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Abstract: This article reviews the potential of widely used psycho-social factors affecting community participation 
in community-based prevention programs among diverse communities. Besides, we specifically appraised the 
previous literature to look into the psycho-social, structural, and demographic factors which create latent challenges 
to community participation in breast cancer prevention programs. We believe communities with lack of behavioral 
and psycho-social change components are likely to have low motivations to participate in health programs against 
diseases such as breast cancer. Additionally, certain demographic characteristics and potential structural factors 
control a distinct participation in health programs. Clarification of participation in public health programs and its 
psycho-social, structural, and demographic attributes are keys to explicate why and how socio-cultural, behavioural, 
and multifaceted interventions should be main concern in the evaluation of community participation in health 
promotion programs. The idea here is rather to emphasize on community participation in breast cancer prevention 
activities for community development undertakings.   
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Introduction  

Community development, as a strategy for a 
health promotion program, is an important attempt in 
the prevention of diseases. Furthermore, community-
based prevention program is an approach to health 
promotion and disease prevention. Nowadays, the 
community-based health prevention program has 
brought about a new path to emphasize on investment 
in prevention and support care among any sub-
population. 

Community development strategies stress the 
principles of the Ottawa Charter for Health Promotion 
(1986) and emphasized on the community 
participation for seeking solutions for health 
problems. Health promotion encourages individuals 
and communities to take greater responsibility for 
their health (WHO, 1978). Nowadays, community-
based health promotion programs have become an 
integral part of overall health promotion efforts (Shea 
and Basch, 1990). Community-based programs alter 
public health policies to change health behaviours and 
to reduce health risks of community members. 
Individual behaviour change is a basic priority for 
participatory activities which are planned by the 
government such as anti-smoking and nutrition 
campaigns, and displayed a lifestyle view of health 
promotion (Pinder, 1994). 

With the rapid rise in health care costs all around 
the world, health services need to find effective ways 
to prevent diseases and promote health. At the same 
time, there is increasing evidence that community 
participation is a pivot for new public health programs 
and it can significantly improve communities’ 
knowledge, attitudes and behaviours to contribute to 
health promotion. The problem is that the number of 
people attending the event does not denote 
participation. People are present, but they may not 
commit of what is going on (Rifkin, 2001). People 
have no participation in decision making level. 
However, Abu Samah et al., (2012) noted that 
community involvement in health tends to be assumed 
community participation.  

The concept of health and health care, as defined 
by the World Health Organization (WHO) demands 
participation from communities. This concept impacts 
on the standard of housing, maternity and child care, 
nutrition and diet, potable water, and hygiene. At the 
WHO conference in Alma-Ata in 1978, health was 
interpreted beyond the absence of illness. Since that 
time, the concept of primary health care (PHC) has 
implied that a community takes responsibility for its 
own health. However, despite these endeavors, there 
are still many barricades and challenges which stand 
in the way of community participation in health 
programs.  
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The impact of challenges and barriers to 
community participation in community-based 
prevention programs are seldom studied among 
general population or sub-populations. The purpose is 
to understand even very simple experiences of general 
population to make program planners and managers 
consider community participation in health prevention 
programs and to facilitate the policy-making process, 
practically. Psycho-social, structural, and 
demographic attributes are crucial in the identifying 
challenges to public participation in health prevention 
programs.  

One of the fastest growing public health concerns 
is breast cancer which needs community participation. 
The incidence of breast cancer increased over the past 
20 years, and this fosters the worry about psycho-
social and physical well-being of healthy women at 
risk of breast cancer. In line with that thought, very 
few studies have been done based on theoretical 
models regarding women’s participation in breast 
cancer prevention groups such as support group 
(Gilbar & Neuman 2002; Cameron et al., 2005). In 
addition to this, at the structural level, social, 
economic and cultural barriers, and at the individual 
level, motivation can influence community 
participation in health care (Kapiriri et al., 2003). 

This paper will outline the previous literature to 
look into the psycho-social, structural, and 
demographic factors to identify potential challenges to 
community participation in health programs, 
activities, and groups. A whole host of aspects came 
into play in this literature review, which we are only 
just beginning to appreciate community participation 
in public health prevention programs, particularly 
women’s involvement in breast cancer programs or 
support groups based on voluntary work or getting 
health benefits.  
Methodology 

More than 80 articles published from the year of 
1990 through 2012 were reviewed mostly by 
following electronic databases such as Science Direct, 
Pub Med, ISI Web of Sciences, and Google Scholar. 
The findings from applicable published studies were 
summarized to identify challenges and barriers to 
community participation in community-based health 
prevention programs. The inclusion decisive factor 
were “psychosocial factors”, “structural factors”, and  
“demographic factors ” in combination with 
“community participation in health programs”, 
“community participation in community-based 
prevention programs”, and “women’s participation in 
breast cancer prevention programs or groups”. The 
factors influencing prevention programs were 
categorized in three main domains such as 
psychosocial issues, structural factors, and socio-
demographic factors. 

 These studies confirmed that the decision to 
engage with a health prevention program is influenced 
by a variety of variables such as age, education, 
occupation, access to health services, attitude, and 
perceived barriers.  In mapping out the factors, there 
are many factors which affect community 
participation in health prevention programs and many 
diseases which can be prevented by participation of 
lay people. But this study tends to fall under the 
divisions of psychosocial, structural, and demographic 
factors along with current health promotion programs 
(e.g. breast cancer, obesity, physical activity, family 
planning, etc.) which held by health care providers 
around the world. The underlying assumption is that 
these factors should be understood in terms of tangible 
challenges to women’s participation in breast cancer 
prevention programs or activities.  
Demographic Factors  

Community participation in health programs is 
realized to be crucial in health and social 
development. Little is known about how often socio-
demographic factors influence participation in 
community-based prevention programs. The relations 
between different age, gender, ethnicity, and 
socioeconomic characteristics controlled a mixed 
participation in health programs. However, the lack of 
serious commitment might be a barrier to the 
sustainability of community-based control strategies 
(Sindato et al., 2008). 

These factors are too plentiful to be reviewed here 
deeply. For example, Nobles and Frankenberg (2009) 
discovered that socio-demographic characteristics of 
mothers are associated with the choice to participate in 
community activities regarding their children health in 
Indonesia. Similarly, Boyce (2001) has already noted 
that the numbers and types of community participation 
are influenced by geography (Cohen & Syme, 1985), 
socioeconomic status (Sills, 1968; Widmer, 1987), 
gender (Wells et al., 1990), and group heterogeneity 
(Litwin, 1986). Therefore, community-based 
strategies must be adaptable to the ecological local 
setting, cultural and social differences (Lloyd et al., 
1992). In fact, a package of specific socio-
demographic factors associated with preventive 
diseases will be essential for sustaining community 
participation in a public health setting.  

 Gender 
 With regard to age and gender, Boyce (2001) 

stated that attitudinal barriers to young women’s 
participation demands women to be separated into 
different age groups to encourage participation. Boyce 
(2001) mentioned that gender also affects community 
participation and self help activities. For instance, men 
participated mostly in advocacy activities, while 
women participated in social support groups and self-
help activities. Previous studies documented that 
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female, younger, white, better educated, and middle-
class people tend to participate excessively in support 
groups related to health issues (Berglund et al., 1997; 
Deans et al., 1988; Krizek et al., 1999; Helgeson et al., 
2000; Plass &Kock, 2001). In contrast, Sherman et al., 
(2008) did not find gender differences in public 
participation in cancer support groups.  

Age  
Age as a demographic factor has been a potential 

contributor to participation in health programs. As 
mentioned above, younger people are more likely to 
participate in health programs such as cancer support 
groups (Berglund et al., 1997; Deans et al., 1988; 
Krizek et al., 1999; Helgeson et al., 2000; Plass & 
Kock, 2001). There is little published information 
regarding the relationship between age and 
community participation in health programs, 
particularly in breast cancer prevention. In a recent 
study, there was a significant relationship between age 
and high level of volunteering in community–based 
breast cancer prevention programs in Iran (Ahmadian 
et al., 2011). However, in general, younger women 
tend to participate in family planning programs in 
Iran. This may relate to the higher education level or 
having a job among Iranian women who participated 
in family planning programs. In contrast to this, 
association between age and participation in cancer 
support group was not significant in a study in the 
United States (Sherman et al., 2008).  

Education 
In some way, there are various socio-

demographic factors that hinder the community 
participation in health programs. According to Boyce 
(2001) community members with very low 
educational levels had minimal level of participation 
usually as clients and volunteers, and no interest in 
taking responsibility at project management positions. 
Despite the various benefits of local community 
participation in health prevention programs, it needs to 
be realized that their commitment to the possible gains 
from community participation is important.  

Previous literature demonstrated that relationship 
between education and participation in cancer support 
group was significant and participants had slightly 
higher education than non-participants (Sherman et 
al., 2008). Stevens & Duttlinger (1998) also found that 
established participants in a breast cancer support 
group were mostly educated. Literature proved that 
there were trends for greater participation in breast 
cancer support group among those with higher 
education (Bauman et al., 1992; Meyer & Mark, 1995; 
Stevens & Duttlinger, 1998; Eakin & Strycker, 2001).  

Similar to other western societies, a research in 
Iran showed that community participation levels in 
breast cancer prevention programs were influenced by 
women’s education.  Educated women were more 

enthusiastic to participate in programs regarding their 
health and well-being such as family planning and 
breast cancer programs (Ahmadian et al., 2011). These 
findings were supported by previous studies carried 
out by Ahmed (2003) and Sarker (2005) in 
Bangladesh that education grants women a voice 
against social injustice. 

Marital status  
With regard to community participation and the 

psycho-social well-being among retirees in the United 
States a study by Moen& Fields (2002) showed that 
community participation may be less important for the 
well-being of married, as opposed to unmarried  
because married people are less socially isolated than 
are those who are widowed, divorced, or never 
married. Authors also argued that married retirees 
would both be more suitable to participate in their 
communities and to benefit from that participation 
(Musick et al., 1999). They added that marriage itself 
is an integrating role, one with obvious emotional 
benefits to health (Pienta et al., 2000; Waite & 
Gallagher, 2000).  

A recent study by Ahmadian et al., (2011) 
exposed that there is not a significant relationship 
between marital status and voluntary participation in 
breast cancer prevention activities among women 
attending outpatient clinics in Iran. Iranian women, 
particularly married ones may have no tradition of 
extensive involvement in community networks, 
especially in health programs. However, they support 
survival groups, after being healed from breast cancer, 
which shows that specific personal experience on 
medical issues will be an incentive to mobilize people 
against diseases such as breast cancer and to 
encourage them to voluntarily participate in health 
activities. 

Occupation  
There are some inconsistent results between the 

researches about the importance of occupation as a 
socio-demographic factor. It seems working people 
tend to participate in community based health 
programs which might drive from their 
communication with other people in the society or 
education. These people can be informed of their 
relevant medical programs such as those available 
work-place programs. Besides, they are less 
conservative than the other unemployed ones. For 
example, the employed women are able to consider 
the reality that their own health is equally important to 
the whole family health (Ahmadian et al., 2011).  In a 
recent research which was conducted in Iran by 
Ahmadian (2011), women with full-time jobs have 
participated in health promotion programs such as 
breast cancer prevention programs more than those 
having part-time jobs, being unemployed and 
housewives. It can be concluded that participating 
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women with full-time jobs have less socioeconomic 
dependency (Ahmadian et al., 2011). In contrast, 
association between occupation and participation in 
cancer support group was not significant in a study in 
the United States (Sherman et al., 2008).  

Income level  
According to Boyce (2001) community members 

with the low-income levels had little participation 
usually as clients and volunteers, and showed no 
concern in taking responsibility at project 
management situations. Boyce (2001) also discovered 
that community members with low incomes had 
minimal levels of participation in health promotion 
projects in Canada. Similarly, Green and Kreuter 
(1991) indicated that economic status as an individual 
characteristic influences voluntary behavior in health 
programs, such as getting vaccinated and complying 
with a treatment schedule. 

Likewise, income was not found to be a 
significant contributor in a recent study in Iran 
regarding women’s participation in health promotion 
programs such breast cancer prevention (Ahmadian et 
al., 2011). Rich women including the old ones in Iran 
are keen on voluntary group programs, like charities 
or elderly care, but they do not appreciate the need for 
health seeking behaviours (Ahmadian, 2011). No 
matter how clear the benefits of a designed 
intervention may appear to those initiating it, the 
socioeconomic context may affect whether 
community involvement is made possible or delayed 
(Zakus and Lysack, 1998).     
Psychosocial Factors  

The effect of psychosocial factors on community 
participation or public participation in health and 
health inequalities has been characterized significantly 
in human and social capital research literature. Egan et 
al., (2008) cited from previous literature that 
psychosocial theories have persuaded policy-makers 
to develop public health strategies that take into 
account people’s support networks, sense of control 
and empowerment, and the extent to which people 
participate in the local community. 

We carried out a literature review of recent 
studies looking at how psychosocial factors such as 
attitude, beliefs, self-efficacy, social influence and 
perceive barriers, may relate to community 
participation in health programs, particularly 
preventive disease programs like breast cancer 
prevention community settings. We also found some 
specific psychosocial factors associated with 
community participation in health programs. 
However, more robust reviews should be done to 
make possible a better understanding of psychosocial 
factors and its effects on community participation in 
prevention programs within health care structures. 
Here, we began to emphasize the influences of 

psychosocial factors on people’s behavior with regard 
to their participation in health programs. Nevertheless, 
understanding the psychosocial determinants of 
community participation in health programs could be 
a difficult endeavor in practice. As we are interested in 
community participation in health promotion 
programs, concerns must be drawn out for individual 
and structural factors which have been reviewed in the 
paper.  

Attitude  
The concept of community participation is not 

explicit to health because it underpins rural 
community development (Cheers, 1998), and social 
development (Midgley et al., 1986). In terms of health 
prevention programs, literature showed that 
community members' attitudes influence their 
participation in programs. When local community 
people change their attitude and behaviours, they 
would obtain a sense of program ownership and 
sustainability. For instance, in Uganda a health 
program develops community support through the use 
of participatory techniques to promote dynamic 
reflection on HIV/AIDS and to change local 
community attitudes. This program was successfully 
used to educate and mobilize entire communities to 
reduce their risk of becoming infected with HIV due 
to behavioural change at the community level 
(Welbourn, 1998).  

Community involvement in the diagnosis and 
seeking solution of health problems is an old opinion 
of public health. But listening to the concerns of the 
community is important (Minkler, 1990). Beeker et 
al., (1998) also stated that public health practitioners 
should recognize environmental and community 
factors which influence health issues. The results of a 
research which was carried out in Iran showed that 
local people could acknowledge their own health 
needs and request more information from 
professionals to improve their own health based on 
their cultural attitude and historical roots (Behdjat et 
al., 2009).   

Another study by Sharma (2007) in India showed 
that understanding participation in the community-
based rehabilitation is referred to the attitude and 
behaviours of all actors involved in the community-
based programs. Sindato et al., (2008) also noted that 
it is important to comprehend the people’s attitudes 
before their involvement in a health program. In 
contrast, attitude regarding dengue fever prevention 
among Brazilian communities was not associated with 
effective dengue control actions (Claro et al., 2006). 

With regard to breast cancer, women’s 
participation in prevention programs at the community 
level was significantly related to their attitude 
(Ahmadian, 2011). We believe that more social 
scientist should come to assist local communities to 
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outline their own health needs, particularly about 
preventive diseases and to develop initiative 
approaches and solutions for meeting them. In a way, 
attitude towards participation in health programs may 
potentially explain some health outcomes.  

Self-efficacy  
Handy& Kassam (2004) indicated that individuals 

with low self-efficacy regarding health behaviour 
restrict their participation in rural NGOs in India. 
Smith-Morris (2006) also stated that non-participation 
in successful community-based diabetes program 
attributed to insufficient self-efficacy. Smith-Morris 
(2006) believed that program revision must be tied to 
certain psychosocial factors due to the importance of 
people’s voluntary participation in community-based 
health programs. With regard to social capital and 
health programs, Kawachi et al., (2004) identified 
inconsistent evidence of relations between collective 
efficacy and social cohesion with health outcomes 
such as general health and child health. However, 
publication bias may influence our literature review.  

Another study revealed that self-efficacy is not a 
salient factor for participation in breast cancer 
prevention programs among Iranian women 
(Ahmadian et al., 2011). The result of the study 
demonstrates a trend of community participation in 
health programs in less developed countries such as 
Iran. This trend includes lack of a strong sense of 
community among participants and low numbers of 
active participants since there is no actual formal 
program regarding breast cancer prevention in 
developing or less developed countries. 

Belief 
Previous study showed specific cultural belief and 

ethnic contexts had association with voluntary 
participation in health program (Boyd-Franklin, 1991; 
Guidry, et al., 1997; Mathews, Lannin, & Mitchell, 
1994). Health belief is a vital part of community-
based control program. Positive belief encourages 
people to control the diseases such as malaria 
individually and to increase their voluntary 
participation in control activities or programs 
(Grantham, 2009). Similarly, Zaim (1997) mentioned 
that in malaria control campaigns in southern Iran, 
health care professionals should take into account 
people’s beliefs towards national malaria control 
programs in the region. He also mentioned that 
malaria control activities have been integrated into the 
primary health care system (PHC) in Iran. According 
to him, people’s beliefs and behaviour towards 
national malaria control programs in southern Iran 
lead to control the disease and increase community 
participation in malaria control activities, particularly 
those measures aimed at reducing human-vector 
contact. Another study showed that belief is a 
prominent factor for participation in breast cancer 

prevention programs at the district level among 
Iranian women (Ahmadian et al., 2011). 

Social Influence and Social Support  
Social influence and social support within 

familial, marital relationship and social network can 
affect public participation in health programs. In fact, 
these factors mediate community involvement in 
health programs. With regard to women’s 
participation in breast cancer support group, literature 
showed higher level of participation in support groups 
was associated with potential benefits of participation 
in support groups and consistent support over time 
(Stvense, 1998). Community participation or activity 
may reveal a general readiness for social engagement 
(Bauman et al., 1992; Taylor et al., 1986). Similarly, 
previous studies showed that social influence and 
social support are associated with participation in 
breast cancer prevention programs or cancer support 
groups (Ahmadian et al., 2011; Sherman et al., 2008). 
Previous literature has also shown that it is crucial to 
foster social support from partners and families both 
before and during interventions in order to facilitate 
program goals (Leonard et al., 2001). Taylor et al. 
(1986) similarly found that encouragement from 
spouses to attend a group was tied to greater 
participation. 

Stevens & Duttlinger (1998) identified that 
demographic, medical, and psychosocial factors affect 
women’s participation in breast cancer support 
groups. According to them, the most important 
barriers causing non-participation were anxiety, 
depression, stress, non-support, and aggression which 
were lower in established participants with higher 
participation. Furthermore, established participants 
were most educated, and most of their friends were 
diagnosed with cancer which supports the view that 
social influence is linked to better health and active 
participation. According to (Bauman, et al., 1992; 
Taylor et al., 1986), volunteer or community activity 
has been linked to the use of social influence and may 
reflect a broader readiness for social engagement. 

Similarly, social networks influence health 
behavior, directly through normative pressure to 
change individual-level characteristics such as 
frequency of condom use, and indirectly through 
collective action to change community-level 
characteristics such as restrictive gender roles 
regarding HIV (Beeker et al., 1998). In practice, 
identifying social network factors affecting 
community participation in health program can be a 
difficult task. For example, Media attention to the 
disease such as breast cancer compared with other 
cancers may affect participation in the community 
support group (Sherman et al., 2008). Other 
researchers (Eakin & Strycker, 2001; Krizek et al., 
1999) similarly stated that the level of awareness and 
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utilization of community support groups are higher 
among breast cancer patients than among those with 
other types of cancer.  

Perceived Barriers  
Theoretical perspectives rarely have been 

employed to investigate the use of community 
participation in community-based disease prevention 
programs. A recent study by Sherman et al., (2008) 
utilized the Health Belief Model (Rosenstock, 1974; 
Stretcher & Rosenstock, 1997) to identify the 
determinants of women’s participation in a 
community-based cancer support group in Arkansas, 
USA. Authors suggested that the perceived barriers 
were associated with women’s participation in cancer 
support group.  

Martinez et al., (2001) examined the barriers to 
the physical activity of a faith-based community 
among churchgoers in a border region. They found 
some individual barriers to participation in the 
community-based physical activity program including 
lack of motivation, time, language, money, social 
support, family or household responsibilities, socio-
cultural (fear) and environmental (traffic-related) 
barriers which reduce people’s attendance in 
community-based health programs.  

Likewise, Kapiriri et al., (2003) found that at the 
structural level, social, economic and cultural barriers 
influence local community participation in health in 
Uganda. In addition, Boyce (2001) also mentioned 
similar barriers in a study on community participation 
of disadvantaged groups such as poor women, street 
youth, and disabled persons in health promotion 
projects in Canada. In addition, Smith-Morris (2006) 
noted that non-participation in health programs such 
as diabetes program can happen due to barriers like 
lack of knowledge, income, social or family support. 

Similarly to other authors’ findings, Beeker et al., 
(1998) argued that public health practitioners have 
recognized that health is influenced by environmental 
and community factors. They added that community 
involvement in the diagnosis and solution of health 
problems is a long-standing opinion of public health. 
It encourages listening to the concerns and problems 
of community residents (Minkler, 1990). Green & 
Kreuter, (1991) also mentioned that despite early 
recognition of health behaviour in culture, geography, 
economic and political circumstances, health 
interventions should focus on individual 
characteristics, like motivation and skill, to change 
voluntary behaviours in health programs such as 
getting vaccinated. With regard to breast cancer, 
Sherman et al., (2008) cited that some practical 
barriers were associated with participation in support 
groups such as breast cancer groups.  

As underlined by previous investigations (Eakin 
& Strycker, 2001; Plass & Koch, 2001), limited 

awareness of where to find a group was tied to lower 
participation. Moreover, as expected, those who lived 
in distant or rural areas reported less participation in 
support groups. Mostly, these individuals have fewer 
group services available in their local communities 
and appear reluctant to travel long distances to seek 
them. Geographical or transportation barriers have 
been cited as important obstacles by several 
investigators (Duncan & Cumbia, 1987; Thiel de 
Bocanegra, 1992; Llwelyn et al., 1999; Fukui et al., 
2001).  

Regarding women and breast cancer activity, a 
recent study showed that they overcame their barriers 
towards preventive behaviors such as mammography 
for higher level of participation in any community-
based breast cancer prevention program in Iran 
(Ahmadian et al., 2011). However, they observed that 
those who participated in the programs lived nearby as 
well. 

Thus far, we have discussed the specific barriers 
to public participation or community participation in 
health programs and the fact that community 
participation in health needs a pragmatic solution to 
identify these barriers prior to the success of 
community participation activities and process in 
health programs. 
Structural Factors  

This section introduces structural factor as one 
potentially useful determinant of community 
participation in health programs. Recent perspectives 
proves that community participation in health 
programs has appeared to be understood as relying 
more on structural factors in health care structures 
than on cultural factors  in local communities. There is 
an increasing emphasis on political factors within and 
between health agencies, governments, and different 
levels of national health care systems. These 
perspectives put up new inquiries for community 
health programs and the strategy of community 
participation (Stone, 1992).  

According to Sherman et al., (2008), structural 
factors influencing participation in health programs 
might incorporate practical problems such as 
transportation or distance (Bauman et al., 1992; 
Duncan & Cumbia, 1987; Fukui et al., 2001; Llewelyn 
et al., 1999; Thiel de Bocanegra, 1992), and include 
functional capacity (Duncan & Cumbia, 1987), 
financial obstacles, or competing family or care giving 
responsibilities (Fukui et al., 2001). Geographical or 
transportation barriers have been mentioned as 
important obstacles by several researchers (Duncan & 
Cumbia, 1987; Llwelyn et al., 1999; Fukui et al., 
2001). 

A structural perspective was utilized in another 
study on community participation of disadvantaged 
groups such as poor women, street youth, and disabled 
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persons in health promotion programs in Canada. This 
study showed the relationship between various 
dimensions of structure like social-cultural, 
organizational, political-legal-economic, and the 
community participation process. Participation was 
controlled by structural factors such as bureaucratic 
rules, perceived minority group relations, agency 
responsibilities, available resources, and 
organizational roles. The study came up with a 
conceptual model based on structural factors that is 
practical in explicating how key factors from federal 
and local levels can limit or ease the community 
participation process (Boyce, 2001). 

With respect to patients participation in health 
program or groups, one should bear in mind that 
understanding patient preferences might also be an 
important structural questions regarding group 
composition and group format. Many groups are 
directed toward specific diseases (e.g., breast cancer) 
and these focused groups assist participants 
distinguish more readily with other members and 
hasten group cohesion (Leszcz et al., 2004; Cameron 
et al., 2005). Previous literature also cited by Sherman 
et al., (2007) in a study regarding cancer group 
psychotherapy interventions. In the same way, health 
care providers should clarify to people about the 
importance of common diseases and the reality of 
prevention programs in a small scale approach, as well 
as the benefits that participation in these programs can 
offer (Ahmadian and Abu Samah, 2012). 
Limitations  

This review explores the evidence of 
demographic, psychosocial, and structural factors and 
their associations with community participation in 
health programs, particularly breast cancer prevention 
or support programs in community setting.  However, 
the review provides little proof on the factors inspiring 
community participation in health programs based on 
local community geography around the world. The 
overall lack of robust data on factors influencing 
community participation in health programs, this 
paper may reflect the deprived quality of some 
previous studies on these factors.  

The literatures regarding socio-psychological 
attributes on community participation in health 
programs are relatively limited in theoretical depth. 
The present review cannot be addressed directly to 
previous literature review and much of this limitation 
may be linked to our approach to scoping the previous 
studies. Some of these limitations have also been cited 
in a systematic meta-review on psychological risk 
factors and health inequalities by Egan et al., (2008).  
Nevertheless, the benefit of factors influencing 
participation in health program can be concluded by 
highlighting the importance of specific factors in this 
review.  

A review of previous literature showed that 
traditionally community participation has been 
assessed in quantitative forms, for example, by asking 
how many people have come to a meeting or how 
many people have joined in a community activity. The 
problem is that presence does not mean participation. 
People may be present, but have no commitment or 
understanding of what is going on (Rifkin, 2001). 
Therefore, it is a further limitation for studies related 
to community participation purpose. Another 
limitation is designing a framework for community 
participation to increase participation in health which 
might lead to unrealistic assumptions about 
participation in health programs.  

 
Conclusion  

Community development strategies emphasizes 
communities to take greater responsibility for their 
own health and changes in people’s attitudes to 
improve their optimal health. However, a major 
contribution to this change is the attitudes of the 
professionals involved in health promotion programs.  

It is clear that changes in people’s behaviour and 
attitudes are a long-term process and should address 
questions about whether the specific demographic, 
psychosocial, and structural factors are effective to 
active community or public participation in health 
plans. Since people know what is going on, their 
positive attitude can reduce their suspicion about 
health promotion programs and simplify their 
accountability to the existing diseases prevention 
programs. 

This review provides some information about 
demographic, psychosocial, and structural factors and 
community participation in health programs. We 
found some evidences of factors associated with 
breast cancer prevention programs or support groups 
to appraise the importance of breast cancer prevention 
in the public health setting. These factors may be 
useful determinants for public health intervention 
agendas in future. 
 
References  
1. Ahmadian, M. (2011). Factors Influencing 

Women’s Participation in Breast Cancer 
Prevention Program inTehran, Iran. Doctoral 
research, Universiti Putra Malaysia. 

2. Ahmadian, M., Samah, A. A., (2012). A 
Literature Review of Factors Influencing Breast 
Cancer Screening in Asian Countries. Life 
Science Journal, 9(2):585-594. 

3. Ahmadian, M., Samah, A. A., Redzuan, M., & 
Emby, Z. (2011). The influence of psycho-social 
factors on participation levels in community-
based breast cancer prevention programs in 



Life Science Journal 2012;9(3)                                                                    http://www.lifesciencesite.com 

 

692 
 

Tehran, Iran. Global Journal of Health Science, 
4(1), p42. 

4. Ahmed, Z. N. (2003). Mapping rural women’s 
perspectives on non-formal education 
experiences. In Ali, et al. (Eds.), Development 
Issues of Bangladesh – II (pp.115-156). The 
University Press Limited. 

5. Bauman, L. J., Gervey, R., & Siegel, K. (1992). 
Factors associated with cancer patients’ 
participation in support groups. Journal of 
Psychosocial Oncology, 10, 1–20. 

6. Beeker, C., Guenther-Grey, C., & Raj, A. 
(1998). Community empowerment paradigm 
drift and the primary prevention of HIV/AIDS. 
Social Science and Medicine, 46(7), 831-842. 

7. Behdjat, H., Rifkin, S., Tarin, E., & Sheikh, M. 
(2009). A new role for women health volunteers 
in urban Islamic republic of Iran. Eastern 
Mediterranean Health Journal, 15(5), 1165. 

8. Berglund, B., Bolund, C., Gustafsson, U. L., & 
Sjoden, P. O. (1997).Is the wish to participate in 
a cancer rehabilitation program an indicator of 
the need? Comparisons of participants and 
nonparticipants in a randomized study. Psycho-
Oncology, 6, 35–46. 

9. Boyce, W. F. (2001). Disadvantaged persons' 
participation in health promotion projects: Some 
structural dimensions. Social Science & 
Medicine, 52(10), 1551-1564. 

10. Boyd-Franklin, N. (1991). Recurrent themes in 
the treatment ofAfrican-American women in 
group psychotherapy. Women andTherapy, 11, 
25–40. 

11. Cameron, L. D., Booth, R. J., Schlatter, M., 
Ziginskas, D., Harman, J. E, & Benson, S. R. C. 
(2005). Cognitive and affective determinants of 
decisions to attend a group psychosocial support 
program for women with breast cancer. 
Psychosomatic Medicine, 67, 584–589.  

12. Cheers, B., & Luloff, A. E. (2001). Rural 
community development. In L. Bourke, & S. 
Lockie (Eds.), Rurality bites: The social and 
environmental transformation of rural Australia 
(pp. 129-42). Sydney: Pluto Press. 

13. Claro, L. B. L., Kawa, H., Cavalini, L. T., & 
Rosa, M. L. G. (2006). Community participation 
in dengue control in Brazil. Dengue Bulletin, 30, 
214. 

14. Cohen, S., & Syme, S. (1985). Social support 
and health. Toronto: Academic Press. 

15. Deans, G., Bennett-Emslie, G. B., Weir, J., 
Smith, D. C., & Kaye, S.B. (1988). Cancer 
support groups fl Who joins and why? British 
Journal of Cancer, 58, 670–674. 

16. Duncan, J. A., & Cumbia, G. G. (1987). Lessons 
learned whileproviding group counseling for 

adult patients with metastatic cancer. Journal for 
Specialists in Group Work, 12, 70–75. 

17. Eakin, E. G., & Strycker, L. A. (2001). 
Awareness and barriers to use of cancer support 
and information resources by HMO patients with 
breast, prostate, or colon cancer: Patient and 
provider perspectives. Psycho-Oncology, 10, 
103–113. 

18. Egan, M., Tannahill, C., Petticrew, M., & 
Thomas, S. (2008). Psychosocial risk factors in 
home and community settings and their 
associations with population health and health 
inequalities: A systematic meta-review. BMC 
Public Health, 8(1), 239. 

19. Fukui, S., Kugaya, A., Kamiya, M., Koike, M., 
Okamura, H., &Nakanishi, T., et al. (2001). 
Participation in psychosocial group intervention 
among Japanese women with primary breast 
cancer and its associated factors. Psycho-
Oncology, 10, 419–427. 

20. Gilbar, O., & Neuman, R. (2002). Which cancer 
patient completes a psychosocial intervention 
program? Psycho-Oncology, 11, 461–471. 

21. Grantham, A., Anderson, A. L., & Kelley, T. 
(2009). Door to door survey and community 
participation to implement a new county 
mosquito control program in wayne county, 
north carolina, USA. International Journal of 
Environmental Research and Public Health, 
6(8), 2150-2159.  

22. Green, L. W, & Kreuter, M. W. (1991). Health 
Promotion Planning: An Educational and 
Environmental Approach (2nd ed.). California: 
Mayfield, Mountain View. Health and Medicine, 
4, 229–240. 

23. Guidry, J. J., Aday, L. A., Zhang, D., & Winn, 
R. J. (1997). Therole of informal and formal 
support networks for patients with cancer. 
Cancer Practice, 5, 2421–2246. 

24. Handy, F., Kassam, M., & Contact, P. (2004). 
Women’s empowerment in rural India. 
International Society for Third Sector Research 
Conference, Toronto Canada, 7-8.   

25. Helgeson, V. S., Cohen, S., Schulz, R., & Yasko, 
J. (2000). Group support interventions for 
women with breast cancer: Who benefits from 
what? Health Psychology, 19, 107–114. 

26. Kapiriri, L., Norheim, O. F., & Heggenhougen, 
K. (2003). Public participation in health 
planning and priority setting at the district level 
in Uganda. Health Policy and Planning, 18(2), 
205.  

27. Kawachi I, Kim D, Coutts A, Subramanian SV. 
(2004). Commentary: reconciling the three 
accounts of social capital. International Journal 
of Epidemiology, 33(4):682-690. 



Life Science Journal 2012;9(3)                                                                    http://www.lifesciencesite.com 

 

693 
 

28. Krizek, C., Roberts, C., Ragan, R., Ferrara, J. J., 
& Lord, B. (1999). Gender and cancer support 
group participation. Cancer Practice, 7, 86–92. 

29. Krizek, C., Roberts, C., Ragan, R., Ferrara, J. J., 
& Lord, B. (1999).Gender and cancer support 
group participation. Cancer Practice, 7, 86–92. 

30. Leonard, A., Mabe, P., & Rutenberg, N. (2001). 
Evidence for the importance of community 
involvement: Implications for initiatives to 
prevent mother-to-child transmission of HV. 
Population Council. 

31. Leszcz, M., Sherman, A. C., Mosier, J., 
Burlingame, G. M., Cleary, T., Ulman, K. U., et 
al. (2004). Group interventions for patients with 
cancer and HIV disease: Part IV. Clinical and 
policy recommendations. International Journal 
of Group Psychotherapy, 54, 539–556. 

32. Litwin, H. (1986). Correlates of community 
collaboration. In Y. Levi, & H. Litwin (Eds.), 
Community and cooperatives in participatory 
development (pp. 37–50). Great Britain: Gower, 
Alder shot.  

33. Llewelyn, S. P., Murray, A. K., Johnston, M., 
Johnston, D. W., Preece, P. E., & Dewer, J. A. 
(1999). Group therapy for metastatic cancer 
patients: Report of an intervention. Psychology, 
Health and Medicine, 4, 229–240. 

34. Martinez-Gonzalez MA, Varo JJ, Santos JL, De 
Irala J, Gibney M, Kearney J, Martinez JA 
(2001). Prevalence of physical activity during 
leisure time in the European Union. Medicine & 
Science in Sports & Exercise, 33: 1142–1146. 

35. Mathews, H. F., Lannin, D. R., & Mitchell, J. P. 
(1994). Coming toterms with advanced breast 
cancer: Black women’s narratives from eastern 
North Carolina. Social Science and Medicine, 
38, 789–800. 

36. Meyer, T. J., & Mark, M.M. (1995). Effects of 
psychosocial interventions with adult cancer 
patients: A meta-analysis of randomized 
experiments. Health Psychology, 14, 101–108. 

37. Midgley, J., Hall, A., & Hardiman, M. (Eds.) 
(1986). Community participation, social 
development and the state. London: Methuen & 
Co. 

38. Minkler, M. (1990). Improving health through 
community organization. In K. Glanz, F. M. 
Lewis, & B. Rimer (Eds.), Health Behavior and 
Health Education (pp. 257-286). San Francisco, 
CA: Jossey-Bass Publishers. 

39. Moen, P., & Fields, V. (2002). Midcourse in the 
united states: Does unpaid community 
participation replace paid work? Ageing 
International, 27(3), 21-48. 

40. Musick, M. A., Herzog, A. R., and House, J. S. 
(1999). Volunteering and mortality among older 

adults: Findings from a national sample. Journal 
of Gerontology: Social Sciences, 54B, S173-
S180. 

41. Nobles, J. & Frankenberg, E. (2009). Mothers' 
community participation and child health. 
Journal of Health and Social Behavior, 50(1), 
16-30. 

42. Pienta, A. M., Hayward, M. D., & Jenkins, K. R. 
(2000). Health consequences of marriage for the 
retirement years. Journal of Family Issues, 21, 
559-586. 

43. Pinder, L. (1994). The federal role in health 
promotion: Art of the possible. In A. Pederson, 
M. O’Neill & I. Rootman (Eds.), Health 
promotion in Canada: provincial national and 
international perspectives (pp. 92-106). Toronto: 
W.B. Saunders Canada.  

44. Plass, A., & Koch, U. (2001). Participation of 
oncological outpatients in psychosocial support. 
Psycho-Oncology, 10, 511–520. 

45. Rifkin, S. B., & Pridmore, P. (2001). Partners in 
planning. London: MacMillan Education Ltd. 

46. Rosenstock, I. M. (1974). Historical origins of 
the health belief model. Health Education 
Monographs, 2, 328–335. 

47. Samah, A.A., Ahmadian, M., Redzuan, M., & 
Emby, Z. (2012). Community participation in 
breast cancer prevention programs towards 
building sustainable programs: Involvement or 
participation? OIDA International Journal of 
Sustainable Development. 
http://www.ssrn.com/link/OIDA-Intl-Journal-
Sustainable-Dev.html 

48. Sarker, T. (2005). Empowerment of women 
beneficiaries through involvement in income 
generating activities under CONCERN 
(Unpublished master’s thesis), Bangladesh 
Agricultural University, Mymensingh, 
Bangladesh.  

49. Sharma, M. (2007). Community participation in 
community-based rehabilitation programmes. 
Asia Pacific Disability Rehabilitation Journal, 
18(1), 85-96. 

50. Shea, S., & Basch, C. E. (1990) A review of five 
major community-based cardiovascular disease 
prevention programs, Part 1: Rationale, design, 
and theoretical framework. American Journal of 
Health Promotion, 4, 203–218. 

51. Sherman, A. C., Pennington, J., Latif, U., Farley, 
H., Arent, L., & Simonton, S. (2007). Patient 
preferences regarding cancer group 
psychotherapy interventions: A view from the 
inside. Psychosomatics, 48(5), 426-432. 

52. Sherman, A. C., Pennington, J., Simonton, S., 
Latif, U., Arent, L., & Farley, H. (2008). 
Determinants of participation in cancer support 



Life Science Journal 2012;9(3)                                                                    http://www.lifesciencesite.com 

 

694 
 

groups: The role of health beliefs. International 
Journal of Behavioral Medicine, 15(2), 92-100. 

53. Sills, D. (1968). Voluntary associations: 
Sociological aspects. In D. Sills (Ed.), 
International encyclopedia of the social 
sciences, Vol. 16 (pp. 362–379). New York: 
MacMillan Co. and Free Press. 

54. Sindato, C., Kimbita, E., & Kibona, S. (2008). 
Factors influencing individual and community 
participation in the control of tsetse flies and 
human African trypanosomiasis in Urambo 
district, Tanzania. Tanzania Journal of Health 
Research, 10(1), 20. 

55. Smith-Morris, C. (2006). Community 
participation in tribal diabetes programs. 
American Indian Culture and Research Journal, 
30(2), 85-110. 

56. Stevens, M. J., & Duttlinger, J. E. (1998). 
Correlates of participation in a breast cancer 
support group. Journal of Psychosomatic 
Research, 45(3), 263-275. 

57. Stone, L. (1992). Cultural influences in 
community participation in health. Social 
Science & Medicine, 35(4), 409-417. 

58. Stretcher, V. S., & Rosenstock, I. M. (1997). 
The health belief model. In K. Glanz, F. M. 
Lewis, & B. K. Rimer (Eds.), Health behaviors 
and health education: Theory, research and 
practice.  

59. Taylor, S., Falke, R., Shoptaw, S., & Lichtman, 
R. (1986). Social support, support groups, and 
the cancer patient. Journal of Consulting and 
Clinical Psychology, 54, 608–615. 

60. Thiel de Bocanegra, H. (1992). Cancer patient’s 
interest in group support programs. Cancer 
Nursing, 15, 347–353. 

61. Thoits, Peggy, A., & Lyndi, N. H. (2001). 
Volunteer Work and Well-Being. Journal of 
Health and Social Behavior, 42, 115-131.  

62. UK Department of Health: Choosing health: 
making health choices easier. London: HMSO; 
2004. 

63. Waite, L. J., & Gallagher, M. (2000). The case 
for marriage: Why married people are happier, 
healthier, and better off financially. New York: 
Doubleday. 

64. Welbourn, A. (1998). Stepping Stones: A 
package for facilitators to help you run 
workshops within communities on HIV/AIDS 
communication and relationship skills. Strategies 
for Hope Training Series, No. 1. London: 
ACTIONAID. 

65. Wells, B., DePue, J., Buehler, C., Lasater, T., & 
Carleton, R. (1990). Characteristics of 
volunteers who deliver health education and 
promotion: A comparison with organization 
members and program participants. Health 
Education Quarterly, 17(1), 23–35. 

66. WHO. (1978). The Alma Ata Declaration on 
Primary Health Care, Geneva. 

67. WHO. (1986). Ottawa Charter for Health 
Promotion, Geneva. 

68. Widmer, C. (1987). Minority participation on 
boards of directors of human service agencies: 
Some evidence and suggestions. Journal of 
Voluntary Research, 16(4), 33–44. 

69. Zaim, M., Naseeri-Nejad, D., Azoordegan, F., & 
Emadi, A. (1997). Knowledge and practice of 
residents about malaria in southeast Iran. Acta 
Tropica, 64(3-4), 123-130.  

70. Zakus, J. D. L., & Lysack, C. L. (1998) 
Revisiting community participation. Health 
Policy and Planning, 13, 1–12. 

 
 
 
6/22/2012 


