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2YHUYLHZ RI 2XWUHDFK 6WUDWHJLHV 7UDLQLQJ 3DFNHW³%DFNJURXQG 5HDGLQJ �

%DFNJURXQG�5HDGLQJ

,QWURGXFWLRQ�DQG�2YHUYLHZ
This section provides an overview of various strategies being used to recruit older medically
underserved women for breast and cervical cancer screening. They include

& Interpersonal strategies;
& Health promotion tips for older medically underserved women;
& Media strategies;
& Long-term care and retirement communities;
& Direct mail;
& Coalitions and partnerships;
& Community interventions;
& Provider and community health center interventions;
& Community health workers;
& Church-based interventions; and
& Worksite screening (Reaching women in the workplace).

Each strategy is described in detail below.

The two most common and predominant strategies used are media and interpersonal. It is
important to understand that a variety of media and interpersonal methods often are used in
conjunction with other strategies listed above to strengthen the possibility of success. That is,
media and interpersonal strategies are needed to maximize the reach of your program. However,
all strategies should be targeted according to the characteristics of the intended audience.

Throughout this section of the training packet, examples are provided from programs
implementing different strategies. Although most of the examples provided are specific to breast
and cervical cancer prevention or detection, some examples are from other health-related
behavior change initiatives. These other examples are included because the principles described
are applicable to and illustrate a framework for developing an intervention that may prove
effective for recruiting older medically underserved women for breast and cervical cancer
screening.

As you study the material presented here, keep in mind that the strategies described are
highlighted because currently they are being used to facilitate the achievement of our ultimate
goal—to recruit women for breast and cervical cancer screening.
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+HDOWK�3URPRWLRQ�7LSV�IRU�2OGHU
0HGLFDOO\�8QGHUVHUYHG�:RPHQ

,QWURGXFWLRQ�DQG�2YHUYLHZ
Surveys of older adults indicate that one of their main concerns with aging is the loss of the
ability to care for themselves (Simmons et al. 1989). It is important in all adult education
encounters to assess individuals and approach them on their terms and from their backgrounds.
Many older women were not raised in the era of prevention. They often prefer not to know if
something is wrong with their health. The following section discusses implications for reaching
the older medically underserved woman.

%DUULHUV
& In many low-income populations, concerns about other urgent life priorities such as safety

and earning a living take precedence over concern about cancer prevention or early
detection.

& For many women, care of their families is the top priority, with their own health care
taking second place. To reach certain older women, messages must focus on the
importance of remaining healthy to maintain the caregiver role.

& Cost also is often a barrier for cancer screening, particularly because of the price of
mammograms. The cost barrier is eliminated for eligible women in the NBCCEDP.

& Often health care facilities that are accessible to lower income populations have heavy
patient loads and crowded conditions. Providers have little time to discuss preventive
health issues.

& The general public often has limited knowledge about cancer prevention and early
detection. Frequently knowledge is based on a friend’s or relative’s experience with a
cancer that may have been diagnosed at a late stage.

For a health promotion program to address barriers, it is important to consider that women often
prefer programs with more than one focus and that interpersonal efforts are often successful
although they are labor intensive (Lacey 1993, p. 1079).

*XLGLQJ�3ULQFLSOHV
& Promotions to reduce risk factors must foster empowerment. Individuals must believe

their action will have a benefit and that they are capable of making a change (Aguirre-
Molina et al. 1993).

& Materials, delivery methods, and providers must be culturally sensitive and linguistically
appropriate for audiences.

& The intended audience should be contacted where it is located rather than being expected
to come to you (Lacey 1993).

& Before promoting a program, you must look at the entire system (particularly the system
of care that will be accessed) to assess and correct barriers.

& Include social support services in your message, particularly themes related to family.
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& When working with different ethnic or racial groups, do not assume everyone is the same.
Be sure to account for intragroup diversity.

& To enhance the effectiveness of outreach efforts, work with groups (community-based
organizations) already working with and providing services to the intended audience
(Aguirre-Molina et al. 1993).

([DPSOH��%HDXW\�3DUORU�,QWHUYHQWLRQ�(Howze et al. 1992)

Hair stylists were trained to give a personal message about mammography to women
participating in the study. Clients of the beauty salons were randomly stratified to
receive the intervention or be in the control group. The hair stylists told the women
that they were concerned about their clients’ health and gave the clients an educational
packet with information about BSE and breast cancer screening and a letter endorsing
mammography from the chief of radiology at the local hospital. Hair stylists being
trained were concerned about how to discuss breast cancer and mammography with
their clients, and they were concerned about their limited knowledge of breast cancer
and mammography.

Training was conducted in three stages:

1. A visit to the radiology department with one stylist getting a mammogram.

2. Role-playing scripts: Messages were based on the health belief model addressing
susceptibility and seriousness.

3. Rehearsal of the protocol in the presence of researchers.

Throughout the training, the stylists’ issues were addressed. Clients were given a
questionnaire 2 weeks after their encounter and 1 year after the intervention. The
majority of women in this intervention had annual incomes above $35,000 and had
high levels of education. Women in the intervention group indicated greater intention
to get a mammogram than those in the control group.

Findings and Conclusion: Informal caregivers can be used to deliver health
promotion messages. This intervention occurred in a higher education, higher income
group than NBCCEDP’s intended audience, but it could be tried for other populations.

([DPSOH��6WUDWHJ\�7R�2YHUFRPH
/DFN�RI�3K\VLFLDQ�5HIHUUDO��

To overcome the fear or barrier of not involving a woman’s physician, the screening
promotion program can give the woman a letter for her physician that explains the
program (Rimer et al. 1992). This will help alleviate the woman’s fear and may get the
physician involved in supporting the program or signing up to be a provider.
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The Fox Chase multistrategy intervention at retirement communities included

& A $10 copay for mammogram;

& A letter from medical director at a retirement community announcing the
upcoming education session and a mobile unit to perform mammograms;

& A letter for a woman to give to her physician describing the program;

& An educational session 1 week before the mobile van visit;

& A reminder letter to women about appointments; and

& A mobile van to reduce access issues.

Results: Women in the intervention group were six times more likely to get
mammograms than those in the control group.

([DPSOH��*HRUJLD�'HSDUWPHQW�RI�+XPDQ�5HVRXUFHV
,QFUHDVLQJ�3DS�7HVW�6FUHHQLQJ�5HVRXUFH�*XLGH

This was a 5-year demonstration project to increase Pap screening among low-income
minority women 40 years of age and older. Initially telephone surveys were conducted
to identify barriers to screening and facilitators of screening. The project staff
concluded that a survey was not necessary to implement a screening project because
there was already enough information regarding cervical cancer barriers and so forth.
The advantage to a local survey is that it may help in convincing local groups of the
need. From the information collected from the survey, focus groups were conducted to
further identify the barriers and facilitating factors. A “woman-to-woman” intervention
was conducted. One part-time health educator and two part-time community liaison
workers were hired. A community coalition was formed.

The intervention team learned it was important to provide coalition members with
specific tasks and to involve more community leaders in the coalition. The
intervention was implemented in beauty salons, churches, and community clinics.
Women were given a questionnaire to test the screening adequacy. Adequately
screened women were recruited as volunteers to call inadequately screened women to
encourage them to get a Pap test. Inadequately screened women also were mailed
educational materials. The beauty shop intervention was not as successful as the
implementation staff had hoped. The beauty shop operators were to identify
inadequately screened women and counsel them about benefits of Pap testing. Many
operators were uncomfortable with this aspect. It was difficult to train the operators
because they wanted to be trained between clients, which did not allow enough time.
Patrons did not always complete the surveys, making it difficult to access patrons in
need. Few women older than 40 were identified. Followup with the operators was
difficult.
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Suggestions from the implementation team included conducting focus groups with
operators, spending more time training operators, and offering incentives to operators
to maintain interest and participation. Church intervention worked best in African
American churches. Project staff members attended church services, and the pastor
asked women age 40 and older to stay after services. Church members completed brief
questionnaires, and project staff members later gave presentations to women’s groups.
Adequately screened women from the church called inadequately screened women.
They conducted activities quickly after initial orientation sessions and conducted
followup on inadequately screened women every 2 to 3 months. For the clinic
intervention, staff members gave questionnaires to all women age 40 and older. A Pap
test was offered to inadequately screened women. This approach worked well.
Suggestions were to solicit volunteers to follow up with inadequately screened women
to make sure they keep appointments and get Pap tests. The problem with this
approach was that very few women 40 and older were served by health department
clinics.

&KDQQHOV�8VHG�7R�&RPPXQLFDWH�RU
,PSOHPHQW�WKH�,QWHUYHQWLRQ
Johnson and colleagues conducted a study to examine which factors affect channel selection for
cancer-related information among women 40 years of age and older. Four channels were
examined: doctors, friends and family, organizations, and media. The authors (Johnson et al.
1992) posit that “three major classes of factors affect channel selection: triggers, impediments,
and demographics.”

An example of a trigger is “an individual’s degree of personal experience with cancer.” This
refers to that person or a friend or family member’s having been treated for cancer. It might be
predicted that this person would utilize multiple channels for cancer information, including
physicians and organizations. Health consciousness and healthful lifestyle indicators are triggers
for seeking cancer information.

Locus of control is a factor in the “impediment” triggers. An internal locus of control can
positively affect seeking cancer information, but people with an external locus of control will
probably use fewer channels, such as physicians and organizations. Fear is also an impediment. It
can inhibit information-seeking behavior, and it also can create avoidance of taking the next step.

The demographics of the intervention included women, higher education, higher social class,
urban residence, and younger age, all factors that contribute to information-seeking about cancer.

In this study, “the strongest impact across all channels was related to the respondent’s personal
experience with cancer” (Johnson et al. 1992). The study focused on women age 40 and older in
relation to breast cancer information-seeking.
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Two types of channels were used to obtain information: interpersonal and mass media. The
interpersonal channel consisted mainly of face-to-face contact. For cancer information, those
contacts were primarily friends, family members, and physicians. Interpersonal communication is
considered to be more effective in conveying complex, serious information, changing behavior,
and providing social support. It allows for immediate feedback through discussion. Mass media
have the advantage of providing information to a large audience quickly and efficiently.
Information conveyed through mass media usually is of a general nature. Another channel for
information is organizations, for example, the American Cancer Society, National Cancer
Institute’s Cancer Information Service, local cancer support groups, and local hospitals.
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0HGLD�6WUDWHJLHV

'HILQLWLRQ�RI�7HUPV
Typically, there are two ways media are used in outreach strategy. They are either “mass” or
“targeted.”

0DVV�0HGLD

Mass media generally include television, radio, newspapers, and magazines. The strength of
mass media is that they have the potential to reach large audiences; the weakness is that the
audience is diverse and heterogenous. Mass media messages delivered through public service
announcements (PSAs) may cost less than interpersonal strategies because interpersonal
strategies are usually more labor intensive.

There are two audiences PSAs target:

& The public for whom behavior change is intended; and
& Decisionmakers (media gatekeepers) at the broadcast stations.

Most radio and television stations are given many more PSAs than they can use. PSAs are
generally run when stations cannot sell air time (11 p.m. to 8 a.m.), which means they are
aired during time periods with less viewer draw.

To monitor PSA exposure, three methods are used:

1. Bounce-back cards. These are sent to public service directors (media gatekeepers).
These cards usually ask about projected play, not actual play. They can provide
feedback regarding what the director thought about the message.

2. Commercial monitoring services. There are commercial services that monitor
television stations. The stations are monitored from the time they go on the air until
signoff. Reports are published monthly indicating what spots are aired and when. This
is an expensive service.

3. Audience response. The message in the PSA may ask the audience to write or call as
part of the campaign. However, there is generally a low response to this type of
request.

Media gatekeepers are decisionmakers who are either public service directors or persons
responsible for all programming at smaller stations. Often engineers and technicians may
make decisions regarding the airing of PSAs (Hammond et al. 1987).
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)RU�([DPSOH������

In one study, Gantz and colleagues (1990) found that although two-thirds of Indiana
residents were exposed to the Indiana Seat Belt Campaign’s messages, there was no
increase in seat belt usage. Gantz and colleagues found that, although all cars had seat
belts, people did not perceive a need to wear them. The reasons they gave were:

& Generally do not believe they would get in an accident;

& Find seat belts uncomfortable;

& Think seat belts wrinkle clothes; and

& Think seat belts sometimes make clothes dirty.

A telephone survey was conducted with a random sample of Indiana residents. The
authors concluded that “usage differences based on reported exposure to messages
tended to be positively associated with media offering high immediacy (e.g., radio, a
medium most often listened to while in a car) or relevance to respondents (e.g., one’s
place of work where posted notices sometimes reflect company policies)” (Gantz et al.
1990, p. 7).

This PSA campaign depended on donated time and space for ads. In the end only one-
third of the intended audience was reached. When considering a PSA campaign, it is
critical to consider the potential reach. For example, a radio campaign might be more
effective because it offers drivers the opportunity to buckle up immediately.

7DUJHWHG�0HGLD

Targeted media are designed to reach specific segments of the population. They include
newsletters, booklets, self-help kits, videos, and computerized information systems. People in
the mass media field use the term “narrowcasting” when referring to “selecting media
channels” to reach specific segments of the population (Flora et al. 1989). Narrowcasting is
best illustrated by network television that targets its programs to reach specific audiences at
certain times of the day and night.

Media-based initiatives that aim to change health-related behaviors are commonly referred to
as “health communication campaigns.”

3ULQFLSOHV�RI�0HGLD�DV�DQ�(IIHFWLYH�6WUDWHJ\
&DPSDLJQV

Backer and colleagues (1992) interviewed 29 communication experts when writing
Designing Health Communication Campaigns: What Works? They found that there are
several basic principles behind successful media campaigns. Those principles are not content
specific but apply across all content areas.
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Backer and coworkers (1992) suggest that preventive health campaigns have a higher
likelihood of success when

& They are based on social science theories;
& Formative research has been used to modify the campaign before it begins; and
& The objectives are reasonable.

They believe that health communication campaigns “typically have interpersonal (training,
counseling) and community (neighborhood group, advocacy) components as well, and in the
more sophisticated campaigns these various elements are carefully interwoven through an
overall strategic design” (Backer et al. 1992, pp. 3-4).

Rogers and Storey (1988) define a media campaign as

& Purposive and seeking to influence individuals;
& Aimed at a large audience;
& More or less specifically defined (limited in time); and
& Involving an organized set of communication activities.

Campaigns must use a variety of media to maximize reach.

“An important message not emphasized enough in current models,
though, is the degree of message repetition required in a successful
campaign. Seldom can goals be achieved with only one campaign
message. The advertising community does not think it can achieve
brand shifts for a product within 1 day or with one message. They
know it takes a long time, several months or years” (Coleman in
Backer et al. 1992, p. 61).

5ROH�RI�,QFHQWLYHV

Incentives can be used to create awareness of a project but generally are not the motivator
toward behavior change. For example, a T-shirt may entice a teen to listen to a message or
participate in a focus group, but it will not convince that teen to stop smoking.

0HVVDJH�'HYHORSPHQW

The Rhode Island Department of Health conducted a media campaign for its breast cancer
screening program from November 1987 to December 1988. The following suggestions from
the program (Fulton et al. 1992) state that media messages for recruiting women for breast
cancer screening should

& Describe the screening procedure and its recommended frequency;
& Explain the need for screening procedures;
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& Assure the women of effectiveness and safety;
& Suggest safe and appropriate sources of screening; and
& Deemphasize susceptibility to breast cancer and emphasize the effectiveness of

screening mammography.

5ROHV�RI�0HGLD
Flora and colleagues (1989) distinguish four roles of media:

1. Media as educator. In this role, the media serve as the main method of obtaining health
promotion goals.

The Stanford Three-Community Study for cardiovascular risk reduction made a
comparison study using media and media with interpersonal counseling and found that
the use of media alone was able to achieve “changes in risk behavior over the short term
but that the addition of face-to-face interaction enhances long-term change” (Flora et al.
1989, p. 183).

)RU�([DPSOH������

The National Cancer Institute has used this approach in a public-private partnership
with the Kellogg Company. Kellogg designed a national campaign to promote NCI’s
recommendation to eat a high-fiber/low-fat diet and to promote NCI’s Cancer
Information Service number. Kellogg promoted the consumption of bran cereal as a
way to meet dietary recommendations. Seven television commercials were developed
as well as educational materials and messages on cereal boxes to highlight the
preventive advantages of bran. In the population surveyed, it was found that awareness
of fiber as a preventive for cancer increased from 9 to 32 percent within 2 years. 

2. Media as supporter. “In the role of lifestyle supporter, media can reinforce old messages,
support health changes, encourage maintenance of change, or keep issues on the public
agenda” (Flora et al. 1989).

Media messages that use role model testimonials can be designed to support specific
behavior change messages. For example, breast cancer survivors can mention the use of
mammography for early detection to prolong life; an ex-smoker can talk about quit
attempts and successful completion; persons with cardiovascular disease can talk about
the use of medication for peace of mind and better health.

3. Media as promoter. Often media are used to promote existing programs. This goal is
accomplished because media have the ability to “familiarize audience members with
health behavior change products and services, and encourage the audience to call, write,
or participate in programs” (Flora et al. 1989). This is the most common role of the media
in health behavior change initiatives. For breast and cervical cancer, media can be used to
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promote the availability of free or low-cost programs, to list screening sites, or to promote
writing Congress for increased funding for breast cancer research.

4. Media as supplement. Media can be used as a supplement to face-to-face interventions
and other forms of interventions such as printed materials, social support groups, worksite
interventions, and so forth. Media generally have a more powerful effect when used in
combination with other interventions. The A Su Salud program in Texas uses media as an
intervention but supplements the use of local media with role models in the community.

8VHV�RI�0HGLD�DW�'LIIHUHQW�/HYHOV
RI�$XGLHQFH�2UJDQL]DWLRQ
Media are used at several levels of audience organization: individual, network, organizational,
and societal.

,QGLYLGXDO�/HYHO

The outcomes of media-based interventions aimed at the individual level are changes in
health behaviors, physical indicators, and health status of individuals. To achieve outcomes,
programs focus on “awareness, knowledge, attitudes, self-efficacy, and skills for behavior
changes” (Flora et al. 1989, p. 186).

$ZDUHQHVV

Individuals may be aware that their behavior is detrimental to health, but they may not
know of any programs that address their specific need. For media campaigns to raise
awareness:

& Audience segmentation must be done.
& Messages must be based on formative research.
& The message must generate interest from the audience.

.QRZOHGJH

Dissemination of basic information to large numbers of people is the basic tenet of mass
media. Although the acquisition of knowledge can contribute to behavior change, the
level of audience interest also has an effect on knowledge gain. People who are highly
involved with a health issue will gain knowledge, whereas those with low involvement
may not increase their knowledge from the message.

$WWLWXGHV

Health attitudes influence health behavior and information seeking; “however, behavior-
specific attitudes are more predictive of health behaviors than general health attitudes”
(Flora et al. 1989, p. 188). As stated above, media can be effective in changing health
attitudes, especially when supplemented by face-to-face instruction. Attitude change also
can be demonstrated through the use of role-modeling.
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6HOI�HIILFDF\

An individual’s belief about his or her ability to change a behavior and that the behavior
change will have a positive health benefit is a key influence on behavior change adoption.
Media can be used to enhance and stimulate self-efficacy by “modeling the behaviors of
interest, teaching the skills necessary for enacting low-level health behaviors,
encouraging simple interim behaviors such as trial or low-level behaviors, and reducing
dysfunctional arousal associated with the enactment of a health behavior” (Flora et al.
1989, p. 188). Unfortunately, messages designed to enhance self-efficacy often are
underutilized in media-based interventions.

6NLOOV

Although skills are generally taught in interpersonal face-to-face settings, the media can
be used to demonstrate skills. For example, they can demonstrate ways to respond to peer
pressure for drugs.

1HWZRUN�/HYHO

Social networks have a major influence on health. An individual with established social
networks, such as a spouse, close friends or relatives, memberships in formal or in formal
groups or a religious institution, has better health outcomes. Networks have two types of
variables, structural and interactional:

& Structural variables describe the relationships of the people who make up the social
system and how they are linked (Flora et al. 1989).

& Interactional variables describe the qualities of the relationships and linkages (Flora
et al. 1989).

Members of an intended audience can be reached in two ways:

& Directly; and
& Through opinion leaders and influentials.

Through the use of targeted media such as newsletters and electronic mail, programs can
reach community opinion leaders and gatekeepers who often influence and control the ability
to reach the community and may help establish links to information, goods, and services. The
community influentials can in turn influence the intended audience for behavior change and
health promotion. Media can be used to promote the message of communication and
interaction within family members and friends.

2UJDQL]DWLRQDO�/HYHO

Interventions aimed at an organization include but are not limited to the use of worksites,
primary health care settings, supermarkets, or schools to promote health. 
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“By using organizations as channels for delivering health programs, health educators can:

& Reach defined target audiences;

& Tailor interventions to specific contexts;

& Multiply their efforts by utilizing existing organizational resources (e.g. social
support, instructional expertise, facilities);

& Influence organizational structure in ways that will support individual-level
behavior change; and

& Influence organizations to become healthful models for other community
institutions” (Flora et al. 1989, p. 192).

Furthermore, mass media can encourage organizations to implement health promotion
interventions by publicizing efforts in similar organizations.

6RFLHWDO�/HYHO

Societal factors include laws and policies, behavior norms, and the physical and information
environments, all of which strongly influence health behavior. Mass media can form or
maintain societal factors. They strongly influence the way we think as a society. For example,
Mothers Against Drunk Driving has successfully used public information campaigns to
influence public policy, opinion, and social norms regarding drunk driving.

Mass and targeted media can have a profound effect on health. Media efforts are intensified
when used in combination with other strategies.

7HFKQLTXHV�IRU�(QKDQFLQJ�D�
0HGLD�%DVHG�,QWHUYHQWLRQ

)RUPDWLYH�(YDOXDWLRQ

Formative evaluation documents the procedures and tasks involved in the development of a
program. Formative evaluation methods include pretests, focus groups, and pilot tests, all of
which are designed to solicit feedback on a campaign before it actually begins.

In writing Designing Health Communication Campaigns: What Works? Backer and
colleagues (1992) interviewed many health communication experts, asking the same set of
questions of each expert. The overall opinion from many of the communication professionals
interviewed was that formative evaluation is very important to the design of a successful
media campaign. According to Backer and colleagues, some people believe formative
evaluation is not conducted because it is time consuming and not viewed as traditional
research methodology. Others think formative evaluation is not utilized because the results
may not reflect an outcome or product.
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$JHQGD�VHWWLQJ�3URFHVV

The agenda-setting process occurs when an issue receives more media coverage, which
generates greater public opinion about an issue that, in turn, often influences
policymakers.

Examples of agenda-setting are interspersed throughout the media attention to drunk
driving. The MADD campaign started when one woman’s daughter was killed by a drunk
driver, although at that time, there was no increase in the number of actual drunk-driving
accidents. However, the campaign engendered considerable public concern and change in
public policy. It resulted in raising of the legal drinking age and lowering of the legal
limit of blood alcohol content as a criterion for drunken driving.

0HGLD�&KDQQHOV
Communication systems to consider for delivery of messages (Flora and Farquhar 1988) include

& Mass media: radio, TV, newspapers, magazines;

& Social networks: local clubs, churches, sport groups, unions, health professional
networks;

& Lifepoint paths: grocery stores, restaurants, drugstores, banks, beauty and barbershops,
shopping centers, and service sites such as clubhouses, libraries, clinics, and churches;

& Employee networks and worksites: employee newsletters, bulletin boards, E-mail;

& Schools: special products and services prepared and delivered through school systems
(e.g., English as a second language); and

& Households: health promotion targeted to individuals in their homes.

)RU�([DPSOH������

Gagliano (1988) conducted a literature review to identify studies using video as a
method of patient education. She reviewed only methodologically sound studies that
used video alone as a method, not in conjunction with other activities as part of an
overall educational package. Several studies compared the use of video with other
delivery methods: video plus written material, written material, patient instructions,
and individual counseling.

There were no differences found among methods. In some cases the video was more
effective in increasing short-term knowledge.

One study found that patients’ structured viewing in a separate room was much more
effective in increasing knowledge than their watching the same video in waiting
rooms. For long-term knowledge, the few studies conducted indicated that video was
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no more or less effective in increasing this type of knowledge and that knowledge in
most participants had fallen back to the level before intervention.

With respect to compliance with health behavior change in the initial months after
viewing the video, there was an increase in compliance (with diet, smoking cessation
attempts, and alcohol reduction); however, at later followup, all behaviors were back
to baseline. The authors proposed that other emotional factors override thought
processes with regard to behaviors that are ingrained.

Several studies found the use of role-modeling in videos improved education and
coping skills among viewers. It appears that video has an advantage over other
educational methods in its use of modeling.

)RU�([DPSOH������

Both African Americans and Hispanics obtain cancer information more from
television and radio than does the white population (Yancey and Walden 1994). Video
allows behaviors to be modeled in a culturally appropriate style, indicating to the
intended audience that people like them have these problems. It also facilitates the use
of the intended audience in the design and as role models in the story. Videos are a
good vehicle to use in clinic waiting rooms, particularly if a prompt for cancer
screening is included at the end of the video. It is important to use culturally
appropriate professionals as spokespersons. Video works best when it is used in clinic
waiting rooms or outreach settings and followed with discussion.

Video development should include

& A literature review; solicitation of already developed videos on the content area;

& Conducting focus groups with members of the intended audience;

& Themes generated from focus groups guiding the development of the video; and

& Information presented in “short, moving, minimally didactic presentations [which
are required because of] the short attention spans of humans in settings with
multiple distractions” (Yancey and Walden 1994).



2YHUYLHZ RI 2XWUHDFK 6WUDWHJLHV 7UDLQLQJ 3DFNHW³%DFNJURXQG 5HDGLQJ ��

/RQJ�7HUP�&DUH�DQG�
5HWLUHPHQW�&RPPXQLWLHV

In one study of women in retirement communities, King and coworkers (1993) found that
48 percent of the women who present with metastatic breast cancer at initial diagnosis are age 65
and older. A survey (Kenny and Keenan 1991) of 79 long-term care facilities in Long Island
found that only 6 of the facilities had any type of breast cancer detection procedure in place.

Historically, older women have been neglected when it comes to breast and cervical cancer
screening. Long-term care facilities present a good opportunity to offer screening programs to a
captive audience of this population. Although some States have laws requiring that breast
examinations be offered to residents of nursing homes and other long-term care facilities, States
vary in their definition and interpretation of what is meant by “breast examinations.” For
example, breast self-exam often is taught in lieu of offering mammograms. The inconsistency in
services offered throughout the Nation creates an opportunity for NBCCEDP staff to educate and
train clinicians in these facilities on screening procedures that will support, enforce, and facilitate
implementation of the law.

*XLGLQJ�3ULQFLSOHV
& Older women lack knowledge of the fact that breast cancer risk increases as one ages.
& A physician recommendation is the key to getting older women to get a mammogram.
& Older women need written materials in large type on white or buff paper.

7HFKQLTXHV
There are promising techniques for educating and counseling older women who are confined to
home; these techniques include the following:

& Friendly visiting. A means of informing seniors about community health-related services.
Friendly visiting can be accomplished by seniors already volunteering for other agencies
(e.g., Meals on Wheels, Retired Senior Volunteer Program), or the visitors can be
recruited. Visitors convey health-related information in an informal setting; community
outreach can be done in the home. Friendly visitors need to be trained about available
resources for seniors (Keller et al. 1988).

& Geriatric peer counseling. Local BCCEDP coordinators can identify individuals confined
to home by contacting Meals on Wheels or religious organizations providing care for
them. Training about breast and cervical cancer can be offered to individuals working in
these organizations so they can spread the message when they make visits. Check local
organizations to determine whether there are any peer-counseling programs in existence
(Grossman et al. 1992).
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'LUHFW�0DLO

Direct mail is a piece of information delivered by mail to an individual’s home or office. Various
approaches are used for direct mail. Often a message is addressed to “occupant.” However, other
direct mail campaigns send a piece of information directly to a person with a personally
addressed message and often different messages to different people receiving the mailing.
Several studies using direct mail to encourage breast or cervical cancer screening have been
conducted in Australia, Scotland, and England (Hurley et al. 1994). Hurley and colleagues report
that most interventions through a personally addressed letter to a woman signed by her provider
offered scheduled appointment times at the provider’s office.

*XLGLQJ�3ULQFLSOHV
& Direct mail is generally a low-cost intervention.

& The letter can be saved to be reviewed occasionally.

& The letter can be shared with friends as a discussion point.

& Targeted letters that are based on overcoming barriers previously identified by older
women, are signed by a personal physician, and include appointment times have highest
results in screening. A followup letter also can be sent to women who are no-shows for
appointments (Skinner et al. 1994). Appointment-time studies have been conducted
mostly in Australia, Scotland, and England.

& Name-specific (personalized) mailings generate a better response than form letters.

7HFKQLTXHV
Following are examples describing a variety of programs’ experiences using direct mail.

)RU�([DPSOH������

A study was conducted among women ages 40 to 65 who had visited a North Carolina
family practice group within the previous 2 years. Women were randomized to receive
either a general reminder letter or a letter tailored to their own background, barriers,
and beliefs. Before randomization, a baseline telephone interview was conducted to
determine each woman’s behavioral stage based on the stages-of-change model and to
solicit information on beliefs and barriers to mammography. After randomization, half
the women received a letter signed by their physician that was tailored to their
individual profiles, including graphics of women who were similar in race and age.
The letter “was framed to sound as though [it was] written for general audiences”
(Skinner et al. 1994, p. 45).
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The control population received a standard form letter. The intervention and letters
were based on the health belief and stages-of-change models. The type of letter sent
was associated with stage movement for black women but not for white women.
Women without telephones were excluded from the study.

The figure on page 58 illustrates how the authors utilized the stages-of-change model.

)RU�([DPSOH������

The Minnesota Heart Health Program used direct mail as a prompt for followup care
to a randomly selected sample of individuals who had been identified through the
screening program as having high blood pressure. The mailings were personalized to
individuals and sent via first-class mail. The letter was signed by the director of the
Heart Health Program and a prominent local physician. One group received a single
mailing, one group received multiple mailings, and one group served as a control. The
packet included a letter, a newspaper article, and a printed piece on blood pressure
control. The multiple mailing group received five additional mailings over a 10-week
period.

The program found that there was not much difference in impact between single
mailings vs. multiple mailings. Both prompted patients to discuss blood pressure with
a physician. The single mailing may have been better at promoting this action. The
single mailing cost 50¢ per person, including postage. The result was a 28-percent
increase for this group in discussions with their physician (Murray et al. 1988).

)RU�([DPSOH������

The Essenden Breast X-Ray program (Hurley et al. 1994), a pilot project conducted in
Victoria, Australia, evaluated several recruitment strategies to determine the best.
Women ages 50 to 69 were selected from the electoral roll, in which participation is
compulsory. Recruitment activities included placement of articles in free local
newspapers, displays of information in public places, contact with health information
organizations by an education officer, promotion of the program to primary care
physicians, and invitation letters to women who had not been screened. Some letters
had appointment times; some did not.

The invitation letters were not introduced until 6 months after the start of the program.
Random samples of women who had not responded or made appointments within 4
weeks after the mailing of the first letter were sent a followup letter. “The most
important predictor of attendance was receipt of an invitation letter, and attendance
varied markedly with the type of letter” (Hurley et al. 1994, p. 1675). After women
received the letter with the appointment time, attendance increased 132-fold in the
first 7 to 14 days. Attendance increased 12 times over baseline initially for the women
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receiving the letter without the appointment time. The most cost-effective strategy was
the letter without appointment time with a followup letter. Local newspaper articles
and community participation also increased screening rates. There was no effect of
increased screening as a result of promotion to physicians.

&KDQQHOV�RI�&RPPXQLFDWLRQ
Direct mail often is delivered via interpersonal contact through a letter signed by a woman’s
personal physician or a physician prominent in the local area.

Skinner and colleagues (1994) found that tailored letters were associated with more favorable
followup mammography rates among women with incomes below $26,000 and for African
American women. This could influence provider interaction. If providers are taught to identify a
stage of change in a woman with a few simple questions, they could then tailor their
recommendations according to her own beliefs and readiness to change.

The figure on the next page shows how Skinner and colleagues utilized the stages-of-change
model.
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DK = don’t know

Skinner, C.S.; Strecher, V.J., Hospers, H. Physicians’ recommendations for mammography: do tailored messages make a
difference? Am. J. Public Health 84(1): 44; 1994. Reprinted with permission from the American Journal of Public
Health. Permission for additional reproduction, or inclusion in other publications, must be obtained from the copyright
holder.
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&RDOLWLRQV�DQG�3DUWQHUVKLSV

'HILQLWLRQ�RI�7HUPV
Coalition. “An organization of independent organizations who share a common social change
goal and join forces to influence external institutions, while maintaining their own autonomy.
Coalitions are usually formed for a limited or specific purpose and ultimately terminate or
transform themselves into other forms or organizations when that purpose is met. Coalitions are
characterized by both conflict and cooperation, and inherently experience dynamic tensions.
Unlike collaborations, coalitions may be either short-term or long-term, single- or multipurpose,
approaching several goals simultaneously, e.g., working for policy or legislative change”
(American Cancer Society 1993; p. 23).

Collaboration. “The process by which several agencies or organizations make a formal, sustained
commitment to work together to accomplish a common mission or develop a specific project.
Like coalitions, collaboration requires a commitment to participate in shared decisionmaking and
allocation of resources related to activities responding to mutually identified needs. Unlike other
interagency formats, collaborations are always established for very specific purposes, and
directed toward tangible, measurable outcomes, e.g., producing model projects” (American
Cancer Society 1993; p. 23).

)RU�([DPSOH������

Lovejoy and coworkers (1989) described a breast cancer screening program for
Chinese American women living in San Francisco. This program used the Havelock
guide to educational innovation (1973), which suggests that if planners involve clients
in the development of the plan, the chance of success increases. Following is a
description of the steps implemented in this approach.

& Building a relationship. Build a relationship with your clients. Involve the intended
audience in initial meetings to establish the planning phase. Offer refreshments or
a location appropriate to the intended audience.

& Diagnosis and resource acquisition. Set goals to overcome the problem or issue.
Identify the barriers to the goals. Determine activities that will combat or minimize
the barriers.

& Choosing the solution. Choose a solution that benefits the clients, and ensure that
the solution is practical, adaptable, and diffusible.

& Gaining acceptance. Be sure the clients accept the new system or intervention.

& Self-renewal. Help the clients or community determine how to continue the
project.
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The project described by Lovejoy and colleagues used the process of planning an educational
innovation outlined above to develop a breast cancer screening day for Chinese American
women living in San Francisco. A variety of people and organizations contributed to the event,
including American Cancer Society staff members and volunteers, the Chinatown YWCA,
physicians (Chinese and other), oncology nurses, and community leaders who formed a task
force. Each member of the task force made a unique contribution to the planning and
implementation of the event. The organizers found it important to have buy-in from so many
diverse members of the community.

([DPSOH��'H�0DGUHV�D�0DGUHV

McFarlane and colleagues (1994) describe an intervention in an inner-city Hispanic
community in Houston. The intervention was “based on the concepts of community
awareness, volunteerism, empowerment of women, and community coalitions” (p.
467). The program was called “De Madres a Madres” (“From Mothers to Mothers”)
and was designed to increase awareness of the importance of early prenatal care.

Part of the community assessment involved a community health nurse who identified
and then visited community leaders (mostly men) to discuss the program’s goals and
objectives and to solicit names of volunteer mothers. The leaders’ buy-in helped
legitimize the program. There were formal presentations about the program made at
community sites, such as schools, churches, and civic organizations, and informal
presentations at bazaars, fiestas, and health fairs. The volunteers attended an 8-hour
training session that focused on resources in the community, communication and
support skills, health resources, quality prenatal care, family dynamics and
interpersonal relationships, and the volunteer’s role as advocate.

Eventually, the mothers assumed a larger role. They lobbied the city council for longer
“clinic hours, more bilingual staff, shorter waiting periods for first-time appointments,
and simplified forms” (p. 471). De Madres a Madres now has its own center in the
community and is focusing on issues other than prenatal care.

$�6WHS�E\�6WHS�3URFHVV
7R�'HYHORSLQJ�3DUWQHUVKLSV
1. Develop memos of understanding.

2. Define roles of each partner.

3. Establish trust.

4. Each partner should provide background information on its organization.

5. Skills and attitudes necessary for success (American Cancer Society 1993; pp. 6-7):

a. Both organizations must believe in the value of each organization and the value of
working together.



2YHUYLHZ RI 2XWUHDFK 6WUDWHJLHV 7UDLQLQJ 3DFNHW³%DFNJURXQG 5HDGLQJ ��

b. Collaborators must establish a trusting relationship that is articulated and verified through
actual experience.

c. Negotiating skills are necessary:

& Participants must know how to work collaboratively on common issues.

& There must be an openness to explore the noncommon ground and the problems that
may exist between the two organizations. Each organization must be comfortable with
differences between the two groups.

& Listening skills will enable each organization to hear the needs of the other.

d. Salesmanship will be necessary to sell the project to American Cancer Society volunteers
and Department of Health staff members.

e. Project directors must have assessment skills that enable them to appraise where their
organization fits into the project with the minimum expenditure.

f. Organizational skills will be required for arranging productive meetings.

g. Throughout the collaboration, good communication skills will constantly be necessary at
each level of the project so that all participants stay current on project activity.

h. Project directors should model communication and collaboration skills for local
coalitions.

i. Project directors will need personality assessment skills to independently evaluate what
each has to offer the project in terms of personnel.

6. Give appropriate credit.

7. Involve leaders and get a buy-in from leaders of partner organizations.

8. Devote time to the planning process and getting to know each partner.

9. Principles (American Cancer Society 1993; pp. 15-16):

& Make planning a priority.

& Know yourself and your partners.

& Appreciate your strengths and the strengths of your partners.

& Utilize the strength of partners.

& Establish a consistent atmosphere of shared leadership.

& Lead as a team.

In working with communities or other organizations, it is important at the beginning of the
relationship to work out details of the relationship, including how disagreements will be handled,
and to set up mechanisms to handle those disagreements. This foundation establishes a



2YHUYLHZ RI 2XWUHDFK 6WUDWHJLHV 7UDLQLQJ 3DFNHW³%DFNJURXQG 5HDGLQJ ��

commitment to resolving issues and helps build trust. Memoranda of understanding or agreement
between agencies are helpful for role delineation (Centers for Disease Control and Prevention.
The Cancer Prevention and Control “Thinkbook” 1995). Processes must be included to
continually evaluate and reassess efforts, stop efforts that are ineffective, and focus more heavily
on efforts that are working.

To facilitate outreach plan development, program outcomes should be defined; for example,
increase the number of Hispanic women screened to 20 percent above the current rate. To decide
on implementation activities, a community assessment first must be conducted to determine what
is currently occurring in the community. All activities and resources should be tied to outcomes.

In deciding what items (data) to include as part of the evaluation, ask “What will I do differently
in the program on the basis of this information?” If there is not a firm answer, do not collect that
piece of information.
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&RPPXQLW\�,QWHUYHQWLRQV

“Intervention at the community level, including mobilization of the community
with formation and maintenance of a community advisory board, has been viewed
as a promising approach to promoting cancer prevention behavior change, in part
because it addresses needed changes in social norms” (Urban et al. 1995, p. 477).

Healthy Communities 2000: Model Standards (1991) offers a list of implementation activities to
help guide health education professionals in the attainment of the national health objectives. It is
suggested that we

1. Assess and determine the role of the health agency.

2. Assess the lead health agency’s organizational capacity.

3. Develop an agency plan to build the necessary organizational capacity.

4. Assess the community’s organizational and power structures.

5. Organize the community to build a stronger constituency for public health and establish a
partnership for public health.

6. Assess the community’s health needs and available resources.

7. Determine local priorities.

8. Select outcome and process objectives that are compatible with local priorities and
Healthy People 2000 objectives.

9. Develop communitywide intervention strategies.

10. Develop and implement a plan of action.

11. Monitor and evaluate the effort on a continuing basis.

To increase breast cancer screening in women 50 years of age and older, community-based
interventions are needed. Community-based interventions generally include multiple
components.

)RU�([DPSOH������

In an NCI-funded intervention in Massachusetts (Zapka et al. 1993a), outreach
activities included educational sessions at church groups, senior centers, and housing
units for the elderly; newspaper stories; radio talk shows; and direct mail. The group
used the PRECEDE model as a planning framework. Program messages emphasized
that screening was important regardless of symptoms. A physician intervention was
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conducted simultaneously. After the 3-year intervention was complete, there was not
much difference between the intervention community and the comparison community.
The authors believe this was attributable to increased screening that occurred
everywhere during that time. However, the physician intervention may have had an
effect: More women stated that their doctor had recommended a mammogram after the
intervention than before it.

([DPSOH��)UHG�+XWFKLQVRQ�&DQFHU�5HVHDUFK�&HQWHU

The Fred Hutchinson Cancer Research Center received NCI funding as one of the six
interventions that were part of the NCI Breast Cancer Screening Consortium. The
Consortium was funded and established to explore methods for increasing
mammography usage.

The project utilized a community organization design based on the PRECEDE/
PROCEED model to address barriers to physicians’ and women’s use of
mammography. Two communities received the information, and two communities
served as controls. The intervention was undertaken to change physicians’ and
women’s behaviors. The approach included locating key players in the physician and
lay communities, “building coalitions, forming physician and lay advisory boards and
their task forces, facilitating decisionmaking, educating and mobilizing the provider
community, and promoting regular breast cancer screening among women” (Urban et
al. 1995, p. 478).

Two community advisory boards were established in each community, one of health
care workers and physicians and the other of lay community leaders. It took about 1
year to mobilize the community and form the advisory boards. Twelve promotional
activities were undertaken during the study period to increase the number of women
getting mammograms: training primary care physicians in implementing patient
reminder systems; personal history wallet cards; ads in newspapers; encouragement by
physician office staff; displays; local videos; BSE shower cards; fashion show;
promotion by a local group; presentations; a breast cancer screening bingo; and a
direct mail campaign that was conducted with medicare recipients to educate them
about the medicare benefit and encourage them to talk to their physicians about
mammography. Physicians were offered the chance to participate in office staff
training in breast cancer screening and development of patient reminder systems.

Results: “Although several activities were useful in promoting mammography use,
organization of the community did not enhance efforts undertaken spontaneously by
comparable communities.” Some activities were effective: “Exposure to patient
reminders from physicians, wallet reminder cards, and newspaper advertisements were
consistently related to mammography use.” Reminders by physicians were
significantly related to mammography use in both of the intervention communities and
the combined comparison communities (Urban et al. 1995, p. 481). Women who
reported being exposed to newspaper ads and reminders, which are relatively
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inexpensive interventions, were more likely to be screened. The authors concluded that
diffusion of the approaches rather than community level activities may increase
mammography rates (p. 482).

([DPSOH��7KH�6RXWK�)ORULGD�6FUHHQLQJ�3URMHFW

(Zavertnik et al. 1994)

A breast and cervical cancer screening intervention (McCoy et al. 1991) was
conducted for low socioeconomic status (SES) women ages 40 and older in Dade
County, FL, who attended 10 community health care centers. The program was started
by the Sylvester Comprehensive Cancer Center at the University of Miami. The
program relied heavily on a mobile mammography van to provide screening.

Several types of educational activities were conducted. Three activities were more
successful than others: a program on a gospel radio station that aired once a month and
was a mixture of news, music, and 20- to 30-minute segments on cancer information
and education; health fairs at community centers, churches, and swap meets; and the
Cancer Education Program in churches serving the African American community.

Six years after the intervention program, staff members perceived there were four
elements necessary to minimize barriers for breast cancer screening in
socioeconomically disadvantaged populations:

1. An education and recruitment phase with recruitment of the intended audience
most important: an education program that involves community media (newspaper
and radio stations). Presentations were given at meetings of various church and
missionary groups, choir rehearsals, and meetings of nurses’ guilds, as well as at
Department of Housing and Urban Development tenant association meetings.

2. Low-cost mammography service available, accessible, and acceptable to the
community.

3. One-stop breast diagnostic center that minimizes diagnostic barriers. Previously
patients with a positive finding had an average of 3.5 visits to a surgical clinic
before a biopsy was performed. Now in some cases there is no more than a 2-week
wait before biopsy.

4. Multidisciplinary evaluation and treatment plan and team.

Results: This project found “that approximately $9,800 is saved per cancer found
[through] the procedures and methods” described, because cancers are now found
earlier (Zavertnik et al. 1994, p. 2044).
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([DPSOH��&KLFDJR�3URMHFW�/RUHWWD�/DFH\

(to increase both breast and cervical cancer screening)

This project (Lacey et al. 1989; Whitman et al. 1994) was guided by the principle that
health education is best disseminated by women to women and at places that women
frequent. Recruitment included both inreach to the current patient population at the
health center and outreach to the community. The project was implemented in 10
community areas that were populated predominantly by African Americans in the
poorest areas of Chicago. Outreach was delivered by two trained registered nurses and
two trained community outreach workers. The nurses offered educational sessions, and
the outreach workers distributed information. At contact sites for distribution of
information, color-coded fliers were distributed (a different color for each site).
Contact sites included

& Human service agencies working on reduction of infant mortality;

& Center for Inner City Studies—part of Northeastern University that offers
parenting classes and community-based programs;

& Businesses—beauty shops, grocery stores, laundromats, clothing stores, currency
exchanges, pharmacies;

& City agencies—Department of Human Services, Department of Aging and
Disability, food assistance, and so forth;

& Chicago public libraries;

& Religious institutions;

& Schools—information sent home with students twice a year; and

& Public housing facilities.

Many women found program materials in areas other than the areas where outreach
workers had distributed them, indicating that other community women photocopied
the fliers and brochures to distribute where they saw fit. The program was originally
funded by NCI. The program was so successful that the city of Chicago continued the
funding after the grant ended, thus continuing the program.

([DPSOH��7KH�$WODQWD�&RPPXQLW\�&DQFHU
6FUHHQLQJ�'HPRQVWUDWLRQ�3URMHFW

This initiative was one of six demonstration projects funded by the American Cancer
Society (Curry et al. 1994) to increase the availability of cancer screening and
surveillance in the intervention areas. This project focused on two areas of Atlanta
served by neighborhood health centers. The community was involved in all aspects of
program planning. The project was based on a community activism approach and had
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both inreach and outreach components. “Democratic procedures, voluntary
cooperation, training of indigenous outreach workers, and educational self-help
methods are the hallmarks of such an approach” (Curry et al. 1994, p. 258). A survey
of the women attending the participating neighborhood health centers found that 76
percent of the women received Pap tests every 2 years, but only 37 percent of the
physicians examined breasts.

Interventions included

& Inreach activities—computerized chart reminders and distribution of culturally
sensitive, low-literacy materials;

& Educational activities geared toward clinic providers and support staff. Education
focused on barriers to screening and sensitivity to patients’ issues;

& Established Partners for Life—a program consisting of a buddy system designed to
help get women with positive or suspicious test results through the diagnostic
system;

& Hospital-based followup clinic for women with positive test results; and

& Community health promotion and education; community coalitions formed.

This project brought into the system more than 3,000 women who had not been a part
of the primary health care center. There was an increase in screening after the
intervention that was not associated with other demographic or socioeconomic factors
but believed to be attributed to the increased awareness of women about breast cancer
screening and the provider’s emphasis on screening. The most important lesson
learned was to involve the intended audience in the intervention. This involvement
helps increase the chance for the success and sustainability of the program.

Conclusions and Recommendations

& Time must be built into the project to allow for community involvement. It takes
time to establish trust with the community before the necessary work of the project
can begin.

& It is important to have survivors help promote the program because there is a
strong view in the community that cancer is fatal and is God’s will.

& A positive image must be presented.

& Community coalitions help to ensure sustainability of the project. Coalitions
should include health professionals.
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3URYLGHU�DQG�&RPPXQLW\
+HDOWK�&HQWHU�,QWHUYHQWLRQV

When women are asked why they do not get mammograms, the main reason given is lack of
physician referral or discussion (Zapka et al. 1989, 1992, 1993a, 1995; Fox and Stein 1991).
Grady and colleagues (1992) found that physician encouragement was more strongly associated
with screening mammography than any other factor. Women who received physician
encouragement were four times more likely to have had screening mammography. The
researchers also found that only 29 percent of physicians encouraged BSE and mammography,
with 37 percent encouraging neither. Physicians encouraged BSE more than mammography
(Grady et al. 1992, p. 778).

([DPSOH��,PSDFW�RI�3K\VLFLDQ�DQG
3UDFWLFH�&KDUDFWHULVWLFV���

A study conducted among primary care physicians in three different SES communities
in Los Angeles found that 73 percent of physicians agreed that women ages 65 to 74
years should have annual mammography screening, whereas only 24 percent reported
actually screening most women in this age group (Roeztheim et al. 1995).

& “Race/ethnicity of physician and physician specialty were the two strongest
predictors of high self-reported referral rates” (Roeztheim et al. 1995, p. 1398).

& One purpose of the study was to examine the physician’s race as a predictor for
screening. The study population included “significant numbers of minority
physicians and physicians with patient populations that were predominantly
minority” (25 percent of physicians were African American and 10 percent were
Hispanic).

& Obstetrician/gynecologists had the highest reported screening rates.

& “Non-white physicians were significantly less likely to report high screening rates
in both the 65 to 74 and 75 and older age groups” (Roeztheim et al. 1995, p. 1400).
“Non-white physicians were only one-tenth as likely [as white physicians] to
screen the majority of patients in either age group” (Roeztheim et al. 1995, p.
1400). Interpret this carefully: Additional completed studies are needed for
comparison.

& Older physicians were less likely to agree with screening guidelines and had lower
referral rates.

& Caution should be used in interpreting these results because screening rates were
based totally on self-reports, not on chart audits.
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Conclusion: Physicians need to be educated about the importance of screening and
their role in facilitating screening of older medically underserved women. The use of
reminder systems should be encouraged.

The following examples illustrate provider or community health center-based interventions.

([DPSOH��5DFLDO�RU�(WKQLF�&KDUDFWHULVWLFV
$IIHFWLQJ�0DPPRJUDSK\�6FUHHQLQJ

A random-digit-dial telephone survey was conducted among women living in Los
Angeles (Fox and Stein 1991). “Hispanic women were more likely than black or white
women to have serious concerns about all barriers.” Hispanic women were much more
likely to report fear as a barrier than were African American or white women.
Hispanics also were concerned about radiation, as were African American women
(Fox and Stein 1991, p. 1072).

Results from several studies have indicated that “physicians with . . . 50% or more
black and Hispanic patients were less likely to follow mammography guidelines than
physicians with 50% or more white patients” (Fox and Stein 1991, p. 1066).

White women were more likely to get care in a doctor’s office than were African
American or Hispanic women. Care was obtained in a variety of settings: doctors’
offices, hospitals, health centers and clinics, and prepaid group health centers. African
American women were more accepting of getting a mammogram through self-referral
than were white or Hispanic women (Fox and Stein 1991, p. 1072). Most women
(more than 80 percent) “regardless of ethnicity would get a mammogram if their
doctor recommended one” (Fox and Stein 1991, p. 1073).

Hispanic women had many attitudinal barriers that may have prevented them from
getting a mammograms: fear, embarrassment, anxiety about mammograms, concern
about radiation. Language was also a big factor for Hispanic women. If they preferred
to communicate in Spanish, they were much less likely to have had physicians discuss
mammography with them.

For women who use clinics and health centers for acute care, every opportunity should
be explored to encourage routine screening and referral for mammography. If
physicians had discussed mammography with the patient during a visit, the results
were that white women were eight times more likely to have had a mammogram,
African American women were six and one- half times more likely to have had a
mammogram, and Hispanic women were almost eight times more likely to have had a
mammogram. The fact that mammography was mentioned was enough; it did not have
to be a referral. (Caveat: The majority of Hispanics in this study were of Mexican
origin, and all patients were from an urban setting.)
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([DPSOH��,QWHUYHQWLRQ�DW�D�3ULPDULO\
/DWLQD�&RPPXQLW\�+HDOWK�&HQWHU

(Zapka et al. 1993b, 1992)

Community health centers play a crucial role in providing health service to medically
underserved populations. As they are often the only providers of health care for the
underserved, there is an excellent opportunity to include them in screening programs.
With this in mind the National Cancer Institute sponsored a demonstration project with
the University of Massachusetts and the Greater Lawrence Family Health Center. The
intervention took place at a health center in a predominately Latino community. The
goal of the intervention was to increase the rate of clinical breast examination and
mammography referrals by the clinic staff and to increase patient completion of
mammography screening.

The health delivery structure to the poor includes the processes and the priorities of the
staff, which influence delivery structure (Dutton’s theory, Zapka et al. 1992, p. 46).

There were three types of implemented interventions based on the PRECEDE/
PROCEED model:

1. Client-Centered Educational Strategies

& Posters, pamphlets, individual patient counseling, and information programs
for community groups;

& Messages focused on screening taking only a few seconds and providing a
feeling of security once the exam was completed and results known;

& Patient counseling conducted by the nursing assistants (NAs) at the health
center (mostly community health workers). NAs stamp the patient’s chart
indicating that they had spoken with the patient about the three breast health
topics. The NA also stamped the chart to remind the physician to do a CBE and
make a mammography referral. Role-plays in training were important to allow
the NA to feel comfortable both with the topic and in talking with older
women.

2. Staff Training Strategies

& Physician participation in grand rounds, inservice training on inreach
education, and expanded roles for Hispanic-American clinic aides.

3. Management Systems Intervention Strategies

& The mammography referral log was restructured to monitor referrals (the new
version documented no-shows) and to log in receipt of the radiology report. A
mammography appointment-reminder letter was mailed to clients, and records
were stamped as a reminder cue for physicians to encourage screening. The
appointment letter helped to reduce no-shows from 27 percent in 1987 to 17
percent in 1989.
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Results: Postintervention women were more likely to have had a CBE (1.4 times) and
were 4 to 8 times more likely to have had a mammogram (Zapka et al. 1993b, p. 230).
(Caveat: The screening experience at this center was higher at baseline than screening
rates generally found among poor minority populations. [Zapka et al. 1992, 1993b].)

([DPSOH��,QGLDQ�+HDOWK�6HUYLFH�&OLQLF

A study at an Indian Health Service unit in the Southwest found that only 57 percent of
women who needed a Pap test actually received the test. The women were required to
go to a special clinic to get the test, which meant that they had to make an additional
trip.

Intervention

& One clinic decided to abolish the women’s clinic and hire a female provider for the
afternoon walk-in clinic, giving women the chance to get a Pap test while they
were at the clinic for another service. Also during the diabetes clinic, women were
given the opportunity to obtain a Pap test. The women’s clinic traditionally had a
long waiting list.

& A computer-based records system was also in place. The system included
completion of an encounter form and an interview with a nurse when a woman
entered the clinic. The nurse discussed the current problem and reviewed the
record for “health maintenance needs” (Landen et al. 1992, p. 175).

Results: There was an increase in the number of Pap tests performed at the
intervention site; however, the increase was not statistically significant (Landen et al.
1992).

([DPSOH��)R[�&KDVH�,QWHUYHQWLRQ�:LWK�:RPHQ�DQG
3URYLGHUV��SULPDU\�SK\VLFLDQV�DQG�UDGLRORJLVWV��LQ�DQ

,QGHSHQGHQW�3UDFWLFH�$VVRFLDWLRQ�0RGHO�+HDOWK
0DLQWHQDQFH�2UJDQL]DWLRQ�(Rimer et al. 1993)

Interventions

& More than 50,000 women ages 50 to 74 who were members of the health
maintenance organization (HMO) were sent packets of health education materials
and were offered free referrals (Rimer et al. 1993, p. 444). This was a stepped
intervention. Women who did not have a mammogram within 45 days were sent a
brief reminder letter. After 95 days each woman was “randomized to receive either
a telephone call from a telephone counselor, second reminder letter, or letter from
her physician’s office encouraging her to schedule a preventive office care visit in
which breast cancer screening would be discussed. . . . The counseling telephone
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call was designed to elicit and overcome the woman’s personal barriers to
obtaining a mammogram” (Rimer et al. 1993, p. 444).

& Intervention to primary care physicians and radiologists:

1. A self-paced tutorial to primary care physicians called “Concepts in Cancer”;

2. Office-based training in the Mammacare method of CBE at physicians’ offices;
and

3. Tailored feedback for physicians about mammography utilization by women in
their practices

Physician Characteristics

& Physicians who were in group practice, were obstetrician/gynecologists, or who
were board certified were more likely to report ordering mammograms (Rimer et
al. 1993, p. 445).

Conclusion: Women in the intervention group were more likely to get a mammogram
than women in the control group. For women with annual incomes less than $30,000,
this effect was more prevalent.

& It is not possible to discern the impact of physician intervention from the impact of
women’s intervention.

& The study team recommended that physician reminder systems be implemented.

([DPSOH��&RRN�&RXQW\�+RVSLWDO�,QWHUYHQWLRQ

The intervention took place in the Cook County Hospital General Medicine Clinic,
which is the largest primary care clinic at the hospital, serving about 20,000 adults.
Sixty-five percent of the patients are women, and 70 percent are age 50 or older. They
are predominantly African American and medically indigent. Patients attend breast
cancer detection classes while in the clinic waiting room. The classes include BSE
instruction and emphasis on CBE and mammogram. Each patient is given an
appointment to return to the breast clinic on the same day as the next scheduled
general medicine clinic; the woman then receives a CBE by a nurse, and a
mammogram can be ordered if indicated. Clinic physicians were given refresher
updates about the importance of breast cancer screening.

Results: Women referred through the breast cancer screening program had cancer
detected at earlier stages than women with referrals from other hospital clinics. The
“percentage of women having mammograms increased from 2 percent to 41 percent”
for women in the General Medicine Clinic (Ansell et al. 1988, p. 427).
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([DPSOH��*HRUJLD�'HSDUWPHQW�RI�+XPDQ�5HVRXUFHV�
,QFUHDVLQJ�3DS�7HVW�6FUHHQLQJ�5HVRXUFH�*XLGH

A 5-year demonstration project to increase cervical cancer screening among low-
income minority women, 40 years of age and older, was conducted in two Georgia
counties. The project included both a patient and a physician intervention. The
physician intervention began with a mailed survey conducted to solicit physician input
into an educational program. Physicians suggested a short video to show their role in
cervical cancer prevention, up-to-date patient education materials, and use of hospitals
to reach physicians. A patient education packet was compiled and marketed to
physicians during staff meetings at hospitals. The packet included a prescription pad
for health that contained a checklist for cancer screening and health promotion
activities adapted from the Dartmouth Project, which was designed to increase
referrals for cancer screening by primary care physicians. Physicians were then
followed up at their offices to determine whether they needed more information or
whether they had implemented the reminder system.

Results of the project indicate the desirability of getting the American Cancer Society
involved so the activity continues after the study period. The project also included an
intervention with residents at a clinic of Grady Memorial Hospital. The intervention
provided breast and cervical cancer information to hospital residents and gave them
the opportunity to perform supervised examinations on clients at the clinic. Breast
models used during instruction were from Mammacare. In addition, the project staff
learned how critical physician office staffs were to the implementation of the project.

([DPSOH��5HPLQGHUV�IRU�)ROORZXS�$QQXDO�([DPV

King and colleagues (1994) conducted a four-step intervention for women to schedule
and receive an annual mammogram. This was implemented in an individual practice
model HMO.

Step 1: Women in the HMO were mailed a packet with breast cancer information,
including a mammography referral form.

Step 2: After 45 days, if no mammogram report was received, the women were
mailed a brief reminder letter.

Step 3: A brief telephone survey was conducted 95 days after the first mailing to
assess mammography status of the women at days 45 and 90.

Step 4: The women who had not received a mammogram after the 95 days were
randomized to receive either a second reminder letter, a preventive office
visit letter, or telephone counseling based on the Health Belief Model,
stages-of-change, and conflict model of decisionmaking.
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Results: Twenty-nine percent of the women in the telephone counseling group
obtained subsequent mammograms, compared with only 12 percent of those in the
second reminder group and 14 percent in the preventive office visit letter group (King
et al. 1994, p. 105). Interventions were not expensive: the letter cost $0.91 per
appointment, telephone counseling cost $4.92 per appointment, second reminder letter
cost $2.73, and the preventive office letter cost $3.68. The majority of the HMO
population had a high school or higher education level.

%DUULHUV�DQG�)DFLOLWDWRUV�
WR�,PSOHPHQWDWLRQ
Burack and Liang (1987) looked at inner-city residents receiving primary care through an internal
medicine training practice. The residents completed a patient encounter form at the end of a visit
to recommend cancer screening procedures. They found that 73 percent of patients initially
accepted all recommended procedures, but only 50 percent completed colon cancer screening.
About one-third were unable to complete breast or cervical cancer screening.

Provider-based intervention is important; however, there are still barriers to compliance that must
be addressed and lessened. Less invasive procedures are accepted more fully.

:RPHQ·V�%HOLHIV

& Zapka and colleagues (1989) found that incorrect beliefs (for example, that bruising or
bumping the breast causes cancer) were associated with having a CBE in the past year.
She also found that women who used primary health centers received cancer screening
services at a higher rate than the general population.

+LJK�5LVN�:RPHQ

& Women at highest risk for breast cancer (family history and older than 65) did not have
discussions with physicians. Physicians need to initiate the dialog (Roetzheim et al.
1995).

& Women with benign breast disease had higher rates of physician-generated discussions.

Conclusion: “In communities where the majority of women have not been recently screened,
interventions aimed at medical care providers will be the most effective in increasing screening
participation. Programs aimed at clinicians can first address knowledge, motivation, and skills.
Second, they can address aspects of the practice environment that enable and reinforce inreach
behavior” (Zapka and Estabrook 1995, p. 67).

Note: Please see the supplemental material at the back of this section for information on the
inreach program conducted by the Northcoast Breast and Cervical Cancer Screening Programs.
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&RPPXQLW\�+HDOWK�:RUNHUV

%DFNJURXQG
Community health workers (CHW) recruited from indigenous populations have been utilized in
developing countries for years. The U.S. International Cooperation Administration promoted use
of CHWs in community development programs in the 1950s (Heath 1967). Many terms are used
for this type of worker. They include

& Community health advisor;
& Community health advocate;
& Community health aide;
& Community health representative;
& Community health worker;
& Community health helper;
& Family health promoter;
& Health facilitator;
& Health promoter;
& Health visitor;
& Health liaison;
& Home visitor;
& Indigenous health aide;
& Indigenous paraprofessional;
& Informal helper;
& Lay community health worker;
& Lay health worker;
& Lay volunteer;
& Natural caregiver;
& Natural helper;
& Paraprofessional;
& Parent befriender;
& Peer counselor;
& Peer health advisor;
& Peer health educator;
& Promotora;
& Resource mother; and
& Volunteer health educator (Centers for Disease Control and Prevention 1994).
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Characteristics and qualities of CHWs generally include

& Sharing with the client of a verbal and nonverbal language;
& An understanding of a community’s health beliefs and barriers to health care services;
& Enhanced empathy with a community” (Giblin 1989, p. 361).

In addition to the theoretical support for the use of CHWs found in Diffusion of Innovations
Theory (use of early adopters to convince others) and Social Learning Theory (use of role
models), a primary reason for using CHWs is the limited time for interpersonal communication
between patients and formal health care providers.

$�&RPSDULVRQ�RI�&RPPXQLW\�+HDOWK�$GYLVRUV�DQG
&RPPXQLW\�&RPPXQLW\�+HDOWK�2XWUHDFK�:RUNHUV
“Community health advisors” is a term often used in North Carolina to refer to the “natural
helpers” (Watkins et al. 1994, p. 75). According to Watkins, a community health advisor (CHA)
is defined as a person who “naturally provides unplanned assistance to those persons familiar to
them. CHAs are viewed as internal to the community” (Watkins et al. 1994, p. 76). They are not
part of the formal health care delivery system.

According to Watkins, “Eng and Young describe the strategy of using CHAs as working through
existing social networks to achieve change at multiple levels to improve health” (Watkins et al.
1994, p. 76). They believe it is important to distinguish between the terms used to describe
natural helpers and the terms used to describe “indigenous persons in the community who serve
as paraprofessionals or extensions of the health care system” (Watkins et al. 1994, p. 75.)

For the National Breast and Cervical Cancer Early Detection Program, the use of CHWs refers to
both types of workers as both are used in the programs.

Eng (1992) suggests that CHAs usually do not offer counseling to individuals they do not know.
She proposes that CHAs are extending their natural relationship with people they know. This
differs from the use of CHWs or outreach workers or CHWs who serve a counseling function
that may include strangers. Eng distinguishes between outreach workers or CHWs and
community health advisors in this way: “Outreach workers, whose role is to persuade residents to
accept services offered within or beyond the walls of an agency . . . . As extenders of the health
care system, the driving force behind the actions of outreach workers is to teach and motivate the
population to use and comply with existing regimens of care.

“The work of CHAs, on the other hand, is to educate their constituencies and mobilize their
resources to advocate for improvements in the health care system. Unlike outreach workers,
CHAs are not expected to serve as a substitute for a professional. They are, however, expected to
function as an advocacy group, meeting together to initiate interaction among their respective
networks on a regular basis for the purposes of carrying out communitywide activities. These
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activities may include organizing a speaker’s bureau [or] a health fair, or serving as an advisory
body to a local agency” (Eng and Young 1992, p. 29).

For a more indepth discussion of the difference between community health advisors and outreach
workers, see Eng and Young (1992). The article provides an overview and description of
community health advisors that explains their differences from outreach workers.

Israel (1985, p. 68) defines community health advisors as “lay people to whom others naturally
turn for advice, emotional support, and tangible aid. They provide informal, spontaneous
assistance, which is so much a part of everyday life that its value is often not recognized. Natural
helpers are most often characterized as persons who are respected and trusted, and who listen
well and are empathic, sufficiently in control of their own life circumstances, and responsive to
the needs of others.”

%DUULHUV�WR�,PSOHPHQWDWLRQ
& Community health workers ideally should be members of the intended audience and

exhibit similar characteristics. These characteristics may pose problems in program
implementation because the CHWs’ work habits may differ from those of people in the
mainstream culture. CHWs may not be accustomed to work schedules, report forms, time
restraints, or other requirements. Training should focus on these issues, but a supervisor
also should be trained to be aware of these issues and to value the CHW skills,
perspectives, and background.

& Initially professionals are hesitant about working with community persons, but once an
CHW establishes her credibility, a respectful working relationship can be developed.

& Because CHWs are from the intended audience, they may have special considerations.
For example, they prefer to have their gas mileage paid in advance or quickly after use,
because they cannot always wait a long time for paychecks.

& Assuming a short training period will make an effective educator. CHWs need time to
learn, practice, and become comfortable with their roles.

& CHWs serve in paid and nonpaid positions. Salary may affect productivity of the workers.

)RU�([DPSOH������

Project Elderly Neighbors was a program of volunteers trained to serve as block
workers to visit their neighbors on a regular basis and to promote the health and social
well-being of persons who were age 60 and older in the neighborhood (Wolf 1985).

Some block workers were offered a monthly stipend of $100 for working 3 half-days
each week. AARP also was interested in the program and paid minimum wage to
another group of workers for a commitment of 20 hours per week.
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The productivity of the two types of workers was compared. The AARP-funded
workers had higher productivity than the other workers, and their enrollments and
penetration were higher. (However, the block workers receiving a stipend may not
have recorded all their activities.) The stipend workers contributed many more services
(cooking meals, administering eye drops, helping bathe someone, and so on) than did
the AARP-paid volunteers.

It was hard for some volunteers to make a transition from helping as needed to being
expected to help. Two volunteers resigned after the first year because they wanted to
work on their terms and not be obligated to work.

& Community health advisor programs in North Carolina generally do not offer a salary to
their CHAs because they believe “this would be seen (by the community) as an extension
of the clinic staff, and therefore activities would stop if payment were discontinued.
. . . Financial renumeration did not appear to have any relation to attrition rate in the
training program” (Watkins et al. 1994, p. 80). Other programs across the country offer
compensation to community health workers.

*XLGLQJ�3ULQFLSOHV
& CHWs need a lot of support from supervisors. They also need to support each other.

)RU�([DPSOH������

The Santa Barbara County program found that one professional person was needed to
adequately supervise four part-time aides, especially in the beginning stages of their
jobs. Once the workers gain experience, they can work independently and need less
supervision (Heath 1967).

& CHWs often work 20 hours or fewer per week because their time is committed to family
and other personal issues. They need flexible work schedules.

& CHWs need some type of self-report form for their activities. It is important for
evaluation of efforts and funding sources.

& Training should

— Emphasize CHWs and supervisors to facilitate mutual valuing of skills and
perspectives;

— “Avoid initial rigid didactic training [that] may undermine the natural skills for which
CHWs were selected” (Giblin 1989, p. 364);

— “Emphasize the enhancement of interpersonal skills” (Giblin 1989, p. 364);
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— “Rely primarily upon continuous on-the-job training to reduce anxiety before
assuming program responsibilities and provide a format for [CHWs’] contributions to
evolving program goals and procedures” (Giblin 1989, p. 364);

— Be held in a location and facility that is convenient to the CHWs; a variety of trainers
should be used to maintain interest and to utilize different training styles;

— Focus on the content area and communication skills; training uses a variety of
methods but should rely heavily on group interaction, role-playing, and sharing
information about life experience among trainees; and

— Be acknowledged with some type of certificate presented to CHWs in some type of
ceremony.

& It is important to ensure that each CHW understands the time commitment to training and
to the job after training. It may be helpful to have CHWs sign a consent or commitment
form. No matter the background of the CHW, the most important aspect of training
should focus on communication skills.

& Staff development and supervision concerns:

— How can programs enhance the ability of CHWs to represent their community’s
needs?

— How can acceptance of CHWs by professional staff be fostered?

— How does participation as a CHW affect the paraprofessional as an individual?
(Giblin 1989, p. 364).

& Indigenous characteristics can play havoc with acceptance of the CHW by health
professionals. CHWs “who express community concerns as criticisms of the project’s
objectives may antagonize professionals but may well represent their clients, while those
who identify with professional and program values may distance themselves from their
communities” (Giblin 1989, p. 366).

& “To identify natural helpers, the ‘reputational method’ was used” (Watkins et al. 1994,
p. 78). The staff went to clinics serving the target population to conduct interviews and
gather the names of women possessing the desired qualities.

& A nutrition program for seniors, using peer educators, found that seniors preferred to
receive information through personal contact rather than from written materials. After
several years, the program was modified to reduce home visiting and increase the
provision of information at community sites (Ness et al. 1992).

& It is important to recognize the uniqueness of each individual and what each individual
offers to the program.

& Provide CHWs with plenty of opportunity to practice skills before they go into the field.

& Selection should be based on “personal characteristics including warmth, ability to learn,
evidence of natural leadership, demonstrated ability to help others, and a knowledge of



2YHUYLHZ RI 2XWUHDFK 6WUDWHJLHV 7UDLQLQJ 3DFNHW³%DFNJURXQG 5HDGLQJ ��

community resources” (Giblin 1989, p. 363). Other qualities include “leadership ability,
empathic and caring attitudes, interest in learning more about the health of themselves
and their children, and an understanding of the importance of sharing that knowledge
with family and friends” (Watkins et al. 1994, p. 78).

& Persons selected have characteristics similar to the population they are serving, and
formal education may not be required. Persons should be mobile to move around the
community.

& Successful strategies in social mobilization programs include the use of community
residents as outreach workers; emphasis on face-to-face, personal communications;
assistance with arranging and keeping appointments; assistance with negotiating in the
health care system; and personalized followup.

& It is important to let all workers know that one attempt may not work, and they must go
back to the same place over and over again. CHWs sometimes find this tedious.

6XJJHVWHG�7HFKQLTXHV�IRU�&RPPXQLW\
+HDOWK�:RUNHU�,QWHUYHQWLRQV�
Specific techniques community health advisors and outreach workers used to recruit women
include, but are not limited to

& Door-to-door recruitment in public housing (Lacey et al. 1989, 1991; Sung et al. 1992).
This technique can allow CHWs to immediately assess program eligibility and make
appointments for clients (if a phone is available or if the CHW has an appointment time
block to fill).

& The CHW project of the Morehouse School of Medicine and the National Black
Women’s Health Project (NBWHP) found its least successful intervention to be followup
of medical center clients and women referred from NBWHP. This program included a 10-
week training program for the CHWs and biweekly followup meetings. The project
attempted to recruit women using patient records at a community health center. This was
not successful because 34 percent of the records with information 1 to 2 years old had
address and phone number information that was out of date or incorrect (Sung et al.
1992).

0HDVXULQJ�(IIHFWLYHQHVV
& Evaluations can examine changes in health beliefs, attitudes, knowledge, health

outcomes, number of clients screened and followed, number of people reached by CHW,
and the change in CHW’s view of herself and her role.

& Action research may be a valid method for conducting evaluation. “Action research asks
questions such as ‘How well is a program meeting its goals and objectives? Which
aspects of a program are most effective, desirable, and useful? How do program goals and
objectives aid clients in the program?’” (Giblin 1989, p. 365).
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& North Carolina CHAs working with a migrant farmworker program found that they were
effective because a social network already existed and women formed supportive
relationships (Watkins et al. 1994).

& The same study of migrant farmworkers in North Carolina also found that recruitment
and retention of Latina CHAs was successful and that payment was not needed to retain
women in these positions.

& Evaluation also can consist of direct observation of CHWs at work, especially if they give
presentations. Presentations should be monitored for accuracy, delivery, and sensitivity.

5HVRXUFHV�IRU�&RPPXQLW\
+HDOWK�:RUNHU�7UDLQLQJ

& Rhode Island Department of Health Women’s Cancer Screening Program. Three Capitol
Hill, Providence, RI 02908-5097. Woman to Woman: A Breast and Cervical Health
Training Manual for Outreach Workers and Peer Educators, 1995. 401-277-6957.

& North Carolina Comprehensive Breast & Cervical Cancer Control Program Community
Health Advisor Training Manual. For more information, contact Karen Strazza Moore,
North Carolina Department of Environment, Health and Natural Resources, Division of
Adult Health Promotion, P.O. Box 27687, Raleigh, NC 27611-7687. 919-715-0121.

& The Maine Breast and Cervical Health Program Peer Education Training Manual. Contact
Barbara Leonard, Maine Department of Human Services, State House Station 11,
151 Capitol Street, Augusta, ME 04333. 207-287-5180.

& Ladies FIRST. Vermont Department of Health Outreach Workers’ Public Relations
Handbook, Module 1 and Module 2. Contact Kerri Frenya, Vermont Department of
Health, P.O. Box 70, Burlington, VT 05402. 802-863-7331.
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&KXUFK�%DVHG�,QWHUYHQWLRQV

%DFNJURXQG
Churches fulfill a social and service role particularly in low-income and minority communities.
Hypertension programs through churches have been successful. Because of the significant role
the church plays in many people’s lives, it has the capability to inspire and support behavior
change. Church-based interventions have been tested extensively in the African American
population. Additional church-based interventions need to be tested in other populations to
determine the replicability of this strategy.

The church offers a system of social networks that occurs on its own. Church members often are
able to reach community people more easily than professionals. Furthermore, the church fulfills
several functions, including

& A unit of identity:

— Providing “one of the few formal structures that Black people have been able to use to
confer titles of honor and respect on their own people” (Eng et al. 1985, p. 85);

— Providing persons with the opportunity “to feel a sense of achievement and worth”
(Eng et al. 1985, p. 85); and

— Offering opportunities for individuals in leadership, taking charge of projects, and
providing support to others.

& A unit of solution:

— Offering rituals and structure for life events: birth, death, marriage, illness;

— Exploring the meaning of life;

— Offering support in a time of crisis; and

— Generating the formation of many other organizations (e.g., fraternal, social,
educational) (Eng et al. 1985, p. 86).

& A unit of practice:

— Encouraging each other to comply with health behavior change; and

— Reaching significant persons.

Church members and other community members who can be contacted through or by the church
are the focus of church-based interventions. Although this is an effective way to reach some
segments of the population, it also is important to use more than one location for an intervention.
For example, do not look at African American men needing hypertension control and think the
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church will be the sole solution. You must look at broader context of how African American men
respond to interventions and work with significant persons in their lives to influence men.

%DUULHUV�(Olson et al. 1988)

& Issues other than health have a greater priority for the intended audience (poverty,
crime).

)RU�([DPSOH������

A project in Chicago surveyed 176 inner-city churches. The clergy identified their
leading community problems: lack of jobs, teenage pregnancy, gang crime, school
dropout rates, and hunger were listed in that order. Poor child health and poor elderly
health (Olson et al. 1988, p. 249) were mentioned closer to the bottom of the list.

& Lack of volunteers.

& Lack of funds.

& Lack of time to manage the program by church staff. Also the worry that health
activities will take volunteers away from traditional church activities. Programs that
require minimal clergy involvement have a better chance for acceptance.

& Lack of interest by the congregation; this can be turned to a positive. Some church
leaders thought participation in a project would be a good way to recruit new church
members (Lasater et al. 1986).

& Lack of cooperation or technical support from government agencies.

Many church members do not live in the community where their church is located (Olson et al.
1988). Often pastors do not live in the community either. This is particularly true in inner-city
areas where members become more affluent and move away from the neighborhood but retain
their original church membership.

*XLGLQJ�3ULQFLSOHV�(Lasater et al. 1986)

& Face-to-face recruitment is important after the introductory letter or phone call.

& Ministers or pastors need to grant approval; however, another church member will
end up as point of contact.

& Vestry or board approval helps to legitimize the program. It is also important in case
the current pastor leaves; with vestry approval the project can continue.

& During the intervention, the program staff needs to offer support and contact.
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& “In planning Church-based interventions, there should be a fit between the
recommended health-related behavior patterns and the naturally occurring social
support patterns within the congregation” (Eng et al. 1985, p. 82).

& Church members must play a significant role in the intervention, including
participating in its design.

& Consider the following questions before implementing a church-based intervention:

— “To what degree do interpersonal networks within the Church operate to fulfill
social support and problem-solving functions on a routine basis?

— “To what degree does the intervention itself seem to be both appropriate and in
harmony with the Church’s sense of mission and organizational structure?

— “To what degree does the Church represent and function as a source of identity for
the community it serves?” (Eng et al. 1985, p. 82).

& Successful hypertension programs are “characterized by three primary factors:

— The use of the church as an intermediary

— The inclusion of members of the church social network as agents of intervention

— The grafting of program activities onto the natural support systems of the church
community (Davis et al. 1994, p. 501).

([DPSOHV�RI�7HFKQLTXHV�IRU�,PSOHPHQWLQJ
&KXUFK�%DVHG�,QWHUYHQWLRQV

([DPSOH��+$53��+HDOWK�DQG�5HOLJLRQ�3URMHFW�

The HARP initiative was implemented in 20 Rhode Island churches. The purpose of
the project was “to test the efficacy of churches as sites for health promotion” and “to
test the necessity of training special task forces to coordinate efforts within each
church and to test the relative efficacy of high or low levels of professional (paid staff)
involvement” (Lasater et al. 1986, p. 125). The program interventions were designed
to educate people about cardiovascular risk factors (using the principles of the
Pawtucket Heart Health Program as background). Both the Pawtucket Heart Health
Program and the HARP used community volunteers to deliver behavior change
messages and provide support for new behaviors.

The project was based predominantly on social learning theory, reciprocal
determinism, and self-efficacy. “Reciprocal determinism is the recognition of the idea
that each individual is both influenced by and influences his or her social and physical
environment” (Lasater et al. 1986, p. 129).

& The Catholic Bishop and the President of the State Council of Churches (for
Protestant pastors) endorsed the study.



2YHUYLHZ RI 2XWUHDFK 6WUDWHJLHV 7UDLQLQJ 3DFNHW³%DFNJURXQG 5HDGLQJ ��

& Churches were contacted initially by mail, and written responses were submitted
from those churches indicating interest in participation. Followup letters were sent
to the churches selected to be part of the project. The letters were followed by
meetings with the clergy of each church.

& Vestry or board approval at each church was necessary before the project could
begin.

& The clergy were responsible for recruitment of volunteer task force members and
team leaders.

& The project staff trained the volunteers. Training for the task force members
occurred in three 2½-hour sessions. Risk factor leaders had a minimum of 12 hours
of training during a 1-month period. Two persons per risk factor were trained,
meaning that 10 risk factor leaders were trained per church.

& It took 9 months to complete the church surveys and the training sessions for the
volunteers.

& Churches were randomized to use task forces and receive high or low involvement
for the project team or to no intervention.

& Half the churches used task forces to recruit risk-factor leaders; the other half did
not have task forces but relied on the clergy to recruit leaders and assist in
arranging training.

& Risk-factor leaders were taught “how to provide reinforcement for others
attempting change and avoiding negative reactions such as ‘kidding’”(Lasater et
al.1986, p. 130). The leaders also distributed health-related information during the
year to church members. In addition they instituted environmental changes in the
church, including the use of low-fat and low-sodium foods at church functions.

([DPSOH��+HDUW��%RG\��DQG�6RXO

Heart, Body, and Soul is a smoking cessation intervention trial project in East
Baltimore. The program used social learning theory and a communitywide social
action model. Both strategies required the active involvement of the pastors. (This
program was different from the HARP project, which relied on initial contact and buy-
in from the pastor but not much direct involvement from the pastor throughout the
program.)

The program “was designed to access the churchgoing population, with its ultimate
objective being to enhance church ownership of the intervention and to promote
sustainability of the programmatic efforts” (Stillman et al. 1993, p. 338).

Steps included (Note: Timeframe is included when available):
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1. Formation of a Steering Committee (3 months)

& Determining staff who will be responsible for primary coordination of the
intervention.

& Forming steering committee; for Heart, Body, and Soul this consisted of three
pastors from three different denominations and the study team from Johns
Hopkins Hospital.

& Holding initial meetings establishing the relationship between the “institution”
and the community. The steering committee defined their roles, and the pastors
on the committee took the suggestions and ideas back to a larger organization
of religious leaders in the community for approval. It took a long time to
develop the relationship. The community had negative feelings about past
relationships with the medical institutions. The researchers thought the study
would be compromised if there was too much community ownership.

& Having project staff members attend church meetings, church suppers, and
other activities held by the church to dispel suspicions and instill trust. The
action “did more to demonstrate our willingness to be active and equal partners
in the life of the church and community than any written document or formal
proposal” (Stillman et al. 1993, p. 339).

2. Conducting a Needs Assessment

& Conducted a community assessment of commercial establishments, health and
human service organizations and agencies, schools and recreation centers.
Members of the community were interviewed. Elected representatives were
contacted. (3 months)

& A random-digit-dial telephone survey was conducted among African
Americans adults in the target area to assess smoking rates and to get a
demographic profile of the population. (4 months)

& Three focus groups were conducted with former and current smokers to
ascertain attitudes and behaviors about smoking from individual perspectives.
(2 months)

3. Church Recruitment

& An initial letter was signed by each member of the steering committee was sent
to 130 churches.

& Project staff called 48 churches identified by steering committee pastors as
possibly receptive to the program. On average three telephone calls were made,
reaching only five church offices. Staff members then attempted to contact
pastors at home with better success rate. Of 23 churches reached, 22 agreed to
participate.

& The entire recruitment process took 5 months.
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4. Church Orientation

& Project staff met face to face with each church pastor to explain the project.

& The pastor then identified someone from the church (usually the head of the
church’s nurses’ unit or health ministry unit) to be the contact person to
coordinate church screening activities.

5. Program Material Development (6 months)

& Steering committee members wanted materials to reflect a spiritual nature.

& Focus group and other needs assessment data indicated that church members
used devotional booklets and listened to gospel music.

& A smoking cessation gospel song was created.

& Pamphlets and fliers were developed that highlighted individual churches with
the names of churches and pastors.

6. Intervention Strategies

& Churchwide mobilization events including a health fair and distribution of
literature: The health fair was held as a baseline to measure and educate about
cardiovascular disease risk factors. Announcements were placed in the church
bulletin, church- specific brochures were distributed in the community, fans
with the program logo were placed in the pews, and lay specialists in smoking
cessation were identified.

& Smoking cessation specialists were trained in smoking behavior and addiction
and in providing support individual and in groups. (Recruitment and training
took 9 months.)

& A special kickoff Sunday with pastor delivering a sermon on smoking:
Announcements about the program continued for 3 successive weeks and
smokers were recruited into intervention sessions. Smoking cessation materials
were distributed.

& The smoking cessation specialist facilitated weekly spiritual support groups.

& Reinforcement and acknowledgment of successful smoking cessation activities
were offered by the pastor during regular church services. Volunteers were
rewarded with certificates of merit.

7. Barriers

& Smoking has a negative connotation, and it is possible that some church
members may not have participated in cessation program because of
embarrassment.

Results: Through the health fairs, 1,290 church members were screened and
counseled. This number was about 20 percent of the total congregation. Twenty-nine
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smoking cessation specialists completed training and participated. All church pastors
made announcements during service. Half the churches held the minimum of four
group smoking-cessation sessions.Evaluation was conducted through followup health
fairs during an 8-month period at 1 year after the baseline health fairs. Smokers were
reinterveiwed 1 year later.

Lessons Learned:

& Local churches should be allowed to tailor and personalize intervention and data
collection.

& Control of intervention should be shared with intended audience. Do not dictate.

& Institutional factors may contribute to intervention’s success: “Pastor’s length of
tenure, the church’s general orientation toward health, the level of congregational
support for the pastor, the presence of an active health ministry, the number of
health programs previously conducted in the church, and the size of the
congregation” (Stillman et al. 1993, p. 347).

& No partner should dominate the intervention.

& This project found that the coordination of the project shifted from the mayor’s
stations to the church. The steering committee made final decisions regarding
program components. This contributed to program sustainability, as did the use of
community health workers.

([DPSOH��1RUWK�&DUROLQD�&KXUFK�%DVHG
&RPPXQLW\�+HDOWK�$GYLVRU�,QWHUYHQWLRQ

In this intervention (Eng et al. 1985), community health advisors (CHAs), individuals
identified by local pastors as people who were natural helpers or people to whom
others turned in time of need, were trained in activities to reduce and control risk
factors for diseases that were common in their community. They were trained in a
group setting with members from different churches to prevent and control risk factors
related to common health problems affecting their friends and family. CHAs went to
their congregations to help others and to coordinate health activities such as health
fairs, which were held in the community. Education, screening, and referral activities
were offered. CHAs continued to speak about health issues during church services and
meetings and informally with social contacts. CHAs recruited people to facilitate self-
help groups on a certain risk behavior. The facilitators then were trained to lead the
self-help groups.
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([DPSOH��:LWQHVV�3URJUDP��$UNDQVDV

In this program (Erwin et al. 1992), African American women who are breast cancer
survivors serve as role models to speak (witness) about their experience with breast
cancer and to encourage their peers to practice BSE and get mammograms.

& A witness explains how her life has changed through the experience of having
breast cancer. The purpose is to help others in the congregation who are struggling
with similar issues.

& The breast cancer witness “focuses on a woman’s recognition and discovery of a
breast lump, the treatment process, her personal philosophy regarding survival, and
the benefits of early detection” (Erwin et al. 1992, p. 313).

& The witnesses talked to women and challenged them on their reasons for not
getting mammograms with the intent of persuading them to take control of their
own health.

& The witness program is based on the 4MAT® System, a theoretical educational
model that is based on learning style and how learners process information (Erwin
et al. 1992).

& The witnesses did not have prior public speaking experience.

& Programs were presented at churches. The first part of the program involved
witnessing, followed by BSE instruction, practice time, and dissemination of
information. Attendees were asked to complete a questionnaire to provide
demographic and health history information.

Three months after the witnessing event, a followup questionnaire was mailed to all
participants. After 3 weeks, a telephone interview was conducted with those who did
not reply.

Although the program is labor intensive, there was a change in mammography
numbers (19 percent of the women had one) after the intervention.

([DPSOH��/RV�$QJHOHV�&RXQW\�3URJUDP

Twenty-four churches participated in the L.A. County program (Davis et al. 1994).
Each church leader identified community health leaders who would recruit female
church members ages 21 and older for cervical cancer screening. The purpose of the
project was “to examine the efficacy of a church-based model of social influence in
reaching underserved African American and Latina women for participation in a
cervical cancer control program” (Davis et al. 1994, p. 501). The churches were
recruited through a letter from Drew University’s cervical cancer control program.
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Procedures used during the program included

1. Creating the conditions for church-based cancer control, which included securing
pastoral commitment and selecting the lay health leader (this project uses the term
“lay health leader” to mean messenger, recruiter, and organizer);

& Churches that responded to the recruitment letter identified a contact person for
the church. Pastors often requested that the initial meeting occur with the
contact person rather than the pastor. Program staff members would not begin
the program without contact with the pastor. Meetings with the pastors lasted
from 1 to 1½ hours and occurred at any time.

& Proposed activities included pastors’ leadership and support of the program,
5 minutes during services for introduction, selection of a lay health leader from
the congregation, a large meeting room for education sessions, and a secluded
room in which to conduct the screenings.

2. Establishing network leadership and social supports:

& Lay health leaders were selected through an ethnographic assessment protocol.

& The pastors announced selection of the lay health leaders during services.

& Lay health leaders attended two training sessions. Sessions lasted 30 to 45
minutes and were specifically focused on how to deliver specific messages on
cervical cancer screening requirement and how to recruit congregation
members to screening.

& Followup sessions were offered as needed during the 2-year period.

& Church members organized child care, buses, and lunches (if necessary) for
those attending the educational sessions. Seventy-eight percent of the churches
offered such support mechanisms.

3. Implementing the interventions:

& Program staff members were introduced to the congregation before the
program began.

& Lay health leaders used church bulletins, fliers, and word-of-mouth to recruit
women to participate in educational sessions. Each session lasted 1 hour.

& Women 21 years of age and older who had not had a Pap test within the past 2
years were recruited for screening.

& Screenings were offered onsite immediately after church services. Tables and
privacy screens were brought in.

& One thousand and twelve women attended education sessions. Sixty-two
percent were African American and 35 percent Latina. Four hundred ninety
women were screened through the program.
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& The majority of women screened (53 percent) were between the ages of 21 and
39, and 37 percent were between 40 and 59 years of age.

& One-third of the women did not have health insurance.

4. Promoting continuity of leadership initiatives: The pastor and lay health leaders
were involved in planning for continuation of activities.

Results: Fifty-two percent of the churches continued some related activity 2 years
after the end of the program. Caution should be used in promoting free services. Often
individuals view free service as substandard or a favor to the poor.



1 Adapted from John Lisco’s handout for a roundtable discussion at CDC’s Division of Cancer Prevention and Control
Conference (Managing the Breast and Cervical Cancer Program: Changes, Challenges, Commitments, and
Communities), April 1994.
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5HDFKLQJ�:RPHQ�LQ�WKH�:RUNSODFH�
:LWK�%UHDVW�DQG�&HUYLFDO�&DQFHU�

(DUO\�'HWHFWLRQ�3URJUDPV�

%DFNJURXQG
In 1992, the Office of Disease Prevention and Health Promotion released the results of its
National Survey of Worksite Health Promotion Activities, which assessed the “nature and extent
of worksite health promotion activities in private worksites with 50 or more employees.” The
good news was that 81 percent of the 1,507 worksites surveyed with 50 or more employees
offered at least one health promotion activity in 1992 (1992 criteria: 92 percent). However, only
12 percent of those with 50 or more employees offered at least one type of cancer screening
activity. Eight percent offered mammography and 3 percent offered Pap tests to their employees.
Overall 23 percent offered information or activities such as literature or classes or workshops on
cancer. With few exceptions, the larger the worksite, the greater the chances it offered some sort
of screening activities, referral, followup, or tracking services and cancer-related information and
activities to its employees. As the report points out, worksite health promotion programs can be
used effectively “to educate employees on high-risk lifestyle choices and environmental factors
and provide cancer screenings” (U.S. Department of Health and Human Services 1992).

The workplace is a logical setting for offering early detection and prevention programs related to
cancer for a number of reasons. First, Healthy People 2000 (U.S. Department of Health and
Human Services 1990) contains specific goals related to the offering of health promotion
programs in the workplace. Although it does not contain objectives related to breast and cervical
cancer screening programs in the workplace, it does outline general goals for increasing the
percentage of women who have been screened at appropriate intervals for these types of cancer.

Worksite cancer control programs (Glanz et al. 1992a, 1992b) have the potential to

& Improve health;
& Prevent unnecessary medical expense and suffering;
& Prolong life; and
& Improve the quality of life.
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Worskite characteristics (O’Donnell and Harris 1994; Kessler et al. 1991; Dejoy and Wilson
1995; Jacobson et al. 1990; Glanz et al. 1992b; Mavis et al. 1992) enhancing opportunities for
screening:

& Provide a convenient location for participation in health promotion programs at a reduced
expense to both employee and employer;

& May provide opportunities for social support;
& May provide incentives for healthy behaviors or making lifestyle changes;
& Provide relatively stable population over time, enhancing opportunity for evaluation;
& Provide space that can be used for programs; and
& Allow for the possibility to reach out to family members of employees through workplace

programs.

5HDFKLQJ�:RPHQ�LQ�WKH�:RUNSODFH
Reaching women in the workplace can range from simply providing brochures on the importance
of early detection and prevention and other information about programs and services that are
available in the community, to conducting onsite educational and skills-building programs (for
example, BSE), to offering breast and cervical cancer screening, to referral and followup
services. Any or all these might be appropriate depending on the setting, resources, needs, and
interests of the worksite. Companies do not have to be large or wealthy to be candidates for these
programs. Neither do they have to limit themselves to the women onsite; they can extend their
offerings to spouses, dependents, retirees, and customers. Worksites can offer screening onsite,
via mobile or company-owned units, or provide offsite screening. Many companies have reported
that participation in their screening programs surpasses their projections and that they have been
able to reach large proportions of their work force (Industries’ Coalition Against Cancer 1994).

There are basic standards for screening programs, regardless of where they take place, that apply
to worksite-based screening efforts as well as to those in health care settings. Every woman with
an abnormal screening examination should receive prompt and appropriate diagnostic evaluation
and, if necessary, treatment. A mammogram never saved anyone’s life; rather, it is the treatment
of an early cancer detected by mammography that is absolutely necessary. If you are going to
provide screening mammography, you must have available the necessary infrastructure to ensure
that women get the followup they need. For example, depending on a woman’s individual
situation, a referral letter following an abnormal mammogram may not be enough. She may need
additional encouragement, the name of a physician, or help with financial concerns. The
employer’s responsibility should not end with arranging for the mobile mammography van.
Rather, there must be assurance that women with abnormal mammograms are followed up.

In addition, all screening efforts should reflect the fact that it is regular rescreening that is most
likely to reduce a woman’s risk of dying from breast cancer. Programs are advised to set up
reminder systems to encourage women to return for their annual examinations. Worksite-based
screening programs should consider the need for regular rescreening in their efforts.
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7LSV�IRU�5HDFKLQJ�:RPHQ�
:KHUH�7KH\�:RUN

& Occupational health departments: Many worksites, large and small, have medical
personnel who conduct preemployment physicals, periodic medical examinations, and
other clinical services. Employees often turn to them for basic medical information and
assistance. Occupational health personnel can distribute information, conduct screenings
(mammography or Pap tests), do clinical breast examinations, and teach BSE. This group
also is an excellent target for professional education programs. This is significant because
tailored messages from a physician are effective in getting women in for screenings,
especially women who are “hard to screen” (Skinner et al. 1994).

& Health promotion and wellness programs: As above, many worksites can incorporate
cancer prevention and early detection interventions and messages into existing programs.
These programs often have the support and infrastructure in place to support this. Time
and time again, both researchers and practitioners call for the inclusion of cancer early
detection messages and screenings in comprehensive health promotion programs (Cohen
and Murphy 1989; Weston 1993; Eriksen 1988).

& Personnel departments: Especially in worksites that are predominantly female, for
example, sewing, poultry, cosmetics, garment factories.

& State employee wellness programs: Have participated in early detection and screening
programs.

& Medium and small businesses: Especially those that are minority owned or whose
employees represent minority groups. These smaller companies typically do not offer the
same kind of comprehensive benefits as larger companies. Nevertheless, they may be
willing to disseminate information or even offer screening to their employees (Zapka et
al. 1993b).

& Schools: Often an overlooked worksite with a large female work force, many of whom
are older than 50.

& Nursing homes: Another overlooked worksite, often with employees who have no
insurance coverage.

& Service industries: Hotels, fast-food restaurants, office and house cleaning services, and
so on.

& Meat-packing plants and farms that employ migrant or seasonal workers: Have
successfully been approached and offered education and screening for their employees.

& Other potential sites: Universities, unions, retailers, law firms, manufacturing facilities,
hospitals, banks, newspapers, real estate companies, farms, and other settings where
women congregate.
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&RPPXQLW\�2XWUHDFK�
7KURXJK�WKH�:RUNVLWH

& Church-based cancer education and screening: Many religious leaders are interested in
offering health education and screening programs to members of their congregations.
Ministers, community health educators, health activities committees, health professional
“guilds” (e.g., Nursing Guilds), and clergy groups (e.g., Concerned Black Clergy) can be
trained to reach out to members of their congregations.

& Department stores: Many have attached messages to clothing in women’s departments or
given out educational materials and brochures at the checkout counter. Pier 1 and Liz
Claiborne recognized that at least 85 percent of their customers were women and that
breast cancer was a leading cause of death for women. Both have brought mobile
mammography units to the shopping centers and malls where they have stores and have
offered low-cost screening to customers and employees. Liz Claiborne used the proceeds
from the screening to pay for free mammograms for underserved women (Industries’
Coalition Against Cancer 1994).

& Pharmacies: Can give out educational materials and brochures as well as information
regarding screening sites or phone numbers for more information.

& Hair salons: Many have used the “women working with women” concept to provide
information to employees and customers.

& Cooperative agreements with divisions of employment security: Brochures on breast
health and the importance of early detection and prevention can be distributed to both
women and men coming in for unemployment benefits and counseling.

2SSRUWXQLWLHV�IRU�&ROODERUDWLRQ
:LWK�2UJDQL]DWLRQV�DQG�3DUWQHUV

& Cancer centers and medical centers: Can provide a variety of services to businesses
ranging from education to screening to treatment and referral. Some are willing to accept
women who are not covered by insurance. A cancer center in South Florida reported that
it had screened employees without health insurance at a McDonald’s Restaurant because
the company was willing to pay the costs of screening (it was much less expensive than
offering health insurance to employees). This particular cancer center also was willing to
cover the cost of followup and treatment for those women who were uninsured or
otherwise unable to cover those costs. Many centers, especially those that are university
based, are interested in reaching older women, minorities, and other underserved
populations (Industries’ Coalition Against Cancer 1994).

& Professional organizations: Often can be a source of speakers, screeners, referrals, or
trainers.

& Local cancer leadership summits or conferences: Bring together business and health
communities to look at meeting the health needs of the population.
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& Local businesses: Can be included on task forces and coalitions. Larger ones can apply
financial and political clout for health care, screening, and so forth. One State reported
working with larger companies to encourage them to underwrite the cost of a much-
needed mobile mammography unit that could be used to reach underserved women.

& Wellness councils (State or local): Can often provide resources, advice, or technical
assistance in setting up health promotion programs (Wellness Councils of America 1993).

& Business alliances: Industrial councils, hospital foundations, and bar associations all have
been involved in screening programs in a variety of settings.

& Professional schools: Nursing, public health, and medical schools can provide speakers or
trainers for education programs.

& Support groups: Many groups can assist in working with businesses, including the Susan
G. Komen Breast Cancer Foundation, Cancer Care, Inc., National Alliance of Breast
Cancer Organizations, American Cancer Society, Association for Worksite Health
Promotions, and Cancer Research Foundation.

& Community or peer educators: Can provide a variety of information to coworkers. Many
existing worksite health promotion programs use volunteers to coordinate programs
through onsite wellness committees. Coworkers also can deliver prompts that have been
shown to be effective in encouraging BSE. They can provide a stimulus for the social
support that increases the likelihood of a woman’s having a mammogram. These
volunteers can be recruited from the employee population, retirees, dependents, or the
community.

*XLGLQJ�3ULQFLSOHV�IRU�6XFFHVVIXO�
:RUNVLWH�6FUHHQLQJ

& Convenience: Offering programs where women are; work release time for screening.
Several studies suggest that women are more likely to get mammograms if they have the
opportunity during work hours or if screening hours are extended during evenings or
weekends (Dejoy and Wilson 1995; Glanz et al. 1992b; Laville et al. 1989).

& Affordability: Programs should be inexpensive. Discounted, subsidized, or minimal
charges are often preferable to free services.

& Insurance coverage: Has been reported by some companies to increase the likelihood of
screening. It also may increase the likelihood of a physician’s recommending screening
(Urban et al. 1994).

& Management support: Buy-in to program from all levels of management. Health
promotion programs should be tied in with corporate mission or vision statement (Dejoy
and Wilson 1995; Glanz et al. 1992b).

& Employee or intended audience involvement: Important in all phases of programs (Coyne
et al. 1992; Kreuter 1993).
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& Quality.

& Easy access: Some businesses have negotiated with providers to extend their hours so that
their employees can be screened before or after work or on weekends.

& Cultural sensitivity: Materials should be developed from the perspective of intended
audiences (Coyne et al. 1992; Kreuter 1993).

& Communication: Networking, lectures, invitations, newsletters, E-mail, posters,
brochures, bulletin boards, restroom literature and posters, followup (computerized or
otherwise), buddy systems, shower cards, and so forth.

& Simplicity: Messages and programs must be simple and easy to understand.

& Focused messages: Education should focus on guidelines for screening, efficacy of
mammography, and the importance of getting a mammogram in the absence of
symptoms.

& Media events and educational activities: Often lead to increases in breast and cervical
cancer screening (Zapka et al. 1993a; Shelley et al. 1993).

& Confidentiality: Critical when dealing with women in the workplace whether you are
discussing results, financial arrangements, or other sensitive issues.

& Incentives: Offer small incentives for participation (Dejoy and Wilson 1995; Coyne et al.
1992).

& Involve health professionals (Glanz et al. 1992b).

& Tie in with other health promotion messages and programs (Cohen and Murphy 1989).

& Identify barriers (Coyne et al. 1992).

& Build in evaluation to monitor program, make adjustments, and improve in the future.

6XPPDU\�DQG�5HFRPPHQGDWLRQV
A variety of strategies are needed to successfully recruit older medically underserved women.
Strategies should be segmented on the basis of audience characteristics (through a thorough
community analysis). The most effective programs use a combination of strategies that includes
outreach, inreach, and community development. Zapka and colleagues (1995) have outlined
principles for choosing strategies and planning programs:

& In communities where the majority of women have not been screened recently,
interventions aimed at medical care providers will be the most effective in initially
increasing screening participation.

& Programs aimed at clinicians can first address their knowledge, motivation, and skills.
Second, they can address aspects of the practice environment that enable and reinforce
inreach behavior.
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& The essential decisions about strategy and messages for women’s interventions are those
related to which subpopulations should receive priority attention and what the priority
objectives are that must be addressed within that subpopulation.

& The choice of strategies directly aimed at women must weigh the important complex and
interrelated criteria of relevance and acceptability, likelihood of effectiveness, scope and
breadth, feasibility, and cost-effectiveness.

& The selection of messages to be stressed within the strategy should reflect informed,
theory-driven choices.

& Combinations of interventions are likely to be more effective than single interventions.


