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SMALL-GROUP MAMMOGRAPHY VIDEO DISCUSSION

Conclusions: Both

KEYWORDS

INTRODUCTION

The breast cancer incidence rate of Chinese American women, the
largest Asian subgroup,® have been rising at an annual percent
change of 1.1% from 1988 to 2013, whereas the incidence rates have
stabilized for other racial and ethnic groups in the United States.?
Foreign-born Chinese American women have a greater than two-fold
increased risk of breast cancer than their US-born counterparts after
adjusting for covariates.®> This may be attributed to factors that
include population growth because of immigration (>70% of Asian
American adults are immigrants), aging, and acculturation to West-
ernized lifestyles and diets.*”” Furthermore, Asian American immi-
grants are more likely to be diagnosed with breast cancer at a later
stage than US-born Asian Americans, leading to higher breast cancer
morta\lity.8 Although the benefits and harms (e.g., overdiagnosis) of
mammography screening for Chinese Americans are similar to those
for non-Hispanic Whites,”'® Asian Americans, including Chinese,
have the lowest use of mammography screening among all racial and
ethnic groups.* 13

Culturally appropriate programs (e.g., community-based educa-
tion, use of community health workers [CHWs]) can assist minority
women in understanding and undertaking cancer screening.'4~1¢ Our
prior research with Chinese immigrant women who were non-
adherent to breast cancer screening recommendations found that a
culturally appropriate Chinese-language video (hereafter referred to
as a cultural video) based on the Health Belief Model” effectively
increased their mammography uptake by 40%.'® For non-English-
speaking immigrants who have limited health care access, a more
intensive intervention approach may be needed to fully address
concerns among the women who remained reluctant to screen.

Therefore, we developed a small-group mammography video
discussion (SMVD) intervention in which Chinese-speaking CHWs
used the cultural video to discuss the importance of regular
mammography to detect breast cancer early, to discuss the benefits
and harms of mammography with peers, and to clarify mis-
conceptions about screening.'’ Guided by social cognitive theory?°
and social network theories, the SMVD leverages Chinese immi-
grants' collectivist values and the cultural value of building commu-
nity relationships.??? Chinese-speaking CHWSs are also cultural
insiders and can serve as linkages to the community.?? In this article,

intervention strategies were associated with increased
mammography uptake. The authors observed that the increase in use was greater
among women who participated in the SMVD session compared with those who
viewed the cultural video only. Future research may explore a virtual SMVD
intervention for higher session attendance and increased mammography uptake
(ClinicalTrials.gov identifier NCT01292200).

breast cancer, Chinese American, community health workers, immigrant, mammography,
randomized controlled trial, small-group mammography video intervention

we report findings from a randomized controlled trial (RCT) exam-
ining whether, compared with viewing the cultural video only, (1)
SMVD significantly increased mammography uptake at 6 months
postintervention, and (2) SMVD promoted screening adherence at 21
months postintervention. To date, this is the first RCT to our
knowledge combining an evidence-based cultural video with a CHW-
led small-group discussion and is one of the few RCTs assessing
mammography screening adherence among Chinese American
immigrant women.

MATERIALS AND METHODS
Study design

We conducted a two-arm, multisite RCT in which enrolled partici-
pants were randomized into either the SMVD intervention arm or the
cultural video-only arm (ClinicalTrials.gov identifier NCT01292200).
The study was approved by the institutional review boards of
Georgetown University, Temple University, and the University of
California, Los Angeles. Figure 1 presents the design of this study in

line with the Consolidated Standards of Reporting Trials.

Sample

Eligible participants were (1) Chinese immigrant women aged 40
years or older who had (2) never had breast cancer, (3) had no
mammogram in the past 2 years (including never screeners) and no
mammogram scheduled within 6 months of enrollment, and (4) had
not participated in our previous cultural video interventions.*®?
Short-term visitors were excluded. In collaboration with 8 Asian
American community-based organizations (CBOs) in Washington DC,
Southern California, and New York City, trained CBO members
recruited participants from community events and their social net-
works between July 1, 2010, and December 31, 2014. We assessed
1494 women for eligibility, and 956 eligible women were enrolled
into the study (64.0% response rate; Figure 1). Of these, 767 women
(80.2%) completed the 6-month postintervention evaluation, and 653
(68.3%) completed the 21-month postintervention evaluation.
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Assessed for eligibility (n =1494)

Excluded (n=538)
+ Not meeting inclusion criteria (n = 205)

+ Declined to participate (n=139)
+ Other reasons, e.g., never reached,
traveling, or uncertain schedules (n=194)

Randomized (n=956)

[ Allocation ]
L

A4

J

Allocated to Small-Group Video Discussion
intervention (n=571)

+ Washington, D.C. (n=133, 23.3%)

+ Southern California (n =218, 38.2%)

+ New York City (n =220, 38.5%)

Allocated to Video-Only intervention (n = 385)
+ Washington, D.C. (n=85, 22.1%)

+ Southern California (n =153, 39.7%)

+ New York City (n=147, 38.2%)

VN

6 Months Follow-Up (T1) ]

J

Analysed (n =452, 79.2%)

+ Lost to follow-up (n =119, 20.8%)
+ Hard to reach (n=288, 15.4%)
+  Withdrew (n=31, 5.4%)

Analysed (n =315, 81.8%)

+ Lost to follow-up (n=70, 18.2%)
+ Hard to reach (n=37, 9.6%)
+  Withdrew (n=33, 8.6%)

21 Months Follow-Up (T2)

Analysed (n =379, 66.4%)

+ Lost to follow-up (n =192, 33.6%)
+ Incomplete (n=1, 0.2%)
+ Hard to reach (n=150, 26.3%)
+  Withdrew at T1 (n=31, 5.4%)
+  Withdrew at T2 (7=10, 1.8%)

Analysed (n =274, 71.2%)

+ Lost to follow-up (n=111, 28.8%)
+ Hard toreach (n=71, 18.4%)
+  Withdrew at T1 (n=33, 8.6%)
+ Withdrew at T2 (n=7, 1.8%)

FIGURE 1 CONSORT flow diagram. Participants who did not withdraw from the study at any point were contacted at both T1 and T2 for
outcome evaluation. CONSORT indicates Consolidated Standards of Reporting Trials; T1, 6 months postintervention; T2, 21 months

postintervention.

Description of intervention

Video-only group

Participants were mailed a DVD of the cultural video and an
information sheet about local free and low-cost screening. Details on
the development of the 18-minute Chinese-language cultural video
and its efficacy in addressing screening barriers and improving
mammography uptake have been published.?*

Small-group mammography video discussion

SMVD participants attended a one-time, in-person session where
they watched the cultural video and then participated in a group
discussion led by CHWs from collaborating CBOs. Details of the
CHWSs' training have been published.?® During each SMVD session,
CHWSs who spoke Mandarin or Cantonese used scenarios and sci-
entific information presented in the video to discuss participants'

views on mammography screening and debunk misconceptions about

screening. At the end of the SMVD, participants were given the
cultural video (a DVD) and an information sheet on local free and
low-cost screening. In total, 99 small-group sessions were held by 17
CHWs at community centers. Each SMVD was designed to have from
5 to 8 attendees, but the number of attendees ranged from 2 to 11
for various reasons (e.g., work or family demands). On average, each
SMVD lasted 37 minutes (range, 14-66 minutes).

Data collection and measures

Participants completed three surveys over the phone at: (1) baseline,
(2) 6 months postintervention (T1), and (3) 21 months post-
intervention (T2). Participants who did not withdraw from this study
at any point were contacted at both T1 and T2 for outcome evalu-

ation. The intervention materials adopted the American Cancer
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Society's annual screening recommendations at the time the study
was conducted.?® The T2 outcome evaluation occurred 15 months
after the T1 outcome evaluation (i.e., 21 months postintervention) to
ensure that participants had sufficient time to complete their second
mammogram.

The study outcomes were self-reported mammography uptake at
T1 (i.e., “Have you had a mammogram in the last 6 months?”) and T2
(i.e., “Have you had a mammogram in the past year?”; yes or no;
unsure or don't know responses were recoded as missing values).
Mammography adherence was defined by participants' mammog-
raphy uptake at both T1 and T2 (i.e., receipt of two annual mam-
mograms). We randomly selected 20% of participants who reported
obtaining a mammogram at T1 for verification against their medical
records and found 100% consistency.

We assessed participants' demographic characteristics, regular
sources of care, receipt of a physician recommendation for
mammography in the past 2 years, and health status. Participants'
high and low acculturation to American culture was categorized by

their mean scores on a validated 11-item, 5-point Likert scale.?”

Sample size and power calculation

The statistical power estimation addressed the nested clustering
design by accounting for the likelihood that participants within each
SMVD session would be positively correlated in terms of the intra-

).28 Assuming a conservative ICC of

class correlation coefficient (ICC
.05 (based on prior research?®’) and a two-sided test with an alpha of
.05, the study sample of 956 at baseline was powered to detect a 12-
percentage-point difference in screening rates between groups. The
sample size of 956 also accounted for attrition rates of 15% at T1 and
20% at T2 based on our prior research.*® Participants were stratified
by study site, acculturation (high vs. low), and mammography use
(ever vs. never) and were randomly assigned into one of two groups
in a 10:7 ratio: (1) SMVD (n = 571) or (2) cultural video (n = 385). We
randomized more women to the SMVD group than to the cultural
video-only group after addressing the ICC of .05.%°

Statistical analyses

This longitudinal RCT had missing responses across T1 and T2. We
examined two analytic methods of addressing the missing data: (1)
conventional intention-to-treat (ITT) analysis, in which missing data
were imputed (N = 956); and (2) generalized linear mixed modeling
(GLMM) using available data from participants who responded to
either the T1 or T2 outcome evaluations, without ad-hoc imputation
of longitudinal missing data (N = 770; hereafter referred to as partial
case analysis).31 Simulation studies have demonstrated that mixed
model analysis like GLMM without ad hoc imputation always pro-
vides equal or more power compared with approaches using con-
ventional methods of imputing missing values (e.g., multiple

imputation) and is the recommended analytic approach for

longitudinal trials with missing data.' Results from the ITT and
partial case analyses produced slightly different estimates because of
different sample sizes, but the estimates in both models did not reach
statistical significance. Therefore, we reported the results from the
partial case analysis in this article. The GLMM approach was also
used to analyze data from participants who completed both the T1
and T2 outcome evaluations (N = 650; hereafter referred to as
complete case analysis).>?

We performed propensity weighting analysis following growing
evidence that propensity scores can address imbalances in realized
randomizations for RCTs, analogous to covariance adjustment.®33%
To obtain propensity weights, we use generalized boosted
modeling.3> Each participant's propensity weight was incorporated
into the logit models to adjust for the analysis of the intervention
effect. We observed that more participants who were lost to follow-
up were from the Washington DC site and did not have a college
degree, a regular physician, or health insurance. These demographic
factors were addressed in the propensity weighting and controlled
for in the multivariate analysis.

Descriptive statistics using t tests or X2 tests were run on sample
characteristics and to compare group differences at baseline. We
examined the main intervention effect between the SMVD group
(n = 571) and the video-only group (n = 385) on mammography
uptake at T1 and T2 by GLMM with a logit link type for the binary
outcome. The random effects regarding the 17 CHWs and 99 SMVD
sessions were controlled for in the model.

A proportion of SMVD participants (n = 98; 17.2% of 571) did
not attend the SMVD session and were not exposed to the cultural
video (hereafter referred to as SMVD nonattendees). We used the
same GLMM approach to examine the impact of exposure to the
SMVD intervention on mammography uptake at T1 and T2 between:
(1) SMVD attendees (n = 473), (2) SMVD nonattendees (n = 98), and
(3) the video-only group (n = 385). This analysis, which was not
planned in the initial protocol, was conducted after noting that a
considerable number of participants did not attend the SMVD ses-
sions. The proportion of mammography uptake in each of the three
groups at T1 and T2 was reported both as a crude screening pro-
portion and as an adjusted proportion that controlled for covariates.
To examine whether there was an interaction between the three
intervention groups and time, we estimated proportional contrasts
between the groups at each time point based on the GLMM models
using the marginal command in STATA (StataCorp Inc.). Data ana-

lyses were performed using STATA SE 17.

RESULTS
Sample characteristics

At baseline, 22.8% of participants were from Washington DC, 38.8%
were from Southern California, and 38.4% were from New York City.
On average, participants were aged 58.6 years, 69.4% were married/
coupled, and 65.3% had lived in the United States for 10 or more
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years (Table 1). Overall, 61% of the sample had ever had a
mammogram, and 39% had never been screened.

Proportions of mammography uptake and adherence
at T1 and T2

At T1, the crude proportion of patient-reported mammography up-
take was 38.7% for the SMVD group (n = 452) and 35.6% for the
video-only group (n = 315). At T2, the crude proportion of
mammography uptake was 48.3% for the SMVD group (n = 379) and
43.8% for the video-only group (n = 274). According to screening
outcome data from both T1 and T2 (N = 650; SMVD group, h = 377,
video-only group, n = 273), participants' adherence to annual
screening recommendations was suboptimal. Only 21.1% (n = 137) of
the 650 participants reported receipt of annual mammography
screening at both T1 and T2. On average, 58.8% (n = 453) of the 770
participants obtained at least one mammogram by the end of
this RCT.

Multivariate analysis of intervention outcomes:
SMVD versus video-only groups

Results from the partial case analysis (Table 2) showed that, control-
ling for study time point, the SMVD group had 18% greater odds of
mammography uptake compared with the video-only group (adjusted
odds ratio [AOR], 1.18; 95% confidence interval [Cl], .68-2.06). Con-
trolling for group assignment, participants at T2 had 69% greater odds
of mammography uptake compared with participants at T1 (AOR,
1.69; 95% Cl, .45-6.39). However, these group differences were not
statistically significant. There was no significant interaction effect
between treatment group and time. Results from the complete case
analysis also indicated no significant group differences (see Table 2).

Multivariate analysis of exposure to the SMVD
intervention versus video only

The crude and adjusted (for covariates) screening proportions for the
SMVD attendees, SMVD non-attendees, and video-only group are
listed in Table S1. Results from the partial case analysis indicated
that, regardless of time point, SMVD attendees had a greater likeli-
hood of obtaining a mammogram than those in the video-only group
(AOR, 1.51; 95% ClI, 1.19-1.92), whereas SMVD nonattendees had a
lower likelihood of getting a mammogram compared with the video-
only group (AOR, .33; 95% Cl, .22-.50). The overall screening pro-
portion at T2 was higher compared with that at T1 (AOR, 1.61; 95%
Cl, 1.27-2.05), controlling for the treatment groups. Finally, there
was a significant interaction between SMVD nonattendees and the
assessment time point (AOR, 4.85; 95% Cl, 2.79-8.41). The complete

case analysis produced similar results (Table 3).

The proportion of mammography uptake among SMVD at-
tendees at T1 was 9 percentage points higher than that in the video-
only group (proportional contrast, .09; 95% Cl, .04-.13). At T1, the
proportions of mammography uptake among the SMVD attendees
and the video-only group were 26 and 18 percentage points higher
than among SMVD nonattendees (proportional contrast, .26 [95% Cl,
.21-.32] and .18 [95% Cl, .12-.24], respectively). However, at T2, the
proportion of mammography uptake among the video-only group was
10 percentage points lower compared with the that among SMVD
nonattendees (proportional contrast, —.10; 95% Cl, —.19, —.02). The
group differences in mammography uptake at T2 between SMVD
attendees and nonattendees and between SMVD attendees and the
video-only group were not statistically significant. The complete case

analysis produced similar results (see Table S2).

DISCUSSION

This study found that both the SMVD and video-only interventions
were associated with increased mammography uptake among non-
adherent Chinese immigrant women. At 6 months postintervention
(T1), the SMVD was more effective than the cultural video, but only
for women who attended the SMVD session. At 21 months post-
intervention (T2), a greater number of SMVD nonattendees obtained
a mammogram compared with the video-only group. In addition, only
a small proportion of Chinese women in both intervention groups
adhered to the annual mammography screening guidelines.

The SMVD increased Chinese immigrant women's mammog-
raphy uptake at both outcome assessment time points relative to
those women who viewed the cultural video only. These results
confirm our prediction that training CHWs to engage Chinese women
in a discussion about scientific information and culturally relevant
concerns regarding mammography promotes mammography
screening, consistent with prior research on the effect of CHW-led
education in cancer screening among minority populations.®®
Different from CHW-led interventions that typically present educa-
tional content in a didactic format,®”-*8 the SMVD equips CHWSs with
an evidence-based and culturally sound educational tool in the form
of a video to facilitate in-depth discussions about Chinese women's
positive and negative views of mammography screening. Research
shows strong evidence that information presented in narrative for-
mats are more effective and engaging compared with didactic for-
mats and improves screening attitudes.>” This may explain why both
the SMVD group and the video-only group were motivated to be
screened compared with the SMVD nonattendees. We decided not to
mail the cultural video to SMVD nonattendees; otherwise, they
would be equivalent to the video-only group. Our findings suggest
that trained CHWSs, who are often trusted and credible sources of
information, can provide effective peer support and reinforce mes-
sages in the video to debunk misconceptions about breast cancer and
screening (e.g., radiation from mammography increases breast cancer

risk), integrate cultural health beliefs (e.g., stressing self-care) into
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TABLE 1 Baseline characteristics of Chinese immigrant women in the small-group mammography video discussion (SMVD) group and the
video-only group.

No. (%)

Characteristic Overall, N = 956 SMVD group, n = 571 Video-only group, n = 385 p?

Age, years
Mean + SD 58.6 + 9.8 58.6 + 9.7 58.6 + 10.1 .97
<60 574 (60.0) 336 (58.8) 238 (61.8) .36
>60 382 (40.0) 235 (41.2) 147 (38.2)

Marital status
Married/coupled 663 (69.4) 389 (68.1) 274 (71.2) 31
Not married” 291 (30.4) 181 (31.7) 110 (28.6)

Education level
Graduated from college 287 (30.0) 169 (29.6) 118 (30.6) 47
High school and two-year college 451 (47.2) 264 (46.2) 187 (48.6)
Middle school or less 218 (22.8) 138 (24.2) 80 (20.8)

Household income per year
>$20,000 300 (31.4) 180 (31.5) 120 (31.2) .93
<$20,000 578 (60.5) 345 (60.4) 233 (60.5)

Employment status
Employed 531 (55.5) 309 (54.1) 222 (57.7) 41
Not employed 424 (44.4) 261 (45.7) 163 (42.3)

General health
Good, very good, or excellent 532 (55.6) 307 (53.8) 225 (58.4) 16
Poor or fair 416 (43.5) 259 (45.4) 157 (40.8)

Insurance
Yes 539 (56.4) 314 (55.0) 225 (58.4) 29
No 417 (43.6) 257 (45.0) 160 (41.6)

Regular physician/nurse
Yes 496 (51.9) 279 (48.9) 217 (56.4) .03
No 458 (47.9) 290 (50.8) 168 (43.6)

Ever received mammogram
Yes 583 (61.0) 349 (61.1) 234 (60.8) .92
No 373 (39.0) 222 (38.9) 151 (39.2)

Received mammogram recommendation from physician in the past 2 years
Yes 360 (37.7) 203 (35.6) 157 (40.8) .10
No 591 (61.8) 365 (63.9) 226 (58.7)

US residency, years

>10 624 (65.3) 368 (64.4) 256 (66.5) 48
<10 331 (34.6) 203 (35.6) 128 (33.2)

Locale
Washington DC 218 (22.8) 133 (23.3) 85 (22.1) .86
Southern California 371 (38.8) 218 (38.2) 153 (39.7)
New York City 367 (38.4) 220 (38.5) 147 (38.2)
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TABLE 1 (Continued)
No. (%)
Characteristic Overall, N = 956 SMVD group, n = 571 Video-only group, n = 385 p?
Acculturation
Mean =+ SD, score range 1-5 26 +.5 26 +.5 26 +.5 .98
Note: Some variables did not add up to the full sample size due to missing values.
Abbreviation: SD, standard deviation.
2T tests and x? tests were used to compare pairs of groups with respect to continuous and categorical variables at baseline, respectively.
PNot married was defined as never married, divorced, widowed, or separated. Respondents who were a member of a married or unmarried couple were
defined as married/coupled.
TABLE 2 Adjusted odds ratios of mammography uptake between the small-group mammography video discussion (SMVD) group and the
video-only group.
Partial case analysis, n = 770° Complete case analysis, n = 650°
AOR® SE p 95% CI AOR SE p 95% ClI
SMVD group (Ref = video-only group) 1.18 .34 .56 .68-2.06 1.11 .29 .68 .67-1.84
Time 2 (Ref = T1) 1.69 1.15 44 45-6.39 1.56 97 A48 46-5.31
Interaction: Group x time .93 .28 79 52-1.66 .99 .30 .98 .56-1.78
Intercept 46 44 42 .07-3.01 .50 46 45 .08-3.06
Abbreviations: AOR, adjusted odds ratio; Cl, confidence interval; Ref, reference group; SE, standard error; T1, 6 months postintervention; T2, 21 months
postintervention.
?Partial case analysis: General linear mixed modeling using data from participants responding to either T1 or T2 outcome evaluations (n = 770).
bComplete case analysis: General linear mixed modeling using data from participants responding to both T1 or T2 outcome evaluations (n = 650).
“AOR comparing group differences in mammography uptake. Results of these models were adjusted for covariates (age, years in the U.S., education,
employment status, income level, number of people supported by household income, insurance status, presence of a regular doctor/nurse, acculturation
score, previous mammography uptake, and study site) based on propensity weighting.
TABLE 3 Adjusted odds ratios of mammography uptake between the small-group mammography video discussion (SMVD) attendees,
SMVD nonattendees, and the video-only group.
Partial case analysis, n = 770? Complete case analysis, n = 650°
AOR* SE p 95% ClI AOR SE p 95% CI
SMVD attendees (Ref = video only) 1.51 .18 .001 1.19-1.92 1.40 .18 01 1.08-1.80
SMVD nonattendees (Ref = video only) .33 .07 <.001 .22-.50 .23 .06 <.001 .14-.40
Time 2 (Ref = T1) 1.61 .20 <.001 1.27-2.05 1.50 .19 .001 1.18-1.92
Interaction: Group x time
Interaction: SMVD attendees x time 79 .13 .16 .57-1.10 .85 .14 .33 .61-1.18
Interaction: SMVD nonattendees x time 4.85 1.36 < .001 2.79-8.41 6.61 2.15 < .001 3.49-12.50
Intercept 46 .04 <.001 .39-.55 .50 .05 <.001 42-.61

Abbreviations: AOR, adjusted odds ratio; Cl, confidence interval; Ref, reference group; SE, standard error; T1, 6 months postintervention; T2, 21 months

postintervention.

?Partial case analysis: General linear mixed modeling using data from participants responding to either T1 or T2 outcome evaluations (n = 770).

PComplete case analysis: General linear mixed modeling using data from participants responding to both T1 or T2 outcome evaluations (n = 650).

“Adjusted for covariates based on propensity weighting.

regular check-ups, and provide problem-solving strategies to over-
come screening barriers (e.g., no insurance).?24041
Approximately 17% of Chinese women in the SMVD group did not

attend the SMVD session and thus did not receive any intervention.

Consequently, SMVD nonattendees had very low mammography up-
take (17.1%) at 6 months postintervention. Note that this study was
conducted before the coronavirus disease 2019 pandemic, making it
feasible to attend an in-person SMVD. We observed that SMVD
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nonattendees were significantly more likely to be older or employed
than SMVD attendees and video-only participants (data not shown).
Being older with less mobility or being occupied with work might
explain nonattendance to the SMVD.

Interestingly, at 21 months postintervention, a higher proportion
of SMVD nonattendees reported receiving a mammogram than those
in the video-only group. This unexpected finding may be related to
our multiple contacts throughout the study, such as repeated calls to
invite them to attend an SMVD session and to participate in surveys.
It is notable that, by 6 months postintervention, nonattendees had
not been screened for breast cancer for more than 3 years; hence,
our multiple contacts may have heightened their sense of urgency to
undergo screening at 21 months postintervention. Previous research
has shown that frequent study contacts serve as reminders for
screening, leading to increased mammography uptake.*? However, it
is important to note that, at 21 months postintervention, we were
only able to reach 23.4% of the SMVD nonattendees, in contrast to
75.5% of the SMVD attendees and 71.2% of the video-only group.
Therefore, this finding should be interpreted with caution because of
the limited sample size and potential attrition bias.

Our results demonstrated that only 21.1% of participants were
adherent to the recommended annual mammography screening
guidelines. The low adherence rate may be explained by three reasons.
First, mammography screening guidelines were updated during the
study from annual mammography screening among women aged 40
years and older to biennial mammography screening among women
aged 50-74 years.*® If participants had followed the new guidelines
and had undergone a mammogram at 6 months postintervention, they
were less likely to undergo another mammogram during the 15-month
interval between the two follow-up time points. Second, all women
enrolled in this study had not had a mammogram for more than 2 years
and likely already faced significant barriers to screening.’ Participants
in each group reported multiple reasons for not undergoing screening,
such as absence of symptoms, lack of urgency, limited health care ac-
cess, not wanting to be screened, and/or lack of insurance. Although
our intervention materials addressed these conceptual and practical
issues (e.g., emphasizing the importance of regular screening to detect
early breast cancer, which does not show symptoms, providing local
free mammography screening program information), immigrants and
minorities with low socioeconomic status encounter additional chal-
lenges in accessing health care services.***> For instance, many
immigrant Chinese with limited English proficiency may face chal-
lenges in navigating the English-dominant free mammography pro-
grams to schedule an appointment. These challenges, in turn, decrease
their adherence to recommended routine care. Furthermore, about
44% of the participants did not have health insurance. When women
encounter difficulties in navigating the health care system, particularly
when they do not experience any symptoms and may not fully under-
stand the benefits of early detection through mammography screening,
their motivation for regular mammography screening can be dimin-
ished, resulting in low adherence to screening guidelines.

Both our SMVD intervention and our video-only intervention
were delivered as a one-time event without additional booster ses-

sions, mirroring real-world practice. Research has demonstrated that

more intensive CHW-led interventions, such as interventions with
multiple components, were associated with increases in mammog-
raphy screening.®4¢ Future research may investigate whether
implementing a more intensive SMVD intervention with multiple ses-
sions through an online platform will increase attendance rates and
enhance the intervention's effectiveness. Nevertheless, the SMVD
participation rate of 83% in our study is high compared with partici-
pation rates in other community-based interventions, which have
ranged from 50% to 81%.%”*® This suggests that the implementation of
our culturally relevant SMVD intervention was well received and

beneficial in increasing screening uptake in this population.

Limitations

This study had several limitations. First, our outcome analyses were
unable to control for variations in the performance of the 17 trained
CHWs across 99 SMVD sessions. In our qualitative evaluation of the
CHW training,?® their performance might have been affected by real-
life circumstances (e.g., emergencies at work or at home, personal
reasons, or feeling unwell on the discussion date) as well as partici-
pants' engagement during the discussion. These real-life events are
not quantifiable to be meaningfully controlled for in the analyses.
Second, the outcome analyses did not control for group-level factors
(e.g., group size and length of discussion) because the current eval-
uation of the SMVD focused on its effect on screening uptake at the
patient level. Third, we were not able to reach >75% of the SMVD
nonattendees at the 21-month outcome evaluation, and there were
some significant demographic differences (see Statistical analyses,
above) between those who were lost to follow-up and those who
were not. Although the demographic differences were addressed by
propensity weights and controlled for in the analyses, there is po-
tential attrition bias that should be taken into account when inter-
preting these findings. Despite these limitations, the findings of this
study demonstrate the efficacy of a novel video and CHW-led
intervention in increasing mammography uptake among non-
adherent Chinese women.

Conclusion

This study describes two effective interventions to overcome cancer
screening disparities experienced by Chinese immigrants. Watching
the cultural video alone, which can be disseminated by mail or through
mobile and online platforms, increased mammography uptake. The
SMVD intervention used the effects of the cultural video to implement
socially interactive health education at the community level. This study
demonstrates the feasibility of engaging CBOs in scientific research
and the capacity of CHWs to convert scientific information from the
video into educational messages that promote screening behavior. The
SMVD and video-intervention approaches can be easily applied to
other health topics, thus further augmenting public health endeavors
to reduce racial and ethnic disparities in access to health care re-

sources and health outcomes.
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