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Article

Transformative Learning Theory: Facilitating
Mammography Screening in Rural Women

Mary Anne Purtzer, PhD, RN, and Lindsey Overstreet, MSW, PCSW

bout one-third of women in rural areas

of western states report not receiving

mammography screening in the past two

years compared to 25% of women nation-

wide (Centers for Disease Control and
Prevention [CDC], 2010). Rural women who are at low
income and educational levels remain at high risk for
underusing mammography (CDC, 2010), which places
them at higher risk for detection of late-stage breast
cancer in spite of improvements in access to care. In
addition, the voices of medically underserved, rural
women are not prominent in the literature.

Since a call for an increased emphasis in research was
made by Rimer (1994), theory-driven approaches to
explain and predict women’s mammography screen-
ing behavior have been the standard. Consequently,
a vast body of research using theoretical frameworks
has contributed to the understanding of screening
decisions and behavior. Pasick and Burke (2008) con-
ducted a critical review of the research regarding the
most frequently used health behavior theories. The
purpose of their review was to understand theoreti-
cal contributions to effective interventions within the
context of breast cancer health disparities. Pasick and
Burke (2008) reviewed the Health Belief Model, theory
of planned behavior, social support theory, social-
cognitive theory, the Precede-Proceed model, and the
transtheoretical model. The transtheoretical model
explains the process of behavioral change (Prochaska,
DiClemente, & Norcross, 1992) and has been adapted
to mammography screening (Rakowski et al., 1997)
with relatively good success (Champion et al., 2003;
Rakowski et al., 1998). In spite of the promise of these
theoretical models, underuse of mammography and
associated breast cancer disparities persist, particularly
in rural areas. Evidence suggests that use of behavioral
health theories to underpin interventions may not be
fully effective for underserved populations because of
limitations inherent in the individual cognition focus of
these theories (Pasick & Burke, 2008). Expanding theo-

Purpose/Objectives: To use transformative learning to
investigate what experiences serve as catalysts for mam-
mography screening, the cognitive and affective responses
that result from the catalyst, and how screening behavior
is impacted.
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which that fear response was interpreted was a critical
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whereas motivation and self-efficacy were associated with
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facilitate dialogue and critical reflection hold the potential
to change immobilizing and isolating frames of reference
in nonscreening women.
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the screening experience is viewed and, if indicated, move
beyond standard education and offer opportunities for
dialogue and critical reflection.
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retical approaches to include the sociocultural context
may offer a more comprehensive means to understand-
ing behavior and addressing health disparities (Burke,
Joseph, Pasick, & Barker, 2009; Pasick & Burke, 2008;
Sorensen et al., 2003). Social context involves individual
psychosocial factors as well as interpersonal factors
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(Sorensen et al., 2003). The authors suggest that the ex-
amination of change within a social and cognitive con-
text, as well as the possible effects on forward change
movement, holds potential for shifting the way people
think about behavioral change. A theory typically not
found in the mammography screening literature is
transformational learning, a theoretical change process
that embraces individual cognition and psychosocial
factors, as well as social context through interpersonal
interaction and cultural norms.

Transformative Learning Theory

Transformative learning theory is a process by which
change is initiated through the critical examination of
one’s thoughts and feelings for the purpose of revising
assumptions and becoming open to new perspectives
(Mezirow, 2000). Central constructs include a disori-
enting dilemma, frames of reference, habits of mind
(HOM), critical reflection, and dialogue. A disorient-
ing dilemma is an acute or insidious event or crisis
that triggers the transformative process. Frames of
reference include conscious or unconscious HOM or
assumptions through which one views the world, and
result from the manner in which one interprets personal
experience (Mezirow, 2000). Six interrelated HOM en-
compass individual factors, as well as social context
that provides a reference from which to interpret one’s
experiences. Individual factors include psychological
traits and emotions (psychological HOM), values and
beliefs (philosophic and aesthetic HOM), and learning
styles and preferences (epistemic HOM). Social context
includes cultural norms and language use (sociolin-
guistic HOM) and moral-ethical norms (moral-ethical
HOM) (Mezirow, 2000). Within the context of these
HOM, transformative learning and change are pro-
pelled forward when critical reflection is facilitated by
dialogue (Mezirow, 2003).

Transformative learning theory typically occurs in
formal and informal adult educational settings; however,
it also has been used in health and healthcare settings to
understand the experience of chronic disease. A meta-
synthesis project resulted in a model of transformation
involving three phases: “initial response, embracing
the challenge, and integration of new ways of being”
(Dubouloz et al., 2010, p. 287). In addition, Purtzer (2012)
investigated the mammography screening decision-
making process of rural, low-income women and found
two phases, a dormant period of nonscreening behavior
(phase 1) and a transformative learning process that re-
sulted in screening (phase 2) (Purtzer, 2012). Studies such
as this set a precedent for additional application of trans-
formative learning theory to health behavior, including
a means to enhance understanding of the complexities
entailed in underuse of mammography screening.

Table 1. Mammography Screening Stages
of Change

Stage Definition

Precontemplation Never screened with no intent to screen

Relapse Has screened; is off schedule with no intent
to rescreen

Relapse risk On schedule with no intent to rescreen

Never screened with intent to screen or has
screened, but is off schedule and intends
to screen

Contemplation

Action Has had one mammogram and intends to
screen on schedule

Maintenance Has had two mammograms on schedule

and intends to rescreen on schedule

Note. Based on information from Rakowski et al., 1996.

The purpose of the current study was to investigate the
responses to experiences that perpetuate nonscreening or
facilitate screening within the context of transformative
learning theory. The study objectives were to determine
what experiences serve as disorienting dilemmas for
mammography screening, the cognitive and affective
responses that result from the disorienting dilemmas,
and how screening behavior is impacted.

Methods

The current study conducted focus groups using a
descriptive, qualitative methodology. Focus groups
are particularly useful for inquiries regarding sensitive
subjects, complex issues, and those involving “beliefs
and attitudes that underlie behavior” (Carey, 1994, pp.
225-226). A single-category focus group design was im-
plemented (Krueger & Casey, 2000). It was anticipated
that each focus group would consist of 5-10 women
who did or did not screen. Nonscreening was defined
as mammography screening behavior that aligned with
stages of change such as precontemplation, relapse, risk
of relapse, and contemplation. Screening was defined
as mammography screening behavior that aligned with
stages of change such as action or maintenance. The
number of focus groups was dependent on saturation
or redundancy.

Because of the complexities involved in behavior and
change, the study design used transformative learning
theory to guide data collection and analysis. The decision
to adapt this theoretical guide was based on findings
from the literature that recommended additional study
about transformative learning constructs as a means to
explain mammography screening behavior (Purtzer,
2012). Using theory from the literature to guide data

Oncology Nursing Forum ¢ Vol. 41, No. 2, March 2014

177



Downloaded on 05-18-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

collection and analysis is an option for qualitative study
designs (Richards & Morse, 2013). Institutional review
board approval was obtained from the University of
Wyoming.

Participants and Setting

Participants resided in southeastern Wyoming. In-
clusion criteria included low-income women aged 40
years and older. Mammography screening history was
based on the stages of change as described by Rakowski
et al. (1996) (see Table 1). Mammography history was
obtained through self-report. Face-to-face participant
recruitment took place in partnership with two gov-
ernment and nonprofit agencies that serve people
who are low-income. Each agency director advocated
for participation in the study by allowing face-to-face
access to their clients. Because of the sensitive nature
of the subject, face-to-face access with the researchers
was essential in developing rapport and gaining trust.
In addition, attempts at recruiting women through use
of signage requesting that women call the researcher
were not successful. Several participants recruited a
friend or sister to join the focus groups. The focus group

Introduction and Transition

1. Please share with us your pseudonym and tell us the first thing
that comes to mind when you hear the word mammogram.

Key Topics

2. Most of you have had periods of time in which you did not
get a mammogram every year or two. Think back to these
times of nonscreening, and tell us about who or what influ-
enced your decision not to get a mammogram.

3. Thinking back, what or who influenced you to start thinking
about getting a mammogram?

4. Some women discuss mammograms with others and some
don't. Please share your experience talking to someone about
getting mammograms.

5. Tell us about the feelings and thoughts you experienced in
anticipation of getting a mammogram.

6. Tell us about the feelings and thoughts you experienced as a
result of getting a mammogram.

7. Did your beliefs about mammograms change when you
started to get mammograms and, if so, how?

8. Did the mammogram experience effect you in terms of
wanting to protect your health in other ways and, if so, how?

9. What information is important to share with women about
early detection of breast cancer so that they can make an
informed choice for themselves?

10. Who or what might be the best source for sharing this mes-
sage?

Ending

11. Did this summary capture the most important things that were
said? Please share your thoughts.

12. Is there anything that you want to say that you didn’t get a
chance to say?

Figure 1. Interview Guide

interviews were conducted at these respective agencies,
easing access and logistic barriers. Each focus-group
interview was 90 minutes, and a cash incentive was
provided to each participant at the beginning of their
interview.

Data Collection and Analysis

Each participant completed an enrollment form that
solicited contact information, demographic data, mam-
mography screening stages of change, and experience
with breast cancer. Pseudonyms were used through-
out the interview, transcription, and data analysis
processes. The moderator for the focus groups works
as a nurse researcher and the assistant moderator is
an advanced practice social worker, and both have
skills in therapeutic communication and interview-
ing techniques. The moderator led the focus-group
interviews and the assistant moderator took field notes
and summarized major themes. The interview guide
format was drawn from Krueger and Casey (2000) and
included introductory and transition, key, as well as
ending questions (see Figure 1). Open-ended questions
were used to encourage rich description, and “think
back” questions were used at the beginning of the
interview to help participants reflect on their personal
experiences (Krueger & Casey, 2000). Questions were
based on constructs from the literature regarding trans-
formative learning and health, which includes disori-
enting dilemmas, cognitive and affective responses,
social support, and dialogue (Dubouloz et al., 2010;
Mezirow, 2000; Purtzer, 2012). Probing questions were
used to draw out additional reflection and description.
Interviews were digitally recorded and transcribed
verbatim. Information regarding free mammography
resources was available to participants following the
conclusion of each focus-group interview, a referral
strategy recommended by Morrison-Beedy, Coté-
Arsenault, and Feinstein (2001).

Data collection and analysis were conducted concur-
rently. Field notes, summaries, and group transcripts
were used to conduct analysis. Each transcript was read
to gain a holistic perspective and serve as a memory aid.
Analysis was conducted using a constant-comparison
method. As the categorizing and sorting took place, the
need for additional conceptual delineation was identi-
fied. A Microsoft Excel® document was used to record
raw data, categories, and analysis. Diagrams were devel-
oped by the authors to illustrate relationships between
categories and related themes, which resulted in the
development of Figure 2.

Trustworthiness was obtained through the applica-
tion of Lincoln and Guba’s (1985) strategies, which
included convening four groups; using a detailed in-
terview guide; encouraging participants” perspectives;
sharing summaries of major themes with participants,
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noting verbal and non-verbal feedback; and conducting
moderator and assistant moderator debriefing sessions.
Dependability strategies included use of the same inter-
view guide and environment with each group and ob-
taining digital recordings with verbatim transcription.
Transferability strategies included providing direct
quotes and the sample and setting information in this
report. In addition, confirmability strategies included
creating a trail of evidence, including field notes taken
on the process and during the focus-group sessions,
procedures, and researchers’ thoughts.

Results

Four focus groups were conducted; three groups
consisted of five participants and one group consisted
of 10 participants for a group total of 25. Participant
demographic characteristics and mammography
screening stages of change are provided in Table
2. Each focus group was comprised of participants
who were currently nonscreening, as well as those
who screened every one to two years. Saturation or
redundancy was achieved with the four focus group
interviews.

Results revealed that the manner in which partici-
pants interpreted cancer experiences along with their

fear responses to cancer influenced two dichotomous
paths to screening behavior. Nonscreening behavior
was associated with immobilization and isolation, and
screening behavior was associated with motivation and
self-efficacy.

Universal Negative Perceptions of Cancer
Experiences and Fear Responses

Negative cancer-related experiences served as dis-
orienting dilemmas for nonscreeners and screeners,
including experiences with breast and other cancers
and the associated ramifications of treatment-related
adverse effects. These negative cancer-related expe-
riences increased participants’ awareness of breast
cancer, motivated some participants to seek a mam-
mography, and triggered a universal fear response.

My son’s stepmother . . . was diagnosed with bilat-
eral breast cancer. So, she had both breasts removed
... and that’s really made me come aware. It has
even grounded me more as far as getting my yearly
exams. . . . [Breast cancer] brought up a lot of fear
for myself because the first thing I thought about
is, “My God, it spread to the lymph nodes and it’s
pretty serious.” . .. It brought up a lot of fear for me
because I don’t know if I could handle that.

Negative Perceptions of Cancer Experiences and Fear Responses

Dichotomous Interpretations

Immobilized, Isolated, and Nonscreening

Motivated, Self-Efficacious, and Screening

Unpleasant screening experiences; . Unpleasant screening experiences;
f 3 . o Psychological . . .
ear, uncertainty, guilt, stupidity beliefs of screening necessity
Value: External beauty Aesthetic
Values: Modesty and privacy Philosophic Health, life, and family —
Social and |
emotional Moral and ethical Good: mammograms, prevention —{ Advocate
isolation

Absence of emotional or
social support

Sociolinguistic

Social support —

Absence of self-efficacy;
absence of dialogue

Epistemic

Health self-efficacy;
dialogue

Figure 2. Universal Interpretations of Fear Responses
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The fear response may require repeated exposures
to disorienting experiences before a mammogram is
sought. The following example illustrates an escalation
of fear as disorienting dilemmas became more personal
over time.

The lady sitting beside me was nine years older
than I am and . . . they had to take off both her
breasts. . . . [I felt] something terrible. . . . And then
six years ago, my sister . . . had to have a mastec-
tomy. . . . I'm just really apprehensive. [I'm] scared
to death [of cancer]. Just the fact that [my sister]
had it, and it was just found routinely. . . . My sister
took the chemo and that was just God awful. . . .
I had a mammogram done a couple years ago
because when I went to the doctors, they found a
lump in my breast. . . . | had [been thinking about a
mammogram] for a while and that just kicked it in
and made me do it quicker.

In contrast, nonscreening participants were not able to
overcome their fears as demonstrated through an im-
mobilizing effect of avoidance in spite of the knowledge
that mammography was important.

I just don’t want them to find [anything]. ... I've
heard [a mammogram] was uncomfortable. . . . I
know it’s free to go get it done. I just don’t want to.
I'm just stuck that way. [I] just don’t want to do it.
And I know it’s important. I just don’t want to. . .. I
had my sister die with cirrhosis of the liver. ... I'm
not trying to worry about my breasts. . . . There’s
nothing wrong with them that [ know of. . .. I'm just
scared. . . . My dad had leukemia and passed away
at 46 years old.

Dichotomous Interpretations
of Fear Responses

Participants interpreted their fear responses through
dichotomous frames of reference. The manner in which
this fear response was interpreted by participants was
a critical factor in the transformative trajectory. An
immobilizing frame of reference contributed to non-
screening behavior, and a motivating frame of reference
contributed to screening. These frames of reference were
expressed through the six HOM; however, characteristics
within HOM differed between nonscreening and screen-
ing participants. HOM were interrelated, which resulted
in social and emotional isolation as well as diminished
health self-efficacy for nonscreening participants and
self-advocacy and health self-efficacy for screening
participants.

Immobilized, isolated, and nonscreening: The psy-
chological HOM were evidenced by fear of cancer and
its adverse effects. In addition, nonscreening participants
expressed other negative feelings associated with the

Table 2. Demographic Characteristics and
Mammography-Screening Stage of Change (N = 25)

Characteristic X Range
Age (years) 53 43-77
Characteristic n

Race or ethnicity
Caucasian 18
Hispanic 3
African American 2
American Indian 2
Education
Less than high school 6
High school graduate 10
Some college 8
Bachelor’s degree 1
Income ($)
Less than 19,000 24
Greater than 19,000 1
Stage of change
Precontemplation 2
Relapse 5
Relapse risk 4
Contemplation 1
Action 3
Maintenance 10

mammography procedure. One nonscreening partici-
pant stated, “I conned myself out of [a mammogram]
because I was afraid.” Fear and uncertainty also were
expressed by a screening participant, “I kind of had
trepidations to what they might find . . . you always
worry every time.”

Guilt was expressed by a participant who learned
that she probably had her metastatic breast cancer for
two years prior to diagnosis. She said, “I made an ap-
pointment to get one and then I decided, ‘No, [I] don’t
want it—not going to do it.” So, two years later, I de-
cided to get one. So, [I feel] guilt because I didn’t do it.”
A nonscreening participant stated, “I have the means to
[have a mammogram]. It makes me feel bad. I don’t feel
like I should complain about it because I could make
the appointment and go, whereas some people might
not be able to do that.”

Feelings of stupidity related to embarrassment or a
perceived need to save face were described by another
participant.

I have the financial means, but don’t want to go
back. I felt a little stupid for getting [a mammogram]
done because I thought, “I'm fine.” The next time . . .
I felt even dumber, “I'm fine.” So, it’s harder for
me to go back knowing that I'm fine. I know I'm
supposed to do it, but I don’t feel there’s anything
wrong. You'd almost rather have them say, “There’s
a little something there, it's probably not cancer.”
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Fear and mistrust also were expressed related to
healthcare-provider competency and mammography
accuracy, including provider error and false positives.

My first time was a bad experience because they
made me come back . . . they thought, “Your [can-
cer is really] bad.” . . . That scared the heck out of
me. . . . [But] they're thinking that [the film] was
just double exposed.

Related to these negative emotional responses to mam-
mography are the aesthetic HOM. The possibility of
experiencing a mastectomy was on the minds of partici-
pants who voiced concern regarding the loss of external
beauty.

After [my sister] went through [a mastectomy] . . .
she said the worse part of it was the scar. . . . She
said, “You just cannot imagine the scar, and it’s
never going to go away, ever.”

For nonscreening participants, values of modesty and
privacy inhibited dialogue and contributed to a sense of
social and emotional isolation. For some, cancer holds a
stigma that something is wrong with them. One partici-
pant said, “Growing up being modest we were always
... covered up. Yeah, [you] have to be covered up. You
didn’t talk about things. . . . [A mammogram is] so pri-
vate and it’s so exhausting.”

Tome...it's deep and personal to the woman, and
they don’t feel like it’s going to help to talk about it
or they don’t need to know that there’s something
wrong with me. . . . It's just something I think most
women keep private because they don’t want to be
talking about, “Okay, I'm going to go have a mam-
mogram tomorrow.” . .. That’s the reason why they
want to talk about it—if something happened. But,
at the same time, they might be thinking in their
heart [that] it’s just too personal. . . . They can’t get
the words out. . . . They even have a hard time talk-
ing to their doctor, let alone talking to someone else.

Fear of verbalizing was associated with the anticipation
of a negative result as expressed by one participant
who said, “Verbalizing, for me, is bringing on some-
thing that I don’t want to deal with.” Findings also
demonstrated that when dialogue did occur, it often
was negative.

[When] we talk about our experiences with mam-
mograms like, “Well, it hurt,” or “Well, they had
to do this,” and then we're all going, “Oh God, a
mammogram. You wouldn’t believe what they did
to me.” If I were to go today and just get [it] done,
I wouldn’t even tell anybody I did it.

In addition, participants who did not screen reported
an absence of feeling valued and supported, which ex-

tended beyond the mammography experience, saying,
“I'’had no one,” and “[I] wake up every day wanting to
talk to somebody and there is nobody.”

Our families are somewhat aloof, distant . . . and I
think that . . . really makes a difference . . . on what
we need to do. ... Maybe, if they were a little more
supportive and maybe, if they, you know, went in
and said, “Well, . . . Aunt, Grandma, you got to do
this.” We're not hearing “We love you and we want
you to be around.”

The values of modesty and privacy along with the lack of
productive dialogue and an absence of support contrib-
uted to epistemic HOM that were void of critical thought
and reflection. Therefore, nonscreening participants did
not have the tools to create opportunities for dialogue,
which have the potential to facilitate the questioning of
their negative assumptions regarding mammography.

Motivated, self-efficacious, and screening: Although
both nonscreening and screening participants articu-
lated negative perceptions about the mammography
experience, screening participants were self-efficacious,
as demonstrated through seeking mammography in
spite of their fears. Screening participants expressed
values consistent with health, life, survival, and family
and connected the purpose of mammography to these
values, which motivated them to screen. In addition,
screening participants expressed the value of early
detection through a moral perspective, saying things
such as, “I've done a good thing for me.”

[A mammogram] is the necessary thing that you
have to have done. . . . I would rather have [breast
cancer] found now when it was so little instead
of the size of a potato, which you could feel. . . . I
don’t understand women that are afraid to go in
and have a mammogram because if you don’t have
that mammogram and you find a lump that you
can feel in your breast, you're going to have to go
through so much more.

Three participants were breast cancer survivors and
advocated for mammography as an early detection
tool necessary for life and survival, with one saying,
“I feel that by having my yearly mammogram, I saved
my life.” Other screening participants also advocated
for mammography, with one participant saying “[A
mammogram] is for your safety and your health. Plus,
if you have family and kids, you know they love you,
you don’t want to leave them behind.”

If you talk to somebody who's experienced [breast
cancer] . . . you want to [have a mammogram]
because you don’t want to go through that. You're
like, “Oh no, my health.” So, it’s all about your
health.
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Knowledge Translation

Cancer experiences trigger universal fear responses by both
screeners and nonscreeners. Nonscreening behavior was
associated with immobilization and isolation, and screening
behavior was associated with motivation and self-efficacy.

Dialogue and critical reflection can positively impact screen-
ing behavior; whereas the absence of these can negatively
impact screening behavior.

Facilitating dialogue and critical reflection within the context
of women’s goals and values may help them transcend their
fears related to cancer and the screening experience.

Participants who screened also voiced positive percep-
tions regarding the mammography experience in terms
of allaying fears of possible breast cancer, one woman
said, “It apparently saved me from some of my fears
[because] I had a discharge and lumps, and [it was]
scary.”

In contrast to the absence of social support and
dialogue characteristic of nonscreening participants,
screening participants expressed the interrelatedness of
support for and the ability to discuss mammography.
The social support shared by participants who screen
lends itself to the questioning of assumptions regarding
personal vulnerability to breast cancer, characteristic
of the epistemic HOM. Screening participants created
opportunities to advocate for mammography through
discussion with friends, family, and healthcare provid-
ers. Several participants were not only positive, but
assertive in their dialogue regarding mammography.
Participants also discussed mammograms with their
female friends and began questioning whether they
also might be at risk for breast cancer.

My friends . . . sit and talk. We know there’s eight of
us—we keep thinking. Then, my sister got [breast
cancer], so that was our one in eight. A couple
[women] go, “Oh, yeah,” and they start talking
about [mammograms].

Another participant viewed dialogue with her healthcare
provider as a comfortable extension of conversations
with her mother during her youth.

I come from a family of seven with four girls. . . .
And when you started to turn a certain age, we had
mom’s rules. . . . [A self-breast examination was]
just something that she [taught]. . . . It wasn't under-
standable at first, but then . . . I started to see what
she was saying. . . . At times, when I take showers,
[I would] feel [something] kind of lumpy . . . but
it wasn’t [anything]. . . . I appreciated it because
of the fact that it made me feel like my mom was
paying attention to me. . . . Going to the doctor . . .

[they] tell you how to do all these things, [it] is
basically like following up with what my mom
did. ... So, that made me feel like, “Oh, hey I can,
you know, talk to somebody instead of just holding
back and trying to figure it out myself.”

Discussion

Transformative learning theory was used as the
framework to examine experiences that served as dis-
orienting dilemmas for mammography screening, re-
sponses that resulted from disorienting dilemmas, and
the manner in which screening behavior was impacted.
The authors found that disorienting dilemmas associ-
ated with cancer were universal among nonscreening
and screening participants and fear was a universal
response to these disorienting dilemmas. Interpretation
of this fear response was different for screening and
nonscreening participants, resulting in dichotomous
frames of reference (i.e., nonscreening participants
viewed mammography through a negative, immobi-
lizing, and isolating frame of reference, and screening
participants viewed mammography through a positive,
motivating, and self-efficacious frame of reference). The
current study suggests two new findings pertinent to
understanding mammography underuse. First, dichot-
omous frames of reference within the context of HOM
offer informative and holistic means through which to
view screening and nonscreening behavior. Second, the
presence or absence of dialogue and critical reflection
can positively or negatively impact the clarification of
goals and values, as well as the discovery of a means
to transcend fear.

Fear has the potential to trigger the search for new
meaning and behavioral change (Cameron, Leven-
thal, & Love, 1998) and can either motivate or inhibit
mammography screening (Ackerson & Preston, 2009;
Champion, Skinner, Miller, Goulet, & Wagler, 1997;
Consedine, Magai, Krivoshekova, Ryzewicz, & Neu-
gut, 2004). Champion et al.’s (2004) breast cancer fear
scale measures the extent to which fear predicts the
screening decision. Additional tools relevant to study
findings include a mammography processes-of-change
(POC) scale and a self-efficacy scale. Consistent with
study findings, the POC scale, framed within the
stages of change (Prochaska et al., 1992), includes
items regarding information sharing and commu-
nication (Pruitt el al., 2009; Rakowski et al., 1996).
The mammography self-efficacy scale includes the
relevant items of obtaining a mammogram in spite of
fear, confidence in being able to talk about concerns,
and knowledge regarding what to expect (Champion,
Skinner, & Menon, 2005). Changes in self-efficacy are
related to forward stage movement within stages of
change (Menon et al., 2007).
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Findings from the current study suggest two essential
mechanisms, dialogue and critical reflection, that support
forward stage movement. Consistent with this, a meta-
synthesis supports dialogue as a means to share the value
of mammography and facilitate screening (Corcoran,
Crowley, Bell, Murray, & Grindle, 2012). The authors also
know that change in perceptions of fear were inversely
associated with forward stage movement (Menon et al.,
2007). That suggests that the target of an intervention
should not be to diminish fear, but rather to help women
transcend their fears through meaning-making.

Meaning is found through the evaluation of values
and goals (Skaggs & Barron, 2006) and entails looking
inward and questioning one’s assumptions (Mezirow,
2000). Discovering meaning can be accomplished
through “dialogue that involves an assessment of one’s
beliefs, feelings, and values” (Mezirow, 2003, p. 59).
The current findings indicate that participants who
screened sought information and dialogue regarding
mammography that fit their health values and goals.
Participants who screened also reported a sense of self-
efficacy in obtaining a mammogram consistent with
health self-efficacy theory (i.e., people’s perceptions of
their ability to achieve their goal is more important than
whether or not negative emotion is motivating or dis-
couraging) (Bandura & Cervone, 1983). Future research
entails testing strategies to facilitate health self-efficacy
through dialogue with nonscreening women, which
may encourage articulation of and reflection on their
goals and values.

Study findings also offer the screening experience from
the rural woman'’s perspective. Rural women may expe-
rience a sense of disenfranchisement (Findholt, 2010) and
may be isolated from opportunities for dialogue (Purtzer,
2010). In addition, rural nonscreening women'’s frame of
reference is in sharp contrast to that of healthcare pro-
viders who are socialized into a culture that embraces
practices of health promotion (Spector, 2009). Healthcare
providers should be informed regarding differences in
these frames of reference to minimize misunderstand-
ings and distrust, as well as missed opportunities for
dialogue and referral. Nurses are in a key position to
facilitate dialogue by integrating this strategy into their
patient-centered practice.

Limitations

Study limitations are inherent in the qualitative re-
search design in that the small sample size may not
be representative of the larger population. A potential
limitation may be the inclusion of three breast cancer
survivors. Although not discovered in the analysis, the
breast cancer survivors may have had an influence on
the participants’ thoughts and contributions to the focus
group interviews. In addition, outside the scope of the
study, no comparisons of frames of reference are avail-

able for urban women, which may be an area of future
research.

Implications for Nursing

Study findings suggest that helping women tran-
scend their fears within the context of the mammog-
raphy screening experience is a critical element in the
stages of change process. Study findings also suggest
that the provision of patient-centered mammography
care necessitates dialogue and opportunities for criti-
cal self-reflection. Pertinent areas of dialogue between
the nurse and patient include how the mammography
experience is viewed and how fear informs mammog-
raphy screening behavior. Dialogue can be facilitated
by skills that nurses possess, such as therapeutic com-
munication techniques. Examples of therapeutic com-
munication techniques include active listening, asking
relevant and open-ended questions, sharing hope,
giving information (Potter & Perry, 2009), and verbal
persuasion, which may enhance self-efficacy (Ziner et
al., 2012), an attribute possessed by women who screen.

A strategy that facilitates critical self-reflection is moti-
vational interviewing (Miller & Rollnick, 2002). Training
nurses to use motivational interviewing holds the po-
tential for helping women articulate their fears, values,
and preferences, as well as helping them align their
mammography screening behavior with their values
and preferences. Articulation of values and preferences
is a critical component of evidenced-based practice (Mel-
nyk, Fineout-Overholt, Stillwell, & Williamson, 2009)
and moves beyond the use of mammography screening
guidelines intended for the average woman to a patient-
centered approach to care (Pellissier & Venta, 1996).

Conclusion

This study adds important insights into women'’s
perceptions of the mammography screening experience.
Through discovering differences in nonscreening and
screening women’s HOM, healthcare providers will learn
about contrasting frames of references and contributing
factors that perpetuate a nonscreening status quo. Ex-
amination of frames of reference is critical in providing
client-centered care, moving beyond standard education
to create opportunities for dialogue and critical reflection.
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