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of the Experience Matter?
Sze Y. Liu, M.P.H. and Melissa A. Clark, Ph.D.

Abstract

Background: Women with disabilities (WWD) face significant barriers accessing healthcare, which may affect
rates of routine preventive services. We examined the relationship between disability status and routine breast
and cervical cancer screening among middle-aged and older unmarried women and the differences in reported
quality of the screening experience.
Methods: Data were from a 2003–2005 cross-sectional survey of 630 unmarried women in Rhode Island, 40–75
years of age, stratified by marital status (previously vs. never married) and partner gender (women who partner with men exclusively [WPM] vs. women who partner with women exclusively or with both women and
men [WPW]).
Results: WWD were more likely than those without a disability to be older, have a high school education or
less, have household incomes $30,000, be unemployed, and identify as nonwhite. In addition, WWD were
less likely to report having the mammogram or Pap test procedure explained and more likely to report that
the procedures were difficult to perform. After adjustment for important demographic characteristics, we found
no differences in cancer screening behaviors by disability status. However, the quality of the cancer screening
experience was consistently and significantly associated with likelihood of routine cancer screening.
Conclusions: Higher quality of cancer screening experience was significantly associated with likelihood of having routine breast and cervical cancer screening. Further studies should explore factors that affect quality of
the screening experience, including facility characteristics and interactions with medical staff.

Introduction

A

26 MILLION WOMEN in the United States
have a disability.1 Disability covers a wide range of impairments, and it can generally be defined as the presence
of a limitation in activity or function caused by a biological
or psychological condition.2 Because of these limitations,
women with disabilities (WWD) may face unique challenges
in accessing routine preventive healthcare services, such as
cancer screenings. These barriers include attitudes of healthcare providers, communication difficulties with healthcare
providers, and lack of provider knowledge about disabilities, lack of transportation, and inaccessible equipment and
facilities.3–9 Such barriers may be some of the reasons why
WWD are less likely to have routine cancer screenings and
be at higher risk of late-stage cancer than women without
disabilities.9,10
PPROXIMATELY

Cervical cancer screening by Pap tests and breast cancer
screenings by mammography are widely acknowledged as
effective methods for the early detection of cancer and are
recommended as routine screening. 11 However, disparities
in adherence to recommended cancer screening rates are
clearly evident among older women and those with severe
disabilities. 5,12–14 A report from the U.S. Centers for Disease
Control and Prevention (CDC)15 indicated that older women
with a disability were less likely to participate in breast cancer screening compared with women in other age groups.
Older women who are unmarried may be particularly at
risk for lower rates of cancer screening. The high rates of disability among older unmarried women16 may further exacerbate existing barriers to cancer screening that these women
already face because of their age and marital status. According to previous research, older unmarried women are
less likely than married women to obtain regular screening
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tests for cervical cancer,17 although older unmarried women
who are sexually active have an increased risk of cervical
cancer compared with older married women.18 In addition,
older unmarried women are also more likely than their married counterparts to be diagnosed with higher stages of
breast cancer and have increased risk for mortality after a
diagnosis of breast cancer.19 Similarly, unmarried women are
less likely than married women to obtain regular screening
for cervical cancer.20 Despite this, no published study has
systematically examined how disability status affects routine
cancer screening practices specifically in a population of
middle-aged and older unmarried women. The underuse of
routine breast and cervical cancer screening among this population indicates the need to identify specific barriers to participation.
We examined how breast and cervical cancer screening
differed by disability status among a sample of unmarried
women aged 40–75 years. Because an individual’s decision
to continue seeking care21 is influenced by quality of care,
we investigated how quality of the screening experience may
influence the relationship between disability and likelihood
of routine screening. Increasing the routine screening rates
in a growing subpopulation of women who have historically
been underserved could lead to substantial reductions in
cancer morbidity and mortality.11,22–24
Materials and Methods
Study sample
Data for this analysis were from the Cancer Screening Project for Women (CSPW), a 2003–2005 survey examining the
cancer screening practices of unmarried women. The sample consisted of women 40–75 years old who received the
majority of their healthcare in Rhode Island and had never
been diagnosed with cancer other than nonmelanoma skin
cancer. The survey was developed in a three-step process:
(1) review of existing instruments, (2) focus groups,25 and (3)
cognitive-based testing.26 Women were recruited through
community events, health fairs, mailings and fliers, personal
networks, and print media.27 Participants were randomly assigned to receive a self-administered mailed questionnaire,
a computer-assisted telephone interview, or a computer-assisted self-interview.28 Each participant was asked two questions regarding disability: (1) Do you consider yourself to
have a disability? and (2) Do others consider you to have a
disability? We limited the analyses to participants who answered these two questions (n  597). A participant was considered to have a disability if she considered herself to have
a disability or if she reported others considered her to have
a disability. This project was approved by the Brown University Institutional Review Board.
The main outcome variables of interests were self-reported
participation in routine cervical cancer screening by Pap
tests, routine breast screening by mammograms, and onschedule screening for breast and cervical cancer using standard definitions from the National Cancer Institute (NCI).
Routine cervical cancer screening was defined as having two
Pap tests within the last 6 years—one Pap test within the last
3 years and an earlier Pap test within 3 years prior. Routine
breast screening was defined as having two mammograms
within the last 4 years—one mammogram within the last 2
years and an earlier mammogram within 2 years prior. On-
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schedule cancer screening was defined as having both routine Pap tests and routine mammograms.
The main exposure variable of interest was quality of the
cancer screening experience. We created three different variables to quantify the quality of the mammogram experience,
the Pap test experience, and a variable summarizing the
mammogram and Pap test screening experiences. Participants who had more than one mammogram were asked how
often the procedure was explained and whether their privacy was respected during the procedure. Responses of “All
or most of time” were scored as 1, and responses of “None
or some of time” were scored as 0. Participants with more
than one mammogram were also asked whether the test was
difficult to perform “All or most of time” (score  0) or
“None or some of time” (score  1). Similarly, women who
reported more than one Pap test in their lifetime were asked
questions about how often their privacy was respected, if the
procedure was explained, and if the Pap test was difficult to
perform. The item-to-scale correlation was generally high for
all three summary scales (0.50–0.74 for the quality of the
mammogram, 0.56–0.81 for the quality of the Pap test, and
0.44–0.70 for the quality of the mammogram and the Pap
test). A median split was used to create three dichotomous
variables from the sum of the scores: quality of mammogram
(3, 3), quality of Pap test (3, 3), and quality of mammogram and Pap test (6, 6).
Using the Anderson and Newman framework,29 we selected characteristics considered to be potential determinants
of screening behavior. Such factors as poverty, unemployment, lack of health insurance, and lower educational level
have consistently been found to pose barriers to cancer
screening29,30 and may potentially be associated with disability status. Health behaviors, including physical inactivity, current cigarette consumption, and not having seen a
physician within the past year, have also been associated
with lack of recent mammogram or Pap test.30 Marital status and partner preference may also be potential confounders in the relationship between disability and cancer
screening. Not having a recent mammogram or a recent Pap
test is associated with not being currently unmarried.30,31 In
addition, women who are sexual minorities have a higher
risk for health limitations compared with exclusively heterosexual women32 and may also be less likely to be screened
for cancer. These variables were grouped as predisposing
characteristics, enabling resources, and personal health practices.
Predisposing characteristics included age (40–49, 50–69,
70–75 years), race (white non-Hispanic vs. nonwhite), history of breast, cervical, or colon cancer in a first-degree relative (yes vs. no), and current employment status (employed
vs. not employed). Based on the participants’ reported marital status and partner gender status, women were allocated
into one of six marital status/partner gender strata: (1) never
married women who partner with women (WPW) or with
either women or men (hereafter referred to as WPW), (2) previously married WPW, (3) never married women who partner with men (WPM), (4) previously married WPM, (5) never
married women with no partner preference (NPP), and (6)
previously married NPP. Strata (5) and (6) included women
who reported no interest in having a partner and refused to
select the gender of a potential future partner. As characteristics of NPP were comparable to those of WPM we com-
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bined these two strata with WPM for all analyses. Enabling
resources included the following binary variables—income
($30,000 vs. $30,000) and health insurance (yes vs. no).
Moreover, we created a health behavior index to capture personal health practices by summing the number of healthy
behaviors (out of 5) reported by participants: never smoke
at least 1 cigarette per day or 7 cigarettes per week, has never
had a lifetime drinking problem, does strength/flexibility exercise at least once per week, does aerobic activity at least 1
hour per week, and reported going to a primary care physician for a routine checkup once a year or less. A higher score
indicated the participant engaged in more health behaviors.
Statistical analyses
Descriptive analysis was conducted to characterize
women with and without disabilities. Significant differences
between these two groups were reported with the chi-square
test. We used logistic regression analysis to examine the association between disability status and likelihood of having
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routine mammograms, routine Pap tests, and on-schedule
testing for Pap test and mammogram. Goodness of fit was
assessed for all logistic models with the Hosmer-Lemeshow
test. Statistical significance was set at a two-sided 0.05 alpha
level. All analyses were performed using Statistical Analysis Software (SAS 9.13, Cary, NC).
Results
Almost one third (28%) of our sample had a disability.
WWD were significantly more likely than women with no
disabilities (WND) to be a racial minority, to be older, and
have less education and less household income (Table 1).
WWD were also more likely to report having previously
been married and to partner with men or have no partner
preference. Similar proportions of women with and without
a disability had health insurance (86% vs. 89%, p  0.43), although a higher proportion of WWD compared with WND
reported having a routine physical examination at least once
a year (84% vs. 74%, p  0.006).

TABLE 1. SOCIODEMOGRAPHIC CHARACTERISTICS OF CANCER SCREENING
PROJECT FOR WOMEN PARTICIPANTS BY DISABILITY STATUS

Total
Age
40–49
50–69
70–75
Level of formal education
High school or less
Some college or technical training
College degree or more
Refused/missing
Race/ethnicity
White nonHispanic
Nonwhite
Refused/missing
Marital status/partner preference
Never married WPW
Previously married WPW
Never married WPW/NPP
Previously married WPW/NPP
Working full-time or part-time
Yes
No
Refused/missing
Household incomeb
$30,000
$30,000
Refused/missing
Currently has health insurance
Yes
No
Refused/missing
Routine physical examination once a year
Yes
No
aWWD,
bWald

WWD
n (%)

WND
n (%)

166 (27.8)

431 (72.2)

55 (33.1)
92 (55.4)
19 (11.5)

197 (45.7)
212 (49.2)
22 (5.1)

55
52
58
1

37
108
286
0

(33.1)
(31.3)
(34.9)
(1.0)

(8.6)
(25.1)
(66.4)
(0)

p valueb

0.002

0.0001

91 (54.8)
73 (44.0)
2 (1.2)

349 (81.0)
80 (18.6)
2 (1%)

0.0001

19
17
48
82

120
49
117
145

0.0001

(11.5)
(10.2)
(28.9)
(49.4)

(27.8)
(11.4)
(27.2)
(33.6)

49 (29.5)
115 (69.3)
2 (1.2)

370 (85.9)
60 (13.9)
1 (1.0)

0.0001

122 (73.5)
25 (15.1)
8 (4.8)

110 (25.5)
199 (46.2)
20 (4.6)

0.0001

143 (86.1)
21 (12.7)
2 (1.2)

385 (89.3)
44 (10.2)
2 (1%)

0.43

140 (84.3)
113 (26.2)

318 (73.8)
26 (15.7)

0.006

women with disabilities; WND, women with no disabilities.
chi-square test comparing WWD with WND.
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Frequency of breast and cervical cancer screening
Approximately 94% of the women in our sample reported
ever having a mammogram, and 85% had a recent mammogram. This exceeds the Healthy People 2010 goals of 80%
and 70%, respectively.22 In addition, 60% of the participants reported a routine mammogram. Similarly, the proportion of women who ever had a Pap test and had a recent
Pap test approximated the Healthy People 2010 goal of 97%
and 90%, respectively.
Despite the overall high rates of breast and cervical cancer screening, there were important differences in Pap test
use by disability status. WND were significantly more likely
than WWD to report having a recent Pap test (OR  2.70,
95% CI  1.68-4.35) and a routine Pap test (OR  2.12, 95%
CI  1.43-3.13). In addition, we found that WWD were more
likely to be off-schedule for both of these cancer screenings
compared with WND (OR  1.95, 95% CI  1.15-3.30) (Table
2). However, the differences in breast and cervical cancer
screening between women with and without disability were
no longer significant after adjusting for demographics and
health behavior characteristics (adjOR for routine mammogram  1.28, 95% CI  0.80-2.06; adjOR for routine Pap
test  1.45, 95% CI  0.78-2.69, respectively).
There is some evidence that WWD and WND face different types of barriers to care, based on the different reasons

TABLE 2.

given for putting off or avoiding cancer screening (Fig. 1). A
higher proportion of WWD compared with WND reported
transportation (14% vs. 5%, p  0.001) and medical problems
(12% vs. 2%, p  0.001) as reasons for putting off or avoiding cancer screening, by self-reported disability status. There
was no statistically significant difference between the proportions in the two groups reporting having difficulty getting someone to care for persons dependent on their care or
in difficulty taking time off from work.
Quality of screening experience
Among those who had more than one mammogram, a
higher proportion of WND compared with WWD reported
having their privacy respected and having the procedure explained all or most of the time. Similarly, a higher proportion of WND compared with WWD reported having their
privacy respected and having the Pap test explained all or
most of the time. In addition, WWD reported more difficulty
with the mammogram and Pap test. Approximately 40% of
WWD described the mammogram and 25% described the
Pap test as being difficult to perform all or most of the time
(Fig. 2).
Positive quality of the cancer screening experience was associated with increased likelihood of engaging in routine Pap
test (adjOR  1.89, 95% CI  1.18-3.03) and being on-sched-

CANCER SCREENING RATES

AMONG

CSPW PARTICIPANTS
CSPW participants

HP 2010
goals (%)

Total
n (%)

Ever mammogram
Yes
80
561 (94)
No
33 (6)
Recent mammogram
Yes
70
509 (85)
No
88 (15)
Routine mammogram
Yes
—
388 (65)
No
—
209 (35)
Ever Pap testa
Yes
97
587 (98)
No
6 (1)
Don’t know/Refuse
4 (1)
Recent Pap testa
Yes
90
514 (86)
No
—
83 (14)
Routine Pap test
Yes
—
446 (75)
No
—
151 (25)
On-schedule for breast and cervical screening (n  597)
Both on-schedule
356 (60)
Either one off-schedule
168 (28)
Both off-schedule
73 (12)
On-schedule for breast, cervical, and colorectal screening (n  345)
All on-schedule
272 (46)
At least one off-schedule
300 (50)
All off-schedule
25 (4)
aIncludes

women without a uterine cervix.

WWD
n (%)

WND
n (%)

Unadjusted OR
(95% CI)

155 (93)
10 (6)

406 (94.2)
23 (5.4)

Reference
1.14 (0.53, 2.45)

136 (82)
30 (18)

373 (87)
58 (13)

Reference
1.42 (0.88, 2.30)

102 (61)
64 (39)

286 (66)
145 (34)

Reference
1.24 (0.85, 1.79)

160 (96)
4 (2)
2 (1)

427 (99)
2 (1%)
2 (1%)

Reference
5.34 (0.97, 29.42)
5.34 (0.48, 59.26)

127 (77)
39 (23)

387 (90)
44 (10)

Reference
2.70 (1.68, 4.35)

106 (64)
60 (36)

340 (79)
91 (21)

Reference
2.12 (1.43, 3.13)

90 (54)
47 (28)
29 (17)

266 (62)
121 (28)
44 (10)

Reference
1.15 (0.76, 1.74)
1.95 (1.15, 3.30)

42 (38)
58 (52)
11 (10)

96 (41)
124 (53)
14 (6)

Reference
1.07 (0.66, 1.73)
1.80 (0.75, 4.28)
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FIG. 1. Reasons for putting off or avoiding cancer screening by self-reported disability status, Cancer Screening Project
for Women, 2003–2005.

ule for both breast and cervical cancer screening (adjOR 
1.82, 95% CI  1.18-2.81). In addition, age was associated
with routine breast and cervical cancer screening but in different directions. Women who were older were more likely
to report routine mammograms but less likely to report routine Pap test. Although tests for interaction between quality
of cancer screening experience and disability status were not
significant (p  0.49 for routine Pap test, p  0.53 for mammogram, p  0.43 for on-schedule for both tests), there is
some evidence that associations between cancer screening
and disability status are stronger for those with high-quality cancer screening experiences (Table 3). Among the participants with high-quality cancer screening experience, the
skewed confidence interval suggests that the odds of WND
having routine mammogram, routine Pap test, and being onschedule for both tests were higher than those of WWD.
We conducted a sensitivity analysis to see if the results for
the model with the routine Pap test outcome and the model
with on-schedule screening for breast and cervical cancer
would differ if the sample was restricted to women with no
hysterectomy. Similarly, we assessed whether modes for re-

cruitment or modes of survey completion affected parameter estimates in all three models. No significant changes in
the parameter estimates (10%) were noted in any of the
models in the sensitivity analysis. For these reasons, the final models do not include mode of recruitment or mode of
survey completion.
Discussion
Since 1995, the Rhode Island Women’s Cancer Screening
Program has provided no-cost Pap tests and mammograms
to eligible women in the state.33 This has undoubtedly contributed to Rhode Island’s having the highest percentage of
women in the nation getting screening mammograms.33 Although WWD still had lower rates of routine mammogram
and Pap tests in our unadjusted analyses, these differences
were not noted once we adjusted for demographic characteristics. This indicates that the differences in routine mammogram and Pap tests rates between these two groups can
be explained by the confounding influence of sociodemographic and health behavior characteristics. Consistent with

FIG. 2. Proportion of women reporting specific indicators of quality of cancer screening experience, by disability status
and type of screening, Cancer Screening Project for Women, 2003–2005.

1326
TABLE 3.

LIU ET AL.
ADJUSTED ODDS

FOR

ROUTINE

AND

ON-SCHEDULE BREAST, CERVICAL,

AND

COLORECTAL CANCER SCREENING

Routine screening

Total
Health behavior index
Quality of cancer screening experience
High
Low
Has a disability
Yes
No
Age, years
40–49
50–69
70–75
Level of formal education
High school diploma or less
Some college or technical training
College degree or more
Race/ethnicity
White Non-Hispanic
Nonwhite
Marital status/partner preference
Never married WPW
Previously married WPW
Never married WPM/NPP
Previously married WPM/NPP
Working full-time or part-time
Yes
No
Household income
$30,000
$30,000
Currently has health insurance
Yes
No
First-degree relative with breast cancer
Yes
No
Don’t know
First-degree relative with cervical cancer
Yes
No
Don’t know

On-schedule screening

Mammogram

Pap test

Mammogram and Pap test

471
1.06 (0.87, 1.30)

531
1.25 (1.03, 1.53)*

456
1.08 (0.90, 1.30)

1.28 (0.80, 2.06)
Reference

1.89 (1.18, 3.03)
Reference*

1.82 (1.18, 2.81)
Reference*

Reference
0.78 (0.40, 1.52)

Reference
1.45 (0.78, 2.69)

Reference
1.19 (0.67, 2.13)

Reference*
2.74 (1.65, 4.54)
2.63 (0.99, 6.96)

Reference*
0.85 (0.51, 1.42)
0.24 (0.10, 0.55)

Reference*
1.64 (1.03, 2.61)
0.55 (0.24, 1.26)

Reference
1.35 (0.65, 2.81)
1.45 (0.70, 2.98)

Reference
1.73 (0.88, 3.41)
2.05 (1.04, 4.04)

Reference
1.40 (0.70, 2.80)
1.58 (0.80, 3.10)

2.13 (1.24, 3.65)
Reference*

1.03 (0.59, 1.78)
Reference

1.46 (0.87, 2.46)
Reference

Reference
1.19 (0.50, 2.83)
1.34 (0.66, 2.73)
1.02 (0.53, 1.97)

Reference
1.29 (0.52, 3.18)
0.96 (0.47, 1.96)
1.02 (0.51, 2.04)

Reference
1.57 (0.70, 3.53)
1.16 (0.61, 2.20)
1.16 (0.63, 2.13)

1.15 (0.60, 2.23)
Reference

0.46 (0.24, 0.88)
Reference*

0.68 (0.37, 1.24)
Reference

Reference
1.36 (0.72, 2.55)

Reference*
2.24 (1.24, 4.05)

Reference
1.65 (0.94, 2.87)

1.34 (0.60, 2.96)
Reference

1.41 (0.71, 2.79)
Reference

1.32 (0.64, 2.72)
Reference

1.42 (0.76, 2.65)
Reference

NA
Reference
NA

1.28 (0.73, 2.23)
Reference

NA
Reference
NA

1.54 (0.65, 3.66)
Reference

0.71 (0.35, 1.47)
Reference

a

a

a

a

*p value for Wald chi-square test,  0.05.
aNot computed because of small sample size.

published reports, disability was associated with indicators
of socioeconomic disadvantage, such as unemployment,
lower education, and lower income.34,35
Whereas most studies have suggested WWD have lower
cancer screening rates compared with WND,36–40 several
have found no overall differences between the two
groups.34,41,42 We found that type of cancer screening mattered. WWD and WND had comparable breast cancer screening. The proportion of middle-aged and older unmarried
women in our sample who received mammograms at the
recommended intervals was higher than previously reported
in the literature8,43 and exceeded the Healthy People 2010 national objectives.44 This differs from other studies that reported that women with mental health or cognitive prob-

lems were less likely to attend breast screening.45,46 In contrast, WWD in our study had lower rates for all measures of
cervical cancer screening compared with WND, similar to
previously reported results.40 In particular, the gap between
the desired and actual proportion of WWD who reported a
Pap test within the last 3 years was significant, falling below
the Healthy People 2010 goal.44
It is crucial to understand the series of steps that contribute to successful participation in routine and on-schedule
cancer screening. These include receiving and acting on appropriate information about cancer screening, adequate
transportation and assistance to the cancer screening facility, and having the healthcare professional perform the examination with minimal pain or patient discomfort. In ad-

ROUTINE CANCER SCREENING AMONG UNMARRIED WOMEN
dition, similar to other studies, we found that reasons for
putting off or delaying a routine cancer screening included
transportation and taking time off from work.47,48 Previous
research has documented how such entry barriers lead to
limited uptake of preventive care services among WWD.5,49
For example, healthcare clinicians may erroneously assume
that disability limits a woman’s sexual activity and not provide adequate patient education about cancer screening.5 A
previous study found that WWD did not have routine gynecological cancer screening services despite having seen a
general healthcare provider within the last 6 months.50 Similarly, a high proportion of women in our sample had a current primary care provider (91%, data not shown), but the
proportion of our sample reporting routine Pap tests was
still below the national objectives.
Beyond entry barriers, all WWD may experience other difficulties with the procedure and the cancer screening experience itself. Communication difficulties, difficulties with the
screening experience, and staff attitudes contribute to the
quality of the cancer screening experience, especially for
WWD. Factors that contribute to the quality of the experience, such as privacy and respect, can be grouped as secondary access factors, which impact the ability of an individual to continue care after she is in the healthcare system.20
Previous studies found that having additional reassurance
and privacy50 and clear patient-doctor communication were
associated with regular participation in mammography.51 In
addition, an earlier study found that women who rated the
overall quality of their healthcare as excellent had higher
odds of receiving an annual Pap smear.52 Our study is one
of the first studies to specifically examine how quality of the
cancer screening experience and disability status are associated with receiving routine breast and cervical cancer screening among an older, unmarried female population. Although
there have been recent gains in eliminating disparities in cancer screenings rates, it is imperative to also ensure the quality of the cancer screening experience for all women. Our results support the hypothesis that quality of the screening
experience affects routine mammogram and Pap test rates,
even after controlling for important individual characteristics and primary healthcare access factors. Consequently,
there is a need to identify appropriate strategies that will ensure an optimal cancer screening experience for all women.
These strategies should explore how best to provide information and equitable access. In addition, they should address the need to specifically tailor interventions to specific
types of disabilities as needed. Our findings suggest that
public health strategies for increasing the proportion of older
WWD who obtain routine cancer screening should focus on
improvement of quality of the screening experience instead
of focusing only on individual patient behavior.
Study limitations and strengths
This study had several limitations. Disabilities encompass
a wide range of limitations, including cognitive or psychological problems. WWD are a heterogeneous group with
enormous diversity in limitations, underlying conditions,
and duration of disability. Previous studies found differences in cancer screening rates according to disability severity, so using a general self-report of disability might dilute
any association between disability and cancer screening.14,43
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Second, this study was based on self-reported behaviors,
which may underestimate53 or overestimate54 cancer screening prevalence. Third, nonprobability-based sampling procedures may lead to limited generalizability of our results.
Generalizability may also be limited because our sample focused on women who received most of their medical care in
Rhode Island. Finally, we were unable to interpret the causal
relationship between individual cancer adherence and the
other variables because of the cross-sectional nature of the
study design.
Nevertheless, this study extends previous knowledge by
taking initial steps to assess whether there are differences
in quality of the cancer screening experience in a group of
middle-aged and older unmarried women with overall
high rates of cancer screening. Information on this subpopulation of older unmarried women is not readily available. One of the strengths of the CSPW is its focus on unmarried women between the ages of 40 and 75, a
subpopulation of women for whom large sample sizes
have not been previously available. Further research efforts will include refining our quality of cancer screening
experience variable. Although the quality of cancer screening experience variable in this current study is rudimentary, it does provide some evidence that less tangible barriers may be affecting cancer screening practices. In
addition to including more information about type and
severity of disability, future research directions should explore barriers to quality and the relationship between consumer satisfaction and cancer screening.
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