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Significance for public health

Cancer screening adherence is an important public health issue, especially
in poor and racial minority communities that bear a greater cancer mortality
burden. As cancer prognosis is closely associated with stage at diagnosis,
sustained efforts must be made to ensure that members of these communi-
ties are equipped with knowledge about life saving cancer screening inter-
ventions. This study looks at how Community Health Fairs can be effective
tools to disseminate cancer prevention information in poor and racial minor-
ity communities, which have traditionally faced many barriers to screening.
Understanding the utility of health fairs in removing knowledge gaps and
information barriers is of importance in the development of targeted and
robust cancer prevention efforts in underserved communities. This study
describes how participants share cancer prevention materials received at
health fairs.

Abstract

Background. To assess participants’ reasons for seeking cancer
screening information at community health fairs and what they do
with the information they receive.

Design and methods. Mixed quantitative and qualitative
approach was used. Community health fairs are organized in
underserved New York City neighbourhoods. From June 14, 2016
to August 26, 2016, cancer prevention tables providing informa-
tion about various cancer screenings were established at 12 local
community health fairs in New York City. In-person and follow up
telephone surveys assessing interest in the cancer prevention table,
personal cancer screening adherence rates, information-sharing
behaviours and demographic variables have been taken into
account. Statistical analyses were performed using IBM SPSS
22.0: frequencies, descriptive, cross tabulations. All qualitative
data was coded by theme so that it could be analysed through
SPSS. For example, Were you interested in a specific cancer? may
be coded as 2 for yes, breast cancer.

Results. One hundred and sixteen patrons participated in the
initial survey. Of those, 88 (78%) agreed to give their contact
information for the follow-up survey and 60 follow-up surveys
were completed (68%). Of those who reported reading the materi-
al, 45% shared the information; 15% subsequently spoke to a
provider about cancer screenings and 40% intended to speak to a
provider.

Conclusions. Participants disseminated information without
prompting; suggesting the reach of these fairs extends beyond the
people who visit our table. Future studies should look at whether
patrons would share information at higher rates when they are
explicitly encouraged to share the information.
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Introduction

Insight into how community health fair participants use cancer
prevention and screening information they receive is of critical
importance given that health fairs normally take place in low
income and racial minority communities, communities which
have historically reported the lowest rates of screening and highest
rates of mortality from preventable cancers.!? Despite a trending
decrease in cancer mortality overall in the United States, black
Americans still suffer a 25% higher cancer mortality compared to
their white counterparts and cancer continues to be the leading
cause of death for non-white Hispanics in this country.’-

Since cancer mortality is associated with early detection,
addressing screening behaviours in underserved and racial minor-
ity communities is of interest. However, these communities face
barriers to screening. For black Americans, these barriers include
lack of knowledge or awareness of cancer screenings, lack of
access to general preventive health care services, institutional or
system barriers, socioeconomic status, language barriers, immi-
grant status, and cultural beliefs.® Similarly, among non-White
Hispanics, researched barriers include cost, lack of information on
where to get services, wait time for medical appointments, trans-
portation and language services.! Health fairs can potentially
reduce barriers and thereby mitigate cancer mortality in these
already burdened communities.

The key barrier addressed in this study was lack of awareness
about preventive screening measures and guidelines via the use of
health fairs. At our organized health fairs, we were able to educate
community members about the benefits of screening, different
screening methods, recommended screening schedules, and the
importance of screening in cancer prevention.

Studies that have examined the impact of health fairs have
favourably acknowledged health fairs as behaviour changing
tools. According to Lucky et al. (2011), 93% of people who were
told they had high blood pressure at a health fair followed up with
medical providers.” Clark (1985) reported statistically significant
improvements in mindset and knowledge at the conclusion of a
fair following a pre-test, post-test study of health fair participants.®
Similarly, rural farmers who were surveyed months after a health
fair reported positive changes as a result of information learned.
Seventy eight percent of the farmers reported either work or
lifestyle changes.’

Health fairs have also been found to be good informational
tools among black Americans and non-white Hispanic popula-
tions. Participants at a black and minority health fair in Chicago
were found to have significant changes in health knowledge and
behaviour 15 months after the fair.!® A look at black Americans
knowledge and attitude after a 1993 health fair also reported pos-
itive results.!! Additionally, a 2014 study by Murray et al. showed
that health fairs serve as adequate tools to reach underserved
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Hispanics.! Overall, these studies illustrate health fairs as appropri-
ate tools to reach members of underserved and racial minority
communities.

Purpose

While previous studies have looked at the effectiveness of
health fairs in the setting of participant’s subsequent knowledge or
behaviour changes, the main objective of this study was to exam-
ine the effectiveness of health fairs in disseminating cancer screen-
ing information within target populations. Per the Centers for
Disease Control and Prevention (CDC), early cancer screening for
colorectal, lung, breast and cervical cancer saves lives. Obtaining
maximal screening rates in burdened communities is of utmost
importance.'> We aim to increase preventative screening rates of
the underserved population and mitigate cancer mortality in these
communities. Our hypothesis is that health fair participants will
share the brochures and knowledge of screening recommendations
received from health fairs with family and members of their social
circle. It is our hopes that the preventative cancer screening infor-
mation presented in this study will be used to inform the general
public about the importance of health fairs and the need to dissem-
inate information among members of the community.

Materials and Methods

Study data was collected at community health fairs in under-
served minority communities of New York City in summer 2016.
Staff members arrived at the health fair site at least 30 minutes
prior to the beginning of the fair to set up the information table. A
large table cloth with the Mount Sinai Hospital Tisch Cancer
Institute logo was used to alert participants that medical informa-
tion was available at the table. Materials on the table included a
variety of pamphlets and brochures created by and ordered from
the American Cancer Society. Brochure titles included Cancer
Facts for Men, Think about Testing for HPV, Prostate Cancer,
Breast Cancer and What Women Should Know about Cervical
Cancer and HPV. Tables also contained giveaway gifts (mirrors,
pens, pill boxes, reusable shopping bags) to attract participants.
Participants were encouraged to take as many of each brochure as
they wanted. Staff members were also available to discuss the
brochures and screening recommendations. All brochures were
printed in English and Spanish.

Each health fair table was staffed by at least one Mount Sinai
Hospital Tisch Cancer Institute staff member and one volunteer,
most of whom were cancer survivors representative of the under-
served community. When patrons approached our tables which
contained breast, cervical and colorectal cancer information, they
were welcomed by staff members and volunteers, and directed to
take materials that were of interest to them, with any questions
they had answered as well. After participants got information they
wanted, we introduced the research project and asked whether the
participant would be interested in completing the survey.

Data was collected with a brief survey questionnaire that was
given in-person at the health fair and by telephone 10 days after the
health fair. Both in-person and follow-up interviews took approxi-
mately 5 minutes each. We did not use validated measures for the
study. However, many of the questions used have been used in
some of our previous studies and found to be reliable measures.

Institutional Review Board permission included waiver of
signed consent.
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Participants

From June 14, 2016 to August 26, 2016, tables providing infor-
mation about cancer screening were established at 12 local com-
munity health fairs in New York City. All tables offered uniform
health education information on breast, cervical, and colorectal
cancer screening. Participants were 18 years or older and spoke
English or Spanish. Those who agreed to participate were inter-
viewed with a questionnaire that consisted of closed and open
ended questions.

All questionnaires and study materials were translated into
Spanish and staff members who were fluent in Spanish conducted
surveys to participants who were Spanish Speaking only. In total,
two in-person interviews were conducted in Spanish and both
these Spanish speakers did not respond to follow up.

Statistical analyses

Questionnaire

The in-person questionnaire conducted at the health fairs con-
tained three sections. Section 1 included demographic questions
which have been used in our previous studies and found to be reli-
able, and inquired about: neighbourhood of residence, gender, age,
marital status, highest education level, place of birth (if participant
was not born in the United States, we asked how long they had
lived in the United States), race and ethnicity.

Section 2 contained questions about participant’s health care:
we asked whether the participant had a regular healthcare provider,
and whether the participant knew anyone who had cancer. We also
asked Cancer Screening Behaviour questions that have been used
in previous Mount Sinai Hospital Tisch Cancer Institute studies
and found to be understood by participants. Men were asked about
whether they have had a Digital Rectal Exam, Prostate Specific
Antigen, and Colonoscopy. Women were asked about Clinical
Breast Exam, Mammogram, Pap Exam, and Colonoscopy. For
each of these tests, participants were asked whether they ever had
the exam and if yes, the year of their last exam.

Section 3 included open ended questions that were developed
for this study. We asked three questions: (1) What attracted you to
the table?; (2) Were you interested in a specific cancer?; (3) Is there
any information that you were seeking that we are missing?

There were two sections in the follow up questionnaire.
Section 1 contained demographic questions which were identical
to the questions asked in Section 1 of the initial interview, as the
data from the initial interview at the health fair and the follow up
phone interviews were not linked.

Section 2 contained questions that were developed for this
study to gain insight into how participants used the information
after the fair. The questions are below:

i Do you recall stopping by the Mount Sinai Hospital Cancer
prevention table?

ii.  Did you read any of the cancer awareness material that was
provided? If yes, how would you summarize the main points
of the material?

iii.  What did you like about the material you received? What did
you not like about the material you received?

iv.  Was there a specific pamphlet or information sheet that you
really liked? If yes, which one?

V. Did you share the information with anymore?

vi.  Ifinformation was shared: whom did you share the informa-
tion with, why did you share the information with that spe-
cific person(s) and how did you share the information?

vil.  Did receiving the information at the table make you want to
talk to your doctor about cancer screening?
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viii. Since the health fair, have you spoken with your doctor
about cancer screenings?

Analyses

Statistical analyses were conducted to evaluate what attracted
participants to the health fair table, how well they remembered
cancer screening information, and if participants disseminated can-
cer screening information received.

Open ended questions were categorized into themes for analy-
sis. These open ended questions were coded into categories by two
independent people and consensus on differences was then con-
ducted.!? If a participant listed multiple answers, two independent
people assessed which answer was more emphasized by the partic-
ipant, and reached an agreement on which answer should be
included for analysis. In performing analyses, we limited partici-
pant responses to one answer to make data analysis cleaner and
easier to understand. For example, the question, Who did you share
the information with? may have been many listed family members,
which were coded as other family members, whereas, Daughter
had its own category. We did not leave out any new information
and only excluded redundant information. Statistical analyses were
performed using the IBM SPSS 22.0.

Results

One hundred and sixteen participants participated in the initial
survey. Of those, 88 participants (78%) agreed to give their contact
information for the follow up survey and 60 follow-up surveys
were completed (3 participants declined to participate, 4 gave us
wrong numbers and 21 participants were unable to be reached after
numerous attempts.). As to those who read the material and
recalled at least one detail, 45% shared the information with oth-
ers; 15% subsequently spoke to a provider about cancer screenings
and 40% intended to speak to a provider. Participants that shared
the screening information did so with 1-3 people.

Demographics

Table 1 summarizes the demographic of the 116 participants
who completed the in-person survey and the 60 participants who
completed the follow-up telephone survey. There were no statisti-
cal differences in demographics between the two groups. Of the
initial participants, the majority were single (63%), identified as
black/African American (76%), and had completed high school or
higher education (67%). 21.5% identified as Latino/Hispanic.
Most participants had lived in the United States their entire life
(76%) and the rest had moved to the United States between 2-54
years ago.

Of participants who completed the follow-up survey, most
identified as single (60%), black/African American (70%), and had
completed high school or higher education (59%). Only 17% iden-
tified as Latino/Hispanic. Similar to the initial survey participants,
most follow-up survey participants had lived in the United States
their entire lives (77%).

The majority of participants for both the initial and follow-up
surveys were women (86% and 80% respectively).

Participants’ interest in our cancer prevention table

Participants who approached our table reported three main rea-
sons: seeking general information about cancer (42%), just brows-
ing the fair (20%) and seeking free giveaways (7%). Though most
participants were seeking general cancer information (46%), the
majority of those who were seeking information on a specific can-
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cer mentioned an interest in learning more about breast cancer
(27%). When asked about missing information at our table, most
participants felt that sufficient information was provided (84%). Of
the 116 participants who approached our table, 97% reported hav-
ing a regular healthcare provider and 90% reported knowing some-
one who had cancer (Table 2).

Table 3 summarizes the in-person open ended questions and
the key themes used to code the information from the in-person
and follow-up open ended questionnaires. Both questionnaires
were categorized in a similar fashion. For example, for the follow-
up open ended questionnaires, we looked at if participants could
remember at least one point from the material: that is, 1. if a par-

Table 1. Demographic and background characteristics at time 1
(baseline) and time 2 (follow-up).

Female, % 85 80
Age, years
Mean + S.D. 584 + 133 53.87 + 12.2
Range 18-95 years 24-TA years
Marital Status, %
Single 63 60
Married 17 20
Divorced 7 10
Widowed 6 3
Other 7 7
Ethnicity, %
Hispanic 21 17
Non-Hispanic 79 83
Race, %
Black 76 70
White 3 5
Unknown 15 17
Other 6 8
Education, %
Completed grade school only 1 2
Completed high school only 29 22
Completed college only 21 15
Completed post-grad 17 22
Other 32 40
Born in the US 76 7

Table 2. Participant’s baseline interest in our cancer prevention
table.

Why patrons approached table

General information about cancer 422
Just browsing fair 19.8
Free Giveaways 6.9
Other 311
Patrons interest in specific cancer
No specific cancer 45.6
Breast 26.2
Multiple 12.6
Other 15.6
Information lacking at table?
No information missing 83.8
Another specific cancer (e.g. lung) 6.1
More screening options 5.1
Other 5.0
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ticipant gave general positive response, but could not remember
specific points 2. if a participant did not read material, and 3. if a
participant could not remember material. Additionally, participants
stated they liked the following themes regarding the material: good
readability, exam picture diagrams, generally informative, easy to
understand, or did not remember anything specific. What partici-
pants did not like about the material was mostly divided between:
they did not dislike anything or they would like more information
about other cancers. Why participants shared information was cat-
egorized into normal practice, they thought it would be generally
informative for another person, or the person they shared the
information with has/had cancer or knew someone who has/had
cancer. If the participant shared the screening information, the
number of people and the relationship to the participant was also
recorded. Participants shared information by giving out pamphlets,
speaking with someone about the information, or both.

Cancer screening adherence

Adherence was computed using the CDC recommended guide-
lines for screening.'* Among men, 64% were adherent for
colonoscopy. For women, adherence rates were 84% for mammog-
raphy, 84% for pap smear, and 83% for colonoscopy. Table 4 con-
tains screening adherence information for participants.

For the purposes of our study, participants who were unable to
recall screenings done every 2 to 3 years (i.e. mammogram and/or
pap smear) were marked as non-adherent given the relatively short
time frame. As the time frame is longer for colonoscopy adherence
(10 years), participants who were unable to remember their last
colonoscopy were removed from the sampling pool when
analysing for adherence. We made the assumption that participants
would remember a procedure they had done within the past 2-3

years. However, since the generally recommended screening inter-
val for colonoscopy is 10 years, we assumed that it may be easier
to forget whether one had the procedure done within this wider
time frame.

Demographic and behavioural patterns of screening
adherence rates

Adherence to colonoscopy, mammography, and cervical can-
cer screenings was compared to various metrics: why participants
approached the table, race, ethnicity, and education level, whether
participants had a regular healthcare provider, whether a partici-
pant knew someone with cancer, and whether participants were
interested in learning about a specific cancer. Please see Table 4 for
reference.

Overall, participants who reported knowing someone with can-
cer showed increased cancer screening adherence with the excep-
tion of mammography (85% participants who knew someone with
cancer were adherent to mammography compared to 89% mam-
mography adherence in women who did not know anyone with
cancer). For cervical cancer screening and female colonoscopy
screening, we observed higher adherence rates for participants who
did not report having a regular healthcare provider.

Participants whose highest level of education was high school
had the highest screening adherence rates for all cancers (88% for
female colonoscopy, 100% for male colonoscopy, and 90% for pap
smear) except mammography, in which those with some college
education had the highest screening rates (90%). Of African
American women, 84% were up to date on colonoscopy, 86% are
up to date on mammography and 90% were up to date on pap tests.

Table 3. Baseline in-person open ended question themes and follow-up open ended question themes.

What attracted you to the table? [ have/had cancer; | know someone who has/had cancer; General information
about cancer; Just walking through the health fair; Wanted free giveaways;

Mount Sinai logo; Color of the table; More than one of the categorized reasons

No/ (Yes — specific type); Breast; Cervical; Colorectal; Prostate; Lung; Uterine;
Stomach; Skin; Multiple specific types

Were you interested in a specific cancer?

Is there any information that you were seeking that we are missing? Yes —another cancer (e.g, lung cancer); Yes — another non-cancer disease

(e.g, diabetes); No; Support groups; Progress in curing cancer

How would you summarize the points of the materials? Participant could remember at least 1 point from the material; Participant gave
general positive response (e.g, informative), but did not remember specific
points;

Participant did not read the material; Participant could not remember material

What did you like about the material that you received? Good readability; Exam picture diagrams (e.g, Self Breast Exam); Informative;

Easy to understand; Does not remember anything specific
No; Breast cancer; Self-breast exam; Cancers in men

Was there a specific pamphlet or information sheet that you really liked?
If yes, which one(s)?
What did you not like about the material that you received? Did not dislike anything; Would like more information about other cancers;

Too wordy; Did not remember

No/Yes

Wife; Husband; Daughter; Son; Sibling; Mom; Dad; Other family member(s);

Friends(s); Coworkers(s); Neighbors(s); Fiancé(e) ; Strangers

Why? Normal practice; Thought it would be generally informative for another person;
The person they shared with has/had cancer; The person they shared with
knows someone who has/had cancer

Gave them the pamphlet; Spoke with them about the information; Both

Was the information shared?
Who did you share the information with?

How did you share the information?
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Sharing information received

As reported by the follow up participants, 45% reported shar-
ing the information they received at the health fair (Tables 5 and 6
summarizes sharing behaviours). Participants who read the
brochure (60%) shared the information more than those who did
not (11%) (P<0.001). Participants who could summarize at least
one point from the material (72%) shared the information more
often than those who could not (50%). Men, though a small sam-
ple, shared the information more than women (58% men versus
41% women). Married participants were more likely to share
(58%) than single (44%) and divorced (16%) participants. There
were minor differences based on education; 50% of participants
who had completed high school and some college, and 45.5% of
participants who had completed college or post graduate studies
shared the information.

Participants who thought the information might be informative
to another person (59%) were more likely to share it. The informa-
tion received was mostly shared by giving out the brochures
(33%), telling others about the information (30%), or doing both
(37%). Information was more likely shared among close friends
and family (78%) than with co-workers and strangers (11%).

_\epress

Discussion

Providing cancer screening information to members of low
income and racial minority groups is important as these groups
bear a large cancer mortality burden. This study found that health
fair participants who read cancer prevention material shared the
information with other members of underserved communities that
were not present at the fair at statistically significant rates. Overall,
information was disseminated without prompting, suggesting the
reach of healthcare fairs extends beyond the people who visit the
fair. The results of our study revealed statistically significant dif-
ferences in sharing information between individuals who read the
brochure and those who did not (P<0.001). Individuals who read
the brochure and found it to be informative were more likely to
share than those who did not. This allowed for information to be
propagated to others in their individual communities. More
resources should therefore be put towards educating individuals
from underserved communities to help augment the cancer screen-
ing gap that exists in underserved communities.

While the cancer screening gap between black, Hispanic and
white Americans has been reduced for most cancers, there exists a
strong association between education, income, screening rates, and
outcomes.'>1¢ Data from 1988-2015 shows that black Americans

Table 4. Baseline cancer screening adherence rates: demographic and behavioral patterns.

Total 11 7(64) 63 52 (83) 86 72 (84) 7 65 (84)
Why patrons approached table
Seeking information 5 3 (60) 26 24 (92) 35 31 (89) 32 28 (88)
Browsing through the fair 3 3 (100) 12 7(58) 18 14 (78) 14 12 (86)
Free giveaways 1 1 (100) § 5 (100) 6 4 (67) 6 3 (50)
Have or had cancer 0 0 (0) 3 2 (67) 4 4 (100) 4 4 (100)
Other 4 0(0) 17 14 (100) 23 19 (83) 21 18 (86)
Race
African American 7 5(72) 49 41 (84) 64 55 (86) 56 50 (90)
White 0 0(0) 2 2 (100.0) 2 1(50) 1 1 (100)
American Indian/Alaska Native 0 0 (0) 2 1(50) 4 2 (50) 3 1(33)
Asian 0 0(0) 1 1 (100) 2 1 (50) 2 2 (100.0)
Other 4 2 (50) 9 7(78) 14 13 (93) 15 11 (73)
Ethnicity
Hispanic 7 4 (57) 7 5 (1) 13 13 (100) 14 11 (79)
Non-Hispanic 3 3 (100) 51 42 (82) 66 56 (85) 57 52 (91)
Refused to answer 1 0 (0) 5 5 (100) 7 3 (43) 6 2 (33)
Education
Completed High School 3 3 (100) 17 15 (88) 25 21 (84) 20 18 (90.0)
Some college 0 0(0) 16 13 (81) 20 18 (90) 20 16 (80.0)
Completed college 0 0(0) 13 8 (62) 18 14 (78) 17 15 (88)
Other 8 4 (50) 17 16 (94) 23 19 (83) 27 16 (60)
Has a regular provider
Yes 10 7(70) 61 50 (82) 83 70 (84) 74 62 (84)
No 1 0(0) 2 2 (100) 3 2 (67) 3 3 (100)
Knows someone who has had cancer
Yes 11 7(64) 55 46 (84) 75 64 (85) 68 60 (88)
No 0 0(0) 6 4 (67) 9 8 (89) 7 5(T1)
No answer given 0 0(0) 2 2 (100) 2 0(0) 2 0(0)
Patrons interested in a specific cancer
Yes 8 5 (63) 32 28 (88) 38 31 (82) 39 34 (87)
No 2 2 (100) 29 22 (76) 42 35 (83) 33 26 (79)
No answer given 1 0 (0) 2 2 (100) 6 6 (100) 5 5 (100)

Adherence = Yes (and within recommended timeframe); Colonoscopy: every 10 years from 50 years and older; 3 excluded for missing dates; Clinical breast exam: every one to three years starting at age 20 and every
year starting at age 40*; Mammograms: every 2 years for women age 40 to 75*; Pap smear: every three years for women ages 21 to 65*. *Women who did not remember year of screening test marked as non-adherent.
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have consistently lagged by 11-14% in college degree attainment
behind their non-Hispanic white peers, and Hispanics lag behind
black Americans.!” Black and Hispanic Americans are more often
impoverished (poverty rate of 26% for blacks vs. 10% for non-
Hispanic whites) and are more likely to live in isolated poverty
neighbourhoods, which sociologists believe leads them to experi-
ence a double burden of poverty.'®1° In New York City, six out of
the seven districts with concentrated poverty rates of greater than
50% are comprised of black or Hispanic populations.?? The strong
association between education level/income and screening adher-
ence suggests a need for continued health screening education in
low income and minority neighbourhoods. And with increased
mortality rates in these communities, one might argue that screen-
ing rates need to be highest in these communities, in addition to
improving access to follow-up care.

Although closing knowledge gaps in preventative screening
recommendations is a key barrier to care in underserved commu-
nities, other barriers must be overcome in order to improve cancer
mortality and the mortality disparity between underprivileged
groups and their more privileged peers. For example, despite
equivalent breast cancer screening rates, black women continue to
die at higher rates from breast cancer than white women due to fac-
tors such as delayed diagnosis and treatment: According to the
C.D.C., even when they have similar insurance coverage, 20% of
black women with an abnormal mammogram wait more than 60
days for a diagnosis, compared with 12 percent of white women.
And 31 percent of black women wait 30 days to begin treatment,
compared with 18 percent of white women.? Teaching patients to be
better advocates for themselves once they have entered into the
healthcare system demonstrates a potential future focus for health
fair prevention tables in underserved communities.

Using the demographic information collected (even though we
did not have information for all participants that visited the fair), it
was unfortunate to see that few black men visited our cancer pre-
vention table given the dismal statistics for black men in regards to
cancer: black men have both the highest cancer incidence and mor-
tality rates in this country.?! Black men who participated however

Table 5. Follow-up questionnaire responses.

Read information?

showed a higher propensity to share information than their female
counterparts. The lack of men may be tied to the expanded role of
black women as providers and caretakers in their communities: in
nearly 44% of black families with children, a woman is the primary
breadwinner. This includes both families headed by working single
mothers and married-couple families in which the wife works and
the husband does not.... In contrast, across all racial and ethnic
groups, female breadwinner families represent only 24% of all
families with children.?? Unlike women in many other communi-
ties, black women play a pivotal role in supporting their families.
Still, given the mortality burden of black men in the U.S, it is
important for future studies to find appropriate ways to engage
them and foster healthcare awareness.

There were several limitations to this study. First, while past
research supports the use of self-reporting, using self-reported sur-
veys to assess cancer screening adherence in our study may not
accurately reflect screening behavioural patterns of participants.??-
25 Participants may incorrectly remember screening dates and/or be
subject to social desirability bias, in which responses are tailored
in a way interviewees believe will be viewed favourably by the
interviewer. Promisingly, the reported screening rates met or
exceeded the Healthy People 2020 goals, with the exception of pap
smear and male colonoscopy (mammogram 81.1%, cervical 93%,
colonoscopy, 70.5%).26

Additionally, high screening rates among participants of this
study may also be because those with prior experience of the perils
of cancer could have had a higher interest in approaching a table
with preventative cancer information. We attempted to attract other
health fair participants without cancer specific experience by offer-
ing free giveaways such as reusable shopping bags, pens, pill hold-
ers, mirrors, t-shirts, and hats.

Also, the educational attainment of our sample also exceeds
national averages. For example, 17.4% of our sample reported
completing advanced post-graduate studies, while the national rate
of black and Hispanic Americans who have completed advanced
post-graduate work is 8.2% and 4.7% respectively. This may be
due to the health fair’s location in New York City, a large

Yes (N=42) 25 (60) 17 (41)

No (N=18) 2(11) 16 (89)
Summarize at least one point from material?

Yes (N=18) 13 (72) 5(28)

No (N=24) 12 (50) 12 (50)
Reports liking a specific pamphlet or brochure?

Yes (N=T) 5(71) 2(29)

No (N=35) 20 (57) 15 (43)
Gender

Male (N=12) 7(58) 5 (42)

Female (N=48) 20 (42) 28 (58)
Marital Status

Single (N=36) 16 (44) 20 (56)

Married (N=12) 7(59) 5 (42)

Divorced (N=6) 1(17) 5(83)

Other (N=6) 3 (50) 3 (50)
Education Level

Completed HS (N=12) 6 (50) 6 (50)

Some College (N=16) 8 (50) 8 (50)

Completed College or Post-Grad (N=22) 10 (46) 12 (54)

Other (N=9) 5 (56) 4 (44)
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metropolitan area, even though these health fairs were conducted
in low income neighbourhoods. Future health fairs could tease out
this potential bias by conducting fairs in rural areas or in closer
proximity to specific government housing projects in order to
reach a greater number of underserved people with the demograph-
ics of our target audience.

Since our enrolment was conducted via a convenience sample
that was racially homogenous and in a very specific urban setting,
results may not be generalizable to other populations. In addition,
health fair productions are unregulated and unstandardized, and
though our table had the same set-up for the different fairs, the
ambience of each fair was different leading to external factors that
potentially affected participant’s participation or recruitment — for
example, at a few fairs, the music was loud, impeding the ability to
conduct surveys.

Finally, the attrition rate of the people who agreed to the follow
up could be seen as a set-back to our study. There may be system-
atic differences between the participants lost to follow-up and
those who responded. Despite these limitations, our study was able
to analyse the effectiveness of health fairs in disseminating cancer
screening information.

Conclusions

In conclusion, this paper demonstrates the effectiveness of
healthcare fairs in spreading cancer screening information among
minority and underserved populations (i.e., low income and racial
minority groups). When addressing cancer mortality, social deter-
minants of health (especially education and economic stability)
cannot be ignored and a close look at these social determinants
should yield a more thorough understanding of how to reduce mor-
tality in low income and racial minority communities. However
since early detection is known to save lives, it is important that we
continue to find ways to advance cancer prevention education in
these communities. Future studies should investigate whether par-
ticipants will share information at higher rates when they are
explicitly encouraged to distribute the information.

This project was fairly easy to implement at a low cost to orga-
nizers. As these health fairs were open for people to freely enter

Table 6. Follow-up distribution of preventative screening material.

What patrons who read and shared liked about brochures? (N=25)

Informative 60

Easy to understand 17

Good readability 10
Why people shared information? (N=27)

Thought it would be informative for another person 59

Normal practice 19

Person they shared it with has/had cancer 11

Person they shared it with knows someone who has/had cancer 11
How did they share it? (N=27)

Gave pamphlet 33
Spoke to person about information 30
Did both 37

Shared with whom? (N=27)

With family and friends (husband, daughter, siblings) 78 (74)

Co-workers 11

Strangers 11
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and leave, education and socioeconomic status were not barriers to
participation. Future health fairs could also highlight access to
more educational programs and on-site screenings to further
enhance patient care in underserved communities.
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