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Abstract
Aim—This paper is a report of a study of the correlates of mammogram use among Korean
American women.

Background—Despite the increasing incidence of and mortality from breast cancer, Asian
women in the United States of America report consistently low rates of mammography screening.
A number of health beliefs and sociodemographic characteristics have been associated with
mammogram participation among these women; however, studies systematically investigating
cultural factors in relation to mammogram experience have been scarce.

Methods—We measured screening-related health beliefs, modesty and use of Eastern medicine
in 100 Korean American women in 2006. Hierarchical logistic regression was used to examine the
unique contribution of the study variables, after accounting for sociodemographic characteristics.

Findings—Only 51% reported past mammogram use. Korean American women who had
previously had mammograms were statistically significantly older and had higher perceived
benefit scores than those who had not. Perceived benefits (odds ratio=6.3, 95% confidence
interval=2.12, 18.76) and breast cancer susceptibility (odds ratio=3.18, 95% confidence
interval=1.06, 9.59) were statistically significant correlates of mammography experience, whereas
cultural factors did not correlate. Post hoc analysis showed that for women with some or good
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English skills, cultural factors statistically significantly correlated with health beliefs and breast
cancer knowledge (p < 0.05).

Conclusion—Nurses should consider the inclusion in culturally-tailored interventions of more
targeted outreach and healthcare system navigation assistance for promoting mammography
screening in Korean American women. Further research is needed to unravel the interplay between
acculturation, cultural factors, and health beliefs related to cancer screening behaviors of Korean
American women.
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INTRODUCTION
Breast cancer is the most frequently diagnosed type of cancer worldwide and the sixth most
common cause of cancer death among women (World Health Organization 2008). In the
United States of America (USA), Asian women (i.e., those having origins in any of the
original peoples of the Far East, Southeast Asia, or the Indian subcontinent including
Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippines, Thailand, or
Vietnam; National Institutes of Health 2001) have traditionally had a lower death rate from
breast cancer in comparison to Whites (12.7 deaths/100,000 vs. 23.9/100,000) (American
Cancer Society 2008). However, the breast cancer death rate of Asian women is steadily
increasing, while the rate in other ethnic groups is decreasing (National Center for Health
Statistics [NCHS] 2006).

Mammography screening is a widely recommended method for reducing breast cancer
mortality (Gotzsche & Olsen, 2000). Despite its known benefits, Asian women in the USA
report consistently lower screening rates when compared to other ethnic groups. According
to the 2006 National Health Interview Survey (NCHS 2006), the rate of mammography
take-up among Asian women was 57%, while the rates for other ethnic groups were 70% or
higher. Among Asian subgroups, Korean American women (KAW) have been the least
likely group to receive a mammogram, with screening rates ranging between 25% and 47%
(Maxwell et al. 2000; Juon et al. 2000).

Many researchers have attempted to identify correlates of mammography screening among
Asian women, mostly focusing on sociodemographic predictors (Sarna et al. 2001; Juon et
al. 2000; Juon et al. 2002; Kim et al. 1998; Lew et al. 2003; Juon et al. 2004; Maxwell et al.
1998; 2000; Sadler et al. 2001; Yu et al. 2003). However, considering that today’s Asian
American women are predominantly first-generation immigrants (Barringer et al. 1993),
cultural influences should also be considered as important correlates of screening behaviors
for breast cancer. While researchers have often operationalized cultural correlates as the
proportion of life spent in the USA or English fluency (Juon et al. 2000; Juon et al. 2004; Yu
et al. 2003), cognitive factors reflecting cultural attitudes, such as modesty, have rarely been
considered except in qualitative studies (Suh 2006; Kwok et al. 2005; Kwok & Sullivan
2006; Yu et al. 2002; Facione & Katapodi 2000).

Appropriate cancer prevention strategies should be designed to enable a change in behavior
through accepting participants’ beliefs rather than by attempting to change them (Erwin et
al. 1996). Thus, prior to designing and implementing interventions, it is important to identify
relevant factors in the process of obtaining mammography that are salient to the target
population. In the light of this, we conducted a study to identify correlates of mammography
participation among KAW.
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BACKGROUND
Theoretical framework

The Health Belief Model (HBM) has been used widely in the literature to explain and
predict breast cancer screening behavior. According to the model (Rosenstock 1974;
Strecher & Rosenstock 1997), people engage in health-promoting activities such as cancer
screening if they perceive the illness to be serious, believe that they have a chance of
developing the illness, and also that the barriers to screening are outweighed by the
perceived benefits. HBM concepts have been found to affect breast cancer screening in
several empirical studies: perceptions about susceptibility (Aiken et al. 1994; Stein et al.
1992; Champion 1991), benefits of mammography screening (Champion & Skinner 2003),
and barriers to screening (Holm et al. 1999; Thomas et al. 1996; Russell et al. 2006; Han et
al. 2000; Champion & Menon 1997).

As shown in Figure 1, in the theoretical framework of the study reported in this paper, we
extended the HBM by adding cultural dimensions—modesty and use of Eastern medicine—
that may be relevant to KAW’s experiences with mammography. Culture has long been
recognized as one of the most powerful factors influencing health beliefs and health-related
behaviors (Spector 2000). Maxwell et al. (2000) assessed the relationship between the
percentage of lifetime spent in the USA and mammography use among Filipino and Korean
immigrants. In their study, women who had spent much of their lifetime in the USA were
more adherent to breast cancer screenings than their peers. Likewise, Juon et al. (2000)
found that compared to those who spoke little English, KAW with sufficient or proficient
English skills reported greater odds of having a mammogram (odds ratio [OR]=1.98 and
2.41, respectively).

However, defining cultural context based on the number of years that a person has lived in a
country or the degree of proficiency in a language may be limiting. Women from other
countries may have cultural perceptions that do not change based on time of residency in a
country. For example, use of Eastern medicine or embarrassment about the body and
sexuality have been cited as cultural barriers for some Asian women in having various
health procedures done (Tang et al. 2000; Maxwell et al. 1998), although none of the
researchers systematically examined the influence of these cultural barriers among KAW.

Other correlates of mammogram use
A variety of sociodemographic variables have been associated with mammogram take-up. It
has been found that older women are less likely to participate in breast cancer screening
(Juon et al. 2000); however, Yarbrough (2004) reported, through a systematic review, that a
specific association between age and screening participation was neither clearly described
nor predicted in the studies reviewed. In KAW, those married and/or employed were more
likely to have had a mammogram than women who were not (Wismer et al. 1998).
Researchers have found that women with less education are less likely to report screening
behaviors (Juon et al. 2002). Perceived health status has also been reported to affect
screening behavior. In Blustein and Weiss’s study (1998) of women receiving Medicare
(N=2,352), those who considered themselves to be in poor health were less likely to have a
mammogram (OR=0.41) than women who considered themselves to be in excellent health.

Additional correlates of mammography screening have been reported. According to an
integrative review of 17 studies (George 2000), lack of physician recommendation and
knowledge were major barriers. However, in a study of Korean women (Kim et al. 1998),
physician recommendations were not statistically significantly associated with
mammography screening. Further, having a non-Korean doctor was associated with an
increased likelihood of having a mammogram (OR=7.63) in KAW (Lew et al. 2003).
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Women with a family history of breast cancer are often concerned about their probability of
developing breast cancer (Uric et al. 1997). Not surprisingly, women with a family history
of breast cancer have been more likely than those without this history to have a
mammogram (Hailey et al. 2000; Schwartz et al. 1999).

Based on our literature review, our main hypothesis was that cultural factors would be
statistically significantly associated with mammography screening in KAW, after
accounting for sociodemographic influences. In addition, we hypothesized that health beliefs
(i.e., perceived benefits, barriers, and susceptibility) would explain past mammogram take-
up in KAW.

THE STUDY
Aim

The aim of the study was to examine correlates of mammogram use among KAW.

Design
We employed a cross-sectional design, using baseline data from a community-based
intervention trial, “Better Breast Health for Korean American Women.” The trial was
designed to promote breast cancer screening among KAW using the community-based
participatory research framework (Merzel & D’Afflitti 2003) and indigenous women were
trained to serve as community health workers (CHWs) for breast cancer education,
counseling, and navigation assistance (e.g., appointment-making, transport, or translation).

Participants
Participants were recruited from March 2006 to October 2006 by trained CHWs. KAW were
eligible if they: (1) were 40 years or older, (2) had not had a mammogram during the past
two years (i.e. non-adherent), and (3) had no history of breast cancer. Of the 123 KAW
approached to participate in the study, 115 met the eligibility criteria. Of those who initially
agreed to participate, 13 dropped out before the education session began for a variety of
reasons including indecisiveness, travel, change of location, and schedule conflicts. In
addition, two women had a mammogram before the baseline assessment was done. As a
result, a total of 100 women completed baseline assessment and were included in our
analysis.

Trained CHWs met women at ethnic grocery stores, beauty salons, ethnic churches, or
friendly association meetings, and gave baseline questionnaires. To achieve equal
representation in each age group, we used quota sampling and oversampled older women (>
60 years) who had been underrepresented in previous studies. As a result, our sample
included approximately equal numbers of women in their 40s (37%), 50s (30%), and 60s
(33%).

Power calculation
Based on reported odds ratios (ORs) for sociodemographic and health belief variables in
relation to mammogram participation (range=1.95–22.5) (Shirazi et al. 2006; O'Malley et al.
2002; Risendal et al. 1999), we calculated the power of the study using a logistic model with
a conservative OR of 1.95. Given the sample size of 100, the study yielded a power of 0.80
detecting an OR of 1.95 at p=0.05.

Data collection
Study questionnaires were available in both English and Korean. Every woman in the study
elected to complete the Korean version, since all participants were born in Korea and
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preferred using their native language. It took 15–30 minutes to complete the questionnaire.
Further details of the study procedures have been reported elsewhere (Han et al. 2009).

All study variables were measured through self-reporting. A sociodemographic
questionnaire was developed for the purpose of the study. Following the guidelines
suggested by Brislin (1976) and Jones and Kay (1992), a team of bilingual researchers
translated other instruments which had been initially developed in English into Korean. The
translation team had a series of meetings to assess the appropriateness, representativeness,
and readability of the items in the Korean version of the instruments until consensus was
reached.

Sociodemographic and screening-related variables—A questionnaire was created
to ask about age, education level, economic status, employment status, health insurance
cover, perceived health status, length of residence in the USA, English fluency, family
history of breast cancer, and menopausal status. Screening-related questions were also
included in the baseline questionnaire to assess whether a participant had ever heard about
breast cancer and mammography, whether she had been recommended by a physician to
have a mammogram, and whether she had ever had a mammogram.

Breast cancer knowledge—We used ten items selected from the Breast Cancer
Knowledge (BCK) Test (McCance et al. 1990) to reflect updated screening guidelines.
Breast cancer knowledge scores were calculated by counting the number of items with
correct responses. A sample item was “Most breast cancer is associated with hereditary
factors.” Scores could range from 0 to 10, with higher scores indicating more knowledge.
The internal consistency coefficient of the Korean translation was 0.70.

HBM-related variables—Perceived susceptibility, benefits, and barriers were measured
using Champion’s HBM scale (Champion 1999). This 5-point (1–5) Likert-type scale is a
commonly-used instrument measuring HBM variables associated with breast cancer
screenings (Lee et al. 2002; Lee et al. 2004; Hur et al. 2005). The perceived susceptibility
scale has three items, with higher scores indicating that women feel at greater risk of
contracting breast cancer. A sample item was “It is likely that I will get breast cancer.” The
perceived benefits scale had five items measuring perceived benefits associated with
mammography, for example “If I get a mammogram and nothing is found, I do not worry as
much about breast cancer.” Finally, Champion’s scale had 11 items concerning perceived
barriers to having mammography, including “I am afraid to have a mammogram because I
might find out something is wrong.” To reflect barriers salient to immigrant women
adequately, we added five items, including a physician not recommending a mammogram,
the cost of having a mammogram, transport, difficulty in speaking English, and not having
health insurance. Thus, 16 total items were used to measure barriers. In this sample,
reliability coefficients of the Korean translation were 0.85 for perceived susceptibility, 0.83
for perceived benefits, and 0.71 for perceived barriers.

Cultural attitudes and beliefs—Modesty and use of Eastern medicine reflect cultural
attitudes and beliefs that women who have immigrated to the USA from an Eastern country
may have (Tang et al. 2000; Maxwell et al. 1998; Sadler et al. 2001; Bird et al. 1998). We
used the Tang, Solomon, and McCracken’s instrument (2000) to assess these variables. The
‘modesty’ section consisted of six 5-point (1–5) Likert-type items asking about perceived
cultural barriers related to getting a screening test, such as “I feel uncomfortable talking
about my body with a doctor.” The ‘Use of Eastern medicine’ section had three 5-point
Likert-type items such as “I use Eastern/Asian medicine as a treatment for health problems.”
Alpha coefficients for these scales were 0.72 and 0.68, respectively.
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Ethical Considerations
The study was approved by an institutional review board. Women received a cheque for 15
U.S. dollars to compensate for their time.

Data Analysis
Demographic and other sample characteristics were analyzed using frequencies and means.
To identify correlates of mammogram take-up, women were divided into two groups: one
with a past history of a mammogram and another without such a past history. We performed
bivariate analyses to examine differences in demographic and screening variables between
the two groups, using chi-square tests for categorical and t-tests for continuous variables. To
examine the association between several HBM-related and cultural factors and mammogram
take-up, we used logistic regression models. Multivariate models included other variables
that could act as confounders of the relationship between the listed theory-driven and
culturally-salient factors and past mammogram take-up. Based on a comprehensive literature
review of breast cancer screening among immigrant women, the following variables were
controlled for as covariates: age, education, employment status, length of residence in the
USA, breast cancer knowledge, and perceived health status.

RESULTS
Participant demographics

Table 1 presents baseline data on sociodemographics for the 100 KAW in the study. The
sample was mostly middle-aged (range=40–80 years, mean [SD]=54.8[10.7] years) and had
had, at most, a high school education (64%). Less than half of the women (40%) were
employed as full- or part-time. Despite living in the USA for more than 17 years (mean
[SD]=17.2[8.4] years), 91% reported poor or limited English skills. Nearly two thirds (64%)
had no health insurance. Most of the women (95%) perceived their health to be fair or better.
The sample included almost equal numbers of women with and without a history of
mammogram participation (51% vs. 49%). Less than one quarter (24%) reported a
physician’s recommendation to have mammography.

Relationships between study variables and mammogram use
The sociodemographic variables were assessed for their relationships to mammogram take-
up. There was a statistically significant difference in past mammogram participation in
relation to age (T=−3.8, p < 0.001): Women who had had a mammogram were statistically
significantly older than those who had never had one. No other sociodemographic variables
were statistically significantly associated with mammogram use.

Screening variables, knowledge about breast cancer, health beliefs, and cultural attitudes and
beliefs were also assessed for their relationships to mammogram participation. As shown in
Table 1, a statistically significant difference was found only in relation to level of perceived
benefits of mammography (T=−2.669, p=.009). Specifically, women who had had
mammograms in the past reported statistically significantly higher benefits scores than those
who had not. Perceived susceptibility, barriers, modesty, and use of Eastern medicine were
not related to mammogram participation at the bivariate level.

HBM-related and cultural factors predicting mammogram participation
Using multivariate logistic regression analysis, we examined the relationship of several
HBM-related and cultural factors to mammogram take-up, after controlling for
sociodemographic variables. To do this, we first entered age, education, employment, length
of residence in the USA, breast cancer knowledge, and perceived health status, and then
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entered theoretically-driven and culturally-salient variables in the next step. All continuous
variables were transformed into binary variables for ease of interpretation: perceived
susceptibility, benefits, barriers, modesty, and use of Eastern medicine were divided into
two groups by the median value of each of the variables. The statistically significant
independent correlates of mammogram take-up were perceived benefits of mammography
(OR=6.30, 95% confidence interval [CI]: 2.12, 18.76) and perceived susceptibility
(OR=3.18, 95% CI: 1.06, 9.59) (Table 2).

Post-hoc analysis
Given the lack of association between cultural factors and mammogram take-up, we
conducted post-hoc analysis, dividing the sample into those with little or no English skills
compared to those with better English skills. We then calculated correlations between
cultural factors and health belief variables. For KAW with little or no English skills,
modesty was related to perceived barriers (r=.404, p=0.006). For women with some or good
English skills, both modesty and use of Eastern medicine were statistically significantly
correlated with perceived barriers (r=.423, p=0.001 and r=.362, p=0.007, respectively), as
well as with other health beliefs and knowledge; modesty was negatively associated with
perceived susceptibility (r=−.331, p=0.014) and use of Eastern medicine positively
associated with breast cancer knowledge scores (r=.353, p=0.008).

DISCUSSION
Study Limitations

There are study limitations to be considered when interpreting the results. All the women in
our study self-reported past mammography screening experience. While mammography
behavior self-reports have generally been reliable (Caplan et al. 2003), the actual screening
rates may have been inflated in these reports. We attempted to minimize this potential bias
by assuring confidentiality through providing sealed envelopes for return of questionnaires
and emphasizing the importance of accurate reporting. In addition, we used convenience
sampling for this study. Together, these considerations in design may limit generalizability
of the results.

Discussion of Results
The past mammography participation rate of 51% reported in our study was not only
considerably lower than the rate of > 88% reported in the general population (Centers for
Disease Control and Prevention 2003), but also lower than the rate found for other ethnic
minority women with traditionally low rates of mammogram take-up, including Chinese
(64%), Filipino (66%) and Vietnamese (69%) women (Gomez et al. 2007). The result is
consistent with studies of KAW with mammogram participation rates of 50%–53%
(Kagawa-Singer & Pourat 2000; Kagawa-Singer et al. 2007). The low rates of mammogram
use found across studies of KAW, including ours, may have to do with the unique
characteristics of today’s KAW, who are predominantly first-generation immigrants (Barnes
& Bennett 2002). As in other ethnic groups with a large proportion of immigrants, most
women in our study reported very few English skills and limited access to preventive care,
with fewer than 1 in 4 ever having been exposed to a physician recommendation to have
mammography. English proficiency, healthcare access (i.e., health insurance), and physician
recommendation have been reported as key determinants of cancer screening (Schueler et al.
2008). The findings indicate that culturally-tailored interventions are particularly necessary
for resource-poor, linguistically-isolated immigrant groups such as KAW.

Researchers have reported a variety of sociodemographic and screening-related correlates of
mammogram take-up, such as age (Juon et al. 2000), employment (Wismer et al. 1998),
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education (Juon et al. 2002), perceived health status (Blustein & Weiss 1998), physician
recommendation (George 2000; Lew et al. 2003), and breast cancer knowledge (George
2000). However, as previously indicated, the relationships of these variables with breast
cancer screening behavior are not unequivocal (Yarbrough 2004) and, in fact, appear to be
sample-specific. For example, in our study, age (the only sociodemographic variable that
was statistically significantly associated with mammogram take-up) had a positive
correlation with mammogram take-up. This result is in line with that in a previous study of
310 Korean women (Ham 2006), but is inconsistent with another KAW study (N=307) in
which older women were less likely to participate in breast cancer screening than younger
women (Juon et al. 2000). In a recent study with 234 Iranian women (Shirazi et al. 2006),
age was not associated with past mammography screening. Given the nature of convenience
samples used in most of the previous studies, more systematic and random sample
investigations are warranted for the purpose of highlighting the real relationships between
multiple sociodemographic variables and breast cancer screening.

Of the HBM variables examined in this study, perceived breast cancer susceptibility and
perceived benefits were found to be statistically significant correlates of mammogram use
after several sociodemographic factors were controlled for. This result is consistent with the
literature, in which women have been reported to be more likely to participate in
mammography screening if they have increased susceptibility to breast cancer (Aiken et al.
1994; Ham 2006; Stein et al. 1992; Champion 1991) and increased perceived benefits of
screening (Champion & Skinner 2003). Educating women by using recent statistics
indicating an increasing incidence of breast cancer, risk factors related to breast cancer, and
benefits of early detection of breast cancer through regular mammograms should be
considered part of the intervention strategies to improve breast cancer screening for KAW.

Contrary to our expectation that women who participated in mammogram screening would
be likely to perceive fewer barriers to screening than those who did not (Holm et al. 1999;
Thomas et al. 1996; Russell et al. 2006; Han et al. 2000), perceived barriers did not have a
predictive ability for mammogram screening. The findings may have been an artifact of the
convenience sampling used in the study. All KAW had not had a mammogram during the
past two years prior to the study due to the sample inclusion criteria. This might have
resulted in a skewed sample with more perceived barriers than the general population. At
item level, concerns about insurance (i.e., “I have no insurance to pay for a mammogram”),
English skills (“My English is not good enough to get a mammogram”), and logistics for
obtaining a mammogram (“I don’t know how to go about getting a mammogram”) were
perceived as major barriers, with item mean scores (SD) of 3.19 (1.38), 3.09 (1.16), and 2.80
(1.18), respectively. The results support the importance of providing healthcare system
navigation assistance to address the most prominent barriers of breast cancer screening
experienced by KAW through referrals to free or low cost mammograms and translation
services, in addition to informing them of the logistics of obtaining mammograms.

Two cultural factors examined in the study—modesty and use of Eastern medicine—were
not associated with mammography experience among KAW. While some researchers have
cited modesty or embarrassment about the body and use of Eastern medicine as cultural
barriers for some Asian women in having a mammogram (Maxwell et al. 1998; Kwok et al.
2005), others have failed to find such association (Tang et al. 2000). These inconsistent
findings might have been due, in part, to different measures of cultural factors used in these
studies. Another possibility is that, among KAW, cultural factors may not be as important to
mammography screening as other common barriers to screening. Tang et al (2000) noted
that, for less acculturated Asian women, logistical issues such as language barriers and
navigating through the US healthcare system may play a bigger role as a barrier for these
women in obtaining a cancer screening test, while for more acculturated Asian women,
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cultural issues of sensitivity to body image or use of Eastern medicine may become more
relevant issues in their decisions to have a mammogram. Trained lay volunteers have been
reported to be successful in promoting cancer screening behaviors in hard-to-reach ethnic
minority communities with limited access to healthcare services (Duan et al. 2000; Earp et
al. 2002; Welsh et al. 2005; Young et al. 2002). We also found from our post-hoc analysis
that, for more acculturated KAW with better English skills, both cultural factors were
statistically significantly correlated with health belief and knowledge variables. In contrast,
for women with no or little English skills (i.e., less acculturated), only modesty was
associated with perceived barriers. More research is needed to investigate how cultural
factors play a role in the relationship between health beliefs and screening behavior among
KAW, depending on their level of acculturation. A framework which offers broader,
multidimensional perspectives than the HBM on an individual’s health behavior in relation
to their interaction with interpersonal and physical environments such as Pender’s Health
Promotion Model (Pender et al 2002) could be useful when designing such a study.

CONCLUSION
Our results point to a need to develop culturally-appropriate education and navigation
assistance interventions for this vulnerable population. Given both the limited access to
preventive services and logistical barriers commonly experienced by KAW, such as lack of
English language proficiency, more targeted outreach and information is necessary. Nurses
can work with ethnic organizations such as Korean churches to recruit and train Korean-
speaking volunteers to deliver health education and provide assistance to navigate healthcare
systems more readily among KAW in need. In addition, to enhance accessibility,
information on free or low cost mammograms could be offered in Korean to make it
linguistically accessible. When designing educational interventions, relevant health beliefs
should be taken into account to make the intervention programmes more effective in
encouraging a woman’s decision to have a mammogram. Specifically, increasing both
perceived susceptibility and perceived benefits appears to be a particularly promising
strategy for KAW, given that these health beliefs were retained as strong correlates of
mammography experience, even after sociodemographic and knowledge variables were
controlled for. Finally, our post-hoc analysis offers preliminary evidence to suggest that
nurses need to acquire more refined understanding of the role that cultural factors may play
in cancer screening for KAW, and guide them in the process of determining and obtaining a
mammogram based on their cultural beliefs and prominent logistical barriers. For KAW,
cultural issues appear to become more relevant when the woman is more acculturated. In
this context, for a healthcare provider’s recommendation for mammography to be effective,
the provider would need to recognize the different roles that cultural factors may play in
encouraging a woman to have a mammogram, depending on her level of acculturation, and
to initiate a discussion accordingly.

What is already known about this topic

• The Health Belief Model has been used widely in health literature to explain and
predict breast cancer screening behaviors.

• Perceived benefits of mammography screening, screening barriers, and
perceived breast cancer susceptibility have been associated with mammogram
participation.

• Previous studies have identified sociodemographic characteristics as additional
correlates of mammography screening, including age, education, employment
status, and marital status.
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What this paper adds

• Among Korean American women, both perceived benefits and susceptibility
were statistically significantly associated with mammogram participation after
controlling for sociodemographic characteristics, whereas perceived barriers
were not.

• Korean women rated logistical barriers such as lack of insurance, insufficient
English skills, or lack of information about how to ‘go about’ getting a
mammogram as most concerning.

• Cultural factors measured by modesty and use of Eastern medicine were not
predictive of past mammography experience among Korean American women
but, preliminary evidence indicated that cultural issues became more relevant
when the women were more acculturated and, hence, were less likely to
encounter logistical barriers.

Implications for Practice and/or Policy

• Nurses should consider the inclusion in culturally-tailored interventions of more
targeted outreach and healthcare system navigation assistance for promoting
mammography screening in Korean American women who often face logistical
challenges as a result of linguistic and cultural barriers.

• When designing educational interventions for Korean American women, nurses
should take relevant health beliefs into account, particularly perceived breast
cancer susceptibility and perceived benefits.

• For their recommendations about mammography screening to be effective
among Korean American women, nurses need to recognize the different roles
that cultural factors may play in encouraging a woman to have mammograms.
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Figure 1.
Theoretical framework of the study (adapted from the HBM model)
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Table 1

Sociodemographic characteristics and health beliefs of the sample

Never had a
mammogram

(n=49)

Ever had a
mammogram

(n=51)

Total
(N=100)

Age, years (mean [SD])*** 50.9(9.6) 58.5(10.4) 54.8(10.7)

Residency in US, years (mean [SD]) 16.5(8.9) 17.8(8.0) 17.2(8.4)

Education (% ≤ high school) 57.1 70.6 64.0

Work status (% full- or part-time) 47.8 32.6 40.0

Limited English skills (%) 85.7 96.1 91.0

Health insurance (%) 28.6 43.1 36.0

Perceived health status (% ≥ fair) 95.9 94.1 95.0

Physician recommendation (%) 19.4 29.4 24.0

Breast cancer knowledge (mean [SD]) 6.3(1.5) 6.3(1.4) 6.3(1.4)

Perceived susceptibility (mean [SD]) 5.7(2.2) 6.4(2.3) 6.1(2.2)

Perceived benefit (mean [SD])** 18.3(3.8) 20.1(3.2) 19.2(3.6)

Perceived barrier (mean [SD]) 39.8(8.9) 40.6(5.8) 40.2(7.5)

Modesty (mean [SD]) 16.7(3.7) 15.5(3.0) 16.1(3.4)

Utilization of Eastern medicine (mean [SD]) 7.8(2.0) 7.5(1.9) 7.6(1.9)

**
Note. p < 0.01

***
p < 0.001
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Table 2

Adjusted odds ratios of association between health and cultural beliefs and past history of mammograma

95% Confidence Interval

Variables Odds ratio Lower Upper

Perceived susceptibility* 3.18 1.06 9.59

Perceived benefits* 6.30 2.12 18.76

Perceived barriers 1.14 0.37 3.52

Modesty 0.63 0.21 1.92

Utilization of Eastern medicine 0.50 0.16 1.53

a
Covariates are age, education, employment status, length of residence in the U.S., knowledge, and perceived health status. Referent group is

women without a past history of mammogram.

*
p < 0.05
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