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Taylor, Beverly D. DAMD17-94-J-4134

FINAL REPORT FOR GRANT NO. DAMD17-94-J-4134
BREAST HEALTH EDUCATION STUDY

INTRODUCTION

The Breast Health Education Study at Morehouse School of Medicine, received funding for a
three-year cycle, by the Department of Defense in 1994. The purpose of the project was: to
seek to determine and validate the efficacy of a community-based educational program initiative in
promoting breast health in minority, medically under-served women by educating and motivating
them to seek mammograms and perform breast self-examinations on a regular basis.

The grant proposal was revised on several occassions to accommodate changes in the
demographic and geographic structure of the original communities identified for the focus of our
intervention.

The study focuses on two groups to achieve its goals:
1) minority and under-served women, in the metropolitan Atlanta area, and

2) Family and primary care physicians and other health care providers who care for the
medically under-served

Nature of the Problem:

African American women are more likely than white women to have advanced breast cancer and
to have poor survival from those cancers. **** Although the incidence rate of breast cancer is
lower in African American women than White women (94.0/100,000 vs. 113.20/ 1000,000); the
mortality rate in this population is higher (31.2 vs. 27.2). ° Further, once diagnosed with breast
cancer, African American women tend to have lower survival rates than White-American women.
The five year survival rate is 81.6% for whites but only 65.8% for Black women.’ This is thought
to be due primarily to the more advanced stage of the disease at the time of diagnosis.® ™*°

Reasons for this advance stage of disease has included limited access to health care and decreased
use of mammographic screening® as well as some socioeconomical and hormonal issues.

Many studies have been done to determine the reasons for low mammography use among African
American women. Results have revealed that many women do not get mammograms because
their physicians don’t tell them that they need one, or make any references to them. %1212 L ack
of knowledge about the screening recommendations is another barrier to complying with
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recommendations." '*'>'® From these studies, it becomes clear that a two-tiered approach to
promoting mammography screening among women is indicated.

This breast cancer education and prevention project attempts to address the three overall goals of
Healthy People 2000: to increase the span of healthy life, to reduce health disparities, and to
achieve access to preventive services for all Americans. Two preventive service objectives are
also addressed: Objective 16.3-- to reduce breast cancer mortality and Objective 16.11-- to
increase the proportion of women age 40 and older that received a clinical breast examination and
mammogram. At least two Educational and Community-Based Program objectives are
addressed: Objective 8.1 which seeks to increase the years of healthy life of black people and
Objective 8.11 which emphasizes increasing culturally appropriate community health promotion
programs for minority populations."’

Background of previous work:

The Atlanta Coalition on Breast Health was established in August 1990 by the Southern Region
of the National Black Leadership Initiative on Cancer (NBLIC) to focus on the problem of breast
cancer among black women in the Atlanta area. The Coalition has implemented as its major
project, the Black Womenlls Mammography and Screening Project, a community education
model developed by the National Medical Associationlls Council on Concerns of Women
Physicians in cooperation with the Minority Health Education Program, Office of Cancer
Communications, National Cancer Institute. A long-term goal of the NBLIC is to replicate the
structure and activities of the Atlanta Coalition in other parts of Georgia and the region.

Since its establishment in August 1990, the Coalition has accomplished a number of important
initiatives including:

> conducted over 12 mini Breast Health Education Workshops throughout Metro Atlanta
and some parts of South Georgia. These workshops were attended by over 200 women
between the ages of 18 and 65 years of age;

> development of a facility guide of Association of Certified Radiologists (ACR) approved
mammography screening sites in the Atlanta area;

> development of a training curriculum for Coalition members. This “train the trainer”
curriculum is designed to equip members with the skills needed to train community leaders
and community members in breast cancer prevention;

> assisted in the training of Community Lay Health Workers assigned to the targeted
communities;
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> completion of the Breast Health Training Manual;

> distributed the training manual to community based programs as well as breast cancer
researchers;

> participated in a one day workshop on implementation and planning conducted by

Florence Bonner, a consultant with the National Cancer Institute;

The Atlanta Coalition participated in the planning and development of the Breast Health
Education Study and continues to work in the remaining communities.

Purpose of the present work:
The purpose of this project is to impact favorably, the breast health of low income, under-served

minority women. As stated previously, the project addresses three of the overall goals of Healthy
People 2000:

> to increase the span of healthy life
> to reduce health disparities, and
> fo achieve access to preventive services for all Americans

Two preventive services objectives are addressed:
> Objective 16.3: to reduce breast cancer mortality, and

> Objective 16.11: fo increase the proportion of women age 40 and older that has
received a clinical breast examination and mammogram.

And, two educational and Community-based program objectives:

> Objective 8.1a: which seeks to increase the years of healthy life of black people,
and
> Objective 8.11: which emphasizes increasing culturally appropriate community

health promotion programs for minority populations.

We believed that a culturally appropriate, comprehensive breast cancer screening intervention in a
low-income public housing community would increase rates at which women obtain clinical breast
examinations and mammogram. If successful, these rates will approach the frequencies
recommended by the National Cancer Institute.
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Methods of approach:

A review of recent literature and studies on promoting breast health makes it apparent that
effective breast cancer prevention and early detection requires education of both health
professionals and clients. For example, the Morehouse Cancer Screening Project entitled,
“Avoidable Mortality from Cancer in Black Populations (AMCBP) targeted black women in the
inner city. The study sought to determine if an in-home educational intervention conducted by a
Lay-Health Worker could increase adherence among low-income black women to breast cancer
screening schedules as well as increase the womenlls knowledge and change their attitudes
regarding these cancers. The results of the study showed a 2.9% increase in Pap smear screening,
and a 34.5% increase in breast screening. AMCBP’s study method of educational intervention
differs from those in the proposed project (in-home vs. Community group); however, the target
group is the same and the proposed study emphasizes cultural appropriateness and is based on a
philosophy of empowering low-income (blacks) to help themselves and one another.

The approach to community organization and development for health promotion for the
communities in this study is based on the theories of Braithwaite, Lythcott et al,'®
and call for the following steps:

Learn the community

Document the community ecology

Organize a community coalition board

Share the results with the community

Design an intervention

Implement the intervention ,

The problems encountered in recruiting participants in this study have been identified. The Study
continued to be plagued by this problem resulting in suboptimal results for data analysis.

¥y v v v v v

Our original plan was to do a case-comparison study using a series of before and after
comparisons calculating the changes of adequate screening rates between the intervention group
and the comparison group. Two hundred participants in each group would be surveyed. . We
identified cases and comparison groups who resided in high-rise complexes within the Atlanta
Housing Authority (AHA); and case and comparison groups who resided in low-rise complexes.
Each community within the cluster of communities was organized following the steps for
community organization listed above. We had to change the method of analysis due to the
difficulty we had in doing interventions and retrieving post-test data from the participants.

We had to adjust the method of analyzing the data to accommodate the small sample size that was
obtained. '
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We will us an experimental design using the post-test only comparison method of analysis for the
community based portion of the study. The comparison group, residents who participated in the
intervention and received the post-test will be compared to the control group, those residents who
did not participate in the intervention and only had the post-test.

The approach to determine the breast health practices of primary care providers was through the
development of an Infodrama. The Infodrama is a dramatic representation of information, in this
case breast cancer prevention information, that provides the participant with valuable medical
information. The research team developed the Infodrama with the assistance of a playwright with
experience in developing and producing health-related skits. The presentation was designed to
include the epidemiology, risk factors, barriers, current recommendations for screening, and
treatment options for breast cancer. It also provided information on the affect the diagnosis has
on the patient, the family and on the provider. A pre-test was administered prior to the
presentation with a mailed post-test questionnaire six months later.

Problems with Implementation: We encountered several problems with implementation and
completion of the study once the grant was received. These include:

> The original community withdrew from the study which required negotiation for another
community. Six communities were selected with the assistance of the Atlanta Housing
Authority (AHA)

> AHA initiates the dismantling of several communities. This included some of the study
communities

> The epidemiologist of the study left Morehouse School of Medicine to take a position in
Taiwan

> The lack of familiarity with the Infodrama format by conference planners resulted in poor

placement of the presentation on the schedule, resulting in poor visibility of the
intervention for conference participants

> Healthcare providers were hesitant to come to the presentation for fear of having to
participate in the drama.

BODY

Methods
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Background, Sample and Data Collection

The Breast Health Education Study is designed to focus on the consumers and the providers of
breast cancer screening practices. It utilizes lay health workers to recruit and provide individual
instruction to Black women on breast cancer prevention; and an Infodrama (dramatic presentation
of information on breast cancer screening practices) geared for the health care provider.

The Community:

The women invited to participate in this project were residents of six public housing facilities and
one Section VIII community that was managed by the Atlanta Housing Authority in Atlanta,
Georgia. They were selected from two sources of housing communities: High- Rises, community
housing for those residents who are disabled or are 62 years of age and older and/or disabled; and
Low-rises, community housing for residents who are younger than 62 years of age. Women were
eligible to participate in the intervention if they were aged 35-79, a current resident of an
intervention community, and had no personal history of breast cancer or breast surgery.

A community survey was conducted to determine the knowledge base, attitudes and beliefs about
cancer within the community. The information would be used to tailor the intervention to the
needs of that population. Two hundred community surveys were completed

The members of the Atlanta Coalition on Breast Cancer developed and implemented the
curriculum for the intervention.

The communities participating in this study are:
High Rises:

Antone Graves

Graves Annex

Martin Luther King,

Cosby Spears I/Cosby Spears II, and
John O. Childs

bl ol A

Low Rises:

1. Carver Homes
2. Villa Monte (Section 8 housing)

Two hundred survey instruments were completed which included 38 men. The questionnaire
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surveyed the community’s general knowledge of the community about cancer and included
questions on breast, prostate, cervical cancer as well as questions on nutrition and cancer. For the
purposes of this report we factored out the responses from men which gave us a breast cancer
survey file of 162 women.

The Infodrama:

Several conferences for primary care providers were targeted for the Infodrama presentations.
They are:

> Focus Group Presentation to Family Medicine Residents, Morehouse School of Medicine,
Fall 1994

> Internal Medicine Noon conference, Grady Memorial Hospital, May 1995

> Georgia State Medical Association Annual Meeting, Hilton Head, South Carolina, June
1995

> Black Nurses of Georgia Association Regional Meeting, Atlanta, Georgia

> Georgia Academy of Family Physicians’ Annual Conference, Westin Conference Center,

Conference Center, Marietta Georgia. November 1996
> Advances in Primary Care, Practical Approaches for the African-American Patient,

Sponsored by the Department of Family Medicine, Morehouse School of Medicine, April
1997

A specialist in breast cancer treatment reviewed the script for the Infodrama presentation prior to
the initiation of the workshops.

A pre-test was administered prior to the initiation of the intervention with a mailed post-test
survey six months later. During this past year of no-cost extension of the project, we attempted to
enhance our response rate to the intervention by conducting two additional mailings followed by a
telephone reminder to encourage the physician to complete with the questionnaire.

Specific objectives of the study were to:

1. Organize each intervention community around the problem of breast cancer

Communities within the Atlanta Housing Authority each have a Tenant Association. This
organization is composed of residents within the community. It serves as the governing

10
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body for the community by identifying and resolving issues related to safe and efficient
living conditions. The residents of the community elect a Tenant Association President
who serves as the point of entry into the community. The Tenant Association President is
a very powerful person who has been given the “authority” to represent the community.

The Tenant Association President of each of the selected communities received a visit by
the study team to present the Breast Health Education Project and solicit their support.
They were all receptive but different in their approach to presenting the project to their
constituents. In each case we were invited to attend a Tenant Association meeting where
the president introduced us to the community. We introduced the project to the
residents of the community. We were asked to present our program and were available to
answer any questions they had.

We advertised for Community Lay Health Workers (CLHW) in each community. We
successfully recruited six women to work with us. Their ages ranged from 35-79. They
came from three of the six communities (two of the original six workers were
discontinued and replaced from the pool of applications received during recruitment).
These workers received training in breast cancer prevention through workshops
conducted by the Atlanta Coalition on Breast Health. CLHW's, assisted by our staff,
began to develop community coalitions, or groups of residents interested in breast cancer
prevention, who would also receive the training and assist the CLHW's in providing
support for other women within the community.

The CLHW was also responsible for assisting in the survey of 200 community members.
Each CLHW served as the point person to recruit survey participants from our list of
randomly selected candidates, and was paired with a trained interviewer (graduate
student) to attend each interview. A presentation of the data obtained during this phase
of the study will appear later in the report.

2. Conduct programs to improve breast cancer knowledge, attitudes, and screening
practices among members of the intervention communities at large, health care
providers serving these communities, and women aged 35-79 residing in these
communities.

The secv ud phase of the project at the community level was a series of workshops on
breast health that was presented in the various communities. The workshops were
designed to empower participants to become pro-active in preventing breast cancer. One
of our purposes was to instill confidence in their knowledge about the disease; by
teaching them what to do to assist in the early detection of breast cancer; and teaching
them ways to effectively communicate with their health care provider. Efforts are made to

11
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dispel the myths and misconceptions that some of them had regarding breast cancer.

A training Manual was developed in conjunction with the National Black Leadership
Initiative on Cancer for the purpose of providing breast health education in a consistent
manner. A copy of the manual was submitted with annual report submitted last year.

The second component of the Breast Health Education Study is the implementation and
evaluation of an intervention that educates and motivates primary care physicians to
discuss breast health issues with their patients. In the form of an Infordrama, an
interactive dramatic production based on actual case histories, the intervention
encourages primary care physicians to recommend regular breast self-examinations,
clinical breast examinations and screening mammogram to their patients. The
Infodrama was developed and produced by a local playwright in Atlanta, GA. with
technical assistance from the Breast Health Education Study team. We used four
professional actors for each performance.

The script for the presentation is based on research studies, information obtained from
provider and consumer focus groups, and information pertaining to the social and cultural
issues being explored. The impact of the presentation was assessed through pre- and
post-intervention questionnaires that measured the physicians’ knowledge, attitudes, and
practices regarding breast health care. The pretest is given immediately prior to the
Infordrama presentation. The post-test survey instrument mailed six months afterwards.
Second and third mailings, followed by a telephone call, were done in an effort to
increase the response rate.

3. Evaluate the impact of the comprehensive intervention on breast cancer
screening, knowledge, attitudes, and practices.

The bulk of our work this year was done in retrieving post-test survey instruments and
analyzing that data. We requested a no cost extension to provide us with the opportunity
to finalize the data collected during the workshops and during the Infordrama
presentations.

Person-to-person interviews were conducted between the spring of 1996 and the
beginning of 1997 for the community survey. In an effort to determine the community’s
perception of cancer in general and breast cancer specifically, a random sample of 200
community residents were selected using the Atlanta Housing Authority tenants
occupancy list. Men were not excluded from the community survey if they were members
of the randomly selected household. This sample of 200 community survey participants
was representative of who we wanted to include in this study.

12
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Measures

Graduate students of the Morehouse School of Medicine administered a brief 20-30
minute structures questionnaire to the community survey participants. Each student
received interviewing skills training prior to participation in the study. We paired each
student with a Community Lay Health Worker (also a participant in the interviewing
process). The Community Lay Health Worker (CLHW) was responsible for setting up the
interview, reminding the participant of the interview appointment and was present, but not
obtrusive, during the time of the interview.

The questions assessed sociodemographic characteristics, medical and family history,
preventive health practices, insurance characteristics, level of exercise, weight control,
tobacco use, alcohol use, cancer knowledge, attitudes, and beliefs, and history of breast
cancer screening.

. Sociodemographic questions addressed marital status, level of education,
employment history, what they believed to be the most important aspect of life,
religious preference, income level and their opinion of their own personal health.

. Knowledge and attitude questions addressed personal susceptibility to breast
cancer, whether a woman can have breast cancer with/without certain symptoms,
whether cancer was a health problem in the community, and the likelihood of their
attendance at breast health educational workshops.

. History of breast cancer screening addressed the frequency of the study
participant receiving breast self-examinations, clinical breast examination, and
mammography.

Data Analysis

During this past year we have attempted to complete the collection of data from the two groups
targeted for our intervention. We have had considerable difficulty being successful in that effort
and as a result have lost the power analysis needed to make significant assumptions in most
comparisons. '

Results:
The Community Lay Health Worker

13
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The Breast Health Education Study (BHES) has as its focus, women living in inner city, under
served communities and primary care physicians who provide care for these communities.

The community was organized with the assistance of the Community Lay Health Worker
(CLHW), community members who lived almost exclusively in low income community settings,
and who are trained to serve as translators between community participants, health care providers
and project administrators. CLHW recruitment requirements included:

> Must complete a formal application,

» Must be a resident of one of the selected communities (for a minimum of 2 years),
> Must pass reading and writing proficiency tests, and

» Must participant in the interview process

The interview was required in order to give the interviewer some insight into the applicants’
knowledge of the socio-economic, ecological, environmental and political concerns and values of
the community. Eight CLHW workers, with four alternate workers, were identified during the
first year (Two CLHW’s were dropped early in the project with the closure of one of the selected
communities). The ages ranged between 25-75 years of age with 90% of them being unemployed.
They all had a high school education or equivalency however, none of them were as proficient in
handling the questionnaire as we had hoped. For the purposes of the questionnaire administration,
we provided Morehouse School of Medicine graduate students. CLHW’s facilitated the interview
by making the initial contact with the community resident.

To a large extent, these workers, already familiar with the community ecology, solicited support
for the project from community leaders (“gatekeepers”). With the support of these leaders,
CLHW’s frequently attended community-gathering places to build trust relationships and to
establish credibility for the study. They translated and promoted the Breast Health Education
Study (BHES), and generated widespread community support for the program.

Each CLHW took responsibility for the project and seemed to gain satisfaction in being part of
the study. They developed a comfort level with working with individuals from higher income and
education levels than what they had attained. The BHES staffers gained knowledge of the
community ecology through the close working relationship developed with these women. A key
person in the success of the CLHW concept was our Community Supervisor. She went into the
communities with the CLHW, supervised their work related to the questionnaire administration,
and monitored the process to ensure successful completion (see copy of recent publication
included in the document.

Result of the Community Survey:

14
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The original proposal stated that we would have a case comparison study using 200 subjects in
the intervention group and 200 subjects in the control group. The women in the study would
range in age from 35-79 years of age and would be assessed pre and post-test, to identify the
knowledge, attitudes and practices of the participants regarding breast health. Power analysis
included a 20-30 percent improvement, one sided testing at 0.05 level, with 80% power. The
minimum number of participants needed for each group was 75.

With each progress report, during the course of this study, we’ve reported the challenges we
have encountered in gathering data and conducting the project in such a way as to secure the
power needed to show significance. This past no-cost-extension year was spent primarily trying
to contact the pretest participants for completion of the post-test survey. The dismantling or
reorganization of the low-rise communities in this study made this task difficult. As a result, the
study was not as successful as we had anticipated.

As stated in previous reports, the initial or community survey tested for the general cancer
prevention and control knowledge of the community. It included questions about other cancer
screening practices and included men in the survey. For the purposes of our report related to
breast cancer prevention men, were factored out leaving a sample size of 162 women.

Table 1 reveals the sociodemographic characteristics of African-American women age 20 years
and older. A total of 162 women completed the community survey. Of this number 46.3% were
forty years of age or older. The majority of the women (82%) were not married at the time of the
study. Most of them (54%) had not completed a 12th grade education, were retired (29%), or
unemployed (55%). Forty-three percent of the respondents made less than $5000 annually. Of
note is the fact that 54% received Medicaid and 12% received Medicare benefits.

The overall cancer prevention knowledge base for these women was low (see table 2). Less than
one third of the women surveyed knew that age and obesity are risk factors for breast cancer.
Other areas that showed a low level of knowledge included a lack of knowledge of an association
between late parity, late menopause, and early menarche with breast cancer. However, about half
of the women knew that having a positive family history for breast cancer is a risk factor.

Most of the women questioned had some knowledge of/or could name the breast cancer screening
tests to be the breast self exam (BSE), the clinical breast exam (CBE), and mammography.
Almost 90% agreed that breast cancer could be found early, and 93% agreed that finding and
treating breast cancer early could save a woman’s life. Of note, only 25% of those surveyed felt
that they were personally at risk for getting breast cancer.

Table 3 shows the breast cancer screening practices of African=American women 20 years of age
and older. Seventy three percent of the women in the survey had ever performed a breast self-

15
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examination, but of these 68% did not follow the recommendations for doing the BSE on a
monthly basis. Eighty-eight percent of the respondents had ever had a clinical breast exam (CBE)
and 53% had ever had a .

16




TABLE 1. Sociodemographic Characteristics of African-American Women 20 years of Age and Older.

(N=162)
Variable Percentage
Age v
20-29 253
30-39 19.1
40-49 9.3
50-59 10.5
60-69 123
70-79 11.1
80-89 9.9
90-99 25
Marital Status
Not Married 81.5
Married 17.9
Don’t Know/Refused Response 0.6
Education
Less Than High School §3.7
High School 321
More Than High School 14.2

Employment Status

Employed 11.1
Retired 29.6
Unemployed 54.9
Don’t Know/Refused Response 4.3
Income
<5,000 43.8
5,001-10,000 358
10,001-15,000 4.3
15,001-25,000 2.5
>25,000 0.6
Don’t Know/Refused Response 13.0
History of Breast Cancer
Yes 25
No 96.3
Don’t Know 0.6
Insurance Status 6.2
Private 53.7
Medicaid 12.3
Medicare 17.3
Other 9.9
None 0.6

Don’t Know/Refused Response

17




TABLE 2. Breast Cancer Knowledge, Attitudes, and Beliefs in African-American Women 20 Years of
Age and Older (N =162)

Variable Percentage
w Br r Ri r,

Age > 40 Years Old (Yes) 32.1
Positive Family History (Yes) 58.6
Obesity (Yes) 27.2
First Child After 30 Years Old (Yes) 16.0
Menopause After S0 Years Old (Yes) 235
Menarche Before 12 Years Old (Yes) 9.9
High Fat Diet (Yes) 383
n Name Br ncer Screening T

Breast Self-Examination 87.7
Clinical Breast Examination 93.2
Mammography 86.4

Br ncer Atti nd Belief:

There is no reason for a woman to get a mammogram if

she is not sick (Yes) 8.6
Breast cancer can be found early (Yes) 88.9
Finding and treating breast cancer can save a woman’s

life (Yes) 92.6
Respondent feels susceptible to getting breast cancer 24.7
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TABLE 3. Breast Cancer Screening Practices of African-American Women 20 Years of Age and
Older (N =162)

Variable Percentage
Ever P Br If Examination
Yes 728
No 24.7
Don’t Know/Refused Response 25
Br If Examination Fr n =110
Monthly 322
Other 67.8
Has Ever Received a CBE
Yes 88.3
No 7.4
Don’t Know/Refused Response 4.3
H r Had AM ram
Yes 53.1
No 438
Don’t Know/Refused Response 3.1
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Results of the Post-Test Only Comparison Group Study:

In review of the data compiled, it was determined that many of the original survey participants did
not attend the workshops. However, there were a lot of people from the community who didn’t
do the original survey but did attend the workshop intervention. Therefore, we have no pretest
data on them. A total of 56 cases (women who participated in the Breast Health Education
Workshop) completed a post-test survey. A total of 64 comparisons (women who did not attend
the workshop) completed the post-test survey. The data from these surveys is included in this
report.

By using the post-test only comparison group study design we will be able to measure the effect
of our intervention on the cases by comparing them with the comparison group. We won’t,
however, be able to determine the extent of change that may have occurred within the case group.

The demographics of this sample show that the majority of the women who participated in the
intervention were 70-79 years of age (39%) while twenty-eight percent of the comparison group
were age 20-29, and this difference was statistically significant. More cases than comparisons had
less than a high school education (p <0.001) and more of the comparison group was currently
employed (p-value = 0.001). This change is probably reflective of the comparison group being
younger than the cases. The cases were more likely to have Medicare or some other insurance
while the comparison group members were more likely to have Medicaid (p = 0.003). There is
no difference between cases and comparisons when looking at martial status , income level and
the history of breast cancer (Table 4).

As in the community survey, the overall knowledge base was low for risk factors. Table 5 shows
the knowledge, attitudes and beliefs surrounding breast cancer prevention and control. Cases and
comparisons showed no difference women’s knowledge of age, family history, late parity, late
menopause, early menarche and high fat diets as risk factors for breast cancer. The data shows
significance when comparing cases and comparisons in the knowledge that obesity is a risk
factor (p-value 0.03) and in their knowledge that age 40 and older is a risk factor (p-value 0.20).
For women 50 and older more of the cases than controls knew that they should get a breast exam
every year or every two years (p 0.05).

There is no difference between cases and comparisons in knowing the screening tests used to

- detect breast cancer - breast self-examination (BSE), clinical breast examination (CBE), and
mammography. The overall knowledge of the screening tests was high for both groups. Also,
there was no difference between cases and controls in their knowledge of the frequency by which
women should get a mammogram (Table 5).

20



" Table 4. Sociodemographic Characteristics of Study Participants by Case-Control Status

Variable Cases' Comparisons p-value
(n=56) (n=64)
% %
Age (yrs)
20-29 1.8 28.1 <0.001
30-39 3.6 20.3
40-49 54 7.8
50-59 125 12.5
60-69 14.3 14.1
70-79 39.3 7.8
80-89 14.3 7.8
90-99 8.9 1.6
Marital Status
Not Married 82.1 78.1 0.58
Married 17.9 21.9
Education
Less than H.S. 83.9 50.0 <0.001
H.S. 7.1 28.1
More than H.S. 8.9 20.3
Don’t Know/Refused Response 1.6
Employment Status
Employed 3.6 10.9 0.001
Retired 67.9 32.8
Unemployed 28.6 51.6
Don’t Know/Refused Response 4.7
Income
<5000 48.2 53.1 0.48
5,001-10,000 35.7 37.5
10,001-15,000 5.4 1.6
15,001-25,000 1.8
Don’t Know/Refused Response 8.9 7.8

History of Breast Cancer
Yes 7.1 0.09
No 92.9 100.0

! Cases are women who participated in the Breast Health Education Workshop, comparisons are women who did
not.

21



L4

Table 4. Sociodemographic Characteristics of Study Participants by Case-Control Status (cont.)

Variable Cases' Comparisons p-value
(n=56) (n=64)
% %

Insurance Status

Private 71 6.3 0.003
Medicaid 19.6 40.6

Medicare 28.6 25.0

Other 39.3 7.8

None 5.4 15.6

Don’t know/Refuse Response 4.7

! Cases are women who participated in the Breast Health Education Workshop, comparisons are women who did
not.
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Table 5. Knowledge, Attitudes, and Beliefs Surrounding Breast Cancer Prevention and Control, by Case-

Control Status
Cases Comparisons p-value
Variable (n=56) (n=64)
% %

Know Breast Cancer Risk Factors
Age > 40 years old 37.5 26.6 0.20
Positive Family History 39.3 50.0 0.24
First Child after 30 years old 214 17.2 0.56
Menopause after 50 years old 25.0 21.9 0.69
Menarche before 12 years old 12.5 10.9 0.79
Obesity 32.1 15.6 0.03
High Fat Diet 53.6 42.2 0.21

Can Name Breast Cancer Screening Tests
Breast Self Examination 82.1 82.8 0.92
Clinical Breast Examination 92.9 93.8 0.86
Mammography 82.1 92.2 0.10

All Women (n=120)

Report that breast self-exam should be

perfoemed: '
Monthly 44.6 42.2 0.10
Other 41.1 21.9
Don’t know/Refuse Response 14.3 35.9

Women 50 years and older (n=78)" (n=50) (n=28)

Report that a clinical breast exam should be

obtained by a woman her age:
Yearly 52.0 32.1 0.05
Every 2 years 4.0 3.6
Other 34.0 28.6
Don’t know/Refused Response 10.0 35.7

Women 50 years and older (n=78) (n=50) (n=28)

Report that a mammogram should be obtained

by a woman her age
Yearly 46.0 35.7
Every 2 years 4.0 3.6 0.50
Other 30.0 25.0
Don’t know/Refused Response 20.0 35.7

! Analysis not shown for women 40-49 due to small sample size (n=8).
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Table 5. Knowledge, Attitudes, and Beliefs Surrounding Breast Cancer Prevention and Control, by Case-
Control Status (continued)

Variable Cases Comparisons p-value
(n=56) (n=64)
% %

Breast Cancer Attitudes & Beliefs

There is no reason for a women to 8.9 10.9 0.71
get a mammogram if she is not
sick

Breast Cancer can be found early 87.5 95.3 0.16

Finding and Treading breast 91.1 95.3 0.55
cancer early can save a women’s
life

Respondent feels susceptible to 39.2 35.9 0.70
getting breast cancer
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Table 6. Prior Breast Cancer Screening Practices by Case-Control Status

Variable Cases Comparisons p-value
(n=56) (n=64)
% %

Has ever performed breast self
exam

Yes 82.1 84.4

No 17.9 12.5 0.74

Don’t know/Refuse response 31

Breast self-exam (frequency)’
Monthly » 28.3 40.7
Other 71.7 59.3 0.19 -

Has ever obtained a clinical
breast exam

Yes 96.4 92.2
No 3.6 6.3 0.53
Don’t know/Refused response 1.6

Has ever obtained a

mammogram
Yes 85.7 53.1
No 7.1 43.8 <0.001
Don’t know/Refuse response 7.1 3.1

! Breast self-exam frequency for women who reported “yes” to ever performing a breast self-exam.
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* Table 7. Myths and Other Misconceptions Surrounding Breast Cancer Prevention & Control, by Case
Comparison Status

Variable Cases Comparisons p-value
(n=56) (n=64)
% %
Breast Cancer is associated with 71.4 50.0 0.02

bumping or bruising the breast

Breast cancer is associated with 33.9 344 0.96
stress

Breast cancer is associated with 571 71.9 0.09
smoking

Named pap smear as a screening 55.4 35.9 0.03

test for breast cancer

Named chest x-ray as a screening 75.0 703 0.57
test for breast cancer

26.



Taylor, Beverly D. DAMD17-94-J-4134

There was no difference in the attitudes and beliefs of cases and comparisons in response to
“finding and treating breast cancer early can save a woman’s life”; that there is no reason to get a
mammogram if a woman is not sick; and that breast cancer can be found early. The cases and
comparisons were equally as likely to feel that there was no reason for a woman to get a
mammogram or feel susceptible for getting breast cancer (See table 5).

In Table 6 there is no difference between the screening practices of the cases and the comparison
groups in doing the BSE monthly. Of interest, only 28 % of the cases knew that BSE should be
done once a month with 72% of the respondents indicating other for that response.

Eighty-six percent of the cases and 53% of the comparison group had ever had a mammogram (p-
value <0.001)

In review of Table 7, over 70% of cases and comparisons named the chest xray as a screening
test for breast cancer. However, this was not statistically significant between the two groups. Fifty
five percent of the cases and 36% of the controls named the pap smear as a screening test for
breast cancer (p-value 0.03). More cases that comparisons believe that breast cancer is associated
with bumping or bruising the breast was high in both groups (cases 71.4%, comparisons 50%,
p=0.03).

Discussion : The results of the community survey and the post-test only case comparison study
reflects some of the problems pertaining to the collection of data. The women surveyed ranged in
age from 20 —99 years of age. They had less than a high school level of education, were
impoverished and largely depended on publicly funded sources of healthcare insurance. The
overall knowledge of breast cancer risk factors was low however, the case group showed more
knowledge in those areas of significance than the comparison group (age, obesity, and the
frequency for getting the clinical breast exam. Both groups showed a high level of knowledge
about the mammogram as a screening test for breast cancer.

Myths and misconceptions were addressed in the intervention in an attempt to dispel these
concepts. However, the myth that breast cancer is caused by bumping or bruising the breast was
significant. Of interest was the belief by the respondents that the pap smear is a screening test for
breast cancer (p-value 0.03).

Some of the differences could be due to the workshop intervention. However, the disparity in the
age range of the case and comparison group has probably caused an age bias. Multivariate
analysis that stratifies for age is needed to accurately analyze this data.
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Results of the Infodrama Evaluation:

Five Infodrama presentations were conducted at conferences, seminars and other programs during
this study. A total of 76 healthcare providers (including 40 physicians and 36 nurses) participated
in the Infodrama from May 1995 to April 1997. Post-test instruments were mailed out to all
participants for completion beginning six weeks post intervention. Twenty- eight of the 40
physicians who participated in the Infodrama completed post-test surveys after three mailings and
one telephone reminder encouraging them to complete the instrument. The response rate for
nurses was even lower (15 returned questionnaires). Due to the low response rate of the nurses
only the physician data is reported. The following analysis looks at the physician group only.

The physician group of participants consisted of 75% male physicians with 25% females. The
post-test surveys were completed primarily by the women physicians (p-value 0.03). Most
participants were African-American (75% pre and post-test).

Ten percent of the participants were Family Physicians with 52.5% of the attendees describing
themselves as Internists. However there was a post-test response rate of 71% (p-value <0.001)
amongst the Family Physicians with only 17.9% of the Internists completing the post-test survey
instrument. Most of the participants had been in practice for less than 5 years (not statistically
significant).

Table 2. looks at the Knowledge, Attitudes and Beliefs Concerning Breast Cancer Prevention
and Control by Pretest-Posttest Status. There was an increase in the percentage of physicians
who thought that the following variables were important or somewhat important in breast cancer
prevention:

> cultural beliefs (72% pre, 89% post);

> not having a physician tell the patient to have a clinical breast exam and mammogram (77%
pretest, 92% post-test);

» transportation (57.5% pre, 78.6% post); and

» discomfort associated with getting a mammogram (65% pre, 89% post).

Although there was an increase in these variables they did not reach significance.

There is no difference between pretest and post test results of physicians knowing the age that
women are most likely to get breast cancer. Of interest, overall less than half of the physicians
knew that women over 50 are most likely to get breast cancer. When asked questions concerning
the physicians ability to educate/counsel patients on breast cancer prevention there was
disagreement in the statement “I don’t have time to educate patients”. However, in the strongly
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agree category for this question, there was an increase from 2.5% (pre-test) to 14.3%(post-test).
For the statement “After I counsel a patient, I don't think they comply with my
recommendations” there was a decrease from 5% to 0% (post) in the strongly agree category.

In evaluating the change in screening practices of physicians pre and post-test there was a
significant increase in the percentage of post-test physicians recommending the clinical breast
exam for patients (p-value 0.04). We also see a trend towards an increase in the percentage of
those recommending the breast self-examination however this was not of significance.



Table 1. Sociodemographic Characteristics of Physician Study Participants, by Pretest-Posttest Status

Pretest Posttest p-value
Variable (n=40) (n=28)
% %
nde
Female 25.0 50.0 0.03
Male 75.0 50.0
Race
African-American 75.0 75.0 0.60
Asian/Pacific Islander 7.5 10.7
White-American 25 71
Other 15.0 7.1
Specialty
Family Practice 10.0 714 <0.001
Internal Medicine 52.5 17.9
Obstetrics/Gynecology 7.5 3.6
Pediatrics 5.0 7.1
Surgery 2.5
Other 125
Years in Practice
< 5 years 45.0 321 0.70
6 - 10 years 12.5 214
11 - 15 years 10.0 17.9
16 - 20 years 10.0 10.7
> 20 years 17.5 17.9
No Response 5.0
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Table 2. Physician Knowledge, Attitudes, and Beliefs Concerning Breast Cancer Prevention and Control, by
Pretest-Posttest Status

Pretest Posttest p-value
Variable (n=40) (n=28)
% %
At what age do you think women are most likely
to get breast cancer?
40 - 50 years of age 52.5 60.7 0.64
> 50 years of age 45.0 39.3
There is no age difference in the likelihood of
getting breast cancer 2.5
e following very important, somewhat
important, or not very important jn keeping
wome e clinical breast exams and
mammograms?
Fear
very important 50.0 39.3 0.65
somewhat important 375 4.9
not very important 7.5 179
o response : 5.0
Not going to the doctor unless they have
problems
very important 62.5 53.6 0.19
somewhat important 25.0 429 ‘
not very important 715 3.6
no response 5.0
Cultural beliefs
very important 27.5 50.0 0.10
somewhat important 45.0 39.3
not very important 20.0 10.7
no response 7.5
Not knowing that they are at risk of getting
breast cancer
very important 35.0 35.7 0.77
somewhat important 32.5 39.3
not very important 25.0 25.0
no response 7.5
Cost
very important 35.0 42.9 0.79
somewhat important 42.5 35.7
not very important 4.1 214
ho response 7.5
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Table 2. Physician Knowledge, Attitudes, and Beliefs Concerning Breast Cancer Prevention and Control, by
Pretest-Posttest Status (cont.)

Pretest Posttest p-value
Variable (n=40) (n=28)
% %
Are the following very important, somewhat
impo r not v ortant in keepi
women from getting clinical breast exams and
mammograms?
Not being told by a doctor to have a clinical
breast exam or mammogram
very important 35.0 321 0.17
somewhat important 4225 60.7
not very important 17.5 7.1
no response 5.0
Embarrassment
very important 25.0 28.6 0.40
somewhat important 42.5 53.6
not very important 25.0 179
no response , 7.5
They don’t think they need one
very important 375 286 0.67
somewhat important 47.5 50.0
not very important 10.0 214
no response 5.0
Transportation problems
very important 7.5 14.3 0.17
somewhat important 50.0 64.3
not very important 35.0 214
no response 7.5 .
Discomfort associated with getting a
mammogram
very important 20.0 32.1 0.07
somewhat important 45.0 571
not very important 27.5 10.7
no response 7.5
Lack of insurance :
very important 47.5 64.3 0.30
somewhat important 35.0 28.6
not very important 10.0 71
no response 15 .
Lack of time
very important 200 321 0.52
.somewhat important 47.5 39.3
not very important 25.0 28.6
no response 7.5 -
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Table 2. Physician Knowledge, Attitudes, and Beliefs Concerning Breast Cancer Prevention and Control, by
Pretest-Posttest Status (cont.)

Pretest Posttest p-value
Variable (n=40) (n=28)
% %
The following statements are abou r feelings
concerning breast cancer prevention. Do you
st Iy agree S8 or stron
disagree?
I have sufficient knowledge to counsel patients.
strongly agree 40.0 50.0 0.66
agree 45.0 42.9
disagree 7.5
strongly disagree 5.0 7.1
no response 25 v
I don’t have enough time to educate patients.
strongly agree 2.5 14.3 0.13
agree 25.0 10.7
disagree 30.0 4229
strongly disagree 378 32.1
no response 5.0
When counseling patients, I am concerned that
I may give incorrect recommendations.
strongly agree 25 7.1 0.63
agree 12,8 10.7
disagree 32.5 42.9
strongly disagree 50.0 39.3
no response 25
After I counsel a patient, I don’t think they
comply with my recommendations.
strongly agree 5.0 0.10
agree 35.0 429
disagree 50.0 321
strongly disagree 7.5 25.0
no response 2.5 oo
I don’t thing the women who need breast
cancer education and screening are the ones I
see.
strongly agree 12.5 25.9 0.63
agree 22.5 25.9
disagree 30.0 29.6
strongly disagree 27.5 18.5
no response 7.5
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Table 3. Breast Health Patient Education, Screening Practices, and Referral Patterns hy Physicians, by Pretest-
Posttest Status

Pretest Posttest p-value
Variable (n=40) (n=28)
% %
On average, how much time do vou spend eac|
week educating your ts about breast
health?
0 10.0 10.7 0.67
1-3 hours 55.0 50.0
4 - 6 hours 15.0 28.6
7 -9 hours 2.5
10 hours or more 7.5 3.6
No response 10.0 7.1
What breas r sc ing tests
procedures do you usually recommend for
Breast self-examination (yes) 77.8 92.8 0.12
Clinical breast-examination (yes) 55.0 78.6 0.04
Mammography (yes) 67.5 64.3 0.78
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Discussion: As mentioned earlier, several problems were encountered in getting the Infodrama to
our constituency. We fell short of the intended number 150 physicians to be trained on breast
cancer prevention and control during the grant period. This results in a decrease in the power of
our tabulations and affects the assumptions that can be made. However, it seems that from this
data we can assume that the primary care physicians most likely to participate in this type of
continuing medical education activity would be Family Physicians; physicians in practice for less
than five years and physicians who are female. This is probably a reflection of those physicians,
other than specialists in OG/GYN, who provide health care for women. There seems to be a
trend towards an increase in the percentage of physicians who understand the importance of the
physician advocating that a woman gets breast cancer screening. The fact that half of the post test
part1c1pants are women may bias the data due perhaps to their vested interest in this particular
screening tool.

There also seems to be an increase in the level of understanding obtained by the physicians in the
socio-economic and cultural factors associated with the patients’ compliance with a
recommendation after the intervention however, this was not of significance. These factors
include the level of discomfort thought to be part of the experience during the mammogram, the
lack of transportation and the myths or misconceptions that the patlent has based on cultural
beliefs/experiences.

The physicians surveyed felt confident in their ability to counsel patients. Consequently, we saw
no difference in the number of hours they spent counseling the patient’s post Infodrama
intervention.

Recommendations:

Community based research is an important mechanism for obtaining information about certain
populations.. It is, however, probably the most difficult type of research to do. The problems we
encountered in this study, though unusual, given the fact that the Housing Authority partnered
with us to identify and select the communities when they knew that these communities would be
changed or dissolved, they are common when dealing with poor and under served people. The
concept of involving the community in the project, hiring and training community residents to
work in the project along with the researchers is a concept that should continue to be promoted.
We could not have been able to get the data we were able to obtain without the help and support
of the Commumty Lay Health Worker. Of even more importance is the fact that these women
remain in the community as a resource for their neighbors.

The Infodrama presentation received positive comments from the participants (anecdotal) in
conversations with the participant’s post intervention. They expressed their hesitancy in attending
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the workshop initially because the term “Infodrama” was in the title and they did not want to be in
an interactive session. We learned, late in the study, to list the intervention as a breast cancer
prevention workshop to avoid selection bias on the part of the physician.

Additionally, for the conference planners we contacted, quite a bit of documentation explaining
the conference and the learning objectives was required before they understood that the
conference was a training and not just entertainment. This is crucial in order to have the
presentation scheduled during the high attendance portion of the conference.
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Abstract: In recent decades the health care system in the US has attempted to improve the
quality of its preventive and primary care services. The inclusion of a non-traditional
worker force, such as community lay health workers, is a relevant and positive addition
in the pursuit of this most worthwhile public health goal. The Community Lay Health
Worker (CLHW) can increase access to care and facilitate appropriate "se of health
resources by: providing outreach and cultural linkages between communities and health
care delivery systems; reducing costs of providing health education, screening, detection
and basic emergency care; and improving the quality of care, continuity of care, patient-
provider communication and consumer protection. Information sharing, program sup- <
port, program evaluation, and continuing education are needed to expand the use of
community lay health workers and to better integrate them into the health care delivery
system (Wimer, Seifer, Finocchio, Leslie, & O'Neil, 1995). [Am ] Health Studies 1998;

14(3): 137-142]

Project OVERVIEW

In 1994, the Morehouse School of Medi

cine (MSM) began the implementation of
a Breast Health Education Study (BHES)
that focused on two specific target groups:
(1) minority, medically under-served women
in metropolitan communities and, (2) pri-
mary care physicians and other health care

< providers who care for these medically un-

der-served. The study determined and vali-

" dated the efficacy of community-based edu-

cational program initiatives in promoting
breast health, by educating and motivating
women to seek mammograms and perform
breast self-examinations on a regular basis.
Breast health education, targeting under-

served women in low-income communi-
ties, was conducted through collaboration
petween Community Lay Health Workers
(CLHWs) and the Southeastern ‘Region of
the National Black Leadership Initiative On
Cancer {(NBLIC).

The over-arching purpose of the breast
health education project was toaddress three
goals set forth in Healthy People 2000 Ob-
jectives for the Nation. These include: 1) to
increase the span of healthy life, 2) to reduce
health disparities, 3) and to establish access
to preventive services for all Americans
(HHS, US Public Health Service, 1990).
Through the utilization of culturally sensi-
tive, yetinnovative intervention approaches,
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the BHES sought to increase rates at which
low-income inner city women obtain clini-
cal breast examinations and mammograms.

- Astrongcorrelation hasalsobeen drawn
between lower socioeconomic status and
shortened breast cancer survival (Sung,
Coates, Williams, Liff, Greenberg, Avery &
Blumenthal, 1992). Current statistics reveal
that approximately 33% of all African-
Americans are poor. (Cancer Facts and Fig-
ures). Freeman has suggested that at least
half of the difference in cancer survival
among disadvantaged people is due to late
diagnosis and lack of adequate secondary
prevention. While the incidence of breast
cancer is higher in white women, mortality
rates from breast cancer are higher in Afri-
can American women (Freeman, Wasfie,

1989). This higher mortality rate is thought -

to be attributed to: 1) socioeconomic status,
2) hormonal issues and, 3) the more ad-
vanced stage of disease at the time of diag-
nosis (Baquet, Ringer & Young, 1986; Farley
& Flannery, 1989):- .
The National Health Interview Study

(NHIS) of trends in use 6f preventive health ~

care by U.S. women found that the percent-
age of women having a recent breast exam
between 1973 and 1985 increased substan-
tially for all women age 60 to 79. The
increases were greater for black women
(23%) than for white women (10%) in this
age group. The poor were less likely than
others to have preventive cancer care in this
study.. Women eligible for mammography
reported that the mostimportant reasons for
not receiving a recent mammogram were

that they “did not know about it” or that.

their “doctor did not recommend it.” Phy-
sicians reported a number of barriers to
their recommendation that patients submit
to mammograms examination including:
cost, belief that the examination is unneces-
sary, and concerns about the risk of radia-
tion exposure. Cost has also been reported
by many low-income women to be a key
inhibiting factor to mammography utiliza-
tion. In addition, low education, advancing

’

age, and the lack of a usual source of health

care have been associated with lower
mammography utilization rates (Burack &
Liang, 1989; Thompson, Kessler, Boss, 1989).
In addition to higher mortality and lower
survival rates, socio-economically disadvan-
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taged African-American women face other
unique problems. Allen and Britt noted that
black women are disadvantaged members
of the work force, and that on average, they
hold lower status jobs, earn less, and work

~ longer than other major social groups (Allen,

Britt, 1983; Giblin,1989; Indian Health Ser-
vice, 1991). i

Current national and state health care
reform efforts have resulted in many pro-
posals for restructuring the delivery and
financing of care. These efforts to rational-
ize and streamline the health care system
have uncovered the need for a health care
work force armed with the knowledge, skills,
and attitudes to successfully implement
change (Kaiser Commission on the Future of
Medicaid, 1994; O'Neil, 1993). This will
require a cadre of providers able to over-
come cultural barriers and to assimilate a

variety of languages, and health beliefs into -

their practices. To date, health work force
reform initiatives have largely focused on
the training and distribution of primary care
providers. An important but largely over-
looked member of the health care work force
is the community lay health worker and
volunteer (Wimer, Seifer, Finocchio, Leslie,
O’Neil, 1995; Council on Graduate Medical
Education, 1994).

BHES.CoMMUNITY APPROACH

There is no single accepted definition
of acommunity lay health worker, or forany
other title commonly applied to lay health
providers. In the MSM BHES, community
lay health workers were defined as: commu-
nity members who lived almost exclusively
in low income community settings, and
who were trained to serve as translators
between community participants, health
care providers and project administrators.
Their primary role was to assist in helping
to promote breast health information among
group which have traditionally lacked ac-
cess to adequate health messages and care.
Black and White women alike are regularly

exposed to health-related messages through-

the media and the work of public agencies
and non-profit organizations. These com-
monly-used education methods and ap-
proaches, however, may not be the most
culturally appropriate for minority popula-
tions. Culturally appropriate interventions

-
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employing minority men and women mod-
els, using culturally appropriate vocabu-
lary, and delivered by persons of the same
background as the target audience may prove
the most productive and translatable mate-
rials. The BHES showed this as the case
during the course of its study. By helping
project investigators and administrators
identify community problems, develop in-
novative solutions, and translate those solu-
tions into practice, community lay health
workers played a key role in implementing

culturally sensitive breast health education’

and screening programs.

The BHES replicated the concept of
Community Lay Health Workers (CLHWs)
and empowering community members.
During the 1960's, the federal government

- supported community health worker pro-
grams as a vehicle for expanding access to
health care for under-served communities.
In some regions, federal and state grants to
community-based health programs continue
to support community health worker pro-
grams. Since 1968, the Indian Health Ser-
vice has supported the only categorical
health worker program (Indian Health Ser-
vice, 1991). . .

The MSM BHES also utilized some of
the lessons learned from a previous study
completed at MSM in 1984. This study
entitled: “Avoidable Mortality from Cancer
in Black Populations” (AMCBP) also tar-
geted black women in the inner city. Re-
sults of the study showed a 2.9% increase in

ap smear screening, and a 34.5% increase .
P

in breast screening, through use of commu-
nity workers (Sung, Coates, Williams, et al,
1993). Educational intervention methods
used in the AMCBP study differed slightly
" from the BHES (in-home vs. community
group); however, the target group profile
was the same. The BHES study promoted a
more culturally sensitive approach based
on a philosophy of empowering low-in-
come black women to help themselves and
one another. For example, the Community
Organization and Development Model (COD)
developed through the MSM Health Promo-

tion Resource Center in 1988 was used in

the design of the study. This nationally-
recognized model is based on the belief that
health promotion efforts are likely to be
more successful among minority and poor

populations when the communities at risk
are empowered to identify their own prob-
lems. Community residents participate in
the development of the intervention, and
form decision-making coalition boards to
make policy decisions and manage re-
sources. ‘

_RECRUITMENT STRATEGIES AND

TRAINING METHODS
The MSM BHES recruited community
residents directly from low-income, inner-

' city communities. These individuals, who

live in or near the intervention communi-

ties, were employed as CLHWs. To a con-

siderable extent, these workers, already fa-
.miliar with the community ecology, solic-

ited support for the project from community

leaders (“gatekeepers”). With the support of
these leaders, CLHWs frequently attended
community gathering places to build trust
relationships and to establish credibility for

" -the study. They translated and promoted

the BHES, and generated widespread com-
munity support. ‘

Specific steps were used in the CLHW
recruitment process. First, appointments and
orientation sessions were set up and con-
ducted for community leaders from six low-
income neighborhoods located in the south-
east and southwest communities of inner-
city Atlanta. These leaders held prominent
positions within their communities such as
the president of a tenant organization, and
managers and social service directors. Sec-
ond, leaders were given a complete over-
view of the BHES, and -then asked if they
would play an activerole in recruiting com-
munity residents to participate as workers
for the project. Third, leaders were asked to
assist BHES staff in developing the inter-
view protocol to be used in screening and
selecting workers. A formal application form
was developed and each interested resident
was asked to complete an application form.
Each applicant was required to have been a

_resident in the community for minimum of
2 years. Applications werereviewed by both
community leaders and BHES staff, and a
series of interviews was conducted to deter-
mine the final group of workers. Lastly,
reading and writing proficiency tests were
given to applicants to determine literacy
levels. These residency requirements were
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highlighted to assure that the workers se-
lected were familiar with the socio-eco-
nomic, ecological, environmental and po-
litical concerns and values of the commu-
nity. A total of eight CLHW workers were
recruited during the first year, to work with
the project for its duration. Inaddition, four
alternate workers were selected to serve as
replacements or substitutes during the
course of the study. The age range for all
CLHWs selected was 25-75 years, with 90%
unemployed.

A two week, intensive group training
was conducted for all CLHWs and their
alternates. Training instructors were MSM
faculty and staff members with years of
experience in working with communityresi-,
dents at the grassroots level. The develop-
ment of training protocols for use in training
workers required that all materials and ex-
ercises be culturally sensitive, and designed
in a manner where translation and interpre-
tation of information was substantially mini-
mized.

Training protocols for the BHES in-
cluded the following components: 1) Orien-
tation to Project Mission and Design; 2)
Overview of Breast Cancer Facts and Fig-
ures; 3) Code of Ethics, Duties and Respon-
sibilities; 4) Design and Administration of
Needs Health Assessments (Overview and
Review) and 5) Role Play. During all train-
ing sessions group discussions were held to
gather information from workers about com-
munity perceptions, issues, cultural values
and traditions.

The type and length of training sessions
were largely dependent upon the rate at
which workers grasped breast health con-
cepts. Although training for the workers
lasted for a total of two weeks, follow-up
training and discussion sessions were rou-
tinely conducted for ongoing modification
of the intervention approach. The total re-
cruitment selection and training process
lasted for approximately six weeks.

CLHWSs Breast HEALTH

EDUCATION PARTICIPATION
CLHWs were assigned to work directly
under the supervision of a BHES staff per-
son who was also a trained public health
professional. Each staff person was respon-
sible for organizing, scheduling and moni-
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toring the day to day activities of each CLHW
during the course of the study. CLHWs were
directly accountable to staff, and were re-
quired to report on a pre-determined sched-
ule. CLHWs worked each week with staffto
organize and implement community data
collection and education programs.
Ascommunityresidents, neighbors, and
family members, CLHWsalso assisted BHES
staff to translate breast health information,
to make it more accessible within the
community’s language and value system.
Working largely in under-served areas with
high-risk populations, CLHWs facilitated
health intervention access, while also help-
ing relate basic breast health concepts re-
lated to primary or secondary prevention.
For example, CLHWs were primary partici-
pants in the collection of behavioral and
access data from over 200 community resi-
dents. These data were collected using an

84 question instrument modeled after the

Behavioral Risk Factor Survey (BRFS) de-
veloped at the Center for Disease Control
and Prevention. This direct involvement
with residents helped to-establish much
needed relationships necessary to imple-
ment follow-up breast health workshops. A
total of eight breast health education work-
shops were conducted, with CLHWs work-
ing along side BHES staff to schedule and
conduct each workshop.

CONCLUSION

Although no single community health
worker model is applicable to all communi-
ties and circumstances, international and
domestic studies have identified common
characteristics of successful programs. In
the context of breast health, success is usu-
ally measured by completion of program
objectives, program sustainability, impact
on health care access, cost,and quality (Walt,
Gilson, 1990; Richter, Bengen, Alsup, Brunn,
Kilcayne, Challenon, 1974; Love, Gardner,

1992; La Familia Sana Program, 1992}. In a’

health care system largely focused on acute

care needs, the community-oriented ap-

proach of involving community lay health
workers and volunteers must not be over-
looked as a strategy for expanding access,
reducing cost,and improving quality of care.
These health workers have an important
role to play as the health care system strives
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to function efficiently, in serving under-
served populations (Wimer, Siefer,
Finnocchio, et.al., 1995). Community lay
health workers potentially offer a cost-ef-
fective mechanism to promote the appropri-
ate use of breast health care resources. In
comparison with traditional health care pro-
viders, they are relatively inexpensive to
recruit, train, and supervise, thus reducing
project cost. While they are by no means.
suggested toreplace traditional breast health
care providers, these workers can serve as
partners or extensions of the breast health
team, and can help prevent unnecessary
reliance on costly specialty services (Knobel,
1992; Knobel, 1992; Levine, Becker, Bone,
1992).

Most important, however, is the poten-
tial impact generated from the pre-existing
relationships these workers possess with
their communities. Because they liveinand
are reflective of the community served, are
low-income, and are in some cases, welfare
recipients, these workers can be actively
involved in the ongoing assessment of com-
munity health needs. They also reflect the
linguistic and cultural diversity of the popu-
lation served, and promote shared decision
making among the program’s governing body
and staff (Wimer, Seifer, Finocchio, Leslie,
et.al).

Astheinvolvement ofthe CLHWsin the
study increased, their self-esteem also in-
creased. Each worker began to display a
sense of pride and responsibility from being
associated with the study, verbally express-
ing ownership in the project. They also
established a comfort level about working
with individuals with higher education and
income levels than they themselves pos-
sessed.

In summary, the CLHWSs value has been
demonstrated through the BHES. CLHWs
should be consider as potential player in the
community-based health systems mission
to serve low-income populations. The cur-
rent health care reform environment pre-
sents a valuable opportunity to benefit from
the contributions of community health vol--
unteers and workers (Wimer, Seifer,
Finocchio, Leslie, et al). In addition to their
direct role in health care, community lay
health workers and volunteers further other
social agendas such as reducing unemploy-

~

ment, while also contributing to commu-
nity empowerment and growth. Also, as
they play a role in the translation process,
they will contribute to increased detection
of breast and cervical cancer, and to de-
creased rates of related risk factors such as
cigarette smoking and non-compliance in
screening. The CLHWs, as in the case of the
MSM BHES Project, should become estab-
lished partners with program and research
administrators, and should be provided with
financial incentives as well as opportuni-
ties for career and professional develop-
ment.

Historically, partnerships have been
formed between community-based care sys-
tems such as community and migrant health
centers, homeless health care programs, and
public health departments (Knobel, 1992).
More recently, however, as in the case of the
MSM BHES, academic medical centers and

- managed care organizations have begun to

developed partnerships with community
residents to address, head on, health issues
among low-income  populations
(Braithwaite, Murphy, Lythcott, Blumenthal,
1989; Richter, Bengen Alsup, et.al., 1974;
Knobel, 1992).

The strength of the CLHWs in breast
health programs can be the workers flexibil-
ity in finding creative solutions to changing
community health needs. Traditionally,
rigid program and provider criteria struc-
tures and other economic restrictions has
inhibited this creativity, thereby minimiz-
ing the effectiveness of public health pro-
grams.
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