Health Inequities in Boston
Black:White disparities in breast cancer mortality have been documented in large cities
nationwide, including Boston, Massachusetts. 1 In the 2001-2012 time period, Black
women in Boston had a breast cancer mortality rate of 31.1 per 100,000 population
compared to 24.8 per 100,000 population among White women. 2 The historical trend
has been that White women are more likely to be diagnosed with breast cancer, but
recent data suggests the incidence rate of breast cancer for Black women is approaching
that of White women.1,3 This will likely result in a worsening disparity if nothing is done
to intervene.
Leading factors of breast cancer racial disparities include1:
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Despite the fact that mammography remains the most effective method for detecting
cancer at the earliest, most treatable stage, many minority and medically underserved
women remain unscreened or are screened infrequently, and thus are at risk for late
stage diagnosis and for increased mortality from breast cancer.4 Given the variation in
screening mammography recommendations, it is important that women have the
opportunity to discuss their options for early detection taking personal risk factors for
breast cancer into account.

Barriers to Mammogram Screenings
In a meta-analysis of eight studies, the leading barriers to breast cancer screening
among Black, Hispanic, and Asian women were:
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Logistical Barriers:
-Language differences4
-Transportation4
-Insurance5
-Cost6
Personal Barriers:
-Fear of pain or embarrassment4,7
-Fear of bad news6
-Having misinformation8
-Not feeling any breast problems10
Provider-related Barriers
-No provider recommendation9
-Unaware of screening necessity10
-Low health literacy4,11

Provider’s Role

Depending on age, women are 4-12
times more likely to have had a
mammogram performed if their
physicians discussed it with them.12

Women who have a gynecologist
are 4 times more likely to have
regular adherence to screening
guidlines than those without.13

Without a physician
recommendation, Black women
are 28.6% less likely to receive a
mammogram screening than
Caucasian women.14

Discuss breast health with
female patients of all ages.

Connect patients to an
OB/GYN.
Recommend that patients
over 40 receive a
mammogram on a routine
basis.

Why is the Van right for your patients?
Dana-Farber's Mammography Van launched in
April 2002 as a joint venture between the
Dana-Farber Cancer Institute and the City of
Boston and is the only mobile mammography
van in Massachusetts. The Van seeks to reduce
breast cancer morbidity and mortality,
improve access to culturally competent care,
and address health inequities experienced by
minority populations in Boston.
- Any woman who is medically eligible is screened, though priority populations include
low-income, elderly, immigrant, and non-English speaking women.
- The van travels 3-4 days per week year-round, serving community-based
organizations and health centers across the greater Boston area.
- Board-certified mammography technologists from Dana-Farber and radiologists from
Brigham and Women’s Hospital perform the exams and interpret the films.
- Patients can speak with a breast health educator regarding routine screening, steps
to reduce their risk of developing breast cancer, and to address fear and lack of
knowledge associated with the procedure and results.
- Van staff is diverse and bilingual which helps to ensure a culturally competent
experience for the patient.
- By bringing Dana-Farber's services directly to priority neighborhoods where women
live and work, the Van breaks down cultural, linguistic, financial, and logistical
barriers for those least likely to obtain one.
- The Van serves as a point-of-entry into the health care system. Women who lack
insurance or a primary care provider are connected to our partnering health centers
and are assisted in applying for coverage.
Dana-Farber's Mammography Van provides a convenient and effective way for women to
continually monitor their breast health. By connecting patients to primary care physicians
and health insurance coverage and by ensuring patients receive timely and quality followup services, the van is helping women achieve a higher level of overall health care.
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