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Abstract

Background Effective strategies are needed to actively
encourage Black women in Canada to adhere to breast and
cervical cancer screening and follow-up. In this study, we
describe “Ko-Pamoja,” a pilot peer education program for
breast and cervical cancer screening targeted specifically at
Black women in Toronto, Canada.

Methods We used an Afrocentric lens to design the pro-
gram, whose purpose was to increase awareness of cancer
susceptibility and the benefits of screening for breast and
cervical cancer for Black women. Participants were
recruited through three Black-predominant churches. We
used pre- and post-session questionnaires to assess changes
in participant awareness of cancer susceptibility and
screening guidelines, and changes in screening self-
efficacy.

Results 30 women attended sessions. Ko-Pamoja was able
to increase awareness of cancer susceptibility, awareness of
screening guidelines, and screening self-efficacy. Two
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months after the last session, four women had been
screened for breast cancer at a participating mammogram
site.

Conclusions Building on the successes of Ko-Pamoja,
future versions are being developed in the region. These
versions will be adapted to take into account our lessons
learned while maintaining the Afrocentric lens and com-
munity-focussed approach, in order to promote cancer
screening and ultimately improve outcomes.

Keywords Cancer screening - Peer education - Black
Canadian - Health promotion

Background

Screening for breast and cervical cancer is well established
in Canada, with provincial-level organized screening pro-
grams in Ontario, Canada’s largest province by population
[1]. However, certain sociodemographic groups in Ontario
are less likely to be screened. For example, immigrant
women from Sub-Saharan Africa have been found to have
lower rates of breast and cervical cancer screening than
Canadian-born women [2, 3]. While race-based data are
rarely collected in Canada, data from the American Cancer
Society suggest that African-American women have 41%
higher breast cancer mortality than White women [4].
Further, data from the UK suggest that Black British
women have poorer breast cancer survival than White
women and are at higher risk of developing cervical cancer
[5]. Taken together, these findings suggest that effective
strategies are needed to actively encourage Black women
in Canada to adhere to breast and cervical cancer screening
and follow-up.
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Ethnoculturally specific lay health educator programs
have previously been used successfully to promote cancer
screening [6—12]. In the US, lay health educators have long
been used in African-American communities to promote
cancer screening [13-22], but to our knowledge similar
programs for Canada’s Black community have not yet been
implemented. As the social and historical context of Black
Canadian communities differs from that of their African-
American counterparts, it would not be feasible to directly
apply a US-based educator program to Black Canadians
and anticipate the same results. For example, there is
generally universal access to health care in Canada, and
many Black Canadians are immigrants or first-generation
Canadians [23]. In this short report, we describe the
implementation and evaluation of “Ko-Pamoja,” a pilot
peer education program for breast and cervical cancer
screening informed by and targeted specifically at Black
women in Toronto, Ontario, Canada.

Methods
Context

According to Statistics Canada’s 2011 National Household
Survey, Blacks are the third largest visible minority group
in Canada, and more than half (53.1%) of Black Canadians
are foreign-born [24]. The top ancestral origins among
Black Canadians were noted to be Jamaican (22.8%),
Haitian (13.9%), Somali (4.4%), and Trinidadian (3.7%).
Only 8.9% reported being third-generation Canadian or
more, and 42.0% of Black Canadians live in Toronto.

Program name

Ko-Pamoja is not a pre-existing word, but a new word that
was created for this new program, the first of its kind that
we know of in Canada. “Ko” is a Yoruba (West African)
word meaning “to learn” and “Pamoja” is a Swabhili (East
African) word meaning “together.” Thus, Ko-Pamoja
denotes a pan-African spirit of learning together as a
community.

Program development

Using an Afrocentric lens, we designed Ko-Pamoja, a peer
education program whose purpose was to increase aware-
ness of cancer susceptibility and the benefits of screening
for breast and cervical cancer for Black women. TAIBU
Community Health Centre (CHC), a Black-focussed health
clinic in the Malvern area of Ontario (east of Toronto), was
the home base for the Ko-Pamoja program. Malvern has a
high proportion of immigrants and has been identified by
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the City of Toronto as an “at-risk” neighborhood due to its
higher-than-average degree of social need and poorer
access to social services [25]. Two volunteer community
members were recruited from TAIBU community pro-
grams to serve as the lay health educators that led the
education sessions. These women had to live in the area, be
within the target age for the program, and attend local
churches, so that they would be representative of the
populations we would be engaging. The two lay health
educators received training from a member of the research
team and a health education specialist, both Black women.
Through 7 h of training, the educators (i) received an
overview of the Transtheoretical Model (TTM) ‘Stages of
Change’ theory and the behaviors associated with each
stage [26], (ii) learned to identify where peers were on the
behavioral change continuum, (iii) learned to identify
behavior exhibited at each TTM stage, and (iv) learned
how to assess an individual stage on the behavioral change
continuum and increase their perception as to how to
engage with a member of the public at each stage (in-
cluding when not to). It was emphasized to the lay health
educators that if participants were in the pre-contemplation
stage, i.e., not intending to take action in the foreseeable
future [26], then they should acknowledge where the par-
ticipants were without judgment and focus their energies
on other participants. Lay health educators were also taught
how to adapt their approach and language as needed, were
given the opportunity to role-play during their training, and
were counseled on how to refer women who had questions
that were beyond their scope to answer.

The Ko-Pamoja program itself was developed by the
research team and the health education specialist. It con-
sisted of a single session that was delivered on multiple
occasions to different groups of women. Each two-hour
session began with an explicit discussion about ground
rules to establish a safe learning environment. The session
then discussed “The Big C”; participants were asked what
they knew about cancer and myths were addressed. Par-
ticipants were educated on basic female anatomy and
function. Next, the session delved into education about
breast and cervical cancer specifically, the known benefits
of screening, and what test results mean. This component
of the session included several videos, one of which
described the process of a mammogram in detail and one of
which was a testimonial from a Black woman who had
experienced breast cancer (see http://www.herconline.ca/
videos/). The session concluded with a discussion on
common barriers to screening from the perspective of
immigrant and racialized women. An anonymous question
box was also made available to allow the lay health edu-
cators to address any issue or questions that participants
might feel uncomfortable vocalizing. A study investigator
attended the first session for quality control purposes.
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Participants were provided with dinner and round trip
public transportation tickets. From a community-based
approach, we believed that these provisions were crucial to
be sensitive to socioeconomic challenges that are prevalent
in the region.

Participant recruitment

The research team members recruited participants through
three predominantly Black churches that all had pre-ex-
isting relationships with TAIBU CHC. Team members
spoke to the congregations at two churches and at one
wellness event held at the third church. Sign-up lists were
passed around for women who were interested to provide
their contact information (specifically name and telephone
number). They were then called to book a session date.
Although our target audience was Black women aged
40-69 years living in Malvern, no firm inclusion/exclusion
criteria were set for session attendees, as we did not want to
exclude any women willing to learn more about cancer
screening and who could potentially share this information
with others.

Program evaluation

To evaluate the Ko-Pamoja program, we used pre- and
post-session questionnaires to assess changes in participant
awareness of cancer susceptibility and screening guideli-
nes, and changes in screening self-efficacy (Appendix).
Questionnaires were distributed immediately before and
after each session. Prior to the start of the program, indi-
viduals were informed of their right to withdraw from the
program at any time and their right to decline to participate
in any part of the session that made them experience dis-
comfort without any penalties. Participants verbally con-
sented their willingness to partake in the program prior to
the start of Ko-Pamoja.

Participants were also given a voucher at the end of the
session that identified them as having participated in Ko-
Pamoja. They were asked to take it to participating local
mammography sites if they chose to get screened for breast
cancer, where they would then receive a gift basket. Par-
ticipating mammography sites provided the research team
with the number of vouchers returned to them but vouchers
could not be linked to individual women in an identifiable
manner.

The study was approved by the Research Ethics Board at
St. Michael’s Hospital.

Analysis

Descriptive analyses were used to describe basic demo-
graphics of study participants and survey responses. To

compare changes in responses on the pre- and post-inter-
vention questionnaires, paired ¢ tests were performed at the
0.05 level of significance, two-tailed. All statistical analy-
ses were performed using Minitab Statistical Software,
version 16.

We also received aggregate data about the number of
program attendees who turned in the voucher from par-
ticipating mammography sites two months after the con-
clusion of the last session.

Knowledge dissemination

A community town hall was held two months after the last
session at TAIBU CHC to share the findings with the
broader community and with other potential stakeholders.
Invitees included local residents and politicians, as well as
representatives from public health units and other CHCs.
During and after the town hall, plans were initiated to
develop and implement “Ko-Pamoja 2.0” at both TAIBU
and other CHCs in the Greater Toronto Area that serve the
Black community.

Results
Study recruitment and sample

Eighty women signed up at the three different recruitment
events to participate in Ko-Pamoja. However, women were
very difficult to get a hold of by telephone for booking
sessions, and ultimately only 30 women attended sessions.
Table 1 describes the number of women who confirmed for
and attended each session. A total of 7 sessions were held
with attendance varying from 2 to 9 women per session
from October to December 2015. In sessions #4 and #5, the
number of women who attended was higher than the
number who confirmed, as women brought along peers, but
for most other sessions there were no-shows. Session #2,
where only 2 of 10 confirmed women attended, was a day
with inclement weather.

Table 1 Number of women who confirmed and attended 7 Ko-
Pamoja sessions

Session # Confirmed # Who attended
1 4 4
2 10 2
3 7 5
4 4 8
5 3 9
6 Missing 2
7 4 2
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Table 2 Demographic characteristics of the 30 women who attended
7 Ko-Pamoja sessions

n (%)
Age in years
<40 1(3.3)
40-49 8 (26.7)
50-59 6 (20.0)
60-69 12 (40.0)
70+ 3 (10.0)
Missing 0 (0)
Cultural and racial background
Black & Portuguese 1(3.3)
Black African 1(3.3)
Black Canadian 1(3.3)
Black Caribbean 26 (86.7)
Canadian 1(3.3)
Missing 0 (0)
Highest level of education
Less than high school 1(3.3)
High school 3 (10.0)
College/university 22 (73.3)
Graduate school/professional degree 2 (6.7)
Missing 2 (6.7)

Demographic characteristics of the 30 participants are
summarized in Table 2. Most (86.7%) participants were
between 40 and 69 years of age. Most (86.7%) identified as
being Black Caribbean, and the majority (80.0%) had post-
secondary education. Nineteen participants (63.3%)
reported being up-to-date on mammograms and 21 (70.0%)
reported being up-to-date on Pap testing prior to attending
the session.

Change in awareness of cancer susceptibility

Pre- and post-session changes in awareness of cancer sus-
ceptibility are reported elsewhere [27]. Briefly, there was a
general increase in awareness of risk factors for breast and
cervical cancer, but some women erroneously believed that
there was a vaccine for breast cancer and some incorrectly
identified cervical cancer risk factors post-session [27]. For
example, 14 women thought that obesity was a risk factor
for cervical cancer prior to the session, and this jumped to
26 women after the session.

Change in awareness of screening guidelines
Seventeen respondents knew prior to the session that
screening mammograms should occur every two years and

this increased to 22 post-session (Table 3). Of women who
provided paired responses, 32.1% showed a positive
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change (i.e., answered the question incorrectly prior to the
session but subsequently provided a correct response), and
7.1% showed a negative change. Six respondents knew
prior to the session that screening Pap tests should be done
every three years and this increased to 15 post-session
(Table 3). Of women who provided paired responses,
58.8% showed a positive change and 5.9% showed a
negative change.

Change in screening self-efficacy

Change in self-efficacy is reported elsewhere [27]. Briefly,
of women overdue for screening and not planning to be
screened prior to the session, 80% (breast) and 100%
(cervical) were planning to be screened after the session.

Screening uptake

Two months after the last session, four vouchers had been
turned in at a participating mammography site.

Discussion

To our knowledge, this is the first pilot peer education
program for breast and cervical cancer screening targeted
toward Black women in Canada. The Ko-Pamoja program
was developed with an Afrocentric lens and a community-
centered approach, with a focus on knowledge dissemina-
tion for sustainability. It was situated in a high-needs
community to maximize potential benefits. Through a pre-
and post-session evaluation, we have shown that Ko-
Pamoja was able to increase the number of attendees who
were aware of screening guidelines and to increase
women’s awareness of risk factors. Additionally, almost all
of the overdue women who had reported before the session
that they had no plans to screen had changed their minds by
the end of the session. Two months after the last session,
four women had been screened for breast cancer and it is
feasible that more were screened in subsequent months
and/or at other sites, and that some attendees went on to get
screened for cervical cancer.

Despite these successes, there were also several chal-
lenges to the program. First, only approximately one-third
of women who signed up for sessions actually attended.
This high no-show rate may have been because the sessions
were held at TAIBU CHC, a site that might have been
unfamiliar to many women. Greater uptake might have
occurred if sessions had been held at participating chur-
ches. For example, similar lay educator cancer screening/
prevention programs that have been based within hair
salons and churches have been successful [15-18, 20-22],
suggesting that meeting women in a familiar and
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Table 3 Change in awareness of screening guidelines

n (%) Number pre- Number post- Number Positive change Negative change No
education® education® of paired (i.e. change to (i.e. change to change®
responses  correct response)’  incorrect response)”
Aware that breast cancer 17/30 (56.7%)  22/29 (75.9%) 28 9 (32.1%) 2 (7.1%) 17 (60.7%)
screening should occur
every 2 years
Aware that cervical screening  6/28 (21.4%) 15/21 (71.4%) 17 10 (58.8%) 1 (5.9%) 6 (35.3%)

should occur every 3 years

% Not all women answered all questions pre- and post-sessions. Denominators were the number of respondents to the question

° Denominator is the number of paired responses

comfortable space might be more appropriate. Timing of
sessions may have also played a role. Sessions were held in
the fall and winter months, and it is possible that atten-
dance would have been higher in the spring and summer
when weather is warmer and less likely to pose a driv-
ing/transit risk, and when days are longer.

Second, the majority of attendees reported being up-to-
date on cervical and breast cancer screening. By its vol-
untary nature, the program may attract women who are
already engaged in their health and have higher health
literacy. We were unable to ascertain if the four women
who turned in coupons were women who were overdue for
breast cancer screening, or if they were women who would
have proceeded with screening regardless of attending Ko-
Pamoja. Tellingly, 80% of women had post-secondary
education. Creative ways may be needed to engage harder-
to-reach women in this and similar endeavors.

Third, a small proportion of women exhibited negative
changes in their responses. We hypothesize that this might
be due to combining breast and cervical cancer screening
into one session, which might have been too much infor-
mation for women to digest at once. Future iterations of
Ko-Pamoja will provide education on breast and cervical
cancer screening separately and be presented in multiple
sessions.

Fourth, the vast majority of participants were from the
Caribbean community. However, immigrants from Sub-
Saharan Africa have been highlighted as an under-screened
group [2], and more efforts will be needed to target these
women, perhaps through culturally specific events and
venues.

Building on the successes of Ko-Pamoja, and learning
from the limitations noted above, future versions are being
developed at several CHCs in the region. These versions
will be adapted based on the lessons learned from the initial
Ko-Pamoja program while maintaining the Afrocentric
lens and community-focussed approach, in order to pro-
mote cancer screening and ultimately improve outcomes.
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Appendix

Ko-Pamoja Pre-session Questionnaire
#
Thank you for your participation in this session. Completion of this survey is optional and your answers will be
kept anonymous. You can also skip any question that you do not want to answer.

1. Whatis your age?

[ Less than 40 years old O 55-59 years old
[ 40-44 years old O 60-64 years old
O 45-49 years old O 65-69 years old
O 50-54 years old O 70 years or older

2. How would you best describe your cultural and racial background? (Please check one)

[ Black African O East Asian (e.g. Chinese)

O Black West Indian (Caribbean) O Other (Please specify: )
O South Asian (e.g. East Indian, Pakistani, Sri

Lankan)

3. What is your highest level of education? (Please check one)

O Less than high school/secondary school O University
[ High school/secondary school [ Graduate school or professional degree
O College

4. A mammogram is an x-ray picture of your breast to look for early signs of breast cancer, where
your breast is briefly squeezed between two plates attached to a mammogram machine. When did
you last have a mammogram? (Please check one)

O Never [0 2 years ago or less (If you select this, skip

O More than 2 years ago Questions 5 & 6 and go to Question 7.)

5. Ifyou have never had a mammogram OR it has been more than 2 years since your last
mammogram, what are the reasons why? (Check ALL that apply)

O I do not feel that I need a mammogram O I do not have time to go

O 1did not know that I could get a mammogram 0 I am embarrassed about how this test is done

O My doctor has never mentioned it to me O I forgot to go

O My doctor said that [ do not need a mammogram O I do not know where to go

right now O I cannot get information in the language I prefer
O I am worried that a mammogram may be painful O Other (Please specify:

O I am worried about what the result might be )
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6. Are you planning to get a mammogram? (Please check one)

O Yes, within the next 3 months O No (Why not:

O Yes, within the next 6 months )
O Yes, within the next 12 months O Other (Please explain:

O [ am not sure

O I want talk to my doctor about it )

7. Would you feel confident explaining to a friend why it is important to get a mammogram? (Please
check one)
O Yes O Somewhat O No

8. Do you know how often a woman should get a mammogram? (Please check one)

O Every year O Every 5 years
O Every 2 years O Other (Please specify:
O Every 3 years )

9. Do you know where you can go to get a mammogram? (Please check one)
O Yes O No

10.A pap smear is a test where a health care provider inserts a speculum into your vagina to look for
abnormal cell changes on your cervix that might represent cervical cancer,. When did you last have
a pap smear? (Please check one)

O Never O 3 years ago or less (If you select this, skip

0 More than 3 years ago Questions 10 & 11 and go to Question 12.)

11.If you have never had a pap smear OR it has been more than 3 years since your last pap smear,
what are the reasons why? (Check ALL that apply)

O 1do not feel that I need a pap smear O I do not have time to go

O 1 did not know that I could get a pap smear O [ am embarrassed about how this test is done

O My doctor has never mentioned it to me O I forgot to go

O My doctor said that [ do not need a pap smear O I do not know where to go

right now O I cannot get information in the language I prefer
O I am worried that a pap smear may be painful O Other (Please specify:

O I am worried about what the result might be )

12. Are you planning to get a pap smear? (Please check one)

O Yes, within the next 3 months O No (Why not:

O Yes, within the next 6 months )
O Yes, within the next 12 months O Other (Please explain:

O I am not sure

O I want talk to my doctor about it )
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13. Would you feel confident explaining to a friend why it is important to get a pap smear? (Please

check one)
O Yes 0 Somewhat O No
14.Can you describe the test for cervical cancer? (Please check one)
O Yes O No

15.Do you know how often a woman should get a pap smear? (Please check one)

O Every year O Every 5 years
O Every 2 years O Other (Please specify:
O Every 3 years )

For each of the following questions, check if you think the statement is TRUE (T) or FALSE (F):

16.Do these factors place a woman at risk for breast cancer?

a) Family history of breast cancer OT OF f) The birth control pill (“The Pill”) and
b) A specific “breast cancer gene” OT OF hormone replacement therapy OT OF
¢) Dense breasts OT OF g) Alcohol OT OF

d) Number of sexual partners OT OF h) Obesity OT OF

e) Number of children OT OF

17.There is a vaccine that can reduce a woman'’s chances of getting breast cancer. OT OF

18.A mammogram is the most reliable method for finding breast cancer. OT OF

19.If you do have breast cancer, it is more likely to be detected if you have regular screening. OOT OF

20.IfI am 50 years or older I can go to a breast cancer screening site and get a mammogram without a
doctor’s note. OT OF

21.Do these factors place a woman at risk for cervical cancer?

a) A specific “cervical cancer gene” OT OF d) Number of children OT OF
b) HPV (human papillomavirus) infection e) Alcohol OT OF
aT 4OF f) Obesity OT OF

¢) Number of sexual partners OT OF

22.There is a vaccine that can reduce a woman’s chances of getting cervical cancer. OT OF

23. Treatment for cervical cancer is most effective when cancer is caught early. OT OF

Thank you for completing this survey! We would appreciate if you would complete a survey after the session is
finished as well.
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Ko-Pamoja Post-session Questionnaire
Thank you for your participation in this session. Completion of this survey is optional and your answers will be
kept anonymous. You can also skip any question that you do not want to answer.

For each of the following questions, check if you think the statement is TRUE (T) or FALSE (F):

1. Do these factors place a woman at risk for breast cancer?

a) Family history of breast cancer OT OF f) The birth control pill (“The Pill”) and
b) A specific “breast cancer gene” OOT OF hormone replacement therapy OT OF
c) Dense breasts OT OF g) Alcohol OT OF

d) Number of sexual partners OT OF h) Obesity OT OF

e) Number of children OT OF

2. There is a vaccine that can reduce a woman'’s chances of getting breast cancer. OT OF

3. A mammogram is the most reliable method for finding breast cancer. OT OF

4. Ifyou do have breast cancer, it is more likely to be detected if you have regular screening. OT OF

5. Iflam 50 years or older I can go to a breast cancer screening site and get a mammogram without a
doctor’s note. OT OF

6. Do these factors place a woman at risk for cervical cancer?

g) A specific “cervical cancer gene” OT OF j)  Number of children OT OF
h) HPV (human papillomavirus) infection k) Alcohol OT OF
aOT OF 1) Obesity OT OF

i) Number of sexual partners OT OF

7. There is a vaccine that can reduce a woman'’s chances of getting cervical cancer. OT OF

8. Treatment for cervical cancer is most effective when cancer is caught early. OT OF

After attending this session...
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9. Do you feel confident explaining to a friend why it is important to get a mammogram? (Please

check one)
O Yes O Somewhat O No
10.Do you know how often a woman should get a mammogram? (Please check one)
O Every year O Every 5 years
O Every 2 years O Other (Please specify:
O Every 3 years )

11.Do you know where you can go to get a mammogram? (Please check one)
O Yes O No
(If No: What other information do you need? )

12.1f you have NOT had a mammogram or it has been more than 2 years since your last one, do you
plan to get one now? (Please check one; if you have had a mammogram in the last 2 years, skip to
Question 16.)

O Yes, within the next 3 months O No (Why not:

[ Yes, within the next 6 months )
O Yes, within the next 12 months O Other (Please explain:

O I am not sure

O I want talk to my doctor about it )

13.Do you feel confident explaining to a friend why it is important to get a pap smear? (Please check
one)
O Yes O Somewhat O No

14. Can you describe the test for cervical cancer? (Please check one)
O Yes O No
(If No: What other information do you need? )

15.Do you know how often a woman should get a pap smear? (Please check one)
O Every year O Every 5 years

O Every 2 years [ Other (Please specify:
O Every 3 years

16.1f you have NOT had a pap smear or it has been more than 3 years since your last one, do you plan
to get one now? (Please check one; if you have had a pap smear in the last 2 years, skip to Question
17.)

O Yes, within the next 3 months O No (Why not:

O Yes, within the next 6 months )

O Yes, within the next 12 months [ Other (Please explain:

O I am not sure

O I want talk to my doctor about it )
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We would like your opinion about the session overall. This feedback will allow us to make
improvements in the future. Please select your level of agreement with each of the following
statements by placing a checkmark (v') in the appropriate box:

Strongly
Agree

Agree

Strongly

Disagree .
& Disagree

No opinion

17.The session was well-organized.

18. My questions about breast and

cervical cancer screening were
adequately answered.

19. The location this session was

held at was suitable.

20. The length of the session was

appropriate.

21.The peer educators did a great

job.

22.1 would recommend this session

to a friend.

23.What did you enjoy most about today’s session?

24.0ne thing I learned today is:

25.Do you have any suggestions for how the session could be improved?

Thank you for completing this survey and for joining us today!
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