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Communication and
Racial Inequities in Health Care
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There are striking inequities in health outcomes between racial and ethnic groups in the
United States, with many groups experiencing significantly poorer health outcomes than
members of the racial majority, White (non-Hispanic) health care consumers. These dis-
turbing health disparities exist even when controlling for differences in income and
health insurance. Racial disparities in health outcomes are related to communication
problems within the health care system, which lead to unequal access to health informa-
tion and inadequate participation in health care decision making. Specific strategies for
improving health communication to overcome these problems and to help reduce dis-
parities in health outcomes are suggested.
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The Racial Health Disparities Problem

There are alarming inequities in health outcomes between different racial and eth-
nic groups in the United States, with many minority groups, especially African Ameri-
cans, experiencing significantly more serious health problems, such as higher rates of
morbidity and mortality, than members of the racial majority, White (non-Hispanic)
American health care consumers (Bach et al., 2002; Fiscella, Franks, Gold, & Clancy,
2000; Institute of Medicine, 1999, 2003; Lannin et al., 1998; Ward et al., 2004). These
disturbing health disparities exist even when controlling for differences between
racial groups in income and health insurance (Woolf, Johnson, Fryer, Rust, & Satcher,
2004). For example, a recent in-depth analysis of health outcomes data suggests that
more than 886,000 deaths of African Americans could have been prevented from 1991
to 2000 if these African American health care consumers had received the same qual-
ity of care as non-Hispanic White consumers (Woolf et al., 2004). Racial health dis-
parities are recognized as a significant public health problem in the United States, and
although government agencies have developed aggressive programs to help narrow
these serious inequities, the disparities remain acute (Bigby & Pérez-Stable, 2004;
Freeman, 2004; Keppel, Pearcy, & Klein, 2004; Lee, 2001; Ward et al., 2004).

Health disparities cross a range of different health risks and diseases. The two
major known causes of mortality for African Americans are heart disease and cancer,
followed by stroke, the same as for non-Hispanic Whites, although the risk factors and
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incidence, morbidity, and mortality rates for these diseases are generally far greater
among African Americans than for non-Hispanic Whites (Centers for Disease Control
and Prevention, 2005). Stroke is the third leading cause of death for both non-Hispanic
Blacks and non-Hispanic Whites, although Black males and females aged 20 to 74
years had much higher age-adjusted mortality rates from stroke than their White coun-
terparts (36.8 vs. 23.9 for males; 39.4 vs. 23.3 for females; Centers for Disease Control
and Prevention, 2005). Even with dedicated long-term national health promotion ini-
tiatives such as the U.S. Department of Health and Human Services’ Healthy People
2000 and Healthy People 2010 programs that target the reduction of health disparities,
African Americans and many other minority groups still face serious health dispari-
ties. For example, African Americans have both the highest rates of infant mortality
and the highest incidence of diabetes of any U.S. racial or ethnic group (Keppel et al.,
2004). Wong, Shapiro, Boscardin, and Ettner (2002) reported that in addition to heart
disease and cancer, hypertension, HIV, diabetes mellitus, and trauma were signifi-
cantly large causes of mortality among African Americans. In fact, diabetes, which
has been increasing at an alarming rate in the United States, poses a significantly
greater mortality risk factor for African Americans than for non-Hispanic Whites
(Centers for Disease Control and Prevention, 2005). “The life expectancy of African
Americans has been substantially lower than that of white Americans for as long as
records are available” (Kunitz & Pesis-Katz, 2005, p. 5). These significant racial in-
equities in health outcomes must be addressed to promote public health in the United
States.

Cancer-Related Health Disparities

Although serious disparities in health care outcomes cross a number of different
health risks and disease states, cancer-related health outcomes are a significant area of
concern. African Americans carry the highest cancer burden among any of the U.S.
racial and ethnic groups (Ghafoor et al., 2002). Cancer is the second leading cause of
death for both Blacks and Whites in the United States, although cancer incidence is
substantially higher for Black females than for White females for colorectal cancers
(54.0 vs. 43.3), pancreatic cancers (13.0 vs. 8.9), and stomach cancers (9.0 vs. 4.5) and
higher for Black males than for White males for prostate cancers (251.3 vs. 167.8),
lung cancers (108.2 vs. 72.8), colorectal cancers (68.3 vs. 58.9), and stomach cancers
(16.3 vs. 10.0) (Centers for Disease Control and Prevention, 2005; Hoffman et al.,
2001). (Many of these cancers are linked to lifestyle factors including diet, exercise,
alcohol use, and tobacco use.) Although cancer incidence rates are unrepresentatively
high for African Americans, the real inequity is not just in cancer incidence but also in
cancer mortality rates, because African American consumers die at an alarmingly
higher rate from many cancers than other racial and ethnic groups. For example,
Shavers and Brown (2002) reported that African Americans have a 33% higher risk of
dying from cancers than Whites do.
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Advances in early detection, screening, and treatment have reduced cancer incidence and
mortality, improved life expectancy, and enhanced quality of life for many cancer
patients. However, when cancer incidence and mortality rates of African Americans are
compared with other ethnic groups, African Americans are significantly more likely to
develop cancer and, subsequently, die from their disease. (Underwood, 2003, p. 270S)

Furthermore, pervasive and often life-threatening cancer-related health disparities
coexist as comorbid conditions with many other areas of health inequities, such as
heart disease, diabetes, and stroke, that have devastatingly negative influences on the
health of African Americans (Smedley, Stith, & Nelson, 2003).

There are a number of societal contributing factors that may lead to and exacerbate
the cancer-related health disparities faced by many African Americans, including
poor socioeconomic status, low levels of educational attainment, and racial prejudices
toward African Americans (Freeman, 2004; Kinney, Bloor, Martin, & Sandler, 2005;
Krieger, 2002; Kunitz & Pesis-Katz, 2005; Lannin et al., 1998). Although the societal
issues of poverty, low educational attainment, and prejudice will take concerted long-
term efforts to redress, there are many other significant behavioral contributing factors
that can be addressed through health communication interventions. These behavioral
factors include resistance by many African Americans to adopting recommended can-
cer prevention behaviors, reluctance to participating fully in suggested cancer screen-
ing programs, and inequities in accessing the best cancer care treatments (Jernigan,
Trauth, Neal-Ferguson, & Cartier-Ulrich, 2001; Loerzel & Bushy, 2005; Stallings
et al., 2000).

For example, current evidence suggests there are significant and entrenched pat-
terns of resistance by many African Americans to adopting cancer prevention–related
behavioral recommendations, such as engaging in low-fat, high-fiber, fruit-and-
vegetable–rich nutritional practices, adopting regular aerobic exercise regimens,
reducing alcohol consumption, eliminating the use of tobacco products, and adopt-
ing strategies for reducing the risks of sexually transmitted diseases (Haire-Joshu,
Kreuter, Holt, & Steger-May, 2004; Prothrow-Stith, Gibbs, & Allen, 2003; Resnicow
et al., 2002). In a similar manner, there are also very low rates of participation by Afri-
can American consumers in many recommended screening tests for cancers (such as
mammography, prostate-specific antigen tests, pap smears, colonoscopy, etc.) that
could increase early detection of cancers and increase opportunities for effective can-
cer treatments (Kinney et al., 2005; Lannin et al., 1998; Oakley-Girvan et al., 2003;
Odedina et al., 2004; Sharp, Zurawski, Roland, O’Toole, & Hines, 2002; Williams,
Brown, Hill, & Schwartz, 2001).

Epidemiological evidence also shows that there are significant variations in both
access to and delivery of the best cancer care for African American patients, including
definitive primary therapy, conservative therapy, and adjuvant therapy (Ashton et al.,
2004; Bernstein, 2003; Randall & Armstrong, 2003; Shavers & Brown, 2002;
Steyerberg, Earle, Neville, & Weeks, 2005). Each of these contributing factors to can-
cer health disparities is strongly influenced by the quality of health communication in
cancer prevention, control, and care (Kreps, 2003).
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Racial inequities in cancer-related health outcomes are often caused by insidious
communication patterns within the health care system that lead to unequal access to
relevant health information between racial groups and encourage low levels of partici-
pation by minority health care consumers in disease prevention, health promotion, and
health care decision making (Chang et al., 2004; Kreps, 2005a). Relevant health infor-
mation is a critical resource for health care, and health promotion and communication
is the process by which such relevant information is accessed and applied (Kreps,
2002, 2003). By carefully examining the ways that communication problems contrib-
ute to cancer-related health disparities, we can suggest specific communication strate-
gies for overcoming disparities by enhancing cancer prevention, screening, diagnosis,
treatment, and survivorship for African Americans and other groups that suffer from
health disparities (Kagawa-Singer, 2001; Kreps & O’Hair, 1995; R. Parker & Kreps,
2005; Taylor & Lurie, 2004).

Communication and Cancer Care

Communication is central to the provision of high quality cancer care across the
continuum of care: prevention, screening, diagnosis, treatment, survivorship, and end
of life (Hiatt & Rimer, 1999; Kreps, 2003; Zapka, Taplin, Solberg, & Manos, 2003). A
large body of research illustrates that effective health communication, across multiple
communication channels and levels, contributes to achieving a range of important
cancer-related health outcomes (Davis, Williams, Marin, Parker, & Glass, 2002;
Eysenbach, 2003; Kreps, 2003; Kreps & Chapelsky Massimilla, 2002; Liang et al.,
2002; Ong, Visser, Lammes, & de Haes, 2000). Strategic health communication pro-
cesses enable implementation of primary prevention strategies (risk prevention and
health promotion campaigns); delivery of secondary prevention (promoting cancer
screening and early detection) programs; establishment of accurate and meaningful
diagnoses; development of appropriate, effective, and adaptive treatment strategies;
coordination of cancer care activities; facilitation of crucial support for successful
cancer survivorship; and provision of sensitive end-of-life care (Gittell et al., 2000;
Hewitt & Simone, 1999; Kreps, 2003; O’Hair, 2003).

For example, communication is a primary process for promoting cancer prevention
and screening through the development and implementation of strategic communica-
tion campaigns that identify salient cancer risks and carcinogens for consumers to
avoid. Communication helps to promote healthy behaviors (such as refraining from
using tobacco products, following a healthy diet, and engaging in a program of recom-
mended regular exercise). It also can encourage consumers to seek appropriate cancer
screening tests based on their unique health histories and demographic factors (Gates,
2001; Kinney et al., 2005; Odedina et al., 2004; Viswanath & Finnegan, 2002; Wil-
liams et al., 2001). Cancer prevention and detection efforts typically involve the devel-
opment and distribution of persuasive and informative cancer educational programs
and materials, as well as the development of behavioral intervention programs de-
signed to influence often-entrenched health behaviors (see, e.g., Buller et al., 1999;
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Marcus et al., 2001; Pierce, Macaskill, & Hill, 1990; Ziant, 1993). Yet evidence sug-
gests that many campaigns have been less than effective in reaching and influencing
vulnerable audiences, and concerted efforts must be taken to develop culturally sensi-
tive strategic communication interventions to influence the health behaviors of un-
derserved populations that are heir to disparities in health outcomes (Hornik, 2001;
Kreps, 2000; Kreuter, Lukwago, Bucholtz, Clark, & Sanders-Thompson, 2003;
Loerzel & Bushy, 2005; Marcus et al., 2001; Snyder et al., 2004).

Interpersonal health communication processes are critically important for cancer
prevention and care. Interpersonal communication between providers and consumers
is central to the diagnostic process, enabling providers to gather key information from
consumers about symptoms, to evaluate and make sense of symptoms to develop
accurate and timely cancer diagnoses, and to deliver diagnostic information sensi-
tively and meaningfully to consumers and other members of the health care delivery
team. Effective interpersonal interaction is essential for providing informed consent to
treatment, as well as for collaborative planning and delivery of appropriate cancer
treatment strategies (Baile & Beale, 2001; Guttman, 1993; P. Parker et al., 2001;
Radziewicz & Baile, 2001; Sapir et al., 2000; Street, 1991; Waitzkin, 1985). More-
over, interprofessional interpersonal communication enables needed coordination be-
tween interdependent health care providers in the delivery of cancer care (O’Hair,
Kreps, & Sparks, 2005).

Cancer treatment is an active, and ideally, a collaborative communication process
where providers and consumers must work together to examine treatment options and
develop refinements to treatment strategies to make informed decisions about the best
available programs of treatment (Kreps, 2003; Larsson, Widmark-Peterson, Lampic,
von Essen, & Sjoden, 1998; Liang et al., 2002; O’Hair et al., 2005; Samarel, Fawcett,
Davis, & Ryan, 1998; van der Kam, Branger, van Bemmel, & Meyboom-de Jong,
1998). Current evidence suggests there are significant communication barriers to
effective provider-consumer communication in cancer care that limits the effective-
ness of health care outcomes (Arora, 2003; Back, Arnold, Baile, Tulsky, & Fryer-
Edwards, 2005; Kerr, Engel, Schlesinger-Raab, Sauer, & Hölzel, 2002; Laing et al.,
2002). Although serious communication barriers limit the effectiveness of cancer care
for all patients, these problems are even more significant deterrents because of insidi-
ous intercultural communication challenges to meeting the heath care needs of vulner-
able populations that often suffer from disparities in health outcomes (Arbes et al.,
1999; Kagawa-Singer & Kassim-Lakha, 2003; Matthews, Sellergren, Manfredi, &
Williams, 2002; Sharp et al., 2002).

Strategic multichannel, multilevel health communication can perform a central
role in meeting the information and support needs of the growing population of long-
term cancer survivors, especially for those individuals confronting end-of-life issues
(Kreps, 2003; Rowland, Aziz, Tesauro, & Feuer, 2001). In recent years, as the quality
of cancer care has improved, the number of cancer survivors has increased dramati-
cally. Rowland et al. (2001) predicted that in the absence of other competing causes of
death, more than 60% of those diagnosed with cancer can expect to be long-term can-
cer survivors. Cancer survivors have unique information needs to help them cope with
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the many uncertainties of living with cancer, including the fear of cancer reoccurring
(Gilligan et al., 2003). Survivors also need to access social support and relevant infor-
mation to help them live with side effects of cancer treatments. Peer support from oth-
ers who have adapted to living with cancer can often help cancer survivors overcome
both physical and psychosocial challenges and enable them to readjust to their every-
day lives (Kilpatrick, Kritjanson, Tataryn, & Fraser, 1998; Rowland et al., 2001;
Spiegel, 1994, 1995, 1997). Communicating with patients and their loved ones during
the end-of-life process is also a very challenging part of cancer care (Curtis et al.,
2001; Spiegel, 1997). Death is not easy for most people to communicate about, yet the
uncertainties surrounding death demand sensitive and caring communication (Kreps,
1988). The quality of communication at the end of life is critical to providing effective
care for terminally ill cancer patients (Baile, Glober, Lenzi, Beale, & Kudelka, 1999;
Bruera, Neumann, Mazzocato, Stiefel, & Sala, 2001; Gattellari, Voigt, Butow, &
Tattersall, 2002; Larson & Tobin, 2000; Maguire, 1999; von Gunten, Ferris, &
Emanuel, 2000). Yet evidence suggests that many intercultural communication barri-
ers limit the exchange of relevant health information and the provision of needed
social support to cancer survivors, decreasing these survivors’ quality of life and
reducing the effectiveness of end-of-life care (Fiscella et al., 2000; Foley & Gelband,
2001; Freeman, 2004; Gilligan et al., 2003; Kreps & Kunimoto, 1994; Marks, Reed,
Colby, & Ibrahim, 2004; Ong et al., 2000). Concerted efforts are needed to overcome
the communication barriers that reduce the effectiveness of each phase of the con-
tinuum of care and lead to significant inequities in modern health care.

Communication Strategies
for Reducing Health Disparities

A large body of literature suggests that sensitive, adaptive, and strategic health
communication programs and policies can help break down the barriers that contrib-
ute to disparities in health outcomes by facilitating the accomplishment of goals
within each phase of the continuum of care (Back et al., 2005; Betancourt, Carrillo, &
Green, 1999; Kagawa-Singer & Kassim-Lakha, 2003; Kreps & Chapelsky
Massimilla, 2002; Taylor & Lurie, 2004; Thomas, Fine, & Ibrahim, 2004). Strategic
and sophisticated health promotion campaign messages and materials can help reduce
disparities in health outcomes by encouraging adoption of important prevention and
screening behaviors by vulnerable populations (Kreps, 2003; Lee, 2001). For public
health communication campaigns to be effective, however, campaign messages must
be not only carefully targeted to address the most salient cultural factors that influence
vulnerable populations but also transmitted via the most salient communication chan-
nels for different audiences (Kreps & Kunimoto, 1994; Kreuter & McClure, 2004;
Loerzel & Bushy, 2005; Marks et al., 2004; Mohrmann et al., 2000). For example, a
number of influential studies indicate that the use of culturally tailored message strate-
gies are particularly effective at influencing cancer prevention and screening behav-
iors for low-income African American health care consumers, as well as for other
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minority group consumers (Champion et al., 2002; Jibaja-Weiss, 2005; Kreuter et al.,
2003; Kreuter et al., 2004; Kreuter & McClure, 2004; Saywell, Champion, Sugg
Skinner, Menon, & Daggy, 2004). Tailored health communication strategies enable
development and delivery of campaign messages that match the unique demographic,
cultural, and psychographic perspectives of individual consumers (Dutta-Bergman,
2003; Kreps, 2000; Kreuter, Strecher, & Glassman, 1999). The use of familiar, engag-
ing, and trustworthy communication channels (such as radio and television programs)
and the use of personal communication networks (such as in schools, churches, and
work organizations) have been shown to be particularly effective campaign
communication strategies for reaching and influencing at-risk audiences with health
promotion messages (Hornik, 2001; Pierce et al., 1990; Viswanath & Finnegan,
2002).

It is not easy to promote cancer screening to at-risk groups, especially when spe-
cific screening strategies (such as colonoscopy or mammography procedures) appear
to be uncomfortable and invasive (Gates, 2001; Kreps, 2003; Skinner, Strecher, &
Hospers, 1994). Effective health communication campaigns must be strategic and per-
suasive to overcome audience resistance to promotion and screening goals, encourage
personal acceptance of health messages, and reinforce the adoption and maintenance
of health promotion and screening behaviors. This can be accomplished only when
health promotion strategies are developed to address the wide range of cultural influ-
ences on health behaviors in the modern world and designed to meet the unique needs
and cultural orientations of vulnerable populations (Hornik, 2001; Viswanath &
Finnegan, 2002).

The digital divide is also a significant communication problem that exacerbates
health disparities by reducing access to needed health information (Kreps, 2002,
2005a, 2005b). The consumers who are most at risk for poor health outcomes (mor-
bidity and mortality) from cancer and other serious health problems are often mem-
bers of underserved populations, including those with low socioeconomic status, low
levels of literacy, the elderly, members of ethnic minority groups, or those who have
limited formal education (Kreps, 2005a). These underserved and vulnerable popula-
tions often have limited access to relevant communication channels that deliver key
health information, especially information widely available via the Internet (which
has become an increasingly important source of health education and support for
directing risk prevention, health promotion, and health care decision making; Science
Panel on Interactive Communication and Health, 1999).

The same vulnerable populations that are cut off from relevant health information
by the digital divide are also subject to serious disparities in health care and generally
have much higher rates of morbidity and mortality because of serious health threats
than the rest of the public, especially from cancers (Institute of Medicine, 1999;
Kreps, 2005a, 2005b). New communication strategies and policies can help under-
served populations access and use relevant health information to make informed
health-related decisions about seeking appropriate health care and support, resisting
avoidable and significant health risks, and promoting their health. For example, the
National Cancer Institute recently funded four innovative regional demonstration
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research projects, the Digital Divide Pilot Projects, to test new strategies for dissemi-
nating computer-based health information to low-income and underserved popula-
tions; these projects illustrate the potential for developing effective community-based
communication interventions for bridging the digital divide and reducing health dis-
parities (Kreps et al., 2004). In fact, evidence suggests that the most effective interven-
tions for health information dissemination with vulnerable populations have devel-
oped culturally sensitive participative community-based collaborations to support
sustainable systemic changes in health communication (Dervin, 2005; Kreps et al.,
2004; Ma, Fleisher, Gonzalez, & Edwards, 2004; Wood et al., 2003; Zimmerman,
Akerekrea, Butler, Hau, & LeBlanc, 2003).

There are also many critically important interpersonal and group communication
issues related to improving the quality of health care for underserved populations,
especially in ascertaining and presenting diagnoses, making collaborative treatment
decisions, providing adaptive follow-up and adjustments to treatment, offering social
support, and delivering sensitive end-of-life care (Arora, 2003; Kreps, 2003). Evi-
dence suggests there are significant challenges to effective interpersonal communica-
tion in cancer care for vulnerable populations (Collins, Clark, Petersen, & Kressin,
2002; Liang et al., 2002; Ong et al., 2000; Sapir et al., 2000). Several scholars have
suggested that public health and human service providers often contribute either con-
sciously or unconsciously to racial/ethnic disparities in health outcomes by expressing
cultural biases and prejudicial communication with different racial and ethnic groups
(Burgess, Fu, & van Ryn, 2004; Freeman, 2004; Johnson, Saha, Arbelaez, Beach, &
Cooper, 2004; Kagawa-Singer, 2001; van Ryn & Fu, 2003). Culturally sensitive
health communication, which minimizes the communication of biases, demonstrates
respect for others, and helps to develop cooperative health care relationships, has been
found to have significant influences on the quality of health care and health promotion
with vulnerable consumers (Kagawa-Singer & Kassim-Lakha, 2003; Kreps &
Kunimoto, 1994; Kreuter & McClure, 2004). Development of dedicated training pro-
grams to promote culturally competent communication for health care participants
has shown great promise for improving health communication and reducing health
inequities (Betancourt, Green, Carrillo, & Ananeh-Firempong, 2003; Brach & Fraser,
2000; Denboba, Bragdon, Epstein, Garthright, & Goldman, 1998; Langer, 1999;
Marks et al., 2004; McNeil, 2003; Taylor & Lurie, 2004). Sensitive and adaptive
health communication can also help to overcome health literacy communication barri-
ers that often limit understanding between health care consumers and providers. Care
must be taken to use language, examples, and descriptions that all health care partici-
pants can understand, as well as to actively seek feedback for assessing current levels
of shared understanding for adaptively directing future communications (Davis et al.,
2002; R. Parker & Kreps, 2005; Sharp et al., 2002). Health care system policies and
programs can also help support effective intercultural communication in the delivery
of health care through the development of communication training and support sys-
tems, including producing and making available culturally sensitive print, audio-
visual, and electronic (often Internet-based) communication materials and informa-
tion technologies to support health education, treatment decision making, and health
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promotion activities (Chang et al., 2004; Kreps, 2002; Mohrmann et al., 2000;
Phillips, Mayer, & Aday, 2000). There is much that can be done to improve health
communication for reducing health inequities.

Conclusions

Health communication performs a central role in the delivery of health care and the
promotion of public health. Communication is the process used to promote prevention
of significant health risks, use of healthy behaviors, adoption of early screening and
detection procedures, accurate diagnoses, adaptive treatments, successful survivor-
ship, and sensitive end-of-life care (Kreps, 2003). However, breakdowns in communi-
cation often cause significant barriers to effective health care and health promotion,
particularly for vulnerable populations who suffer from major disparities in health
outcomes. Communication training, including the development of cultural competen-
cies, can help health care providers and consumers establish cooperative relationships
for sharing relevant information, and coordinating their efforts can help reduce dispar-
ities. The development of strategic health promotion and education programs and
materials that are relevant and persuasive for vulnerable audiences can help provide
at-risk populations with the information and support needed to prevent health prob-
lems, identify health problems early when they are most treatable, and seek the best
possible care and support. Familiar communication channels, community organiza-
tions, and new information technologies can also be used to deliver needed health
information and promote informed health decision making. Attention to the develop-
ment of strategic, adaptive, and sensitive health communication, across a range of
communication channels and media, has the potential to enhance the quality of health
care and health promotion and to narrow inequities in health outcomes.

References

Arbes, S. J., Jr., Olshan, A. F., Caplan, D. J., Schoenbach, V. J., Slade, G. D., & Symons, M. J. (1999). Factors
contributing to the poorer survival of Black Americans diagnosed with oral cancer (United States). Can-
cer Causes and Control, 10, 513-523.

Arora, N. K. (2003). Interacting with cancer patients: The significance of physicians’ communication
behavior. Social Science and Medicine, 57, 291-308.

Ashton, C. M., Haidet, P., Paterniti, D. A., Collins, T. C., Gordon, H. S., O’Malley, K., et al. (2003). Racial
and ethnic disparities in the use of health services. Journal of General Internal Medicine, 18, 146-152.

Bach, P. B., Schrag, D., Brawley, O. W., Galaznik, A., Yakren, S., & Begg, C. B. (2002). Survival of Blacks
and Whites after a cancer diagnosis. Journal of the American Medical Association, 287, 2106-2113.

Back, A. L., Arnold, R. N., Baile, W. F., Tulsky, J. A., & Fryer-Edwards, K. (2005). Approaching difficult
communication tasks in oncology. CA: Cancer Journal for Clinicians, 55, 164-177.

Baile, W. F., & Beale, E. A. (2001). Giving bad news to cancer patients: Matching process and content. Jour-
nal of Clinical Oncology, 19, 2575-2577.

Baile, W. F., Glober, G. A., Lenzi, R., Beale, E. A., & Kudelka, A. P. (1999). Discussing disease progression
and end-of-life decisions. Oncology, 13, 1021-1031.

Bernstein, S. J. (2003). Prostate cancer and race: Variations in diagnosis and treatment. Journal of General
Internal Medicine, 18, 873-874.

768 American Behavioral Scientist



Betancourt, J. R., Carrillo, J. E., & Green, A. R. (1999). Hypertension in multicultural and minority popula-
tions: Linking communication to compliance. Current Hypertension Reports, 1, 482-488.

Betancourt, J. R., Green, A. R., Carrillo, J. E., & Ananeh-Firempong, O. (2003). Defining cultural compe-
tence: A practical framework for addressing racial/ethnic disparities in health and health care. Public
Health Reports, 118, 293-302.

Bigby, J. A., & Pérez-Stable, E. J. (2004). The challenges of understanding and eliminating racial and ethnic
disparities in health. Journal of General Internal Medicine, 19, 201-203.

Brach, C., & Fraser, I. (2000). Can cultural competency reduce racial and ethnic disparities? A review and
conceptual model. Medical Care Research Review, 1, 181-217.

Bruera, E., Neumann, C., Mazzocato, C., Stiefel, F., & Sala, R. (2001). Attitudes and beliefs of palliative
care physicians regarding communication with terminally ill cancer patients. Palliative Medicine, 14,
287-298.

Buller, D. B., Morrill, C., Taren, D., Aickin, M., Sennot-Miller, L., Buller, M. K., et al. (1999). Randomized
trial testing the effect of peer education at increasing fruit and vegetable intake. Journal of the National
Cancer Institute, 91, 1491-1500.

Burgess, D. J., Fu, S. S., & van Ryn, M. (2004). Why do providers contribute to disparities and what can be
done about it? Journal of General Internal Medicine, 19, 1154-1159.

Centers for Disease Control and Prevention. (2005). Health disparities experienced by Black or African
Americans: United States. Morbidity and Mortality Weekly Reports, 54(01), 1-3.

Champion, V. L., Skinner, C. S., Menon, U., Seshadri, R., Anzalone, D. C., & Rawl, S. M. (2002). Compari-
sons of tailored mammography interventions at two months postintervention. Annals of Behavioral
Medicine, 24, 211-218.

Chang, B. L., Bakken, S., Brown, S. S., Houston, T. K., Kreps, G. L., Kukafka, R., et al. (2004). Bridging the
digital divide: Reaching vulnerable populations. Journal of the American Medical Informatics Associa-
tion, 11, 448-457.

Collins, T. C., Clark, J. A., Petersen, L. A., & Kressin, N. R. (2002). Racial differences in how patients per-
ceive physician communication regarding cardiac testing. Medical Care, 40(Suppl. 1), I27-I34.

Curtis, J. R., Wenrich, M. D., Carline, J. D., Shannon, S. E., Ambrozy, D. M., & Ramsey, P. G. (2001).
Understanding physicians’ skills at providing end-of-life care perspectives of patients, families, and
health care workers. Journal of General Internal Medicine, 16, 41-49.

Davis, T. C., Williams, M. V., Marin, E., Parker, R. M., & Glass, J. (2002). Health literacy and cancer com-
munication. CA: Cancer Journal for Clinicians, 52, 134-149.

Denboba, D. L., Bragdon, J. L., Epstein, L. G., Garthright, K., & Goldman, T. M. (1998). Reducing health
disparities through cultural competence. Journal of Health Education, 29, S47-S53.

Dervin, B. (2005). Libraries reaching out with health information to vulnerable populations: Guidance from
research on information seeking and use. Journal of Medical Library Association, 93(S1), S64-S80.

Dutta-Bergman, M. J. (2003). Demographic and psychographic antecedents of community participation:
Applying a social marketing model. Social Marketing Quarterly, 9, 17-31.

Eysenbach, G. (2003). The impact of the Internet on cancer outcomes. CA: Cancer Journal for Clinicians,
53, 356-371.

Fiscella, K., Franks, P., Gold, M. R., & Clancy, C. M. (2000). Inequality in quality: Addressing socioeco-
nomic, racial, and ethnic disparities in health care. Journal of the American Medical Association, 283,
2579-2584.

Foley, K. M., & Gelband, H. (Eds.). (2001). Improving palliative care for cancer: Summary and recommen-
dations. Washington, DC: National Academy Press.

Freeman, H. P. (2004). Poverty, culture, and social injustice: Determinants of cancer disparities. CA: Cancer
Journal for Clinicians, 54, 72-77.

Gates, T. J. (2001). Screening for cancer: Evaluating the evidence. American Family Physician, 63, 513-522.
Gattellari, M., Voigt, K. J., Butow, P. N., & Tattersall, M. H. (2002). When the treatment goal is not cure: Are

cancer patients equipped to make informed decisions? Journal of Clinical Oncology, 20, 503-513.
Ghafoor, A., Jemal, A., Cokkinides, V., Cardinez, C., Murray, T., Samuels, A., et al. (2002). Cancer statistics

for African Americans. CA: Cancer Journal for Clinicians, 52, 326-341.

Kreps / Communication and Racial Inequities 769



Gilligan, T. D., Carrington, M. A., Sellers, T. P., Casal, L., Schnipper, L. E., & Li, F. P. (2003). Cancer
survivorship issues for minority and underserved populations. Cancer Epidemiology Biomarkers & Pre-
vention, 12, 284S-286S.

Gittell, J. H., Fairfield, K. M., Bierbaum, B., Head, W., Jackson, R., Kelly, M., et al. (2000). Impact of rela-
tional coordination on quality of care, postoperative pain and functioning, and length of stay: A nine-
hospital study of surgical patients. Medical Care, 38, 807-819.

Guttman, N. (1993). Information exchange in medical encounters: Problems and problems. In B. D. Ruben
& N. Guttman (Eds.), Caregiver patient communications (pp. 151-168). Dubuque, IA: Kendall/Hunt.

Haire-Joshu, D., Kreuter, M. K., Holt, C. L., & Steger-May, K. (2004). Estimates of fruit and vegetable
intake in childhood and adult dietary behaviors of African American women. Journal of Nutrition Edu-
cation and Behavior, 36, 309-314.

Hewitt, M., & Simone, J. V. (1999). Ensuring quality cancer care. Washington, DC: National Academy
Press.

Hiatt R. A., & Rimer, B. K. (1999). A new strategy for cancer control research. Cancer Epidemiology
Biomarkers and Prevention, 8, 957-964.

Hoffman, R. M., Gilliland, F. D., Eley, J. W., Harlan, L. C., Stephenson, R. A., Stanford, J. L., et al. (2001).
Racial and ethnic differences in advanced-stage prostate cancer: The prostate cancer outcomes study.
Journal of the National Cancer Institute, 93, 388-395.

Hornik, R. C. (Ed.). (2001). Public health communication. Mahwah, NJ: Lawrence Erlbaum.
Institute of Medicine. (1999). The unequal burden of cancer. Washington, DC: National Academy Press.
Institute of Medicine. (2003). Unequal treatment: Confronting racial and ethnic disparities in healthcare.

Washington, DC: National Academy Press.
Jernigan, J. C., Trauth, J. M., Neal-Ferguson, D., & Cartier-Ulrich, C. (2001). Factors that influence cancer

screening in older African American men and women: Focus group findings. Family & Community
Health, 24, 27-33.

Jibaja-Weiss, M. L. (2005). Differential effects of messages for breast and cervical cancer screening. Jour-
nal of Health Care for the Poor and Underserved, 16, 42-52.

Johnson, R. L., Saha, S., Arbelaez, J. J., Beach, M. C., & Cooper, L. A. (2004). Racial and ethnic differences
in patient perceptions of bias and cultural competence in health care. Journal of General Internal Medi-
cine, 19, 101-110.

Kagawa-Singer, M. (2001). From genes to social science: Impact of the simplistic interpretation of race, eth-
nicity, and culture on cancer outcome. Cancer, 91(S1), 226-232.

Kagawa-Singer, M., & Kassim-Lakha, S. (2003). A strategy to reduce cross-cultural miscommunication and
increase the likelihood of improving health outcomes. Academic Medicine, 78, 577-587.

Keppel, K. G., Pearcy, J. N., & Klein, R. J. (2004). Measuring progress in Healthy People 2010. Healthy Peo-
ple 2010 Statistical Notes, 25, 1-16.

Kerr, J., Engel, J., Schlesinger-Raab, A., Sauer, H., & Hölzel, D. (2002). Communication, quality of life and
age: Results of a 5-year prospective study in breast cancer patients. Annals of Oncology, 14, 421-427.

Kilpatrick, M. G., Kritjanson, L. J., Tataryn, D. J., & Fraser, V. H. (1998). Information needs of husbands of
women with breast cancer. Oncology Nursing Forum, 25, 1595-1601.

Kinney, A. Y., Bloor, L. E., Martin, C., & Sandler, R. S. (2005). Social ties and colorectal cancer screening
among Blacks and Whites in North Carolina. Cancer Epidemiology Biomarkers and Prevention, 14,
182-189.

Kreps, G. L. (1988). Communicating about death. Journal of Communication Therapy, 4, 2-13.
Kreps, G. L. (2000, November). The role of interactive technology in cancer communications interventions:

Targeting key audience members by tailoring messages. Paper presented at the American Public Health
Association Conference, Boston.

Kreps, G. L. (2002). Enhancing access to relevant health information. In R. Carveth, S. B. Kretchmer, &
D. Schuler (Eds.), Shaping the network society: Patterns for participation, action, and change (pp. 149-
152). Palo Alto, CA: Computer Professionals for Social Responsibility.

Kreps, G. L. (2003). The impact of communication on cancer risk, incidence, morbidity, mortality, and qual-
ity of life. Health Communication, 15, 163-171.

770 American Behavioral Scientist



Kreps, G. L. (2005a). Disseminating relevant information to underserved audiences: Implications from the
Digital Divide Pilot Projects. Journal of the Medical Library Association, 93(S1), S68-S73.

Kreps, G. L. (2005b). Narrowing the digital divide to overcome disparities in care. In E. B. Ray (Ed.), Health
communication in practice: A case study approach (pp. 357-364). Mahwah, NJ: Lawrence Erlbaum.

Kreps, G. L., & Chapelsky Massimilla, D. (2002). Cancer communications research and health outcomes:
Review and challenge. Communication Studies, 53, 318-336.

Kreps, G. L., Gustafson, D., Salovey, P., Perocchia, R., Wilbright, W., Bright, M., et al. (2004). Using com-
puter technologies to provide relevant cancer information to vulnerable populations: The NCI Digital
Divide Pilot Projects. In P. Whitten & D. Cook (Eds.), Understanding health communications technolo-
gies: A case study approach (pp. 328-336). San Francisco: Jossey-Bass.

Kreps, G. L., & Kunimoto, E. (1994). Effective communication in multicultural health care settings. Thou-
sand Oaks, CA: Sage.

Kreps, G. L., & O’Hair, D. (Eds.). (1995). Communication and health outcomes. Cresskill, NJ: Hampton
Press.

Kreuter, M. W., Lukwago, S. N., Bucholtz, D. C., Clark, E. M., & Sanders-Thompson, V. (2003). Achieving
cultural appropriateness in health promotion programs: Targeted and tailored approaches. Health Edu-
cation & Behavior, 30(2), 133-146.

Kreuter, M. W., & McClure, S. M. (2004). The role of culture in health communication. Annual Review of
Public Health, 25, 439-455.

Kreuter, M. W., Skinner, C. S., Steger-May, K., Holt, C. L., Bucholtz, D. C., Clark, E. M., et al. (2004).
Responses to behaviorally vs culturally tailored cancer communication among African American
women. American Journal of Health Behavior, 28, 195-207.

Kreuter, M. W., Strecher, V. J., & Glassman, B. (1999). One size does not fit all: The case for tailoring print
materials. Annals of Behavioral Medicine, 2, 276-283.

Krieger, N. (2002). Is breast cancer a disease of influence, poverty, or both? The case of African American
women. American Journal of Public Health, 92, 611-612.

Kunitz, S. J., & Pesis-Katz, I. (2005). Mortality of White Americans, African Americans, and Canadians:
The causes and consequences for health of welfare state institutions and policies. The Milbank Quar-
terly, 83, 5-39.

Langer, N. (1999). Culturally competent professionals in therapeutic alliances enhance patient compliance.
Journal of Health Care for the Poor and Underserved, 10, 19-26.

Lannin, D. R., Mathews, H. F., Mitchell, J., Swanson, M. S., Swanson, F. H., & Edwards, M. S. (1998). Influ-
ence of socioeconomic and cultural factors on racial differences in late-stage presentation of breast can-
cer. Journal of the American Medical Association, 279, 1801-1807.

Larson, D. G., & Tobin, D. R. (2000). End-of-life conversations: Evolving practice and theory. Journal of the
American Medical Association, 284, 1573-1578.

Larsson, G., Widmark-Peterson, V., Lampic, C., von Essen, L., & Sjoden, P. O. (1998). Cancer patient and
staff ratings of the importance of caring behaviors and their relations to patient anxiety and depression.
Journal of Advanced Nursing, 27, 855-864.

Lee, N. C. (2001). The unequal cancer burden: Efforts of the Centers for Disease Control and Prevention to
bridge the gap through public health. Cancer, 91(S1), 199-204.

Liang, W., Burnett, C. B., Rowland, J. H., Meropol, N. J., Eggert, L., Hwang, Y. T., et al. (2002). Communi-
cation between physicians and older women with localized breast cancer: Implications for treatment and
patient satisfaction. Journal of Clinical Oncology, 20, 1008-1016.

Loerzel, V. W., & Bushy, A. (2005). Interventions that address cancer health disparities in women. Family &
Community Health, 28, 79-89.

Ma, G. X., Fleisher, L., Gonzalez, E., & Edwards, R. E. (2004). Improving cancer awareness among Asian
Americans using targeted and culturally appropriate media: A case study. Home Health Care Manage-
ment and Practice, 17, 39-44.

Maguire, P. (1999). Improving communication with cancer patients. European Journal of Cancer, 35, 1415-
1422.

Kreps / Communication and Racial Inequities 771



Marcus, A. C., Heimendinger, J., Wolfe, P., Fairclough, D., Rimer, B. K., Morra, M., et al. (2001). A random-
ized trial of a brief intervention to increase fruit and vegetable intake: A replication study among callers
to the CIS. Preventive Medicine, 33, 204-216.

Marks, J. P., Reed, W., Colby, K., & Ibrahim, S. A. (2004). A culturally competent approach to cancer news
and education in an inner city community: Focus group findings. Journal of Health Communication, 9,
143-157.

Matthews, A. K., Sellergren, S. A., Manfredi, C., & Williams, M. (2002). Factors influencing medical infor-
mation seeking among African American cancer patients. Journal of Health Communication, 7, 205-
219.

McNeil, J. I. (2003). A model for cultural competency in the HIV management of African American
patients. Journal of the National Medical Association, 95(Suppl. 2), 3S-7S.

Mohrmann, C. C., Coleman, E. A., Coon, S. K., Lord, J. E., Heard, J. K., Cantrell, M. J., et al. (2000). An
analysis of printed breast cancer information for African American women. Journal of Cancer Educa-
tion, 15, 23-27.

Oakley-Girvan, I., Kolonel, L. N., Gallagher, R. P., Wu, A. H., Felberg, A., & Whittemore, A. S. (2003).
Stage at diagnosis and survival in a multiethnic cohort of prostate cancer patients. American Journal of
Public Health, 10, 1753-1759.

Odedina, F. T., Scrivens, J., Emanuel, A., LaRose-Pierre, M., Brown, J., & Nash, R. (2004). A focus group
study of factors influencing African-American men’s prostate cancer screening behavior. Journal of the
National Medical Association, 96, 780-788.

O’Hair, H. D. (2003). Research traditions in provider-consumer interaction: Implications for cancer care.
Patient Education and Counseling, 50, 5-8.

O’Hair, D., Kreps, G. L., & Sparks, L. (2005). Conceptualizing cancer care and communication. In
D. O’Hair, G. L. Kreps, & L. Sparks (Eds.), Handbook of communication and cancer care (pp. 1-11).
Cresskill, NJ: Hampton Press.

Ong, L. M., Visser, M. R., Lammes, F. B., & de Haes, J. C. (2000). Doctor-patient communication and can-
cer patients’ quality of life and satisfaction. Patient Education and Counseling, 41, 145-156.

Parker, P. A., Baile, W. F., deMoor, C., Lenzi, R., Kudelka, A. P., & Cohen, L. (2001). Breaking bad news
about cancer: Patients’ preferences for communication. Journal of Clinical Oncology, 19, 2049-2056.

Parker, R., & Kreps, G. L. (2005). Library outreach: Overcoming health literacy challenges. Journal of the
Medical Library Association, 93(S1), S81-S85.

Phillips, K. A., Mayer, M. L., & Aday, L. A. (2000). Barriers to care among racial/ethnic groups under man-
aged care. Health Affairs, 19, 65-75.

Pierce, J. P., Macaskill, P., & Hill, D. (1990). Long-term effectiveness of mass media anti-smoking cam-
paigns in Australia. American Journal of Public Health, 80, 565-659.

Prothrow-Stith, D., Gibbs, B., & Allen, A. (2003). Reducing health disparities: From theory to practice.
Cancer Epidemiology Biomarkers and Prevention, 12, 256S-260S.

Radziewicz, R., & Baile, W. F. (2001). Communication skills: Breaking bad news in the clinical setting.
Oncology Nursing Forum, 28, 951-953.

Randall, T. C., & Armstrong, K. (2003). Differences in treatment and outcome between African-American
and White women with endometrial cancer. Journal of Clinical Oncology, 21, 4200-4206.

Resnicow, K., Jackson, A., Braithwaite, R., DiIorio, C., Blisset, D., Rahotep, S., et al. (2002). Healthy Body/
Healthy Spirit: A church-based nutrition and physical activity intervention. Health Education Research,
17, 562-573.

Rowland, J. H., Aziz, N., Tesauro, G., & Feuer, E. J. (2001). The changing face of cancer survivorship. Semi-
nars in Oncology Nursing, 17, 236-240.

Samarel, N., Fawcett, J., Davis, M. M., & Ryan, F. M. (1998). Effects of dialogue and therapeutic touch on
preoperative and postoperative experiences of breast cancer surgery: An exploratory study. Oncology
Nursing Forum, 25, 1369-1376.

Sapir, R., Catane, R., Kaufman, B., Isacson, R., Segal, A., Wein, S., et al. (2000). Cancer patient expectations
of and communication with oncologists and oncology nurses: The experience of an integrated oncology
and palliative care service. Supportive Care in Cancer, 8, 458-463.

772 American Behavioral Scientist



Saywell, R. M., Champion, V. L., Sugg Skinner, C., Menon, U., & Daggy, J. (2004). A cost-effectiveness
comparison of three tailored interventions to increase mammography screening. Journal of Women’s
Health, 13, 909-918.

Science Panel on Interactive Communication and Health. (1999). Wired for health and well-being: The
emergence of interactive health communication (T. R. Eng & D. H. Gustafson, Eds.). Washington, DC:
Government Printing Office.

Sharp, L. K., Zurawski, J. M., Roland, P. Y., O’Toole, C., & Hines, J. (2002). Health literacy, cervical cancer
risk factors, and distress in low-income African-American women seeking colposcopy. Ethnicity & Dis-
ease, 12, 541-546.

Shavers, V. L., & Brown, M. L. (2002). Racial and ethnic disparities in the receipt of cancer treatment. Jour-
nal of the National Cancer Institute, 94, 334-357.

Skinner, C. S., Strecher, V. J., & Hospers, H. (1994). Physicians’ recommendations for mammography: Do
tailored messages make a difference? American Journal of Public Health, 84, 43-49.

Smedley, B. D., Stith, A. Y., & Nelson, A. R. (2003). Unequal treatment: Confronting racial and ethnic dis-
parities in health care. Washington, DC: National Academy Press.

Snyder, L. B., Hamilton, M. A., Mitchell, E. W., Kiwanuka-Tondo, J., Fleming-Milici, F., & Proctor, D.
(2004). A meta-analysis of the effect of mediated health communication campaigns on behavior change
in the United States. Journal of Health Communication, 9(Suppl. 1), 71-96.

Spiegel, D. (1994). Health caring: Psychosocial support for patients with cancer. Cancer, 74(Suppl.), 1453-
1457.

Spiegel, D. (1995). Essentials of psychotherapeutic intervention for cancer patients. Support Care Cancer,
3, 252-256.

Spiegel, D. (1997). Psychosocial aspects of breast cancer treatment. Seminars in Oncology, 24, 36-47.
Stallings, F. L., Ford, M. E., Simpson, N. K., Fouad, M., Jernigan, J. C., Trauth, J. M., et al. (2000). Black

participation in the prostate, lung, colorectal and ovarian (PLCO) cancer screening trial. Controlled
Clinical Trials, 21(Suppl.), 379S-389S.

Steyerberg, E. W., Earle, C. C., Neville, B. A., & Weeks, J. C. (2005). Racial differences in surgical evalua-
tion, treatment, and outcome of locoregional esophageal cancer: A population-based analysis of elderly
patients. Journal of Clinical Oncology, 23, 510-517.

Street, R. L. (1991). Information-giving in medical consultations: The influence of patients’communicative
styles and personal characteristics. Social Science & Medicine, 32, 541-548.

Taylor, S. L., & Lurie, N. (2004). The role of culturally competent communication in reducing ethnic and
racial healthcare disparities. American Journal of Managed Care, 10, 1-4.

Thomas, S. B., Fine, M. J., & Ibrahim, S. A. (2004). Health disparities: The importance of culture and health
communication. American Journal of Public Health, 94, 2050.

Underwood, S. M. (2003). Reducing the burden of cancer borne by African Americans: If not now, when?
Cancer Epidemiology Biomarkers & Prevention, 12, 270S-276S.

van der Kam, W. J., Branger, P. J., van Bemmel, J. H., & Meyboom-de Jong, B. (1998). Communication
between physicians and with patients suffering from breast cancer. Family Practice, 15, 415-419.

van Ryn, M., & Fu, S. S. (2003). Paved with good intentions: Do public health and human service providers
contribute to racial/ethnic disparities in health? American Journal of Public Health, 93, 248-255.

Viswanath, K., & Finnegan, J. R. (2002). Community health campaigns and secular trends: Insights from the
Minnesota Heart Health Program and Community Trials in Heart Disease Prevention. In R. Hornik
(Ed.), Promoting health communication: Evidence for behavior change (pp. 289-312). Mahway, NJ:
Lawrence Erlbaum.

von Gunten, C. F., Ferris, F. D., & Emanuel, L. L. (2000). Ensuring competency in end-of-life care: Commu-
nication and relational skills. Journal of the American Medical Association, 284, 3051-3057.

Waitzkin, H. (1985). Information giving in medical care. Journal of Health and Social Behavior, 26, 81-101.
Ward, E., Jemal, A., Cokkinides, V., Singh, G. K., Cardinez, C., Ghafoor, A., et al. (2004). Cancer disparities

by race/ethnicity and socioeconomic status. CA: Cancer Journal for Clinicians, 54, 78-93.
Williams, M. P., Brown, L., Hill, C. E., & Schwartz, D. (2001). Promoting early breast cancer screening:

Strategies with rural African American women. American Journal of Health Studies, 17, 65-74.

Kreps / Communication and Racial Inequities 773



Wong, M. D., Shapiro, M. F., Boscardin, W. J., & Ettner, S. (2002). Contribution of major diseases to dispari-
ties in mortality. New England Journal of Medicine, 347, 585-1592.

Wood, F. B., Sahali, R., Press, N., Burroughs, C., Mala, T. A., Siegel, E. R., et al. (2003). Tribal Connections
health information outreach: Results, evaluation, and challenges. Journal of the Medical Library Associ-
ation, 91, 57-66.

Woolf, S. H., Johnson, R. E., Fryer, G. E., Rust, G., & Satcher, D. (2004). The health impact of resolving
racial disparities: An analysis of US mortality data. American Journal of Public Health, 94, 2078-2081.

Zapka, J. G., Taplin, S. H., Solberg, L. I., & Manos, M. M. (2003). A framework for improving the quality of
cancer care: The case of breast and cervical cancer screening. Cancer Epidemiology Biomarkers and
Prevention, 12, 4-13.

Ziant, G. (1993). Public information: A major tool in cancer prevention. European Journal of Cancer Pre-
vention, 2, 255-260.

Zimmerman, D., Akerekrea, C. A., Butler, D., Hau, B., & LeBlanc M. (2003). Integrating usability testing
into the development of a 5 a day nutrition Website for at-risk populations in the American Southwest.
Journal of Health Psychology, 8, 119-134.

Gary L. Kreps is professor and chair of the Department of Communication at George Mason University in
Fairfax, Virginia, where he holds the Eileen and Steve Mandell Endowed Chair in Health Communication.
He was the founding chief of the Health Communication and Informatics Research Branch of the National
Cancer Institute, National Institutes of Health, from 1999 to 2004. He maintains an active health and risk
communication research program.

774 American Behavioral Scientist


