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Ashani Johnson-Turbes
Ashani Johnson-Turbes, PhD, is a Senior Manager with ICF Macro in Atlanta, GA. IFC Macro and Dr. Johnson-Turbes helped to develop the African American Women and Mass Media (AAMM) pilot campaign, which used radio and print media to make more women aware of the importance of getting mammograms to find breast cancer early. The campaign also sought to increase use of CDC's National Breast and Cervical Cancer Early Detection Program (NBCCEDP) screening services among African American women aged 40–64. The campaign was piloted in Savannah and Macon, Georgia. The project was overseen at CDC by Dr. Ingrid Hall.  Dr. Johnson-Turbes discusses some aspects of the project below. You can also learn more about this project on CDC’s website - http://www.cdc.gov/cancer/healthdisparities/what_cdc_is_doing/aamm.htm 

This video is an example of using a culturally competent ‘targeted’ approach to reach a specific population that experiences a health disparity. You may read more about this approach in Chapter 10, pp 194-197.  Dr. Johnson-Turbes also provides some guidance for students interested in pursuing a career in health communication. 
Video transcript
Parvanta: Can you tell us about your project?

Ashani: Our original title for the project was Formative research for African American Women and Mass Media.  Specifically what it has morphed into is the development, design, implementation, and now evaluation of a pilot campaign, piloted in Savannah and Macon, Georgia to increase knowledge and awareness of breast cancer and mammography among low income African American women and to motivate and promote mammography screening through CDC’s NBCCEDP. So that’s the project in a nutshell. We’ve spent about five years on the project, and we’ve been doing it in phases. Phase one was all of our formative research. Phase two was message testing, and phase three was implementation and evaluation of the pilot program (campaign) itself.  We actually just finished the implementation; the pilot program has been running for one year, it started in August of ’08 and ended in July of ’09, and throughout this period we have been collecting evaluation data and now we’re at the point of analyzing and summarizing what we’ve learned during the course of the implementation period.

Parvanta: So what have you learned through this and some of your other work about speaking to African American women about health risks? What are some of the key lessons you picked up?

Ashani: What we’ve learned really throughout but I’ll speak mostly to our mass media project is the importance of including the target population in development, in particularly low income African American women from the beginning.  So we engaged this population in Savannah and Macon, Georgia way back from the design phase and we really kept this audience involved in terms of asking them in a series of focus groups that we did; an informative stage in which we asked, “What are the barriers in getting a mammogram?” and we asked the facilitators some of the methods to reach low income African American women with this message who are trusted sources, which was really interesting. We went into it thinking that perhaps celebrities would be trusted sources and came out of it with the understanding from audiences that they really wanted to hear about the message of breast cancer, about early detection, about the importance of getting a mammogram from women like them.  We heard this throughout the formative stages and through the message testing stages; women like them and what they really meant was African American women in their age group, particularly breast cancer survivors who have gotten mammograms and wanted to hear from them about their experiences.  Were they afraid? What happened to them as they entered the room to get the mammogram? What happened afterward? What did they do with the results?  How to talk about it to their family members, how to talk about it to their spouses? So they wanted to hear from these women about their stories.  So I think one of the biggest lessons learned throughout the course of doing this project along with getting the information from the target audience is being able to share their narrative, to be able to tell their story in whatever medium is chosen. Whether its radio, by Internet or pod cast, people want to hear other people’s stories. 
I don’t think this is particular to African American women. What I learned recently in doing work with the Hispanic community is very much the same thing. People want to get information from persons who live in, work in, exist in, and have some level of cultural identity and affinity to that group. So I don’t think so but that doesn’t come with any kind of evidence. I base my thought around that. But I don’t think it would be distinctively different if it were a different audience. I think that the way the mass media pilot campaign has been designed and implemented it can be very well tailored or translated to other markets or communities.

Parvanta: Yes to just tweak it and adjust it for the target audience…. But why do they want to hear from survivors as opposed to women that are healthy and didn’t have breast cancer.

Ashani: One of the things that came up as a pattern or a theme is in focus groups is that women said that, “I’m concerned, I’m afraid, I have fear that going to get a mammogram, finding out that I have breast cancer and what do I do?” There might also be a sense of fatalism, “that is what God intended or that was what was meant to be” or  “I don’t have health care coverage, I’m not insured and I wont be able to take care of myself.”   So they mention that they wanted to hear from survivors to dispel those fears, who had the strength, the wisdom.  They were empowered; they went through this experience of getting a mammogram, found out they had cancer and how they dealt with it. So the reason we decided to do survivor stories was to particularly to address that fear that we heard coming from those groups.

Parvanta: I think I’m going to try that same thing with the colorectal study I was telling you about. Because I think there is that same fear and suggest that we bring in some survivors to alleviate those fears and to hear some of their stories.

Ashani: I think there was some concern, I’m not going to say fear, some concern about the mammogram; that the mammogram may be painful, and there may be some discomfort in getting a mammogram.  There was a mix up so that women thought that the x-rays and the radiation would actually cause them to have breast cancer. What came through in the formative research, I firmly believe much more loudly and clear is this fear, “What am I actually having done to me?”

Parvanta: … So what’s your favorite part of all of this?

Ashani: Well my favorite part is definitely getting into the community, data collection, part of it, engaging the actual audience. That’s hands down, my favorite part.  I like the design, the research, the analyzing and writing up the results and working with colleagues with similar passions.  But my passion is around thinking about and addressing the social determinates of health, particularly related to poverty or income related disparities.  I think the way to do that is to engage populations, giving people the tools to become their own advocates for change in terms of their own health protective behaviors in their own community.

Parvanta: What advice you give to students with similar interests within a public health context?

Ashani:  I think that being well rounded in behavioral theories is very important and I would advise upcoming students to be knowledgeable and to be immersed in the literature enough to know what the different theories are.  The second thing is something I studied very much in school and remains closely incorporated into everything I do is based around participatory engagement and democratic or deliberative engagement. So to the extent I think someone who wants to get into this field of work and to do this sort of research with communities is to make campaigns, programs, and interventions to learn about this level of engagement.  How it is done? Why is it done? Why it is important? So they can come to this work with this knowledge and skills.

Parvanta: What would you say to people who say that participatory engagements take too long?

Ashani: I would take issue with the word “too.”  It takes long, hands down it does. It can take years.  But I disagree with the phrase “takes too long,” the idea is that we have both short term successes and long term successes to the extent that one wants long term impact. One would really have to invest upfront even if it takes a really long time and kind of like you will really see the reward in the end. I think that there is a greater likelihood for us to see the kind of health behavior we want to see, healthy eating, physical activity, and getting mammograms to the extent that they take their time to be participatory in engaging the audience, to engage multiple target audiences such as policy makers, health professionals early on to build trust in the community so it lasts. This way we can see the type of intentions and behaviors we want to see in the long run.
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