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Abstract

The objective of the study was to develop a culturally relevant video and a pamphlet for use as a
cervical cancer screening educational intervention among North-American Chinese women. The
project conducted 87 qualitative interviews and nine focus groups to develop a culturally tailored
intervention to improve Pap testing rates. The intervention consisted of an educational/motivational
video, a pamphlet, and home visits. Less acculturated Chinese women draw on a rich tradition of
herbal knowledge and folk practices historically based on Chinese medical theory, now mixed with
new information from the media and popular culture. The video, the pamphlet, and the outreach
workers knowledge base were designed using these results and combined with biomedical
information to address potential obstacles to Pap testing. Culturally relevant information for
reproductive health promotion was easily retrieved through qualitative interviews and used to create
educational materials modeling the integration of Pap testing into Chinese women’s health practices.
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INTRODUCTION

The United States (U.S.) 2000 Census counted ethnic Chinese at 2.4 million, and the Chinese
are now the largest Asian subgroup in both Canada and the United States (1,2). The Chinese
are also the oldest Asian community in the Americas, arriving in the mid-1800s. There have
been at least three waves of Chinese immigration. In the 1800s early immigrants were drawn
by economic opportunity and made substantial contributions to pivotal economic and historic
developments in Canada and the United States, such as mining gold and building the
transcontinental railroads. Eventually the Chinese established communities in many principal
North American cities. From the mid-1800s until the early part of the century periods of
isolation or peaceful coexistence, punctuated by outbreaks of intolerance and “scapegoating,”
characterized the relationship of the dominant culture to Chinese settlers, especially in the west
(3). It is safe to say that in the nineteenth and early twentieth centuries the unique medical and
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diverse cultural traditions of this ethnic minority were not valued. Hostility toward the Chinese
culminated in legislation in California officially denigrating the Chinese race and specifically
excluding Asians from immigration quotas in 1880 (3,4). In the United States, Asian healing
systems such as acupuncture were not of much interest to the dominant culture until the 1970s
following the renewal of relations with China (5).

Over the last four decades there have been subsequent waves of Chinese immigration (2,4).
Chinese immigration increased dramatically when in 1965 immigration policies toward Asians
were liberalized. Separate immigration quotas were introduced for mainland China and Taiwan
enabling a 10-fold increase in specific immigration from each country. During the Southeast
Asian wars large numbers of ethnic Chinese fled Southeast Asia as refugees. In the 1990s
events such as Tiananmen Square provoked an exodus from mainland China. Finally, in 1997
Hong Kong’s return to China stimulated a unique movement of families from both Hong Kong
and Taiwan (6,7). This increased rate of immigration has resulted in a twenty-first century
North American ethnic Chinese population that is heterogeneous and largely foreign-born (1,
2). While the early Chinese arrivals have acculturated to western language and lifestyle, recent
arrivals have been identified as an underserved group that require special attention from public
health professionals because of low acculturation levels, low English proficiency, and relative
cultural isolation in the new and historic “Chinatowns,” of many urban centers (8).

Cervical cancer rates are higher among Chinese women in California and British Columbia
than among non-Latina white women because of poor compliance with cervical cancer
screening guidelines. According to Los Angeles data, the rates of invasive cervical cancer
among Chinese and non-Latina white women are 12.3 and 7.2 per 100,000, respectively (9).
Similarly, Chinese in British Columbia have twice the invasive cervical cancer risk of whites
(10). Moreover, data from the Surveillance Epidemiology and End Results (SEER) Program
show that Asian-born Chinese women have higher cervical cancer incidence rates than do
Asian women born in North America (13.3 versus 9.8 per 100,000 women) (Personal
communication, Stephen Schwartz, FHCRC). Few reports have addressed Papanicolaou (Pap)
testing levels among women of Chinese origin. However, nearly one half (45%) of Chinese
women who participated in an ethnically focused Behavioral Risk Factor Survey conducted in
Oakland during 1989-90 had never been screened for cervical cancer, and only 37% of
respondents to a 1994 San Francisco survey were routinely obtaining Pap smears (11,12).
Additionally, Archibald et al. showed that Chinese residents of British Columbia are about
25% less likely to complete routine Pap testing than the Province’s general population (10).

To be effective, cancer control interventions targeting less acculturated immigrant groups
should be based on a thorough understanding of culturally based knowledge, beliefs, and
practices (13,14). To address lack of familiarity with minority health concepts and practices,
health educators are increasingly integrating qualitative approaches into the development of
diverse types of intervention programs (e.g., AIDS and smoking prevention interventions) as
well as screening programs targeting immigrant groups (e.g., Latina women) (13,15). The
qualitative paradigm applies anthropologic research methods to elicit the “insider’s” point of
view, and provides a contextual understanding of cultural values and their relationships (15—
17). Because qualitative data collection methods allow participants to discuss a wide range of
topics, unencumbered by a rigid format, they facilitate the identification of new and
unanticipated information (16,17).

Our project, Cervical Cancer Control in North American Chinese Women, had three primary
objectives: 1) obtain information about reproductive health beliefs and practices relevant to
cervical cancer screening among ethnic Chinese women, 2) design culturally and linguistically
appropriate interventions to increase Pap testing completion rates among less acculturated
women, and 3) conduct a randomized trial to evaluate the effectiveness of intervention
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approaches. As part of this effort, we completed a qualitative study focusing on concepts and
practices that define reproductive health and illness, and cervical cancer screening in particular
among Chinese Americans and Canadians. This paper summarizes how we obtained cultural
information and developed educational materials and interventions informed by these findings.

BACKGROUND
Study Setting

Our study sites are two west coast cities: Seattle, Washington, and Vancouver, British
Columbia. While these metropolitan areas are only 150 miles apart, they vary with respect to
their Chinese populations. First, the two cities differ in regard to countries of origin. Both have
ethnic Chinese populations from mainland China, Hong Kong, Taiwan, and Southeast Asia.
However, most Seattle migrants are from mainland China, while the majority of Vancouver
migrants are from Hong Kong (18,19). Second, the size and density of the Chinese communities
are quite different. While Seattle has individual census tracts with a relatively high proportion
of Chinese, they comprise only a small percentage of the total population (18). In contrast,
1991 Canadian Census data show that one in four Vancouver residents are of Chinese descent
(20). Additionally, Canada and the United States have different systems for the provision of
medical care and preventive services such as Pap smears (21).

Community Involvement

Active community involvement and reciprocal participation are crucial components of
successful programs targeting minority populations (22,23). This project formed a coalition of
Chinese women in each study city to help develop educational materials and implement project
activities. Coalition members include representatives from Asian service organizations as well
as Chinese health care providers. Community advisors who live in the project’s target
neighborhoods were also recruited with the assistance of our coalitions. These advisors are less
acculturated with respect to Western society and have previous community organization
experience at the “grass-roots” level.

QUALITATIVE DATA COLLECTION

Methods

We completed 87 unstructured interviews (43 in Seattle and 44 in VVancouver) with Chinese
women. To verify information collected during one-to-one interactions, nine focus groups were
conducted (four in Seattle and five in VVancouver), the focus groups comprised 30 women some
who had been previously interviewed individually, joined by others who had not. The
qualitative data participants were recruited by community advisors, coalition members, and
clinic medical interpreters as well as Chinese women’s social networks. Many of the
interviewees had received Pap tests. All the interviews and focus group sessions were
conducted in a Chinese dialect by bicultural Chinese-American or Chinese-Canadian female
interviewers who were fluent in Cantonese and/or Mandarin as well as English. Focus groups
were grouped according to language preference. Participants received a small stipend payment
as a token of appreciation for their time. The qualitative data were systematically audio-taped,
translated, transcribed, edited, and coded by five individuals (four of whom are of Chinese or
other Asian descent) for thematic content. Inconsistent coding was reviewed by the team of
coders and mutually agreed upon thematic codes were applied.

Anthropologic approaches to data collection follow an iterative process. This means that each
interview and focus group introduces new information to be validated and then applied during
subsequent data collection. While the parameters of sampling and data retrieval that allow for
statistical inference and analysis are not met, this approach allows questions to be reframed as
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the data are collected, according to the linguistic and cultural framework of the target group
(24). By this we mean that subsequent interviews build on information retrieved and validated
during previous interviews so each interview increases in specificity and detail. Since cervical
cancer is an unfamiliar concept for some Chinese women, our earlier interviews focused on
the more familiar aspects of gynecologic health (e.g., knowledge of female anatomy) (7).
Women’s health issues of importance to Chinese were identified and each mentioned issue
was discussed in terms of causation, prevention, biomedical and traditional treatments, and
implications (25,26). This approach also allowed us to identify relevant words and phrases
commonly used by Chinese women (15). The understanding of biomedical and traditional
models of gynecologic health was also explored. Later interviews were less exploratory, with
an increasing focus on specific issues related to cervical cancer such as knowledge of risk
factors, beliefs about Pap testing, and logistic barriers to screening participation.

The average age of the qualitative interview participants was 54 years (range 29-72). Over two
thirds (68%) of the women reported their primary language was Cantonese and the remainder
were Mandarin speakers. All were Asian born; 34% were from mainland China, 37% from
Hong Kong, 17% from Southeast Asia, and 11% from Taiwan. The mean educational level
was 11 years (range 0-16) and length of time in North America 11 years (range 1-40). Fifty-
seven percent spoke English “poorly” or not at all. The interviews identified many sociocultural
factors relevant to Pap testing programs targeting Chinese women. A complete reporting of
the qualitative data is in preparation; here we report only those findings pertinent to the video
development. These included a traditional orientation to the etiology, prevention, and treatment
of gynecologic disease. The central importance of Chinese cosmology in medical theory and
its expression in a traditional woman’s daily life is reflected in many small ways. Diet, physical
activity, herbal preparations, and attention to the presence of “wind,” “cold,” or “dampness”
are references to underlying principles of Chinese medical theory and qi circulation, the balance
of yin and yang, and connection between the individual, lifestyle, and environment. The
professional terminology and complexities of Chinese medical practice are unknown to most
lay women. However, their choice of herbal soups, cautionary tales about risk behaviors, and
a preoccupation with balancing forces of yin and yang in nature speak to cultural inclusion of
many Chinese medical principles, even as women acculturate to modern life.

For example, many respondents mention that one of the most vulnerable stages of a woman’s
life is a period of 1-3 months (depending on region of origin) immediately after childbirth,
known as the “sitting month.” During this period of time a woman is depleted of blood and
heat through the birth of her baby. She is “blood deficient” and particularly vulnerable to blood
loss, as well as invasion by “wind and cold.” Women are therefore advised to avoid taking
baths, eating “cold” foods (e.g., acidic fruits), and exposing themselves to “wind.” In addition,
women are encouraged to rest, minimize physical activity, and build their blood through diet
and herbs known to encourage the circulation of blood and gi (e.g., vinegar—ginger pork soup).
If a woman observes these dietary and behavioral recommendations, she protects herself from
future problems related to blood deficient, cold states such as headache, arthritis, and many
other symptoms. These traditional practices were felt to have more relevance to reproductive
health than routine gynecological exams.

The cervix is an anatomic part not often identified in lay Chinese, whereas the uterus as a whole
is more commonly discussed. Problems with the uterus are related to the postpartum period if
there were specific violations of postpartum practices. Uterine problems may also be related

to exposure to “toxins” through poor hygiene, sexual promiscuity, a spouse’s promiscuity, diet,
or environmental factors. For example, many participants reported that women are only at risk
for cervical cancer if they (or their partners) have had multiple sexual contacts and/or a sexually
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transmitted disease in the past, are currently sexually active, or are premenopausal. Cancer
itself is considered to be a later stage of the blockage of circulating blood and stagnant qi, a
process which takes years and which, if unresolved, results in a tumor. Once formed the tumor
can progress to cancer.

Treatment was traditionally focused on activities and herbs that would treat exposures to “cold”
and “wind,” the symptoms of STDs, or dissolve the tumors through improved blood and qi
circulation. As a corollary of this, some women are concerned that cancers are life threatening,
and very difficult to treat. Dietary changes are made to treat cancers, and herbal soups are used
for treatment. It is understood that the treatment process will be slow and perhaps ineffective
since the disease has often progressed for too long. The idea that simple technologies can find
cancers early, before they are life threatening is new and unfamiliar, to many less acculturated
Chinese women.

Western medicine’s focus on a particular anatomic location fails to recognize an
acknowledgment of the traditional Chinese emphasis on balance. From the perspective of less
acculturated Chinese women a discussion of cancer is a focus on a problem at a late stage of
development, and addresses the dreaded consequences of a process that should have been
attended to earlier, rather than focusing on treatable abnormal tissue. The idea of sampling
cervical cells by Pap testing and later removing diseased tissue requires an understanding of
cellular processes and technology unknown by many less acculturated Chinese women.
Consequently, Pap testing, which is widely available, is unknown by some, and considered
unnecessary by others who feel the root of the issue is stagnant gi which results in retained
blood and cold and wind. These deficiencies and accumulations must be treated or more
problems will ensue.

Many participants believed that a person’s health is in constant flux, and so a physician can
always find “something that may turn out to be nothing,” and “if you look for trouble, you will
find it.” Therefore, Pap testing in the absence of symptoms (e.g., vaginal discharge, vaginal
bleeding, or pelvic pain) takes the unnecessary risk of finding a problem that will self-correct.
There is also a deeply embedded cultural predisposition for elegant inaction according to
Confucian and Taoist principles. Without being articulated specifically, this approach reflects
a general admonition to allow things to be true to their own nature.

The possibility that early detection might result in surgery is a concern for some Chinese
women. Experience with surgery in Asia influences women’s view of surgery in North
America. Surgery is performed in China infrequently and only for severe problems. Participants
reported they perceive the mortality rate from surgery and subsequent infections to be high.
Many women do not appreciate that surgical technology and medical care is substantially
different in industrialized nations. Surgery is believed to distort the appropriate flow of gi and
blood through the body. A fear of surgery and its avoidance at all costs persists. Screening
activities that may reveal a need for surgery is yet another example of “looking for trouble”
unnecessarily. In addition, Chinese culture values fertility highly, and a woman who has had
a hysterectomy before having a child may feel that she is a disappointment to her in-laws and
her own family.

In addition to cultural models of illness, logistic issues also were mentioned by interviewees.
During our interviews women consistently cited the following logistic issues as barriers to
preventive care: problems with appointment scheduling (because of language issues),
difficulties finding transportation to health care facilities and childcare during clinic visits, a
lack of female providers and medical interpreters, and a paucity of health education materials
that are culturally and linguistically appropriate for Chinese women. Another barrier is the lack
of access to providers that many women perceive as the only appropriate person to do the test.
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In countries such as mainland China and Hong Kong, gynecologists routinely provide all
women’s health care including Pap tests. Older physicians trained in Asia often continue to
encourage referral to gynecologists. Therefore, some of the Vancouver participants were not
comfortable seeing a general or family practitioner for cervical cancer screening (a primary
care provider referral is necessary for specialist care in British Columbia). In Seattle, lack of
health insurance and concerns about cost deterred women from completing cancer screening
tests (Canada has a universal access health care system and Pap testing is free). Pap testing
facilitators included previous family planning and obstetric services in North America as well
as physician recommendations.

INTERVENTION DEVELOPMENT

Video

Video is increasingly being used as a medium for health promotion, and is particularly useful
for cancer education in immigrant communities because of low literacy levels and high rates
of VCR ownership (27,28). Additionally, culturally sensitive audiovisual presentations allow
recommended behaviors to be modeled in appropriate and supportive contexts, incorporating
both cognitive and affective influences (28,29). They also allow for cultural context to be
displayed in a manner that assumes those sending the message understand the daily lives of
the target audience; cultural barriers can be acknowledged and addressed quickly. Four
versions of the video were produced. A Cantonese version and a Mandarin version, as well as
both versions with English subtitles. An increasing body of information supports an
entertainment context for the delivery of health education messages (27,30). Therefore, the
video is in an education—entertainment (“soap opera™) format which has been successfully used
in health promotion efforts targeting ethnic minority groups in North America as well as
audiences in developing countries (30,31).

The video script was developed with two working groups to review content, the community
coalition described earlier, and Fairchild Television. These were not the same people that were
interviewed, but a separate group of 28 Mandarin and Cantonese speaking Chinese individuals.
Fairchild Television is a corporation operating the only two trans-Canadian all Mandarin and
all Cantonese television and radio stations. Their expertise in developing materials for the North
American Chinese-speaking market is considerable. Once the general ideas were approved by
a focus group, these two groups worked interactively until a final script and eventually a final
product was produced that was acceptable to lay, professional, and media sectors of the
community.

The video story line focuses on an older, less acculturated Chinese woman’s discomfort and
anxieties about persistent pelvic symptoms, and how she was encouraged to get gynecologic
care by family and friends. Cultural attitudes, approaches, and barriers to timely care are
identified and addressed through interactions with her daughter, friends, a Chinese herbalist,
and health care providers at a Western clinic. The video provides cultural context so the
audience knows that their traditional values are accepted and understood. For example,
references are made to “the sitting month” and the process of replenishing gi and blood using
herbal soups common to Chinese medical therapeutics. The significance of milestone
birthdays, references to modesty, and the tension between generations over traditional practices
are incorporated into the story. In this way the fabric of every day life for Chinese women is
recognized. In turn, this is intended to send the message to our target audience that the video
producers and outreach workers understand the routine issues of their lives and feel that Pap
testing is relevant. The qualitative work identified the central themes to be included. More
examples of how we used the qualitative data to develop the video are given in Table I.
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Written Materials

Culturally and linguistically appropriate print materials have been successfully used in disease
prevention programs targeting minority groups, and can enhance Pap testing and smoking
cessation (32,33). A motivational pamphlet, featuring drawings of women by a Chinese artist
as well as Chinese and English text, was developed for this project. Multiple barriers to
screening are addressed through testimonials from Chinese women together with relevant facts
(Table I1). In addition, a question and answer section is used to address other barriers including
lack of physician recommendation, perceptions that Pap testing should be done only by
gynecologists, and concerns about embarrassment as well as pain and discomfort. We also used
a simple, factual pamphlet about cervical cancer and Pap testing that was recently developed
by the Federation of Chinese-American and Chinese-Canadian Medical Societies. Finally, the
project developed fact sheets for use in each of the study cities. The Seattle fact sheet provides
information about clinics that offer Chinese dialect interpreter services and health insurance
coverage for Pap testing. Similarly, the Vancouver fact sheet provides information about
Chinese-Canadian physicians as well as a local Pap testing clinic specifically for Asian women,
and a statement indicating the medical services plan of British Columbia pays for cervical
cancer screening.

Barrier-Specific Counseling

Cultural attitudes to problem solving, family life, female fertility, and concepts of health and
illness are in themselves the fabric of a Chinese woman’s life; to call them “barriers” reduces
them to a single dimension, specifically the view of the health care system. Yet, it is true that
complexity of life can make Pap testing tangential to more pressing domestic issues. Outreach
workers were middle-aged women who have been married, some have children of their own.
They were selected after a careful interview process involving project staff and members of
the Chinese community. They were ethnic Chinese women for whom English is a second
language. They had either high school or college education. They grew to adulthood in Hong
Kong, Taiwan, or China, before immigrating to the United States. They were trained by project
staff for 3 days about the specifics of cervical cancer, Pap tests, common objections to having
examinations and how to address them, and community resources needed by low-income
women. By virtue of age, motherhood, cultural knowledge, and training, the project staff felt
they had credibility with less acculturated Chinese women. Through training and review of the
qualitative material they have been familiarized with details of Chinese culture they may not
have known first hand. They have also been encouraged not to discount traditional practices
of Chinese women, but to work with women to explain the relevance of Pap testing as a simple
technology that can complement traditional approaches to health promotion.

The qualitative data findings were the basis of barrier-specific counseling information for the
outreach workers (34). In practice the scripts are modified by the outreach worker to be
appropriate for the age, educational level, and concerns of the individual. However, the script
can be relied upon as a backup measure in the event that an outreach worker is at a loss for
what to say. The information summarizes the barriers to Pap testing that may be raised by
Chinese women, and provides scripted responses. Specifically, 12 potential barriers are
addressed: Table 11 summarizes the barriers that were mentioned in our interviews and the
frequency with they arose. It is important to remember that the interviews were not structured
so that topics emerging in one interview may not have emerged in others. Nevertheless, the
table summarizes the number of interviews in which the topic was discussed. Table IV provides
an example of the barrier-specific counseling summary for transportation problems. During
Pap testing discussions, the outreach workers show diagrams of female anatomy, specula and
Pap testing kits, black and white photographs of a Chinese woman physician taking a Pap smear
from an Asian patient, and graphs demonstrating high cervical cancer rates as well as low Pap
testing levels among Chinese women (Fig. 1).
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Intervention Efficacy

The intervention materials have been evaluated in a randomized controlled trial. Two cervical
cancer control intervention approaches for women who do not utilize Pap testing were
implemented. Women randomized to the “high intensity” intervention were visited by a female
Chinese outreach worker and received a subsequent follow-up telephone call (Fig. 2). During
home visits, women were given a video as well as written educational materials. In addition,
outreach workers provide barrier-specific counseling, using various visual aids to reinforce
educational messages, and offering tailored logistic assistance (e.g., medical interpretation
during a clinic visit). The “low intensity” intervention was a direct mailing of the video and
written materials. Women in the control arm of the evaluation received the services that are
currently available to the community (35).

Using self-reported Pap testing in the past 2 years as the outcome of interest, 61% of women
randomized to the “high intensity” outreach worker arm received Pap testing. Forty-seven
percent of the women randomized to the mail only, “low intensity” arm reported having
received a Pap test, while 34% of the controls reported having been screened within the
preceding 24 months. All three of the possible pairwise comparisons were significant (p <
0.05). Thus, the intervention materials were most effective when explained by a bilingual-
bicultural outreach worker who assisted with logistical barriers, but the pamphlet and video
alone were successful and influential when mailed to women when compared to a control group
of Chinese women (35).

DISCUSSION

Hubbell et al. have previously described their anthropologic approach to developing a breast
cancer control program for Latina women in California (13). They found that many Latinas
did not embrace medically accepted risk factors (e.g., a family history of breast cancer), but
did believe that other factors (e.g., breast trauma) increase the risk of contracting breast cancer.
Additionally, this group reported that fatalistic attitudes (e.g., believing breast cancer is a
“punishment from God”) were a barrier to the use of screening procedures among Latina
women. Similarly, we have previously found that Cambodian refugees believe that traditional
practices help to protect women from uterine disease, and perceive that karma plays a
substantial role in determining the course of one’s life, including their health (27). These are
examples of unique culture-specific barriers to care.

To overcome the objections of Chinese women to obtaining Pap testing requires that the health
educator understand the nature of the objection within the community and cultural context.
Only then can plausible problem solving be explored with women by educators. By
interviewing community women and incorporating their practices and common concerns and
beliefs into our materials, the project staff began the conversation with women about Pap testing
in a knowledgeable, empathetic, and meaningful way. By encouraging the outreach workers
to respectfully raise these issues and address them together with women, outreach workers
validated Chinese culture and practices and negotiated Pap testing in that context.

Coyne and colleagues conducted a literature review of factors associated with cervical cancer
screening (36). This review found that individual barriers to screening as well as their relative
importance differ markedly between population subgroups. For example, Spanish-speaking
Latinas are more likely to report that they find Pap smears embarrassing and frightening than
do English-speaking Latina women. As might be expected logistic issues such as
transportation, childcare, and concern about using scarce resources for unnecessary tests are
more important among socially disadvantaged and minority women, than among middle class
white women. Such barriers are shared by low income women of diverse ethnic backgrounds.
For the female population as a whole, these authors concluded that the most important barriers
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to Pap testing are perceptions that it is unnecessary, fear of embarrassment, and lack of
physician recommendation.

The most cost-effective approach to health promotion may involve tailoring interventions by
culture as necessary, and reaching across cultures when possible (31,37). The effectiveness of
this intervention among Chinese women provides an example of how a programmatic approach
might be implemented among several immigrant populations (35,38). Specifically, the use of
bicultural outreach workers for program delivery, the provision of logistic assistance accessing
health care, and the use of linguistically appropriate materials would be relevant to multiple
immigrant groups. However, the specific content of educational messages would need to be
tailored to each community. In addition, the impact of the materials alone, without logistical
assistance, among the mail only arm suggests that culturally relevant materials alone can
motivate women to get Pap testing. Logistic assistance has an additive effect, and improves
self-reported Pap testing rates even more.

Our work to tailor materials for Chinese women provides an example of the unpredictable
beliefs and practices that can be revealed by using qualitative methods during the design of
health education programs targeting immigrant communities. Many educational programs for
minority groups may have been ineffective because a health problem was not addressed within
the context of their ethnic history, cultural values, community politics, and contemporary lives
(39). Redress of historical inequities and exclusionary legislation directed against the Chinese
immigrant community may never be adequate. In our opinion ignoring the significance of this
history for this community is unconscionable. The National Institutes of Health have lately
prioritized funding to include minority cultural perspectives in scientific initiatives (40,41).
Prioritization of minority health research may reflect a tacit recognition of current and past
inequities. Our intervention program is an effort to respond to these priorities and contextualize
available medical technology for one of the many minority communities that have contributed
to North American society for over a century.
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Example of visual aid.
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Core Components

Introductory Mailing

1-2 weeks

Home Visit

* Video

* Pamphlets

* Fact sheet

* Visual aids

* Barrier-specific counseling >
1 month

Follow-up Telephone Call
= Barrier-specific counseling

Fig. 2.
Summary of outreach worker intervention.

Tailored Components

Logistic Assistance

* Referral to local clinic

* Scheduling of clinic appointment
+ Interpretation at clinic visit

» Transportation assistance
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Table llI
Principle Barriers
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Barrier % of interviews
Embarrassment 36.6
Lack of knowledge 25.9
Not necessary 251
Costly 20.9
Can’t communicate/need interpreter 15.9
Fear of pain 15.6
Fear of finding bad news 11.8
Transportation 8.2
Inconvenient 24
Need childcare 24
Waste of government resources 24
No good physicians available 2.4

Note. N = 87. These are the most commonly discussed barriers, but not all barriers were given an equal opportunity to be discussed. Not every interview

attempted to touch on these subjects. Some interviews may have spent the entire hour and a half discussing nonbarrier-related topics at length.
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