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Abstract

Latinas in the U.S. are disproportionately affected by breast and cervical cancer. This project
sought to develop and evaluate a culturally relevant training for Community Health Advisors
(CHA) to promote breast and cervical cancer screening among Latina immigrants in Alabama.
The Empowerment Model guided training development and implementation supported by a
formative evaluation and a Community Advisory Committee. The 16-hour CHA training included
two intertwined components: knowledge and skills. Fifty-six (56) Latinas participated in the CHA
training in six Alabama counties. The training increased the CHAs’ (1) knowledge of cancer
screening and other health topics and (2) their perceived confidence to communicate with women
in their communities about cancer screening and to motivate them to attain cancer screenings. This
work demonstrates the application of a transformative philosophical framework to promote
capacity-building among CHAs toward the development and implementation of strategies to
promote breast and cervical cancer screening among Latina immigrants.
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Breast cancer is the leading cause of cancer death among Latinas in the United States (14.9
per 100,000) and Latinas are one and a half times more likely to die from cervical cancer
than white women.[!] There has been a great decline in breast and cervical cancer incidence
and mortality rates in the U.S.,2 which is primarily a result of organized screening programs
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such as the National Breast and Cervical Cancer Early Detection Program.3 However,
certain populations in the U.S. still do not fully take part in these programs due to structural
and intra/interpersonal barriers.#11 One such sub-group includes Latina immigrants,
particularly in the South/Southeast.46:12

Currently, Latinos constitute the largest racial/ethnic minority group in the U.S., and
nowhere is this more evident than in the Southeastern states.13 Between 2000 and 2010,
South Carolina experienced a 147.9% increase in the Latino population and Alabama
experienced a 144.8% increase, the highest percentage increases of all states.14 This rapid
migration to areas of the country that are not prepared to accommodate the newcomers has
presented various health care challenges, ranging from language barriers to new community
members not knowing where to obtain health care.10-11.15 |n new immigrant destinations,
such as the South and Midwest, studies also have found that neighborhoods with a high
concentration of immigrants have low levels of social cohesion. 16-17 This may be due to
high levels of residential instability as immigrants move in and out of these neighborhoods,
which limits their ability to establish trusting relationships. 16: 18 Even when immigrants
report having social ties to several residents in their neighborhood, these connections are not
necessarily those in which immigrants have substantial trust and may be frequently strained
by the demands and stresses associated with the migration experience. 16 19-20 Other
research indicates that new Latino immigrants do not feel like part of the destination
community or feel isolated from the larger society because their limited English language
skills interfere with their ability to interact effectively with social and administrative
institutions and communicate with non-Spanish speaking residents. 2122 This, in turn,
makes it difficult for new immigrants to take advantage of community resources that may
promote social connectedness and health.22-23 Therefore, it is crucial that culturally-
relevant, local, and sustainable interventions are developed to meet the health needs of
Latino immigrants in these states.24

The Community Health Advisor (CHA) model has been used both nationally and
internationally to address health issues and health care access in underserved communities.
6.25-34 This model is based on the premise that, with appropriate training and supervision,
natural helpers from within a community can provide community members with culturally-
relevant motivation strategies, education, social support and connection to health care
services in their community.28: 35-36 Unlike lay health educators, many CHAs work as
volunteers.3® This volunteer status can allow greater flexibility in terms of work schedule
and intervention delivery and is well suited to meet community needs within specific
program and community contexts.3°

While the number of programs utilizing the CHA model for health promotion with Latino
immigrants is growing, few documented studies have focused on specific recruitment and
training strategies for CHAs.2% 30, 32-34 Thjs paper describes a participatory and culturally-
relevant approach for recruiting and training volunteer CHASs to promote breast and cancer
screenings among Latina immigrants in Alabama.
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Methods

Development and theoretical foundation of Sowing the Seeds of Health program.

The Sowing the Seeds of Health program was developed and implemented using the
guidance of the Empowerment Model28 and supported by a formative evaluation®24 and a
Community Advisory Committee (CAC). The Empowerment Model is based on the concept
that social groups must first be structured appropriately to address issues within their
community, prior to undertaking social modifications.3” It begins with discussions that allow
all involved parties to evenly contribute to the identification of problems and potential
solutions. As the community needs, strengths and responsibilities are recognized, goals are
formed allowing the group to work together for a common purpose.3” When working in
underserved/oppressed communities, it is critical to identify individuals who are actively
involved in the community as they are able to engage their constituents in social change.
With the opportunity of being trained to promote health and prevent disease within their
communities (promotoras), they become active partners in defining problems and solutions
while the academic investigators become their external consultants in this process.38-41

The core curriculum also took into account the 12 principles of effective adult learning
proposed by Vella:42-43 (1) Needs assessment: participation of the learners in identifying
what is going to be learned. Data from the formative assessments and CAC input guided the
knowledge and skills to be addressed in the training; (2) Safety. Sessions were taught in an
atmosphere of trust, which began with open discussions with the purpose of equalization of
power within the group as proposed by Paulo Freire; 37 (3) Sound relationships between the
teacher and learner. From the inception the message was that everyone involved were
learners and “teachers” had a much to learn from the group as the group from the “teachers.”
In order to operationalize this, everyone completed an assessment of “knowledge and
talents” outlining what experience and/or expertise each member had that they could share
with the group. Throughout the training, group members were called on to share such
experiences and expertise (which was sometimes referred to as cross-capacity building); (4)
Sequence of content and reinforcement. The curriculum was organized in such a way that
knowledge, skills and attitudes were built from simple to complex. In addition, every session
began with a review of the previous session as well as a brief concluding statement (a fake
home message); (5) Praxis. learning by doing—participants were encouraged to participate
in the sessions actively, and special emphasis was placed on self-efficacy; (6) Respect for
learners as decision makers, (7) ldeas, feelings, and actions. the idea that the learning should
involve cognitive, affective, and psychomotor aspects. As such, it is important to take into
account the background and culture of learners. The relevant Latino cultural issues (e.g.,
personalismo, fatalismo) and established factors associated with cancer prevention were
taken into consideration (explained below); (8) /mmediacy of learning. Sessions and
supporting materials were organized to provide the learner with immediate usefulness of the
new acquired knowledge; (9) Clear roles and role development. Based on each individual’s
experience and/or expertise, the training promoted expansion and application of these
knowledge and skills within the program. That is, at the end of the training each promotora
had general responsibilities as well as specific responsibilities based on her experiences
and/or expertise; (10) 7eamwork. Since its inception the learning environment and process
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emphasized that the program was only going to be successful if participants were actively
involved in the learning process; (11) Engagement. This component was addressed
throughout the program along with teamwork; (12) Accountability. This was accomplished
by collectively setting expectations and responsibilities for each member.

Specific cultural values and concepts identified in the formative evaluation and considered
fundamental to Latino culture were incorporated in the program development to assure
cultural relevance.>2444 |t is important to note that Latino culture is extremely diverse and
that cultural traditions, values and practices can range throughout and within countries.
Therefore, input was received from the local Latino population and served as a critical
component in developing the training content. The values of familismo, personalismo and
collectivism were the primary cultural concepts incorporated into the training. The
importance of family (familismo) plays a vital role in Latino values*?; an individual strongly
relies on both the nuclear and extended family as well as close friends when managing
difficult situations. This is particularly true when dealing with immigrant populations, who
tend to develop close ties within their respective communities.#8 As described above,
throughout training process we promoted a sense of family within the group of promotoras.
Also, their family members invited to their graduation when we celebrated their
accomplishments and thanked the family for their support. Furthermore, Latinos are prone to
favor personal relationships, individual attention and trust in people rather than in
institutions, a trait known as personalismo.2%: 27 This was incorporated by valuing the
personal ties among members of the group as described above. The concept of collectivism,
which seeks to give priority to the needs of the group as a whole versus individual goals, is
also important to Latino communities.*6~47 Promotoras were also encouraged to use these
values in their day-to-day activities in the community. This is evidenced by the type of
health promotion programs they developed as a result of the training.6

Curriculum development.

The development of the training curriculum was informed by several sources. As the
curriculum was being developed, a CAC was established, which included community
members and leaders from within and/or working directly with local Latino communities.
The CAC served as a resource for input, advice, guidance and reassurance of cultural
relevance of the curriculum. Further, the CAC supported recruitment and retention strategies
as well as implementation and program dissemination efforts and sustainability. The training
curriculum was also revised by health care professionals for accuracy. Finally, lay
individuals from the local Latino community reviewed and offered feedback on each session.
Translations were verified by at least two bilingual staff members to ensure accuracy. The
University of Alabama at Birmingham institutional review board (IRB) translator provided
additional validation for translation accuracy as, at the time of this study, the IRB employed
a translator to assure accurate translations of study materials.

An extensive qualitative and quantitative evaluation and needs/assets assessment was
conducted with Latina immigrants in which barriers, motivators to screening and health
issues of interest were identified and the obtained results steered curriculum principles,
health topics and training format. We first conducted focus groups and qualitative
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interviews. Based on these findings, we developed quantitative assessments to confirm the
qualitative findings followed by feedback from community members and CAB. 4: 5. 44, 48-49

Additionally, prior to offering the program in a community, an analysis of the health care
infrastructure in the area was conducted to determine its ability to support the educational
efforts. Meetings were held with local hospital administration and health care providers to
determine which area organizations would be available to provide screenings, follow-up for
any abnormal breast or cervical cancer screening results and treatment.® Providers were
identified based on our previous and ongoing efforts in underserved communities as well as
providers who were already serving Latino immigrants and were willing to partner with us
on this program. A local health care provider directory was also developed that referenced
regional federally funded and not for profit clinics, hospitals and health care resources,
which served as resources for the CHAs and a referral guide for community members
seeking services. Once availability of services for the entire cancer continuum was assured,
potential CHASs were recruited and trained.

CHA recruitment.

The identification and recruitment of the natural helpers from within the population required
an extensive examination of the local Latino community. To enhance program retention and
sustainability, it was essential to distinguish true natural leaders from self-identified
community leaders. According to Eng and colleagues (2002), a natural helper is an
individual that has been acknowledged by other members of their community as being
trustworthy, compassionate and willing to help others in the community without expecting
monetary compensation.>® They are members from within the priority population that have
the capacity to reach those who would otherwise be inaccessible. The natural helpers were
identified by canvassing churches, non-profit groups, English as a Second Language (ESL)
classes and community organizations within the local Latino community. Pastors, priests,
ESL teachers and leaders of organizations and churches serving the Latino community were
identified and contacted to aid in recruitment efforts. Individuals were carefully selected
based on an examination of previous community work, health practices, interpersonal skills
and a desire to serve the community. People who were mentioned repeatedly by different
community members and leaders were contacted, interviewed and invited to attend an
orientation meeting to discuss the overall program and procedures, as well as
responsibilities, limitations (Table 1) and time commitment. Inclusion criteria included: a)
Latina immigrant; b) at least 19 years of age, which was the legal age for consenting to
participation in research in Alabama at the time of the study; c) have a telephone number; d)
have transportation or the ability to attend sessions and monthly meetings; €) be a resident of
the community where the program was being offered. Those that met the inclusion criteria
and were interested in participating in the program were asked to attend all of training
sessions as well as monthly booster sessions to be held following the training component.

Parallel to recruiting and training area CHAs, cultural competency training was conducted
for local health care providers to narrow the gap between provider perceptions and patient
expectations when seeking care. Characteristics of Latino culture that may interfere with

patient-provider communication and care were at the forefront of the training curriculum.
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Provider training presented information on how to provide culturally competent care as it
relates to Latino immigrants, their expectations when seeking care and common cultural
beliefs and practices.1®

Training content and implementation.

The training content was divided into two key components: knowledge and skills. The
knowledge component focused on health topics that were deemed relevant to local Latino
immigrants based on the needs assessment,* > 44 49-50 and the skills portion concentrated
on the skills necessary to develop and implement outreach activities. Table 2 presents the
knowledge and skills topics addressed in the training. Although family planning is not
directly related to breast and cervical cancer screening, this was a topic of great relevance to
Latina immigrants, and, therefore, included in the training.

The skills sessions were intertwined with the knowledge sessions. Specific skills were taught
in the context of the previously learned knowledge topic. For example, after learning about
the importance of breast cancer screening, the participants learned how to promote behavior
change among participants in different stages of change. Additionally, the formative
evaluation indicated that most of the local Latino population emigrated from agricultural
areas in rural Mexico.*  44.48-49 Gjven this rural background and knowledge of plants and
farming, the teaching tools and sessions incorporated analogies to plants to formulate
content relevant to their own experiences. For this reason, the program was named Sowing
the Seeds of Health.

The training sessions were delivered over an eight-week period and each class took
approximately two hours. Health care professionals who were linguistically and culturally
competent and had expertise in the specific topics were invited to address the knowledge
topics (e.g., breast/cervical cancer, family planning, STIs). The initial training sessions were
videotaped and compiled into a DVD for future efforts in rural counties if Spanish-speaking
physicians or health care professionals were not available to conduct the training.

Upon approaching the final training sessions, the CHAs were asked to develop a plan of
action to promote breast and cervical cancer screening among Latina immigrants. The
purpose of the plan was to empower the group to develop their own ideas in promoting
breast and cervical cancer screenings as well as create ownership in the planned activities
(Empowerment Model). The plan of action focused on what, when, where and how activities
would be implemented to improve and maintain the health of Latina immigrants in their
community. A yearly budget was presented to the group with the amount of money available
to spend on planned activities and events. Each group decided how, when and where the
allocated funds would be spent. The plan of action consisted of measureable objectives
including budget, activities, timeline, location and evaluation to assure aims could be
achieved. By having a plan of action, the CHAs were able to accomplish their goals more
effectively and evaluate whether they were having the desired impact in the community.

CHA retention.

Following the training phase, monthly booster sessions were held to report activities, address
problems/questions, receive additional training, plan community activities and receive
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feedback on implemented events. From the initiation of the recruitment phase and
throughout training, the CHAs were reminded that their involvement in the program was
vital to addressing health in their communities. Team-building activities took place early on
to communicate that the success of the program was dependent on each of them.

Program management and staff maintained regular contact with the CHAs through frequent
phone calls to follow up on any pending or needed items. Calls were also conducted as
meeting reminders and to inform the CHASs of upcoming events and community activities.
Birthday cards were sent and phone calls were made to each of the volunteers on their actual
birthdays. Birthdays were also celebrated during the corresponding monthly boosters
sessions. Each CHA received a $10.00 gift card for meeting attendance to assist with
transportation expenses.

Based on the previously mentioned culture concept personalismo, retention efforts were
focused on building a personal relationship between program staff and CHAs. The same
program manager and coordinators who initially recruited the promoters were involved in
every aspect of the training process and were also the same individuals that conducted
follow up calls and maintenance meetings. This method allowed for trusting relationships to
be built between the program staff and volunteers. Additionally, although the program
focused on breast and cervical cancer screening, as the CHAs identified other topics of
relevance to the community (e.g., nutrition, parenting skills), outreach activities were
implemented to meet these needs.

Assessments.

Pre and post-test assessments were conducted to evaluate changes in knowledge regarding
access to health care, breast and cervical cancer, sexually transmitted infections and family
planning. In addition to demographic information, the assessments consisted of a set of 47
multiple-choice knowledge questions asked before and after the training sessions. Answers
to the knowledge questions were coded as correct or incorrect. For the purpose of this
analysis, the knowledge questions were divided into six categories: two questions assessing
knowledge about access to health care; four questions assessing knowledge about sexually
transmitted infections; six questions regarding breast cancer and screening, seven general
knowledge questions about cervical cancer (e.g., screening and symptoms), 17 questions
concerning cervical cancer risk factors and 11 questions measuring knowledge of
reproduction and contraceptive methods.25 28 Summary scores were created using each set
of questions, awarding a point for each correct answer. “Do not know” answers were
assigned a score of 0. Therefore, in each knowledge category, participants could score from
0 to the maximum number of questions in the group. For instance, if asked about breast
cancer, a participant could score 0 if they did not answer any of the questions correctly and a
6 if they answered all the questions correctly.

We also assessed self-perceived increase in knowledge, confidence communicating with
community members and providing education and encouragement to others in regard to
screening services. Participants were asked to rate themselves in each area (e.g., confidence
communicating with others and motivating women to get cancer screenings) on a scale from
1to 5, 1 being the lowest and 5 the highest. Paired t-tests were conducted to assess the
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statistically significant differences between the baseline and post-training answers. The
significance level was set at 0.05 and all statistical analyses were conducted using SPSS
version 16.51

Participants were also asked about their community experience through a set of 11
questions. The questions assessed their experience helping and giving advice to others in the
community and if they had experience working in a health care setting. Additionally, at the
end of each session an anonymous survey of eight questions was conducted to assess
satisfaction with each session. At the end of the training an anonymous survey of 10
questions was conducted to assess the satisfaction with the entire training. Five questions
were open-ended (what was your favorite part of the training, what was your least favorite
part of the training, how would you change the training, what other topics or skills would
you like to know more about in future trainings like this and any additional comments). The
remaining questions had multiple choice options.

Demographic characteristics.

Between 2006 and 2009, 56 Latina immigrants participated in the CHA training in six
counties within the state of Alabama. All participants completed a baseline assessment and
91% (51) completed the post-test assessment. They were all females, the mean age was 38.6
years and on average had been living in the U.S. for 11 years (Table 3). The majority was
from Mexico (60.7%). Other countries of origin included Guatemala, Puerto Rico,
Venezuela, Colombia and Argentina.

Only 23.6% of the participants had experience working in a health care setting. When asked
why they decided to participate in the program the following options had more than 70%
positive responses: to help the community and people; to learn more about health topics; to
get involved in health issues; and to help friends who have health problems. Even before
starting the training, participants reported helping family members, friends and people in the
community. Participants reported that family members (94.3%), friends (80.8%) and people
in the community (73.1%) had asked them for advice and that they helped family members
(89.3%), friends (83.0%) and people in the community (68.0%) to go to the doctor.

Overall knowledge, perceived knowledge, and confidence assessments.

Overall knowledge increased significantly following the training as well as knowledge about
the individual topics (breast and cervical cancer, sexually transmitted infections and family
planning) (p<0.0001). At the end of the training, participants perceived themselves more
knowledgeable about breast and cervical cancer, sexually transmitted infections and family
planning than before the training. They also perceived themselves more confident
communicating with others and motivating women to get breast and cervical cancer
screening as well (Table 4).

All of the participants responded positively to training satisfaction questions. When asked
about their favorite part of the program, 39% of the participants responded that they liked
everything in the training and 17% reported the sexually transmitted infections section to be
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their favorite. When asked what they disliked or would change about the program, some
reported that they would have liked more training sessions. When asked their opinion on the
duration of the training sessions, 82.5% reported that the duration was adequate and 17.5%
answered that they were too short. Similarly, 65.9% indicated that the number of sessions
was adequate and 34.1% thought the training should have more sessions. When asked about
other topic of interest, nearly 60% of the sample mentioned that in the future they would like
to learn more about nutrition related topics. All of the participants responded they would
recommend the program to others.

Discussion

Few studies have described culturally-relevant approaches for recruiting and training
volunteer CHAs.30:32-33, 52 The purpose of this work was to characterize these aspects of a
CHA model designed to promote breast and cancer screenings among Latina immigrants in
Alabama. Results showed that although most CHAs did not have previous health care work
experience, most of them expressed an interest in helping others in their communities and in
learning about health topics. As did the work conducted by Luque and colleagues, results
demonstrated that the participatory, culturally-relevant, training: (1) increased the CHAS
knowledge of cancer screening and other health topics, (2) increased the CHAS perceived
confidence to communicate with women in their communities about cancer screening access
and to motivate them to attain cancer screenings and (3) achieved a high degree of training
satisfaction.33

Throughout this collaborative process, we have learned at least three valuable lessons that
we continue to apply toward the sustainability of this program as well as our efforts in other
underserved populations both domestically and abroad: (1) 7he importance of building the
training based on the needs and wants of the target audience. The ongoing participation from
community members in the design and implementation of the training was crucial for its
success. We have learned that only conducting formative assessments and obtaining
community input at the inceptions are not sufficient for implementation of such community-
based programs. There is a need for ongoing feedback throughout the entire program from
CHA training to sustainability efforts; (2) Selection of true natural leaders. \We spent
considerable time in the community identifying individuals who were natural leaders and
were already engaged in helping others. Although funding ended years ago, most of these
volunteers are still active, which has resulted in sustainable breast and cervical cancer
screening program through which we annually reach over 500 Latina immigrants in
Alabama;8 and (3) Knowledge is not sufficient. Although knowledge was an important
component of the training, we strongly believe that the skills training was a critical
component as it gave CHAS the confidence and self-efficacy to promote behavior change in
their communities.

There are some limitations that deserve mention. First, this represents the first step toward a
larger research and outreach agenda to address cancer prevention and control among Latina
immigrants. The training was evaluated through a pre- and post-test design. Further studies
are needed to assess the efficacy of such training using more rigorous research designs.
Second, there is a need for longitudinal assessments on the long-term impact of such
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training. Third, the training and program implementation was developed and tested based on
the needs and expectations of Latina immigrants in Alabama. Future studies are needed to
evaluate such training in other settings.

Overall, this work demonstrates the usefulness of a participatory, culturally-relevant
approach to empower CHAs with the knowledge and skills to develop and implement a
breast and cervical cancer screening intervention. CHA-based interventions have the
potential of having a great impact in decreasing health disparities among Latinos,
particularly Latino immigrants who face intrapersonal and structural barriers to health care
access. 33
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CHA Responsibilities and Limitations

Table 1:

Responsibilities

Limitations

O  Be an example of healthy living for the Latino
community

O  Practice what you preach

O  Attend all training sessions for duration of 8
weeks

O  Attend all monthly booster sessions

O Learn about healthcare services and health
topics

O  Share the information learned with other
people in the community

O Work with other CHAs on special health
projects

O  Strive for excellence in your service to the
community

Treat everyone with respect

Maintain confidentiality

Be available for individuals in the community

Provide information and referrals as needed

O O O O O

Keep records of all contacts made

O  Follow up on requests, questions as well as
recommendations

O Maintain regular contact with the Program

Manager

o

Cannot break confidentiality
Cannot provide diagnosis or
opinion based on description of
symptoms or signs

Cannot make recommendation on
medications and/or treatments
Cannot make promises you cannot
fulfill

Cannot make judgments about
people’s choices, lifestyle, religion,
etc.

Cannot receive payment for your
services

Cannot distribute brochures,
pamphlets or any other health
information that is NOT provided
or approved by the Program
Manager

Cannot use the program to promote
your business or other personal

interest
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Table 2:
Program Structure and Training Components
KNOWLEDGE SKILLS
Pre-test assessments Team building
Overview of training program Cooperation
Health care access in the US Problem solving
Breast cancer and breast cancer screening Asset identification

Communication/listening skills

Reproductive system Stages of change
Cervical cancer and screening Public speaking
Sexually transmitted infections Plan of action

Family planning & Post-assessments Plan of action

Responsibilities and limitations
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Demographic Information at Baseline (n=56)

Age
Education (years)
Years in the US
Marital Status
Single
Married
Living with partner
Separated/divorced
Widowed
Employment status
Full-time
Part-time
Unemployed
Homemaker
Other
Having health insurance
Experience working at a health care setting
Speak English
Yes
No
A little

38.6 (9.1)
8.8(3.18)
11.1(7.6)

9.1%
58.2%
14.5%

7.3%
10.9%

23.3%
24.2%
10.0%
41.4%
1.1%
36.4%
23.6%

33.9%
19.6%
46.4%
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