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Abstract Hmong Americans face high cancer mortality

rates even in comparison to their Asian American coun-

terparts, and report low utilization of cancer screenings. To

date, no study has been conducted on the cultural barriers

this population faces in undergoing cancer screenings. A

systematic review of the literature was conducted to

examine the existing knowledge regarding the barriers to

cancer screening for Hmong Americans. Potential barriers

were identified from this examination to include: health

access factors (type of health insurance, ethnicity of pro-

vider, low English proficiency, and years spent in the U.S.);

cultural factors (belief in the spiritual etiology of diseases,

patriarchal values, modesty, and mistrust of the western

medical system); and cancer literacy factors (cancer and

prevention illiteracy). Based on this review, potential cul-

tural and ethnic group-specific prevention strategies and

cancer health policies are discussed to address these bar-

riers and enhance screening behavior among the Hmong.

Keywords Cancer screening � Prevention �
Hmong Americans � Cancer literacy � Health access �
Culture

Introduction

Cancer poses a significant burden on Asian Americans, who

are the only racial group to report cancer as the leading cause

of death [1]. Mortality rates among Asian Americans for

particular cancers, such as stomach and liver cancers, are

roughly twice that of Non-Hispanic Whites [2]. Of particular

concern are Hmong Americans—the fastest growing Asian

American group in Minnesota and Wisconsin—who report

high cancer mortality rates even in comparison to their

Asian American counterparts [3]. For example, mortality

rates among Hmong Americans for stomach cancer are 3.5

times higher than for Asian Americans overall, and 8.9 times

higher than for Non-Hispanic Whites [4]. Average cervical

cancer mortality rates for Hmong American women are 2.8

times higher than for all Asian American women, and 4.2

times higher than for Non-Hispanic White women [5].

The Hmong’s high mortality rate appears to correlate

with the high prevalence of late stage cancer diagnosis seen

in this population. Overall, the Hmong were found to be

diagnosed with a later disease stage and a poorer disease

grade of cancer than other Asian American subgroups [6].

In fact, data from the California Cancer Registry revealed

that only 23.8% of Hmong cancer cases were diagnosed at

an early stage [6].

The existing literature indicates that the high prevalence

of late stage cancer diagnosis could be reflective of the

Hmong’s underemployment of cancer screening tests.

Hmong Americans are reported to have one of the lowest

rates of cancer screening utilization [7]. For example, only

30% of Hmong women reported ever having undergone a

mammography compared to 49% of Korean American

women [8, 9]. Additionally, only 28% of Hmong women

had ever had a Pap test done in comparison to 79% of all

Asian American and Pacific Islanders and 95% of Whites

[7, 10]. Moreover, no Hmong in Yang et al.’s study

reported ever having undergone a colorectal exam or

prostate-specific antigen test (PSA) [7].

Cancer screening has been shown to be effective in

detecting cancer at early stages and preventing overall
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cancer-related mortalities [11–13]. Given the Hmong’s

high cancer mortality rate and high prevalence of late stage

diagnosis, it is critical to increase the cancer screening use

of this population.

However, little is known about the barriers to cancer

screening utilization among this population. The purpose of

this review is to address this knowledge gap by systemat-

ically exploring scholarly literature to identify potential

barriers to cancer screening among Hmong Americans and

inform culturally and ethnic group-specific prevention

strategies and cancer health policies for Hmong Americans.

This comprehensive analysis will examine barriers in three

major areas: (1) health access, (2) cultural, and (3) cancer

literacy factors. As the extant literature in these areas is

largely restricted to first-generation Hmong Americans

who still practice traditional conventions, this review will

consequently be focused primarily on first-generation

Hmong Americans.

Hmong Americans

Background

The Hmong are an ethnic minority group of China who

migrated to the Southeast Asian region in the nineteenth

and twentieth centuries. During the Vietnam War, the

Hmong allied with the U.S. against Vietnamese and Lao-

tian communists. After Saigon fell in 1975 and the U.S.

withdrew from the Southeast Asian region, the Hmong

were persecuted by the new communist government for

their involvement in the war. Subsequently, over 200,000

Hmong fled to refugee camps in neutral Thailand [14]. A

majority of these refugees were relocated to the U.S., with

the most current relocation wave occurring in 2005–2006.

Recent data from the 2008 American Community Survey

number the Hmong in the U.S. at *221,948 [15]. Cali-

fornia and Minnesota are thought to have the largest

number of Hmong, with the Saint Paul-Minneapolis area

boasting the largest Hmong population of any U.S. metro

area [16].

Socio-Demographic Characteristics

Overall, Hmong Americans have large families (average of

6.2 persons), and are a young population (median of

16.1 years) [17, 18]. They report the lowest per capita

income ($32,076) and highest poverty rates (38%) of any

Asian American group [17, 19]. Despite gains in educa-

tional achievement since arriving in the U.S., the Hmong

also report the lowest educational attainment of any Asian

American group; about 40% hold a high school degree or

higher [17, 19].

Hmong Americans typically practice either Shamanism

or Christianity. Shamanism is a religious practice that

functions under the principle that spirits, which reside in all

living things, have a direct influence over an individual’s

health and well-being [20, 21]. Roughly 66% of Hmong

living in the Saint Paul-Minneapolis region, and over 60%

of Hmong participants in studies conducted in California

reported they practice Shamanism [22–24]. A national

study estimated that 70% of Hmong living in the U.S. still

practice Shamanism [25]. Even those who have converted

to Christianity still maintain some Shamanist beliefs and

practices [26, 27].

Methods

Articles analyzed in this study were obtained using Aca-

demic Search, CINHAL, PsycINFO, PubMed, Social Ser-

vices Abstracts, and Social Work Abstracts databases. Our

initial inclusion criteria consisted of articles which focused

on Hmong Americans and covered any of the following

topics: cancer mortality, screening, incidence, knowledge,

or cultural beliefs. We employed the following keywords in

combination with Hmong: cancer, screening, cancer belief,

cancer literacy, cancer knowledge, cancer incidence, and

cancer mortality. We looked at all studies which referred to

Hmong in the title or abstract in these areas of research and

examined them to see if they had any subgroup-level

findings that were specific to this group. This yielded

twelve unique articles, which we organized according to

author, year, method, findings, and implications for prac-

tice and policy (Table 1).

Additionally, we utilized Klein and Bloom’s organizing

framework to analyze each article’s contribution to the

scholarly literature according to the following five cate-

gories: empiricism, technology, conceptualization, valua-

tion, or commentary [28]. According to Klein and Bloom,

articles in the empiricism category refer to those of a

research nature, which contribute either quantitative or

qualitative knowledge; technology pertains to those that

provide information on measurement/assessment tools

relevant to practice; conceptualization refers to articles that

offer theoretical or abstract summaries of articles previ-

ously discussed in other categories; valuation papers pro-

vide ethical or moral positions that are critical to the

profession; and commentaries contribute to the literature

by taking a position on an issue [28]. The categorization of

each article is presented in Table 1. Data provided in

Table 1 was used to inform current statistics of cancer

incidence, cancer mortality, and cancer knowledge and

beliefs throughout this paper.

Because of the scarcity of available literature on cancer

in the Hmong, our search was expanded to include articles
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focusing on illnesses and diseases in the Hmong in general.

These articles were used to generate some insight into the

impact of traditional Hmong cultural beliefs and practices

on the Hmong’s preventive health behavior. The following

keywords were used in combination with ‘‘Hmong’’:

health, health belief, prevention, illness, and disease. Fur-

thermore, the reference sections of retrieved articles were

manually searched for additional studies on the Hmong’s

health beliefs. Online bibliographies provided by the

Hmong Studies Internet Resource Center (www.hmong

studies.org/HmongBibliographies) were also perused for

relevant articles. This extended search generated a total of

188 articles and these were reviewed and sorted to be used

for this study. The primary criterion used for article

inclusion was relevance to informing cancer screening

behaviors in terms of heath access, culture, and cancer

literacy dimensions of other illnesses. A final 26 articles

from this secondary search were utilized for this study.

Results

Health Access Barriers

Health access barriers to cancer screening pertain to type of

health insurance, race/ethnicity of health service providers,

and immigration-related factors that negatively affect a

population’s access to preventive healthcare utilization.

The literature widely reports that Hmong Americans face a

multitude of health access barriers to healthcare con-

sumption [29–31]. As presented in Table 1, research

reported specific health access barriers to cancer screening

for Hmong Americans, including a lack of or inadequate

health insurance, ethnicity of the healthcare provider, and

linguistic difficulties [8].

Health Insurance

While many Hmong Americans have health insurance

(mainly through Medicaid, one form of pubic health

insurance), it has been reported that this type of health

insurance appears to affect decisions to undergo cancer

screening [8, 24]. Specifically, having public health

insurance imposed barriers that limited access to health-

care. For instance, Gilman, Justice, Saepharn, & Charles

reported that consumers with public health insurance faced

challenges accessing healthcare, such as having a limited

pool of healthcare providers who would accept Medicaid’s

low reimbursement rate, and having to wait for long peri-

ods at public facilities in order to receive services [25]. In

addition, Hmong Americans reported feeling stigmatized

when utilizing Medicaid services. Specifically, Hmong

participants in Wong et al.’s study reported feeling

discriminated when using Medicaid insurance, which could

contribute to their nonadherence to treatment and pre-

ventive health guidelines [24].

In contrast, it has been reported that having private

health insurance has been found to have a positive impact

on ever having undergone a cancer screening. Tanjasiri

et al. reported that Hmong women were more likely to have

undergone cancer screening if they had private health

insurance [8]. Ayanian, Kohler, Abe, and Epstein sug-

gested that women with private health insurance were more

likely to have a regular physician and thus follow through

cancer screening guidelines [32]. This is particularly crit-

ical given that having a regular physician who was

acquainted with the patient’s medical history was identified

as the most significant predictor for having undergone

cancer screening [33]. Thus, while many Hmong are cov-

ered under public health insurance, obstructions to

healthcare could still exist due to the nature in which public

health care is utilized, and the negative connotations the

Hmong associate with utilizing public health insurance.

Race/Ethnicity of Healthcare Provider

The race/ethnicity of health care providers appears to affect

screening behaviors of Hmong Americans. Hmong patients

who do not utilize Southeast Asian doctors were found to

be more likely to have undergone cancer screenings [8].

Similar findings have been reported for other Southeast

Asian groups [34, 35]. For instance, McPhee et al. found

that for Vietnamese women, having a Vietnamese physi-

cian was negatively associated with ever having undergone

a clinical breast examination [35]. While the primary rea-

sons for these findings are not known, it has been suggested

that this could be due to Southeast Asian physicians’ lower

likelihood to recommend cancer screenings to their patients

[8, 36]. Jenkins et al. suggested that Vietnamese physicians

may not be strong proponents of preventive care due to

their training in their home country, and thus may not

recommend them or may not do so insistently [36]. In

addition, Southeast Asian physicians may feel they are

intruding on a woman’s modesty by recommending cancer

screening exams [8]. Given that physician recommenda-

tions have been found to be the most significant indicator

of ever having had a cancer screening done [37], it is

crucial to address any barriers that are potentially associ-

ated with having a Southeast Asian physician.

Language Capability

Low literacy and lack of English speaking capability have

been reported to be tied to low cancer screening rates [38–

40]. Davis et al. reported that women with low literacy

skills had less knowledge of mammography and had the
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most negative attitudes toward mammograms [38]. Simi-

larly, Lindau et al. reported that women with low literacy

skills had less knowledge of the purpose of Pap smears, and

were also less likely to seek medical attention if they

received an abnormal Pap smear [40].

This is concerning, given that the Hmong are a relatively

new immigrant group with low literacy levels and limited

English language skills. In fact, a majority of Hmong are

illiterate in their own language [41]. Roughly 50% of

participants in Tanjasiri et al.’s study reported that they

cannot read Hmong [8]. Garbers and Chiasson found that

low literacy skills in one’s own language increased the

barriers individuals faced in utilizing cancer screenings

[39]; thus, the Hmong’s low literacy skills may further

impede efforts to seek and/or undergo cancer screening.

Compounding this barrier, the majority of Hmong are

linguistically isolated. The Asian and Pacific Islander

American Health Forum reported that 95% of Hmong

Americans speak a language other than English at home

[42]. Furthermore, Tanjasiri et al. reported that 71% of

participants in their study do not read English, underlining

the difficulty in disseminating cancer screening informa-

tion to the Hmong [8].

Years in the US

Longer duration of residence in the U.S. has been posi-

tively associated with cancer screening utilization in vari-

ous immigrant populations. Maxwell et al. reported that

Filipino and Korean immigrants were more likely to adhere

to cancer screening guidelines if they had spent a higher

percentage of their lifetime in the U.S [9]. Similarly,

Taylor et al. and Yi reported that having spent longer years

in the U.S. was positively associated with having under-

gone a cervical cancer screening among Vietnamese

American women [43, 44]. These findings were also

established for Hmong American women in Tanjasiri

et al.’s study, where it was found that Hmong women who

had resided in the U.S. for a longer period of time were

more likely to have undergone a cancer screening [8].

Given that the Hmong are recent refugees who have resi-

ded in the U.S. for a short period of time, they may be at

high risk for failing to follow through with cancer

screening guidelines.

Culture as a Barrier

Cultural beliefs and attitudes toward cancer and cancer

screening can influence ethnic minorities’ health behaviors,

including decisions to undergo cancer screenings. Asian

Americans in particular face a vast number of cultural

barriers to cancer screening participation, including a

fatalistic view toward cancer, perception of screening as

unnecessary in the absence of symptoms, strong sense of

modesty, perception of female organs as nonfunctional

after procreation, and a tendency to value the welfare of the

group over one’s own health [45–47]. To date, no study of

Hmong Americans has been conducted that reviewed cul-

tural factors as a barrier to undergoing cancer screenings.

However, the literature has documented cultural barriers to

general health care utilization among this population,

which can provide useful insights into understanding the

Hmong’s low cancer screening rate.

Etiology of Illnesses

Traditional Hmong health beliefs typically recognize two

root causes of illnesses: natural and spiritual [48]. Illnesses

of a natural origin, such as stomachaches and body aches,

are believed to be the result of disharmony between yin and

yang (hot and cold) properties in the body [49–51].

Therefore, the treatment goal is to bring about balance to

the body through the use of herbal medicine, acupuncture,

spoon rubbing (where the patient’s body is repeatedly

scraped with a silver spoon), or coining (where a coin is

repeatedly rolled over the sick person’s body) [48–51].

However, more serious illnesses are typically identified

as having underlying spiritual causes, especially if the ill-

ness is accompanied by nightmares, is persistent, or is

rendered unexplainable [21, 27, 49, 52]. For example,

chronic diseases, birth defects, and mental illnesses are

commonly perceived to be spirit-rooted illnesses [3, 27, 49,

50, 53]. This is reflective of the Hmong’s traditional reli-

gious belief in Shamanism, which dictates that spirits

dominate all aspects of human life, including an individ-

ual’s health [48, 54]. Spirit-rooted illnesses are often

attributed to soul loss, offended spirits of ancestors, or

encounters with menacing spirits [48, 49]. When illnesses

are believed to be caused by spirits, Hmong patients typi-

cally will refuse biomedical treatment due to the belief that

it is ineffective or out of fear that accepting such treatments

will infuriate a spirit even further [55]. Studies have

revealed that the belief in the spiritual etiology of cancer

can pose as a barrier to cancer screening. For example,

Burhansstipanov et al. reported that even after structural

barriers to cancer screening were removed, Native Amer-

ican participants were still reluctant to undergo pap tests

out of fear that doing so would invite the cancer spirit [56].

Additionally, Yeo et al. reported that participants from a

population known to underutilize cancer services believed

coming into contact with evil spirits could cause cancer

[57]. Given these findings, the Hmong’s belief in spirit-

rooted illnesses could prevent them from seeking cancer

screenings.

Additionally, a fatalistic attitude is often taken toward

spirit-rooted illnesses, further discouraging this population
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from adopting preventive health behaviors involving spirit-

rooted illnesses [3, 58]. A focus group involving Hmong

women revealed that the participants held fatalistic atti-

tudes toward cancer [59]. In view of other findings that

fatalism serves as a significant barrier to cancer screening

among minority groups, who may not perceive the value in

undergoing cancer screenings [60–62], it is possible that

the Hmong’s fatalistic attitude toward spiritually rooted

illnesses, including cancer, can function as a barrier to

cancer screening among this population.

Influence of Patriarchal Values

Patriarchal beliefs have been identified as barriers to breast

cancer screening utilization among traditional Asian

American women [63, 64]. Similar to other traditional

Asian Americans, the Hmong’s family structure is highly

patriarchal. Male heads of households have a significant

influence over their family members’ health care decisions

[48]. Women are expected to defer to their husbands’

opinions [65, 66]. This can present challenges to promoting

cancer screening among Hmong women, as they rarely

make decisions regarding their own healthcare [55, 67, 68].

Spring et al. reported that Hmong women were hesitant

about prenatal care, because they were aware that their

husbands disapproved of pelvic examinations [69]. To

compound this factor, it is possible that Hmong American

women’s adherence to patriarchal dictates could deter them

from perceiving a need to initiate self-care activities.

Studies have reported that Korean American women from

patriarchal communities tend to trivialize their own

healthcare needs, and instead focus on the needs of their

husbands and children [70, 71]. Thus, Hmong women’s

patriarchal values may lead them to undervalue their own

healthcare needs, and hinder them from adopting positive

cancer screening behaviors.

Modesty

Similar to other traditional Asian American women,

Hmong women have a strong sense of modesty, which has

prevented them from undergoing physical examinations

that may cause embarrassment or shame [53, 69, 72]. For

instance, in a study of Hmong American women’s cancer

beliefs, participants reported that having discussions about

women’s body parts were embarrassing and that showing

body parts to a male physician was difficult [59]. Similarly,

Barrett et al. reported that due to modesty concerns,

Hmong American women held reservations regarding Pap

smears and other physical examinations [53]. Given that

modesty has been identified as a crucial barrier to breast

and cervical cancer screening among other traditional

Asian American women, it is possible that Hmong

women’s modesty may dissuade them from undergoing

cancer screenings [9, 73].

Mistrust Toward Western Medical System

Mistrust toward the western medical system has been

identified as another barrier to cancer screening among

minority groups [74–77]. In Choi et al.’s study, African

American participants’ mistrust of the western medical

system—particularly physicians’ intentions—was identi-

fied as a barrier to seeking oral cancer screening [75].

Similarly, Giarratano, Bustamante-Forest, & Carter iden-

tified mistrust as a crucial barrier to cancer screening

among African American and Latina women [77]. The

literature widely documents the Hmong’s general mistrust

toward the western medical system [48, 55, 78], and its

negative impact on Hmong Americans’ willingness to

utilize western healthcare [31, 79]. Hmong Americans’

mistrust of the western medical system is largely attributed

to their unfamiliarity with western healthcare, the negative

experiences individuals in the Hmong community have

had, and a general skepticism of western systems due to the

betrayal the Hmong felt after the Vietnam War [50, 55].

Uba reported that mistrust of the western medical system

contributed to a delay in seeking care, which often resulted

in poor outcomes; this in turn amplified the mistrust the

community initially held [31]. Investigations have docu-

mented that this issue has had a particularly negative effect

on the health of some Hmong American children, as

Hmong parents have been known to refuse to consent to

their child’s treatment due to concerns regarding physi-

cians’ intentions [72, 80]. Arax reported on one incident in

which a Hmong American teenager ran away from home to

elude court-ordered cancer treatment, after her community

voiced their mistrust of the medications [81]. Thus, the

Hmong’s mistrust of the western medical system may pose

challenges to promoting cancer screening among this

population.

Cancer Literacy Factors

Cancer Literacy

Low cancer knowledge appears to function as a barrier to

cancer screening. In a group of Mexican–American

women, Carpenter and Colwell’s study found that low

cancer knowledge was correlated with low cancer screen-

ing self-efficacy [82]. Similarly, participants in Shell and

Tudiver’s study identified lack of knowledge about cancer

as a barrier to cancer screening [83]. Xu et al. reported that

cancer literacy was significantly associated with cancer

screening behavior [84]. In Pearlman et al.’s study, only

51.8% of respondents who had no knowledge of breast or
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cervical cancer had ever undergone both a breast exam and

a Pap smear, compared to 79.3% of respondents who had

some knowledge of breast and cervical cancer [85]. These

findings are disconcerting, as the overall cancer literacy

among Hmong Americans has been reported to be low

[86]. Hmong adolescents in one study reported low

knowledge of Hepatitis B Virus (HBV), a major risk factor

for liver cancer [22]. For example, only 49% of respon-

dents between the ages of 19–25 knew that HBV could be

transmitted sexually [22]. In another study by Vang and

Pinzon-Perez, a majority of respondents (60%) reported

low knowledge of nasopharyngeal cancer—a highly pre-

valent cancer in the Hmong [87–89]. Thus, it is critical to

address the Hmong’s low cancer knowledge, which could

hinder them from adopting positive cancer screening

practices.

Illiteracy in Prevention

The literature widely reports that Asian Americans who do

not undergo cancer screening do so primarily because they

view it as unnecessary in the absence of symptoms [9, 61,

90–92]. In fact, Juon et al. reported that this was the most

frequently cited reason for not ever having had a Pap test

[90]. Kandula et al. also reported similar findings, and

concluded that foreign-born Asian Americans were sig-

nificantly more likely to adopt such a belief [91]. Such

attitudes toward nonpreventive care appear to exist for the

Hmong as well. The literature reports that Hmong Amer-

icans typically view health care utilization as unnecessary

in the absence of symptoms [3, 48, 50]. They generally do

not consult a physician until symptoms are severe [50, 93].

This is not suprising, as the concept of prevention in gen-

eral is novel to the Hmong, whose access to preventive

health care was minimal prior to arriving in the U.S [94].

Moreover, Hmong Americans traditionally believe that

some illnesses are predetermined and of a spiritual nature,

and thus are not preventable [3]. The Hmong’s attitude

toward prevention is likely to be an important contributing

factor to their low utilization of preventive care and low

implementation of preventive health measures [3, 22, 95].

Discussion

This comprehensive review of the scholarly literature

explored potential barriers to cancer screening among

Hmong Americans to generate culture and ethnic group-

specific prevention strategies and cancer health policies for

Hmong Americans. The Hmong’s high cancer mortality

rate and alarmingly low cancer screening rate underscores

the need to increase the Hmong’s utilization of cancer

screenings. Very little research has been conducted on

cancer practices in the Hmong American population, and

no work has systematically examined the wide range of

barriers to cancer screening that this population faces. The

findings from our analysis will increase the understanding

of the cultural, ethnic and historic factors present in the

Hmong community that may contribute to their health

prevention behaviors. Our review suggests that various

barriers to cancer screening exist for Hmong Americans,

including accessibility to health care, culture, and cancer

literacy barriers, which could explain the Hmong’s low

cancer screening rate.

Future interventions should address the stigmatizing

nature of utilizing public health services. Our findings

suggest that many Hmong Americans who have public

health insurance feel unwelcomed and disrespected at

public health facilities, which could discourage them from

utilizing preventive services, such as cancer screenings.

Healthcare workers at every level need to use cultural

sensitivity when communicating with the Hmong in order

to prevent any miscommunication. In addition, there is a

critical need to implement health care practices that take

into account the unique needs of Hmong refugees and other

special populations, such as the allotment of more time for

health education, interpretive services, and discussions

regarding the importance of preventive services. It may be

necessary to implement health policies that require the

incorporation of screening education or recommendation in

routine care in order to reduce the cancer screening dis-

parity seen in this group.

Furthermore, our findings indicate that there is a need to

educate Southeast Asian physicians about the importance

of screening, which may have been overlooked due to

overseas training or cultural biases. Southeast Asian doc-

tors’ unique positions as both a member of the community

and as a physician call for efforts to be made to teach

Southeast Asian physicians how to convey cancer infor-

mation to Hmong patients, especially Hmong women,

without violating cultural norms. Considerations should be

made to include women’s husbands or other trusted family

members when discussing illness or preventive care that

require examining women’s bodies.

Given that Hmong Americans reported low knowledge

of cancer, the provision of cancer education to this popu-

lation is urgent to promote cancer screening. Additionally,

interventions to address the Hmong’s low cancer knowl-

edge need to be aware of the literacy difficulties Hmong

Americans face in both English and in their own language.

As noted earlier, many Hmong Americans are illiterate in

their native language. This challenge requires unique

approaches and varied venues to be utilized in order to

reach this population. An intervention which utilized flip-

charts, brochures, and educational videos in Hmong, was

found to be effective and could be tried more widely in the
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community to test its effectiveness [96]. Multiple modes of

communication, such as the promotion of cancer screening

through the use of educational videos, Hmong television

and radio broadcasts, face-to-face education, and word of

mouth, should be implemented in order to effectively reach

the Hmong population. The delivery of cancer education to

this group should also be evidence-informed and/or based

and culturally competent, as the Hmong may not believe in

the education or intervention offered, especially if it does

not share many of the core tenets of Hmong beliefs in

regard to etiology and treatment of cancer.

Our findings suggest that interventions to promote cancer

screening among the Hmong must address specific cultural

barriers this population faces. Hmong Americans’ unique

spiritual belief in disease etiology has presented challenges

in promoting health in the past, and should be taken into

consideration. Culturally competent models that incorporate

traditional Shamanist perspectives regarding cancer etiol-

ogy should be developed. A cancer screening intervention

developed in collaboration with Hmong shamans and reli-

gious leaders might be useful in persuading the Hmong to

adopt a positive attitude toward cancer prevention.

In addition, educational interventions need to be devel-

oped that are congruent with the Hmong’s highly patriar-

chal society. For example, Hmong men should be targeted

as well as women in cancer education efforts, as the

inclusion of Hmong women’s husbands has been found to

be highly effective in increasing both Hmong men and

women’s knowledge and positive attitudes toward cancer

screening [96].

Additionally, given that modesty has been identified as a

crucial barrier to breast and cervical cancer screening

among other traditional Asian American women, it is

pivotal to encourage providers to develop policies that will

alleviate the anxiety many Hmong women experience

when undergoing examinations. The employment of

female practitioners who understand the cultural expres-

sion of modesty should be encouraged. Hmong women

should also be given the option to have their husbands and/

or female family members present when undergoing cancer

screenings to reduce their anxiety level.

The development of interventions to promote cancer

screening among the Hmong should also acknowledge the

Hmong’s strong mistrust of the western medical system.

Trusting relationships need to be built with the Hmong

community in order to gain their trust and alleviate their

fears toward the system. This could be done by dissemi-

nating cancer information through religious leaders (i.e.,

shamans, Christian pastors) and other well-respected

Hmong community leaders or role models, who could

make positive reports regarding cancer prevention or

screening. In addition, it might be effective to use lay

people who have undergone a cancer screening and can

speak about their experiences, and thus encourage others in

the community to utilize cancer screenings.

In conclusion, a multipronged, culturally sensitive

approach to cancer prevention that is tailored to the life

circumstances of Hmong Americans is urgently needed

based on the low rates of cancer screening and high mor-

tality seen in this population. Health access, culture, and

cancer literacy factors affecting the Hmong need to be

taken into consideration, along with evidence-based

approaches in designing and tailoring intervention strate-

gies. Inclusion of community lay people, religious leaders,

and respectful role-models in the process of intervention

development is critical in creating a culturally competent

intervention approach that gives weight to the core health

beliefs and cultural practices of the Hmong. To maximize

effectiveness, this effort needs to incorporate a community-

based participatory research approach in which all parties

including researcher, community leaders, and representa-

tives from the health care system synergize their efforts to

discuss the problems and propose a solution which benefits

the community immediately and effectively.
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