 

treat the GP as a higher authority, to be ‘obeyed.’”(20) 

Cultural-related factors 

This broad category encompassed factors such as cultural values, religious beliefs and the 

influence of family and friends.  

The influence of faith is generally more prevalent amongst BAME communities.(32) 

Two studies drew associations between faith and decreased appreciation of preventative 

medicine, with women describing the development of breast cancer as ‘up to God.’(5,28) These 

opinions were mitigated through incorporation of religious leaders into educational 

interventions.(27) 

 

“There is a connection between our spiritual welfare and our health. If you are well 

spiritually, then you should be well physically.”(5) 

 

Stigma associated with cancer, fear of mastectomy and its marital consequences and deficient 

support from family and community were highlighted as barriers.  
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 “...those of us that […] hear that the family that your daughter wants to marry into, they all 

have cancer, is that not a stigma? […] what of the child you are going to have for them if she 

is a woman, she might have cancer as well...”(28) 

“Most African people don’t like to talk about […] cancer. They see it as a taboo, in fact, I 

know a lot of people who do not even say the word cancer”(20) 

Gender of healthcare professionals was identified by two studies as a barrier.(5,28) The 

possibility of a male radiographer made some women reluctant to partake and unanimously, 

across all ethnicities, a female radiographer was shown to be preferable. 

“It’s better if the woman does the examining. But if there isn’t a woman there then you have 

to go with what there is. If I’m ill, I have to see a man if there’s no woman.”(5) 

 “It’s embarrassing to be in front of a strange man.”(5) 

One study identified a reluctance of staff to engage with BAME women due to feelings of 

“cultural incompetence” and fears of causing offence.(6,20,27) Moreover, one study showed lack 

of awareness amongst healthcare workers regarding the specific needs of BAME women and 

how best to address them.(6) 

Two studies revealed previous negative experiences with healthcare professionals dissuaded 

women from  engaging with breast screening services; this was exacerbated in situations 

where women felt disrespected.(5,20) 

“The professor [at the hospital] came into the room and put his hand forward and he wanted 

to shake my hand and so I was very embarrassed. I said, ‘We don’t shake hands.’ He looked 

at me and said, “okay, take off your clothes.’’’(5) 
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“My GP, he sits like he is getting impatient that I am there, I am watching his body language 

[…]and I’m thinking don’t worry about it — I’m just wasting your time.”(20) 

Forming interpersonal relationships between healthcare workers and BAME women was 

highlighted by two studies as a facilitator to encourage screening attendance.(6,29) 

Access-related factors 

Logistical (distance, inconvenience and cost) and emotional barriers were the main causes of 

decreased access of breast screening services.(5,6,20,27–31) 

“Lack of confidence and expectation anxiety were shown to be barriers to attendance with 

women reporting their fear and apprehension regarding screening, self-examination and breast 

cancer.”(28) 

“Compliance can require considerable inconvenience”.”(5) 

Logistical related factors such as cost of attendance, time convivence and distance were 

shown to be barriers by three studies.(5,27,28) 

Discussion  

To our knowledge, this is first UK specific systematic analysis of the reasons for low breast 

screening attendance amongst BAME women. The three emerging themes from this review 

included: knowledge-related, access-related and cultural-related factors.  

Knowledge-related Factors 

Knowledge-related factors affected women’s perceptions of breast screening and contributed 

to low attendance.  

Women in five of the studies insinuated a low perceived risk which discouraged screening 

attendance.(5,20,27,28,30) A similar theme correlates to cervical screening; low risk perception 
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amongst BAME women drives low attendance.(33,34) Underpinning this perception, as 

concluded by Pfeffer and Bamidele et al, is the overall low incidence rate of breast cancer 

amongst BAME women and within their countries of origin.(5,28) Despite the comparatively 

lower incidence, BAME women typically present at advanced stages with worse outcomes.(35–

37) This contributes to the mortality inequality amongst BAME communities hence is an 

important public health problem. Therefore, it is imperative that knowledge of breast cancer, 

benefits of screening, and engaging promptly with medical providers form part of targeted 

educational campaigns to BAME women.  

This review highlighted that advice from healthcare professionals is widely respected 

amongst BAME communities; Thomas et al report BAME women suggesting that a GP’s 

opinion should be ‘obeyed.’(20) Although not inclusive to all BAME women, the widely 

adopted attitude of respect equips healthcare professionals with enormous potential to 

positively influence the health seeking behaviours of BAME women.(20,31) GP endorsement 

letters and positive messages from the health service were both shown to increase screening 

uptake amongst ethnic women.(6,38) 

Unawareness of screening importance was exacerbated by language barriers.(6,31) Inability to 

comprehend relevant information, invitation letters or media campaigns leaves women 

dependent on family members’ translations which can be subjective to their respective 

opinions and literacy levels.(5,31) Similarly, inability to read screening invitations presented as 

an important influencer of non-attendance for both bowel and cervical screening.(34,39,40) Jain 

et al highlighted the benefits of translated material yet, according to Thomas et al, even when 

translation was available, it was often inadequate.(6,20) 

Educational facilitators determined by Jain et al focused on improving information 

accessibility for BAME women.(6) Readily available information leaflets in relevant 

languages improved uptake, as did offering different forms of information such as DVDs.(5,6)  
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Therefore, it may well be that the key to overcoming language barriers is utilising different 

forms of educational media such as videos, oral sessions in local community centres, social 

media and web-based educational formats.(22) 

Within the three studies identifying successful educational interventions, emphasis on 

incorporating religious and community leaders, respective buildings and both men and 

women facilitated the engagement of a larger population and consequently, improved 

screening attendance.(20,27,28) 

 

Cultural-related factors 

Fear of mastectomy and the consequences on femininity, marital relations and cultural stigma 

prevented breast screening participation.(27,28) Insufficient support from partners further 

discouraged screening attendance hence, the necessity of male participation in educational 

interventions is reinforced.(27) 

 

Educational interventions must also address treatment options as lack of awareness regarding 

post mastectomy reconstruction and alternative treatments pathways were identified as 

barriers to attendance. (28) (41,42)   

 

Jain et al reports that healthcare professionals often felt culturally incompetent despite 

adequate training.(6) Parallels drawn by Kai et al reveal a reluctance amongst healthcare 

professionals to engage effectively with minority communities due to fear of causing 

offence.(43) Staff feeling ‘cultural incompetent’ is exacerbated by the insufficient support 

provided by national guidelines and training and inevitably contributes to BAME women’s 

negative perception of healthcare staff’s attitude.(5,6,20,27,31) This negative perception, as well 
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as previous experiences, discouraged BAME women from both consulting their GP and 

participating in screening.(5,20) 

 

Cultural stigmas associated with breast cancer were effectively mitigated through integrating 

and respecting cultural beliefs via the incorporation of community and religious leaders 

within educational interventions.(5,27,28) Translating this to health care provision and public 

health outreach, encouraging the recruitment of BAME staff in culturally sensitive areas such 

as breast cancer care can aid rapport. Staff who can speak ethnic minority languages, ‘link-

workers’, can facilitate rapport and are effective in encouraging screening attendance.(29) 

Additionally, the preference of a female radiographer was unanimously expressed by all 

ethnicities but particularly in BAME communities of certain religious backgrounds.(5,20) 

Therefore, the option guaranteed female staff could potentially promote screening 

unanimously.(5,17,32) 

 

Access-related factors 

Logistical challenges, such as cost of transport, timings and inconvenience, all hindered breast 

screening attendance amongst BAME women.(5,27,31) Studies attempting to mitigate the barrier 

of transport cost alone were largely ineffective suggesting that an interplay of multiple factors 

influence the decision of attendance.(6,28,31) Thomas et al incorporated this philosophy and 

demonstrated that establishing screening centres within prominent community centres, such 

as churches and mosques, effectively promoted screening  through inclusivity of community 

needs as well as being highly convenient.(20) 
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Practical support from family and friends increased screening attendance; helping with 

childcare and getting to and from appointments.(27,29) Therefore, the need to incorporate all 

members of society in education interventions is again highlighted.(5,27,28) 

 

Five studies indicated feelings of anxiety and embarrassment discouraged women from 

attending breast scans.(5,20,28–30) Participants in the Pfeffer study recounted embarrassment 

relating to male doctors and the unfamiliarity of the screening process as deterrents.(5) Forbes 

et al reaffirms this finding with reports of embarrassment and low confidence discouraging 

women from accessing screening services.(5,30)  

 

Strengths and weaknesses of the review 

To maximise the reliability and validity of results, the search strategy specified ‘papers from 

peer reviewed journals.’ Grey literature, such as PhD theses and unpublished research, was 

not included in the search and therefore, there is potential for selection bias to influence 

results as a consequence of this exclusion. Furthermore, generalisability is potentially 

impacted due to the exclusion limiting the evidence scope.  

The primary papers included in this review were subjective to varying degrees of 

methodological shortcomings yielding less robust conclusions therefore, to limit the extent of 

this, evidence from weaker studies was only included if stronger studies supported it.  

An adapted CASP tool was used to appraise quantitative studies in an attempt to maintain 

symmetry across study rankings. Inevitably the validity of the adapted CASP tool was lost, 

meaning the appraisal of quantitative study may have been less accurate which impacts the 

strength of conclusions.(26) 

 

Implications of the research 
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Given the low uptake of breast screening services within the BAME community and the 

subsequent health inequalities, it is of paramount importance to work towards solving this 

public health issue. An important first step in tackling this problem is research into the 

reasons why the inequalities exist and what can be done to overcome them. This qualitative 

review, which focuses on the respective barriers and facilitators influencing breast screening 

attendance of UK BAME women, forms part of the evidence base needed to augment change. 

However, as most of the included studies were conducted in London, further research is 

required to assess the UK-wide generalisability of these results. Further to this, barriers and 

facilitators identified may have different levels of influence within different minority ethnic 

communities eliciting further research. 

In addition to the need for community interventions and national public health campaigns, 

this review highlights the importance of public health promotion at the point of care. The 

patients’ decision to attend screening is directly influenced by their encounters with 

healthcare staff.(5,27,29) There is, therefore, a real need to better educate healthcare staff on the 

public health implications following their patient interaction.(44) With Public Health England’s 

recent emphasis on the importance of preventative medicine, it is more important than ever to 

encourage screening at all levels of healthcare to bridge the existing inequality gap.(45) 

Conclusion 

The health inequality gap regarding BAME women’s breast screening attendance is a crucial 

public health issue to resolve. This review highlights potential ways to bridge this inequality 

gap with culturally sensitivity educational interventions as a promising first step.  

 

Acknowledgements: 

Many thanks to the University of Nottingham Medical School specifically, their Public Health 

Division. 



 14 

Declarations of interest: None 

Funding: None  

Competing interests: None declared  

Ethical approval: Not required  

 

 

Bibliography 

1.  Cancer registration statistics, England - Office for National Statistics.  

2.  Houssami N. Overdiagnosis of breast cancer in population screening: does it make 

breast screening worthless? Cancer Biol Med. 2017 Feb;14(1):1–8.  

3.  M.G. M, D.G. A, D.A. C, J.A. D, S.G. T, Marmot MGG, et al. The benefits and harms 

of breast cancer screening: An independent review. Br J Cancer. 2013 

Jun;108(11):2205–40.  

4.  Kernohan EE, Kemohan EEMEM, Kernohan EE. Evaluation of a pilot study for breast 

and cervical cancer screening with Bradford’s minority ethnic women; a community 

development approach, 1991-93. Vol. 74, British Journal of Cancer. England; 1996 

Sep.  

5.  Pfeffer N. Screening for breast cancer: Candidacy and compliance. Soc Sci Med. 2004 

Jan;58(1):151–60.  

6.  Jain A, Serevitch J, Nazroo J. Inequalities in breast screening uptake among South 

Asian women in the UK : The role of service providers *. :1–18.  

7.  Good Practice Guide for Bowel, Breast and Cervical Cancer Screening In Primary Care 

NHS Cancer Screening Timeline.  

8.  NHS digital. Uptake for routine breast screening falls - NHS Digital.  

9.  Fingertips PHE. Public Health Profiles.  



 15 

10.  Office of National Statistics. 2011 Census - Office for National Statistics.  

11.  Stoll CRT, Roberts S, Cheng MR, Crayton E V., Jackson S, Politi MC. Barriers to 

Mammography Among Inadequately Screened Women. Heal Educ Behav. 2015;  

12.  Engelman KK, Daley CM, Gajewski BJ, Ndikum-Moffor F, Faseru B, Braiuca S, et al. 

An assessment of American Indian women’s mammography experiences. BMC 

Womens Health. 2010 Dec;10:34.  

13.  E.L. T, K. E, C. T, S. J, J. S, J. L. Promoting screening mammography in an American 

Indian community in Oklahoma: The native Women’s health project. Cancer 

Epidemiol Biomarkers Prev. 2016;25(3 Supplement).  

14.  Engelman KK, Cizik AM, Ellerbeck EF, Rempusheski VF, K.K. E, A.M. C, et al. 

Perceptions of the Screening Mammography Experience by Hispanic and Non-

Hispanic White Women. Women’s Heal Issues. 2012;22(4):e395–401.  

15.  Sabates R, Feinstein L. The role of education in the uptake of preventative health care: 

The case of cervical screening in Britain. Soc Sci Med. 2006;62:2998–3010.  

16.  Adunlin G, Cyrus JW, Asare M, Sabik LM. Barriers and Facilitators to Breast and 

Cervical Cancer Screening Among Immigrants in the United States. J Immigr Minor 

Heal. 2018 Aug;1–53.  

17.  Agurto I, Arrossi S, White S, Coffey P, Dzuba I, Bingham A, et al. Involving the 

community in cervical cancer prevention programs. Int J Gynecol Obstet. 2005 

May;89:S38–45.  

18.  Migrants in the UK: An Overview - Migration Observatory - The Migration 

Observatory.  

19.  Rudat K, Health Education Authority (Great Britain) K. Black and minority ethnic 

groups in England. Health Education Authority; 1994. 173 p.  

20.  Thomas VN, Saleem T, Abraham R, Thomas Nicky Veronika, Saleem Tariq AR. 



 16 

Barriers to effective uptake of cancer screening among Black and minority ethnic 

groups. Int J Palliat Nurs. 2005 Nov;11(11):562,564-571.  

21.  Moskowitz JM, Kazinets G, Wong JM, Tager IB. “Health is strength”: a community 

health education program to improve breast and  cervical cancer screening among 

Korean American Women in Alameda County, California. Cancer Detect Prev. 

2007;31(2):173–83.  

22.  Cancer Research. How to do the bowel cancer screening test.  

23.  Kelly O’Hara. Cervical Screenings - What Happens In Your First Smear Test. 

Cosmopolitan. 2018.  

24.  BBC news. Smear test top tips: How to make cervical screening more comfortable - 

BBC News. 2019.  

25.  Bettany-Saltikov J. How to do a systematic literature review in nursing : a step-by-step 

guide. 173 p.  

26.  CASP. Cohort CASP Checklist. 2018.  

27.  Banning M. Perceptions of breast health awareness in Black British women. Eur J 

Oncol Nurs. 2011 Apr;15(2):173–7.  

28.  Bamidele O, Ali N, Papadopoulos C, Randhawa G. Exploring Factors Contributing to 

Low Uptake of the NHS Breast Cancer Screening Programme among Black African 

Women in the UK. Divers Equal Heal Care. 2017;14(4):212–9.  

29.  S. B-G. Understanding women’s breast screening behaviour: A study carried out in 

South East London, with women aged 50-64 years. Health Educ J. 2007;66(4):335–46.  

30.  Forbes LJL, Atkins L, Thurnham A, Layburn J, Haste F, Ramirez AJ. Breast cancer 

awareness and barriers to symptomatic presentation among women from different 

ethnic groups in East London. Br J Cancer. 2011 Nov;105(10):1474–9.  

31.  S Bell T, K Branston L, G Newcombe R, R Barton G. Interventions to Improve Uptake 



 17 

of Breast Screening in Inner City Cardiff General Practices with Ethnic Minority Lists. 

Ethn Health. 1999 Nov;4(4):277–84.  

32.  Padela AI, Vu M, Muhammad H, Marfani F, Mallick S, Peek M, et al. Religious 

beliefs and mammography intention: findings from a qualitative study of a diverse 

group of American Muslim women. Psychooncology. 2016;25(10):1175–82.  

33.  V Marlow LA, Waller J, Wardle J, Marlow L, Lav M, J Fam WJ. Barriers to cervical 

cancer screening among ethnic minority women: a qualitative study.  

34.  Marlow LA V, Wardle J, Waller J. Understanding cervical screening non-attendance 

among ethnic minority women in England. Br J Cancer. 2015 Sep;113(5):833–9.  

35.  Newman LA. Breast cancer in African-American women. Oncologist. 2005 

Jan;10(1):1–14.  

36.  Li CI. Racial and ethnic disparities in breast cancer stage, treatment, and survival in the 

United States. Ethn Dis. 2005;15(2 Suppl 2):S5-9.  

37.  DeSantis CE, Fedewa SA, Goding Sauer A, Kramer JL, Smith RA, Jemal A. Breast 

cancer statistics, 2015: Convergence of incidence rates between black and white 

women. CA Cancer J Clin. 2016 Jan;66(1):31–42.  

38.  von Wagner C, Hirst Y, Tookey S, Kerrison RS, Marshall S, Prentice A, et al. Use of a 

GP-endorsed 12 months’ reminder letter to promote uptake of bowel scope screening: 

protocol for a randomised controlled trial in a hard-to-reach population. BMJ Open. 

2018 May;8(5):e022263.  

39.  Arnold CL, Rademaker A, Bailey SC, Esparza JM, Reynolds C, Liu D, et al. Literacy 

Barriers to Colorectal Cancer Screening in Community Clinics. J Health Commun. 

2012 Oct;17(sup3):252–64.  

40.  Austin KL, Power E, Solarin I, Atkin WS, Wardle J, Robb KA. Perceived barriers to 

flexible sigmoidoscopy screening for colorectal cancer among UK ethnic minority 



 18 

groups: a qualitative study. J Med Screen. 2009;16:174–9.  

41.  Ng SK, Hare RM, Kuang RJ, Smith KM, Brown BJ, Hunter-Smith DJ. Breast 

Reconstruction Post Mastectomy. Ann Plast Surg. 2016 Jun;76(6):640–4.  

42.  Arndt V, Stegmaier C, Ziegler H, Brenner H. Quality of life over 5 years in women 

with breast cancer after breast-conserving therapy versus mastectomy: a population-

based study. J Cancer Res Clin Oncol. 2008 Dec;134(12):1311–8.  

43.  Kai J, Beavan J, Faull C, Dodson L, Gill P, Beighton A. Professional Uncertainty and 

Disempowerment Responding to Ethnic Diversity in Health Care: A Qualitative Study. 

Wilkes MS, editor. PLoS Med. 2007 Nov;4(11):e323.  

44.  Health Education England. Making Every Contact Count (MECC).  

45.  Public Health England. Prevention is better than cure Our vision to help you live well 

for longer. 2018.  

 

 


