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Findings from previous research (Thomas, 2003, 2004, 2006) and findings from this study
which included White, Hispanic, African American and Native American women suggest that
“breast conflict” is a latent tension underlying experiences that occur during adolescence.
Breast conflict is defined according to the authors as: The oblivious discord women experience
regarding personal feelings about their breasts and how women define themselves in relation
to their breasts based on messages received from peers and society, in other words, the
conditions for conflict are present but women are neither aware of, nor do they recognize they
are defining themselves in relation to their breasts. The author posits that this breast conflict
appears to persist throughout the life span. Breast conflict can have a negative influence on a
woman's beliefs and attitudes regarding breast cancer and her decision to participate in
mammography screening. If this conflict is not identified and addressed, breast conflict could
continue throughout a woman's life time resulting in continuing underutilization in, or
inconsistent use of mammography screening. The authors' working assumptions is that breast
conflict is likely a multidimensional construct with both detrimental and potentially beneficial
effects. Detrimental effects from not seeking mammography screening result in increased
breast cancer mortality and morbidity, while the beneficial effects would result in more positive
breast cancer outcomes, the result of early detection and treatment. The authors posit that breast
conflict is a process that can increase (detrimental effects) or decrease (beneficial effects)
depending on unanticipated events that may occur across a woman's lifespan, for example,
death of a family member due to breast cancer. The purpose of this paper is to report the findings
from a qualitative study that lead the author to the identification of a new concept identified
as breast conflict.

Background and Significance
Cancer, the second leading cause of death in the United States, is a significant burden in terms
of morbidity, economic and emotional costs. Breast cancer is the most common non-skin cancer
and the second leading cause of cancer-related death (after lung cancer) in women worldwide
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(World Health Organization-WHO, 2005). Approximately $8.1 billion dollars is spent each
year in the United States alone on the treatment of breast cancer (Brown, Riley, Schussler, &
Etzioni, 2002). Survival rates are dependent on access to, and utilization of early detection
services. Breast cancer death rates remain high among ethnic minority women despite a lower
incidence rate compared with White women (NCI, 2007). The American Cancer Society (ACS,
2003) reports that the primary reason is a delay in time to diagnosis, resulting in poor prognosis.
Encouraging not only early but regular mammography screening has been a major challenge.
Despite ongoing research to understand barriers to mammography screening, the rates of
mammography use among ethnic minority women have not increased substantially. In fact,
recent studies report a decrease in mammography screening among all racial groups (Breen et
al. 2007). Preliminary data strongly suggest that women's early experiences pertaining to their
breasts and associated gender issues have a significant influence on women's mammography
screening behaviors (Thomas, 2003, 2004, 2006). Understanding barriers to mammography
screening among Whites, Hispanics, African Americans, and Native American women is a
critical step in the goal of increasing screening.

In the U.S., the occurrence of breast cancer is highest for White women, followed by African
Americans, Asians, Hispanics/Latinas and Native Americans. African American women are
more likely to die from breast cancer within five years after diagnosis than White women.
Survival statistics for Hispanic/Latina women are also poor. H Hispanic/Latina women are 1.5
times more likely to die from this disease than White women (Amend, Hicks, & Ambrosone,
2006; Dignam, 2000; Newman, 2005; Pisani, Parkin, Bray, & Ferlay, 1999). Although breast
cancer is diagnosed about 40% less often among Hispanic/Latina women, it is often diagnosed
at a later stage than in non-Hispanic women. Lower use of breast cancer screening, such as
mammography, may contribute to the delay in diagnosis among this population. After
accounting for differences in age, compared to White women, Hispanic/Latina women are
almost three times more likely to have been diagnosed at a later stage of the disease; and about
two times more likely to have larger tumors with characteristics that predict poorer clinical
outcomes (Watlington, Byers, Mouchawar, Sauaia, & Ellis, 2007).

Native American women pose unique challenges in terms of obtaining accurate statistics on
prevalence and receiving timely treatment. Mortality rates from breast cancer among Native
American women are likely underestimated for several reasons. First, many Native American
women who have breast cancer do not get biopsies and only biopsy confirmed breast cancer
is reported in cancer statistics and second, many Native American women who die off the
reservation are listed as “White” on their death certificates (Burhansstipanov, 1996). Cancer
rates that were previously reported to be lower in Native Americans have been shown to be
increasing in the past 20 years. Additionally, there is no single national database that accurately
presents comprehensive cancer data for Native Americans. Controlling for age, stage and grade
of disease, and census-tract poverty level, Native American women are four times more likely
than other racial ethnic groups to receive their first breast cancer-directed surgery more than
6 months after diagnosis (Wilson et al., 2000).

There has not been a significant improvement in breast cancer mortality rates among women
from ethnic minority groups. In 2000, there were over 30% more breast cancer deaths among
African American women compared with Whites (Ries et al., 2003). Research findings suggest
“first generation Hispanic American women with breast cancer have a relative delay in the
timeliness of their cancer diagnosis and should be targeted in interventions designed to increase
the use of breast cancer screening” (Herdeen & White, 2001, p. 123). Breast cancer is the
leading cause of cancer death among this population. Overall, ethnic minority women
consistently have disproportionately poorer breast cancer outcomes. Identifying breast cancer
in its early stages is the key to successful treatment.
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Mammography screening has not increased significantly among ethnic minority groups; in
fact, researchers report mammography rates have been declining over the past five years
(Chagpar, Polk, & McMasters, 2008; Breen et al. 2007). Therefore, it is essential that
researchers consider new and innovative approaches to better identify and understand barriers
to mammography screening and early breast cancer diagnosis among ethnic minority groups.
While many women have had at least one screening mammogram, many women have had no
screening or have not been consistent with recommended mammography screening guidelines.
For women to benefit from mammography, regular screening is needed. Despite campaigns
for early breast cancer detection, many women still do not obtain mammography screening as
recommended by ACS.

Access to health care alone is not sufficient for mammography screening to take place. Native
Americans, for example, are eligible for free comprehensive health care through the Indian
Health Service (IHS), which include routine mammography screening for women 40 years of
age and older, yet only half choose or are able to use these services. Some Native American
women find that no IHS facilities are accessible to them and IHS usually does not cover the
cost of care provided outside its system (Cobb & Paisano, 1998). Among women with access
to health care, Ryerson and colleagues found a statistically significant decline in
mammography screening among women between the ages of 40 and 59 who were insured,
particularly among White non-Hispanic women (Ryerson, Miller, Eheman, Leadbetter, &
White, 2008). And the National Cancer Institute reports that in 2005, mammography screening
rates fell for White non-Hispanic, Black non-Hispanic, and Hispanic women (NCI, 2007). The
literature on breast cancer screening behaviors and barriers to screening among ethnic minority
women is substantial. However, researchers have not explored barriers to mammography
screening in relation to women's life experiences concerning their breasts, particularly
experiences that occurred during adolescence. This study sought to explore among a racially
and ethnic diverse group of women, their life experiences in relation to their current
mammography screening behaviors.

Framework
Critical social theory and feminist perspectives were used as the critical lens, or framework,
that guided this investigation. Breast cancer screening behaviors of women and minority
women, in particular, relate not only to the larger picture of social, economic, and cultural
oppression, but are related to gender issues of being a woman or an ethnic minority woman in
the United States. The focus of this study was on examining covert barriers to women's
mammography screening behaviors through a feminist perspective within the framework of
critical social theory.

Feminist perspectives and critical social theory take into consideration the social context
represented in the lived experience of the participants. One historic and contemporary
perspective from critical social theory that influenced this inquiry is that language is paramount
to how people comprehend meaning and create knowledge (Calhoun, 1995). Rather than
separating women's experiences from the contexts in which they occur, feminist scholarship
recognizes women's experiences as connected to the larger political, social, and economic
environment. The use of feminist perspectives in this study helped the investigator to see
patterns and interrelationships, as well as implications for questions that an inquiry from a non
feminist perspective may not have revealed.

Methods
This qualitative descriptive study used narrative methods to generate data. The purpose of
narrative methods in research is to gain an understanding of how people think or act in the
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context in which they live through their stories. Written informed consent was obtained prior
to the start of data collection. Participants were asked to share written or audio tape recorded
narratives about specific events that occurred throughout their lives related to their breasts,
mammography screening experiences, and current mammography screening behaviors. For
the purpose of this study, no distinction was made between the terms stories and narratives,
the terms were used interchangeably. Narratives were selected for this investigation because
this type of data provided depth to the personal experiences that were not likely to be attained
by interviews alone.

Participants and Recruitment
Thirty-six White non-Hispanic, African American, English-speaking Hispanic/Latina and non-
pueblo dwelling Native American women, age 42 and older, without a personal history of
breast cancer were recruited to participate in this study. Recruitment flyers were placed in local
newspapers and community newsletters. Participants were recruited from response to the ads
as well as word-of-mouth referrals. Recruitment and data collection took place over an eleven
month period, between 2005 and 2006 in two counties located in the central regions of a
southwestern state. Eight women, 50 to 66 years of age participated in the Hispanic group, nine
were African American participants, 42 to 60 years of age, eight were non-pueblo dwelling
Native American women, 43 to 65 years of age, and 11 participants were White non-Hispanic
participants ages 56 to 69 years.

The study was reviewed and approved by a university institutional review board. All
participants were asked to choose a pseudonym for identification purposes. Participants were
offered the option of writing or recording their stories on audiotape. A notebook or tape recorder
was provided to the participant based on their preference. The women were asked to share at
least three stories about experiences regarding times in their lives when their breasts may have
had special significance for them. In addition, the women were asked to share a story about a
mammography screening experience. If the participant had never had a mammogram, the
participant was directed to discuss the reason for not having a mammogram. All the participants
reported having at least one mammogram, although many reported they had not had a
mammogram within the past two years.

At the end of a four week period, the stories were collected and reviewed. Follow-up audiotape
recorded interviews were conducted for clarification and elaboration. Interview questions were
developed from the individual participants' personal narrative. During the follow up interview,
participants discussed their current mammography screening behaviors. Narratives (audiotape
recorded or written) and interviews were transcribed verbatim by a paid transcriptionist. A total
of 36 interviews were conducted and redundancy of responses occurred; continued data
collection at the end of the study added little new information. The women shared stories about
early experiences during puberty and stories about their mammography screening experiences.
The 4 week period allowed the women time to reflect on times in their lives when their breasts
were significant to them and the subsequent follow up interview provided clarity for the
researcher.

Data Analysis
Initial descriptive line by line coding, using the words or phrases of the participants, involved
looking for repetition within and across the transcripts. The list of codes was examined to
identify common concepts that described participants' descriptions and experiences concerning
their breasts. Similar code terms and phrases were grouped together and then regrouped to
include all of the identified concepts into categories of similar topics. Looking for relationships,
the categories were resorted into groups of similar content and meaning. The categories were
further reviewed, paying particular attention to similarities and differences in women's breast
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related experience, including their mammography screening experiences. Finally, a theme was
identified by reviewing and organizing the categories into a common topic. Two colleagues,
experienced in qualitative data analysis, coded the transcripts independently to verify the
analysis process and the resulting categories and theme.

Multiple contacts with the participants (three in person encounters and multiple methods of
data collection utilizing narratives and in person interviews) contributed to the trustworthiness
of the data. In addition, the involvement of peers during the analysis process aided in reducing
bias that can occur when a single researcher analyzes text. The use of both narratives and follow
up interviews created an additional strength and enhanced the credibility of the data.

Findings
The participants were asked to share experiences about times in their lives when their breasts
may have had special significance for them. In every case, among all racial and ethnic groups,
the women shared information about experiences during puberty, particularly experiences of
being teased by both their peers (males and females) and adults within and outside their family
structure. There were no differences in the women's early life experiences regarding stories
about their breasts based on their race/ethnicity. Women in each racial/ethnic group shared
stories about painful mammography experiences and stories about family norms or teasing that
occurred during puberty regarding their breasts. Teasing centered on situations where the
women perceived negativity regarding body image directly related to women's breasts.

Categories
In qualitative analysis, code words or phrases are identified by reviewing the raw data
(transcripts). A group of code words or phrases that have common elements that relate to a
particular set of patterns or recurrences throughout the transcripts are then organized into
clusters of similar topics. The major categories, identified during the analysis process, that may
influence mammography seeking behaviors were: adolescent teasing, breast and body image,
family norms and values, media/societal influences, and mammography screening experiences
(Table 1). Recognizing that human realities are complex, a qualitative methodology involves
a focus on human experiences. Using a narrative approach, this study focused on discovering
associations between women's experiences regarding their breasts, including mammography
screening experiences and their current mammography screening behaviors. Gaining insight
in the area of women's experiences across the lifespan may aid in developing new strategies
to assist women in their decision to participate in mammography screening.

Adolescent Teasing/Breast and Body Image—Shroff & Thompson's (2006) research
supported the importance of specific friend and peer influences as potential risks factors for
body image, eating disturbances and self-esteem among adolescent girls. The opinion of peers
is highly valued by adolescent females, thus impacting satisfaction with body image. One
White participant stated:

From that point on (8th grade) I was conflicted about my breasts. There were girls
who were jealous … they hadn't developed yet. Mean girls said, “Jeez, what size ARE
you?” We were [myself and two other girls] subjected to as much off color humor as
could happen in 1959. So there I was with boys who might never look up at my face
again and girls who were as uncomfortable as I was.

A woman's body image includes the symbolic meaning and importance of her breasts (Spencer,
1996; Kraus, 1999; Gordon, 2006). Body image has been defined as how a person views her
physical appearance. Society's standards for an ideal body image when incorporated into a
person's evaluation of their physical appearance can contribute to an altered body image (Roy
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& Andrews, 1991). Studies that address body image are typically related to body size or eating
disorders and perceptual studies of body image most often examine a person's accuracy in their
body size estimates. However, perceptual dimensions of body image can also be related to
social appearance comparison of peers or images seen in the media (Pelican et al., 2005; Shroff
& Thompson, 2006). Alterations in internal or external and environmental stimuli can alter
one's satisfaction with body image in the absence of breast cancer. Studies suggest that women
who believe their breasts are important to their feelings of femininity and attractiveness
experience greater dissatisfaction with their body image after breast cancer treatment (Kraus,
1999: Martin & Hanson, 2000). A Native American woman explains:

If I ever lost my breast, I don't think I would like it, it would do something to my self
confidence … it does make you feel like a woman, a whole woman when you have
both breasts. Your breasts have an impact on perceptions of yourself as a woman. The
thought that it [breast] might be cut away, even partial, I think it's a loss to a woman
… a woman loses a part of their self identify during that time.

This dissatisfaction with body image can occur prior to, or because of a threat of a breast cancer
diagnosis. In addition, dissatisfaction with body image can be the result of teasing. For example,
a White participant stated:

I used to get teased by some boys and called bird legs and flat chest. This teasing
probably has never completely faded from my memories, I think it has always
somehow had an impact on my perception as a woman … I think somehow I have
felt less attractive because of small breasts. As I grow older, I have given up on my
breasts.

Teasing which occurs during adolescence regarding girls' breast size and shape could influence
women's perceptions about their breasts and body image and later in life their mammogram
beliefs and behaviors. Vander Wal and Thelen (2000) found that peer teasing is a significant
predictor of body image dissatisfaction. Body image factors may influence many health
promotion behaviors (Grogan, 2006), including participation in mammography screening.

Media/Societal Influence and Family Norms and Values—The media plays a critical
role in the way females perceive their bodies. The ideal of the perfect body is impacted by
diverse advertisements, retail, and the entertainment industry. All of this influences the culture
of the ideal of beauty and attractiveness (Jung & Lennon, 2003). As early as adolescence,
females are bombarded with the appearance of the body and become preoccupied with how
they believe their body should look compared with what is seen in the media. Researchers
found a strong causal link for women and girls between socio-cultural norms for ideal
appearance and appearance-contingent self-worth (Strahan et al. 2008). When confronted with
socio-cultural messages, women integrate them into their self worth and self esteem. With
repeated exposure to societal messages, women continue to measure their self worth based on
appearance that has been dictated by the societal norms. An African American participant
reported: “Society wants and expects women to be shaped a certain way, like the movie stars
and models you see in the movies.” A major reason given for not participating in breast cancer
screening includes the fear of a breast cancer diagnosis. Thomas (2006) suggests that in addition
to symbolic meaning and media or societal views, family norms and values can also influence
a woman's decision to participate in mammography screening. Health behaviors that begin
during adolescence form the foundation for health behaviors that are carried into adulthood.
Culture, family norms and values contribute to the experience of health and prospective health
behaviors. A Hispanic participant reflects back on an experience as a teen:

Some girls slouched and tried to hide the fact of their development but I never did. I
think one of the reasons was that my father instilled the belief in all his kids that we
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should be proud of who we were and carry ourselves with our head held high and
square shoulders.

A Native American participant shared: “… grandmother always told me, don't show off your
breasts, you know you're not supposed to show that part of your body, so it was always wrapped
up in layers.”

Parents are important role models throughout childhood and adolescence (Harper, 1990). In
addition to serving as role models for health promotion behaviors such as proper nutrition and
exercise, parents can be instrumental in the development of life long health related behaviors
by participating themselves in cancer screening activities and talking with their adolescent
daughters about health promotion and disease prevention activities such as mammography
screening. Mothers' participation in breast self- examination and mammography screening can
encourage similar behaviors in their daughters. Open discussion further reinforces the
importance of routine physical exams and breast cancer screening thus setting the stage for the
development of life long healthy habits.

Mammography screening experiences and current behaviors—Over half (58%) of
the women stated they had no plans on returning after their first mammogram experience. All
but two women reported the benefits of mammography and early screening even though the
majority of participants reported a less than favorable first mammography screening
experience. All of the participants shared a story about their first mammography screening
experience and current mammography screening behaviors. Following are participant
comments regarding their first or an early mammography screening experience and current
screening behaviors.

One White woman reported: “I had a double set of mammograms taken as the first set was
‘cloudy’ whatever that means. No report came in the mail, three years later I went back for
another mammogram.” A Hispanic woman shared the following experience regarding her first
mammography screening experience:

I believe I was 52 years old. The room was cold; the machine even colder, while the
technician's attitude was near arctic. I awkwardly stooped over as she squeezed my
breast in a vise like thingy. I thought how much is this really different from a porno
flick?

Another White woman shared:

The woman who assisted me with my mammogram was very kind and caring … but
I was embarrassed and felt ashamed when I exposed my breast. I still feel ashamed.
I have never returned for a breast exam or mammogram since.

Referring to a mammography experience, an African American woman stated:

Having another person touch your breasts so meticulously is typically performed in
much more intimate circumstances. To have my breasts, a symbol of womanhood,
handled that way went against how I typically view myself and them. To have
someone manipulating that portion of my body with such clinical detachment stood
in stark contrast with the messages we are bombarded with constantly about breasts.
I found myself thinking of how breasts seem to have status and maybe personality
separate from the rest of the body.

In addition to a fear of the mammogram examination, finding a lump and fear of a breast cancer
diagnosis was a concern for one African American participant:

I was afraid to have the mammography because of stories I had heard, but I was even
more afraid of what the cause of this lump in my breast was. I did have the
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mammography and it turned out to be one of the most painful experiences that I have
had to go through. I do understand the importance of getting the mammography. I do
understand that prevention and early detection is the best way to save lives. I may go
back, it won't be easy.

Because of a painful first mammogram experience, some women choose not to return for their
second mammogram as defined according breast cancer screening guidelines. After having her
first mammogram at the age of 40, this White participant did not have another mammogram
for over 10 years:

I had my first mammogram at the age of 40. As most women will agree, it was not a
pleasant experience. All the jokes you hear about laying down and having a car run
over you were real close to my first experience. At age 53, I had another normal
mammogram.

Findings from this study are congruent with findings from other qualitative studies (Phillips,
Cohen, & Tarzian, 2001; Thomas, 2004; Cronan, 2008). Commonly cited barriers to
mammography screening include fear of finding a lump, lack of knowledge about the need for
mammography screening and fear of the pain associated with mammography.

Overall Theme
Breast Conflict—The women expressed various forms of conflict regarding their breasts.
For example, some of the women shared concerns about showing versus not showing their
breasts. For some women, established family values dictated women's comfort level regarding
exposing their breasts either in social or medical settings. Some of these women found it
difficulty to separate exposing their breasts regardless of the setting. Some of the women shared
that breasts can bring both positive and negative attention. One African American woman
shared, “I have mixed feelings about my breasts, I love them and I hate them. Another Hispanic
woman stated, “I was taught to cover my breasts but as I got older I found out that men are
fixated on breasts so I started wearing skimpy clothes to get attention.” However, another
Hispanic participant shared, “I had mixed feelings about my breasts because my breasts brought
both good attention and unwanted attention” and another Native American woman shared,
“Breasts are good because they give life to your children when you breastfeed but breasts can
also kill you if you get cancer.”

Discussion
This study was designed to explore women's life experiences concerning their breasts and their
current mammography screening behaviors. Regardless of race/ethnicity, all the women shared
stories about teasing that occurred during adolescence and stories about their thoughts
regarding the influence of the media on their self image related to their breasts. Family norms
and values were discussed regarding the emphasis on modesty concerning women's breasts.
The findings did not indicate any differences in the women's early perceptions of their breasts
in relation to their current mammography screening behaviors. The women in this study who
admitted to having a mammogram within the past two years shared similar stories about early
teasing and the impact of the media on their identity and expressed concerns regarding their
identity if they were diagnosed with breast cancer. These same women had a relative or close
friend with breast cancer who did not survive, which they stated influenced their decision to
participate in mammography screening. However, these women also shared their reluctance
to participate in mammography screening per ACS guidelines and admitted they were not
always consistent with screenings. Findings from this study demonstrate the need to consider
the impact of past experiences on women's current health promotion behaviors related to
mammography screening. Despite efforts to promote breast cancer screening, particularly
among ethnic minority populations, exploring women's mammography screening behaviors in
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relation to experiences concerning specific life events has not been a focus of public health
efforts to decrease the disparity breast cancer outcomes. As health care providers continue to
care for more people from diverse ethnic and racial backgrounds, findings from this study
provides a more in-depth understanding about the influence of past experiences on health
promotion behaviors, specifically, mammography screening behaviors. In addition, findings
may lay a foundation for the development of a model that addresses ethnic minority women's
health promotion behaviors related to mammography screening. Results from this study
revealed barriers to mammography screening that had not been considered in the past,
experiences that occur during adolescence, such as teasing, media influence, and family norms
and values.

A woman's body image includes the symbolic meaning and importance of her breasts (Spencer,
1996; Kraus, 1999; Gordon, 2006). Thomas (2006) suggests that, in addition to symbolic
meaning and societal views, family norms and values, and other experiences which occur
during adolescence, can influence a woman's decision to participate in mammography
screening. Body image factors may influence many health promotion behaviors (Grogan,
2006), including participation in mammography screening. Findings from this study suggest
perceptions formed during puberty and adolescence can leave women with feelings of shame
and conflict regarding their breasts. During the developmental stage of adolescence, young
people strive for independence and begin to make decisions that impact them for the rest of
their lives. Findings from this study suggest perceptions formed during puberty and
adolescence can leave women with feelings of shame and conflict regarding their breasts.

Health care providers should consider assessing appearance-related teasing in their patients'
lives to identify women who may be at risk for body image disturbance functioning that could
result in underutilization of mammography screening and other health promotion behaviors.
Mammography technicians should be educated in the long term implications of women's
perceptions of “bad” mammogram experiences. Negative body image resulting from a first
mammogram experience, media images, early teasing, or family norms and values can have
profound effects on a woman's self perception. Feminine beauty represented in women's
magazines or the movies reinforce stereotyped portrayals of femininity. Studies involving
women with and without breast cancer, and studies involving post mastectomy patients suggest
links with breast dissatisfaction and diminished self esteem or doubts about one's femininity
(Grant, 1996). A woman's definition of self is often based on a lifetime of feedback about
having breasts and the possibility of breast cancer threatens this self perception (Wilmoth,
2001).

This study has several strengths that highlight the importance of the findings. The present study
is the first to explore women's experiences in relation to their current mammography screening
behaviors. In addition, the inclusion of women from four racial/ethnic groups provided the
opportunity to explore women's experiences and behaviors from a multicultural perspective.
However, the women who participated in this study were from a select geographical area and
select group of women who saw the recruitment flyer or advertisement for the study in the
newspaper. It is likely that women from other parts of the United States might share different
experiences. Regardless of race/ethnicity, negative body image resulting from early life
experiences, particularly those experiences that occur during adolescence can conceivably have
an impact on health promotion behaviors such as mammography screening. Future research
will include testing the author's breast conflict concept with a larger sample of women from
diverse racial/ethnic groups.
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Table 1

Participant quotes and corresponding category by race/ethnicity

Category Participant Quotes Race/Ethnicity

Adolescent Teasing

I used to get teased by some boys and called
flat chest. This teasing never completely faded
from my memories. I think it has always
somehow had an impact on my perception as
a woman.

White

Because of all that early teasing by boys, girls,
my mother and aunts, to this day, I think of
my breasts as a nuisance.

African American

Despite the nuns attempt to keep us focused,
the whispers among the boys…told me they
all knew. “Look whose got tits!” or “Wow,
never knew she had such knockers.” That's
when I began carrying my books clutched to
my chest and continued to do so all through
high school.

Hispanic

The boys were in the practice of snapping
bras. I didn't have a bra to snap, it was
embarrassing, I felt I didn't fit in but I didn't
get teased by my peers not like my friend. Poor
J. who was called “Peneplain” (it was an earth
science reference … an area of flat, nearly
featureless land).

Native American

Family Norms & Values

When I was an adult, I found out my aunt had
a radical mastectomy, no one discussed at the
time…but as all conversations regarding more
intimate parts of our bodies, my mom cut to
the chase and didn't elaborate at all.

White

My upbringing was very reserved. We did not
talk about personal things like body parts and
breasts. I didn't know what to expect during
puberty.

African American

When I started to develop, my mother told me
to be careful not to get hit in the chest that it
would really hurt and cause cancer.

Hispanic

My puberty celebration was at 13 years of age,
with a lot of support from my family and
cheering my way through womanhood was a
great excitement. The puberty ceremony is a
Blessing Way, all night chant for good
blessing.

Native American

Media & Societal Influence

I think for many years the media (television,
magazines, and movies) have also impacted
the way I feel about my breasts. About seven
years ago … I considered having breast
implants. Why in God's name would anyone
want implants? It has to be the need for
obtaining the perfect body as seen on TV.

White

We attach so much meaning to them [breasts].
I find myself thinking of how breasts seem to
have a status and maybe personality, separate
from the rest of the body.

African American

When my first love was breaking up with me,
he told me in part it was due to the fact that I
“didn't have any tits!”

Hispanic

It saddens me that this is a society so obsessed
with material and physical attributes.

Native American

Breasts & Body Image

I was kind of small, so it was a challenge to
keep my breast stuffed and hidden from the
other girls. Surprise, surprise, I wasn't normal.
I was skinny and breasts rule.

White

I am just not happy about my body image; I
wish I didn't have breasts.

African American

I tend to wear large clothes. I'm working on
being as non-sexual as possible and not bring
attention to my breasts. I hated my body … I
know I would have been tempted to get
implants put in but I could never afford it!

Hispanic

After writing these stories about breast issues,
I realize how symbolic the breasts can be to a
woman.

Native American

Mammography Screening Experiences I was embarrassed and felt ashamed when I
exposed my breast. I have never returned for

White
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Category Participant Quotes Race/Ethnicity

a mammogram since. Any diagnostic test is
scary. You are going for this test to rule out
something horrible, something no one wants.
I had the mammogram; it was one of the most
painful experiences that I have had to go
through.

African American

… getting a mammogram isn't a very
dignified process. Having another person
touch your breasts is typically performed in
much more intimate circumstances.

Hispanic

I was afraid to have the mammogram because
of stories I had heard.

Native American
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