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Problem and Significance: Prostate cancer (PC) is a potentially deadly disease that causes 

increased mortality rates in African-Americans. According to the American Cancer 

Society, prostate cancer occurs more frequently in African-American men than in men of 

other races. African-American men are also more likely to be diagnosed at an advanced 

stage, and are more than twice as likely to die of PC as White men. Purpose: The purpose 

of this translational research project was to survey adult African-Americans and their 

partners to explore inhibitors and facilitators to PC screening. Methods: A total of 125 

adult participants were recruited onsite at community health fairs in Los Angeles County 

to participate in a PC screening survey. Survey questions elicited information about age, 

gender, educational background, and personal and family PC screening history. The 

project used a cross-sectional design.  Data Analysis: All data were entered in Statistical 

Package for the Social Sciences (SPSS) Version 20. First, univariate descriptive statistics 

were used to describe the sample of AA and partners; means and standard deviations for 
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continuous variables such as age and education; and percentages for categorical variables 

such as gender. Second, bivariate analysis was used to answer research questions 1 and 2. 

For research question 1, chi-square-test was used to compare male and female survey 

question responses. For research question 2, individual chi-square tests were used for the 

variables (age, years of education, prior personal and family PCS history; and prior 

personal and family history of PC diagnosis) to assess the effect of these variables on the 

responses to the PC screening survey.   Results: The mean age of participants was 52.44 

years (SD=12.36 years); 76% were AA; 39% had college/technical graduate school. 

Among the AA men, two (3%) had prostate cancer, 22% had family member/friend with 

PC, and 31% received PC screening education. Both AA and their partners had similar 

screening-related behavior and beliefs about its myths (p>0.05). Significant difference 

was found between AA and their partners in emotional concerns (people doing prostate 

exams are rude, having a prostate cancer screening is embarrassing for my loved one) 

(p<0.05).  Implications for Nursing: AA men and their partners had similar PC screening-

related behavior, but differ in their emotional concerns. Participants need supplementary 

PC screening-related education to make an informed decision regarding follow-up and 

treatment. A culturally and linguistically appropriate education program to increase 

awareness/participation in PC screening and clinical trials is needed for AA.    

 

Keywords: African-Americans (AA) and prostate cancer (PC), community-based 

interventions and prostate cancer screening education, AA and barriers to prostate 

cancer screening; systematic reviews on prostate cancer in African-Americans, and 

prostate cancer and mortality in African-Americans 



  

vii 

 

 

 

 

 
 

TABLE OF CONTENTS 

 

 

 

Dedication .......................................................................................................................... iii 

Acknowledgments.............................................................................................................. iv 

Abstract ................................................................................................................................v 

List of Tables ..................................................................................................................... ix 

List of Figures ......................................................................................................................x 

Chapter  Page 

1. Background and Significance ..........................................................................................1 

 Theoretical Framework ............................................................................................2 

 Review of the Literature ..........................................................................................3 

2. Methodology ....................................................................................................................8 

 Research Design.......................................................................................................8 

 Setting ......................................................................................................................8 

 Sample......................................................................................................................8 

 Data Collection ........................................................................................................8 

 Data Analyses ..........................................................................................................9 

  Description of Statistical Analysis ...............................................................9 

3. Results ............................................................................................................................10 

 Characteristics of African-Americans and Their Partners .....................................10 

 Research Question 1 ..............................................................................................12 



  

viii 

Chapter  Page 

  Attitudes and Experiences between AA Men and their Partners  

   About Prostate Cancer Screening ..................................................13 

 Research Question 2 ..............................................................................................15 

4. Discussion ......................................................................................................................21 

 Findings..................................................................................................................22 

  Characteristics of African-Americans and Partners ...................................22 

  Experiences with Prostate Cancer Diagnosis and Screening .....................23 

 Difference and Similarities in Attitudes and Experiences about  Prostate  

  Cancer Screening .......................................................................................23 

 African Americans and Partners’ Characteristics and Prostate Cancer  

  Screening....................................................................................................26 

5. Translating Research to Practice ....................................................................................28 

 Conclusion .............................................................................................................29 

References ..........................................................................................................................30 

Appendix Page 

 A: Recruitment Flyer .............................................................................................38 

 B: Survey Questionnaire ........................................................................................40 

 C: Institutional Review Board Application and Informed Consent Forms ............43 

  



  

ix 

 

 

 

 

 
 

LIST OF TABLES 

 

 

 

Table 1: Characteristics of AA and their Partners’ Experiences about Prostate  

 Cancer Diagnosis and Screening ...........................................................................13 

Table 2: Attitude and Experiences of 125 AA Men and their Partners about PC  

 Screening................................................................................................................16 

Table 3: Age and Gender Influence on Attitude and Experiences of African-Americans  

 and their Partners ...................................................................................................18 

Table 4: Ethnicity and Educational Level Influence on Attitude and Experiences of  

 African-Americans and their Partners ...................................................................19 

  



  

x 

 

 

 

 

 
 

LIST OF FIGURES 

 

 

 

Figure 1: Health Promotion Model ......................................................................................2 

Figure 2: Distribution of 125 African-Americans and their Partners Based on  

 Gender ....................................................................................................................11 

Figure 3: Distribution of 125 African-Americans and their Partners Based on  

 Ethnicities ..............................................................................................................11 

Figure 4: Distribution of 125 Africans-Americans and their Partners Based on  

 Completed Educational Levels ..............................................................................12 

 

 

 

 

 

 

 



  

1 

 

 

 

 

 
 

CHAPTER 1 

 

BACKGROUND AND SIGNIFICANCE 

 

 

 

Prostate cancer (PC) is a potentially deadly disease that causes increased mortality 

rates in African-Americans (AA). According to the American Cancer Society (ACS) 

2013 estimates, 35,430 AA died from PC (ACS) (2013). Prostate cancer occurs more 

frequently in AA men than in men of other races. African-American men are also more 

likely to be diagnosed at an advanced stage, and are more than twice as likely to die of 

prostate cancer as white men (Friedman, Corwin, Dominick, & Rose, 2009). Although 

the literature on the disease burden of PC is abundant, alternate methods of data 

dissemination and information exchange are necessary to reach high-risk populations.  

 Prostate cancer (PC) is usually detected through screening. Recommendations for 

PC screening remain controversial. Many PCs are slow-growing tumors that may not 

harm patients. Many men may experience unnecessary and sometimes serious 

psychological and physical side effects associated with screening and treatment 

(Plowden, 2006). Variation exists across healthcare disciplines in regards to prostate 

screening protocols. Forty years after prostate-specific antigen (PSA) was identified and 

nearly 20 years after it became available for prostate-cancer screening, the United States 

Preventive Services Task Force (USPSTF) recently recommended against PSA-based 

screening (Brett & Ablin, 2011). The clinical dilemma to administer PSA and digital 

rectal examination (DRE) screening has tremendous significance on health policy, as 
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vulnerable populations in need of early screening are at risk of not having these tools 

made available to them. Detection of prostate cancer in high-risk AA is important, but it 

continues to be controversial (Jones, Underwood, & Rivers, 2007).  A study by Stroud, 

Ross & Rose (2006) concluded that among AA primary care providers, concerns about 

PC outweighed concerns about the potential limitations of screening and the untoward 

side effects of treatment.  

Theoretical Framework 

 Nola Pender’s Health Promotion Model (HPM), seen in Figure 1, informed the 

conceptual framework of the TRP. Key drivers of the framework rely on the mediating 

variables of biophysical and environmental factors to exact change towards health 

promotion. 

  

Figure 1. Health promotion model. 
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A fundamental assumption of the model is that individuals actively seek to change 

health behaviors and outcomes. To this end, a community milieu was chosen for the 

project’s survey location to explore correlates and perceptions of health behaviors, 

specifically prostate cancer screening (PCS). Key tenets of the HPM are individual 

experiences, behavior-specific knowledge and affect, and behavioral outcomes. Given 

this detail, the HPM guided the selection of the survey instrument that explored these 

conceptual elements. The HPM’s applicability to the study’s population supported 

findings that potentially impeded as well as encouraged health promotion. These 

fundamental principles of the HPM served to guide future interventions toward primary 

and secondary prevention measures toward decreasing the PC burden among AA. 

Review of the Literature 

The literature review was conducted in Proquest, EBSCOhost, and Medline 

electronic databases using the search terms: African-Americans (AA) and prostate cancer 

(PC), community-based interventions and PC education, AA and barriers to PC 

screening; systematic reviews on PC in AA, and PC and mortality in AA. The goals were 

to identify current studies on interventions to increase early prostate screening in AA. 

According to current studies and reports, a wide range of factors contribute to the disease 

burden of PC in AA men. Prostate cancer is the most commonly occurring cancer and the 

second-leading cause of cancer in AA men. 

Prostate cancer is a significant health problem for African-American men, 

intensified by low participation in screenings, clinical trials, and prospective cohort 

studies (Beaulac, Fry, & Onysko, 2006; Hughes, Sellers, Fraser, Teague, & Knight, 2007; 

Myers et al., 2005). Current studies (Çapık & Gözüm, 2011; Consedine, Magai, 
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Krivoshekova, Ryzewicz, & Neugut, 2004; Oliver, 2008) suggest inhibitors to PC 

screening include low or limited screening among AA men, low healthcare literacy, 

mistrust of healthcare professionals, fear of screening, perceived threats to manhood, and 

fatalism. A study by Consedine, Morgenstern, Kudadjie-Gyamfi, Magai, and Neuget 

(2006) concluded that the perceived threat of a cancer diagnosis impeded screening in 

AA. Do, Carpenter, Spain, Clark, Hamilton, Galanko et al. (2010) proposed that access 

barriers among black patients may spill over to the clinical encounter in the form of less 

physician trust, potentially contributing to racial disparities in treatment received and 

subsequent outcomes. A similar study by Guerra, Jacobs, Holmes and Shea (2007) 

concluded that lack of time among providers, fragmentation due to acute care visits, and 

provider forgetfulness were barriers that contributed to the lack of discussions regarding 

PC. 

Studies indicate the need for culturally sensitive education to promote PC 

screening awareness among community-dwelling AA (Oliver, 2008; Roehrborn & Ray, 

2006). A critical need exists for nurses to educate high-risk African-American men about 

hereditary prostate cancer (Bloom, Stewart, Oakley-Girvans, Banks, & Chang, 2006; 

Nakandi et al., 2013; Weinrich et al., 2007). Spouses and other women caregivers are 

encouraged to increase self-awareness as well, as many of these women make healthcare 

decisions for the family and are more likely to encourage early screening in male partners 

(Ford, Vernon, Havstad, Thomas, & Davis, 2006). 

Moreover, a report of the American Cancer Society (2012) identifies high-risk 

groups as AA men age 45 with or without a family history of PC cancer. Although timing 

of screening tests varies among organizations, the prostate-specific antigen (PSA) is 
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considered the most accurate diagnostic test to rule out or diagnose PC. Emerging 

evidence suggests PSA testing combined with access to appropriate health facilities can 

reduce mortality rates from prostate cancer (Di Matteo & Di Matteo, 2005; Efstathiou et 

al., 2006; Horninger et al., 2005). Prostate-specific antigen is a serine protease that is 

exclusively produced in the prostate, and its detection is the only laboratory test available 

for screening men for prostate cancer (Mener, 2010). 

In addition, the literature advocates for providers across healthcare disciplines to 

communicate with patients regarding screening options. Prostate cancer is a very 

complex disease, and the decision-making process requires the clinician to balance 

clinical benefits, life expectancy, comorbidities, and potential treatment-related side 

effects (Davison, Oliffe, Pickles, & Mroz, 2009; Shariat, Kattan, Vickers, Karakiewicz, 

& Scardino, 2009). A study by Peters et al. (2001) reported that the U.S. was among 

countries that did not have formal PC screening protocols with variations in particular 

test of choice, age cut-off points, and treatment prescribed for positive test results. 

Researchers note a growing body of observational evidence associated with false-

diagnosis and overtreatment triggered by PSA testing (Croswell, Kramer, & Crawford, 

2011). Lilja, Ulmert and Vikers (2008) concluded that the use of PSA screening has 

become more widely used, generating increasing controversy due to resultant diagnosis 

and treatment of PC that pose no real threat without, importantly, reducing PC.  

The incidence of PC increases dramatically with age (Li, Djenaba, Soman, Rim, 

& Master, 2012). However, many health authorities advocate for the cessation of routine 

testing in men older than 75 years as they are of the belief that most patients will have a 

clinically insignificant cancer and will not benefit from therapy (Mistry, Mayer, Khavari, 
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Ayala, & Miles, 2009). Current recommendations from leading medical organizations 

include the appropriateness of PSA screening in all men, especially elderly men; 

however, there appears  a trend towards shared decision-making between patients and 

physicians that incorporates patient-specific comorbidities and overall health (Leavitt & 

Konety, 2011; Woods, Montgomery, Herring, Gardner, & Stokols, 2006). 

The research identifies culture, race, education, and religion as barriers to elderly 

AA men being active participants in the healthcare system. This fast-paced, impersonal, 

and economically focused healthcare system leaves many elderly unable, uncomfortable, 

and unwilling to get involved in their healthcare decision-making (Anthony, 2006). 

Historically, the population of discussion has associated the medical community with 

experimental research and morbidity. Scharff et al. (2010) write, “From a historical 

perspective, the Tuskegee syphilis study is widely recognized as a reason for mistrust as a 

result of the extent and duration of deception and mistreatment, and the study's impact on 

human subject review and approval” (p. 880). Healthcare professionals charged with the 

preventative education, diagnosing, and treatment of the AA male is in direct competition 

with the legacy of the Tuskegee study. This barrier, coupled with the disproportionate 

disease burden from PC among AA, necessitates an appropriate intervention strategy to 

reach this group.  

The purpose of this translational research project (TRP) is to address facilitators 

and inhibitors to screening men. While the literature is replete in regards to barriers to PC 

screening in AA, gaps exist around facilitators to screening. The significance of this work 

is that it addresses AA men as well as partners of AA men, who in previous studies have 

been found to have a greater impact on the screening behaviors of AA men (Madjar, 
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Denham, & Rashid, 2007). For those who have a limited income or are uninsured in the 

USA, health fairs provide resources in the form of health promotion and early detection 

of disease processes (Gash & McIntosh, 2013). 
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CHAPTER 2 

 

METHODOLOGY 

 

 

 

Research Design 

The study used a cross-sectional design using an individual self-reported 

questionnaire on PC screening. Participants were recruited onsite at community health 

fairs in Los Angeles County.   

Setting 

The settings were health fair events held at various church communities, civic 

centers, and academic communities in Los Angeles County. 

Sample 

A convenience sample of 125 African Americans and their partners participated 

in this survey. The participants filled out a prostate cancer screening (PCS) survey tool 

(Gash & McIntosh, 2013) that was previously used to explore PCS knowledge among 

different groups.   

Data Collection 

Recruitment was performed onsite and also facilitated by a flyer (Appendix A) 

and word of mouth inviting study contributors to participate in a survey to explore 

knowledge and attitudes regarding PCS behaviors in AA men and partners of AA men. 

Survey questions elicited information about age, gender, educational background, and 

personal and family PCS history. The survey tool (Appendix B) was made available to 
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participants for voluntary completion at the health fairs. Adapted from the Health Belief 

Model, the survey instrument was comprised of an 18-item tool by Gash and McIntosh 

(2013), using a yes/no format and participant demographic information. Study 

participants’ personally identifiable information was not indicated on the surveys. All 

surveys were coded by numbers and stored in a locked cabinet in the PI office, to which 

the PI had sole access. 

Data Analyses 

Description of Statistical Analysis  

All data were entered in Statistical Package for the Social Sciences (SPSS) 

Version 20.  First, univariate descriptive statistics were used to describe the sample of 

AA and partners; means and standard deviations for continuous variables such as age and 

education; and percentages for categorical variables such as gender. Second, bivariate 

analysis was used to answer research questions 1 and 2. For research question 1, chi-

square-test was used to compare male and female survey question responses. For research 

question 2, individual chi-square tests were used for the variables (age, years of 

education, prior personal and family PCS history, and prior personal and family history 

of PC diagnosis) to assess the effect of these variables on the responses to the PCS 

survey.   
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CHAPTER 3 

 

 RESULTS 
 

 

 

Characteristics of African-Americans and Their Partners 

The survey was administrated to AA and their partners; the response rate was 

100% with 42% (n =52) women who responded compared with 58% men (n= 73) (Figure 

2). The average age of male AA was 53.53 (± 13.05) and for women it was 50.90 (± 

11.27). Seventy six percent (n= 95) were AA and 24% (n= 52) were White, Latino, and 

Filipino groups (Figure 3).   

Among the 52 women representing the partners of AA, 42% (n=22) were AA; 

23% (n= 12) White; 19% (n= 10) Latina; and 16% (n= 8) Filipina (Figure 4). In 

educational categories, the majority of AA and their partners (39%), had completed 

college and technical school; 30% have master degrees, 5% attended high school,10% of 

graduated high school; and 16% had attended college or technical school (Figure 5).   

In addition, the results analyzed characteristics of AA and their loved one’s 

experiences about prostate cancer diagnosis (PCD) and screening. As shown in Table 1, 

among the 73 AA men in the sample of 125 AA and their partners, two AA men (3%) 

experienced a PCD, while 97% (n= 71) of AA men did not having an experience with 

PCD in the past 12 months. For the item inquiring as to a family member or friend who 

had ever experienced a PCD, 22% (n= 28) asserted that a family member or friend 

experienced PCD compared with 78% (n= 97) who reported that no family member or 
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experienced PCD, while 80% did not have any family member or friend with the 

experience. Lastly, among AA and their partners, 31% had an educational experience 

related the PC screening, whereas 69% of them did not. 

Research Question 1 

What is the difference and similarities in attitudes and experiences between adult 

African-American (AA) men and partners of AA who participate in a survey about PC 

screening?  

 

Figure 4. Distribution of 125 African-Americans and their partners based on 

completed educational levels. 
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Table 1 

Characteristics of AA and their Partners’ Experiences about Prostate Cancer Diagnosis 

and Screening 

Experiences about PCS Frequency Percent 

Have you been diagnosed 

with prostate cancer or 

screened for prostate 

cancer in the past 12 

months? 

  

Yes 02 03 

No 71 97 

Do you have a family 

member or friend who has 

ever been diagnosed with 

prostate cancer? 

  

Yes 28 22 

No 97 78 

Have you received any 

education related to 

prostate cancer screening? 

  

Yes 39 31 

No 86 69 

 

Attitudes and Experiences between AA Men and their Partners  

about Prostate Cancer Screening 

 To answer research question one, a Chi-square test was conducted to evaluate the 

differences or similarities between AA and their partners’ attitudes and experiences about 
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PCS. Attitudes in regards to PCS were examined with respect to four outcome areas: 

Knowledge about PCS, Access to PC screening, Emotional concerns, and PC screening 

myths. Chi-square test was used first to test for differences or similarities in attitude and 

knowledge about PCS between AA and partners. As shown in Table 2, the analysis 

indicated that both AA and their partners were similar in attitude related to two items: 1) 

“my loved one does not know how to get a prostate cancer screening done”, 

  39.,73.125,12  pN ;  and 2) “having PCS will decrease my loved one’s chance of 

dying”,   51.,42.125,12  pN .   

Likewise, similarities in attitudes and experiences associated to knowledge were 

noted in the following questions: “Having a prostate exam along with the PSA blood test 

is the best way to find prostate cancer”,   72.,12.125,12  pN , “if PC is found 

early, treatment may not be as bad”,    80.,05.125,12  pN ; and “having PCS will 

help find PC early”,   39.,73.125,12  pN .  Additionally, the item linked to PC 

screening found that there was no significant difference in attitude related to the item: 

“my loved one had no access to PCS   49.,45.125,12  pN . However, attitude 

related to emotional concerns revealed that there was a significant difference with regard 

to “people doing prostate exams are rude”,   001.,44.10125,12  pN , Cramer’s 

V= .289;  and also the item “having a prostate cancer screening is embarrassing for my 

loved one” was significant   021.,36.5125,12  pN , Cramer’s V= .207 which 

measures the strength of the difference. Therefore, attitude related to items 7, 8, 15, 16, 

and 17 were not significant, p >.05 (i.e., prostate cancer screening takes too much time; 

my loved one is afraid to have PCS exam; my loved one is afraid to participate in PCS; I 
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will not worry so much about PC if my loved one gets a PSA and prostate exam; It is 

likely that my partner get prostate cancer; and I feel that my partner will get prostate 

cancer at some time).   

With regard to the chi-square analysis, the results did not show any statistically 

significant difference in attitude to PCS myths between AA and their partners. For item, 

“my loved one is too old to need a prostate cancer screening exam”,

  76.,9.0125,12  pN  , Cramer’s V= .027, and the item, prostate cancer screening 

takes too much time, the difference was also not significant,   96.,001.125,12  pN  

, Cramer’s V = .003. 

Research Question 2 

 What characteristics of adult African-American (AA) men and adult partners of 

AA influence their attitudes and experiences related to prostate cancer screening? 

Chi-square-test analysis was conducted to test the relationship between participant 

characteristics, attitudes, and experiences. As shown in Table 3 and Table 4, Cramer’s V 

as an effect size was used to assess the strength of the influence between attitude, 

experience and participants’ characteristics including ethnicity, education, age, and 

gender. The results showed that age categories (< 64 years old = adult, and > 64 years old 

= senior adult) were significantly related to the attitudes and experiences among AA and 

their partners, Pearson   001.,45.10125,12  pN . Senior AA and partners (87.5%) 

with ages above or equal to 64 years old were more likely to assert that providers of 

prostate cancer are rude compared to adult AA and their partners (12.5%) with ages 

below 64 years old. Age categories had a moderate significant influence relationship 

(Cramer’s V= .29) with AA and their partners’ attitude and experiences related to 

providers of prostate cancer are rude. On the other hand, the analysis showed 
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Table 2 

Attitude and Experiences of 125 AA Men and Their Partners about PC Screening 

 African 

Americans (AA) 

Partners of 

AA 

 

n=73 n=52   

Items Yes 

(%) 

No 

(%) 

Yes 

%) 

No 

(%) 

2  p 

Knowledge about PC Screening 
      

My loved one does not know how to 

get a prostate cancer screening done 

4.1 68.9 7.7 49.1 .737 .39 

Having PCS will decrease my loved 

one’s chance of dying 

82.2 17.8 86.5 13.5 .427 .51 

Having prostate exam along with the 

PSA blood test is the best way to find 

prostate cancer 

97.3 2.7 96.2 3.8 .120 .72 

Early prostate cancer found, treatment 

may not be as bad  

98.6 1.4 98.1 1.9 .059 .80 

Having PCS will help find PC early 95.9 4.1 96.2 3.8 .005 .91 

Access To PC Screening       

My loved one had no access to PCS 9.6 90.4 13.5 86.5 .458 .49 

Emotional Concerns       

People doing prostate exams are rude 9.6 90.4 32.7 67.3 10.4

4 

.001 

Having a prostate cancer screening is 

embarrassing for my loved me 

9.6 90.4 25 75 05.3

6 

.021 

Prostate cancer screening takes too 

much time 

13.5 86.5 13.5 86.5 .001 .97 

My loved one is afraid to have PCS 

exam 

11 89 7.7 92.3 .373 .54 

My loved one is afraid to participate 

in PCS 

1.4 98.6 1.9 98.1 .059 .80 

I will not worry so much about PC if 

my loved one gets a PSA and prostate 

exam 

94.5 5.5 90.4 9.6 .777 .37 

It is likely that my partner get prostate 

cancer 

5.5 94.5 5.8 94.2 .005 .94 

I feel that my partner will get prostate 

cancer at some time 

8.2 91.8 3.8 96.2 .969 .32 

Prostate Cancer Screening Myths       

My loved one is too old to need a 

prostate cancer screening exam 

27.4 72.6 25 75 .090 .76 

Prostate cancer screening takes too 

much time 

13.7 86.3 13.5 86.5 .001 .97 
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age categories and gender differences between AA and their partners (women) had also 

weak effects to attitude and experiences pertaining to items 12, 13, and 14, but not 

significant p >. 05 (see Table 2). Further, as shown in Table 4, the analysis of the results 

indicated ethnicity was significantly related to the attitude and experiences among AA 

and their partners. More than half of AA (58.3%) and one fourth of Whites (25%) were 

more likely to report that providers of prostate cancer screening are rude compared to 

Filipino (12.5%) and Latinas (4.2%). Ethnicity had a medium significant effect (Cramer’s 

V= .30) with AA and their partners’ attitude and experiences related to providers of 

prostate cancer are rude. In addition to this finding, education levels were significantly 

related to the attitude and experiences among AA and their partners, Pearson

  02.,26.11125,42  pN . The majority of AA and their partners who had a masters 

degree or higher (29.8%), and graduate college and or technical school (40.5%) were 

more likely to consider that having prostate exam along with the PSA blood test is the 

best way to find prostate cancer compared to those who attended college or technical 

school (14%); graduated high school (10.7%), and attended high school (5%). Education 

levels had also a medium significant effect (Cramer’s V= .30) with AA and their 

partners’ attitude and experiences related to having prostate exam along with the PSA 

blood test is the best way to find prostate cancer. The results also showed that education 

levels of AA and their partners influenced their attitudes and experiences related to 

having prostate cancer screening will help find prostate cancer early. Pearson

  05.,63.8125,42  pN .   

African-Americans (AA) and their partners who had a masters degree or higher 

(30.8%), and graduated college and/or technical school (39.2%) were more likely to 



  

 

Table 3 

Age and Gender Influence on Attitude and Experiences of African-Americans and Their Partners 

Attitude –Experience to PCS Categorical Age Gender 

2  p Cramer V 2  p Cramer V 

People doing prostate exams are 

rude 

10.45** .001 .29 .859 .35 .083 

Having prostate exam along with 

the PSA blood test is the best way 

to find prostate cancer 

.120 .72. .031 .982 .32 .089 

Early prostate cancer found, 

treatment may not be as bad 

.48 .50 .062 .059 .80 .022 

Having PCS will help find PC 

early 

1.23 .266 .10 .005 .94 .007 

Note.  **p< .001 
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Table 4 

Ethnicity and Educational Level Influence on Attitude and Experiences of African-Americans and Their Partners 

Attitude-Experience related to PCS  Ethnicity   Educational Levels 

 2  p Cramer V  2  p Cramer V 

People doing prostate exams are rude  10.83** .01 .29  2.783 .59 .15 

Having a prostate exam along with the 

PSA blood test is the best way to find 

prostate cancer 

 1.616 .656. .114  11.26** .02 .30 

If PC is found early, treatment may not be 

as bad 

 6.576 .08 .229  6.059 .19 .22 

Having PCS will help find PC early  5.939 .115 .218  8.63* .05 .26 

Note.  *p< .05; **p< .001 
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consider that having PCS would help find PC early compared to those who attended 

college or technical school (14.2%); graduated high school (10.8%), and attended high 

school (5%). Education level had a moderate significant influence (Cramer’s V= .26) 

with AA and their partners’ attitude and experiences related to the item having PCS will 

help find prostate cancer early.  
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CHAPTER 4 

 

DISCUSSION 

 

 

 

Due to an aging population, many facets of healthcare provision will transition 

into community-based settings as part of the healthcare continuum. For this reason, the 

capacity of communities as stakeholders in the healthcare system is critical to the well-

being of community residents. After discharge from inpatient care settings, healthcare 

consumers may live in assisted living facilities, private residences, and other community 

dwellings. These care settings obligate nurses and other healthcare team members to 

change the dynamic by which health information is exchanged. Discharge instructions are 

key aspects of plans of care and typically terminate the client-provider relationship in the 

inpatient setting; however, community nursing enables providers to evaluate compliance 

to teaching as well as to disseminate ongoing healthcare information using community 

events as a facilitator. 

For this project, the PI utilized health fairs in Los Angeles County as the platform 

to collect and categorize data regarding prostate cancer screening behaviors among AA 

and their partners. The health fair as the setting for this project was chosen to capture a 

diverse sample of individuals where primary prevention actions are possible on a large 

scale. Community health events provide uninsured and underinsured residents with an 

introduction to the healthcare system. These events serve to engage residents in dialogue 

around chronic health issues and assist with provider referrals and healthcare system 
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navigation. In addition, the strategy to utilize community venues to survey residents is 

supported by literature that indicates that AA have historically utilized familiar and non-

threatening social settings to exchange information.  

Findings 

Characteristics of African-Americans and Partners  

This study investigated 125 AA and their partners residing in Los Angeles 

County. The average age of these participants was 53.53 years old, and age has been 

demonstrated to be a significant risk factor for the development of PC. An average age of 

58.6 years was found in the study sample of 44 men from each ethnic group. This finding 

is also consistent with the ACS (2013) conclusion that PC risk increases significantly 

after age 50 in White men who have no family history of the disease and after age 40 in 

AA men, and in men who have a close relative with PC. Additionally, the ACS stated 

that nearly two-thirds of all prostate cancers are diagnosed in men age 65 and older. The 

current study sample encompassed AA partners from diverse ethnic backgrounds. Forty-

two percent of participants were partners of AA. The literature suggests that spouses play 

a significant role in healthcare promotion. A study by Madjar, Denham, and Rashid 

(2007) found that women play a key role in health education campaigns regarding 

chronic diseases, such as PC. Another finding showed that partners of AA men may play 

an active role in health promotion by advocating for their partners to participate in early 

PCS in the presence of symptoms that males may ignore or deny. These triggers may 

include complaints of fatigue, urinary problems, and discomfort or pain on ejaculation 

(Blanchard et al., 2005; Madjar et al., 2007). 



 

23 

In terms of education, AA and partners were educated from high school to the 

university level. The role of education in health literacy had a significant role in PCS 

behaviors among AA men and partners. A current study indicated that men with lower 

socioeconomic statues have decreased knowledge about PC and have negative attitudes 

toward screening (Nijs, Essink-Bot, DeKoning, Kirkels, & Schröder, 2000). Education 

may be correlated to early prevention and diagnosis.  

Experiences with Prostate Cancer Diagnosis and Screening 

The current study findings indicated that among 73 AA men, the majority did not 

have experiences with PCD in the last past 12 months compared to very few (3%) that 

had had an experience. This finding suggests disparities among AA men in regards to 

early PCS. A recent study found similar outcomes showing that 35% of AA men were 

less likely to see a urologist or healthcare provider (Onukwugha et al., 2014). Further, in 

this study, the results demonstrated that the majority of AA and partners received little or 

insufficient education related to PCS, which is likely to contribute to decreased PCS rates 

among this group (Wu & Modlin, 2012). A measure of improvement in regards to PCS in 

AA is shown in a cross-sectional study from the Texas Medical Center that revealed that 

54.4% of AA men had received PSA screening, compared with 63.2% of White men 

(Hosain, Sanderson, Du, Chan, & Strom, 2011).  

Difference and Similarities in Attitudes and Experiences  

about Prostate Cancer Screening 

The American Cancer Society advocates for men to participate in the informed 

decision-making process in regards to PCS. Understanding both AA and their partners’ 

attitudes and experiences regarding PCS can help determine how to best formulate 
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sustainable support programs and interventions to guide appropriate healthcare. Yet, 

while prior studies have examined knowledge and attitudes about PCS in men (Nakandi 

et al., 2013; Nathan, Ross, & Peter, 2008), this study specifically aims to facilitate the 

assistance of partners of AA to improve PCS behaviors in AA men. Thus, this study’s 

findings provide a unique contribution to the literature regarding the attitudes and 

experiences in both adult AA and their partners.  

Although the differences in most items were not significant between AA and their 

partners, responses indicated the dual need of proper education and provider-patient 

dialogue for a change in behavior. Similarities existed between AA and their partners’ 

attitudes toward the items, my loved one does not know how to get a prostate cancer 

screening done and having PCS will decrease my loved one’s chance of dying. This 

finding may express the effective translation of lack of health education and information 

regarding PCS to AA and partners. It also describes the importance of PCS in decreasing 

the risk of dying from PC. In addition to this, the findings indicated that similarities in 

attitude and experiences were associated to knowledge, but were not significant. Both AA 

and partners’ attitude was not significantly different toward having prostate exam along 

with the PSA blood test is the best way to find prostate cancer; early prostate cancer 

found, treatment may not be as bad; and having PCS will help find PC early. Further, 

two-thirds of AA men and their partners indicated that their loved one had no access to 

PCS. 

Another important finding in this study was related to AA and partners’ emotional 

concerns regarding prostate cancer screening. Emotional concerns were significantly 

found to be related to people doing prostate exams are rude and having a PCS is 
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embarrassing for loved one. African Americans and their partners perceived that 

providers of PCS are rude. The study appeared to support the notion that expression of 

emotional concerns in regards to informed decision-making may negatively impact the 

involvement of AA and partners in the screening and potential treatment process. 

Furthermore, no significant difference was found in terms of emotional concerns related 

to the items, my loved one is afraid to have PCS exam, my loved one is afraid to 

participate in PCS, and it is likely that my partner will get prostate cancer. Emotions, 

particularly fear/anxiety, are somehow related to health-related behavior (Consedine, et 

al., 2004). Consistent with prior research, Kunkel et al. (2004) concluded that greater 

worry and concern about screening rather than prostate cancer predicted self-care and 

decision-making. Similarly, another study highlighted that fears pertain directly to the 

fear of pain during the screening process, fear of getting cancer, or wrong diagnosis. The 

avoidance of the fear-inducing situation will occur and PC screening will be infrequent 

among men, whatever the ethnic group (Consedine et al., 2006). Fears regarding prostate 

cancer and the associated screening are widespread. Anxieties arise from different 

sources and have different effects on behavior (Consedine, Adjei, Ramirez, & 

McKiernan, 2008).  Moreover, this present study examined the myths expressed by AA 

and partners associated to PCS. The results demonstrated that both AA and partners state 

the same myths related to the item prostate cancer screening takes too much time. The 

difference was not significant related to this mythology of PCS. Differences and 

similarities in attitude among AA and partners of AA may interfere with PCS. Therefore, 

this study suggests the need for healthcare providers to address and validate AA and 

partners’ experiences and concerns regarding PCS.   



 

26 

African Americans and Partners’ Characteristics  

and Prostate Cancer Screening 

Age and gender have been demonstrated to be important factors influencing 

attitude and experiences of adult men’s screening characteristics. In fact, the older the 

man, the more likely he is to be diagnosed with PC. A report from the Prostate Cancer 

Foundation indicated that more than 65% of all PC are diagnosed in men over the age of 

65, which impacts attitude and experiences towards providers and screening processes. 

These findings indicated that AA and partners above or equal to 64 years old are more 

likely to state that providers of PC are rude compared to those below or equal 64 years 

old. This finding is concurrent with the study of Carlsson et al. (2014), who concluded 

that there was an increase in incidence of 767 cases per 10,000 men aged 60 with PSA 

level <2 ng/mL, without a decrease in prostate cancer mortality. 

In addition to age as a risk factor, ethnicity was significant in AA and partners’ 

attitude and experiences in describing that providers of PC are rude, while educational 

level has a significant effect on their attitude and experiences regarding having prostate 

exam along with PSA blood test is the best way to find PC, and having PCS will help find 

PC early. A study finding demonstrated that ethnicity was a contributing factor 

associated with the emotional concerns about PCS providers, and emotional expressivity 

did not predict greater screening (Consedine et al., 2006). Moreover, this study finding is 

consistent with that of Blocker et al. (2006), who revealed that there are still major 

barriers and challenges to cancer prevention among African Americans, including 

continued mistrust of the providers and negative attitudes toward specific screening tests. 

Furthermore, Kerstin et al. (2010) suggested that race/ethnicity may be a factor that needs 
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to be considered in the public health campaign outreach for cancer screening; however, it 

seems less important in the context of individual clinicians’ recommending cancer 

screening within their own setting.  

Consistent with earlier studies that indicated educational level is significantly 

associated with women's knowledge about prostate cancer (p<0.001) (Nakandi et al., 

2013; Winterich et al., 2009), this study demonstrated statistical significant relationships 

between knowledge about PCS and men’s level of education (p = 0.02). Partners play an 

important role in health-related matters in the home and inform the healthcare decisions 

of families. Educating spouses may affect a paradigm shift toward healthier PCS 

behaviors and health outcomes. 
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CHAPTER 5 

 

 TRANSLATING RESEARCH TO PRACTICE 

 

 

 

As healthcare delivery models encompass community nursing, information 

gathering within communities is needed to improve community health behaviors through 

primary prevention measures. Community nursing will require cultural competence to 

align care with AA approaches to encroaching illness and death. African-Americans 

depend on religion and the social and interpersonal concepts of prayer to cope with 

illness. African-American women are more likely to engage in a caregiver role and 

participate in a group activity of prayer for healing in times of illness. Becker and 

Newsome (2005) reported that this population has a behavioral strategy for survival used 

by women, involving extraordinary role responsibilities. These behavioral strategies have 

important health consequences, while the constructs have direct applicability for 

translational research on the experiences of chronic illness.  

Prostate cancer (PC) is a common malignancy that disproportionately affects AA. 

Environmental factors and variation in genes responsible for chemical and dietary 

carcinogen metabolism and DNA damage repair may modulate risk (Hooker et al., 2008). 

Advancing age predisposes the elderly to chronic disease conditions that may affect 

mobility and the ability to participate in ongoing activities. The number of diagnosed PC 

cases in older patients will likely increase with both the aging of society and the 

increased rate of screening. In patients with several co-morbidities, disease management 
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can be complex, and the risk of administering toxic therapy should be carefully evaluated 

(Fontana et al., 2010). Early PC screening requires the AA patient to engage in decision-

making communication with healthcare providers; however, communication with 

healthcare professions may extend beyond the comfort level of this patient population. 

Nursing professionals, rooted in the use of therapeutic techniques, may ease the 

discussion around PC screening. 

Conclusion 

Due to an aging population, many facets of healthcare provision will transition 

into community-based settings as part of the healthcare continuum. For this reason, the 

capacity of communities as stakeholders in the healthcare system is critical to the well-

being of community residents. Community health events provide uninsured and 

underinsured residents with an introduction to the healthcare system. These events serve 

to engage residents in dialogue around chronic health issues, assist with provider 

referrals, and healthcare system navigation; a maze that may deter individuals from 

seeking care. The project’s use of health fairs enabled a diverse sample and wide 

platform for data collection and information dissemination.  
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Prostate Cancer Screening Survey   

Age of person filling out survey:__________                         African-American □      Other □ 

Gender of person filling out survey:  □ Female        □ Male 

What is the highest grade of education that you have completed?  □ Yes     □ No 

Have you been diagnosed with prostate cancer or screened for prostate cancer in the past 12 months? □ Yes     

□ No 

Do you have a family member or friend who has ever been diagnosed with prostate cancer? □ Yes     □ No 

Have you received any education related to prostate cancer screening? □ Yes     □ No 

Please check one box for each question   

1. My loved one had more important problems than getting a prostate cancer screening  

 □ Yes    □ No                           

2. People doing prostate exams are rude       

 □ Yes    □ No 

3. My loved one cannot remember to schedule get a prostate exam    

 □ Yes    □ No  

4. My loved one had no access to prostate cancer screening     

 □ Yes    □ No 

5. My loved one is too old to need a prostate cancer screening exam    

 □ Yes    □ No 

6. Prostate cancer screening takes too much time      

 □ Yes    □ No 

7. My loved one is afraid to have a prostate cancer screening exam in case they find out something is 

wrong 

 □ Yes    □ No 

8. My loved one is afraid to participate in prostate cancer screening because they do not understand 

what will be done          

  □ Yes    □ No 
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9. Having a prostate cancer screening is embarrassing for my loved one   

 □ Yes    □ No 

10. My loved one do not know how to go about getting a prostate cancer screening done 

 □ Yes    □ No 

11. Having prostate cancer screening will decrease my loved one’s chance of dying  

 □ Yes    □ No 

12. Having the prostate exam along with the PSA blood test is the best way to find prostate cancer

 □ Yes    □ No 

13. If prostate cancer is found early enough then the treatment may not be as bad  

 □ Yes    □ No 

14. Having prostate cancer screening will help find prostate cancer early   

 □ Yes    □ No 

15. If my loved one gets a PSA and prostate exam, I will not worry so much about prostate cancer

 □ Yes    □ No 

16. It is likely that my partner will get prostate cancer     

 □ Yes    □ No 

17. I feel that my partner will get prostate cancer at some time    

 □ Yes    □ No 

18. My partner’s chance of getting prostate cancer is great     

 □ Yes    □ No 
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2013-14 Institutional Review Board EXEMPT STATUS Request form  

Title: 

Prostate Cancer (PC) Screening among African-American Men 

Principal Investigator (PI): Angela James 

Email:                                Phone:  

School/College:   Azusa Pacific University                          Department: Nursing 

On a separate page list all additional investigators who will have any interaction with 

research participants including conducting informed consent and data collecting. 

Include email addresses and signatures of additional investigators. All must be 

currently certified in human subject protection in research.  

FOR STUDENT PROJECTS (Required when the principal investigator is a student) 

Name of Professor/Supervising Faculty: Diana Lynn Woods, PhD. 

Email Address:                                                      Phone:    

 

School/College: Azusa Pacific University                 Department: Nursing 

      
ASSURANCE: 

 I certify that the information provided in this application is complete and accurate and 

consistent with any proposal(s) submitted for internal or external funding sources.  

 Misrepresentation of the research described in this or any other IRB application may 

constitute non-compliance with federal regulations and/or academic misconduct. 

 I agree to provide proper surveillance of this project to ensure that the rights and 

welfare of the human subjects are protected. I will report any problems to the IRB.  

 I agree that modifications to the research as submitted will not take place without prior 

review by the IRB. 

 I agree that the research will not take place without the receipt of permission from any 

cooperating institutions, when applicable. 

 I agree that all activities will be performed in accordance with all applicable federal, 

state, local, and Azusa Pacific University policies.  

 I have read and understand Azusa Pacific University’s policy on Integrity in Research.  
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Principal Investigator: 

ANGELA JAMES 

___________________________________    ______________________________________     

Print Name                                                            Signature                                                                       

Date 

 

Professor/Supervising Faculty with current human subjects protection certificate (required if 

Principal Investigator is a student) Diana Lynn Woods, PhD. 

DIANA LYNN WOODS 

___________________________________    _______________________________________    

Print Name                                                            Signature                                                                        

Date 

 

 Department Chair or designee with current human subjects protection certificate 

I have reviewed this application and determined that the departmental requirements are met, 

the investigator(s) has/have adequate resources to conduct the research, and the research 

design is scientifically sound and has scientific merit. 

JOHN DOYLE, PhD 

___________________________________    ______________________________________    

Print Name                                                            Signature                                                                      

Date 

 
Dean or dean designee: 

AJA LESH, PhD 

___________________________________    ______________________________________ 

Print name                                                            Signature                                                                      

 

Date 
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Part B: General Overview 

 

Please provide a brief summary of the purpose of your study: 

         

Prostate cancer (PC) is the most common noncutaneous cancer in men, it 

predominantly afflicts elderly men and it will assume increasing importance as the 

population at large ages. Prostate cancer is variable in its behavior and represents a 

spectrum of aggressiveness (Leavitt & Konety, 2011). Prostate cancer (PC) is the 

second leading cause of death of men in the United States (US) and the leading cancer 

related death of AA men worldwide. The American Cancer Society (ACS) projected 

35,110 AA men would be diagnosed with PC in 2011.  Prostate cancer incidence rates 

are 1.5 times higher for African American men than for White men, and age adjusted 

death rates from prostate cancer are 2.4 times higher for African American men than 

for Whites (ACS) (2011). Evidence suggests that providers across healthcare 

disciplines should communicate with patients regarding screening options as (PC) is a 

very complex disease, and the decision-making process requires the clinician to balance 

clinical benefits, life expectancy, comorbidities and potential treatment-related side 

effects (Shariat, Kattan, Vickers, Karakiewicz & Scardino, 2010; Davison, et al., 2009). 

The existing literature reveals that the primary cause of increased mortality rates of PC 

in AA men is the lack of participation in PC screening activities (Baker, 2008). These 

compelling facts do not improve screening behaviors in this high risk group (Hung, 

2007). 

       There are gaps in existing literature around PC screening characteristics in AAs 

due to limited research aimed at partners of AA males. The purpose of this study is to 
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explore the role of partners in PC screening in AA males, given that previous studies 

suggest that partners have a greater influence on the health behaviors of AA men. The 

role of the spouse/significant other among AAs has sometimes been ignored (Carter, 

Tippett, Anderson, & Tameru, 2010). Evertsen & Wolkenstein (2010) identified three 

themes regarding female partners of men diagnosed with PC. First, more overall 

support and information sharing was needed; secondly, primary and specialist roles 

were poorly differentiated; and thirdly, men became more dependent on their partners 

for support and to act as the primary communicator and caregiver (Evertsen & 

Wolkenstein, 2010). Men at average risk should receive information of the PC 

screening beginning at age 50 years. Men in higher risk groups should receive this 

information before age 50 years. Men should either receive this information directly 

from their health care providers or be referred to reliable and culturally appropriate 

sources (ACS) ( 2010); Brooks, Wolf, Smith, Dash, & Guessous, 2010). For those who 

have a limited income or are under or uninsured in the USA, health fairs provide much 

needed resources in the form of health promotion and early detection of disease 

processes (Gash & McIntosh, 2013).  

 

Please provide a brief summary of your research design: 

Methods 

Research question #1: What is the difference and similarities in attitudes and 

experiences between adult African-American (AA) men and partners of AA men who 

participate in a survey about PC screening? This study defines attitude as a feeling or 

way of thinking that affects a person's behavior (Merriam-Webster Collegiate 
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Dictionary, 12th edition).The variables to be measured include: Knowledge about PC 

cancer screening, access to PC screening, emotional concerns, and PC screening myths. 

Research questions #2: What characteristics of men and women influence their 

attitudes and experiences related to PC screening? This study defines characteristics as 

a distinguishing trait, quality, or property (Merriam-Webster Collegiate Dictionary, 12
th

 

edition). 

Study population: The study will target AA men and partners of AA men attending 

community health fairs in Los Angeles county. 

Study design: The study design will use descriptive statistics and an individual self-

reported and voluntary survey. Participants will be recruited onsite at community health 

fairs in Los Angeles county. Recruitment will also be facilitated by a flier (Appendix 

A) and word of mouth for subjects to participate in a survey to measure knowledge 

regarding PC screening behaviors in AA men and partners of AA men. 

 Inclusion criteria: African-American (self-declared) adults. 

 Exclusion criteria: Individuals who are not of African-American ancestry.  

 Sample: A minimum sample of 125 participants meeting the inclusion criteria 

will be recruited to participate in the survey. There is no risk to participant. 

Participation in the survey is strictly voluntary and any person may refuse to 

participate in the survey at any time during the survey process. There is no 

monetary incentive for survey participation. 

 Data Collection: Adopted from the Health Belief Model, the survey instrument 

will comprise of an 18-item tool by Gash and McIntosh (2013), using a yes/no 

format and participant demographic information (Appendix B). The internal 

consistency of the instrument was tested using Cronbach alpha coefficients. The 

coefficients ranged from 0.73 for benefits of prostate cancer screening to 0.79 

(Gash & McIntosh, 2013). Study participant names will not be indicated on the 

surveys. All surveys will be coded by numbers and stored in a locked cabinet in 

the PI’s office of which the PI has sole access to. 

 Data Analysis: All data will be entered in SPSS version 20. First, univariate 

descriptive statistics will be used to describe the sample; means and standard 

deviations for continuous variables such as age and education and percentages 

for categorical variables such as gender. Second, bivariate analysis will be used 

to answer research questions 1 and 2. For research question 1, T-test will be 
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used to compare male and female survey question responses. For research 

question 2, Chi square will be used for categorical variables (education 

regarding PC screening, family history of PC cancer, and personal/family 

history of PC screening) and T-tests will be used for continuous variables (age 

and years of education) to assess the effect of these variables on the responses 

to the PC screening survey. The data may assist in the planning of future 

education of AA men and partners regarding PC screening, with the long-term 

goal of reducing PC cancer mortality among AA men. 

 

 

Part C: Exemption Categories 

☐ Yes    ☒ No     1.   Are you conducting research on Educational Practices (e.g., 

instructional techniques, curriculum effectiveness, etc.)? If Yes, 

please answer questions 1a through 1e. If No, please proceed to 

question 2. 

 

 

 

☐Yes ☐No 1a.   Will the research be conducted in an established or 

commonly accepted educational setting, such a 

classroom, school, professional development seminar, 

etc.? 

 ☐Yes ☐No 1b.   Will the research be conducted in any settings that 

would not generally be considered to be established or 

commonly accepted educational setting? If Yes, please 

specify: _____ 

 ☐Yes ☐No 1c.   Will the research procedures and activities involve 

normal educational practices (e.g., activities that 

normally occur in the educational setting)? Examples 

include research on regular or special education 

instructional strategies or the effectiveness of 
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instructional techniques, curricula, or classroom 

management methods. 

 ☐Yes ☐No 1d.   Will the research procedures include anything other 

than normal educational practices? If Yes, please 

specify: 

 ☐Yes ☐No 1e.   Will the procedures include randomization into different 

treatments or conditions, radically new instructional 

strategies, or deception of subjects? If Yes, please 

specify: ____ 

☒Yes      ☐No       2.  Does your research involve use of educational tests, survey 

procedures, interview procedures, or observations of public 

behavior? If Yes, please answer questions 2a and 2b. If No, 

please proceed to question 3. 

 

 
☒Yes ☐No 2a.   Will the research involve one or more of the following? 

(Check all that apply.) 

 ☐The use of educational tests (cognitive, diagnostic, 

aptitude, achievement)  

 ☒Surveying or interviewing adults 

 ☐Observations of public behavior* of adults 

 ☐Observations of public behavior* of children, when the 

researcher will not interact or intervene with the children 
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*Note: Activities occurring in the workplace and school 

classrooms are not generally considered to involve public 

behavior. 

 ☐Yes ☒No 2b.   Are all of the participants elected or appointed public 

officials or candidates for public office?  

☐Yes ☒No 3.   Does the research involve the collection or study of 

currently existing data, documents, records, pathological 

specimens, or diagnostic specimens? If Yes, please 

answer question 3a, 3b, and 3c. If No, please proceed to 

question 4. 

 ☐Yes  ☐No 3a. Are all data, documents, records, or specimens publicly 

available?  

 ☐Yes ☐No 3b. Will the information be recorded by the investigator in 

such a manner that subjects cannot be identified, directly or 

through identifiers linked to the subjects? 

 ☐Yes ☐No 3c. Does a “key” exist linking the ID codes to the identities 

of the individuals to whom the data pertain? 

☐Yes   ☐ No    3ci.    If Yes, is the key stored separately 

from the data?  

Examples of information that are not acceptable in Exempt 

status research records are the following:  
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Names 

Student ID numbers 

Phone/fax numbers 

Addresses (email or physical) 

Social security numbers 

Exact dates of birth 

IP addresses 

Photographs or video recordings 

 

Part C: Additional Information 

☐Yes ☒No 4. Does your research involve any procedures that do not fit into 

one or more of the categories in items #1-#3 listed above, such 

as the following? (Check all that apply.) 

  ☐Usability testing of websites, software, devices, etc. 

☐Collection of information from private records when identifiers are 

recorded 

☐Procedures conducted to induce stress, moods, or other 

psychological or physiological reactions 

☐Presentation of materials typically considered to be offensive, 

threatening, or degrading 

☐Video recording or photographing non-public behaviors 

☐Use of deception (e.g., misleading participants about the procedures 

or purpose of the study) 
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☐Physical interventions, such as  

     ☐Blood draws 

     ☐New collection of biological specimens 

     ☐Use of physical sensors (ECG, EKG, EEG, ultrasound, 

etc.) 

     ☐Exercise, muscular strength assessment, flexibility testing 

     ☐Body composition assessment 

     ☐Measuring of height and weight 

     ☐x-rays 

    ☐changes in diet or exercise 

☐Tests of sensory acuity (i.e., vision or hearing tests, olfactory tests, 

etc.) 

☐Consumption of food (other than as described in #4) or dietary 

supplements 

☐Clinical studies of drugs or medical devices 

☐Other; please specify: ____ 

☐Yes ☐No 4a. If Yes, is your research conducted in an established educational 

setting and are the checked procedures part of normal educational 

practices given that setting? If Yes, please describe: _____ 
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☐Yes ☒No 5.   Do you intend or is it likely that your study will include any 

persons from the following populations? (Check all that apply.) 

   ☐Prisoners 

☐Cognitively Impaired 

☐Children (persons under age 18) 

☐Wards of the State 

☐Persons who are institutionalized 

  5a.   If  Yes, please describe how they will be involved and what 

procedures they will complete: _________ 

☐Yes ☒No 6.   Is there a reasonable possibility that participants’ identities 

could be ascertained from any combination of information in 

the data? If  Yes, please describe______ 

     If  Yes to 6 above, please answer the following: 

☐Yes ☐No  6a.   Will participants’ identities be kept confidential when 

results of the research are disseminated? 

☐Yes ☐No  6 b.   Could any of the information collected, if disclosed 

outside of the research, reasonably place the subjects at 

risk of any of the following? (Check all that apply.) 

      ☐Yes      ☐No    Civil liability 

      ☐Yes      ☐No    Criminal liability 

      ☐Yes      ☐No    Damage to the subjects’ financial 

standing 



 

55 

      ☐Yes      ☐No    Damage to the subjects’ 

employability 

      ☐Yes      ☐No    Damage to the subjects’ reputation 

      ☐Yes      ☐No    Embarrassment 

 

☒Yes ☐No  7.   Does the research, directly or indirectly, involve or result in the 

collection of any information regarding any of the following? 

(Check all that apply.) 

☐Use of illicit drugs 

☐Criminal activity 

☐Child, spousal, or familial abuse 

☐Mental illness 

☐Episodes of clinical depression 

☐Suicidal thoughts or suicide attempts 

☐Health history 

☐History of job losses 

☐Exact household income other than in general ranges 

☐Negative opinions about one’s supervisor, workplace, 

teacher, or others to whom the subject is in a subordinate 

position 

☒Opinions about race, gender, sexual orientation, or any other 

socially sensitive or controversial topics 
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☐Sexual preferences or behaviors 

☐Religious beliefs 

☐Any other information that is generally considered to be 

private or sensitive given the setting of your research; if so, 

please specify: ______ 

 

 

 

Request for Exempt Status form adapted with permission from Iowa State University  

 

 




