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- Cervicalvya : | - http Jitextalm.sib. goV/nib/upload-v3/CDC_ Statements/Cervical/cervical.bunl
of HPV- mfecnons and thexg assocrated lesions. Factors under. mvesugatlon include smok:mg, use of
hormonal contraceptives; nurnber of live births; young age at first sexual intercourse; use of vitamins such

as carotenoids, vitamin C, and folic acid; co-infection with other sexually transmitted diseases (e.g.,
herpes sunplex, HIV, chlamydxa) growth factors; cytokmes, and humoral and cellular i u‘nmum‘cy

H

Screening

Lquamous cell” cemcal cancer:is: an‘rdeal disease: for_screenmg»because.of e’ typxcally-longrprcchmcal
(phase; which. pernuts,early_detecnon JUseYof the Pap smear is effettive.in. reducing’ morbadnyrarid:?
mortalify from.cervical cancerJ Despite the recognized benefits of Pap smear screening, substantial
subgroups of American women have not been screened or are not screened at regular intervals. One-half .
of the women with newly diagnosed invasive cervical carcmoma have never had a Pap smear, and another :
10 percent | havc not had a srnear in the past 5 years

2
The unscreened populatrons include older women, the umnsured ethmc rinorities, especially HJSpamcs
and eldeérly blacks, and poor women, pamcularly those in rural areas. One-fourth of the cases of cervical -
cancer and 41 percent of the deaths occur in women age 65 and older. Data from the 1992 National
Health Interview Survey mdrcate that one-half of all women age 60 and older have not had a Pap smear in
the past 3 years. Although older women are screened less frequently, they have the same number of
recent physician visits as younger women, which indicates the need to educate older women and their
health care provrders about the importance of Pap smear screening. For patients who are not involved in
routine screening programs any health care encounter should be an opportunity to obtain a Pap smear
and offer other screening miodalities. On the other hand, recent evidence demonstrates that the gap in the
incidence of cervical cancer;between black and white women under age 50 is disappearing, suggestmg
that the rate of screemng has mcreased among young black women.

I
To improve outreach to. unscreened populauons reasons for nonparticipation in screening must be -
determined and addressed wnh appropriate interventions. Conmumty-based approaches to reaching
‘ diverse ethnic ‘populations are recommended and should include using commurty leaders and members to
assess attitudes and concems prior to instituting screening programs, and as part of the process of
education and awareness. Cu turally sensitive and lmgursncaﬂy compatxble staﬁing for outreachand -
screemng isakey compone?t : r *

Logistical problems assocxated with screemng in both metropolitan and rural settings should be addressed '
during outreach planning (e g, transportation, child care, duration of appomtments multiple site
referrals, accessible screemng snes) Options such as mobale screenma services and i mcennves should be
: con51dered 3 o
A concerted effort to standalrdrze Pap smear terrmnology resulted in The Bethesda System (TBS) (T able
1). TBS evaluates the specimen for adequacy, uses diagnostic terminology, and makes recommendanons
pertaining to the smear when necessary. Determining the adequacy of the specimen is a major . ‘
contribution, because retrospecnve reviews of smears from women with cervical cancer have shown that
~many were unsatisfactory.’ Smears may be unsatisfactory for a variety of reasons, the most common of
which are obscuring blood or inflammation. Evaluation of others may be less than Optlmal because of
« factors such as absence of samplmg from the transformanon zone. .

TABLE 1. The 1991 Bethesda System
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Important. This mformatzon is mtended far use by doctars cmd other health care professzona!s If you
are a cancer patient, your doctor can explain how it applzes fo you, or you can call the-Cancer
Injamanon Service atl -800-4‘22-6237 S

Screenmg for cerylcafl cancer
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SUMMARY OF EVIDENCE

Evrdence strongly suggests a decrease in mortahty from regular screerung

with Pap tests in women who are sexually active or who have reached 18-
. years of age. The upper age hrmt at whxch such screerung ceases to be o
g eﬁ'ect:ve is unknown o T

; Evrdence obtamed from cohort or case-control analytlc studres
prefemb y from more than one center or research group
A "Ewdence obtained fromi multxple trme series thh or wrthout mterventron :

‘ ’_0pmrons of respected authontres based on clinical expenence o

. ; "descnpnve studies, or reports of expert committees

r
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" In1997, an esumated 14 500 cases ofi mvasrve cemcal cancer are expected to occur wrth about 4, 800

‘ ‘E of

women dying from this disease.[1] From 1950 to 1970, the incidence and mortality rates of invasive
cervical cancer fell unpresstvel§' by more than 70%.[2] Since the early 1980s, however, the rates of -
incidence and mortality appear to be decreasmg more slowly. According to incidence and mortality rates
screening for cervrcaI cancer shou d start in the late teens when these rates begm their upward trend

|
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Rates for carcinoma.in situ feach a peak for both black and white women between 20 and 30 years of
age. | S

After the age of 25, however, the incidence of invasive cancer in black women increases rapidly with age,

while in white women the mcrdence rises more slowly. Mortahty also increases with advancing age, with

dramatic differences between black and whlte womer,

»”x

Extra effort is warranted to’ ‘reach older women who have not been screened Over 25% of the total

. number of invasive cemcal cancers occur in women older than 65, and 40%=50% of all women who die

from cervical cancer are over 65 years of age.[3,4] A large proportion of women, particularly elderly
black women and middle-aged poor women, have not had regular Pap smears.[5] In some areas, as many
as 75% of women over 65 have not had a Pap smear within the previous 5 years.[6] These patterns
underscore the importance of special screening efforts targeted to reach women who do not receive
regular screening. ! ,

Although vaginal smears are often done for follow-up of women who have had a hysterectomy for
malignancy, a retrospec:trveistudy suggests little or no benefit of routine vaginal screening for women
who have had a hysterectomy for benign conditions [7] Investigators found a low prevalence of vaginal
dysplasia (0.1%) and a high false-positive rate for vaginal smears from women who have had a
hysterectomy for benign drsease

References: | %
1 arker SL, TongT Bolden S, et al.: Cancer statistics, 1997 Ca-A Cancer Journal for Clinicians
7(1) 5-27, 1997. |
| , . A :
2. National Cancer Institute: Cancer Statrstrcs Review 1973 1987. Bethesda, NCI Publication No.
(NIFH)90-2789, 1990; '

3. Surverllance Program Dmsron of Cancer Preventron and,Control, Natxonal Cancer Institute.
Unpublished data, 1990 :

4. Remington P, Lantz P Phillips JL: Cemcal cancer deaths among older womer: implications for
prevention. WISCOHSHI Medlcal Journal 89(1): 30 32-34 1990, N .

5. Makuc DM, Freid VM Klemman JC: National trends in'the use of preventive health care by
women. American Iournal of Pubhc Heal th 79(1): 21-26, 1989
. 3 -
*6.  Mandelblatt J, Gopaul 1, Wistreich M: Gynecologrcal care of elderl ly women: another look at
Papanicolaou smear testmg Journal of the American Medical Association 256(3): 367-371, 1986.

7. Pearce KF Haefner HK, Sarwar SP etal: Cytopathologrcal fi ndmos on vaginal Papanicolaou
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335(21) 1559-1562, 1996 .

. ' 1 o
EVIDENCE OF BENEFIT .




han/w ul. ? 199 7eer I_l 3PMr.html§ NCI PRESS QFFICE hup;/!wwicic.nci‘nib,(gov!cl‘inpdq/scm:nN9- 268413_1’03; 5/12:m;cer.hunl

The mdespread acceptance of the Pap smear makes the possibility of testing the efficacy of cervical
\ cytology by randomized trials remote. There is, nevertheless, substantial evidence from observational
\/ studies that mortality from Cervical cancer can be reduced by screening.

Mortality from cervical cancer has decreased in several large populations following the introduction of
well-run screening programs.[1-4] Data from several large Scandinavian studies show sharp reductions in
incidence and mortality following the initiation of organized screening programs. Iceland reduced
mortality rates by 80% over 20 years, and Finland and Sweden reduced their mortality by 50% and 34%,
respectively.[1] Similar reductions have been found in large populations in the US and Canada.

. o : .
Reductions in incidence and mortality seem to be proportional to the intensity of screening efforts. The
Scandinavian countries with the highest rates of screening activity reported greater reductions in mortality
than those countries with lower rates of screening.[1,5] Mortality in the Canadian provinces was reduced
most remarkably in British Columb1a, which had screening rates two to five nmes those of the other
provinces.[6] : :

Case-control studies have found that the risk of deve]opmg 1nvaswe cemcal cancer is 3-10 t;mes greater
in women who have not been screened.[7-10] Risk also increases with longer duration following the last
normal Pap smear, or smnlarly, with decreasmg frequency of screening.[11,12] Screening every 2-3
years, however, has not been found to increase sxgmﬁcantly the risk of fmdmg invasive cervical cancer
above the risk expected thh annual screening.[12 13] :

The analysis of survival data shows that survival appears to be directly related to the stage of disease at
diagnosis. The 5-year relative survival rate for cervical cancer is 88% for women with an initial diagnosis
‘of localized disease. For those initially diagnosed with distant disease, the survival rate is only 13%. Early
detection, using cervical cyxology, is currently the only practical means of detecting cerv;cal cancer in
localized or premalignant stages

Targeting high-risk panents]»: '

- Progress in mortality reduction will be accelerated most significantly by increasing the percentage of
cervical neoplasms discovered in the precancerous or localized stages. This can be accomplished most
effectively by screening women at greatest risk for cervical cancer, i.e., those who have not had a Pap test

“or those who have not had ene for several years. Often, these women are older, of lower socioeconomic
status, and may be members of minority groups, and are often seen by physicians for a variety of acute
and chronic conditions unrelated to preventive medical care.[13-17] Other well-known risk factors, such
as early age of first intercourse and multiple sexual partners, have less practical clinical significance due to
the difficulty in obtaining adequate histories of these risk factors. Advances in understanding the
relationship between specific HPV types and the risk of cervical neoplasm may have future applications in
targeting high-risk groups for screening and other preventive interventions. In particular, HPV testing is
under investigation as an intermediate test in the evaluation of women with minor cytologic abnormalities.

‘In the majority of such cases abnormal.changes regress spontaneously; however, some women may
harbor an occult hlgh-grade lesion that should be treated. In one study of women with equivocal Pap
smear results, testing for el e_vated levels of HPV DNA from cancer-associated viral types was found to be
more sensitive than repeat cytology alone in identifying women with high-grade lesions who required
therapy.[18] In another study, of the 31 women who tested negative for HPV16 by DNA-based methods,
29 (94%) were also neganvc for systemic IgG-antivifion antibodies by an enzyme-linked immunosorbent

‘assay (ELISA).[19,20] However, of the 54 women positive for HPV16 by DNA-based methods, only 32
(59%) were also found posntlve by the ELISA method.
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What is a Pap test?

| Questions and Answers About the Pap Test

The Pap test (someumes called a Pap smea:) is a way to examine cells collected from

abnormal cells _OT cancer.

‘What is a pe]vic exam?

- the cervix and vagma This test can show the presence of infection, inflammation,

In a pelvic exam, the uterus, vagina, ovaries, fallopian tubes, bladder, and rectum are
felt to find any. abnormality in their shape or size. During a pelvic exam, an instrument
called a Speculum is used to widen the vagina so that the upper poruon of the vagma
and the cervix can be seen.

‘Why are a Pap‘ smear and pelvic exam important?

- APap test and pelvic exam are important parts of a woman’s routine health care

because they can detect abnormalities that may lead to invasive cancer. These
abnormalities can be treated before cancer develops. Most invasive cancers of the

 cervix can be pfevented if women have Pap tests and pelvic exams regularly. Also, as
with many types of cancer, cancer of the cervix is more likely to be ueated successfully
ifit 1s detected early :

Who performs 'a Pap test?

Doctors and other specially trained health care professmnals such as physician

assistants, nurse midwives, and nurse practitioners, may perform Pap tests and pelvic
., exams. ‘These individuals are often called clinicians. ,

How is a Pap tgst done?

A Pap test is simple, quick, and painless; it can be done in a doctor's office, a clinic,
or a hospital. While a woman lies on an exam table, the clinician inserts a speculum
into her vagina to open it. To do the test, a sample of cells is taken from in

!
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‘some condinons are more of a thrmt than others A woman may want to ask her
'l doctor for specxﬁc mformatxon about her Pap test result and what the result means. |

»vi There are several t,ermsl that may be used to. descnbe ahnormal results

!

: Dysplasm 1Isa tenn used to descnbe abnormal cells Dysplaﬂa is not cancer, although

it may develop mto very early cancer of the cervix. In dysplasia, cervical cells -

* undergo a senes of changes in their appearance. The cells look abnormal under the
.microscope, but 'they do not invade nearby healthy tissue. There are three degrees of
- dysplasia, class1ﬁed as mild, moderate, or severe, dependmg on how abnormal the cells
* appear under the microscope. S -

E

| 'Squamous mtraepxtheha] lesion (SIL) is another term that is used to descnbe

abnormal changes in the cells on the surface of the cervix. - The word squamous .

' describes cells which are thin, flat, and lie on the outer surface of the cervix. The

word lesion refers to abnormal tissue. An intraepithelial lesion means that the
abnormal cells are present only in the surface layers of the cells. A doctor may

- describe SIL as bemg low-grade (wly changes in the size, shape, and number of cells)

or high-grade (a large number of precancerous célls that look very dxfferent from

' normal cells). .

,Cemcal mtraepxthelxal neoplasm (CIN) is another term that is sometimes used to

describe abnormal cells. Neoplasia means a new abnormal growth of cells.

s I_ntraepzthehal refers.to the surface layers of the cells. The term CIN, along WIth a
* number (1 to 3} descnbes how much of the cervix contams abnormal cells.

- ,Carcmoma in sxtu descnbes a pre~mvasxve cancer that mvoives only the surface cells -
and has not spread mto .deeper tissues..

| ’ ' '
‘Cemcal cancer, or invasive cervical cancer occurs when abnormal cells spread deeper into

the cervix or to other ulssues or organs

10.

11.

How do these terms compare" | -
B Mﬂd dysplasm may a.lso be classxﬁed as low-grade SIL or CIN 1.
3 Modemte dysplasxa may also be clasmﬁed as hlgh-grade SIL or CIN 2.
Severe dysplasw may aiso be classxﬁed as hxgh'grade SIL or CIN 3

Carcmorha in situ may also be classxﬁed as h1gh-grade SIL or CIN 3.

What are atypicai squamous cells of uynd‘etermihed significance (ASCUS)? .

1/23/97
Page3
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'Abnormahues that do not fulfill the cntena that define SIL, CIN, or dysplasm are
~ termed atypxcal squamous cells of undetermined significance (ASCUS) Persistent
g abnormal smears are oﬁen funher evaluated by a phy.ﬂcxan

| E

Is the human papxllomavm.\s usoaated mth the development of cerv:cal

' Human papxllofmwruses (I-IPV) are viruses that can cause warts. Same I-IPVs are
sexually transmitted and cause wart-like growths on the genitals. Scientists have

identified more than 70 types of H‘PV 30 types. mfect the cervix, and about 15 types
are assocmted with cervical cancer. :

HPV isa majorg risk factor fer cemcal cancer. In fact nearly all cemcal cancers

+ show’ ev1dence of HPV. However, not all cases of HPV develop into cervical cancer.

A woman with: HPV may wa.nt to discuss any concerns w1th her doctor

‘Who is s at nsk't‘or HI’V mfectlon"

I-IPV mfectton i more’ common in younger age groups pamcularly in women in their late '

‘teens and twenties. Because HPV is spread mainly through sexual contact, risk increases
- with number of'sexual partners. Women who become sexually active at a young age, who .
. have multiple sexual partners, and whose sexual partners have other partners are at-

increased risk. Nonsexual transmission is also possible. The virus oﬁen dxsappea:s but

.may remain detectable for years after infection.

1
Does mfectxon{thh a cancer-asocxated type of HZPV always lead toa precancerous
condmon or cancer" ' A .

" No. Most mfecnons appear to go away on thelr own thhout causing any kind of

abnonnahty However infection with cancer-associated HPV types may increase the risk

that mild. abnonnahnes will progress to more severe abnormalities or cervical cancer.

With regular follow-up care by trained clinicians, women with precancerous cemcal

- abnormalities should not develop invasive cemcal cancer.

18.

What are false‘ posmve and false'negatwe r‘esults?

‘ Unfortunately, there are occasions when' Pap test resulrs are not accurate Although

these errors do not occur very often, they can cause anmety and can affect a woman’s

' ﬂhealth - E

A false posmve] Pap test occurs when a pauent is told she has abnormal cells when the
- cells are actua]ly normal. A false negative Pap test result occurs when a specimen is

called normal, but the woman has a lesion. A variety of factors may contribute to a
false negative result. A false negative Pap test may delay the diagnosis and treatment

[
ofa precancerous condmon However regular screening helps to cempensate for the
i .
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false negatives because if abnormal cells are nussed at one time, chances are good that

- the cells will be ’detected next-time.

' The Food and Dmg Administration has recently approved two computernzed systems

for rescreening cle samples to detect abnormal cells from a Pap test. These systems are
beginning to be used in laboratories across the country, Rescreening may also be done
manually. Itis 1mportant for a woman to discuss the results of her Pap test with her
physician and to inquire about the quahty control measures tha,t are taken in the

laboratory in which the tissue sample is evaluated

" What if Pap test results are abnonnalf.’ :

If the Pap test shows an ambiguous or minor abnorrnalitjr, the'physi'cian may repeat the
test to ensure aocuracy If the Pap test shows a significant abnormality, the physician

 may then perform a colposcopy using an instrument much like a2 microscope (called a
‘ colposcope) to exarmne the vagina and the cervix.- The colposcope does not enter the

body. A Schrller test may also be performed For this test, the doctor coats the cervix
with an iodine solutron Healthy cells tum brown and abnormal cells turn white or -
yellow. Both of these procedures can be done in the doctor’s office.

The doctor may also remove a small amount ef cervical tissue for examination by a
pathologist. Thls procedure is called a bropsy and is the only sure way to know.

. whether the abnormal cells mdrcate canoer

!
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Caroline Mchil
NCI Press Office
(301) 496-6641

NCI Launches National Study of Abnormal Pap Tests in Cervical 'Carrccr Screening
The Natiorxal C'anccr Institute (NCI) is aunching a large national study to answer one of
the most controversral quesnons in women’s health; What should women and their physicians do
about the mxld abnormahtres that often show up on Pap tests? 1‘ he results could affect the 2 to 3
million American wornen each year who learn that thexr Pap test -- the routine screening test for
cervical cancer -- has uncovered 2 mrldly abnormal change in cells lining the cervix.
“The new trial w:ll evaluate three different’ ways of managmg these abnormalities:
) colposc0py -2 procedure in which a physrcran examines the cervix rhrough 2 magnifying -
instrument and’ bxopsxes any abnormal areas; 2) repeating the Pap test every six months (because
most abnormalities return to normal without treatment); and 3) testing for certain types of human
papillomavirus (HPV) iés a means to differentiate between abnormalities that need immediate
colposcolny and those that can be best followed with repeat Pap tests at six-month intervals.
~Each year, Pa.p tests reveal serious, precancerous abnormalities called HSIL (high- gradc
squamoqs mtraeplthehzrl lesions) in about 300,000 women in the United States. There is little
controversy about the rjnanagemem of HSIL; it must be treated to prevent cervical cancer,
- However, no consensué exists on thé way to manage the far more common, milder abnormalities
- known as ASCUS (atypxcal squamous cells of undezermmed significance) and LSIL (low grade
i squamous mtraepnthehal lesions).
| _ At present, many physrclans recommend immediate colposcopy and blopsy for ASCUS
and LS[L. Th!S"IS because the mild abriormalities may, in a small proportion of cases, indicate the.
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Despite the general availability of cervical
cancer screening services, subgroups of wo-
men at risk for the diseaée are infrequely
screened or have never been screened. Atten-

tion to the factors that affect use of screening

services is important because of the pofential
benefit of early detection on survival. These
factors include but are not limited to whether
a woman believes that she is susceptible to the
disease, whether her phy51c1an recommends
having a Pap test, and whether she has the
money or health insurance to pay for the test.
Assessment of these variables and their rela-
tive importance is critical to determining how
to improve the level of sci'eemng among wo
men who are 1nadequately screened (Green
et al., 1980). | ‘

This section is a review;of published re-
search on factors associated with utilization
of cervical cancer screening services. When
available, study information, such as sample
size, response rate, and relevant statistical
information are prov1ded

Sociodemographic Variables

- Sociodemographic varicilbles"are generally
used to characterize high-risk and inade-
quately screened populatifons. The 1973 Na-
tional Health Interview Survey, which used a
national probability sample of women who
reported never having haa a Pap test, re-
vealed that the women at' hlghest risk for cer-

vical cancer were the least likely to have been |

screened (Kleinman and Kopstein, 1981). -Wo-
men who had never had a Pap test tended to

%

Use of Screening Semeeg

be black, poor (below poverty, as determined
by Census for family size), 65 years old or

older, and non-metropolitan residents. Yet

data indicated that more than 75 percent of
these women had visited a physician at least
once in the 2 years preceding the interview.
The 1976 National Survey of Family
Growth (NSFG) Cycle II produced similar
results (Hendershot, 1981). Ever-married
women and single mothers ages 15 to 44
(N=8611) were asked about their reproductive
history and intentions, coritraceptive prac-
tices, use of reproductive health services, and
other related topics. To allow for comparison
with data from the 1973 NHIS, the sample
analyzed consisted of women 25 to 44 years
old; never-married, nulliparous women—
about 7 percent of women over age 25—were
excluded. The NSFG asked about Pap tests
during a 3-year period (1973-1976), but the
NHIS asked about Pap tests at any time be-
fore 1973. Data from the NHIS,‘which
showed that most women have had a Pap
test, were confirmed; only 8.3 percent of
women in the NSFG reported not having had
a Pap test within the past 3 years, although
differences among subgroups were signifi-

. cant. Lack of screening was higher for wo-

men who were black, nonmetropolitan, and
poor, but not all differences, including racial
differences, were statistically significant.
Poverty was the most important factor, fol-
lowed by nonmetropolitan residence. Lack
of screening was twice as high among poor,
nonmetropolitan women than among non-
poor, metropolitan women.
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Table ill-1. Factors Associated with Having a
Pap Smear

i
{
;

95%

Variable R ? c:c:)s Confidence
' ’a ! interval

A i
Increased aget  -0.2121 031 0.25, 0.39

No health ; ‘
insurance -0.077% 0.47 0.34, 0.66
Higher income 0.0631 1.56 1.23, 1.97

More education

Not in labor
forcell

Being black

0.041§ 1.41 1.06, 1.87

0.0319 1.30 1.03, 1.63
0.0279 «;1.51 1.02, 2.22

1 Compares women age 20 to 49 with women age
50 or older. | :

t P <.001. :

§ P <01 :
Il Compares women not in the Iabor force with
employed and unemployed women,

q P <.0s. l

i

I
]

Source: Hayward et al., 1988.

Data from the 1986 Access to Care Survey, a
telephone survey of a large random sample of
the U.S. population, provided more recent in-
formation on cervical cancer screening behav-
ior (Hayward et al., 1988). Women age 20 or-
older (N=4659) were asked 1f they had a Pap
test within the past year (response rate=76
percent). Women who said no were asked
when they last had a Pap test. Fifty-four per-
cent of women reported having had a Pap test
within the past year, and 78 percent within_
the past 3 to 5 years. Six variables were sig-
nificantly related to having had a Pap test -
within a 3- to 5-year period (Table /il-1).

Changes in women's use of preventive
health care have been described by using
NHIS data from 1973 to 1974 and from 1985
(Makuc et al., 1989). The age-adjusted pro-
portion of women who had a Pap test within
the past 2 years was almost unchanged be-
~tween the two periods (64 percent and 65 per-
cent, respectively). However,i an increase in
use of cervical cancer screening was found
among older women (60 to 79 years old) and
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black women. In 1985, black women were
more likely than white women to have re-
cently had a Pap test (71 percent vs. 64 per-
cent), and older women who were poor were
the least likely to have ever had a Pap test.
Within each race/age group, poor women
were less likely than women who were not
poor to have recently had a Pap smear. Poor,
white women were the least likely to have
had the test within the past 2 years, and
black women who were not poor were the
most likely. In the 1985 survey, only 42 per-
cent of older white women and 50 percent of
older black women reported having had the
test within the past 2 years. Most of these
women had not had recent contact with a
physician. For these women, the level of
blood pressure testing was higher than the
level of screening for cervical cancer or breast
cancer. This difference may result from a lack
of emphasis on cancer prevention within the
health-care system these women use (Makuc
et al,, 1989).

Data from the 1987 NHIS Cancer Control
Supplement also provides information on cer-
vical cancer screening among women age 18

“or over (National Cancer Institute, 1989).

Forty-eight percent of these women, including
those who had a hysterectomy, reported hav-
ing had a Pap test in the past year (table III-
2). black women (52.8 percent) were more
likely than white women (47.9 percent) and -
Hispanic women (44.8 percent) to have had a

‘Pap test in the past year. For older women of

all racial or ethnic groups, as age increased,
the likelihood of having been recently
screened declined. :

The percentage of women who had a Pap
smear within 1 year of the interview de-
creased with age for both whites and blacks
(Figure lll-1). For both groups, older women
were much more likely to have had a Pap test
more than 3 years before the interview (Figure
lli-2). Excluding the 18 to 29 age group, never
having had a Pap smear increased w1th age -
(Figure I1I-3).




Table 1li-2. Percentage* of Women 18 Years Oid or Older by
Pap Smear History and Racial or Ethnic Group
. Never had
i test Had test (Percent)
! (Percent) '
| T
2 Sample Heard .
size N Never of For For screening
| heard | bul | heaith
% test | had | POPlEM T 4 3 u3
Racial or ethnic group C | test yr yrs yrs
All women , 3,062 4.0 7.3 7.8 48.0 17.0 158
White (non-Hispanic) ' 2,164 2.1 6.9 7.6 479 17.8 17.7
Black (non-Hispanic) 1 516 4.1 7.8 10.6 528 154 9.2
Hispanic Vo 284 15.1 9.6 7.4 448 129 103
Mexican American | : 138 16.4 9.8 8.6 46.1 115 7.6
Puerto Rican } 61 15.0 7.1 6.7 499 99 115
Cuban. - 21 8.7 23.2 6.1 311 144 165
Other ; 64 15.5 5.4 6.1 45.0 164 11.7.
*Weighted to 1987 U.S. populat:ion.

Source: National Cancer Institute and National Center for Health Statistics, 1987.

Data from the 1988 Behavioral Risk Factor
Surveillance System (BRFSS), which includes
cervical cancer screening data from 15 states
and the District of Columbia, are consistent
with the NHIS findings. Black women (82 per-
cent) were more likely than non-Hispanic -
white women (71 percent) to have recently
had a Pap test (Centers for Disease Control,

»1089) In the sample (N= 8741) of women 18

~ years of age or older who had not had a hys-
terectomy, younger women and women with
higher income were more likely to have had a
Pap test within the past year.

In addition to the national surveys, much
information about the use of screening ser-
vices by subgroups of women can be gleaned
from local population-based and nonpopula-
tion-based studies. Some of these studies and
their findings are described below.

A population-based women's health survey
(N=603) was conducted in 1986 in a 36-
county area of southeasterniKentucky (CDC,
1988) where the cervical cancer mortality rate

i

- was high. The area was primarily rural, and

most residents were white. Because few black
women lived in the area, they were excluded
from the analysis. Most participants reported
having heard of the Pap test (97 percent), but
older women (65 years old or older; 91 per-
cent) were somewhat less likely to have heard
of the test than were younger women (18 to
49 years old; 99 percent). Over 90 percent of
women who had heard of the test stated that
they had at least one test. However, older
women (79 percent) were less likely than
younger women (96 percent) to have had a
'Pap test. The proportion of women who had
a Pap test within the past 3.5 years was 85
percent for women under age 50, slightly
more than 50 percent for women age 50 to
64, and 39 percent for women age 65 or older.
Most of the older women who had not recent-
ly had a Pap test also reported having been

. screened irregularly during earlier years of
. their life. As found in other surveys, most

older women (77 percent) who did not report
21
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Figure iI-1. Percentage of Women Who Had Had a Pap Test Less Than 1 Year Before Interview
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Source: National Cancer Instituite and National Center for Health Statistics, 1987.

recent screening (within 3.5 years) did report
having visited a health-care facility other
than an emergency room at least once within
the previous year. L

Chow and colleagues (1988) analyzed data
for controls (N=393) of a population-based,
case-control study of reproductive cancers in
metropolitan women age 20 to 54 who had
not had a hysterectomy. The frequency of
screening declined for women with little edu-
cation (<12 years) or low household income
(«$25,000), for unmarrie@l women age 50 or
older, and for women who had never been
pregnant. White womenf with low income
were less likely to have bfeen screened annu-
" ally, but an inverse relationship between
screening and income was found for black
women. Participants were not asked their
usual source of gynecologic care, but the in-
vestigators speculated that low-income black
women were obtaining fiee Pap tests at local
health department clinics. Other studies that

2

"have collected data on sources of health care

and on frequency of contact with the health
care system support the idea that these factors
may influence frequency of screening.

Randomly selected black women (N=696) in

Buffalo, New York, were interviewed in person

and asked about previous Pap tests; their re-
ported histories were verified in medical re-
cords (Warnecke, 1976). Having had a Pap
test decreased with increasing age and lack of
contact with physicians, clinics, or hospitals.
An association was found between having
been treated for a chronic condition and hav-
ing had at least one Pap test, but for older
women (over 44 years of age), use was still
the lowest, regardless of their treatment expe-
riences. A relationship was found between in-
creased use and increased education, but this
association was attributed to the fact that use
was higher among younger women, and
younger women were more educated.




Figure lil-2. Percentage of Women Who Had Had a Pap Test More Than 3 Years Ago
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Patient (Psychosocial) Variables

Knowledge, attitudes, and beliefs may also
contribute to whether or not a woman is rou-
tinely screened. Knowledge may increase the
likelihood that a woman w;ill seek screening

- services, but knowledge alone is probably not
sufficient to ensure that she does. A recom-
mendation for annual screéhing, made by
several groups,* may have helped make Pap
smears routine and may have discouraged a
longer interval between test‘s or a failure to
obtain three tests 1-year apart. For approxi-
mately 300,000 women folliowed overa 21-
year periéd, during which time annual Pap
smears were advised, only one in four who
had one test returned for a repeat test the fol-
lowing year, and about two'in four never
came back (Wied, 1981). :

Data from the 1987 NHIS (NCI, 1989) re-
vealed that most women' (9§ percent) know
about the Pap test, but differences in knowl-
edge were found by racial or ethnic group.

*The American Cancer Society recommended
(from the 1950's through the 1970's) annual Pap
smears, which was supported by the American
College of Obstetricians and Gynecologxsts

l
|
t
i

Hispanic women (15.1 percent) were more
likely than black women (4.1 percent) or
white women (2.1 percent) not to have
heard of Pap tests (tablelll-2). Furthermore,
women may know about the test, and even
report having had one, but may not know its .
purpose. |

Baseline data from a telephone survey
(N=459) in Forsyth County, North Carolina,
conducted before developing a public health |
education program for cervical cancer,
showed that older women (over 45 years)
were about four times more likely than
younger women not to have had a Pap test
in the past year (Michielutte et al., 1989).
Women with less than high school education
had the highest estimated odds of not know-
ing that the Pap smear tests for cancer. Al-
though a large proportion of young women
reported having recently had a Pap smear,
many did not know its purpose.

_ Belief in the benefit of having a Pap smear
may also predict scfeening behavior. Data
for women (N=884) who accurately defined
Pap tests as tests for cancer were compiled
from a national probability sample of adults
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Figure lil-3. Percentage of WOmen Who Had Never Had a Pap Test
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21 years old or older (Kegeles et al., 1965).
Women who indicated that professional judg-
ment is better than self-diagnosis and that
early detection and treatment are beneficial
were classified as believing in the benefit of
early detection. A greater;proportion (48.2
percent) of women who b(?lieved in the bene-
fit of screening obtained Pap tests than did
women who did not believe in the benefit
(27.5 percent). Within evéry demographic
" group analyzed, women who believed in the
 benefit of early detection were more likely to
report having had the test. However, it is not
possible to conclude that belief in the efficacy
of early detection was the motivation for ob-
taining Pap tests; we do not know whether
women held this belief before having the
test or if they acquired this belief after having
the test. -
~ Other factors that may contribute to inade-
quate screening include language and cul-
- tural barriers. Information from a screening
program for immigrant Caribbean women at
churches, schools, and other neighborhood
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‘had not done so. Furthermore, only 47 per-

- women and 83 percent of U.S.-born black

sites in.a low-income area of Brooklyn, New
York, suggests that these barriers may affect
the level of screening in certain populations
(Fruchter, 1985). Forty-nine percent of the
participating Haitian women (N=361) had
not had a Pap test, but 23 percent of English-
speaking Caribbean women (N=228) and'11
percent of U.S.-born black women (N=264)

cent of Haitian women reported having a
regular source of health care, compared with
74 percent of English-speaking Caribbean

women. [nvasive cervical cancer was more
likely to be diagnosed for Haitian and En-
glish-speaking Caribbean women than for
U.S.-born black women. Pap test use among
the immigrant women was a function of age,
socioeconomic status, and country of origin.
To determine the cancer prevention needs
of Vietnamese refugees (the fastest-growing
Asian minority in the United States (Jenkins
et al., 1990), randomly selected Vietnamese
women (N=215) age 21 or over residing in
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the San Francisco Bay Areaéwere surveyed.

Amonyg eligible women (Vietnamese ethnicity,

residence in the San Francisco Bay area and

age > 21 years, N=99), 71 percent were either

overdue for or had never had a Pap test. Lim-

- ited proficiency in English was not thought to

be a barrier to access to health care because

Vietnamese physicians and translators were

widely available to the population. The inves-

tigators suggested that the low rate of cancer
screening found reflects the'low level of cancer
screening in Vietnam. Cultural factors also
may have been a barrier to screening; accord-
ing to these investigators, Vietnamese women
are reluctant to disrobe for physical examina-
tions. Because the response rate to this survey

- was low (55 percent), resulté must be viewed
with caution, but this study:and others in im-
migrant populations highlight the need to
determine which cultural factors are barriers
to screening. ‘ !

A population-based, case- control study of
white women (N= 200) under age 76 with in-
vasive squamous- cell cervrcal cancer and their
matched neighborhood controls was con-
ducted in Los Angeles Coun%y (Peters et al.,
1989). The study was designed to identify fac-
tors that predicted regular, r:ecent screening.
All women were interviewed in person in their
preferred language (Englishior Spanish). Sev-
enty-one percent of cases and 72 percent of
first-eligible controls (1dent1ﬁed by the selec-
tion algorithm) were 1nterv1ewed Participants
were asked about screening hxstory, sexual
practices, reproductive hlstory, contraceptive
use, genital infections and other medical his-

" tory, personal habits, demographic character-
istics, and reasons for not regularly having
Pap tests. Ordinal logistic regression analysis
revealed several factors that significantly and
independently predicted screening behavior.
Some factors were predictive of recent screen-
ing for both cases and controls: cognitive bar-
riers (such as lack of understanding about the
importance and nature of cervical smears),
emotional barriers (such as éxpressed fear of

embarrassment), having had a urogenital
infection, number of pregnancies during the

last 5 years, number of pregnancies for which

no prenatal care was sought, and knowing
the recommended screening interval. Age
and number of years using oral contracep-

- tives predicted screening for cases but not

controls, and years living in the United States
was predictive of screening for controls only.
These findings were the same for both En-
glish- and Spanish-speaking participants,
regardless of heritage.

Provider Variables

The type of health-care provider a woman
uses (e.g., family physician or obstetrician/gy-
necologist [ob/gyn]) also appears to be associ-
ated with recency of screening. For a random
sample of women (N=675, overall response
rate=84.9 percent) in rural and suburban
communities in Maryland, interviewed by
telephone, a negative linear relationship
was found between age and the proportion
of women who had recently had a Pap test
(Celentano et al.,, 1982). Fifty-one percent of
women age 65 or older had never had a Pap

test or had not had one in the previous five

years. Factors assessed that could have con-
tributed to the relationship between screening
and age included source of medical care, type
of provider, perceived health status, and atti-
tudes toward and knowledge about cancer.
Type of health-care provider was associated
with regularity and recency of screening, re-
gardless of age. Women who regularly saw
an ob/gyn were more likely than those who
saw another type of physician to have had
Pap tests regularly. In multivariate analysis

of differences between women who reported

having had a Pap test within the past 2 years
and those who did not, age, currently going
to an ob/gyn, ever having been advised to
have Pap tests regularly, and having a per-
sonal physician were predictive of having had
a Pap test recently. These variables accounted
for 18 percent of the variance in outcome.

25




p—

!
|
]
.
|

Having visited a gynecologist recently was the
most predictive variable tested.” In contrast,

perceived susceptibility, socioeconomic status,

and knowledge of cancer were not prédictive

_of recent screening. |

In another study of health -care use, women
with invasive cervical cancer were matched by

- age, race, and nelghborhood with controls

who had an intact uterus (Celentano et al.,
1988). Interviews were co%npleted with 157
patients (85 percent response rate), and suit-
able controls were found for 153 of them. Pa-
tients were more likely than controls not to

have had a Pap test before the one that led to

diagnosis. Controls were more 11kely than pa-- 4

tients to have had a Pap tést done recently.
Older women age 60 and over in both groups
were less likely than younger women to have -
been screened recently, and the disparity be-
tween cases and controls increased with age.
These differences were due to dlfferences in
use of medical services. Slgmﬁcant nsk factors
were never having visited an ob/gyn, not hav-
ing visited an internist mthm. the past three
years, and not having any outpatient visit.
Additionally, patients of all ages were more
likely than controls to be older (over 25 years)
at their first Pap test, were! less likely to have .

been told to have Pap testls routinely, and were

less likely to use contraceptives. After adjust-

ing for the interaction between age and Pap
test history, having recently visited a doctor
and use of an ob/gyn were protective. .
Research indicates that when physicians
recommend screening pro:cedures to their pa-

‘tients, a majority of patients will accept their

physician’s recommendations (Burack and

* Liang, 1987). However, itlhas been suggested

that one reason older women are sometimes
excluded from screening programs is that they
routinely decline testing (Weintraub et al.,

1987). Weintraub (1987) Fvaluated Q screen-

ing program for women age 65 or over attend-

ing a large, urban, Outpatlent geriatric clinic.
Despite widespread unfamiliarity with the ex-

amination, no patlent dechned testmg when it

v
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‘was offered by her primary-care prdvider “

Women who agreed to be screened by a

' health-care provider they did not know, at a

separately scheduled visit, kept their appoint- -
ment 75 percent of the time. - These findings
seem to indicate that cervical cancer screen-
ing is accepted by older women when it is of-
fered by their primary-care physician.
Women age 65 or older (N=75), who were
receiving ongoing care at the outpatient clinic
of a New York City hospital and who had
been offered Pap tests, were asked about fac-
tors that influenced their participation in the
screening examinations (Tarr, 1988). Patients
generally visited the clinic every three months
and were scheduled to see the same provider
at each visit. Women who reported that their

- physician had strongly recommended that

they have a Pap test were more likely to par-
ticipate in screening (P <0.05). Screening

data were verified through medical records.
The physician’s sex and the patient-physician

“relationship were not associated with partici-

pation in screening Again, these data suggest .
that physicians can Jimprove patient compll~

ance with cervical cancer screening.

What factors influence whether physicians
recommend the Pap test for screening? Ziffer

. (1987) examined the use of Pap smears in
.. nongynecologic admissions at a large ter-
tiary-care hospital in New York State and

the attitudes of the house staff toward Pap
smears. Sixty-three physicians (84 percent re-

' sponse rate) were surveyed, randomly selected -

patient charts (N=150) were reviewed, and a
random sample of examining rooms were vis-
ited to determine the availability of the equip-
ment needed for Pap smears. Although resi-
dents believed that it was important to offer a
Pap test to all women at admission, pelvic ex-
amination was documented on only 67 per-
cent of medical charts. The equipment neces-
sary for a Pap test was present in the exami-
ning room on only three of the hospital’s 15

~ medical floors. The three most important rea-
“sons physicians gave for not performing a




Table li-3. Number and Percentage of
Physicians Who Reported Following or
Exceeding American Cancer Society
Guidelines for Cervical Cancer Screening

!
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Table i1l-4. Percentage of Physicians Who
Agreed With American Cancer Society
Guidelines for Cervical Cancer Screening*

1984 !survey 1989 survey

k

Type of physician ,
N | % N %

All physicians 1,035 75 1,029 S5
General/family j
practitioner 532, 77 507 54
Internist 211 58 314 40
Obstetrician/ : :
gynecologist 292, 96 208 85

A . 1984 survey (1989 survey
greemen (N=1035)" | (N=1029)
Do not agree 26 14
Partially agree 18 16
Completely agree 56 70

*In 1989, 65 percent of physicians said they were
aware of changes in the guidelines for Pap testing.
The question was asked following the question on
agreement with each guideline.

Source: American Cancer Society, {1990.

Source: American Cancer Society, 1990.

Pap smear or pelvic examination were lack of
equipment, lack of examining rooms, and pa-

tient being in a multiple-bed ward. These fac- -

tors may influence compliance with a New
York State law which mandates that a Pap
test be offered to all inpatients at admission
(Ziffer, 1987).

In 1984 and 1989, the American Cancer So-
ciety (ACS) surveyed by phone primary-care
physicians (general and family practitioners,
internists, and obstetricians/gynecologists) in
the United States and asked about their prac-
tices for cancer detection in asymptomatic pa-
tients (ACS, 1990). The sample for each study
was separately drawn and results were
weighted by specialty in proportion to its pres-
ence in the population of practicing physi-
cians. Both survey instrumr-fnts followed the
same format, but the 1989 survey asked for
~ additional information on some topics. The
response rate was better in the 1984 survey
(91 percent) than in the 1989 survey (74 per-
cent). When asked the question, “When you
are examining a patient who has no personal
history of cancer and who isi asymptomatic,
do you ever do a Pap test?”, 94 percent of all
physicians in 1984 and 96 p;ercent in 1989
said yes. All obstetrician/gynecologists in
both surveys said that they did Pap tests, fol-

lowed by 96 percent and 97 percent of gen-
eral/family practitioners and 86 percent and
93 percent of internists in 1984 and 1989, re-
spectively. These results should be interpreted
with caution, however, since research indi-
cates a frequent lack of correlation between
physicians’ actual performance of screening
activities and their perception of their perfor-
mance (Pommerenke, in press). Most obste-
trician/gynecologists stated that they follow
or exceed ACS guidelines for Pap tests, while a
smaller percentage of general/family practi-
tioners said that they did (7able 11i-3). Agree-

- ment with ACS guidelines increased between
‘the two periods (Table /i1-4). Of the physicians

who disagreed with the recommendations
(N=309), 82 percent believed that screening
should be done annually, and 6 percent dis-
agreed with the starting age (age 20 in 1984
and age 18 in 1989).

Health System Variables

Economic factors may be barriers to cervi-
cal cancer screening for some segments of the
population, particularly the elderly and the .
poor. Many forms of insurance do not cover
screening of asymptomatic patients, and until
July 1990, Medicare did not pay for Pap tests
for asymptomatic women. Women with
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health insurance or insurance supplements to
Medicare are more likely to have recently had
a Pap test than are women without insurance
or with less coverage (Office of Technology
Assessment, 1990). Although health mainte-
nance organizations often pay for screenmg
tests as part of their prepaid services, unem-
ployed persons tend to be excluded from these
plans (Warnecke et al., 1983).

A study that analyzed insurance claims
from enrollees in the Rand Health Insurance
Experiment (HIE) concluded that elimination
of economic barriers would increase the level

of Pap smear use, but this }1ncent1ve would not

necessarily be sufficient to reach recom-
mended levels of preventiVe care (Lurie et al.,
1987).The HIE, which ran from 1974 to 1982,
was a randomized trial of the demand for
health services among participants of several
insurance plans. The sample (N=3,823) for
which data are reported hére was drawn from
four of five sites and from the first three years
of the experiment (one site was excluded due
to incomplete data). For both the 17 to 44
and the 45 to 65 age groups, the proportion
of women who had a Pap test was greater
among those who had free plans than among
those who had cost- sharmg plans (66 percent
and S7 percent, respectlvely) but use was still
low. The authors suggested that both physi-
cian factors (e.g., did not know the guidelines,
forgot to recommend screening, and lack of
time for performing the exam) and patient
factors (e.g., socioeconomic status, fear, and

discomfort) may also have contributed to use

of preventive services lower than that recom-
mended. Thus, removal of]‘ economic barri-
ers—without attention to pihysician and pa-
tient variables—may not greatly increase
screening of populations at hlgh-nsk for
cervical cancer.

Woolhandler and Hlmmelstem (1988) sug-
gested that the populations at highest risk for
disease are the least likely to have insurance
coverage and, in turn, the least likely to be
screened. In an analysis of; use of preventive
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services by middle-age women, the investiga-
tors determined that lack of insurance was
most prevalent among the socioeconomically
disadvantaged and was also the strongest pre-
dictor of failure to receive screening tests. The
data analyzed were from the 1982 NHIS sup-
plements on health insurance and preventive
services. Eleven percent of the study sample
(women age 45 to 64; N=10,653) were unin-
sured, and prevalence of not being insured
was even higher for certain subgroups (blacks
[20 percent], the poor [35 percent], rural resi-

~ dents [13 percent], women with less than

high-school education [19 percent], women
with poor health [18 percent], and women
with a limited activity level [16 percent]). The
relative risk for inadequate screening (no Pap
test within the past 4 years) was 1.55 (95 per-
cent CI, 1.43 to 1.68) for uninsured women
compared with insured women. In multiple
logistic regression analysis, lack of insurance
was the strongest predictor of inadequate use
of Pap screening, even when controlling for
demographic and health:status variables.
These data support the hypothesis that eco-
nomic barriers contribute to the use of screen-
ing services.

It has been suggested by Howard (1982)
that unscreened or inadequately screened seg-
ments of the population could be reached
thréugh existing channels of the health-care
system. Women who might otherwise not re-
ceive Pap tests could be recruited when they
enter the health-care system for reasons other
than Pap testing. Fruchter (1980) interviewed
97 women for whom invasive cervical cancer
was diagnosed from July 1976 to December
1978 and who were admitted to one of two
hospitals serving a medically indigent com-
munity in Brooklyn, New York. Their medical
history and previous care information were
verified by a review of medical records. Fifty-
two percent of the women had not been previ-
ously screened, and 62 percent of the women
had not been tested in S years. In the S years
prior to first evidence of cervical disease, 73
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percent of the unscreened women had re-
ceived outpatient medical care, and 16 per-
cent had been hospitalized. The latter group
of women did not receive a Pap smear despite
state law. :
Steiner and colleagues (1 989) reported that
women with invasive cervical cancer had
been screened less frequently than were other
women of metropolitan Atl("mta Controls for
this case-control study were randomly selected
by conducting telephone 1nterv1ews with
women age 18 to 75 who had no history of

cervical cancer or hysterectomy. Patients with’

histologically confirmed invasive cervical can-
cer or cervical carcinoma in ‘situ were also in-
terviewed by telephone. Women who had'not
had a Pap test for three or more years had
been seen by a doctor at least once within the
past 2 years; in fact, 28 percént of controls
and 31 percent of cases had seen a doctor
four or more times in the past 2 years. Cases -
were more likely to have gone to hospital out-
patient services or emergency rooms, and con-
trols were more likely to have gone to a pri-
vate physician. These data support other
findings that opportunities to reach inade-
quately screened populanons are often
overlooked. '

Howe and Bzduch (1987) cjlso investigated
how medical care variables affect frequency
of screening. A systematic sample was drawn
from a computerized listing of women age 25
to 74, residing in upstate New York, who had
renewed their driver’s license within the previ-
ous year. The authors believed that selection

bias was minimal. Participants were mailed -

a questionnaire that collected information
about cervical cancer screening behavior.
Women who had a hysterectomy were ex-
cluded from analysis. In mulnvanate analy-
sis, the most important predmtors of having
been screened recently were variables related
to medical care— the use of various medical
services (e. g., pregnancy- -related services) and
physicians for health maintenance, care for
minor illnesses, and treatment for symptoms.

1
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. Why a woman uses health-care services
may also influence whether she is screened.
A study was conducted in a population
(N=253) of Appalachian women, at high risk

for cervical cancer, who were attendingy Qa

family-practice clinic. The researchers exam-
ined the characteristics associated with hav-
ing a Pap test during a clinic visit (Fisher and
Page, 1986). Reason for the visit was the
strongest predictor of outcome, followed by
age. The medical reason for the visit was-
coded as 1) general physical, which was indi-
cated if the patient requested a physical or
had a chronic condition or nonspecific symp-
toms where a physical was necessary, 2)
pelvic indicator, which was indicated if the
patient requested a Pap test, birth control, or
had medical condition which would require
the doctor to examine the pelvic area (e.g.,
pregnancy, vaginal infection) and 3) non-
pelvic complaint, which was indicated if the
patient had a complaint that would not re-
quire the doctor to examine the pelvic area
(e.g., sore throat). Of three reasons for the

visit, the odds for having a Pap test (odds

ratio [OR]=43.7) was highest for women
whose reason was pelvic indicator (Table ili-5).
Medical care in response to nonpelvic symp-
toms rarely included a Pap test. The odds for
having a Pap test at the first visit was highest

~ for women under 20 (OR=10.3) or age 40 to

49 (OR=6.7). Of 253 patients who visited the
clinic during the study period, only 41.5 per-
cent had a Pap test at the first visit. If a Pap
test was not done at the first visit, patients
were unlikely to have one done during subse-
quent visits.

Note on Self-Reported Data
- Although it is beyond the scope of this doc-

- ument to discuss in-depth the reliability or

validity of measures used to characterize
screening behavior, some mention of the use
of self-reported data is warranted.

Much of our knowledge about use of screen-
ing services is based on self-reported data,
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Table Ill-5. Odds Ratio for Having a Pap Test
Done at First Visit to a Family-Practice
Clinic by Selected Variables

Test done ,| Test not done
(N=77) | (N=176) |Odds
(N) (%) | (N (%) |t
Age N
50orolder 4 (5%)| 35 (20%)  1.0%
40-49 10 (13%)' 13 (7%) 6.7
30-39 14 (18%)° 39 (22%) 3.1
20-29 28 (36%)! 71 (40%) 3.5
0.3

Less than 20 21 (27%); 18 (10%) 1

Reason for visit :
Nonpelvic |
complaint 8 (10%)
General :
physical 13 (17%); 31 (18%) 6.5
Pelvic ,
indicator 56 (73%) 20 (11%) 43.7

125 (71%) 1.0*

*Reference population. |

i L]

!

3

Source: Fisher and Page, 1986.

usually collected through interviews, and
biases may have resulted. Walter and col-
leagues (1988) reported on data from two
case-control studies that compared self-re-
ported frequency and timing of Pap smears
with physician records. For the first study, the
population included women (N=181) age 20
to 69 with newly diagno$ed invasive squa-
mous-cell cervical cancer: and age-matched
controls (N=905). The second study used 250
women with cervical dysplasia and. 500 age-
matched controls. With the participants’ con-
sent, physicians were contacted by mail and
asked to report the symptoms of all women
for whora-Pap tests were done and the test re-
sult. In both studies, ph{/sician response rates
were high, but proportionately fewer controls
gave consent for physician contact. Physician
response rate was not associated with the
number of physicians named by the patient,
her marital status, or her age. The investiga-
tors were confident that ﬁ)hysician reports .
were representative of al?l Pap tests that had
been done for study participants. Agreement
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between patients and physicians on time
since last Pap test was measured. In the can-
cer study, the kappa statistic was 0.52 for
cases and 0.27 for controls, indicating that
agreement was better for cases. In both stud-
ies, both cases and controls over reported fre-
quency of Pap smear use, when compared
with that shown by medical records for the
previous five years. All patients, but espe-
cially controls, also-under-estimated time
since most recent Pap test. The researchers
noted that women with cancer were some-
what more accurate than were controls or
women with dysplasia in reporting frequency
and timing of Pap tests, probably because the
seriousness of their disease motivated them to
give careful responses. Patients also reported
more symptoms than physician records indi-
cated. The authors concluded that when a
high response rate can be obtained from
physicians, physician records are preferred
over patient reports for obtaining accurate
dates of tests, but it is unclear whether physi-
cian records are preferable for the evaluation
of symptoms. ' '
In another study (Sawyer et al., 1989),

~which compared interview data and physi-

cian records, self-reported data correlated
poorly with medical records. Personal inter-
views were conducted with 149 black women
in rural North Carolina. Fifty-one women.
were excluded because they had a hysterec-
tomy, had no source of medical care, or were
not listed on the rosters of the providers they
named. The final sample (N=98) comprised
women, ages 16 to 75, of low socioeconomic
status. As in other studies, women underesti-
mated time since their most recent Pap smear.
Twenty percent of women did not accurately
report whether a Pap smear had been done
within 3 years (sensitivity=0.95, speci-
ficity=0.47). Only a fair agreement was

found between physicians and patients on
timing of Pap tests (kappa statistic=0.46).
Women who saw internists or family physi-
cians were least likely to accurately report



http:sensitivity=0.95

H
¢

time since their last Pap teét while women
who saw nurse pracntloners were most accu-
rate in their reporting. Women who saw
physicians were more likely to have pelv1c ex-
aminations for reasons other than Pap
smears, and they may have confused the two
procedures. Women who ihaccurately re-
ported data were also more likely to report lo-
gistic barriers to having the test and to view it
as embarrassing or unpleasant. Negative ex-
periences may be recollected as having oc-
curred more recently than positive experi-
ences, which may account for some of the
inaccuracy of self-reported data. Data from
this study also support previous findings that
educational level is unrelated to the accuracy
“of self-reporting.
Although results from these studies are
not generalizable, they do hlghhght the po-
tetial error associated with respondent recall,
which may be an important consideration
when evaluating cervical cancer screening
programs. i
Working Group Issues and Discussion

ISSUE 1:
The greatest public health benef:t may ensue
by reaching special populations, women over
50 years old, and women who have never
been screened. !
Numerous studies have examined charac-

' teristics of women and other factors that con-

tribute to the frequency witﬁ which women
“are screened for cervical canicer. Although the
_focus, design, and results of these investiga-

tions vary considerably, a picture emerges of

women least likély to be screened.

In recent years, use of cervical cancer

- screening has increased ambng black women
and older women, but research continues to
show an association between lack of appropri-
ate screening and both increasing age and
low socioeconomic status. Older women, in
particular, appear to be at high risk for not
being adequately screened. Because older
women are more likely than younger women
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to die from cervical cancer, and _because spe-
cial populations are unlikely to be screened
(e.g., low income groups, Hispanic women,
and Asian women), program planners should

‘consider which population groups to target.

ISSUE 2:

Support research on the determinants of
screening behavior and on characterizing
the populations at risk for noncompliance
with followup procedures for abnormal
test results.

We lack behavioral science research results

“that describe the process or determinants of

participation in screening programs. We
know even less about determinants of compli-
ance with recommendations for followup of
abnormal test results. Research in these areas

must be supported.

- ISSUE 3:

Reopen for discussion the current screening
guideline which recommends that, after three
consecutive annual Pap tests with normal re-
sults, screening should be done at the discre-
tion of a woman'’s physician.

Concern was raised about the current rec-
ommendation of leaving the frequency of
screening to the discretion of the physician. -

One difficulty in interpreting the recom-
mendation concerns the age at which the
three consecutive tests are done. For exam-
ple, are three consecutive tests done at ages
18, 19, and 20 as protective as tests done at

~ages 30, 31, and 32? According to data from

the International Agency for Research on
Cancer (Hakama et al., 1986), screening
should be done for the age groups for which
cervical cancer is most common. Incidence
data for high- (Colombia) and low-risk popu-
lations (United Kingdom) show that a test
done for women between the ages of 35 and
60 is 30 times more effective in detecting a le-
sion that may become invasive than a test
done when a woman is age 20 (Day, 1989).
In countries such as Iceland and Finland,
where screening was initially targeted to older
women, an early impact on incidence and
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mortality was observed. In contrast, pro-
grams that concentrated on younger women
~ (e.g., in North America) showed a delayed
impact on incidence and m‘ortality (Hakama
et al., 1986). :

Another difficulty in implementing the
guideline concerns frequency of testing. In
the United States, no cent‘}'ally organized
screening program invites women to return
for annual screening tests. Women who do
not have a personal physmlan to remind them
of when they are due for their next Pap test
may not be screened at all. Physicians who
are seeing women for reasons other than Pap
screening may not detect risk factors, espe-
cially in older women. The word discretion
leaves much room for intierpretation and does
not offer sufficient guidance to women or their
health-care providers. |
i
ISSUE 4: :
Educate prlmary care practltloners whose
primary interest is not cervical cancer, on the
importance of screening older women.

Screening frequency has been linked to pat-
terns of health-care use dnd type of provider.
The number of visits to obstetrician/gynecolo-
gists decreases as a woman ages, but the

number of medical visits.does not. The lower

use of screening among older women today

" may be because many of these women were
past childbearing age and no longer seeing
an obstetrician/gynecologist when screening
became more prevalent (Office of Technology
Assessment, 1990). Is scr:eening at younger

- ages predictive of screening at older ages?
Will future cohorts of older women comply
with screening recommendations?

Because many older women may see pro-
viders other than obstetrician/gynecologists,
primary-care providers o:f various types should
be targeted for educatiorial programs on the
importance of screenmg ‘older women for
cervical cancer.

1
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ISSUE 5:
Educate young women on the need for regu-
lar and continued screening. :

‘32

Health-seeking behavior also differs with
age and may contribute to the lower use of
screening services as age increases (Celentano,
1988). Older women seek medical care for
specific symptoms rather than prevention
more often than younger women do. Health-
care providers are most likely to focus on the
reported symptoms, and the visit may not be
conducive to providing preventive services.
Research indicates that women with a low
level of cervical cancer screening report hav-
ing had recent contact with the health-care
system. Younger women who are appropri-
ately screened may not realize that they.
should continue to receive Pap tests beyond
the childbearing years.

ISSUE 6:

The health-care system should offer pre-
ventive services to women when they enter

the system for reasons other than disease
prevention.

Interventions should stress the need for
screening independent of other health needs.
The need for regularly having Pap tests should
not be associated with family planning so
that demand for Pap smears will not end
when gynecologic or farmly»plannmg servi-
ces are no longer needed.

- ISSUE 7:

Improve the instruments that measure screen-
ing behavior.

We need to address problems with the valid-
ity and reliability of the self-reported data we
are using to determine frequency of cervical
cancer screening. .
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.The Honorable}Louis W. Sullivan
Secretary of Health and Human Serv;oes

Dear Mr. Secretary'
I

I am pleased to submlt to you H2alLhx_23Qnlﬁ,ZQQﬁa__BELAQnﬁl_Hﬁal&h
MWMWKM&M&. This document contains a
national strategy for significantly improwving the health of the Nation
1 over the comlng decade It addresses the prevention of major chronlc
- . illnesses, injuries, and 1nfectlous dlseases
{ . B
The Public Health Service has served as leader, convener, and facilitator
over the three year period of this report’s development. However, it can
truly be labelled a' national, not just a Federal, initiative to focus
existing knowledge, resources, and commitment to capitalize on our
- opportunities to prevent premature death and needless disease and
disability. Thousands of professionals from many dlfferent dlSClpllneS,
: as well as many health advocates and consumers, have contributed:
}; i substantlally to produce this set of measurable targets to be achieved by
" the year 2000., They have voluntarily testified at public hearings,
g ' ~ written eloquent letters and papers, engaged in extensive reviews of draft
j; materials, and‘organlzed and attended informational forums in support of
; Hﬁalihx_ﬁggpleLZQQQ. The comprehensiveness and depth of this report stand.
as a tribute to their commitment to better -health for Americans through
prevention, In addition to their contribution, Federal staff from other
departments, other Operating Divisions of this Department, and the Public
H Health Service Agencies, have worked above and beyond the call of duty to
& produce this national prevention strategy. The Institute of Medicine of
% ‘ .the National Academy of Sciences has served as an" important partner. ln our
efforts to lnvolve a broad consortium of partxc;pants inthe process.
Each deserves a special note of apprec;atlon

I commend Heal&hxlﬁegnle_ZQQQ to you and through you to the American
people. . This set of objectives for the year 2000 makes an important,

compelllng poxnt to us and to all health policy makers: we can no longer
‘afford pot to lnvest in prevention. From the perspectlve of av01d1ng
human sufferlng as well as saving wasteful costs for treating diseases and
- injuries that could have been prevented, the 1990s should be the decade of
prevention in the United States. .
l , ;

With the subm1331on of geal;ﬁy_zgggle_gggg I commit the Public Health
Service to work toward achievement of these objectives . for the coming
decade. o

Sincerely yours,

Co A‘f} wd- O MW*’L—«

Jd%es 0. Mason, M, D Dr.P.H.
Assistant Secretary for Health
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1

For the purposes of this modeling effort, it was assumed that women aged 50 through 75
would receive the stage-shift benefit from increased breast cancer screening. Increased
utilization of mammography was assumed to occur in three increments. The proportion
of women aged 50 and older annually receiving mammography and clinical breast ex-
amination was set at 30 percent between 1990 and 1994, 45 percent between 1995 and
1998, and 60 percent between 1999 and 2000. These figures compare with the 1987 es-
timate of 19 percent of women aged 50 and older who received a mammogram and clini-
cal breast examination in the previous year.®®

Given these parameters, the CAN*TROL. model! estimates a reduction in the age-adjusted
death rate for fémale breast cancer of 9.5 percent from a projected rate in the year 2000
of 22.8 per 100,000 0 20.6 per 100,000 women. Using the same parameters, but assum-
ing annual mammography utilization will increase to either 40 percent or 80 percent
among women ‘aged 50 and older, the model predicts age-adjusted mortality reductions of
Torls percent; respectively.

! .
Reduce deaths from cancer of the uterine cervix to no more than 1.3 per
100,000 women. (Age-adjusted baseline: 2.8 per 100,000 in 1987)
Note: In its publications, the Nationgl Cancer Institute age adjusts cancer death rates (o the 1970
U.S. population.; Using the 1970 standard, the equivalent baseline and target values for this objec-
tive would be 3.2 and 1.5 per 100,000, respectively. ,
Baseline data so;urce: National Vital Statistics System, CDC.

J Fiate per 100,000

; Fig. 16.4 v
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sl ! ‘ : cervical cancer
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Cancer of the uterine cervix is one of the most commonly occurring cancers for women.
More than 50,000 cases of carcinoma in situ of the uterine cervix are detected annually.
In 1990, approximately 13,500 new cases of invasive cancer of the uterine cervix will be
diagnosed, and about 6,000 women will die from cervical cancer.?

Use of the Pap test to screen for cervical cancer greatly reduces the risk of death from in-
vasive:cervical cancer. The decline in cervical cancer mortality in the 1970s and 1980s is

“thought to be duepnmanly to.the widespread use of the Pap tes for early detection of

cervical cancer, The most recent National Health Interview Survey suggests that a sig-
nificant proportion of women are not receiving Pap tests regularly and that the women at
greatest risk of cervical cancer mortality (older women) are least likely to have been
screened.”® |
Increasing Paé test utilization has the potential to reduce mortality from cancer of the
uterine cervix between the years 1990 and 2000. Data from the International Agency for

A
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H

Research on Cancer (IARC) indicate the nnpact of recency of Pap test utilization on the

1incidence of invasive cervical cancer.’ Fur{hermore, increased utilization of Pap tests

may produce a shift toward earlier stage disease, with its attendant improved survival
rate.* Reahzmg the full potenual for risk reduction due to Pap tests will also require ef-
forts to ensure the quality of spec1men collection and laboratory analyms (see Objective

16.15). f

To set a target value for this objective, the age-adjusted death rate for cervical cancer was
projected 1o the-year 2000 assuming a logarithmic trend. The estimated reducn'on in cer-
vical cancer deaths was developed using the CAN*TROL computer model * and then ap-
plied to the expected value. The CAN*TROL model calculates the effect of specified .
cancer control activities on cancer incidence, prevalence, and mortality. The model cal: -
culaiions mcluded the following data inputs: (1) the estimated 1985 U.S. female popula-
tion, (2) 1nc1dence rates.for cancer of the uterine cervix among women, (3) stage distribu-
tions for v,:omen receiving and not recelvmg annual Pap test screening, and (4) stage-
spec1ﬁc survwal rates.

- For the' purposes of this modeling effort it was assumed that women aged 20 through 85

would receive the stage-shift benefit from increased cervical cancer screening. Increased
utilization of Pap tests was assumed to occur in three increments. The proportion of
women aéod 20 and older annually receiving Pap tests was set at 62 percent between
1990 and 1 995, 69 percent between 1996 and 1998, and 75 percent between 1999 and
2000. Thcse figures compare with the 1987 estimate of 56 percent of women aged 18
and older ,who received a Pap test in the previous year. ¥

Given these parameters, the CAN*TROL model estimates that the age-adjusted death
‘rate for cancer of the uterine cervix will decline by 12 percent from a progected rate in the
year20000f1 S per 100000to 1.3 per 100,000 women.

I

Reduce colorectal cancer deaths to no more than 13.2 per 100,000 people.
(Age-ad Justed baseline: 14. 4 per 100,000 in 1987) :

Note: In :ts publications, the National Cancer Institute age adjusrs cancer death rates to the 1970
U.S. populaf:on Using the 1970 standard, the equivalent baseline and targea‘ values for this objec-
tive would be 20.1 and 18.7 per 100,000, respectively. :

Baseline data source: Natmnai Vital Swatistics System, CDC.

!
i

|

_Rate per 100,000
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Data Source References

American College of Radiology, Reston, VA,

National Health Interview Survey, National Cen-
ter for Health Statistics, Centers for Disease Con-
trol, Public Health Service, U.S. Department of
Health and Human Services, Hyattsville, MD.

National Vit;ai Statistics System, National Center
for Health Statistics, Centers for Disease Control,
Public Health Service, U.S. Department of Health
and Human Services, Hyattsville, MD.
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"Breast Cancer

i
|
|
|
Detection Goals |

| -
* The American Caricer Society has identified breast
cancer detection as a priority pr;ogram for the 1990s
and has set a goal for the year 2000 that 65% of
breast cancers will be dlagnosed at Stage I or earlier.
- In 1989, approximately 48% of breast cancers were

- diagnosed in the earliest stages.{ '

Although mammography utilization has increased
significantly during the first half of this decade,
-ensuring that women follow guidelines and make
routine screening, including mahlmography and
clinical breast examination, part of their health -
habits will require continued efforts Promoting

screening among women and phy51c1ans assuring the .

availability of a quality exammatlon and improving

access to follow-up and treatment are all part of the

Society’s strategic plan for breast cancer detectlon
during the 1990s. !

|

Table M11-D. Status: American Concer Souefy Breast
Cancer Defechon Meosures of Succéss by the Year 2000

i -+ Year
 Baseline - 2000
- 1987 % 1992%  Goal %
Women 40 and older, ever E
had mammogram * ... 40 | 68 75
Women 40-49, had - . : S
mammogram within 2 years 20 ‘1 46 - 50
Women 50 and older, had L k
mammogram within 1year .15 30 50
Women 65 and older, had |
mammogram within 1 year 10 ! 25 35
Source: National Health Interview Survey ]98:7, 1992.
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j Cervical Cancer

Since the introduction of the Papanicolaou (Pap)

_ test in the 1950s, cervical cancer mortality has been

reduced by 75% in the US. In 1994, approximately
15,000 women will develop invasive cervical cancer

" and 4,600 women will die from it. The American

Cancer Society estimates that about 55,000 cases of
in situ cervical cancer are diagnosed annually.

Amerlcan Cancer Society Gmdelmes for Cervncal
Cancer Detection

Women who are or have been sexually active, or
have reached age 18, should have an annual Pap test

- and pelvic examination. After a women has had three

or more consecutive satisfactory normal annual

~ examinations, the Pap test may be performed less
- frequently at the discretion of her physician.

| Pukp Test Screening

In 1992, data from a national survey indicated that
91% of women with a uterine cervix had ever had a
Pap test and that 74% had had one within the
preceding three years (Healthy People 2000 Review,

1993). In the states participating in the BRFSS in

1992, younger women (18-44) were more likely to
report a recent Pap test (median, 85%) than-those 45
and older (median, 70%) (Table I1I-E). Low income,
low education, and increasing age are all associated
with a decreased likelihood of having had a Pap test.

Y
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Table 1lI-E. Use of Pap Test Among :Women 18 and Older,

by State, 1992 % Ever | % Recent*
Sample hada | - A5& .
Size Paptest . | 18-44 older
Alabama 1262 955 | 879 745

Arizona

Frealifornial

Colorado
PaComnechcls

Deloware

FADSHot GOkt

ondc

anesoto
Missouri
Nebrcska

New Hompshure A Y A—-Y) ‘"

arenneyanic
Rhode Island

iEroonmearolings . 23 { Qo
South Dakofc :

YR

Wisconsin

874975, | 776965 559968
*Recent Pap test: within lost 2 years (women with a uterine cervix).
Source: Behavioral Risk Factor Surveillance System, 1992,
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Survey, Sources

The data reported here are compiled from several
different survey sources that are designed to provide
estimates of the prevalence of selected health-related
behaviors and practices in the general population.
Some surveys sample from a national frame, while
others are designed to provide state specific esti-
mates. A brief description of each survey source
used for this report follows.

Behavioral Risk Factor Surveillance System
(BRFSS)

The BRFSS is an ongoing system of surveys con-
ducted by state health departments in cooperation
with the Centers for Disease Control and Prevention
to collect, analyze, and interpret state-specific
behavioral risk factor data. Comparable methods
are used from state to state and from year to year,
allowing states to compare risk factor prevalences
with other states and monitor the effects of interven-
tions over time. In 1992, 48 states and the District of
Columbia randomly selected a sample of the non-
institutionalized population of adults 18 and older
who have telephones. Interviews were conducted by
telephone and covered selected risk factors and
preventive health measures. f

Monitoring the Future (MTF) E

Sometimes referred to as the High School Senior
Survey, MTF is an ongoing national research and
reporting program conducted at the University of
Michigan and funded by the National Institute on
Drug Abuse. Each year a representative sample of
seniors in public and private hlgh schools in the US
is surveyed about their use of drugs alcohol, and
tobacco as well as factors that explain trends in
use, such as norms, beliefs, and ‘availability. The
study also includes follow-up mail surveys of young
adults from previous graduating classes, samples of
American college students, and annual surveys of
8th- and 10th-grade students.

$

National Health and Nutrition Examination Survey
(NHANES) '

The NHANES began in 1960 with the National
Health Examination Survey, and since then has been
conducted periodically. The survey measures and
monitors indicators of the nutrition and health status
of the American people through dietary intake data,
biochemical tests, physical measurements, and
clinical assessments. The survey sample, of 20,000-
30,000 persons, is representative of the civilian, non-
mstltutlonallzed population, and includes chlldren

‘and adults.

National Health Interview Survey (NHIS)

The NHIS is a continuing nationwide sample
survey conducted by the Bureau of the Census for
the National Center for Health Statistics. It consists
of personal interviews in a population-based national
sample of about 49,000 households. Data are col-
lected on the personal, sociodemographic, and
health characteristics of the members of these
households by self-reporting or as reported by an
informant. Each year the questionnaire is reviewed
and special health topics are added or deleted.

Youth Risk Behavior Survey (YRBS)

The YRBS consists of biennial, national, state,
and local school-based surveys of representative
samples of 9th- through 12th-grade students. A self-
administered questionnaire was completed by 16,296
students in the national sample in 1993. State and
local surveys were conducted by state and local edu-
cation agencies using a variety of sampling schemes.

" Because of differences in the sampling methods and

data quality, direct comparisons of data among the
states should be made with caution.
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Vzctorza B. C 8 (1950), 141—223 De groex van ons were[d- '
beeld (Amsterdam—Antwerp, 1951), translated as 4 History
.of Astronomy (London, 1961);" and “The Origin of

Astronomy,” in Monthly Notices of the Royal As!ranom:cal .

. Society, 111 (1951), 347-356.

II. SECONDARY, LITERATURE. Two short btographres are
G. B. van Albada, “Ter nagedachtems van Prof. Panne- .

koek,” in Hemel en dampkrmg, 58 (1960), 105; and -

B. J. Bok, “’I‘wo Famous Dutch Astronomers,” m Sky
‘and Telescope, 20 (1960), 74-76. /- .

- - M. MINNAERT
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PAPANICOLAOU, GEORGE NICHOLAS (5. Kiri,

_Greece, 13 May. 1883; d., M1am1 Flonda 19 February' ‘

1962), anatomy.

Thesonofa phymcnan George Nlcholas unéertook
the study of medicine and received the M.D. from the
- University of Athens in 1904. After postgraduate work
.-in biology at the universities .of Jena ‘Freiburg, and
Munich, from which he received his doctorate in 1910,
" he returned to Greece and married Mary Mavroyenl
-the daughter. of a high-ranking military ofﬁcer

Papanicolaou decided.to forgo'the practice’of medi--

cine in favor of an academic career, in.which his wife "
served as his lifelong - associate.. En route to Paris,
Papanicoleou stopped for a visit at the Oceanographic -
 Institute of Monaco and accepted' an unexpected offer

© tojoin its staff. He worked for one year as a physiolo-
-gist and then returned to Greece. upon the death of
“his mother. After serving for two years as second - .

lieutenant in ‘the, medical .corps. of  the. Greek .army -
'durmg the Balkan War, he unm:grated to the Umted
_ States. '

pathology department of New York Hospital, arid in
1914 he became assistant in anatomy at Cornell Medi-
cal College. Until 1961 he conducted ali of his scientific
research, devoted almost exclusivel y to the physwlogy

of reproduction and exfoliative cytology, at these two .

~ affiliated institutions, each of which named- a labora-
tory in his honor. He was designated professor emeri-. _

“tus of clinical anatomy at Cornell in 1951. In Novem- “

“ber 1961 Papanicolaou moved to Florida and became
director of the Miami Cancer Institute, but died three:
months later of acute myocardial infarction. The in-
stitute was renamed the Papanicolaou Cancer Research
Institute in November 1962 An mdefatngab]e worker,
Papanicolaou is said never to have taken a, vacation.

Papanicoldou is best known for his development of . -

~ the technique, eponymically termed the Papanicolaou
" smear, or “Pap test,” for the cytologic diagnosis of
cancer, especially cancer of the uterus—second only-

In 1913 Papamcolaou was appomted assxstant inthe -
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. to the breast as the: site of ongm of fatal cancers m‘-
Amencan women, - . /

"The history of cancer- cyto]ogy dates " from 1867 ) _
when Beale observed’ tumor cells in the smears of
sputum from a penent with carcinoma of the pharynx.

" He suggested: ‘the MICroscopic, exammatton\of desqua-

mated cells for the detection of cancer of other organs,
including the uterus and urinary tract.! Friedlaender

,noted, in hrs subsequent microscopic-examination of i
fluid exudmg from: ulcerating cancers "of the uterus, .

distinctive cellular elements that helped establ ish the’

" diagnosis.? In 1908 Koniger - called attention to the
-striking differences in the size and shape of ¢ancer cells,

obtained from serous cavntles the abundance of vacu-

‘oles and fatty droplets m the cytoplasm the enlarge-

ment of the nucleus, and the presence of muInple V

nucleoli within it.%

' Papanicolaou was invited' by Charles R Stockard

- chairman of the. Cornell Medical School department

of anatomy, to join him in his work in. experimental

. genetics. In 1917 he began a study of the. vaginal

discharge of the guinea pig, with the hope of finding

"an indicator of the time of ovulation; he would thus

be able to. obtatn ova at specific stages of development.
He sought traces of blood, as seen during estrus in

: certam other spec1es such as the cow and bitch, and

' in the menstrual discharge of primates and women. In -
 the.course of his daily examination of the guinea pig
'vagmal fluid, obtained through a small nasal speculum,
: Papamcolaou saw no blood. He noted instead a diver-

sity in the forms of the epithelial cells in a sequence of

_cytologic patterns recurring in a fifteen- to sixteen-

day cycle, which he was able to correlate with the

" cyclic morphologlc changes in-the uterus and ovary.

Papamcolaou thus estabhshed the techmque that- be-’
came the standard for studying the sexual (estrous) ‘
cycle in other laboratory animals, especially the mouse

and rat, and for measuring the effect of the sex hor- |

. mones.

“In 1923 Papamco]aou extended his studies to human k

" beings in an'effort to learn whether comparable vaginal
. changes occur in woman in association with the men-

strual cycle. His first observatlon of dlstmctlve cells in
the vaginal fluid of a woman with cervical cancer gave
Papanicolaou what he later described as “one of the

" most thrilling experiences of my scientific career” and

soon led to a redirection of his work.: v
His’ early reports on cancer detection, however
which appeared from 1928, failed to arouse the interest -
of clinicians. Cytolognc examination of the vaginal fluid
seemed an:unnecessary addition to the proven pro-
cedures for uterine cancer diagnosis-—cervical biopsy.
and endometrial. curettage. In 1939, while collabora--
ting with the kg‘ynecologist Herbert Traut, Papanicolaou

i
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. began to. concentrate his studles 61 hurnan berngs ‘
~ Their research culmrnated in" the publication of

Diagnosis of Usertne Cancer by ‘the Vaginal Smear.
" This monograph encompassed a variety of physnologlc
’ and pathologic ‘states,, mcludlng the menstrual ‘cycle, -
puerperlum, abortron,iectop}c pregnancy, prepuberty,
menopause, amenorrhea, endometrial’ hyperplasxa va-
- ginal and cervical infections, and 179 cases of uterlne
cancer (127 cervical and 52 corporeal), The work was -
) mstrumental in gammg clinical acceptance of the .
* smear as a means. .of cancer diagnosis, for’ super- .
ficial lesions could thus be detected in their incipient,

- BIBLIOGRAPHY'

1. ORIGINAL WORKs: Papanicolaou’s works - include

_“The Exrstence of a Typical Oestrous Cycle in the Guinea

: Changes

Plg_W1th a Study of its Histological and’ Physrologxcal
in American Joamal of Anatormy, 22 as1n,
225—~283 written with C. Stockard ““New Cancer Dlag—'

- nosis,” Lin Proceedmgs Third Race Betterment Conference,

: wnh H.: Traut;

, premvasxve phase before the appearance of any, symp—

toms.
The Papamcolaou smear soon achreved wrde applx-
cation as a routine-screening technique. The death rate

" from cahcer of the utefus among women: aged thirty-

five to forty—four who ‘were insured under -industrial
policies by the Metropohtan Life Insurance Company
was almost halved in the decade from: 1951 to. 1961,

January 2~6 1928 (1928) 528~534 Diagnosis of Uterine -~

Cancer by rke Vagmal Smear (New York, 1943), ‘written' -
and Atlas  of Exfoﬁanve Cytology
(Carnbridge, Mass., 1954). ‘ ‘

II. SECONDARY . LITERATURE. On Papamcolaou and Ius; -

woik, see. Dedication of the Papamcolaou Cancer
Research Institute,” in Jaumal of the American Medical

- Association, 182 (1962), 556-559; H. Speert, Obstetric and . '

- decreasing from 16.0 to 82 per 100,000; while the -

corresponding rcductnon in the death rate from ¢ancer

_-of all sites was from 74 0 to 66.0.

Although the Atlas of Exfoliative Cytology lists the '

' criteria for mahgnancy in the shed cells, Papamcolaou
used to state that he could not explain how heirecog-"

‘nized a smear as posntlve for malignancy any more * _
"+ since shortly after graduatlon he went to Paris, where

“than, he. could’ explain how to recogmze an acquain-
‘tance by describing his facial expressxon Yet he taught
thousands of. students how to detect cancer cells under.
. the microscope, . and they carried his ‘teachings to all’
- parts of the world. Papamcolaou s technique was rap- -

L Papamcolaoa (Springfieid, 1., 1973):

Gynecologic 'Milestones (New York; 1958), 286; and’
D: E. Carmichael, The Pap Smear: Life of George N.

-

HAROLD SPEERT

PAPIN DENIS (b Blom France 22 August '1647;

~ d. London [‘?], England, ca. 1?12), technofogy :
- Papin was the son of Denys Papin and Magdaleine = -

" Pineau.‘; He studied medicine. at the University of
. Angers, from ‘which he received the M.D. in 1669. He

was apparently early intent upon a scientific career,

he began working as - an assistant to Christiaan’
Huygens Papin was a skillful - mechanic; - he con-j
. structed an air pump, wnth which he performed &

- number of experiments . under Huygens® direction.

| Cidly extended to the diagnosis of cancer of other organs

from which scrapings, washings, or exudates could be

“ obtamed The principal value of the Papamcolaou '

smear lies in cancer screening, but it is-also applied to

of the effectiveness of radxotherapy, and the detectxon
of recurrence after treatment :

‘It has’ been. suggested that Papamcolaou E work

" the prediction of cancer radrosensrtmty, the evaluatron

These were eventually published (1674), and included

some attempts at preserving food in a vacuum that‘

testify to Papm s utilitarian berit of mind.
‘In 1675 Papin went to London. He took with him

‘letters of introduction to Henry Oldenburg, but it was

V“'fwnh Robert Boyle that he soon establlshed himself.

~ ranks with the discoveries. of Roentgen and’ Mane .

" .Curie in reducing the burden of cancer. Cancer of the

utering cervxx is nearly 100 percent curable when recog-
| g -

N e

R

NOTES ’ «t

1 Beale, L. S Tke Microscope in Ils Applzcat:on to, Practzcal
Medicine, 31‘d ed. (Philadelphia, 1867), p. 197.

2. Friedlaender, C., The Use of the Microscope in Clinical and
Parhologicai Examma:mns, 2nd ed., trans. by H. C, Coe
- (New York, 1885), pp. 168~I69 Co

3 . Kéniger, H., Die_Zytologische Un:ersucimngsmetkode, ihre -
- Entwicklung und ihre Klinische Verwerthung an den Ergussen
Serdser Hohlen {Jena, 908), pp 99-100 :

* In A Continuation of 'New Experiments, pubhshed by

Boyle in 1680, Papin described both the mvestlgattons
that he had made with Boyle (chiefly on the air pump)

~‘and those that he’ had conducted himself. In Boylé’s
» scientific househo]d Papin also invented his o
a_pressure cooker for which he mvented a

‘steam
digester,”

v safety valveithat was to, be technologrcally important

in the:-development of steam power. He demonstrated

" the digester to.the Royal Society, under the auspices

of” Robert Hooke .in May 1679. In the latter part of
the same year, he was employed by Hooke to write

letters for the society, at two shillings each. He was not
elected a fellow. until late in 1680.

Papm was again in Paris wrth Huygens at some nme
in '1680; in 1681 he went to Venice, where he was-

) ~1d1rector of expenments at Ambrose Sarotti’s academy
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* :: rccewed pap tests and the cervical cancer rate was:8.3/100,000. Fr0m~195.0-t0 1976;
. and mortallty rates of i 1nvaswe cervical cancer fell by over 70%, and since the carly 1970's

Background on George Papmcolaou and the Dlscovery of the Pap Smear

-George Papmcolaou was born on the Greek 1sland of Euboca and studled mcdlcmc at thc
- University of Athens. In 1910, he married Mache Mavrogenous who became his lifelong -
- research partner. After scrvmg in the Balkan wars, he immigrated to America wherc he took
jobs at Ncw York Hospltal and Comell Medlcal College. ‘ o

i ~
In__, Papmcolaou drscovcred a method to detcrmrne whcther a womcn is developmg or has
developed cervical cancer the method was dubbed the "Pap smear."” He recalled the first time:
he could discern drstmcnve cells 1nd1cat1ng a posmvc cancer dlagnoscs as "one of the most
thrilling experiences of nly scientific career." When he first tried to make his results publlc in.
1928, he was scorned by, the scientific. communityy Eventually, in 1948, he published The
Diagnosis of Uterine Cancer by the Vagmal Smear hlch was well—rccelvcd and hlghly ,
regarded -

,4 | ‘. *?:%g,i o

The Impact of the Pa. Srnear :‘ X
Today, approxuz@y 14 500 new cases of cervical cancer, MM(: N
occur-each year Factorss which increase a woman's risk of cervical cancer include early age in Q\b
initiating sexual actmty,, multrple sexual partncrs, 1nfcct10n with human papllloma VlI’US 16 and
' cigarette smokmg 4 : .

+

| ’ ’ ’ '
However, since ccrwcal cancer has a lcngthy asymptomatlc, prccancerous phasc the vast .

~ majority of deaths. from ccrwcal cancer are preventable by regular pap smear testing. A pap

" smear test can detect precanccrous lesions which can be treated to prevent cervical cancer.
'Authontzcs recommend’ scrccnmg every 1 to 3 years for women 18 or older and for younger - -
women who are sexuallyi active. The Natlonal Cancer Institute has stated that "Evidence - :
strongly suggests a decrease in mortahty from regular screening with Pap tests'in wome who '

are sexually active or who have reached 18 years of age." Dr. Kenneth Noller of the U*?Es ' % \
) medical center, a natronal cervical canccr expert, concurs, notmg, "If a woman has a Pap
: cvery year, the chances of cemcal canccr are practxcally zero." : D)
Studies have confirmed that cervrcal cancer mortallty ratcs declmc grcatly in populatlons of
women who obtain reguli'ir Pap screening. In the United States, in 1961,30% of women -
received pap tests and the cervical cancer rate was 32.6/100,000; in 1987, 87 % of women

, mcrdcnce and mortality ratcs have declined by about 40%. However, recent-evidence lndlcatcs %

.+ that smcc the early 80's, lcvcls of incidence and mortalrty are decrcasmg more slowly. Overall, .
* since the introduction of. thc Pap smcar tcst in thc 1940's mortallty rates from ccrvrcal cancer /;1{
havc dccrcascd by 75% O ' : ST < 7

[ .
4
i
|
|
\
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V Further, until the early 70‘s around 75% to 80% of cerv1ca1 cancer in the US was invasive at the - -
-time of diagnosis. Today, about-78% of diagnosed cervical cancer cases are found at the insitu
, (precancerous) stage at whrch they can best be treated. '

Studles of the results of Pap testtng in other countries are. eoually 'irnpresSive By implementing )
- well-run Pap testing programs the country of Iceland cut'mortality rates by 80% over 20 years,
* Finland reduced mortallty rates by 50% and Sweden reduced mortality rates by 34%.

. Reductions in mortality in a country are generally proportional with the intensity of the testing

- efforts in the country: Scandmavran countries with higher testing rates had greater death
o reductrons and deaths in Canada decreased rnost in Brrttsh Columbla Wthh had 2t05 tlmes ’
: rnore testlng efforts than{ other provmces
- The consequences for women who do not. have access to Pap testmg are severe. The risk of
- getting cervical cancer 1s 3t0.10 tlmes greater in untested women, and the risk increases the less

v frequently women are screened Tt is even estimated that if Pap smear screening were abolished

inthe US, the incidence of invasive cervical cancer would increase by twofold to threefold. _

50% of women actually dragnosed with invasive cervical carcinoma have never had a Pap smear, S
- and another 10% haven't had a smear in the past five years. Survival is directly related to the

stage of the disease when dtagnosed - the earher the dlsease is dlagnosed the more ltkely
’ women a woman is:to su|rv1ve ' :

. Screening and Ineidenc‘e ‘Rates« :
-Ethmc minorities (especrlally Hlspamcs, elderly Afncan Americans and Nativé Amerlcans)
economically dtsadvantaged women (especially - those in rural areas) and elderly women ——
- groups of women which often have least access to preventrve services, are most lrkely to g0

’untested I t o '

1) Ihe_ELderlx The 25% of cases of cervrcal cancer and the 41% of deaths that happen in
women 65 and older. correSpond closely to data showrng that 50% of all women age 60 and older
haven't had a Pap smear’ ini the past 3.years. While older women report havmg the same number - -
of recent physrcran VlSltS'aS younger,women, older wornen are screened less often, mdlcattng the -
need to educate olde women and: thelr health care provrders about the importance of Pap o \ :

cvrdenom the gap in the occurrence of cervical cancer between black and whtte TN R 4‘,
_women under age 50 is disappearing, mdrcatmg that rnore young black women are bemg [ TR

~screened. However, elderly black womien still have very low screenmg rates one study in 1eates ‘ 8‘?}(
- that more than 40% of Afrrcan—Amencan ‘women over 65 have never had a Pap smear Black 14"_' Ly
women also have the hlghest age-ad]ustcd cerv1ea1 cancer mortahty rate. o T \é ‘

' 3) Hmpamg___omen An analysm of 198? NHIS data 1nd1cates that 20% of Hlspanlc women ( étf’; : (\f |
I
1
|
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o have never even heard of a Pap smear. Another study indicates that only 46% of Mextcan—
* American women have had a Pap test in the last two years. Hispanic women have the second
' "-h1ghest rates of invasive cervical cancer among 30 to 54 year old women.

{
.
R
|

l

L 4) blanle_Ame_ngan__Qmen In one area of California, only 40% of Native Amencan women :
: \M had a Pap test w1thm the last year, and only 22% had had one in the last 3 years.
‘ 1
5) EQQI____Qmen Accordmg toa 1985 NHIS study, screemng rates for poor women were: 10%
~'to 13% lower than those Ifor nonpoor women for all ages and ethnic subgroups. A 1987 analysis
of NHIS data indicated that poor women were tw1cc as likely as nonpoor women to never have - - b
edrd of a Pap smear ancl to not have had a recent screening. Other studies have found that ST
among women ¢overed by Medicaid, 40% had had no Pap test in the last 3 years, and 90% of r * 4(,;;

women who had not recejllved Pap tests in the last 4 years were covered by Medicaid.

£

c e
o %OV“’;@
6) Ruml_ﬂqmen Rural women, llke black women, poor women and the elderly, also have 3 “L,(;
difficulty obtaining necessary screening. In a recent survey, only 57% of women in rural Texas 9~ S/
+and 55% in Appalachla had had a Pap smear within 3 years of the survey _ : qié_
B B : ‘ e
l
7 V;etnamese ngen | Among 30 to 54 year old women, Vletnamese women have the h1ghest e ’Q’e“) /
s

,cerwcal ‘cancer rate. - 4 o

~ '8) l&ﬁblaﬂs LﬁSblaDS 3180 have unusually low'SCfe;ening'rates;"(Findin'g more information
about thls) . : ‘ - ‘ - -

, Reasons Women Are Not Screened
t , . : , A
1) L@_ka Most studles have shown that lack of insurance corresPonds to lack of -
. adequate Pap testing. In the United States, 20% of African Americans and 30% of Hispanics’ are:
~ uninsured. Inan analy31s of 1992 NHIS data, women who took part in HMO's were much more
* likely to have received approprlate Pap testmg than women WhO were umnsured orin pnvate REC
‘insurance plans. | »' ) - ‘

2) Language_B_amem One study whlch used Carlbbean—bom black people found that 25% of
. Haitian~born women obtamed follow—up smears while 86% of women born in English-
- speaking’ Caribbean countnes did. :Researches believe the dlfference was caused by language

,and socxoeconomlc bamers Spamsh—speakmg women tend to av01d Engllsh—-only cllmm

- 3) Lagk_gﬂkmwledgg Iack of knowledge about the 1mp0rtance of the test on the part of both
* patients and health care prov1ders keeps many. women from. bemg screened. Women of all - |
_ backgrounds reported not obtammg a smear because they did not understand the purpose. of the .
" test. R -

|
x
b
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- 4) Lagk_oi_physrgan_r_nnndem Women often don't obtain Pap smears because thelr physrcrans :
don't 1 recommend 1t . L - S r

o
b
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l

|
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|

5) : < Women on publrc assrstance have often
complained that health care -providers treated them with less respect because they wereon. - . |
welfare. This caused poor commumcatlon between patlent and provrder regardmg health care

‘procedures. |
i

6) Eear_and_mrsconcep_tmns Among certain populatrons of poor women and ethmc mrnonty N
- .women, beliefs that. cancer is incurable and mlsconceptlons about treatment (mcludmg the idea

i
that surgery will make cancer spread by exposing it to air) stop some women from gettlng tested
~since they are afrard of drscovermg that they have cancer. o

7) ' ultural bam'ers Nat'ixke AmeriCan and Hispanic Women tend to belicve that one's health
_condition is a very prlvate matter. . Further, past negative expenences w1th health care (such as
the Tuskegee experlment) rnay ‘make women uneasy about Pap testrng SR

‘8) l&gxsngamens I?asrc obstacles such as lack of chrld care, lack of transportatlon long

work hours, long wartmg ttmes and multlple appomtments for screemng may prevent women

. from recervmg screenmg ‘ - c :
' .

:9) Economrc_c_t;m_s_trmnts The cost of the test may constitute a barrrer to economrcally

R _programs )

. constrained women. Further for women in poverty, preventivé care is often lower in priority
: :than the dally struggles to make- ends meet Many women aré not mformed about low—cost

1
!

’ 'Efforts to Increase Access to Pap Testmg

l

: In 1991 the Publrc Health Servrce (PHS) establrshed that by the year 2{}00 85% of wornen
N should recelve a Pap smear test within the precedmg one to three years - S

s

‘ e -

' ‘Ways to’ expand Pap testmg efforts mclude both "0utreac " and "1nreach” 1n1ttat1ves o

Outreach 1n1t1at1ves mclude cornputerrzed letters, phone calls and remmders to obtam screemng, ‘
recrultmg community. members to become lay health workers to help plan Pap screening’
‘education, physician and: patlent educatlon, and varrous community partnershrps Other | programs
focus on targeting cultural or religious centers such as black churches in urban communities in
which church leaders are trained to become lay health\educators A program called the Talklng

- Circle Project uses apprOpnate communication techrnques and approprlate stories, myths and -
legends to encourage N atlve American women to recerve screemng Other programs offer free ‘
transportatlon and chrldcare servrces ~ . 4 , .

|
i
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~ Inreach initiatives include offering screening at non-gynecological health visits (e g. if a'patient
~ has an appointment to have a blood pressure test, make 1t possible for her to receive a Pap test at
the same tlme) : :

The Natlonal Cancer Instltute (NCI) has rmplcmented séveral outreach programs mcludmg

ot Trackmg cancer rates in minority populatrons NCI supports the collectron analysrs and ’Z)
dissemination of mformanon to prevent diagnose and treat cancer among mmontres - %

" * Recruiting minority populatrons for clinical trials: NCI makes an effort to mclude minorities )y%
in studies by grvmg research grants to researchers studymg minority cancer health ‘ )&\r

* Increasing the partrcrpatlon of members of mmorrty groups in research and medlcal practrce é\c(zg %

The NCI conducts programs with the aim of increasing research on cancer among minorities an \

increasing the pool of mrnonty researchers One such program, called The Science Enrichment U

Program, attempts to cncourage mrnorrty hrgh school students to pursue careers 1n bromedrcal Qfé%
, Studres ‘ - : :

* Implementing community—based national education and outreach initiatives: NCI supporrs
- outreach programs which use both lay and professional coalitions and leaders to decrease rrsks of
cancer among varlous populatrons :

, i A
5 ' , . S ning Efforts.

~ Passed by Congress in 1990 the Breast and Cervical Cancer Mortalrty Preventlon Act authorrzed .
CDC to implement a natronal program to ensure that women receive appropriate hrgh-quahty

cervical cancer screening and follow—up The Ieglslatron provrdes for grants to be allocated to
- states for act1v1t1es in srx areas: : o

1) Screening medically underserved women for breast and cervical cancer.
2) Provrdlng treatment referrals and follow up services for women with abnormal.
screening results. '
3) Creatmg and drssemmatmg public information and education about cervrcal and
breast cancer screening and control.- St
4) Improving health professionals' training.
5). Implementmg programs to monitor screening and analysis proccdures
6) Evaluatmg program activities through surverllance systems
The act stipulates that at Ieast 60% of funds given to states must be spent on screenmg and
referral services, and the ‘other 40% may be used for provider and public education, quality
monitoring and surveillance activities. Only 10% of state funding may be used for

|
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- administrative purposes! States are: requrred to ensure that women with precancerous lesions
receive necessary treatment although such services cannot be pard for by money authorized by
the Act. | i | |
. To achreve these goals, CDC developed the Natlonal Breast and Cervrcal Cancer Early Detectron
Program (N BCCEDP) i’I‘hrough this program, CDC reimburses states for clinical breast exams,
screening mammograms pelvic exams, Pap tests and some diagnostic procedures. State health
- agencies contract with various provider agencies including the YWCA, family planning -
~ organizations, commumty organizations, county health departments, and private physrclans A
’Flfty states, five ferritories, the District of Columbia and 13 Amerlcan Indlan/Alaska Natlve -~
orgamzatlons currently, partlcrpate in the program o R

"~ CDC works with a num?er of state, local, national, consumer and voluntary organizations to
provide screening services for tradltronally underserved populatlons of women. Examples of
such programs mclude S :

* A program to enable Alaska Natrves close to populatrons of Alaska Natlve women to create '
culturally approprrate outreach strategres and educatron matenals

* A collaboratrve program between the Breast and Cervrcal Cancer Early Detectron Program 1n
the California Department of Health, the YWCA of Glendale, the Mission Clty Clinic, v
'Umversrty of California Los Angeles and other commumty orgamzattons to 1mprove and expand
screening services and outreach efforts. o
* The Nebraska Breast én'd Cefvical Cancer Early Detection Program which manages

, culturally sensitive outreach programs aimed at Vietnamese women (a populatron with a high
rate of cervical cancer). Through this program letters i in Vietnamese are mailed to all women '
over the age of 18 which invite the women to a local YWCA to learn about screemng services.

!

*A program run through the Texas Departrnent of Health which uses funds to pay the YWCA
‘to recruit women for screemng and treatment servrces through churches clrmcs, semor centers’
and YWCA programs . ‘ | x ~

i
i

I ‘ : ,
*A Maryland state health department program Wthh places funded outreach workers at oounty -
health departments. throughout the state, workers come frorn the commumty and are malnly ’
~:‘older mrnorrty women. R - S : o

* An educatlonal program in Massachusetts whrch provrdes prmted educatronal matenals in
languages other than Enghsh 1nclud1ng Hartran-Creole, French and Spamsh '

'* Collaboratlve programs wrth the American Cancer Socrety, Avon Products Inc YWCA .
Natronal ‘Alliance of Breast Cancer Orgamzatlons National Cancer Instrtute Natlonal Center for '

.



Farmworker Health.lnc | and other orgamzatn)ns to sponsor educatlon and outrcach cfforts
e
ie
Through September 1996, 690, 560 Pap tests werc provxded by NBCCEDP. 21 ,257 cases of
cervical intraepithelial ncoplama (CIN, the precursor to cervical cancer which can be detected by -
Pap testing) and 258 cases of invasive cervical cancer were dlscovered As of January 31 1995,

- 48% of Pap tests were prowded to mmonty women.

I Professional Ed g
The CDC established a number of professional education programs for program managers, .~
health care professionals, health educators, administrative staff and outreach workers. The
programs have focused on detection and diagnostic procedures, guidelines for screening,

communication skills, data collection, reporting requirements and strengthening clinical skills.

The CDC has created screening guidelines and helped the FDA to conduct quality assurance
training programs. Programs have focused on improving specimen collection by the primary -
care ‘practitioner and specimen interpretation by the laboratory. '
When the NBCCEDP was created in 1991, the CDC created a program to monitor screening,
diagnostic and treatment activities. States collect and report to CDC information on screening
location, demographic characteristics of those screened, screening results, diagnostic procedures
" and outcomes, and initial treatment. Reminder systems have also been implemented to
encourage women to return for rescreening.
: ' v 1
The legislation which authorized CDC to enact NBCCEDP does not allow CDC to use funds for
treatment. However, many women manage to obtain treatment through state and local -
government support, donated medical services and community programs. State-funded cancer
clinics and legislative mandates to use cigarette tax revenues for diagnostic or treatment services
both help to provide treatmcnt : :
SR
; ) o
Monetary Allocations for NBCCEDP:
In fiscal year 1993, $72 billion was appropriated for NBCCEDP; in FY 1994, $78 b11110n was
appropnated and in 1997, $140 mllllon was apprOprlatcd '
3
I
Recent Advances in Pap Testing Technology

‘ Thcrc have bcen several recent advances in Pap testing technology. In March of 1997 a

technique for using brushes to take c'cllisamples was developed. This innovation significantly

reduced errors in diagnosis that often occurred as a result of smearing the sample on a slide.

. Another breakthrough was the creation of PAPNET, a program that computerizes examples of
positive pap smear patterns, making Pap analysis more efficient and reducing the possibility of

1
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Honors Re'ceived'by Gédfge Papincolaou

. Q A : ,
: Gcorge Papmcolaou was elected an Honorary Fellow at the Academy of Athens an honor that
has been bestowed upon: ‘only three other individuals (Dwight D. Eisenhower, Conductor D.
Metropoulos, and French President Valery Giscard d'Estaing). In 1978, a commemorative 13-
cent stamp was issued to honor Papincolaou's achievements. The American Cancer Society has
noted, "This man has contrlbuted to.progress more than anyone in this century in accelerating
cancer research, His name will endure in the same manner as Jenner and Lister, Pasteur and

- Koch, a -one of the 1mmortals in mcdlcme for all tlmes

N
|
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A nationwide seMce of the U.S. Departmaent of ‘Healrh and Human Services
FPublic Hoalth Service & Office of Minority Health M 1-800-444.6472

OFFI(‘E OF MINORITY HBALTII RESOURCE CEN 1 BR

BILINGUAL/BICULTURAL SERVICE

| .‘DEMONSTRATION GRANTS

THE PROGRAM

Program Description L
The Blhn‘g,ma]/Blcultuml Service Demonstratwn Cmmt Programiis admmlstcrcd and fi undcd« ~
by the Office of Minority Health (OMH) of the U.S. Deparunent of Health and Human

‘Services (DHHS). The OMH was created in December 1985 to address the historical

disparity. between the hqalth status of whites and that of racial and ethnic minorities. Its
mission is to improve the health of racial and ethnic popul'ltlom through the devclopmcnt,
of effective health polu:w}s and progmms

The BllmguaLfBlcu tural Scmce Dcmrms:muon C rant. Program was dcveloped in 1993 to

- reduce sodial, cultural and linguistic barricrs between provxders and clients with limited-

English- proficiency, and to improve their access to good health care. The projects described

‘in this fact sheet are funded for the three-year project period 9/30/95 through 9/29/98. The

grants are administered by commumty-baccd organizations linked with health care facili-
ties. These projects seekto improve the ability of health care providers and other health care

professmna.la to deliver linguistically and culturally competent he’dth services to’ popula- S

gtmm that speak hmued Enghsh I o

- Each of the pro;ccls of] fers acuv:txes umque to the necds of the tdr&et c.ommumty In addl-

.itionto developing (‘u]tural compc'tcnw training programs for physlcmns nurses, and other -
- professionals, the projects work to incréasc the usc of case managers and out reach workers .
*from the racial and ethmc conmuniities they serve. They providc coumc]mg, mentering, 7 -
+and support group progmms for clients wlho speak limited English; and enhance translation = - &

| and interpreting scrvices for minority populations. For additional information, please con- -
tact the Division of Program Opcrauons Officc of Minority Hcdlth at (301) 594- 0?69

&

March 1997
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AMERICAN SAMOA
| |

Amcrican Samoa Governmcnt ‘ American Samoa, o Unmd States tcrmory Jocated in the Pacif:c
Department of Health : . region, consists of five islands. Tt is a térritory of minarity popula-
!._

LB] Tropical Medical Center tivs, wids the najority (spproximately 97%) llvlng on the maln

ago Pago; AS 96799 B : island of Tattily.

PHONE: - 011 (684) 633-2243 C Heald i o ;

FAX: - 011 (684) 633-5379 L valtli care services die provided by two main government agencles:

: ) : LBJ Tropical Mcdical Center and the American Samoa Department

Titl i S of Health. The LB} lropical Medical Center is the island’s only
le: -

o L * hospital and pmwdu inpationt and vutpatient care. The Depart
Healths Educatmn{ (‘u"f"'mgmf . P> .- mentof Health is recpom:ble for providing home care and preven-
Improvement and Service Extension Project ¢, health care services, including health educauon programs.

Project Ditector:’

Joseph Tufa, D.S.M.; M PH The Department of Health is expanding its health education scr-

vices Lo previously unserved or underserved communities, The Health -
Educanon Cwrriculum lmpmvmw:f and Service Extension Projéct targets’
women from the islands’ three main cthnic groups--Samoans,
‘Tongans, and ]':hpmos-.who h.«ve limited-English- speakmg profi-
ciency. » ,

Girant No.:
[356MPOS091

Target Population:

ian/lacific Ielander E A
Asmsp‘l acific lela . Health educauon matenak are under deve dopment in the Followmg

" subject areas: prenatal care, immunization, oral health care. and skin

’ dxscascs/problcms Once dc%:gncd the matcrials will be translated
into the appropriate languages. Same of these materials are videos
{n the Samoan language with Polynesian cast members. The videos
will also be translated 1o the Tongan and Filipino Janguages. Cultur-
ally and linguistically appropriate training programs are also heing

: pn.pmd for health uluc.mm dam«.n by Lhc Tung,an and Filiping -
commumtie.,. e

Age Group:
All age groups

.

i s i e e b ) e i v | b e i S

Bilinguay/Blcultiral Scrvice Demonstration Grants
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CALIFORNIA |
|
‘n Aids Pro]ect : " Formed in 1987 the Aemn Aids Project (AAI’) was Lhc first HIV/
785.Mark.cl. Strect, Suitc 420 _ . AIDS program in the United States 10 target. the Asian Pacific Is-
San'Francisco, CA 94103 - " lander (API) community. In 1989, the AAP conducted a baseline
PIHONEL. (4135) 227-0946. » survey of TTIV/AIDS knowledge, attitudes, belicfs and bchavior
FAX: (415)227-8945 | dmong Chinese and Japancse cammumtus in San Francnsco
. l
- Tide: ' R The HIV Case Mann
I - grmcnt -Fducation to High Risk Asians and Pacific
HIV Case Management-Education to V" Iddanders Project targets the following high risk groups for 1[IV infec.
High R‘.Sk Asians and Pacific Islanders ~+ tion: women working in massage parlors, transgender/transséxuals,

L and men who have sex with men. Thesc groups currently have lim-
P’roject Dircctor: :
i : ited or madcquatc access 10 111V health services,

John Manzon-Santos

Grant No.: . . Over the three year penod of tlm project, AAP is: 1) increasing the
.DS6MP95078 : : ‘ _ © - utilization of hcalth and human services through its case manage-
ment-education model; 2) increasing the target group’s future acces-
sibility to health and human services through health education; and
. 3) expanding the cultural competency and linguistic capacity of health
- care professionals and para-professionals working with these groups.
The project is providing in-service training and instituting referral
protocols b(twun and among health care organizations for the tar-

- getgroups.. -

Target Populatlon
Asian/Pacific Islander

Age Group: -
Adults

|
|
|
|
|
|
CA_LIFORNIA |

[
|
Asian Amencans for {_ : . The A e on D :

! slan menmm or ommumty nvaolvement, ing., scrves aqapomt-
Commumty Inv°1vcmcnt Inc - of-cniry program for scniors who have been unable to use or are

2400 Moorpark Avenug, Suite #300 , ' distrustful of Jocal health care services. ‘T'he goal of the ASHIP is to
San Jose, CA 95128 " bring seniors and the health care system in closer alignment. Prob-

PHONE: (408) 975-2730 lems that the project addresses include ldnguage and cultural barri-
FAX: . (408) 975-2745 _ers between the Asian seniors and the service providers, lack of knowl-
' ~ cdge about discasc and discase management, and Jack of trust and
Title: ' understanding of Western medical practices, 1ndudmg the wmplcx-
Asian Seniors Health Promotnon rolcct ’ ny of the system itself. ,
P ro]ect Dlrector ' lhe pro]ect offers six main activities: mtercultural communication -
C‘arlma YCU“K M.S. W - cffectivencss workshops for health carc providers, bicultural and bi-
-lingual voluriteer training, health scréenings, lectures, In-Home Pro- )
_ . motion and Support Services, and an lnformauon and Assxstanoe B
D56MP95083 : a S ‘

’hone Support {System

ASl IPP rectuits and trains’ bl]mgual and blcultural volunteers

- Targct Populauon :
‘f.'- ;(Cambodun Chincse, Laotian; and. Victnamesc) to assist the Asian

Asldn/PdeK Islander | ?..

+ “léarn about health problems and recognize their need for medical

- " attention. . Through the Information and Assistance Phone Support

‘ ‘Syslem the project connects. homebound seniors with health care

~ services and case management servxces, including translatxon and
tr:m>p0rlauon

)Up.

|
i
|
P
|
E
e

Grant Nu ' T I
|
l
55Years and older i
' .
|
|

Thc Asian S'cmms I Icalth Promation Prn/ect (ASHPP) conducted by -

¢ seniors.. The project conducts health : screenings to help the scniors
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cial Services for Groups -

605 W. Olympic Blvd., Suite 600 ;

Los Angcles, CA 90015

PHONE: (213) 553-1818
FAX: (213) 553-1812
Title:

Pacific Asian Languagc ‘icrvnes Project

(PALS)

Pro;u.c.t Director:
Heng L. Foong

Grant Na.:
DS6MPOS0GE

‘Target Population:
- Asian/Pacific Islander

Age Group:
All age groups

CALIFORNIA'

!

l
|
X

i

The Pac ific Asian Language Services Project (PAL §) is conducted by Spe-
cial Scrvices for Groups, a multi-service “umbrella” agency that pro-
vides an array of human services to ethnic minority communities
and groups. This project is bascd on a PALS model previously devel-
oped in 1991 through the Special Scrvices for Groups 1o address
language issucs that become problematic in the treatment of HIV/
A|D§

‘'his PALS project has implemented a mobile, inlcrpr(*tation service .
staffed by bilingual/bicultural interpreters. The goal is to increase
health care access for low-income, monolingual, limited- English-
spealdng residents of Los Angeles County, with special emphasis on
arcas with a high concentration of Asian Pacific Islanders (APIs).

PALS has asscmbled a team of trained interpreters, some o,f whom
will bic further trained in mental health assessments and crisis inter-
vention. The language consultants who have mental health and cri-

sis intervention skills help with the Psychiatric Emergency Teams at
mainstreain mental health clinics. Seininars are conducted to en-

‘hance the skills of the consultants in such areas as interpreter tech-

niques, resources, medical updates, HIV/AIDS, tuberculosis, mental
health, and women s health. ‘ ‘

Promotion of,t.he PALS project is two-ticred: outreach and educa-
tion to the medical care providers is carried out through mass mail-
ings, and consumcrs are targeted through the ethnic media. The
project’s promotion campaign uses bus stop advertisements, bill
boards, and television public service announcements.

The Cambodian Family
111 E. Wakeham Ave,, Suitc E

Santa Ana, CA 92705

PHONE:  (714)571-
FAX: ‘ (714) 571-1974
Title:

Health Care Access for Cambodxans

Project Dircctor: .| o

'R:fka Hnrsch

A Gram No.:

D3SMP9S066 . ;.-

Population:
Asian/Pacific Islander

Agc Cmup:
All age groups

The mission of 'T'he Cambodian Family is to hclp refugces develop
knowledge, skills, and self-esteem to become selfreliant, contribut- -
ing members of socicty. The Cambodian Family has been in cxist-
ence since 1982 and its services include providing translation ser-
vices for hospitals, docrors, and clinics, as well as offcring health

~ cducation programs for Cambadian families.

The Health Care Access for C amhoa'imzs Program secks to build the skills
of both providers and clients to bridge the gap between Western
medicine practices and the traditional, spirit-oriented health prac-

. tices of the new Cambodian arrivals. I'he primary target area is the
-+ neighborhood with the densest’ populdtwn of Cambodians in Or-
ange County, an arca referred 1o as. the Minnic Strcet arca, The

. program provides cultural and linguistic interpretation for health

* care providers, health screenings in the Cambodian community, health-

promotion among Cambodians, and cultural competence training
systems. Seminars for health care providers includc presentations
on the Cambodian culture, health belicfs and health accessing be-
haviors, as well as working "translators and non-literate clients.
Project staff design, test and use culturally and linguistically
appropriate health promotional materials.

1
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on of Pan Asian Connmmmes

1031 25th Street P K
San Diego, CA 92102 '

PHONE: (619) 232-6454
FAX: (619) 235-9002
TltlL ‘

Southeast Asian Health Care Access Pro;cct
Project Dircctor: '
Irene Linayao-Putman

Grant No.:
D56MP95057

. Target Population:
Asx:m/l’ac::fie~ Islauder

Agc Group: :
Aduls

‘The Union of Pan Asian Communities (UI’A(’) has a 2]-year his-
tory of providing services, both independently and in partnership -
with other health/human service providers, to San Diego’s diverse
Asian and Pacific Islander population. Among jts many efforts, the
organization addresses mental health, child abuse and domestic vio-

. lence issucs, as-well as the cultural adjustment and language assis-

ance needs of Southcast Asians.

The major goals. of the Southeast Asian Health Care Access Project are
t: 1) reduce barriers and improve access to cancer relevant health
care among limited-English-proficient Vietnamese, Chinese-
Victnamese, Laotian, and Cambodians in San Diego (@unty and
2) improve the cultural competency level of local health care provid-
crs.

‘The project is involved in developing culturally and linguistically
appropriate cancer screening and educational materials, and small
group educaulonal prescntations; producing and disseminating a
health scrvices resource directory; conducting on-site visits to cancer-
rclevant health care facilitics; and providing interpretation services
and cultural: mmpatency training for health care providers.

The project has health education matcrials in several (,hmese lan-
guages including Cantoncse, Manddrin, Chau Chicu, Toisan and
Talwancse. Materials are being adapted and translated into four

_Southeast Asian languages (Victnamese, Chinese, L2o and Cambo-
dian). UPAC is also preparing a bilingual health care resource direc-

toryin Chinese/English, Victnamese/English, Camlmdlan/l:nghsh and

" Laotian lan&ua&,c 5,

i

Tralning programs on cancer are conducted for patients, as well as
providers, Topics include health information on hepatitis B and
cancers of the liver, lung, cervix, and breast. Prevention strategies
take into account knowledge, attitudcs, beliefs, and values of tar-
geted ethnic groups toward cancer in general, and morc specifically
toward preventive health care practices, early cancer detection pro-
cedures, and various cancer treatiment options. Project staff partici-
patc in an ongoing review program of cancer terminology to ensure
accurate translations.. -
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ta Community Clinic’ Vista Community Clinic  has offered health care and health cduca-

56 Vale ‘Terrace, Suite 201 . tion since 1972 for those residents who have been unable to access
Vista, CA 92084 R carce dug to economic, social, or cultural barriers. Its Health Promo-
. tion Center Is known for its innovative and culturally scnsmve health

PHONE: (619) 631-5040 pxomouon and dlsease prevention programs.
FAX: - (619) 631-5010 o .
Tide: : © The Medical Int::;pr'etatimx and Cultural Cbr::pctc:tgr Training Prbjcct Sor

Community Clinic Support Persounel (MICC) is developing a medical
interpretation and-cultural competence, training program for com-
munity clinic support. personnel in San Dicgo County. ‘lopics ad-
dress such issucs as professional and ethical conduct, intercultural
: issucs, technical vocabulary in both languages, pm-mtcrpretmg skills
% " and consecutive interpreting. The support personnel are also trained
1o elicit accurate information from the limited- Enghsh speaking pa-

Medical Interpretation and Cultural
Competency Training Project for
Community Clinic Support Personnel

Project Dircctor:
Fernando Sanudo

Grant No.: ' " tients.
1256M1°95012 f

; ‘ A medical interpretation and cultural competence training manual
Target Population: - for use in the Train a Trainer program has been pilot tested in scveral
Hispanic ? community clinics in San Diego, Orange County and lmperial Val:
g , ' . ley. Upon complction of the course, trainers are certified in the MICC
Age Group: ' program. The program has linked with local colleges where medical
All age groups f assistant programs are conducted in an ¢ffort to institutionalize the

Train the ‘Trainer program for medical interpretation and translation.

o ‘ in the last year of this project, the MICC program will be modified

, . o : for usc with district hospital support. personnel. This will enhance

I the inwerpretation and cultural competency skills of support person.

‘nel who can also provide interpretation for medical persopnel in
hmp;mls. emergency room, and urgent care facilitics. .

v e e

i
i
;
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DISTRICT OF COLUMBIA

linica del Pueblo
o
{
t

1470 Irving Street, N.W,
Washington, D.C. 20010
'PHONE: (202) 462-4788 -
FAX: (202) 667-3706

Tie: i

Bilingual/Bicultural Intcrpreter Scrvxces

‘Project

Project Dircctor: - o

Juan Romagoza, M.D.

Grant Number:
DS6MP95100

Target Population:
‘Hispanic/Latino

Age Group:
All Ages

R or COLUMBIA

La Clinica dcl I'ucblo, founded in 1983, is the only free bilingual/
bicultural medical clinic for Hispanics and Latinos in the Washing- -
ton, D.C, arca. "It serves more than 7,000 clients per year. The
clinic ofters a predominantly Central American population access to
primary health care and subspecialty medicine. Health areas include
adult primary care, diabetes, mental health, AIDS, neurology, rheu-
matology, occupational niedicine, reproductive health, adolescent
medicine, pediatrics, and dermatology. - -

The goals of the Bilingual/Bicultural Interpreter Services Project are 10

1) ¢stablish on- and off-site cultural ly appropriate interpreter ser-
vices;.2) provide on-site education to health care providers; 3) con-
duct culwural sensitivity workshops; and 4) develop a culturally ap-
propriatc [inglish-Spanish dictionary comprised of 300 words that
are unique to predominantly Central American countrics, including
slang phrascs and key medical words. Through the activities of this
project, La Clinica del Pucblo is addressing the barriers 10 health
care encountered by its target population, such as the inability to
pay for health insurance, linguistic isolation, lack of cultural scnsi-
tivity in the medical profession, and fear of government institutions.

- Mary’s Center for Maternél'

and Child Care, Inc.
2333 Ontaro Road, NW
Washington, D.CC. 20009
PHONE: (202) 483-8196
FAX: (202) 797-2628

Ttde:
. Proyecto Conexion

Project Director:
Maria §. Gomez, R.N.

Grant Numbcr:
: I)S 6MP9500£

g Tarbct Populauon
' .lhcpantc/Launo

' oﬁp '
al through Adult

1
1

|

: Sccunly

Mary’s Center for Maternal and Child Lare, lnc (Mary's (‘cmer)

_ established in 1988, is a non-profit, minority community-bascd

agency. It focuses on increasing access to health care for limited-
English-proficicnt (LEP) Hispanic and Latina women and children
thmugh the pmwszon of low-cost, c‘omprehenswe services. «
L3

The goal of I’myccsa Concexion s to decrease barriers and increase ac-
ccss to culturally and !mgu;sucally appropriate hcalth carc for the
target population. Project activities are dmded into three primary .
components.

Entitlement Assistance provides guidance in applying for services in-
cluding Medicaid, food stamps, gmcrgcncy assistance, and Social

\

The Home Vc:tmg Team, in parmersth with Providcnce ‘Hospital,

- provides education, counseling, THIV/AIDS testing/counscling, ad- -
.7 vocacy, immunizations, and case management scrvices for preg-
nant women and babi¢s from the prenatal stage to onc ycear ¢ of age

Pcdiatuc (‘tm Mamgrmmt pruvidcs <xs~.nsm1u.e and educatmn m civ-

sure proper child dcvclopmem
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‘y of Chicago ,’ ' The Chicago Department of Tlcalth (CDOH), Office of Hispanic
Office of Hispanic Affairs o ‘ . Affairs, addresses the physical and mental health of Hispanic and
Chicago Department of Health | Latino residents through th¢ CDOH Health Clinics. The clinics
DePaul Center, Second Floor, Room 2144 provide effective and accessible health services that emphasnze health
333 S. State Street ; ! promonon and disease prevcnnon
Chicago, Hlinois 60604 | :
PHONE: (312)747-8820 1 The goal of the CDOH B:fmgu(d/’ﬁ:cultamf Service Demonstration Pro,'m :
FAX (312) 747-9694 [ is to improve the effectiveness of hcalth care delivery to limited-

o ‘ ‘ ~ English-proficicnt Hispanics. This project focuses on five of the seven

Titde: . | CDOH clinics used by the target population. 'Intensive language

and culwural sensitivity training is provided to health care profes-

sionals, including doctors and .nurses, and paraprofcssionals from
the Sexually Transmitted Discasc, Tuberculosis, and Immunization
units. This tmmmg increases their knowledge of the valucs, beliefs -

. and cultre of the Hispanic community, and improves the level of

! . communication between provider and patient.

’Chicago Dcpartment of Health Bu[mguixl/
Bicultural Service Demonstrauon Project

Project Director:
Esther Sciammarclla

Grant Number: o , ‘ ‘ ,
DS6MP95036 ol o L * :

Target Population: . ‘
Hispanic and Latino

i
. . . i
Agc Group: - ' : |
ts ' o
B H

|

\

I(AN SAS

chhlta Sedgwxck County v (l &e%féﬁxg?—Sedgﬁdck ({;c'm.:;Ly Dcpai(nicni} of Comniun;t,{gi;alth '
, _ is responsible for protecting the citizens of Wichita-
1139‘ ggré’;':“;l :‘ftg"mm“mt}' He“hhi Sedgwick County from excessive morbidity by preventing the spread -
Wichita' Kansas 67214 b . of discase, encouraging a healthy life style, and providing a safe en-
PHONE: (3'] 6‘) 268.8342 % : , vironment. The WSCDCH's Personal Health Division prowdes cli- -
" FAX: i31 6) 268-8397 ' | ents with both pnmary and preventive health services.

The Bllmguallecuhura] ‘Semcc Demonstration Pro]cct focuscs on a’

Title: I :
Bﬂmgual/[hcu]tural Scrvue Dcmonstratlon - comprehensive approach to improving the ability of health care pro-
Pm]ect , o . . ‘viders and other professnonals o deliver linguistically and culurally

competemheahh service to limited- nllb]l\h-bp(.dklllb lhspamcs and "
Asians, Two WSCDCH Hcalth Stations have been established within - .

o Pro;ect Dxrector . o
' " the Asian and ‘Hispanic: communitics ta improve the deliveryof all |

Margaret Bakcr e ‘ :
o Ty ‘ it _heilth services, w;th an emphas:s on cancer preventwn for Hlspan-,‘.‘
Gram Number . : : . ics,and health assgsffngnts and refcrta]s for, Asxans
«D56MP9508? ) 7 T

A SRS R Thg activitics of this pm;c.cl .;Ixo cmphasv& urly gnrollmcm of :
i‘liet Populatlons ST -patients in the Maternal and Infant Program; routine clinical breast - £

hic and Asian -examinations, mammograms and Pap 1ests; and’ compliancc ‘with : l

, direcl-obscrved therapy by: Asian clients. Other activities include -

Agc GYOUP‘: the translation of health education materials, the purt_haﬁc of health’ .
All Ages A ~education materials that are language and reading level appropnate :

S P and pmmouon of bllmgual/lncultural services. '
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MICHIGAN

.dwest Mlgrant Hcah{:h
Information Office, Inc.

502 W. Elm Avcnuce
Monroe, Michigan 48162
PHONE: (313) 243-0711

 Title:
Colonia Hcalth Worker Program

Projcct Dircctor: . '
June Grube-Robinson, M.PH.

Grant Number: :
DS7MP9504] Lo

“Target Population:
Hispanic and Latino

Age Group: Lo
All Ages

‘ " \
| |

1

NEW YORK |

The Midwest Migrant 11calth Informatlon Office, Inc. (MMHIO),
is a nationwide lay health promotion agency that strives to provide
full access o health services and improve health conditions for ini-
grant farm workers and their familics. f\lthough headquartered in
Mld’tlgdn, MMHIO maintains a facility in the Rio Grande Valley.
‘Texas, that works closely with health care prowders community ser-
vice agencics and farm workers.

The Colonia Health Worker Program targets poor Hispanic residents of
the colonias of the Rio Grande Valley. It has trained twelve migrant
farmworkers to be effective ‘peer health educators and serve as a
crucial link between colonia residents and the health care system,
'The training emphasizes culturally sensitive information on HIV/
AIDS. The trained peer health educators participate in home visits
and distribute HIV/AIDS health information to the residents of the
colonias, and provide health-related referrals to Valley agencics. The
peer health educators also provide information on the conditions
and lifestyles of colonia residents to health professionals cnabling
them to prowde morc culturally and lmgmsttca ly appropnate health
carc, .

i
i

Afncan Semces Commxttee Inc.
28 East 35th Surect '

. New York, New York 10016

- Grant Number: - S
AI)S?MP%O?& : A

. 2) referrals to primary medical carc and follow up ! for posltlve dlag

- Prenatal, Infants, and Adults

PHONE: (212) 683-5021 - .
FAX:. (212) ?79«2862 i

Title:

Bilingual/Bicultural Access to HIV/STD/T B

‘Medical Services for African Refugees and
Immigrants
Project Darccmr ' '

Kim leht)lb

I

t

s

:t Population: |
n Immxgrants and Refugees ‘

Age Group:

The A(r:can ﬁcrwccc Committee, lnc a 13-ycar old commumty-
based organization, provides services to African immigrants and refu-
gees who require access to medical services within the five boroughs
of New York City. These services include multilingual outreach, HIV
pres and post-test counseling, and M1V resource referral. ' In. 1993
and 1994, the organization expanded its services to provide testing,

‘treatment and follow up for Sexua]]y 'lransmltted Diseases (STD)

and "luberculosis (TR).

The Biliiq;'mll/[;icultwﬂl Access to HIVISTID/TB Medical Services for Af-

rican Refugees and Inmigrants project provides culturally competent
interpretations and translations, HIV/ST1)/T'B prevention education,

. medical counseling, and referral and follow-up scrvices to-prevent -
- +.and reduce the risk of infection for t}us populauon Pro]ect services
"+ include:

1) an cscort to pre-test screenmgs as wcll as mterpretauon and coun-
seling for clients;

noscs, including prophylaxis for opportunistic mfectnons, dnrcct 6b-
served therapy and STD trcatment;

'3) short-notice and emergency interpretations and translations at

hospitals; and
4) bilingual attitude, belief and behaworal risk asscssments.

9
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.}oseph s HosPual

158-40 79th Avenue
Flushing, New York . 11366
PHONE: (718) 5586211
FAX: (718) 558-6209

Title:

to the Korean Community of
Qucens, New York

Project Dircctor:.

Andrea Dell Ensley- Williams, M. H A

Grant Number:
- [I56MP95038

“Target Population:

Korean

Age Group:
All Ages

5

Culturally Sensitive Primary Carc Services

i

|
|
|

-

i

St. Joseph’s Hospital, a 200-bed community hospital, is located in
the Queens Borough of New York City, an arca with a diverse mix of
ethinic and racial groups. According to the 1990 Census, 64 percent
of the 70,598 Koreans living in New York City arc concentrated in
St. Joseph's primary and secondary service areas.

The project’s overall goal is 10 improve access 1o primary care scr-
vices by the limited-English-proficient Korcan community. Hindered
by language barriers, this population experiences some difficulty in
understanding the health care system.

To achieve the goals‘ and objectives of this project, St. Joseph's Hos-
pital has established linkages with a community-based organization,
Korcan Community Services (KCS) and the American Cancer Soci-
cty. ‘ ‘

Through these partnerships, the project offers community-based
health education and serecning programs, low-cost/no cost maminog-
raphy and cervical screenings, age-appropriate health maintenance
services and counseling, interpreter support, translation of patient

information and education materials, outreach services, and cultural

awareness and basic language training for the hospital staff.

¥
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