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Results

Background
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« Survey data from group education participants was collected pre-intervention, post-intervention, 6
months post-intervention, and one-year post-intervention. Survey instruments recorded changes in
mammography intention, likelihood, confidence and resonance with barrier and facilitator beliefs.

Discussion Points

* Analyses between pre-intervention and post-intervention responses concluded that there was a statistically significant increase in mean perception of

Measures: likelihood to obtain a mammogram (0.29, P = 0.01).

« Survey data collected pre-intervention, post-intervention, 6 months post-intervention, and one-year post

intervention * Ordinal logistic regression models comparing pre-intervention to post-intervention responses determined that barrier beliefs were the only significant

oredictor of a change in intention or likelihood to receive a mammogram. For every one unit decrease In barrier beliefs, the odds of being in a higher
evel of intention to receive a mammogram increase by 15.3%. Similarly, for every one unit decrease In barrier beliefs, the odds of being in a higher
evel of likelihood to receive a mammogram increase by 15.1%.

« Survey instruments recorded changes in mammography intention, likelihood, confidence and resonance
with barrier and facilitator beliefs

Theory —3R Model:
The structural elements and messages of the classes tackled barrier beliefs in at least one of 3 ways:

* Ordinal logistic regression models comparing pre-intervention to 6-month follow-up responses identified a Negative Religious Coping subscale,
fatalism, and barrier beliefs as predictors of a change in confidence to obtain a mammogram. For every one unit decrease In the Negative Religious
Coping subscale, the odds for a higher confidence In ability to obtain a mammogram increased by 23.5%. For every one unit decrease In fatalism,
the odds for a higher confidence in ability to obtain a mammogram increased by 16.6%. For every one unit decrease In barrier beliefs, the odds for a
higher confidence in ability to obtain a mammogram increased by 19.1%.

« Reprioritizing- introducing another religious belief that has greater resonance with participants such that
the barrier belief is marginalized,

« Reframing the belief within a religious worldview such that it is consistent with the health behavior
desired, and

» Reforming- using a religious scholar to provide “correct” interpretations of religious doctrine.
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