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Many Korean American persons have hyperten-
sion, but competing life priorities often prevent 
them from attending health-promotion educa-
tional activities. Using principles of community-
based participatory research, the authors con-
ducted a prospective clinical trial to determine the 
effectiveness of a mailed vs an in-class culturally 
tailored education intervention. A total of 380 
hypertensive Korean American persons from the 
Baltimore/Washington area were assigned to a 
more intense in-class education group or a less 
intensive mail education group. Evaluation of 
postintervention blood pressure (BP) outcomes 
revealed that significant reductions in systolic 
BP (13.3 mm Hg and 16.1 mm Hg, respectively) 
and diastolic BP (9.5 mm Hg and 10.9 mm Hg) 
and increases in BP control rates (42.3% and 
54.3%) were achieved in both groups. No signifi-
cant differences in BP outcomes between groups, 
however, were found. In conclusion, education 
by mail was an effective strategy for improving 
BP control and may be a viable approach for 
other immigrant groups if the education materials 

address their cultural needs. J Clin Hypertens 
(Greenwich). 2008;10:176–184. ©2008 Le Jacq

Managing chronic illnesses such as high blood 
pressure (BP) is a difficult task for many 

Americans,1,2 but it is even more challenging for 
new immigrants. Korean Americans, one of the 
most rapidly growing ethnic minority populations 
in the United States, have a high prevalence of 
high BP and its complications.3 Studies of BP in 
immigrant populations indicate that, in general, 
the prevalence of high BP increases when a group 
of immigrants migrates to a more developed coun-
try4 because the stress related to acculturation and 
changes in diet and lifestyle may adversely affect 
BP levels.5–8

Previous reports have indicated that despite 
the high prevalence of high BP among Korean 
American persons, individual, cultural, and sys-
temic barriers stand in the way of adequate BP 
control in this population.9,10 Korean American 
persons experience not only uncontrolled high BP 
and its complications but also social isolation and 
a loss of self-confidence.11 To address this health 
issue in Korean Americans, a community-based 
and culturally tailored behavioral intervention 
program, the Self-Help Intervention Program for 
High Blood Pressure Care (SHIP-HBP), has been 
constructed and is currently being implemented. 
The SHIP-HBP includes a comprehensive interven-
tion trial that combines psychobehavioral educa-
tion with self-monitoring of BP and bilingual nurse 
telephone counseling. Our primary goal in design-
ing this program was to adapt and translate evi-
dence-based treatment guidelines and behavioral 
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recommendations12 into more culturally relevant 
education materials for first-generation Korean 
American persons who still subscribe to a tradi-
tional Korean culture. An equally important goal 
was to find the most effective and feasible mode 
of care delivery for this target population. The 
focus of this paper is on the differential effects of 
2 different modes of health education delivery of 
the first component of this comprehensive inter-
vention program, psychobehavioral education, on 
BP and psychosocial outcomes in a hard-to-reach 
middle-aged population of Korean Americans. The 
relevance of this approach to other ethnic groups 
should be evaluated.

While varying degrees of efficacy have been 
reported for structured educational interven-
tions,13–16 the harsh reality is that competing 
life priorities and limited resources often prevent 
first-generation immigrants from attending health-
promotion classes, such as BP management class-
es. For example, for many middle-aged Korean 
American persons, time constraints are one of the 
critical barriers to seeking medical help or health 
education programs.17 In light of our understand-
ing of these contextual factors and in an attempt 
to find the most useful ways to deliver an effective 
education program, we tested the effectiveness of 
a culturally tailored psychobehavioral education 
intervention, comparing 2 delivery modes: in-class 
instruction and a self-paced mail intervention.

Conceptual and Operational 
Framework Underlying the 
Intervention
The Learned Resourcefulness Model,18–21 in con-
junction with a community-based participatory 
research (CBPR) framework,22–25 guided the plan-
ning, implementation, and evaluation of this trans-
lational study. This model incorporates critical 
constructs from adult learning, social support, and 
behavior modification theories.26–28 It describes 
how self-help and quality of life can be affected by 
chronic illness, and it recognizes individual factors 
and demands that affect self-care behaviors (eg, 
education, income, immigration status, employ-
ment status, living arrangements, and daily needs). 
Its theoretic premise is that if coping skills are 
maintained or increased through learning a self-
help response to adversity, the skills subsequently 
provide a stronger base for dealing with adverse 
situations, such as managing chronic illness.29,30

We also employed CBPR as the operational 
framework of this research. In particular, follow-
ing participatory action research principles,23,30 we 

solicited active community involvement in all pro-
cesses that shaped the development of our research 
and intervention strategies, as well as in the imple-
mentation and evaluation. We have successfully 
used CBPR methodologies in our previous research 
projects involving the Korean American commu-
nity, including health needs assessment,9,10,31–33 
intervention development, and health service plan-
ning and development.34–36

Methods
Design and Sample
The SHIP-HBP study is a community-based, 
prospective trial involving middle-aged Korean 
American persons in the Baltimore-Washington 
metropolitan area. The trial’s primary objective is 
to determine whether the SHIP-HBP is effective in 
controlling high BP at 3, 9, and 15 months from 
the start of the intervention. This multifaceted 
intervention has 3 main components: (1) a struc-
tured psychobehavioral education that focuses on 
fostering self-help skills in controlling high BP, (2) 
home BP monitoring with a telephone transmission 
system, and (3) telephone counseling by a bilingual 
nurse who facilitates problem solving in managing 
BP. The education component was offered for 6 
weeks, followed by a 6-week test period for home 
BP monitoring. Home monitoring of BP and tele-
phone counseling began 3 months after the start 
of the education intervention and lasted for 12 
months. For the purposes of this paper, we used 
outcomes collected at 3 months, including behav-
ioral indicators and BP outcomes measured before 
we started telephone counseling.

We used a stratified sampling scheme based on 
the participant’s age and sex to create comparable 
groups of middle-aged Korean American persons 
with high BP who were representative of Korean 
American persons who reside in the Baltimore-
Washington metropolitan area. Approximately 
100,000 Korean American persons live in this 
region,37 of whom 23,000 are estimated to be in 
the target age group (40–65 years), and 41.7% are 
assumed to have high BP.38,39 The eligibility criteria 
were (1) self-identified as a first-generation Korean 
American, (2) 40 to 64 years of age, and (3) sys-
tolic BP (SBP) ≥140 and/or diastolic BP (DBP) ≥90 
mm Hg or taking BP medication. At baseline, 445 
Korean American persons were recruited primar-
ily from ethnic Korean churches, grocery stores, 
and ethnic newspaper advertisements.37 Of those 
completing the baseline assessment, 65 dropped 
out either before the education sessions ended or 
before completing follow-up data collection at 3 
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months or did not measure and transmit their BP at 
home. The reasons for dropping out included lost 
contact, travel, moving, schedule conflict, personal 
problem, physical condition, normal BP, belief that 
their BP was not high enough to require rigorous 
management, and overwhelmed with assigned BP 
measurement. There were no significant differ-
ences in sociodemographic characteristics between 
patients who remained in the study and those who 
dropped out.

Procedure
On institutional review board approval, eligible 
Korean Americans with high BP who agreed to 
participate in this study were assessed for baseline 
characteristics. Trained research staff measured BP, 
body weight, and height, and questionnaires were 
completed by self-report. Participants needed 20 
to 40 minutes to complete the baseline question-
naire. They were then assigned to either the in-class 
education group (n=184) or the mail education 
group (n=261), considering such factors as place of 
residence (ie, proximity to our in-class locations), 
schedule compatibility (with our 21 classes in sev-
eral locations at different times), and participant 
preference. We were particularly careful to monitor 
the assignment to obtain compatible groups as well 
as to minimize potential crossover effect within a 
relatively small social network (eg, attending the 
same church) between intervention groups. For 
example, when a group of participants were identi-
fied at a church, one mode of education was offered 
to the church members. At baseline, the in-class 
intervention and mail intervention groups did not 
significantly differ in terms of sociodemographic or 
medical characteristics. Altogether, 380 participants 
(in-class group, 168; mailing group, 212) completed 
the 3-month follow-up assessments and BP mea-
surements, and they were included in the analysis.

The mailing intervention group received weekly 
2-hour in-class education sessions over 6 weeks. 
The group intervention classes were held in a 
community center located in Korean American–
populated neighborhoods. The self-paced mailing 
intervention group received the same educational 
materials each week for 6 weeks via regular 
mail. Of those in the in-class intervention group 
(n=168), 86 (51.2%) attended all 6 class sessions, 
while the remainder attended 1 to 5 sessions (mean 
number of sessions attended, 5.08±1.25). During 
the 6-week education for the in-class intervention 
group and on completion of the 6-week education 
for the mailing intervention group, study partici-
pants were given a home-based BP measurement 

device (A&D UA-767; A&D Company, Ltd, 
Tokyo, Japan) equipped with a telephone trans-
mission system (HBPMT) and instructions. During 
the following 6-week testing period, participants 
were instructed to measure their BP at home using 
the device and start transmitting BP data once 
a week via their home telephone; this process 
generally took <2 minutes per transmission. The 
purpose of this test period was to increase the 
participants’ level of confidence in measuring their 
BP and transmitting the data and to prepare them 
for the next 12-month telephone counseling phase, 
which would build on the patient’s progress in BP 
control through tailored messages from a bilingual 
registered nurse.

Psychobehavioral Education Intervention
Our psychobehavioral education intervention in 
this ongoing study has 2 main components: the 
first, an educational and behavioral intervention, 
is aimed at enhancing clients’ knowledge of high 
BP and its treatment, reducing risk factors, and 
providing resources to Korean American persons; 
it also focuses on improving Korean Americans’ 
coping/enabling skills in problem solving, cognitive 
reframing, and belief in self. The second compo-
nent, the psychological intervention, is aimed at 
assisting them in reframing life adversity in a dif-
ferent and positive perspective. The activities of the 
psychosocial intervention are centered around (1) 
introducing and enhancing strategies for managing 
life adversities that are inherent in the experience 
of having high BP and being a middle-aged immi-
grant, (2) providing necessary knowledge or/and 
information, and (3) promoting self-care behaviors 
related to high BP control.

Measurements
All study variables were measured twice (at base-
line and 3 months), except for the ongoing moni-
toring of BP. Research questionnaires used in this 
study were developed in English and translated 
into Korean, then back-translated into English. In 
this study, participants exclusively used the Korean 
version because they were all born in Korea and 
preferred using their mother tongue.

Baseline BP was measured by averaging the sec-
ond and third BP readings, recorded in mm Hg. 
Measurements of DBP and SBP were obtained by 
trained research assistants using the A&D UA-767, 
a fully automatic device based on the oscillometric 
method. We chose not to use mercury sphygmoma-
nometers because of the major measurement issue 
of interobserver and intraobserver variability, as 
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highlighted in 2 recently published articles.40,41 
Instead, we chose the A&D UA-767 device, 
which had been previously validated against a 
mercury sphygmomanometer.42 The same device, 
with an additional teletransmission function, 
was used for HBPMT.

Follow-up BP measurements were collected by 
HBPMT, measured at home with the same A&D 
UA device. During this intervention trial, par-
ticipants were asked to measure their BP at least 
3 times in the morning and 3 times in the evening 
each week. For the HBPMT test period (6 weeks 
following the 6-week education intervention), self-
monitoring of BP was validated by automated BP 
reports from HBPMT, which showed the time and 
frequency of BP measurements and BP readings. 
We used the weekly average of those transmitted 
data as postintervention data.

High BP belief was measured by the high BP belief 
scale.43 High BP beliefs were assessed by a 12-item 
questionnaire, which asked participants to indicate 
whether they believed certain behavioral factors 
could help lower BP and to select the most important 
factor to control BP. Higher scores represent higher 
levels of high BP belief. This scale has been translated 
into Korean and was used in our previous study of 
Korean American persons with high BP,37 with an a 
coefficient of .897 in the present study.

Self-efficacy for high BP control was measured by 
a high BP management self-efficacy scale, adapted 
from the high BP belief scale.43 The modified scale 

consists of 4-point Likert-type items asking how 
confident the individual is in managing high BP in 
11 areas, including reducing salt intake, taking pre-
scribed BP medicines, and eating fewer fatty foods. 
Higher scores represent higher levels of self-efficacy 
in managing high BP. The Korean version yielded an 
a coefficient of .93 for the present sample.

High BP knowledge was evaluated using 12 
items developed by the National High Blood 
Pressure Education Program of the National Heart, 
Lung, and Blood Institute (1994), with the addition 
of 18 items generated by the current investigative 
team on the basis of a literature review. This modi-
fied instrument has been used in our work with 
Korean American persons.9 High BP knowledge 
scores were calculated by counting the number of 
items with correct responses to statements such as 
“Young adults don’t get high BP” and “High BP is 
life-threatening.” Scores ranged from 0 to 30.

Medication adherence was measured by the med-
ication subscale from the Hill-Bone Compliance 
Scale.44 The scale consists of nine 4-point Likert-
type items (1 = none of the time, 2 = some of the 
time, 3 = most of the time, 4 = all the time) that 
measure the reported degree of adherence to medi-
cation. Higher scores indicate lower adherence. 
This scale has demonstrated adequate reliability (a 
= .74–.84), construct validity, and predictive valid-
ity in African American and non-Hispanic white 
patients.44 Cronbach a was .74 for the medication 
subscale in this sample.

1999 Individuals screened

445 Enrolled

184 In-class group 261 Mailing group

16 Dropped out 49 Dropped out

168 Included in
analysis

212 Included in
analysis 

1554 Excluded
1293 Ineligible
 261 Refused

3-Month
follow-up

445 Enrolled

1554 Excluded

Figure. Participant tracking.
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Statistical Analysis
Analysis was performed on 380 Korean American per-
sons who completed both the baseline and 3-month 
follow-up assessments (Figure). The primary out-
comes of this study were changes in SBP and DBP 
from baseline to 3-month follow-up. The change in 

the number of participants in whom control of BP 
was achieved in each group (BP <140/90 mm Hg) 
was also assessed. Multiple data points derived from 
home BP monitoring were averaged at 3 months as 
3-month follow-up data. Secondary outcomes includ-
ed the level of high BP knowledge, high BP belief, 

Table I. Demographics of Enrolled Participants at Baseline 
Variables In-Class (n=168) Mailing (n=212) Total (N=380) χ2/t (P Value)
Age, y

40–49 59 (35.1) 78 (36.8) 137 (36.1) 5.250 (.073)
50–59 93 (55.4) 126 (59.4) 219 (57.6)
60–64 16 (9.5) 8 (3.8) 24 (6.3)
Mean (SD) 52.3 (5.8) 51.7 (5.6) 52.0 (5.7) 1.027 (.311)

Sex
Male 86 (51.2) 100 (47.2) 186 (48.9) 0.606 (.436)
Female 82 (48.8) 112 (52.8) 194 (51.1)

Marital status
Married 155 (92.3) 202 (95.3) 357 (94.0) 1.504 (.220)
Other 13 (7.7) 10 (4.7) 23 (6.1)

Education
Less than high school 20 (11.9) 24 (11.3) 44 (11.6) 0.077 (.962)
High school graduate 56 (33.3) 69 (32.6) 125 (32.9)
≥Some college 92 (54.8) 119 (56.1) 211 (55.5)

Work status
Full-time 116 (69.1) 153 (72.5) 270 (71.1) 2.810 (.422)
Part-time 24 (14.3) 19 (9.0) 43 (11.4)
No job 18 (10.7) 27 (12.8) 45 (11.9)
Other 10 (5.9) 12 (5.7) 22 (5.8)

Income level
Very comfortable/comfortable 56 (33.5) 74 (35.4) 130 (34.6) 1.171 (.557)
“Okay” 62 (37.1) 84 (40.2) 146 (38.8)
Difficult/very difficult to manage 49 (29.3) 51 (24.4) 100 (26.6)

Years of residence in the United States, 
mean (SD)

17.2 (8.9) 15.3 (9.0) 16.2 (9.0) 1.911 (.057)

Body mass index, kg/m2

<25 (normal) 78 (46.4) 115 (54.3) 194 (50.8) 2.330 (.312)
25–30 (overweight) 78 (46.4) 85 (40.1) 163 (42.9)
≥30 (obese) 12 (7.1) 12 (5.7) 24 (6.3)

Taking BP medication
Yes 97 (58.3) 117 (55.2) 215 (56.6) 0.377 (.539)
No 70 (41.7) 95 (44.8) 165 (43.4)

Relevant disease
Heart failure 5 (3.0) 2 (0.9) 7 (1.8) 2.142 (.143)
Myocardial infarction 5 (3.0) 3 (1.4) 8 (2.1) 1.127 (.288)
Stroke 11 (6.6) 5 (2.4) 16 (4.2) 5.264 (.072)
Kidney disease 19 (11.4) 31 (14.5) 50 (13.1) 4.796 (.091)
Diabetes 24 (14.4) 19 (9.0) 43 (11.4) 3.532 (.171)

Family history of high BP
Yes 122 (72.6) 156 (73.9) 278 (73.5) 1.554 (.460)

Years of high BP, mean (SD) 4.1 (5.8) 4.4 (6.5) 4.3 (6.2) –0.585 (.559)
Values are expressed as No. (%) unless otherwise indicated. Abbreviation: BP, blood pressure.
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self-efficacy, and the level of adherence to medication 
regimens. We used paired t tests to assess the differ-
ences in the proposed outcome variables between the 
in-class intervention and mailing intervention groups. 
Statistical significance was determined at a=.05.

Results
Sample Characteristics
Baseline characteristics were similar for the 380 par-
ticipants, and no statistically significant difference 
was observed in any of the main variables between 
the in-class and mail education groups (Table I). The 
mean age of the group was 52.0 years (range, 40–64 
years), and close-to-equal representation of sex was 
attained (48.9% men, 51.1% women). Most par-
ticipants were married (94.0%) and had more than a 
high school education (88.4%); on average, they had 
resided in the United States for 16.2 years (Table I).

The mean duration of high BP was 4.3 years, and 
73.5% of the participants reported a family history of 
high BP. At the time of enrollment, only 56.6% were 
taking BP medication. One noteworthy characteristic 
of this sample was the relatively high proportion of 
Korean American persons who had comorbidities 
such as kidney disease (13.1%), diabetes (11.4%), 
stroke (4.2%), and heart failure (1.8%). The baseline 
mean (SD) SBP and DBP values for the in-class edu-
cation group were 141.5 (17.7) and 90.0 (11.1) mm 
Hg; those for the mail education group were 143.9 
(17.0) and 91.8 (10.8) mm Hg.

BP Outcomes
Participants transmitted an average of 35.3 (17.3) 
BP readings (range, 1–93 readings) during the 

HBPMT test period (6 weeks following the 6-week 
education intervention). Multiple data points 
derived from HBPMT were averaged as 3-month 
outcome data. Three months after the beginning of 
the intervention, the average BP measurements for 
both groups showed dramatic improvement (Table 
II). From baseline to 3 months, the mean (SD) 
reductions in SBP were 13.3 (16.5) mm Hg in the 
in-class group and 16.1 (16.0) mm Hg for the mail-
ing intervention group. The corresponding DBP 
reductions were 9.5 (10.2) mm Hg and 10.9 (10.0) 
mm Hg for the in-class intervention and mail-
ing intervention groups, respectively. During this 
period, the fraction of the total participants who 
had controlled BP (<140/90 mm Hg) more than 
doubled in both groups (Table III). At baseline, 
only 35.7% of the in-class education group and 
25.9% of the mail education group had controlled 
BP. At 3 months of follow-up, the control rate was 
78.0% for the in-class education group and 80.2% 
for the mailing group (Table III).

Behavioral Outcomes
In general, the psychological and behavioral out-
comes improved to a similar degree in the two 
groups. Data at 3-month follow-up, including those 
regarding feelings of self-efficacy and high BP 
knowledge, health belief, and medication adherence 
were significantly improved when compared with 
baseline measurements for both groups (Table IV).

Discussion
The results from the 3-month assessment in this 
ongoing study have indicated that culturally 

Table II. Blood Pressure Before and After Education Intervention 
Baseline Postintervention Change T Value P Value

Systolic blood pressure, mm Hg
In-class (n=168) 141.5 (17.7) 128.2 (12.9) –13.3 (16.5) –10.49 .000
Mailing (n=212) 143.9 (17.0) 127.8 (12.8) –16.1 (16.0) –14.64 .000
Total (N=380) 142.9 (17.3) 128.0 (12.8) –14.9 (16.2) –17.84 .000

Diastolic blood pressure, mm Hg
In-class (n=168) 90.0 (11.1) 81.4 (8.5) –9.5 (10.2) –12.07 .000
Mailing (n=212) 91.8 (10.8) 80.9 (9.0) –10.9 (10.0) –16.03 .000
Total (N=380) 91.4 (11.0) 81.1 (8.8) –10.3 (10.1) –19.95 .000

Values are mean (SD).

Table III. Blood Pressure Control Rates Before and After Educational Intervention
Baseline Postintervention c2 (P Value)

Class (n=168) 60 (35.7) 131 (78.0) 7.857 (.005)
Mailing (n=212) 55 (25.9) 170 (80.2)
Total (N=380) 115 (30.3) 301 (79.2)
Blood pressure control defined as <140/90 mm Hg. Values are expressed as No. (%).
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tailored interventions can greatly improve BP con-
trol in middle-aged Korean American persons. In 
particular, our findings suggest that applying a 
community-partnered approach to developing cul-
turally sensitive intervention materials and execut-
ing the trial in a traditionally understudied minor-
ity community may be an important and effective 
operational strategy for complex behavioral inter-
vention involving immigrants with high BP.

In particular, the CBPR approach was useful in 
crafting intervention messages that directly address 
beliefs, attitudes, and knowledge that are closely 
embedded in Korean American persons’ cultural 
upbringing. For example, through our forma-
tive intervention phase, our community-partnered 
intervention team found that one of the major bar-
riers to taking high BP medication among Korean 
Americans with high BP was the myth that BP 
medication can be toxic or even addictive. Many 
expressed concerns such as “I heard that once you 
got on medication, you have to be on it for the rest 
of your life,” or “One needs to postpone taking 
medication as long as one can in order to prevent 
organ damage.” To address these prevalent myths, 
the education materials focused on the fact that 
the harmful effects on target organs of delaying BP 
treatment far outweigh any possible adverse effects 
of high BP medication. In addition, our team chose 
several intervention messages that addressed myths 
rooted in cultural beliefs and repeatedly incorpo-
rated these messages into written education materi-
als as well as the telephone counseling protocol. 
Throughout the process, cultural knowledge of 
and insights into the target ethnic community that 
were provided by the community members of our 
research team were essential in crafting and deliver-
ing culturally and contextually relevant intervention 

materials. Such a CBPR approach has been adopted 
by increasing numbers of researchers in designing 
effective interventions aimed at complex behavioral 
changes, such as managing chronic illness.45,46

Our results also suggest that for the delivery of 
an initial education intervention, a self-pacing mail 
intervention was as effective as in-class education in 
terms of achieving an optimal BP level. The changes 
in secondary outcomes in the mail intervention 
group, however, such as the level of high BP knowl-
edge and adherence to BP medication, were not as 
great as those in the in-class education group. It 
is not yet certain whether the revealed group dif-
ference is a clinically meaningful one. While these 
differences do not suggest that there are significant 
barriers to achieving and maintaining optimal BP 
after in-class or in-mail education, the long-term 
maintenance of the obtained intervention effects 
will be evaluated as this study progresses.

Several potential limitations should be borne in 
mind when interpreting our findings. First, our study 
is not designed to distinguish the precise intervention 
effects of each component (ie, education, monitor-
ing). While both groups received the same amount 
of education and were advised to self-monitor their 
BP, it is possible that the differential effect of the 
intervention delivery methods (mail vs in-class educa-
tion) might be replicable only with implementation 
of other intervention components. Second, we were 
unable to use traditional random sampling because 
of the potential crossover effect that can occur in a 
close-knit ethnic community. Although there were 
no significant differences in the major characteristics 
of each group that would be expected to prevent us 
from successfully creating comparable conditions in 
the group assignments, it is possible that some as yet 
unidentified influence could have affected the study 

Table IV. Psychosocial Correlates of Blood Pressure Control at Baseline and After Educational Intervention (N=380)
Baseline Postintervention Change T Value P Value

Self-efficacy (1.0 to ≈4.0), mean (SD)
In-class (n=168) 3.07 (0.43) 3.24 (0.36) 0.17 (0.38) 5.58 .000
Mailing (n=210) 3.05 (0.38) 3.20 (0.37) 0.15 (0.34) 6.50 .000

Knowledge of high blood pressure (0.0 to ≈26.0), mean (SD)
In-class (n=168) 18.80 (3.85) 22.91 (2.48) 4.11 (4.01) 13.26 .000
Mailing (n=212) 18.93 (4.30) 21.58 (3.28) 2.64 (3.71) 10.36 .000

Health beliefs (1.0 to ≈5.0), mean (SD)
In-class (n=165) 4.72 (0.41) 4.83 (0.29) 0.11 (0.38) 3.83 .000
Mailing (n=212) 4.67 (0.46) 4.75 (0.29) 0.09 (0.42) 3.11 .002

Medication adherence (1.0 to ≈4.0), mean (SD)a

In-class (n=98) 3.41 (0.33) 3.49 (0.28) 0.08 (0.27) 2.76 .007
Mailing (n=117) 3.37 (0.37) 3.46 (0.28) 0.09 (0.35) 2.91 .004

aAnalyzed for 215 participants who were taking antihypertensive medication. 
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outcome. Third, our study may suffer from some of 
the inherent validity limitations associated with the 
main data gathering method, self-report, or some 
key demographic variable such as income level. The 
method of a self-report was chosen to accommo-
date the need for confidentiality among the Korean 
American persons who were not exposed to many 
research projects. Finally, we did not have specific 
medication data at 3 months; it is possible that some 
patients had medication changes during this time 
period that might have changed the results.

In addition, it is difficult to compare findings 
regarding the effects of the mail intervention in the 
present study with those in the existing literature 
because of a lack of published reports regarding the 
use of self-pacing mail interventions in chronic illness 
management in a community setting. Mail interven-
tion has predominantly been used either to deliver a 
simple health message, such as how to detect the signs 
of heart attack or stroke,47,48 or to urge people to act, 
such as to making an appointment or to remember-
ing to get a follow-up checkup.49,50 The present study 
is the first structured trial to evaluate the effectiveness 
and practical utility of a self-paced mail education 
intervention related to the rather complex subject of 
managing high BP. If these findings can be replicated 
in other studies, they may have significant clinical 
implications. A lack of time is one of the most critical 
barriers for implementing intense educational inter-
ventions in middle-aged patients, regardless of ethnic 
background, and a self-paced mail education inter-
vention offers an alternative strategy that can reach 
many patients who are in need of proper education 
in managing their chronic illness.

Conclusions
We have shown that a community-based interven-
tion, culturally tailored to address the cultural 
upbringing and contextual factors in the lifestyle 
of the target population, can have a positive impact 
on improving the health and quality of life of many 
individuals. As the findings of a recent national 
hypertension management survey highlighted, mis-
conceptions about the nature and management of 
hypertension persist in all levels of society, includ-
ing ethnic minority populations.51 The method 
used in this study may potentially be translatable 
and usable by clinicians and researchers who are 
working to improve the health and quality of life 
of underserved and vulnerable populations.
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