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Abstract: AAPIwomen have low breast and cervical cancer (BCC) screening rates comparedto other
ethnicgroups. However, there is alack of culturally tailored programs designed to promote screening
practices within AAPI communities. The CARE Program sought to reduce BCC morbidity and
mortality rates among AAPI women by building the capacity of community health centers to deliver
effective and culturally/linguistically appropriate screening programs in six different AAPI commu-
nities. Thispaperwill (1) provide an overview of CARE s theoretical approach, (2) highlight cultural
tailoring strategies of BCC screening programs for the different ethnic groups, (3) present selected
program results, and (4) discuss limitations and recommendations.

ccording to the National Report Card on

Cancer by the American Cancer Society, the
National Cancer Institute, and the Centers for Disease
Control, there was a downward trend in cancer inci-
dence and mortality between 1990 and 1995 for all
cancers combined in all groups. But for Asian Ameri-
can and Pacific Islander (AAPI) women, cancer inci-
dence remained level while death rates increased for all
major cancers (Wingo, Ries, Rosenberg, Miller, &
Edwards, 1998). Asan aggregate group, AAPI women
are the only racial group to have exhibited an overall
increase in cancer mortality rates for all sites combined
(except lung) between 1990 and 1999 (Edwards et
al., 2002). Breast cancer is the number one site for
cancer mortality for AAPI women, and certain AAPI
subgroups have the highest rates of cervical cancer in
the U.S.

However, AAPI women have the lowest rates of
breast and cervical cancer screening (Pap test, mam-
mography, and clinical breast examination) among any
other U.S. racial and ethnic populations (Kagawa-
Singer & Pourat, 2000). For example, in Hawaii, 22%
of Filipino women have never had a professional breast
exam compared to the state average of 10.8% and the
national average of 11.2% (Hawaii Breast and Cervi-
cal Cancer Control Program, 1998). A survey of

American Samoan women found that only 46% had a
Pap smear within the past 3 years (Mishra, Luce, &
Hubbel, 2001).

The low screening rates in the AAPI community
are particularly alarming when one considers that Asian
Americans who immigrated to the United States at
least a decade ago have a breast cancer risk that is 80
percent higher than that of new immigrants (Ziegler
etal., 1993). Although breast cancer rates are lower
among aggregated Asian American women (13 deaths
for every 100,000 women compared to 27 deaths for
every 100,000 women of all ethnicities), it is impor-
tant to remember that AAPIs are younger than most
other ethnic groups. The majority of AAPI women
have not reached the age (>40) when most breast can-
cers occur. Moreover, aggregation of AAPI groups re-
sults in lower incidence and mortality rates of breast
and cervical cancer and masks those AAPI subgroups
that have risks similar to white American women. In
fact, a recent study which disaggregated data by
ethnicity as well as by generation in the United States
found that Japanese American women have the fastest
rising breast cancer incidence rates of all women resid-
ing in Los Angeles County, suggesting that Japanese
American breast cancer rates may have already sur-
passed rates for non-Hispanic white women (Deapen,
Liu, Perkins, Bernstein, & Ross, 2002).
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Aggregated rates also hide the fact that some first
generation immigrants may return to their homelands
to either seek treatment or die, or that ethnic physi-
cians may attribute the cause of death to something
other than cancer to reduce the stigma of the family.
In actuality, incidence and mortality rates are relatively
high for some AAPI groups. For example:

[ Breast cancer is the leading cause of death for
Filipino American women (California Depart-
ment of Health Services, 1996) and for AAPI
women overall (American Cancer Society, 2001).

[ Native Hawaiian women have the second high-
est breast cancer mortality rates in the country,
largely due to the fact that a greater percentage of
these cancers are diagnosed at later stages (Miller
etal., 1996).

[ Vietnamese women have the highest rate of cer-
vical cancer of any ethnic group in this country,
five times higher than the rate among white women

(Miller et al., 1996).

The low rates of breast and cervical cancer screen-
ing among AAPI communities are indicative of cul-
tural, linguistic, and socioeconomic barriers to health
care. These barriers for AAPI women include lack of
culturally appropriate services in the community, lan-
guage-specific providers, cultural taboos, and lack of
adequate medical insurance or financial resources.
Despite the fact that AAPIs are the fastest growing
minority in the U.S., most agencies lack the healthcare
infrastructures capable of providing culturally appro-
priate services.

PROGRAM DESCRIPTION AND

THEORETICAL RATIONALE

With the diversity that exists among AAPI popu-
lations, there is a need for nationally proven strategies
which can identify and address varied, culturally spe-
cific health care needs. The CARE Program (a Com-
munity Approach to Responding Early) is the first
nationwide model that provides culturally appropri-
ate intervention strategies to promote breast and cervi-
cal cancer early detection and screening in a variety of
Asian American and Pacific Islander populations.

The CARE Program was based on a four-year
cooperative agreement between the Association of
Asian and Pacific Community Health Organizations
(AAPCHO) and the Centers for Disease Control and
Prevention (CDC) from 1997-2001. Based in Oak-
land, California, AAPCHO is a national association
advocating for the health needs of medically
underserved Asians and Pacific Islanders. The overall
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goal of the CARE program was to reduce breast and
cervical cancer morbidity and mortality rates among
AAPI women by improving the capacity of commu-
nity-based health centers (CHCs) that serve these
women to deliver effective, culturally and linguisti-
cally appropriate breast and cervical cancer screening
programs. Providing culturally-tailored intervention
programs will increase the number of women who
practice regular breast and cervical cancer screening
through breast-self examinations, clinical breast exami-
nations, mammograms, Pap tests, and pelvic examina-
tions.

The CARE Program was piloted for 1.5 years at
six community health centers across the three states of
California, Massachusetts, and Hawaii. Each CHC
focused on serving a specific AAPI community for the

CARE Program:

Asian Pacific Health Care Venture, Inc. (Los An-
geles, CA) —Thai

Family Health Center (Worcester, MA) - Cambo-
dian

Kalihi-Palama Health Center (Honolulu, HI) —
Filipina

Kokua Kalihi Valley Comprehensive Family Ser-
vices (Honolulu, HI) — Samoan

South Cove Community Health Center (Quincy,
MA) — Chinese

Waianae Coast Comprehensive Health Center
(Waianae, HI) — Native Hawaiian.

a o o o o Q

These six CHCs represented not only ethnic and
geographical diversity, but also differed in their stages
of organizational capacity and readiness to provide com-
prehensive breast and cervical cancer screening pro-
grams to their particular communities of focus.

Each participating CHC was selected for the
CARE program because they already had a strong repu-
tation for serving their respective communities and
providing culturally competent care. They specialized
in providing quality care to low-income, uninsured, or
underinsured members of their communities. Each
CHC, however, was at a different starting point and
varied in their resources and experiences in providing
breast and cervical cancer care. AAPCHO sought to
partner with these CHC:s to build on their strengths
and to document the efforts and strategies required to
improve their capacity to address breast and cervical
cancer screening needs of their respective communi-
ties.

The CARE program was grounded on theoreti-
cal concepts and proven models that have been tested
among AAPI communities or in breast and cervical
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cancer screening programs nationwide. The CARE
model is based on the belief that breast and cervical
cancer screening programs should move beyond fo-
cusing on the behavior of individual women alone to
consider women in the contexts of their larger com-
munities and the organizations that serve them. Prac-
tically speaking, this means using an ecological approach
that targets change at multiple levels (e.g. individual,
provider, organizational, community, policy) when
developing programs and services (Richard, Potvin,
Kishchuk, & Green, 1996). AAPCHO and its part-
ners used an ecological approach to breast and cervical
cancer control, with AAPCHO focusing at the organi-
zational level. By building the capacity of community
health centers already working in AAPI communities
through infrastructure and program development, the
centers would then be better able to plan, implement,
and evaluate effective breast and cervical cancer screen-
ing services that incorporate the other contextual eco-
logical factors (community, policy, etc.).

Using this ecological framework, an underlying
premise of the CARE model was that individual
women were not the only ones who varied in their
readiness to participate in breast and cervical cancer
screening programs. Organizations providing cancer
screening programs also varied in their readiness to
implement comprehensive services to women in the
community. CARE’s model of organizational change
applied Prochaska and DiClemente’s Transtheoretical
Model (Prochaska, DiClemente, & Norcross, 1992)
of behavior change to organizations and places them
along the same continuum of 5 stages as follows:

[ Precontemplation — An organization that does
not have breast or cervical cancer education and
screening programs, and has not yet begun to
think about developing any programs.

[ Contemplation — An organization that is consid-
ering implementing breast and cervical cancer
education and screening programs, but has not
committed or taken any steps yet.

[ Preparation — An organization that has made ini-
tial efforts to plan and prepare for programs and
services, but has not yet instituted community-
wide efforts.

[ Action — An organization that is conducting pro-
grams, offering services, and incorporating policy
changes in order to assist women to seck breast
and cervical cancer screening, including the pro-
cess of overseeing and evaluating program efforts.

[ Maintenance — An organization that has a history
of education, screening, and rescreening in their
prioritized populations. Addressing program in-

novation, funding, and institutionalization for
long-term survival ensures that the health pro-
moting behavior continues on a regular basis.

AAPCHO defined elements that characterize each
level of organizational stages of change by using ideas
commonly found in articles on community develop-
ment, organizational capacity, and health management
(Goodman etal., 1998). Based on this literature and
experience of CARE’s advisory committee members,
eight categories were identified as essential for an orga-
nization to build their capacity to deliver effective breast
and cervical cancer screening programs. These eight
components were:

Funding and resources

Organizational support

Staffing

Coalition, advisory committee, or partnership
building

Organizational ability to assess community needs
Community education through outreach and
inreach

Provider networks, screening, and treatment ca-
pability along the cancer care continuum

a o oo aoaaa

Evaluation

Partnering CHCs were placed in stages of readi-
ness for BCC screening in all eight capacity areas using
a self-assessment checklist of organizational capacity
developed for the program. This checklist included
specific criteria for each of the eight components. For
example, criteria under the “Evaluation” component
probed whether or not the organization had identi-
fied evaluation objectives and methods, developed an
evaluation plan, conducted evaluation activities, and
were using evaluation results to inform their BCC
screening programs and services. Some criteria were
considered “primary” and used to stage an organiza-
tion, while other criteria were considered “secondary”
and used for program planning, but not staging pur-
poses. Staging of each CHC for the eight components
of organizational capacity was then averaged together
to determine an overall stage of organizational capacity
at the start of the program. These starting stages repre-
sented an “average” level for centers over all 8 compo-
nents of organizational capacity, although centers could
be at different stages for each component as see in

Table 1.
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Table 1. Stages of Readiness for Community-Based Health Centers.

Center
Asian Pacific Health Care Venture (APHCV)
Family Health Center (FHC)
Kalihi Palama Health Center (KPHC)

Kokua Kalihi Valley Comprehensive Health Services (KKV)

South Cove Community Health Center (SCCHC)

Waianae Coast Comprehensive Health Center (WCCHC)

Readiness Stage

Contemplation
Preparation
Contemplation
Contemplation
Contemplation
Preparation

The goals and activities that partnering CHCs
worked on for the CARE program were based on spe-
cific workplans in each of the eight components of
organizational capacity. For example, each CHC de-
veloped activities that would help them increase fund-
ing and resources for breast and cervical cancer screen-
ing. How each CHC decided to do so, however, was
based on their current capacity and stage of readiness
in the area. For example, organizations with little re-
sources to conduct screening might elect to work on
investigating funding possibilities, establishing rela-
tionships with potential funders, and drafting a devel-
opment plan. Organizations that already have fund-
ing for screening, however, might elect to work on
maintaining that funding while seeking additional re-
sources for other cancer support services.

Using CARE’s framework of assessing and devel-
oping organizational capacity for BCC screening pro-
grams, partnering CHCs developed and carried out
workplans tailored to improve their capacity to screen
AAPI women in ways that matched their own strengths
and areas of need. Just as each health center varied in
its level of capacity, however, each AAPI community
being served by them presented with different demo-
graphics, cultures, histories, environments, resources,
and needs. No one approach to reaching AAPT women
would work with such diversity; different cultural tai-
loring strategies that addressed the specific ecological
resources and barriers experienced by each commu-
nity were needed.

Each CHC worked in conjunction with their
communities to develop breast and cervical cancer edu-
cation programs that are similar in function, but cul-
turally tailored in form. The CARE Program used a
framework called “Form and Function” developed by
Marjorie Kagawa-Singer, Ph.D., to better understand
how the six partnering CHC:s culturally tailored their
breast and cervical cancer screening programs. This
framework holds that although cancer screening pro-
grams for diverse groups of women may attempt to
implement activities that accomplish the same “func-
tion” (e.g. educate women about cancer or reduce their
barriers to getting screened), the specific “forms” or
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ways in which these functions are best achieved will
be unique for different communities. For example, in
regards to education, some women may prefer to be
educated one-on-one by medical providers in a clini-
cal setting, while others prefer informal talking groups
that occur in the community. Still others may best
relate to learning about the issue through the media.
Evaluation of the CARE Program sought to de-
termine the program’s proximal effects on capacity
building and stages of change for community health
centers. Distal outcomes included: (1) sustainable and
continued progress for each CHC along the stages of
organizational capacity; (2) increased and sustained
screening for breast and cervical cancer among AAPI
women in the target populations at the six CHCs (or
linkage to others who would provide such screening);
(3) identification of breast and cervical cancer out-
reach and inreach educational programs that are cul-
turally and linguistically appropriate; and (4) clarifica-
tion of the elements needed to connect the services
required in the continuum of care for diagnosis and
treatment of breast and cervical cancer. Data collec-
tion methods included: (1) community needs assess-
ment surveys to determine women’s current screening
knowledge and practices, (2) qualitative reporting on
workplan activities and cultural tailoring strategies
through Monthly Log Reports and Quarterly Reports,
(3) tracking of BCC screening through Monthly
Screening Logs, (4) self-assessment of organizational
capacity through use of an Organizational Stages of
Change Checklist, and (5) site visits to assess organiza-
tional capacity and community context first hand.

SELECTED PROGRAM RESULTS

ORGANIZATIONAL CAPACITYBUILDING
CARE’s evaluation results found that all six health
centers successfully improved their organizational ca-
pacity to provide breast and cervical cancer programs
and services to their communities of focus during the
1.5 year pilot implementation period. Five of the six
sites were able to move at least one organizational stage
of change beyond their baseline as assessed by one
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overall score on CARE’s evaluation checklist. In fact,
five sites were able to move two stages forward from
their baseline (APHCV from Contemplation to Ac-
tion; FHC from Preparation to Maintenance; KKV
from Contemplation to Action; KPHC from Contem-
plation to Action; SCCHC from Contemplation to
Action). Although WCCHCs assessed stage of overall
organizational capacity remained within the same stage
throughout the pilot period, the health center advanced
a stage along several of the individual components,
including staffing, community outreach, provider net-
works and screening, and evaluation. These results
suggest that pilot sites were able to build their infra-
structure and programs for breast and cervical cancer
screening during the pilot period. Due to the short
time period of our pilot period, however, the program
was not able to evaluate the relationship between in-
creased organizational capacity and screening rates.

CULTURAL TAILORING APPROACHES TO
EDUCATIONAND OUTREACHACTIVI-
TIES

As part of the CARE Program, all six partnering
CHCG:s conducted community needs assessments and
provided education for AAPI women in their commu-
nities. Using Kagawa-Singer’s Form and Function
framework, analysis was done on effective strategies
used by sites to culturally tailor their BCC education
programs to the communities of focus. Following are
some examples of common Functions of education
programs and the specific Forms they took within the
different communities. Exactly how education was
carried out was informed by the health centers’ past
experience working in the community, needs assess-
ments of community women, and close partnerships
with community members.

Presentation style: All six sites had the following
presentation styles in common: showing and express-
ing respect, especially with older women, using a con-
versation style rather than a formal one, and exuding a
caring attitude when talking to the women. All sites
expressed the importance of relationship building with
the women, reporting that it is the only way to gain
the women’s trust and have them open up to discuss
sensitive and private health issues, including breast
and cervical cancer. How trust was established, how-
ever, varied from community to community. In Na-
tive Hawaiian communities in Waianae, for example,
trust was established by using a Native Hawaiian health
educator who was a member of the community her-
self. She in turn established immediate rapport with
women by using a style that reflected the culture, val-
ues, and history of Native Hawaiian communities. She
spent time “talking story,” talking about who she knew

and who she was related to in the community. She
also spoke in “pidgin English” (a combination of Ha-
waiian, English, and other languages that reflects Ha-
waiian history) and addressed older patients as “Auntie”
instead of “Mrs.,” which was appropriate given her
own cultural background. In the Cambodian com-
munity at Worcester, trust was established by visiting
and talking with women a couple of times before breast
and cervical cancer was discussed. Education to older
women in particular needed to be taken at a relaxed
pace and not rushed. The health educator also ad-
hered to cultural traditions by greeting women by plac-
ing her palms together in front of her body while giv-
ing her verbal greeting, and by not sitting with her
legs crossed, which can be viewed as disrespectful.

Delivery Method: All sites except the health cen-
ter focusing on Filipino women (KPHC) conducted
education individually with women. In addition, the
majority of CHCs, except the one working with Chi-
nese woman (SCCHC), conducted educational small
groups as well (less than 15 people). For the Chinese
women in SCCHC’s community of Quincy, needs
assessment via key informant interviews revealed that
it was not culturally appropriate to talk about cancer
in a public setting; they found that talking to women
one-on-one was the most well received approach. Three
out of six sites educated women through ethnic media
as well, though the forms differed. APHCV in Los
Angeles had access to the local Thai newspapers and
their organizational newsletter. In Honolulu, KKV
had ongoing access to a monthly Samoan radio show,
and SCCHC had one-time access to a local Chinese
radio station and two articles published in a local bilin-
gual newspaper.

Location: Community health centers were used
by all sites for needs assessment survey administration,
health education and outreach activities. Community
locations including English-as-a-second-language
classes, citizenship classes, health fairs, businesses, and
religious-based centers such as churches and temples
were also used by most sites to conduct outreach ac-
tivities. Homes were another venue for KKV,
WCCHC, and FHC to the conduct outreach since
the setting was more intimate and comfortable. For
SCCHC, homes were not culturally appropriate be-
cause the more traditional Chinese women in their
community believed that it is bad luck to talk of deadly,
life-threatening illnesses such as cancer in their home
and with those outside the family.

Message Source: Most sites reported that the
women felt more comfortable when they received the
health message from either a provider or a health edu-
cator whom they knew and trusted. When language
capacity existed, providers were encouraged to give
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Cancer Society or the Breast and Cervical Cancer Con-
trol Program for education and outreach activities, while
FHC and WCCHC used their own materials, which
they had developed prior to the CARE program. Af-
ter realizing the limited number of breast and cervical
cancer materials available in Thai, APHCV decided to
develop their own during the course of the project. It
was important that culturally appropriate photographs
and graphics were used on educational brochures and
outreach materials. Anatomical models seemed to work
very effectively for all sites. Since this was the first time
many women had seen such models, particularly of
the female reproductive tract, women found the mod-
els to be helpful. Some sites used flipcharts or video-
tapes when conducting outreach. FHC in particular
found videotapes to be useful as an educational tool
since many women in their community did not read
English or Khmer well. KKV, KPHV and WCCHC
used similar discussion techniques called “talk story”
(in Native Hawaiian communities) or Kwento/Kwento
(in Tagalog) to conduct their group education session.

Traditional Medicine: Most sites mentioned that
women often used traditional medicines along with
Western medicine for cancer treatment. Whether or
not they discussed this with their providers often de-
pended on the level of trust and openness that had
developed between them and their providers.

Structural/Logistical Needs: Most sites extended
their work hours to either after-hours or on the week-
ends to accommodate women’s schedules. All sites
had bicultural, bilingual staff on-site and, if needed,
they could also arrange to have outside interpreters
come on-site. All sites provided assistance to women
for obtaining financial support to be screened.

BREAST AND CERVICAL CANCER
SCREENING

While data collection challenges made it difficult
to collect screening data (see challenges discussed be-
low), a preliminary assessment was conducted of the
impact of the educational programs on screening utili-
zation by looking at the cumulative numbers of total
screening exams and the numbers of cancers that were
diagnosed. Over the course of one year, a total of
3413 screening exams were done through the CARE
program with women ages 40 and older. Of this total
number, 977 were clinical breast exams (CBEs), 1350
were mammograms, and 1086 were Pap tests. In ad-
dition, a total of 2345 screening exams were done
through the CARE program with women age 18-39.
Of this total number, 850 were clinical breast exams
(CBEs) and 1495 were Pap tests. A total of 19 breast
cancers and 8 cervical cancers were diagnosed. Given
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the nature of CAREs data collection challenges, these
numbers were likely an underestimate of the number
of screenings actually conducted.

CHALLENGES AND LIMITATIONS

In general, CARE partners were successful in es-
tablishing close community partnerships, developing
organizational capacity for breast and cervical cancer
screening programs, developing culturally tailored edu-
cation programs for AAPI women, and getting a sig-
nificant number of AAPI women screened. However,
the program was not without challenges or limitations.

One major barrier that most sites encountered
involved data system limitations in tracking breast and
cervical cancer screening and referrals. The challenges
experienced varied from site to site. For example, some
sites were not able to extract ethnicity data on the
women being screened from computerized databases,
leaving them to collect the information by hand.
APHCV detailed this problem in their quarterly re-
port:

“We knew that there were limitations to our
system, however, we did not really look
closely at it until this project. Part of the
cultural competency of an organization is to
know who your patient population is, so that
services can be tailored appropriate to that
population. We know anecdotally from our
clinicians and support staff that the majority
of our clientele is Thai; however, we cannot
substantiate that with numbers. We can only
extract language data, not ethnicity, so that
our “Thai” data excludes all English speak-
ing Thai clients. The awareness of this issue
and the pressure to address it immediately
will result in more culturally competent care
for our clients through better programs for
Thai patients. The data will also help us in
seeking funding for this population.”

Also, some centers could track certain screening
exams more easily than others. For example, in some
cases CBEs were only recorded in patients’ charts and
not coded in computerized databases as mammograms
and Pap tests were. Therefore, quick summary reports
totaling CBEs could not be generated. Furthermore,
each health center had a different referral system for
screening exams that could not be done on-site, and
some centers had difficulty tracking the women once
they were referred for screening off-site.

AAPCHO and the evaluation team provided tech-
nical assistance to sites regarding these issues to some
extent, but all CARE’s partners identified a need for
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computerized data systems that can be used by their
organizations to track screening. Ideally, such systems
should be simple to use, inexpensive and compatible
with other systems that organizations are already us-
ing. Barriers and challenges in data collection were
incorporated into sites’ workplans so thatall sites would
have time to focus on developing their screening de-
livery and tracking services. For example, when
APHCV experienced tracking challenges, they decided
to make it their goal to improve the health center’s
Management Information System. APHCV’s man-
agement committed the organization to a long-term
solution that could be easily integrated into the health
center’s current system and would benefit other pro-
grams as well. After researching options, the health
center purchased an optional Community Package
module for their existing Medical Manager system that
allowed them to collect data in the format they needed.

A major limitation of the CARE Program was
that it was not possible to sufficiently evaluate the
relationship between increased organizational capac-
ity and screening rates during the CARE Program due
to the short time period of 1.5 years for program imple-
mentation. A year’s time is not enough to sufficiently
evaluate changes in screening rates.

DISCUSSION

To maximize effectiveness and support
sustainability, BCC programs and services need to be
looked upon within the context of organizational ca-
pacity along the entire continuum of cancer care. Or-
ganizational capacity in the areas of funding and re-
sources, organizational support, staffing, partnerships,
community needs assessment, community education,
provider networks and screening, and evaluation are
all needed to bolster efforts to promote screening and
the early detection of cancer. Organizations will be at
different stages of capacity in terms of these eight com-
ponents; efforts to build upon strengths and improve
capacity in less developed areas will help ensure the
effectiveness and sustainability of programmatic and
clinical efforts. Often breast and cervical cancer screen-
ing programs focus on only a small subset of the orga-
nizational capacity components discussed above, usu-

ally those that have more tangible outcomes, such as
conducting education. Building capacity in areas with
less visible results, e.g. garnering organizational sup-
port or forming community partnerships, can easily
be overlooked or unappreciated, despite their impor-
tant role at supporting community screening efforts.

One key finding that came out of the CARE pro-
gram is that for the ethnic communities focused on,
trust between women and their providers of care was a
critical factor to screening success. The supportive
“function” of trust was the same across all 6 sites. How-
ever, the specific “form” of how to build trust varied
from community to community. Organizations that
have not yet established trust and partnerships with
their community will need to allow time to build rela-
tionships with community members and to conduct
thorough needs assessments. This time is especially
important to factor into program timelines. Organiza-
tions that haven’t established trust yet would also ben-
efit from forming inclusive, participatory partnerships
with community-based organizations that have already
earned the respect of women in the community. How-
ever, these factors are often not considered or devel-
oped in many BCC approaches. Future efforts should
acknowledge this finding and provide organizations
the time, funding, and resources needed to develop
trust and institute policies around it.

Providing effective, culturally competent breast
and cervical cancer programs and services is important
to increasing screening and rescreening rates of AAPI
women. Ifadequate time and resources are put into
tailoring programs to meet the logistical, linguistic, and
cultural needs that are present in communities with
women who are underserved, the women can be
reached. However, there is no one model that will
adequately address the needs of heterogeneous AAPI
communities. Programs and services need to be tai-
lored to match both the communities served as well as
the organizations serving them. CARE’s adapted model
of organizational stages of change provides a frame-
work for assessing and building organizational capac-
ity in the area of breast and cervical cancer screening
while Kagawa-Singer’s Form and Function Framework
provides structure to culturally tailoring a BCC pro-
gram for diverse communities.

REFERENCES
American Cancer Society. (2001). Cancer Facts and Figures, 2001.
California Department of Health Services, BCCCP. (1996). Fact Sheet on Breast Cancer and Asian/Pacific

Islanders.

Deapen, D, Liu, L., Perkins, C., Bernstein, L., & Ross, R.K. (2002). Rapidly rising breast cancer rates among
Asian American women. International Journal of Cancer, 99, 747-750.

-217-



American Journal of Health Studies: 18(4) 2003

Edwards, B.K., Howe, H.L., Ries, L.A.G., Thun, M.]., Rosenberg, H.M., Yancik, R., Wingo, PA., Jemal, A.,
& Feigal, E.G. (2002). Annual report to the nation on the status of cancer, 1973-1999, featuring implications
of age and aging on the U.S. cancer burden. Cancer, 94(10), 2766-2792.

Goodman, R.M., Speers, M.A., McLeroy, K., Fawcett, S., Kegler, M., Parker, E., Smith, S.R., Sterling, T.D.,
& Wallerstein, N. (1998). -Identifying and defining the dimensions of community capacity to provide a basis for
measurement. Health Education & Behavior. 25, 258-278.

Hawaii Breast and Cervical Cancer Control Program (1998). State Plan of the Hawaii Breast and Cerivcal
Cancer Control Program.

Jenkins, C. & Kagawa-Singer, M. (1994). Cancer. In: N. Zane, D. Takeuchi, and K. Young (Eds). Con-
fronting Critical Health Issues of Asian and Pacific Islander Americans (pp. 105-147). Thousand Oaks, CA: Sage
Publications.

Kagawa-Singer, M., & Pourat, N. (2000). Asian American and Pacific Islander breast and cervical carcinoma
screening rates and Healthy People 2000 objectives, Cancer, 89, 696-705.

Miller B.A., Kolonel, L.N., Bernstein, L., Young, Jr. ].L, Swanson, G.M., West, D., Key, C.R., Liff, ].M.,
Glover,C.S., Alexander, G.A. et al. (Eds) (1996). Racial/ethnic patterns of cancer in the United States 1988-
1992. Bethesda, MD: National Cancer Institute. NIH Pub. No. 96-4104.

Mishra, S.I., Luce-Aoelua, PH., & Hubbel, FA. (2001). Predictors of papanicolaou smear use among
American Samoan women. Journal of General Internal Medicine, 16, 320-324.

Prochaska, J.O., DiClemente, C., & Norcross, ].C. (1992). Search of how people change: Applications to
addictive behaviors. American Psychologist, 47, 1102-1107.

Richard, L., Potvin, L., Kishchuk, N., & Green, L.W. (1996). Assessment of the integration of the ecological
approach in health promotion programs. American Journal of Health Promotion, 10, 318-328.

Wingo, P, Ries, L., Rosenberg, H., Miller, D., & Edwards, B. (1998). Cancer incidence and mortality,
1973-1995: A report card for the U.S. Cancer, 82, 1197-1207.

Ziegler, R.G., Hoover, R.N,, Pike, M.C., Hildesheim, A., Nomura, A., West, D., Wu-Williams, A., Kolonel,
L., Horn-Ross, P, Rosenthal, J., & Hyer, M. (1993). Migration patterns and breast cancer risk in Asian-American
women. Journal of the National Cancer Institute. 85, 1819-1827.

HEALTH EDUCATION RESPONSIBILITY AND COMPETENCY ADDRESSED

Responsibility II - Planning Effective Health Education Programs
Competency D - Design educational programs consistent with specified program objectives.
Subcompetency 3 -Select strategies best suited to implementation of educational objectives in a given setting.
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