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ofHPVinfectionsand theii as,sociatedlesions. Factors underinvestigation include smoking; use of 
honnona! contraceptives; ht'mber oflive births; young age at first sexual intercourse; use ofvitamins such 
as carotenoids. vitamin C, ~nd folic acid; co-infection with other sexually transmitted diseases (e.g" .. 
herpes simplex, mv, chlaniydia); growth mctors; cytokines; and humoral and cellular immunity. ' .' I . . '. '. , . 

. screeningl· , 

~quamous,cell"'S;etY.ical~cancer,Lis~an:ideardisease:lor-scr.eening~bec{iUsekofJh]}~ic.~l1Y-.1ong"pr~c~CJl 
c]~lias~,_wliich~perm.iiS;:earlx=aetection~Y~fthePip_smear iSeffe.cti~m_[eauc~o.r.oi~itY~ano:u 
tnortalityJrom"ceMca1Z"a1f~ Despite the recogiUzed benefits ofPap smear scre~ning, substantial , 
subgroups ofAmerican women have not been screened or are not screened at regular intervals. One·half 
ofthe women with newly diagnosed invasive cervical carcmoma have never had a Pap smear, and another 
10 percent have not had a stnear int~e past 5 years. .' , ,..'. 

. ,I ..... . 
The unscreened populations include older women, the uninsured, ethnic minorities, especially Hispanics 
and elderly blacks, ,aTld poo~ women, particularly those in rural areas. One-fourth ofthe cases of cervical· 
cancer and 41 percent ofth~ deaths occur in women age 65 and older. Data from the 1992 National 
Health Interview Sur:vey in4icate that one-half of all women age 60 and older have not had ~ Pap smear in 
the past 3 years: Although qlder women are screened less frequently, tpey have the same number of 
recent physician visits as younger women, which indicates the need to educate older women and their 
health care providers about lthe importance, ofPap 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 rripdalities. On the other hand, rec~t evidence demonstrates that the gap in the 
incidence ofcervical cancerlbetween black arid white women under age 50 is disappearing, suggesting 
that 

, 
the rate ofscreening his

I, 
increased among young black women. . ' 

, . . , I '. . . , 

" . 1 ,.. , 


To improve outreach tounscreened populations, reasons for nonparticipation in screening must be 
detenninedand addressed Jith appropriate interventions. Community-based approaches to reaching 
diverse ethnic populatio'Qs are recommended and should include using community leaders and members to 
assess attitudes and concerlis prior to insti~ting screening programs, and as part of the process of . 
education and awareness. Culturally sensitive and linguistically' compatible staffing for outreach and 
screening is a keycomponeht ,...... . . " 

, . ,\. .' . ' . 

Logistical problems associaied \\lith screening in both metropoUtan and rural settings should be addressed 
during outreach planning (e;g.,.transportation, .child care, duration ofappointmerits, multiple site 
referrals, accessible screenirlg sites). Options suchas:'mobile screeriing services and incentives should be 

, considered. . . i .'. . ' , 
A concerted effort to standJrdiz~ Pap smear ternUn~logy res~lted in The ~ethesda System (TBS) (Table

. . . I " 

1). TBSevalua~es the speci~en for adequacy, uses diagnostic terminology, and makes recommendations 
pertaining to the'smear when necessary. Determining the adequacyofthe specimel) isa major. . 
contributio~ because retrospective reviews ofsmears from women \\lith cervical cancer have shovm that 
·many were unsatisfactory.' ~mears,may be unsatisfactory for a variety ofreasons, the most common of 
which are obscuring blood qr inflanunation. Evaluation ofothers may be less than optimal because of 

. factors such as absence ofsampling from the transformation ~one. 

TABLE 1. The 1991 Bethesda System, 
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Important: This infonnati~n is intendedfor 'Use by doctors and other health care professionals, Ifyou 
are Q cancer patient,ytJur doctor cah e:iplainhaw,it applies 10 you, or you can call the·Cancer . 
In/ormation Service at ID8~()"422-62J7. . - . . 
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Evidence strongly ~uggests adecrease in mortality from'regular screening, 
Ylith Pap tests in wo'men who are se)Wally active or who have reached 18 

, years ofage. The uppetage limit at which such screening. ceases to be. 
. effective is unknown. I, ,,' . 

i 
I 

,Levels ofEvidence,:,,3,4,S 1 ' 

\ . ' '. -' ! < ',' 	 -, • ~~- • 

. '. 	 Evidence obtained fron1cohonor case-control analytic 'studies, . 

preferably'from mote dian 'one center or research' group 


,. r 	 " 
. I· . ' .. ,' 	 . 

.Evidenceobtaimid from multiple ti~e series with or ~ithou~ interven~ion . . . 
l 

. ',qpinions ofrespected a~thorities based on clinic~ experience, . 

, 'descriptive studies, or reports ofexpert committees . < '. " <;•. 


, I . 	 . . 
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. '.. 	 ! 
I'SIGNIFICANCE r ' 

. ! ' ' 	 . '. . . ' 

In 1997, an estimated 14,500 ~ases ofiilvasive cervical cancer are expected to occur, with about 4,800 
women dying from this disease.[l] From 1950 to 1970, the incidence and monality rates ofinvasive 
cervical cancer feU impressivel~ bymore than70%~[2J Since the early 1980s, however, the rates of . 
incidence and mortality appearlto be decreasing more slowly. According to incidence and mortality rates, 
screening for cervical cancer s~ould start in the late teens when these rates begin their upward trend. 

\ lofS 

I 



• .luI. 17. 1997 I: 13PM !NCIPRESS OFFICEhtlp:II_.:;••__._.............,,_~r .•_._~_.wwr.html; 
 < , 

.. .\ 

Rates for careinomain situ+eacha peakfor both black: and white women between 20 and 30 years of 
age. 	 : < < 	 < 

After the age of2S, however, the incidence ofinvasive cancer in black women increases rapidly with age, 
while in white women the i~cid~cerise~ Jl10re slowly~ Mortality also increases with advancing age, with, 
dramatic differences between black a~d '\Yhite women.,' < , < 

Extra effort is warranted to;reach olde(women who have not been screened. Over 2S% of the total 
I 	 < < < < , 

number ofinvasive cervical icancers occur in women older than 65; and 40%~50% of all women who die 
from cervical cancer are over 65 years ofage.[3,4] A Jarge proportion ofwomen, particularly elderly 
black wom~n and middJe-aged poor women, have not had regular Pap smears.[5] In some areas, as many 
as 75% ofwomen over 65 have not had a Pap smear within the previous 5 years,[6] These patterns 
underscore the importance of special screening efforts targetec:l to reach women who do not receive 
regular screening. : 

Although vaginal smears ar~ often done for folIow,:"up ofwomen who have had a hysterectomy for 
malignanCYt a retrospectiveistudy suggests ,little or no benefit ofroutine vaginal screening for women 

, I • 

who have had a hysterectomy for benign conditions.[7] Investigators found a low prevalence ofvaginaJ 
dysplasia (0.1%) and a hign false-positive rate for vaginal smears from women who have had a 
hysterectomy for benign disease. ' 

I 
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The widespr~ad acceptance ofthe Pap smear makes the possibility of testing the efficacy of cervical 
cytology by randomized tri~ls remote. There is, nevertheless, substantial evidence from observational 
studies that mortality from cervical cancer can be reduced by screening. 

Mortality from cerncal can¢er 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% ove~ 20 years, and Finland and Sweden reduced their mortality by 50% and 34%, 
respectively.(l] Similar red~ctions have been found in large popUlations in the US and Canada. 

: 

I 


Reductions in incidence and mortality seem to be proportional to the intensity of screening efforts., The 
S,candinavian countries with the highest rates ofscreening activity reported greater reductions in mortality 
than those countries with lo~er ,rates ofscreening.[1,5] Mortal.ity in the Canadian provinces was reduced 
most remarkably in British ~olumbia. which had screening rates two to five times those of the other 
provinces.[6] , 

Case-control studies have found that the risk of developing inv~sivecervical canceris3-10 times greater 
in women who have not be~n screened.[7-10] Risk also increaSes with longer duration following the last 
nonnal Pap smear, or similarly. with decreasing frequency of screening.(ll, 12] Screening every 2-3 
years, however, has not been found to increase significantly the risk offinding invasive. cervical cancer 
above the risk expected witp annual screening.[I2, I3], 
The analysis ofsurviva1 dat* 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 
oflocalized disease. For thqse initially diagnosed with distant disease, the survival rate is only 13%. Early 
detection, using cervical cytology, is currently the only practical means of detecting cervical cancer in 
localized or premalignant stages. 

Targeting high-risk patients: 
, I, 

I 

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

. or those who have not had one for several years. Often, these women are older, ·of lower socioeconomic 
status, and may be member~ ofminority 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 intercou~se and multiple sexual partners, have less practical clinical significance due to 
the difficulty in obtaininga~equate histories of these risk factors. Advances in understanding the . 
relationship between specifip HPV types and the risk ofcervicat neoplasia may have future applications in 
targeting high-risk groups for screening and other preventive interventions, In particular, HPV testing is 
under investigation as an int,ermediate 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 high-gradellesion that should be treated. In one study pfwomen with equivocal Pap 
smear results, testing for elevated 1evels ofHPV 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.[1S] In another study. of the 31 women who tested negative for HPY16 by DNA-based methods, 
29 (94%) were also negativ~ for systemic IgGantivirion antibodies by an enzyme-linked immunosorbent 
assay (ELISA). [19,20] Ho~ever, ofthe 54 women positive for HPV16 by DNA-based methods, only 32 
(59%) were also found posi~ive by the ELISA method. 
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•• : CANCER FACTS 
, NationalCancer Institute· National Institutes of Health 

Questions and Answers About the Pap Test 
I ' 

I 

1. What is a Pap test? 

The Pap test (sometimes called a Pap smear) 'is a way to e.x.amine cells collected from 
the cervix and v~gina. This test can show the presence of infection, inflammation, 
abnormal cells;. or cancer. 

2. What is a pelvic exam? 

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 portion of the vagina

: ' 

and the cervix can be seen. ' 

3.Wby are a Pap' smear and pelvic exam iniportant? 

A Pap 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 prevented if women have Pap tests and pelvic ex.ams regularly. Also, as 
with many type4 of cancer, cancer of the cervix is more likely to be treated successfully 
if it is detected ~ly. 

4. Who performs:a Pap test? 

Doctors and oilier specially trained health care professionals, such as physician . 
assistants, nurs~ midwives, and nurse practitioners; may perfonn Pap tests and pelvic 
exams. These ipdividuals are often called clinicians. 

5. How is a Pap test done? 
I, 

A Pap test is simple, quick, and painless; it can be don~ in a doctor's office, a clinic, 
or a hospital. \Yhile 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 

C 8 nee r ~ e sea r c h • Bee a use L j ve s 0 e pen dOn I t 1123/91 
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'1 	 ' " , . 

some conditions!'are more of a thi"eat·thanothers. 'A womanrnay want to ask her 
. d~r for specific infonnation about her Pap test result and what the result means. 
c ' I ' 	 .' . . '. 

There::ue' seVeralterI,ns! th~~ maybe used todescribeabn~rmaJ results. "., 
/; 

" 	 DysplaSia is a ~nn used to describeabnornlal cells.· Dysplasia is not cancer, ,although 
it may develop ipto very early cancer of the cervix. In dysplasia, cervical cells 
undergo a series of changes in their appearance. The cells look abnormal und~ the 

.	microscope, bu~ they do not invade nearby healthy tissue.. Th,ere are three degrees of . 
dysplasia, classined as mild, moderate, or severe, depending on, how abnormal. the cells 
appear under th+ microscope. . 
, i., 	 ." : 

• Squamous int~epitheliallesion (~IL) is another tenn that is used to describe .' 
abnormal changes in the cells on the surfaceoi' the cervix. The word squamous 
'describes cells "':'hich are thin, flat, and lie on' the outer surface of the 'cervix. The 
word lesion ref~s to abnonnal tissue~ An intraepitheliallesion means that the ' 
abnormal cells are present only.in the surface Iiyers of the cells. A doctor may,. 
describe SIL as being low-grade (early changes in the size, shape, and number of cells) 
o~ high-grade (aJ large number of precancerous, reUs that lookvery different from 
normal cells), ,I . 

• 	 Cervical intraepitheUalneoplasia (CIN) is another term that is sometimes used to 
describeahnonrlal cells. Neoplasia means a new abnormal growth of cells.. 
Intraepithelial rJfers,to the surface layers of the cells. The ,term CIN, along with a 
number (1 to. 3)[ describes how much of the cervix cOntains abnormal cells.. ' 

~. . I .' 	 , 

• 	 " Carcinoma in situ describes a pre·invaslve cancer that involves only the'surface cells . 
and has not sPr~d into deeper tissues.. . , 

" , 'II 	 ", " . 
'Cervical cancer, or inv~ive cervical cancer, occurs when abnormal cells spread deeper into ' 
the cervix or to other tissues or organs.

,J . , 


. 'i
I • 

' 

10. . How do these t~compare? 

• :," It, i 	 , . 
Mild dysplasia may also be classified as low-grade SIL or CIN 1. 

, ~ - ,... 	 . ' 

• Moderate dysplasia play also be classified as high-grade SIL or CIN 2.
I' 	 .' . ,I' . 	 , 

• Severe,dysplasia may alsd be classified as high.giade SILor CIN 3. 
~. '. 

• carCino~a insitu:mayal~ be classified as high-grade SIL orCIN 3. 
, ' , 

, 

I 
11. 	 What are atypiCal squamous cells of undetermined significance (ASCUS)?,I

, j , , 
I 	 , 

1/23/97
I ,I 	 Page 3 
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12. 

13. 

'14. 

15. 

1 

; 

t
I, 

Abnormalities kat do not fulfill the criteria. that defiI1e SIL, eIN, or dysplasia are 
termed atypical squamous cells of undetermined significance (ASCUS). Persistent 

" abnorrmil smears are often:fur.ther eValuated by a physician. 
, I , , ' , 

I 
i 

IS the hwnan Papillomavirusassodated with the development of cervical 

cancer? i 

Human papillobviruses (HPV) ~eviruSes that can cause warts. SomeHPVs are 
sexually' transnllttedand Cause wart-like growths on the geni~s. Scientists have ' 
identified mor~ than 70 tYpes of my; 30types,infect the cervix, and about 15 types, 
are associated With cervical cancer. ' , 

<r, i,

,',' ' I 
I 

",' ;, ' . , 

HPV is a majot rlskfactor for ceIVical canCer.' In faCJ, nearly all cervical cancers 
show'evidence 'of HPV. However, not all cases of HPV develop into cervical cancer. 
A woman with:HPV may want to discuss any concerns with her doctor. 

t· .. 

Who is atrlskifor HPV infection? 

HPV infection i~ more:conunonin younger age groups,particularly ~ women in theu-late 
,teens and twenties. Because mv is spread mainly through sexual contact; risk increases 
with num~eroflsexua1 partners. \Vomen who become sexually active at a young age, who 
have mUltlple sexual partners, and whose sexUal partners have other partners are at ' 

, t " 

mcrea.se4 risk Nonsexual transmlssion is also possible. The virus often disappears but 

,may remain det+ctable for 'years after infection. 


, I' , 
Does bifectioD[with a cancer~associate(l type, of HJlV always lead to a precancerous 
condition ,or cancer? ' , ',',", , ", I' " " " '" ' 
No. Most inree,tions appear to go away on their own without causing any kind of 
abnormality. Hbwever, infection with cancer.associated HPV types may increase the risk 
that mlld,abnonralitieS will progress to more severe abnormalities Of cervical cancer. 
Wlth regular' fo~ow~up care by trained. clinicians, women with precancerous cervical 
abnormalities should 'not develop invasive cervical cancer. . 

I ' 
,I 


, I 


What are fals~ positive and false'negative results? 

Unfortunately, ,were are occasions when' Pap test results are not accurate. Although 

these errQfs do ;not occur very often, they can cause anxiety and can affect a woman's 


, health.' : ' ~ " ' ' 

, ! 

A false,positivd P~PteSt oCcurs ~heri apati~tis told she has abnonnal cells when the 
, cells are actua.n;y normal.' A false negative Pap ~st result oCcurs when a specimen is 
called normal, but the woman has a lesion. A variety of factors may contribute to a 
false negative t6ult. A false negative Pap test may delay the diagnosis and treatment 
of a precancer9ps, condition. Ho'wever, regular sCreening helps to compensate for the 

, ,I ' In3~7 
Page4 ' 

! 
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I. 

false negatives ~use if abnormal cells are missed at one time, chances are good that 
the cells will be detected next time. , i 

1 
The Food and D~g Administration has recently approved two computerized systems 
for rescreening 6fsampleS to detect abnonnal cells from a Pap test. These systems are 
beginning to be hsed in laboratories across the country. Rescreening may also be done ' 

I 	 . , 

manually. It is ~mportant for a woman to discuss the results of her Pap test with her 
physician and to1inquire about the quality control measures that are taken in the 
laboratory in which the tissue sampie IS evaluated. 

16. Wbat.if Pap teA results are abnonnal1 
. '. 	I . 


i 

If the Pap test shows an ambiguous or minor abnormality, the physician may repeat the 
test to ensure ac?uracy. If the Pap test shows a significant abnonnality, the physician 
may then ~r:fo~a eolposcopy using an instrument much like a microscope (called a 
colposcope) to examine the vagina and the cervix.··· The colposcope does not enter the 
body. A Schille~test may alsO be performed. For this test, the doctor coats the cervix 
with an iodine s~lution.· He'aJ.thy cells tum brown and abnormal cells turn white or' 
yellow.. Both 01 theseprocedures.can be done in the doctor's office. 

The d(X;tor may:also remove -a small amount of cervical tissue for examination by a 
pathologist-ThiS procedu,re is called a biopsy and is the only sure way to know. 
whether the abn6rmal cells indicate cancer. 

I . [ 

I 
',. 	 ; 


[ 


### 
, 

lriformation about cancer is available from 'several sources, including the ones listed below. 
" . 	 lmm 
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Office of Cancer Building 31. Room 10A24~ Communications Bethesda. Marylano 20892 

National Institutes ofHealth 

Thursday, January 30, 1997 ' 

Caroline McN,eiJ 
NCI Press Office 
(301) 496-6641 

NCI LauDches Natio~al Study of Abnormal Pap Tests, in Cenrical Cancer Screening 

The National Cancer Institute (NCI) is launching a large national study to answer one of
I, " 

the most cont~oversial :questions in women's health: What should women and their physicians do 
j

'; . - . 

about the mild abnormalities that ofteri show up on Pap tests? Theresuhs could affect the 2 to 3 
; . I 

million American wom~n each year who learn that ,heir Pap test -- the routine screening test for 
I 

cervic.al cancer -- has \incovered a mildly abnormal change in cells lining th~ cervix_ 
I , 

The new trial ~illevaluate three different'ways of managing these abnormalities: 

1) colposcopy -- a probedure i~ which a physician examines the cervix through a magnifying' 
C\. , ;. • • 

instrument and biopsies any abnorma.l areas; 2) repeating the Pap test every six months (because
, 

most abnormalities return to normal without treatment); and 3) testing for c'ertain types of human 

papitlomavirus (HJ>V),jas a means to differentiate between abnonnali'ties that need immediate 

i 


colposcopy and those ,hat can be best followed with repeat Pap tests at six-month intervals. 
, I 

Each year,Papltests reveal s~rious, precancerous abnonnalities called HS1L (high-grade 
, I , 

squamous intraepitheli~llesions}in about 300,000 women in the United States_ There is little 

controversy about the ~anagement ofHSll..; it must be treated to prevent cervical cancer. 

Howe"-er, no consensu~ exists on th~ way to manage the far more common, milder abnormalities 
,I 

known,as ASCUS (atypical squamous cells ofundetennined significance) anpLSIL (low-grade 
, , I ' , 

squamous intraepithelial lesions),
I , 

, At present, ma~y physicians recomme~d:immediate colposcopy and biopsy for ASCUS 
, , I 

, , 

and LSll... This is because the mild abnonnalities may, in a small proportion of cases, indicate the 
" ' 

, (more) 
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.i 

. I . Ii 
I 

I &Dear Y11...o..,'. a.Li.h.LU) r:G 
. .' I . .) 

I . 

;Thank you foryqur recent call to the Cancer Infonnation Service. We are pleased to provide 
the enclosed infonnation in response to your request. If this infonnation is not what you are seeking, 
please call us again so that we may' help you further. 
'. . I " 

I '. 

As you read this infonnation, please keep in mind that articles from professional journals and 
textbooks represent 'the ~iewpointsof the authors. Other health professionals and researchers may 

I ' 

have different opinions that do not appear in'this material, and more up-to-date infonnation may be 
available in more recen~ textbooks orjournal articles. ." 

, 
i 

The enclosed material is nota recommendation by the National Cancer Institute or the 
Cancer Information Se'rvice. All decisions about the care. and treatment of a 'person with cancer 
should be based on the ~levant scientific infonnation, as well as on the condition and needs of the 
individual. We encourage you to. discuss the enclosed material with the patient's doctor, who is 
familiar with the case bMore making any decisions about treatment or care. 

If you have addi~ional questions, pleas~ contact us again. 
I . 

I Sincerely, 
I 
! 
I 

The Cancer Infonnation Service 
"I 

johns Hopkins Oncology Center ! . 

550 N Broadway, Suite 300 

Baltimore, MD 27205-2004 I 

(470) 955-3636 • Fax (4 7OJ 955-3694 I 

A Program of the National Cancer Institute serving Maryland. District of Columbia 

and N Virginia in c~operation ~ith thejbhn~ Hopkins OncologyCepter " . 8 0 0 4 CAN C E R 
i 
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Section III
, 

Use of: Screening Services 


Despite the general avaqability of cervical 
cancer screening service~, subgroups of wo­
men at risk for the disea~e are infrequely 
screened or have never b~en screened. Atten­
tion to the factors that affect use of screenihg 
services is important bec~use of the potential 
benefit of early detection: on survival. These 
factors include but are not limited to whether 
a woman believes that s~e is susceptible to the 
disease, whether her phytician 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 screening among wo 
men who are inadequately screened (Green 

I ' 

et a1., 1980). 
. i 

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 

, I 
size, response rate, and relevant statistical 
information are provided~ 

I 

Sociodemographic Variables 
Sociodemogrophic vaTi<;tblesare generally 

used to characterize high~,risk and inade­
quately screened populati:ons. The 1973 Na­
tional Health Interview Sy,rvey, which used a 
national probability sample of women who 
reported never having ha~ a Pap test, re~ 
vealed that the women at: highest risk for cer­
vical cancer were the leas~ likely to have been 
screened (Kleinman and {(opstein, 1981).Wo­
men who had never had a Pap test tended to 

! 

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, contraceptive 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 non metropolitan residence. Lack 
of screening was twice as high among poor, 
nonmetropolitan women than among non­
poor, metropolitan women. 
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i
Table 11/-1. Factors Associated wltll1 Having a 
Pap Smear : ' 

: 

Variable R 

! 

Odds 
ratio 

95% 
Confidence 

, interval 

Increased agef -0.212t 
i 
0.31 0.25, 0.39 

No health ; 

-o.ont 
I

insurance 0.47 0.34, 0.66 
Higher income 0.063t ).56 1.23, 1.97 
More education 0.041§ :1.41 1.06, 1.87 
Not in labor 

I 

force I! 0.031<j[ ,1.30 1.03, 1.63 
Being black 0.027<j[ :1.51 1.02, 2.22 

i 
:I: Compares women age 20 to 19 with wom~n age 

50 or older. ; 
t £ <.001. . 
§ £ <.01. 
I( Compares women not in the labor force with 

employed and unemployed y.{omen. 

I 
<j[ £<.05.' 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-

I
formation on cervical cancer screening behav­
ior (Hayward et aI., 1988). Women age 20 or . 
older (N=4659) were asked if, 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 te~t. 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 va~ables were sig­
nificantly related to having J:lad a Pap test 
within a 3- to 5-year period(Table 111-1). 

Changes in women's use of preventive 
health care have been descriped by using 
NHIS data from 1973 to 1971 and from 1985 
(Makuc et aI., 1989). The ag'e-adjusted pro-

I 

portion of women who had a Pap test within 
the past 2 years was almost lfnchanged be-. 
tween the two periods (64 percent and 65 per­
cent, respectively). However,i an increase in 
use of cervical cancer screenii1g was found 
among older women (60 to 7:9 years old) and 

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 
testwithin 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 diffl=rence may result from a lack 
of emphasis on cancer prevention within the 
health-care system these women use (Makuc 
et a1., 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 
likelythan 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 III-I). For both groups, older women 
were much more likely to have had a Pap test 
more than 3 years before the interview (Figure 
111-2). Excluding the 18 to 29 age group, never 
having had a Pap smear increased with age 
(Figure 111-3). 
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I Table 11/-2. Percentage· of ~omen 18 Years Old or Older by 
Pap Smear History and Racial or Ethnic Group 

I
I 
I, 
I 

I, 
Sample, 

size N 
: 

I 

I 

Never had 

test 
 Had test (Percent) 

(Percent) 

Heard For screening 
Never of For
heard but health 

. never of problem <1 1-3 . . >3 test had 
i Racial or ethnic group: [. I yr yrs yrs.test 

All women , 3,062 4.0 7.3 7.8 48.0 17.0 15.8 
White (non-Hispanic) 2,164 2.1 6.9 7.6 47.9 17.8 17.7 
Black (non-Hispanic) 516 4.1 7.8 10.6 52.8 15.4 9.2 
Hispanic I 1284 15.1 9.6 7.4 44.8 12.9 10.3I 

Mexican American i 138 16.4 9.8 8.6 46.1 11.5 7.6 
Puerto Rican '61 15.0 7.1 6.7 49.9 9.9 11.5 
Cuban. 21 8.7 23.2 6.1 31.1 14.4 16.5 
Other 64 15.5 5.4 6.1 45.0 16.4. 11.7 

·Weighted to 1987 U.S. popula~ion. 
i 

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. Bla'ck women (82 per­
cent) were more likely than :non-Hispanic 
white women (71 percent) to have recently 
had a Pap test (Centers for 1+>isease Control, 

.1989). In the sample (N=87:41) 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 nationdl 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 ~elow. 

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

was high. The area was primarily rural, and 
most residents were white. Because few black 
women lived in the area, they were exci.uded 
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 ~O, 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 
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Figure 111·1. Percentage of Women Who Had Had a Pap Test Less Than 1 Year B~fore Interview 
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Source: National Cancer Institute 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. 

Chow and colleagues q988) 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 wo'men with little edu­
cation (<12 years) or low household income 
«$25,O()0), for unmarried women age 50 or 
older, and for women wh~ had never been 
pregnant. White womenl with low income 
were less likely to have b~en screenedannu­
ally, but an inverse relatiionship between 
screening and income w¢s found for black 
women. Participants were not asked their 
usual source of gynecologic care, but the in­
vestigators speculated th?t low-income black 
women were obtaining free Pap tests at local 
health department clinics. Other studies that 
22 
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. 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 andincreased edu~ation,but this 
association was attributed to the fact that use 
was higher among younger women, and 
younger women were more educated. 



Figure 11/-2. Percentage of Women Who Had Had a Pap Test More Than 3 Years Ago 
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Patient (Psychosocial) Variables 
Knowledge, attitudes, al1d beliefs may also 

contribute to whether or not a woman is rou­
tinely screened. Knowledge may increase the 
likelihood that a woman w~ll seek screening 
services, but knowledge alo:ne is probably not 
sufficient to ensure that she does. A recom­
mendation for annual scre~ning, made by 
several groups," may have' helped make Pap 
smears routine and may hqve discouraged a 
longer interval between tests or a failure to', 
obt(lin three tests 1-year apart. For approxi­
mately 300,000 women fOl(owed over a 21­
year period, during which t~me annual Pap 
smears were advised, only one in four who 
had one test returned for a ~epeat test the fol­
lowing year, and about·two''in four never 
came back (Wied, 1981). : 

I 

Data from the 1987 NHIS; (NCI, 1989) re­
vealed that most women (9p 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 Gynecologists. 

I
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 (tableIII-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 screening behavior. Data 
for women (N=884) who accurately defined 
Pap tests as tests for cancer were compiled 
from a national probability sample of adults 

23 



0 

Figure /11-3. 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-di~gnosis and that 
early detection and treatment are beneficial 
were classified as believing in the benefit of 
early detection. A greaterlProportion (48.2 
percent) of women who believed in the bene-

I
fit of screening obtained P,ap tests than did 
women who did not believe in the benefit 
(27.5 percent). Within evJry demographic 
group analyzed, women ~ho believed in the 
benefit of early detection ~ere more likely to 
report having had the test:. However, it is not 
possible to conclude that oelief in the efficacy 
of e~rly 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. Informatiop from a screening 
program for immigrant Caribbean women at 
churches, schools, and other neighborhood 

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) 
had not done so. Furthermore, only 47 per­
cent of Haitian women reported having a 
regular source of health care, compared with 
74 percent of English-speaking Caribbean 
women and 83 percent of U.S.-born black 
women. Invasive 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 ~omen 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 Area;were surveyed. 
Among eligible women (Vi~tnamese 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 pop~lation. The inves­
tigators suggested that the low rate of cancer 
screening found reflects the'low level ofcancer 
screening in Vietnam. Cultural factors also 
may have been a barrier to :screening; accord­
ing to these investigators, V~etnamese women 
are reluctant to disrobe for physical examina­
tions. Because the response, rate to this su,vey 
was low (55 percent), result~ must be viewed 

I

with caution, but this study,and others in im­
migrant populations highlight the need to 
determine which cultural fdctors are barriers 
to screening. I 

A population-based, case~control study of 
white women (N=200) under age 76 with in-

I . 

vasive squamous~cell cervic?l cancer and their 
matched neighborhood con~rols was con­
ducted in Los Angeles County (Peters et al., 

I
1989). The study was desigz;ed to identify fac­
tors that predicted regular, ~ecent screening. 
All women were intervieweq. in person in their 
preferred language (EngHshior Spanish). Sev­
enty-one percent of cases arid 72 percent of 

I·j. 

first~eligible controls (identi~ed by the selec­
tion algorithm) were interviewed. Participants 

. I 

were asked about screening history, sexual 
practices, reproductive histofy, contraceptive 

use, genital infections and qther 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 predictiv~ 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 expressed 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. 

.. 
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Having visited a gynecologist recently was the was offered by her primary-care provider .. 
most predictive variable tested.' In contrast, 
perceived susceptibility, sobo~conomic status, 
and knowledge ,of cancer ~ere not pr~dictive .' 

. of recent screening. 
I 

In another study of hea~th-care use, women 
with invasive cervicalcah~er were matched by 
age, race, and neighborhood with controls 

I 
who had an intact uterus (Celentano et a1., 

1988). Interviews were cotnpleted with 157 

patients (85 percent resporse rate), and suit­

able controls were found f()r 153 of them..Pa­

tients were more likely than controls not to


I . . . 

have had a Pap test before the one that led to 
I . 

diagnosis. Controls were I!nore likely than pa- . 
tients to have had a Pap t~st done recently. 
Older women age 60 and bver in both groups . .' I 
were less likely than youn~er women to have 
been ~creened recently, an'd the disparity be­
tween cases and controls i~creased with age. 
These differences were due to differences in 
use of medical services. Significant risk factors 
were never having visited ;an ob/gyri, not hav­
ing visited an internist within the past three 
years, and not having an~ outpatient visit. 

I . 
Additionally, patients of a~ll ages were more 
likely than controls to be 9lder (over 25 years) 
at their first Pap test, werelless likely to have 
been told to have Pap testS routinely, and were 

I
less likely to use contracep,tives. After adjust-

I 
ing for the interaction be-rreen age and Pap 

test history, having re.cent~y visited a doctor 

and ~seof an ob/gyn wer~ protective .. 


Research indicates that :when physicians 

recommend screening proFedures to their pa­


'tients, a majority of patie$ts will accept their 
physician's recommenda~ohs (Burack and 
Liang, 1987). However, itihas been suggested 
that one reason older worben are sometimes . 
excluded from screening Jrograms is that they 
routinely decline testing (Weintra'ub et aL, 
1987). Weintraub (1987) evaluated a screen­
ing program for women abe 65 or over attend-' 
ing a large, urban, outpatient geriatric clinic. 
Despite widespread unfa~iliarity with the ex­

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 tim~., 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 improve patient compli­
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= ISO) 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

amination, no patient deqlined testing when it . , sons physicians gave for not performing a 

I 

i 

i 
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Table 11/-3. Number and Percentage of 
Physicians Who Reported Following or 
Exceeding American Cancer Society 
Guidelines for Cervical Cancer Screening 

I 
I 
I 

Type of physician 

I
1984 survey 

I 

1989 survey 

N I 
I % N 0/0 

All physicians 1,035 75 
General/family , 

practitioner . 532 I 77 
Internist 211 : 58 
ObstetricianI 

gynecologist 292 I 96 
i 

1,029 55 

507 54 
314 40 

208 85 

Table 11/-4. Percentage of Physicians Who 
Agreed With American Cancer Society 
Guidelines for Cervical Cancer Screening" 

Agreement 1984 survey
I (N=1035) 

1989 survey 
(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. 

I. ' 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-beq ward. These fac- . 
tors may influence compliance with a New 
York State law which mandates that a Pap 
test be offered to all inpatie~ts at admission 
(Ziffer, 1987). I 

In 1984 and 1989, the American Cancer So­
ciety (ACS) surveyed by phone primary-care 
physicians (general and fa~ily practitioners, 
internists, and obstetricians/gynecologists) in 
the United States and asked,about their prac­
tices for cancer detection in 'asymptomatic pa-

I 

tients (ACS, 1990). The sa~plefor each study 
was separately drawn and r~sults were 
weighted by specialty in prqportion to its pres­
ence in the population of practicing physi­
cians. Both survey instrumJnts followed the 

I
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 is: asymptomatic,

I . 

do you ever do a Pap test?", :94 percent of all 
physicians in J 984 and 96 P1ercent 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). Mostobste­
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 (Table 111-3). Agree· 
ment with ACS gUidelines increased between 

'the two periods (Table 111-4). 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 : I 
July 1990, Medicare did not pay for Pap tests I 
for asymptomatic women. Women with 
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health insurance or insurc;tnce supplements to 
Medicare are more likely to have recently had 
a Pap" test than are women without insurance 
or with less coverage (Offife of Technology 
Assessment, 1990). Although health mainte-

I I 

nance organizations often pay for screening 
tests as part of their prepaid services, unem­
ployed persons tend to be excluded from these 
plans (Warnecke et aI., 1983). 

A study that analyzed insurance claims 
from enrollees in the Ran4 Health Insurance 
Experiment (HIE) conclud~d that elimination 
of economic barriers would increase the level" 

I 

of Pap smear use, but this :incentive would not 
necessarily be sufficient to reach recom­
mended levels of preventive care (Lurie et aI., 
1987).The HIE, which ran from 1974 to 1982, 
was a randomized trial of the demand for 
health services among paI1icipants of several 
insurance plans. The sample (N=3,823) for 
which data are reported h$re 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 group,s, the proportion 
of women who had a Pap rest was greater 
among those who had free' plans than among 
those who had cost-sharing plans (66 percent 
and 57 percent, respectivel¥), but use was still 
low. The authors suggested that both physi­

" I 

cian factors (e.g., did not know the guidelines, 
forgot to recommend screening, and lac~ 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 lowe~ than that recom­
mended. Thus, removal ofl economic barri­
ers-without attention to p~ysician qnd pa­
tient variables-may not greatly increase 
screening of populations a~ high-risk for 
cervical cancer. 

Woolhandler and Himmelstein (1988) sug­
gested that the population~ at highest risk for 

I

disease are the least likely to have insurance 
coverage and, in turn, the least likely to be 

I " 

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 el, 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 
through 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 whqm 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 5 years. In the 5 years 
prior to first evidence of cervical disease, 73 



percent of the unscreened ~omen 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 (1989) reported that 
women with invasive cervical cancer had 
been screened less frequently than were other 
women of metropolitan Atl*nta. Controls for 
this case-control study ..~.yere ;randomly selected 
by conducting telephone interviews with 
women age 18 to 75 who hdd no history of 
cervical cancer or hysterect~my. Patients with' 
histologically confirmed invp.sive cervical can­
cer or cervical carcinoma in situ were a~~o in­
terviewed by telephone. Women who had1not 
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 percent 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 population~ are often 
overlooked. . 

Howe and Bzduch (1987) dlso investigated 
how medical care variables affect frequency 
of screening. A systematic sample was drawn 

I . 

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 muI'tivariate analy­
sis, the most important predittors of having 
been screened recently were v~riables related 
to medical care- the use of various medical 
services (e.g., pregnancy-related services) and 
phYSicians for health mainteI}ance, care for 
minor illnesses, and treatment for symptoms. 

. 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 attending a 
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 incH­
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 '"-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 11/-5. Odds Ratio f~r Havlll1g a Pap Test 
Done at First Visit to a jFamily-Practlce 
Clinic by Selected Vari"bles 

I 

Test done ; Test not done 
(N=77) (N= 176) 

(N) (%): (N) (%) 
Odds 
ratio 

Age 
I 

. I 
I 

50 or older 4 (5%) i 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 
Less than 20 21 (27%) . 18 (10%) 10.3 

Reason for visit 
! 
I 

Nonpelvic i
complaint 8 (10%) ! 125 (71%) 1.0* 

General 
physical 13 (17%) i 31 (18%) 6.5 

Pelvic 
indicator 56 (73%) 20 (11%) 43.7 

"Reference population. 

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 tompared self-re..: 

I 
ported frequency and tirJ?ing of Pap smears 
with physician records. For the first study, the 
population included women (N=181) age 20 
to 69 with newly diagnosed invasive squa­
mous-cell cervical cancet and age-matched. 
controls (N=905). The second study used 250 
women with cervical dyslplasia 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 whor.ii"Pap tests were !done and the test re­
sult. In both studies, physician response rates 
were high, but proportionately fewer controis 
gave consent for physicicm 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 physician :r:eports .. 
were representative of all Pap tests that had 
been done for study participants. Agreement 

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 carlCer 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
cian$ were least likely to accurately report 
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time since their last Pap te~t, while women 
who saw nurse practitioners were most accu-

I . 

rate in their reporting. Women who saw 
phYSicians were more likely to have pelvic ex­
aminations for reasons other than Pap 
smears, and they may hav'e confused the two 
procedures. Women who inaccurately re­
ported data we~e 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 preyious findings that 
educational level is unrelated to the accuracy 

. of self-reporting. 
I 

Although results from these studies are , . 
not generalizable, they do };lighlight the po­
tetial error associated with respondent recall, 
which may be an important consideration 

I
when evaluating cervical cancer screening 

programs. 


Working Group Issues a:nd Discussion 

ISSUE 1: 
 I 

The greatest public health benefit may ensue 
by reaching special populations, women over 
50 years old, and women wro have never 
been screened. i . 

Numerous studies have examined charac­
· teristics of women and other factors that con­

. I 

tributeJo.the frequency with which women 
· are screened for cervical corker. Although the 
· focus, deSign, and results of;these investiga­
ti~:ms vary considerably, a picture emerges of 
women least likely to be screened. 

In recent years, use of cervical cancer 
screening has increased among 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 

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 dete:r:minants 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 thediscre­
tion of a woman's physician. 

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

One difficulty in interpreting the recom­

mendation concerns the age at which the 

three consecutive tests are done. Fpr 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 aI., 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 jnortality (Hakama 
et al., 1986). 

Another difficulty in implementing the 
guideline concerns frequepcy of testing. In 
the United States, no centrally organized 

• . • ' •. I 
screemng program inVItes women to return 
for annual screening tests. Women who do 

I 

not have a personal physician to remind them 
of when they are due for ~heir 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 int~rpretation and does 
not offer sufficient guidaD-ce to women or their 
health-care providers. 

ISSUE 4: 
Educate primary-care pra:ctitio.ners, who.se 
primary interest is no.t cervical cancer, o.n the 
impo.rtance o.f screening older wo.men. 

Screening frequency has been linked to pat­
terns of health-care use and 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 ~lder 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 sc~eening at younger 
ages predictive of screeni,ng at older ages? 
Will future cohorts of ol~er 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 educatioqal programs on the 
importance of screening :older women for 
cervical cancer. : 

ISSUE 5: 

Educate yo.ung wo.men o.n the need fo.r regu­

lar and co.ntinued screening. 


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 sho.uld offer pre­
ventive services to. wo.men when they enter 
the system fo.r reaso.ns o.ther than disease 
preventio.n. 

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 family-planning servi­
ces are no longer needed. 

ISSUE 7: 

Impro.ve the instruments that measure screen­

ing behavio.r. 


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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I am pleased to submit to you Healthy People 2000; National Health 

Promotion andlDisease Prevention Objectives. This document contains a 

national stratiegyfor. significantly improving the health of the Nation 

over the comirig decade. It addresses the prevention of major chronic 

illnesses, inJuries, and infectious diseases. 
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over the three-year period of this report's development. However, it can 
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prevention in tihe United States.' . 
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16. Cancer 1/ 

For the purpose's of this modeling effon, it was assumed that women aged 50 through 75 I! 
would receive the stage-shift benefit from increased breast cancer screening. Increased i 
utilization of mammography was assumed to occur in three increments. The proponion 
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 

1 

'·1' 
I 
I 
j

.' 

1998, and 60 pcbrcent between 1999 and 2000. These figures compare with the 1987 es­
I 

timate of 19 percent of women aged 50 and older who received a mammogram and clini­
cal breast exam,ination in the previous year.49 

I 
; I 

Given these parameters. the CAN*TROL model estimates a reduction in the age-adjusted 
death rate for fymale breast cancer of 9.5 percent from a projected rate in the year 2000 
of 22.8 per I00~000 to 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 monaIity reductions of 
7 or,l5 percent; respectively. 

r 

I 

16.4 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 Nationlfl Cancer Institute age adjusts cancer death rates to the 1970 
U.S. population., Using the 1970 standard, the equivalent baseline and target values/or this objec­
tive would be 3.~ and 1.5 per 100,000, respectively. 


Baseline data s~urce: National Vital Statistics System. CDC. 
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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.2 

Use of the Pap: test to screen for cervical cancer greatly reduces the risk of death from in­
vas.i ve:c,ervical cancer. The decline in cervical cancer monality in the I 970s and 1980s is 
thought~1)e ~primarily to\the widespread use of the Pap te~ for early detection of 
cervical cancer. The most recent National Health Interview Survey suggests that a sig­
nificant proponion of women are not receiving Pap tests regularly and that the women at 
greatest risk of cervical cancer monaIity (older women) are least likely to have been 
screened.49 

, 
Increasing Pap test utilization has the potential to reduce monaIity from cancer of the 

I ' 

uterine cervix [between the years 1990 and 2000." Data from the International Agency for 
, I 
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Research 6n Cancer (lARC) indicate the unpact of recency of Pap test utilization on the 
incidence pf in~asive cervical cancer.29 Furttiennore, increased utilization of Pap tests 
may produce a shift toward earlier stage disease, with its attendant improved survival 
rate.47 Re~lizing the full potential for riskredllction .due to Pap tests will also require ef­
forts to en~ure the quality of specimen collection and laboratory analysis (see Objective 
16.15). I 	 ' 

To set a J.get value for. this objective, the age-adjusted death rate for cervi~al cancer was . 
projected to the'year 2000 assuming a logarithmic trend. The estimated reduction in cer­
vical canc~r deaths was developed using the CAN*TROL computer model 15 and then ap­
plied to th~ expected value. The CAN*TROL model calculates the effect tif specifioo, 
cancer co~trol activities on cancer incidence, prevalence, and mortality. The modelcal~ . 
cuiaLion's included the following data inputs: (1) the estimated 1985 U.S. female popula­
tion, (2) incidence rates for cancer of the uterine cervix among women, (3) stage distribu­
tions for +.ornen receiving and not receiving annual Pap test screening, and (4) stage­
specific survival rates. 

, I 

, For thep4rPoses of this modeling effort, it was assumed that women aged 20 through 85 
would rec~ive the stage"shift benefit from increased cervical cancer screening~Increased 
utilization of Pap tests was assumed to occur in three increments. The proportiolJ of . 
women aged 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. Thbse figures compare with the 1987 estimate of 56 percent of women aged 18 
and older iWhO received a Pap test in the previous year.49 

Given these parameters, the CAN*TROL model estimates that the age-adjusted death 
,nite for c~cer of the uterine cervix will decline by 12 percent from a projected rate in the 
year 2009 of 1.5 per 100,OOO to 1.3 per 100,000 women. 

iI ' . . 
16.5 	 Reduce folorectal cancer deaths to no more than 13.2 per 100,000 people. 

(Age-ad~usted baseline: 14A per 100,000 in 1987) 

Note: In its publications, the National Cancer Institute age adjusts cancer death rates to the 1970 
U.S. population. Using the 1970 standard, the equivalent baseline and target values for this objec­
tive wou/d1be 20.1 and 18.7 per 100,000, respectively. 

I 
Baseline data source: National Vital Statistics System,CDC. ! . 
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!Breast Cancer I Cervical Cancer 


Detection Goals I 

Since the introduction ofthe Papanicolaou (Pap)I 

The American Cancer Society has identified breast test in the 1950s, cervical cancer mortality has been 
cancer detection as a priority p~ogram for the 1990s reduced by 75% in the US. In 1994, approximately 
and has set a goal for the year 2000 that 65% of 15, 000 women will develop invasive cervical cancer 
breast cancers will be diagnosed at Stage I or earlier.. and 4, 600 women will die from it. The American· 
In 1989, approximately 48% of Hreast cancers were Cancer Society estimates that about 55,000 cases of 
diagnosed in the earliest stages) . . in situ cervical cancer are diagnosed annually. 

. I 

Although mammography utilization has increased American Cancer Society 'GtPd~~ for Cervical
significantly during ~he first hal1f of this decade, Cancer Detection. . 
.ensuring that women follow guidelines and make Women who are or have been sexually active, or
routine screening, including mainmography and have reached age 18, should have an annual Pap test
clinical breast examination, part of their health' and pelvic examination. After a women has had three
habits will require continued efforts. Promoting

I' . . or more consecutive satisfactory normal annual
screening among women and physicians, a~suring the. " examinations, the Pap test may be performed less
availability of a quality examination, and improving frequently at the 'discretion of her physician.
access to follow-up and treatmeht are all part of the , . 
Society's strategic plan for breast cancer detection 
during the 1990s. .,: . . 

Pap Test ScreeningI 
. I· In 1992, data from a national survey indicated thatTable III-D. Status: American Conder Society Breast 

91 %.of women with a uterine cervix had ever had aCancer Detection Measures of Succ~ssby the Year 2000 
Pap test and that 74% had had one within the': Year 
preceding three years (Healthy People 2000 Review,8aselin~ 2000 

. 1993). In the states participating in the BRFSS in1987 %: 1992 % Goal % 
1992, younger women (18-44) were more likely to 

Women 40 and older, ever I 
i report a recent Pap test (median, 85%) than those 45 

had mammogram ' 40 i 68 75 and older (median, 70%) (Table .III-E). Low income,I
Women 40-49, had low education, and increasing age are all associated 
mammogram within 2 years 20 ! 46 50 with a decreased likelihood of having had a Pap test. 
Women 50 and older, had 
mammogram within 1 year ,15 ! . 30 50I 


I 


Women 65 and older, hadj 
mammogram within 1 year 10 I 25 35 

I 

Source: National Health Interview Survey 198?, 1992, 

\

\ 
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Table III-E. Use of Pap Test Among .women 18 and Older, 
by State, 1992 %Ever I %Recent' 

I 

Sample hada i 45 & 

Size Pap test , 18-44 older 


87.9 74.5 

'Recent Pop test: within lost 2 years (women -rith 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 t~e effects of interven­
tions over time. In 1992, 48 states and the District of 
Columbia randomly selected a sample of the non-

I 

institutionalized population of a9ults 18 and older 
who have telephones. Interviews were conducted by 
telephone and covered selected i:isk factors and 
preventive health measures. ! 

I 

Monitoring the Future (MTF) ! 
Sometimes referred to as the High School Senior 

Survey, MTF is an ongoing natiqnal 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 high schools in the US 
is surveyed about their use of d(ugs, alcohol, and 
tobacco as well as factors that explain trends in 
use, such as norms, beliefs, and 'availability. The 
study also includes follow-up m~i1 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
institutionalized population, and includes children 
and adults. 

National Health Interview Survey (N8IS) 
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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PAPANICOLA9U 
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, Victoria, B.C:, 8 (1950),141-223; De cr~eivano:U were/d­
lieeld (Amsterdam..:AntwerJ>, 1951), translated as A History 
of Astronomy, (London, 1961);' an'd "The Oriiin of 
Astronomy," in Monthly Notices ofthe ROyal Astronomicai ' 
Society; 111 (1951),347-3,56. ' 

II. _SECO~ARY LITERATURE. 'two short biographies are 
G. B. van Al~da, ','Ter nagedilchtenis van Pr9f.Panne-. 
koek," in Hemel en d~mpkrinc, 58 (1960), 105; and, 
B: J. Bok, "T~o Famous Dut'ch Astronomers," in Sky 
and Telescope" 20 (1960); 74-76: 

M.MlNN,~T 
.- ~/ > 

PAPANICOLAOU; GEORGFt,NICHOL'AS (b. Kimi, 
,Greece, 13 May. 1883; d.,Mia~i, Florida, 19 February' 

1962), anatomy. ' 
The son of a'ph'ysician, Geo'rge Nicholas ~nder!ook 

the study of medicin~ and received the M.D. from the 
University ofAthensin1904. After postgraduate worK 

, 'in biology at thetiniversities ,of Jena, 'Freiburg; and 
Munich, from which he received his doctorate in .1910, 
he returned to Greece and married Mary Mavroyeni, 

,the, daughter, of a high-ranking military offi~r. 
Papanicoiaou decided, to forgo'the practice 'of medi-' 

cine in,favor of an academic career, inwhichhis wife 
served as his lifelong associate:, En route to Paris, 
Papanicolaou stopped for a visit at the Oceanographic 

, Institute of Monaco' and accepied'an unexPected offer 
tojoin its staff. He worked for bneyear as a: physiolo­
gist 'and then return~d to Greece upon .'the death of 

'his mother. After serving for two y~ars 'as second 
lieutenant in the. medical ,corps, of. tli~ Greek army' . 
'during the Balkan War, he immigrated to the Uriited 
States. , " " ," , 

In 1913 Papani<;:'olaou was appointed assistant in the 
pathology department of NewYork Hospital, and in ' 
1914 he became assistant in anatomy at Cornell M'edi~ 
cal College. Until 1961 he conducted fili of his scientific 
research, devoted idmostexclusively to ,the physiology 
of reproduction and exfoliative cytology, at thes~ two 
affiliated'institutions; each of which named:a labora­
, '" 'j 

tory in his,honor: He, was designated professoremeri- .. 
'tus 'of clinical anatomy at Corn~1I in 1951. ,in Novem­
'ber 1961 Papanicolaou moved to Florida and became 
.dire~tor of the Miami Cancer Institute, but died three: 
mont~s later oLacute myocar~ial infarctio~. The in~ 
stitute \Vas renamed the Papanic.olaou Cancer. Research 
Institute in November 1962. An indefatigable worker, , 
Papanicolaou is said. ne~er to have taken a, vacation. I 

Papanicolaou is best known f9r -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,

,,' ", 

," 
I, 

, \ 

PAPANICOLAOU 

to th~ breasLas the,'site of origin of. fatalciuicers in ' 
American women. ' , 

',The history of cancer'cytolo'gy dates from 18(}7, 

when Beale ,observed'tumor cells in the smears of ) 

sputum from a patient with carcinoma of the pharynx. 

He s~ggested :the m,icroscopic, examination'of desqu~­

mated cells for the detection of cancer of other .organs, 

including the uterus and urinary tract. l Friedlaender . 

,noted~ in his subsequent microscopic ,examination of ' 

fluid exuding from: ulceratin'g cancers ,or the 'uterus, , , 

distinctive cellular elel)lents that helped establish the' 


· diagnosis.1\ In, 1908 K6niger 'called attention to the 
"strikingdifferences in the' size and shape of tancer cells, 

obtairied .from serous cavities, tile abundance ofvacu­
oies and fatty droph~tsjn the cytoplasm, the enlarge-. 

. ,.' ! " . 

ment of the nucleus, and the presence of multiple 

nucleoli with'in it. 3 '. ' 


Papanicolaou was in,,:ited' by Charles R;./Stockard, 
, chairman of the, C<;,rnell Mediall School department 
of anatomy, to join him in 'his work in. experimental 

,genetics. In 1917 he began a st~dY.of the,vaginal 
discharge 'o'f·the guinea pig, with the hope of finding 

'an indicator of the. tUne of ovulation; he would thus 
be able. to obtain ova at specific stages'of development. 
He sought traces of blood, as seen during est.rus in 

, certain other species, such as the cow ,and bitch, and 
in 'the menstruill discharge ofpri~ates and women. In ' 

· the, course of his daily examination of the guinea pig 
, '., .~ 

'vagInal fluid, obtained thr~ugh a small nasal speculum; 

, Papanicolaou saw'no blood, He noted instead 'a diver-

sityin the forms of the epithelial cells in asequence of 

cytologic patterns recurring 'in a fifteen- to sixteen­


'day cycle; wllich he was able to correlate with the 

, cyClic in~rphologic. changes in· the uterus and' ovary. 

Papanicolaou'thus established the technique that· be-' 
came the standard: for studying the sexuai (estrous) . 
cyde in other lab~ratory animals, especially the mouse 
and rat, and for ,measuring the effect of the sex hor­

· mones." .' . ' ' . 
. In 1923 Papanicolaou rxtended his studie,s to human' 

, beings in aneffori tcileafn whether comparable vaginal 
changes occur ,in woman in ,association with the men­
strual cycle. His' first observaJion of distincqvecells 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., , 

His" eady report's on cancer detection, howe:ve~, 
which appeared from 1928, failed to arouse the interest ' 
ofclinicians. Cytologic examination of the vaginal fluid 

,. , 

seemed an:unnecessary addition to the proven pro­
cedures fo,r u'terine cancer diagnosis-cervical biopsy 
and endometrial. curettage. In 1939, ,while collabora~' 
ting with t~e gynecologist Herbert Traut,Papanico!aou 
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PAPANICOLAOU, PAPIN 

began to concentrate; his studies, on human beings. , BIBLIOGRAPHY' 
Their research' culminated in" the publication of 
Diagnosis of Uterine.'Cancer by theVagiluil Sniear. 

, This mqn~grapn enco~passeda viuietyofphysiologic 
; and pathologic 'states" in~ludil)g' the' menstrua\:cyde, 
, 	 puerperium, a!:>ortion,::ectopic pregnancy, prepuberty, 

menopause, amenorrhea, endometrial'hyperplasia,va­
ginal and cervical infections, and 179 cases of uterine " 
cancer (147 cervical an,d 52 corpo'real),The work was 
instrumental ingainirig clinical acceptance of the, 
smear asa means of cancer diagnosis, for' supe~- , 
ficialiesibns could thus 'be detected in their' incipient, 

, preinvasive phase, before the appearance or'anY,symp­
, 	 . . ~ 

toms. 
The Papanicolaou smear soon achieved Wide' appli~ , 

cation asa routine-screening technique. The death rate 
from ca'ncer of the utetus among, women- aged thirty- ' 
five, to forty-foli who :were insured under industrial 
policies by the Metropolitan ,Life Insurance ¢ompany 
was atinost'halved.in tpedecade from, 1951 to 1961, 
decreasing from 16.0 to K2per 100,000; while the 
corresponding reduction in'the death ratefroni cancer 

'of all sites was from 74lo to 66.0: '" 
Althohgh the Atlas 0/ Exfoliative Cytology,lists the " 

, criteria for malignancy ,in the shed cells, Papanicolaou, 
used,to state that he copld not explain how heirecog- ' 
'nized a smea~ as positive for malignancy' any more, 
'thalf> he could' explain ~ow to recognize an acquain­
tance by describing his facial expression. Xet he taught 
thousands of students how to' detect cancer cells under 

, the ~icroscope" and they carried hi;' teaciurig~ to all' 
',' parts of the world: Papanicolaou's technique was, rap- , 
, idly extended to the diagnosis ofcancer ofother orga.ns 

• fronlwhich scrapings, washings, or, exudates could be , 
", obtained~ The principal value of the Papanicola,ou ' 

smear lies in cancer scre~ning, but it is also applied to 
, the prediction ofcancer tadiosensitivity; theeyaluation 
,qf the effectiveness of radiotherapy, and the detection, 

", of recurrence' after treattnent: ' , ,'" '-, ' ' 
, .' ·1' ." 

," It has been suggested that papanicolaou's, work 
ranks with the discoveries, of Roentgep aiid'Marie 

, ,Curie in reducing the burdenoLcance'r. Cancer of the 
uteririecervixJs nearly 10(1 percentcurable whenrecog- , 
nized in its incipiency. I ' " 

, , 
, , 

NOTES 
, ' ' , ,', I, " 

, 1. 	Beale, L. 'S.,The Microscope in lt~ Application to P;actical' 
MedicilUl, 3rd ed.(Philadelphia, 1867),p. 197; 

2. 	 Fpedlaender, C.,-The Use;o[ the Microscope in Clinical aild 
Pathological Examilll1tions" 2nd, ed., trans. by H. C. Coe ' 
(New York, 1885), pp. 168-1'69. ' 

3.; K6niger, H.~ Die, Zytologische Untersuchlingsmethode, ihre' 
Enlwicklll1lg u1lll ihre' Klinische Verwerthung an den Ergiissen' , 
Seroser Bohlen (Jena, 1908), PJl. 99-100. , 

I. ORIGINAL WORKS,; Papanicolaou's' works ' in~lude 
, "The Exist!!nce of aTypical Oestrow; Cyclein the Guinea 
~ig-With' a Study of its Histological and" Physiological 
Changes," in A,merican journal 0/ Anatomy, 22 (1917),' 
225:"2iB, written with C/ Stockard; "New Cancer Diag-' 

,nOsls,':- in Proceedings, Third Rac'e'iJellerment COIi/erence, 
January 2~, 1928 (1928),1528":534; Diagnosis of. Uterine 
Cancer 'by the Vaginal Smear (New York, 1943), written' 

, , _with ' H. ,I Traut; and Atlas, 0/ E;/oliqtive Cytology 
(Cambridge, Mass., .1954). , 

II. SECONDARY, LITERATURE, On Papanicolaou and his 
work, ~ee "Dedication of the Papanicolaou Cancer 
Research ,Institute," in Journal o/the 'American Medical, 
/fssociation, 182 (1962), '556:-559; H. Speert, Obsietric and, 
GyriecologicMilestones (New YorJs.;1~58), 286; and' 
0: ,E,. Cannichael, The Pap Smea~:Li/e 0/ George N. 
Papanicolaou,(Springfield, Ill. , 197:3): 

HAROLD SPEERT 

PAPIN" DENIS (b. Blois; France, 22' August 1647; 
'd. London '[?], England,' ca"·17J2),te~hnology. 

Papi~ was the son of D~nys Papin and MagdaJeine 
" Pineau. He studied medicine at the ,University of 
, ,Angers~from'whichhe received the, M.D. in 1669. He 
, was apparently early inten~ upon'a' sCientific career, ' 

since shortly after graduation he went,to Paris, where 
he began working as,' an assistan~ ,toChristiaan' 
Huygens., Papin was ai, skillful, mechanic; he con'" 
structed an air pump,' with which he performed a' 
number of experiments, under Huygens' direction: 
These were eventually publishep (1674), ana included 
some, attempts at preserving food in a vacuum th;:tt 
testify to Papin's utilitarian berit ofmind. , - , " 

'In. 1675 I:',apinwent to London., He took'with him 
'letters of introduction to Henry Oldenburg,but it was 
witiiRobert Boyle that he soon estabiished himself. 

" In A' C~ntinuation piNew Experiments, publi~hed by 
Boyle in 1680,papin described both the Investigations' 
that he ,had made with Boyle (chiefly on the air pump) 
~l'ld those that he' had conducted himself. In Boyle's 

'scientific 'household Papin' also invented his' "steam ' 
, digester," a_pressure cooker for which be invented a' , 

safety valve:th~t was to, be tec!mologicaIly, important 
in thedevelopm~nt of steam power.' He denionstrat~d 
the digester to_ the Royal SOCiety, under the auspices 
of Robert H~oke;.in May 1679. In the hitter part of 
the'slimeyear, 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. ':, 

Papin was ~gairi in Paris with Huygensat some tinie 
iii '1680; in 1681 he went to Venice, where he was' 
',director ofexperiments at ADlbrose Sarotti's academy: 

I' " I 
292,' 
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Background on Georg~ Papincolaou and the Discovery of the Pap Smear 
i 

. . ..I 	 . 

·George Papincolaou was born on the· Greek island of Euboea and studi~d medicine a~ the ~ 

· University of Athens.{~ 19~0,?y married Mache Ma~roge?ouswho beca~ehislifelong' ), '\\ '/ 
~esearch partner. Aft"er~ervIng In the B,alka~ wars, he '1m,mIgrated to Amenca wh~re he took ~/.' 
JObs at New York ~osPlfal and C001e~1 MedIcal College. :' .....' {\C( 
In-' Papincolaou di~covered a method to determine whether a women is developing or has 

developed cervical can~r; the method was dubbed the "Pap' smeaL" He recalled the first time 

he could discern distinctive cells indic~ti~g a positive cancer diagnoses as "one of the most . 

thrilling experiences of *y scientific' career." When he first tried to make his results pubIicin ' 

1~28, he.was sco~ed by! the sCientific. c~mmunity~.Ev~ntually, in 1948, ~e PUbli,s,h~d The 
Dlagnosls ofUtenne Cancer by the Vagmal Smear hICh was well-receIved an~ hIghly .. 
regarded.."..::",' . . .' '.' . 

. 	 '." .' . , . ~ ~ (,~ .'" .' .. 

, ~~~/
. i . 0­

Tbe Impact oftbe Pl ~mear . ."""r. \. . .' . ' . 


Today. approxi"""'y 1~;=o~ian ,:",cer....,'.4.800 deat~ £two Hie <I;;'~~.".'.'. 
occur:each yealF~~tors WhICh Increase a woman's fIsk of cervIcal cancer Include early age In " ~' . 
initiating sexual activity;1 multiple sexual partners, infection with human papilloma virus 16 and ~ 

· cigarette smoking. . 'j' .,.' "; .... , . :". .• . '. 
. 1 	 . . 

. I· '.. 	 ..' 

However, since cervical Cancer'has a lengthy asymptomatic; precancerous phase, the vast, 

· majority of deathsfroin~rvical canCer are preventable by regular pap smear testing. A"pap' 

· smear test can detectpretancerous lesions which can be treated to prevent cervical cancer. 

· Authorities recommend~c~eening every 1 tp 3 years for women'18 or older and for younger 


. . I ' . . . 	 " 
women who are~exuallYlactive. The National-Cancer,Institute has st:;ttedthat "Evidence ( 

stron,glY sugges!s a decr.e:ase in morta,litYf.r,om regu,'lar screeningwith Pap te.st,,s' iil, wom~',wQo ,, .. 

are sexually actIve of'Yhp have reached 18 years of age." Dr. Kenneth Noller.of the Us' .. 

medical center, a nationa~ CerVical cancer expert, concurs, noting, "If a woman has a Pap, mear 

every year, the chances~f cervical.cancer are practically zerp." .'. . . 


i . 	 . . 

Studies have confirmed that cervica:rcancer mortality rat~s decline, greatly in p~pulations.of . 

women who obtain regulkr Pap screeiling. In ih~ United States, in 1961,'30%of~oIi1en ., 

received pap tests and th¢ cervical cancer rate was 32.6/100,000;· in 1987, 87% of women. '.. 

're9Civ~d pap testsandth~cervical6incerrate ~as~3/100,000. Fro~ 1 ," 


··~d'ilIortality rates 'ofihv~sivecerviCal caI!cer fell.Qlover ~, and since the early 1970's 
·	inCIdence. and mmtality rates have declined by about 40%. However, recent evidence indicates' 

that since the early 80's, ~evels of incidence and mortality are decreasing more slowly. Overall; 

since the introduction of the Pap smear test in the 1940's, mortality rat~s from cervical cance~ 

.. . , ,I ., 

',' '.have d~creased ,by75~: or . 
'.' 1 _ " 

"1 
I. 
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.' 

Further, until the eady 7p's,:~roli'nd 75% to 80%'of c!!~icalcancer in the US was invasive at the' ' 

,time of diagnosis. Today, about!·78%of diagnosed ~rvical cancer cases are found at the in situ ' 

, (precaI1cerous) stage,at~hicli they can best be treated. ' 


" " '""',, 1", ',' ',', , " , ", - ,,:, ",', ' 
Studies of the results of rap testing in other countries are,equally impressive. ,By implementing" 


, well-run Pap tesiingprograms, the country of Iceland cutmortality rates by 80% over 20 years, 

'Ffnlandreducedmortalityrates by 50% and Sweden reduced'mortality ra,tesby 34%: :,' 

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

, efforts in the .country: SCaI1dinavian countries with higher testing rates had greater death 

reductions, and deaths in Canada decreased most in Bdtish Columbia which had 2 to ,5 'times 
~ort:'testing efforts thanlother provipces. " , , ','.' ,',', "",,"', '".' , ' 
, '" ,I' '; , , ,','," 

, The consequences for women who d/) not.have access to Pap testing are severe. The,risk of 

getting 'cervical cancer i~ 3tolO,times greater in untested women, and the risk,increasesthe less 

frequently women are sch~ened.It is even estiniatedthat if Pap smear screening were abolished 

•in the US, the incidence, pf invasive cervical cancer would increase by tWofold to threefold. 

, 50% ,of'\\;omen actually ?iagnosedwith invasive cervical carcii1om~ have never had a Pap smear, ' 

and another,10% haven'tlhad a smea'rin the past five years. Survival is directly related to the ' 

stage of the disease wheA diagnosed'.;..-theearlier the disease is diagnosed, the more likely ,':", 

women a woman is to suhr'ive. " 


, , I ' 
" 

i 
Screening and InCiden~eRates, ' 
• j, • i 

j'
,I "',, 

,Ethnic minorities (especially Hispanics, elderly Af~canAmericans ,md Native An:tericans), 

economiCallydisadvantaked women(especiallytho~'e in rural areas), and elderly women-­

groups of women which bftenhave least ,access to preventive services, are most likely to gi> 

untested.' ' i ' ' , ' , , ' , 

, ,'1: " ''" ',' 
1) The Elderly: The 25~ ofcasesof cervical cancer and'the'41 % of deaths thathappenin 

'women 65 and oldercoriespond cloSely to data showing that,50% of all women age 60 and older 

haven't had a Pap sinear'~ri tIle p~st 3 years. Wqile older women report havingthesarrle number' 

ofrecent physician visitsias' younger.women, older women are screeneq less often, indicating the 


nereedentol'negdUcate ~~~el\~oFen and ~~~ir health care provid$ers ab~u~e~~t~:e ofc~~ ,~ , ' 


""---'-,_ " (eJAAc~, IS), :ro'IV'~g- , ',' ',' " ~ "W cr? ru Of) ~ ~~ , 


.. 2)~!",,~~,:e~&HS;~. ~,~~,~~"",
~~~~Of~.. However,recent, ~ 
'. evidence shOws tIiatthe gap'jnth~occ!Jrrence of cervical.cancer betWeen black and white ' ? "-. ~~'\. 

men under age 50 is d1sappea~ng,indicating ~liat more Y,Qung 'Qlack w()menare being', ,,' '" ,J', , 
screened. However, elderilyblackwomen still have vetylow screening rates: one study in l~tes ~'1 _' .. 
that more than 40% of African-American Women over 65 have never had a Pap sme(ir. ,Black' ~"I<\, 
women a~sohave thehi~est age~ad~usted cervical cancer mortality rate, .' ";:" ,: ~' £'; 
3) Hispanic WQlJJen: .A,\ analysis of 1987 NHlSdata indicate.s that 20.% ofHispani~wrimeh .:.~1<O.f \t­

.i,"'t..~.... , 

" ' r-~ <f~ 

, ,,".$''' 
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, 

I, " 
" : ,i" ' ','" ; , . 

have never 'even heard of a Pap smear. Another study indicates that only 46% of Mexican-
American women have ~ad a Pap test in the last two years. Hispanic women havethesec(md 

'''highest rates of iI)vasiveicervical cancer among30 to 54 year old women. 
, . 	 i ',,' 

I 
I ",' 

, ' I 

4) Natiye American WOmen: In one area of California, only 40% of Native Anierican women 
~ had a Pap test withi~ the last year, and only 22% had had one in the last 3 years. . 

, J ~po?rWomen: Accor,ding to a 1985 NHIS study, screening rates for poor women were 10% 
~ to 13% lower than those1for nonpoorwomen for all ages and ethnic subgroups. A 1987 analysis 
\ "of~~~d~ta indicated t~at poor WOOlen were twice as li~e~y as nonpoo: womeri to never have ' earq of a Pap smear an~ to not have had a recent screemng. Other studIes have found that, 

among women cov~red by M,edica,id,40% had had no Pap test in the last 3 years, and 90% of[j, women whoha~ nofre~ived Pap tests in the last 4 years were covered by Medicaid. ',' 
. '. . 	 . 

6) Rural Women: Rura\ wom~n, like black women, poor women and the e.lderly, also have 
difficulty obtainingnece~sary screening. In arecent survey, only 57% of women in rural Texas 

. and 55% in App(ilachia qadhad aPap smear within 3 years of the survey. " 
" 	 ' 

, . I' , 	 " , " . I, ",' , ,.' 	 " 
7) Vietnamese Women:' Among 30,to 54 year old women, Vietnamese women have the highest 

, cervical cancer rate. ' ' " '., , 

8)' I.&Sbians:LeSbians,,~~so haY,e uniJsuallylo:wscreeningrates~'(FiIiding more information 
about this) 	 , , " . 

Reasons Women Are NbtScreened 
I " '.; 

, 'I ,', ' " "",' " " " " 
1) Lack,ofInsurance:,rvt,ost studies have shown that lack of insurance corresponds to lack of 
adequate Pap testing. In ~he United States,20% of African Americans and 30% of Hispanics' are' 
uninsured. In an analysis of 1992 NHIS data; women who took part in HMO!s, were much more 
likely to have receivedappropriate Pap testing than womenwho were uninsuredor in private , 

, I" 	 " ' 
'insurance plans. t. 	 " 

2) 'Language Barriers: Ope study which used Caribbean-born black people, found that 25% of 
Haitian-born women obtained follO\v~up smears while 86% of Women 'born in English- " 
speaking 'Caribbean coun~ries did. c Researches believe' the differenCe was caused by language 
and socioeconomic barriers. Spanish-speaking women tend to avoid English-only clinics.

", I 	 , 
, " " '" ,"'I " : ,', , " '.' ", ,"'." ,',' 
'3) Lack of knowledge: 'Lack of knowledge about ,the \importan~ ()f the test on the part of both : 
patients and health care providers ,keeps many women from. being screened. Women of all,' ,.' " 
backgrounds reported not obtaining a smear because they did not understand the purpose of-the' 

, test. ,,' :, " ' 	 ' I, ,; " ,,' ,', ,,' ,'" " " ,:. ,,' " 
, 	 i 

I' , " 
; 

!, r 

I 
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4) lAck .of physician,reminders: WQmenQften don't .obtain Pap.smears be~ause their physicians 
dQn't recQmmend it. . I 

I 
: ' ,I'" " . I., .",• 

5) PoQr ;elatiQnships bdtween patientand provjder: Women .on public assi~tancehave .often' 

complained tha! health ~re"providefs treated them with less respect becau~e they were .on, . 

welfare. This caused Po;QlcQnlm,unicatiQn between,patient and ,prQvider regardirig ht;a~th care' 

prQcedures. . r •. . '... '. . 

6) Fear and mjscQnceptiQns: AmQng certain populatiQnsof pOQr ~Qmen and ethnic minority 
.wQmen, beliefs that.canter isincurable and miscQnceptiQns abQut treatment (including th~ idea 
that surgery will make' ~ncerspread by ,exPQsing it tQ air) stQP SQme WQmen frQm getting tested 
since they are afraid .of 4iscovering that ,they have cancer.. ' " . 
'I . 

. J . 
7) Cultural barriers: Native American and Hispanic WQmen tend tQ believe that one's health . 


· cQnditiQn is a very privafe ·Iri()tter. Further, past negative experiences with health care (such as . 

the 'Tuskegee experiment) may make wQmenuneasy abQut Pap testing~ 


, ':.' . .'1 . ", . .". .., ':,.': .' . ' 

'8) Logistical barrierS: Ba~ic obsta.cles such as lack of child care,' lack .of transPQrtatiQn, IQng 

wQrk hQurs,long waitini times and multiple aPPQintments fQr screening may prevent WQmen 

frQm receiving screening. ..., ' .' . . 


. . , ... 

I 
9) ECQnOmic Constraint's: ''The CQst Qf.the 'test may cOnstit~te abarriet tQ econQmically ..... 

Constrained wQmen:F~~lier, fQf'wQmen in poverty, preventive care is .often Jower in priQrity 

than the daily struggles tp.make.ends meet. Many wQmen are ·riQtinfQrmed·abQut IQw-cQst 


. . prograIlJ;s., " 'i 
i . ;; 

. i .. . ,I' 

. .' I .... 
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, . ' • '" r'" ••j., , ' 

,EffQrts tQ Increase Access tQ p'ap Testing 
.... . " I ' , 

.... '. " ". I( . : ',' ," . ': ., "., .'" ,', . 
In 1991~ the P:ublic Health SerVice (PHS) established that by the year 2000, 85% .of WQmen " 


·shQuld receive a:Pap' sm~ar test within tlie precedin~Qne :tQ three. years. . '.: . . ..... "', 

, .' . • ,.1' . . 

',' , .' " .... . ",.:". , '. ", 


Ways tQ' expand Pap testing effQrtsihclude bQth ".outreach" and "inreach" initiatives. " 
, • I , • • ' ,. 

: .' , , t. . " .,. .' ,::, ,~. '. '. , . . ." . . " " ',' ., ',' 
Oun:each initiatives include computerized letters, phQne Calls 'and reminders tQ .obtain screening, 

. , '. j . . . ' . '. " 
recruiting cQmmunitymembers tQ beco~e lay health wQrkers tQ help plan Pap screening' . "." . . 
educatiQn, physicianandf patienteducatiQn, and various communityp~nerships"Other prQgrams 
fQCUS,QD targeting cultur~l orreligiQus ~nters such as black,Churches iri tirban CQmmunities in . 
which church leaders are: traine,d tQ becOme lay health\educatofs.. A.progiam~lled the Ta~ing . 

· Circle PrQject uses appropriate communicatiQn techniques and apprQpri'ate stQries, myths 'and ',. 
legendsJQ encourage'Native Aplericail WQmen tQ'recetve screeQing. other programs .offer free . . 
.' I . ' . •. . 

transPQrtatiQn and chi1dc8.reservice~..'. ' . . ," . I . .' . , . 
, . 

I 
t 

," ", 

"f"' 
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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 it possible for her to receive aPap .test at 
the same time). ' ' " , 

r
I; 

, I: 
. I 

"'.,1 ," 
, The National Cancer Institute ' , ." " " , 
, The National Cancer Institute (NCI) 11as implemented s~veral outreach programs including: ' , 

.~ Tracking canrer rat~·in minority populations: NCI supports the coliection, analysis and)" ',~ 
'dissemination of infDnn;tion to prevent, diagnose and treat canrer among minorities.·· . ~;:'7 

. * Recruiting minority populations for clinical trials: NCI makes an effort to include minorities ~~. "t 
in studies by giving rese~rch grants to researchers studying minority cancer health. I' ~..f' tf· 

: ' ", ' ", ,,' K ~X 
'* InCr,eaSing the partic~pation of m,embers of minority groups in,resear~h and medical practice.k ~ ~~ 
The NCI conducts programs with the aim of increasing research on cancer among minorities and'>... :. 
increasing the pool of minority researchers. One 'such program,' called The Science Enrichment ~ <D 
Program, attempts to en~ouragemin'ority highschool students to purSue careers in biomedical c;:,..J'\h 
studies. .1' . 

* Iniplementing comm~nity-based national education and outreach initiatives: NCI supports 
, outreach programs whic~ use both lay and professional coalitions and leaders to decrease risks of 
cancer among various pqpulations. ' 

CDC's Cervical Cancer Screening Efforts 
, ,, 
1, ' , 

Passed by Congress in 1?90, the Breast and Cervical Cancer Mortality Prevention Act authorized, 
CDC to implement a national 'program to ensure that women receive appropriate high-quality 

I,, , ' 

cervical cancer screening and follow-:-up. The legislation provides for grants to be allocated to 
',states for activities in six areas: ' 

1) Screening me~ically underserved women for breast and cervical cancer. 
2) Providing treatment referrals and follow up services for women with abnormal, 
~ screening results. , 

3) Creating and 9isseminating public information and education about cervical and, , 
breast ¢ancer screening and control. ' ,,' 

4) Improving health professionals' ~aining. , " 
l

,5) Implementing programs to monitor screening and analysis procedures. 
6) Evaluatingpr?gram activ~ties through surveillance systeQls. ' 

! 
The act stipulates that atleast 60% of.funds given'to states must be spent on screening 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 



" . 1 

· administrative purposes!. States are: required to ensure that women with precancerous lesions 
receive necessary treatnient although such services cannot be paid for by money authorized by , . . . I . '. . ..... 

the Act. . 'i .... .' 


I . , . 
, . ' '~ . , ,.' ' ." - . . . 

· To achieve these goals, ~DC developed the National Breast and Cervical Cancer Early Detection 
Program (NBCCEDP). lThrough this program, CDC reimburses states for clinical breast examS, 
screening maminogram~, pelvic exams, Pap tests and some diagnostic procedures. State health' .. 

· agencies contract with ~arious provider agencies including the YWCA, family.planning .: . 
. organizations,commun\ty organizations, county health department~, and private physicia~s. 

Fifty states, five territories, the District of-Columbia and 13 Ameiicanlndian/AlaskaNative 
- . " ,I • , ' " " ,~, 

organizations currently. participate in the program.' . 
I 

I 


Components ofthe NB<tCEDP 
. I' oScreening and EdilcationlOutreach Programs . 

. CDC works with a number of state, local, national, consumer and voluntary organizations to 
provide screening servides for traditionallyunderserved popUlations of women. Examplesof 

, !, ' ' 

· such programs inc.lude: 1 . '. . . 

* A program toenable Alaska Natives close topopul~tionsof Alaska Native women to create' 

culturally appropriateoJtreach strategies and educationmaterials.· .... 


. . I ' , 

I . 

* A collaborative prOgi~m betwee~ the Breast ~nd Ce'rvical Cancer Early Detection Progra~ in 
. the California Department of Health, the YWf;A of Glendale, the Mission City Clinic, 

University of CaliforniaiLos Angeles and other community organizations to improve and expand 

screening services and 9M'treach efforts. . 


I 

* Th~ Neb~aska'Breast1nd Cervical Cailcer Early Detection Program which manages 
· culturallyseilsitive outrbch programs aimed at Vietnamese women (a population with a high . 
rate of cervical cancer!.l~?ugh this program,lcttersin Vietnamese are mailed t~ all wo~en .. 
over the age oi18 WhlC~ InVIte the women to a local 'YWCA to learn about screemng servIces .. 

, "I ' > , • 

. I .'. . . . 
* A program run througp the Texas Department ofHealth which uses funds to pay the YWCA 


. to recruit women for screening and treatment services through churches, clinics, senior centers 

. J,. . .
and YWCAprograms.! . • .•.. . . . . '. .I • 

! . ",;,

.' .'.. .·1···· :. .. .' . . . . .' . 
* A Maryland state health department program which places funded outreach workers at CountyI· ,... .' 
health departments.throughouHhestate; workers come from the community and are mainly.' . 


:older minority·women,:l.· ... :. ',. " '" ...• : • . .' ." .. ' .' . '.' . '. :.' 

'I ! ' • ,,' - • '. , 

. . . t .. . . 
* An educational progrJui in Massachusetts which provides printed edu,catidnatmateriaisin . 

languages othe~thanEn*li~h, including Haitian-Creole, French andSpanish.· ' .,,,' 


I 
I 

'* CoIUiboratiVe proir'anis with the American Cancer Society, Avon Products Inc.,. YWCA; 
National,Allian~ of Bre~st Cancer Organizations, National Cancer Instit~te, National Center 'for . . .' ..' ; l' ". ;. . '., . . . . 

. , 



Fannworker Health ,Inc.) and othe;organizations to sponsor education and outreach efforts. 
, I 

i c 

Through September 1996, 690,560 Pap tests were provided by NBCCEDP. 21,257 cases of 

cervical intraepithelial neoplasia (CIN, the precursor to cervical cancer which can be detected by , 

Pap testing) and 258 cas~s of invasive cervical cancer were 'discovered. As of January 31, 1995" 

48% of Pap tests were p~ovided to 'fuinority women.' ..' ' " \ 


~ 
" 

19~ 
II) Professional Educatjon Programs: _ . /' <" 
The CDC established a number of professic:mal education programs for program managers, . <'" /\ . 

health care professionals, health educators, administrative staff and outreach workers. The ':--, ~ ~ 
programs have focused dn detection and diagnostic procedures, guidelines for screening, ~ ~ 
communication skills, d,ta collection, reporting requirements and strengthening clinical skills. '~ ~ 

III) Ouality Assurance: t ' . 


The CDC has created scteening guidelines and helped the FDA to conduct quality assurance 


care practitioner and speCimen interpretation by the laboratory. , , 

IV) Surveillance Progratns: 

When the NBCCEDP w~s created in 1991,Jhe CDC created a program to monitor screening, 

diagnostic and treatmentiactivities. States collect and report to CDC infonnation 9n screen'ing 

location, demographic cQaracteristics of those screened, screening results, diagnostic procedures 
 ~. 

, and,outcomes, and initia~ treatment. Reminder systems have also been implemented to ~ encourage women to return for rescreening. 

I 

I


V) TreatmeD}: .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 s.ervices 

both help to provide trea(ment. . 


i 

Monetary Aitocations for NBCCEDP: 

In fiscal year 1993, $72 billion was appropriated for NBCCEDP; in FY 1994, $78 billion was 

appropriated; and in 1997, $140 million was appropriated. ' 


! 

I 

I 

. . I '," 

Recent Advances in Pap Testing Technology 
') 

There have been severaltecent advances in Pap testing technology. In March of 1997, a 

technique for using brushes to take cell sampleS 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 ofPAPNET, a program that computerizes examples of 
positive pap smear patterPs, making'Pap analysis more efficient. and reducing the possibilityof 



, 


error. 

. . iI ., 

Honors Received by George Papincolaou 


I 
I ­
I ,. 

, George Papincolaou was: elected an Honorary Fellow at the Ae:ademy 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 co~tributed to.progress more than anyone in this century in accelerating 
cancer research. His naQ1e will endure in the same manner as Jenner and Lister, Pasteur and 
Koch, a one of the iIilm~rtals in medicine for all times." . 

I 
I 

1.' 

,I 
I 
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, i A nariomMde service of rhe U.S. Department of Healrh and Human services' 
{i" Vi IIj i Public Hoalth Service - Office of Minority Healll} _ 1-8()()..444.6472 : 

Ift, ~i\,il i\Ili\ I , ' 
\ I I I I I I " 
I '\\N\\~OFFICIE OF MINQRI'f):H£ALTll RESO,URCE CENT~l{,-' 

I , ' , 

BILINGUAI!BICULTURAL ,SERVICE, 


DEMONSTRAtION GRANTS 


TI-iE PROGRAM 

, I , , Program DeSCription 
, 

I 

I ' 


The Bi1in~'UalIBi<.i.utura"Service:Deinonstration Grant Pro&rram: is administered and funded 

by the Office of Minority Health (OMH) of the U;S. Department. o[ Health and Human 

Services (DHliS). The PMH was created in December 1985 to address the historical 

disparltybetween the health status, of whites and th~t of radal ~md ethnic minorities; Its 

mission is to improve th~ health ofradal and etlmic populations through thedeve10pment 

of effective health polici~s andprogtams. ' " , 


I ' 

I '.' ,


The BilinguaVBicu1tura1 ~ervic:cncm()nstralion Granl. Program ~as dcvelopedin ,1993 to, 

reduce sodal, cultural aI}d linguistic barriers between providers and dients with limited­

English- proficiency. and to improVe: their an:ess t() goodhe.<tlth Glre. The projccts described 


'in this fact. sheet. arc fund~dfor the three-ye,trproject period 9/30/95 through 9/29/98, .The' 

grants at~ administered ~y community-based organi,..alions linked with health care f~cili­

ties. TIlese projects seek tb improve the abilityof health (.'.are providers aI\d other health care . 

professionals to deliver l~ngllisticjlly and culturally competel1t health services to'popula~ ~ , 

dons thatspeak limitedrnglish. , . ':, "" " " . '~. ".. , 


I 

, ,',Eac::~ of.lJ1C pmjecL~ ;qffer~ a~tivities 'tUlique' to the needs of the' ~arget coll~uniiy. In, addi~" ", .. 
~.,tion to developing cul(.Ur~1 c:ompc~:cnc:y t.raiIling program~ for phYSicians, nurse.~;and, other·/, .... ', 

. professiomtls. the proiect~ work to increase the usc ol c.asc managers an~ ollt.rcach workers '" " ,:1
from, the racial and ethniC l"Omm\lriitie~ they serve., They proviclc counseling, mcht-riring. ' , 


.' and suppon.group progra:msfoidients WllO spe~lklimited English. and ~nhance trans1ation::.,';.: .,~.' 

and interprct,ing seIViccs Tonuinority populations. For additional information, pleasecoYl­
tact. the Divisioil ofProg~am Ors:ratio)ls, orne': p[ Minority Health ,at (301) 594-0769. ' 

! . 
i 
I 
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AMERICAN SAMbA 
I 

I 
, 
I, 

American Samoa Go~ernment 
I 

D<.:panment. of Health I 

LB} 1ropicnl Medical eCOlCr; 
'''agn l"a80: AS Y67YY I 
PHONE: 'Oil (684) 633·2243 
FAX: . OJ) (6P.1) 633·.5379 

, I , 
Titl~:, I 
Ht:ah,h Educatiun Curriculum 
Improve,mentand Service Ext~nsion Proie.,,~ 

. " I 
. . I 

l'lOjt:l:l Dirc:t:LU1; , I 
JOl:eph Tufa, n.S.M.; M.P.H. 

Orant.No,:, 
D56MP95091 

Targel p(.l~JlIlatiult: 
A-;i:uvP..adllc; ll;bndcr 

Age Group: I 
All age gluup~ , i 

I· 

i 

r 
I 

l· 
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Americnn Snm()a, Q lJnit4:d State.$ territOry located in the Paelfic 
region. consists of five. il.J:mci:<;:. h i~ 1I lhrilory (If minority p,.)pul<l. 
tium, wilh the lIIajorilY (appmx1mat.eJy 97%) Itv1ng on Ithe main . 
iflbnd ofT:lttily. . ' . 

Hl:.ahh l<llC :>t:lvh:t::> au:, pwviJcd hy two main guvernment agendes: 
LBJ Tr('pk...'11 Medical Center:lna the Americnn ~D.mOQ Department 
()f Health. The LISJ .lIopical Medical Ccntl~r is the isl:lnd's only 
hl',spilal and pf(Jvid\.~$ ·illj:!(lticul and uuqJalicul Gut:..The:- Depart­
ment of Health is respondhle Co'r I,roviding home care and preven· 
tWl: ht:alth rares~rvi('.es, including healtheduc3tion programs. 

. . 

The Departmcnt of Ilealth is expanding iL" healt.h education SCI'­

. vicc~ lO prc"iou~ly un~crvcd (IT \lndcrs<.~rvcd communities. Tilt' Hf.llltn 
f!,du('(/ClOII C;U171cuIU/1I Improl1r.tllt/1t anti SCrvfrc E.tt(lHion Project targets 
wl)tll(fl .from th~: hland~' thrcf: main ethnic groups.-Samoans, 
'Jorlg:lnS, nnd r:ili pinos••who hllve. limited-English-speaking profi­
ciency. .. 

. ·He.:lltll education malerials are u~dcr dev~:k'rmcnt jn the following 
< S\lbjl:l~t areas: prenatal (~re.hnmllnization. oral health care. and skin 

discases/prohlCms. Once dc~isned, t.he nlat4~rial~ will be translated 

int(l tlr\.' ;ippr(lprilltl' hmgl.l<tgl."s< S(lme ofthes~ materials ue videos 

In the Sam(jan langliage with l'olyneslan cast memhers. Th~ videos 

will also he t.ranslated u) the Tongan and Pilipino languages. Cult\.ir. 

ally anti Iinglli!i:tk~J1y allpropri:lft" tuinrng progr!lm~;m," 1I1~ hpipg 

prcpim:u {ile health txluc.:atofs ~h(lscn by the Tongan amI fl1lplill( 

conlmunilies.· . 


, ,~ .1 
,. 

2 
r.mllli\J:llfljlcUlll!r~1 SCtvlCC I)cmonm:mon (iranL~ 

http:Cult\.ir
http:rares~rvi('.es
http:Orant.No
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1CALIFORNIA ,I 
1 

1 

Aids Project, •i 
I 

i 

formed in I 987 .~,he A~i~m Aids Project (AAP) was the first. HIV/
785 Market. Street, Suit.(.: 420 , AIDS program in 'the United States to larget the Asian Pacific Is­
San' Francisco, CA 94103 i lande,r (API) community. In 1989. thl: MP conducted a baseline 
PJfONE(415) 227-0946 'I survey of IIIV/AJDS knowledge, attitudes. beliefs and behavior 
FAX: (415)227-8945 I among Chinese and Japanese c(Jmmuniti(~s in San Francisco, 

Title: I 

HJV Case Management-Education to 
High Risk Asians and Pacific JsJ~nders 

, , 
Project Djreclor: 	 ,I 

IJ(lhn Manzon-Santos 
1 
! 

Grant No.: 
, D56MP95078 

Target Population: 

Asian/padfic Islandn 


Age Group:: j;

Adult!; , , 


I 

! 


I 
I 
i 

!,CALIFORNIA 

11Ic HJV CaSt:Mllllag(mcllt~r:du(:ation f(l High Risk Asians and Pacific 
hlwu[ers Project targets the following high risk groups for I IJV infec­
tion: women working in massage parlors, transgender/transsexuals, 
and me,n who have sex with men. These groups currently have lim­

, ited or inadequalc access to I JlV he~lth ~ervices. 

Over the three-ye'ar period of lhis project, AAP is: I) increasing thl~ 
, ul,ilizatic)n of hl~alth and human services through its case manage­
ment-education model; 2) increa.~ing t.he target. group's' future acces· 
$ibility to health rind humanservil'es through health education; and 

, 3) expanding the cultural competency and linguistic capacity of health 
l:<lr(;: professiunals and para-professionals working with these groups . 

. The project is providing in-servicc t<raining and instituting referral 
pr(Jt()(.:(l1s hl:t....,l:t:n and among health c.are organizations for the tar­
get groups., 

i, 
TJ" lI.1'iall Seniors Tlt:Cllth Promoti(lll Project (ASHPP). conducted by Asian Americans for ;, , . 
A~ian Americam for Communilylnvolvernent, Inc., scrv'es as a point­Community Involvcmen;t, Inc. of-cnt.ryprogram for seniors who. have?, been unable to use or arc 


2400 Moorpark Avenu(:, Suit(~ #30q distrustful of local health care services. ,The goal of the ASHP!' is to 

San Jose. CA 95128 hring,seniors and the healt.h care system in closer alignment. Prob­

PHONE: (40R) 975-2730 lems'that th(~ pmjcct addn~sses include language and cultural barrio 

FAX: (408) 975·2745 ers between the Asian seniors and the service providers, lack of knowl­
I 

i edge ahoutdiseaseand di!lea!lc management. andlackof trust and1 
ncl~ i undl:rstanding llf W(:st(~rn ml:dkal pral:tkes, includingthe complex. 

Asian Seniors Health Promotion ~roject ityof the system itself. ; , " 
, . . I 

Project Director: . , ',,' the' project offers six main activities: iiltercu,lturalcommunica.tion 

Carlina Yeung. M.S.W , ' df(:,,:tiv,,~ncss workshops for' health (,:are providers. bicultural and hi­


• , 'lingual volllIlteer training; health screenings, lectures, In-Home Pro~ 

Grant No.:. 
 . " ,. moqonan4Support,ServjCes.~al~<lJ:lJ,1.1nformati.on ~~dAssistance 

D56MP95083, . 


,,' '.'.-.,' , , ";',',:. ,,;?':t~~~,~)\l)~~'~~~~~~~:/,;}~{{'}i0:~t;t~~:~;~:\~" ,,:~:' ,:,,>" :-, ,: • .:", ,,,!: " : '­

,. Targel Population: " : ': ThC'ASHPP rCChJiL~,and'lrajns·'bilil\gual and bicultural volunteers 

Asian/Padfi<': Islander 
 , ',',(Ca.mhcidian; Chinese, ulotian; andViCtnamese)to assist the Asian 

senIors., The project c.onducts health screenings to help the, seniors­
p: tc:arn fJhoul. health prohlems arid recognize their need for medical 
and older attention. Through th,,: Inforrnativn,ano Assist.ance Phone Support 

, \ 	 System. the proje,c.t connects homebo'undseniors with, heal~h care 
'services and case management services, including transJatiofJ and I 
transportation. I 

! ' 
3 I 
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CALIFORNIA 


Services for Gl'9ups 
W. Olympic nlvd .. Suite 600 : 


Los Angeles, CA 90015 

PHONE: (213) 553·1818 

FAX: (213) 553-1812 


. Title: 

·Pacific Asian Language Scrvkes Project 

(PALS) 


Projc(.~t Director: 

Heng L. Foong 


Grant No.: 

nS6MP95068 
 , 

I" 
I 

'large! Population: 
i . ASiarv'Padfic Islander 

Age Group: 

All age groups 


CALIFORNIA 

1J,c Hu.:iflc it'iillJ1LaJlgllflgl~ Services Project (PALS);s conducted by Spe­
cial Snvkes for Groups, a multi-service "umbrella" agency that pro­
v.ides an array of human services u) ethnic minority communities 
and groups. This project is based on a PALS model pre.vio~sly devel­
ClI,,:din 1991 through the Special Scrvic,:s for Groups to address 
language Issues diCit become proh1cmath: in the treat.ment of HI VI 
AIDS. . 

This PALS pn.ljc(.:l has implement.ed a mobile. interpret.ation service . 
staffed by bilinguallbkultural in~erprelers. The goal is to increase 
health C<lrc aC'-.'.C;.'.ss for low-incom<.:, monolingual. limited- English­
~peakjng residellL~ of L<.JS Angeles County, with special emphasis on 
areas with a high concemralion of A~jan Pacific Islanders (APIs), 

PALS has as~w\bled a team of trained interpreters. some of whom 
will he fmther trained In ment.al he.alth assessments and (.i'jsl~ inter­
vention. The langu<lge <.:onsultams who have.: mental health and cri­
sis illlcrv(:ntion skills help Wilh th(: Psy<,··hiatric Emergency Teams at 
mainstream meJll.al health dinies. Seminars are conducted to en­
.hann: the skills of the comult.ants in such areas a., .int.erprctCT tc<.~h­
niqucs, resources, medical updates. UIV/AIDS, tuberculosis. mental 
hcalt.h, <l11d women's health. . . 

Promotion oft-he PALS project is two-tiered: outreach and eduea. 
t.i<.m to the medical carc. providers is carried out through mass mail­
ings. anti COflSUfT1<.:rs are targe~ed through the ethniC media. The 
pwjc(."t·s promotiot\ campa.ign USC5 bus SlOp advcrtlscmcnu, hill 
boards. and teleVIsion public service announcements. 

The Cambodian Family: 
III J E. Wakeham Ave., Suite E 
Santa Ana, (:A 92705 
PHONE: (714) 571·)966 
FAX: (714) 57J-1974 

Title:, 
Hea1th Carc·A&;.~cess for Cambodialls 

. Project Director: 
Rifka Hirsch 

.". , 

Giant No.: 

Population: 
ASlan/PaciFk Islander 

Age Group: 
All age groups 

The mission uf The Cambodian f-amiIy is tu help refugees develop 
knowkdg(\ skills, and self-esteem to btcome self-reliant, contrtbut- . 
ing m~mbeJS of societ.y. The Cambodian Family has been in exist­
CllC(: sinc(.! 1982 and its services include providing translation ser­

. vices for hospilals,doclor~. and dinies, as well as offering health 
education programs for Camhodian famiHes. . . 

The Hmlth OUl~ A(,(:(,Ufi'" Cam/lodt(VlS 170gmm seeks to build the skills 
of both providers and clicnL'i to bridge the. gap between Western 
medicine practk(:s and the traditional. spirit-orient.cd health prac· 
ti.ccs or d\e ncwCainbO<iian ardyals..The primary target area is the· 

'l neighborhood .witl1-thc .denscst population of Cambodians in Or· 
.. ange C ..ounty.arl arca iderredto as the Minnie Slrcetarca. The 

pmgram provides c.tdturaland linguisUc interpretation for health 
care providers, health scr:eenings in the Cambodian community, health­
promotion ».mong Camb(~'lians. and cultural competence training 
syst.ems. Seminars for health care providers include presentations 
on t.h(: Cambodian culture, health belief... and health accessing be­
haviors. as well as working' t.ranslator:.: and non-literate. clients. 
Project staff dc!'tign, t.est. and use <'~lIlturalIy and linguistically 
appr(lpriate health promotional materials. 

" 

j 

"\ 

I 

http:spirit-orient.cd
http:meJll.al
http:aC'-.'.C;.'.ss
http:implement.ed
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CALIFORNIA 

, i 

, 	 , 
I 

ofPan Asian COIl\munities 
1031 25th Str~et 


San Diego. CA 92] 02 

l'HONE: (619) 232-6454 

fAX: (61?) 235·9002 


Title: , 

Southeast Asian Health Care ACFess Project 


I'rojecl Director: 

Irene Linayao-PUlnlan 


Grant No.: 

D56MP95057 


,linget Population: 
Asian/Pacific Islander 

Age Group: 
Adults 

I. 

,"~ ..... :, 

The Union of Pan Asian Communities (UPAC) has a 21-year his­
lory ,<.If providing scrvicl:s. both independently and in pan.nershlp 
with olher hca\thlhunlan service providers. to San Diego's diverse 
Asian and Pacific lslander population. Among its many efforls. the 
organization addrl:sses mental health. child abuse RJ,d domestic vio­
lence issu(:~. as well as lhe cultural adjustmctH and language assis­
t~m(~e needs of Sout.heast Asians. 

The major goals. of t.he Southeast Asimr Health Care Access Project are 
LO: I) n.:du(:cbarriers and improv(: 'I(x:ess to cancer re1evant. healt.h . 
<.:are among limiled-English-proficient Vietnamese. Chinese­
Vicl.tlames(,~. Laotian. and Cambodians in San Diego County; and 
2) improve the cultm:al (~ompetency level or lo(:al h~alth care provid­
ers. 

The projecl is invvlvcd in developing culturally and linguistically 
appropriatel:allcer screening and ..:dlKational materials, and small 
!,'TOUp educational pr,::;cntations; producing and disseminating a 
heallh scrvi~X:ii H~SOllf(:e directory; conducting on-site visits to cancer­
rd(,~vant health care facilities; and providing inlerpretation serviCes 
and culturalc(lm~~tency training for healt.h care .providers. 

The proj~~ct hal1 health education mat.erials jn several Chinese lan­
giJage.s, including Canwncsl:, Mandctrtn, Chau Chleu, T(>i~n and 
Taiwanese. M.m:rials are being adapted and translated Into four 

.S()utheasrAsian languages {Vktnamese, ('"hinese, Lao and Cambo· 
dian). UPAC is .il~o preparing a bilingual health (:are resource direc· 
tory in Chlnese!English. Vict.namese!English, Camhodian/English and 
Laotian \anguilg<:!i. 

Training programs on <.:an<.:er are conducted for patients. as well as 

provider!'. lbpiCS include hcalt.h information on hepatitis Band 

cancers of the liver. lung. <.:ervix, and brea.<il. Prcvcndon strategies 

l3.k~: inw a(~count knOWledge. attit.udes. bdiefs. and values of tar­

geted elhnlc groups toward <.~ancer in general, and more specifically 

towilrd preventive health care pract.kcs, early cancer detection pro­

cedure~, and various camx:r tre.atment options.Projecl suff partici­

pat.e in an ongoing review program of cancer t.erminology to ensure 

accurate translations.. . 


I 
. \ ..... I 

i 
., ' 

I . 

! 
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, 

ta Community Clinic' 
6 Vale 'rerrace, Suite 20 I 

, Vista, CA 92084 
PHONE: (619) 631-5040 
FAX: (619) 631·5010 ! 

Title: 

Medical Interpretation and Cultural 

Competency Training Project for ' 

Community Clinic Support Personnel 


Project Direclor: 

Fernando Sa!\udo 


Gralu No.: 

J.)S6MP950 12 


Target Population; 

HispanIc' 


Age Group: 

All age, groups 


I 

" 
, ,[ 

\ ' J. ,~;'w 

Vista l.vmm\lnity Clinic has offered health l:are and health edul-.a­
lion since 1972 for those residents \vho have heen unable to access 
carl: UU{: to el~onornic. ~oci<ll, or cultural barriers. Its Healt.h Pr(.mo­
dvn C.enter Is known for its innovafiv(.: and culturally sensit.ive health 
promotion llnd disease prevent.ion p(ograms. 

111(. Mrdicttl Il1tf'111'ttatitm {lwi Cultural Competmry Trtfining p,~iect for 
{),wll1luni!y (.'linir. Support Pcrsomrd (MICC) is developing a medical 
imerprelalioll :lIIdrultural competence, training program for com­
munity clinic support pa$onnel in San Diego County. 'lbpics ad­
dress such iss\1c:-; as professional and ethical conduct, intercultural 
issu~:s, t<.~(.:hnical vocabulary in both languages. pre-interpreting sJtiJls 
Ilml consccUlive interpreting. The support persunnel are also trained 
to elicit a(~('~lIratl~ information fmm the limited-English-speaking pa­
tients. . 

1\ medicaJ interpretation clnd cultural competcnce uainingmanual 
for use in t.he 1hlin a 1i'tliltcr program has been pilot tested In several 
l:()mnHll)ity clinics in San Diego. Orange County and Imperial Val~ 
Jey. Upon cmnpktkm ofthe course, trainers are certified in the Mice 
program. The program has linked with local colleges where medical 
assiSlantprognlms are conducted in ;m <.~ffl)rt to iilstitutionallze the 
Thlin the '/hzillcr program for nt(:dicaJ interpretation and translation. 
In the last year of t.his proj(.~(.·.t. the MICCprogram will be modified 
for use wit.h district hospital support, personnel. This will enhance 
t.hc inu:rprctatlOn,~nd cultural compe.tency skills of support. person­

,nel who can also prOVide interpretation for mcdk.al perso,nne1 in 
hospitals. emergency room. and urgent care facilities. ' 

,j 

. \ . 

f 

I 

I 

i 
I,, 

,~: ~ i 
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DISTRICT OF COLUMBIA 

nica del Pueblo 
1470 Irving Street, N.W. 
Washington, D.C. 200 Io· 
PHONE: (202) 462-4788 
FAX: (202) 667-3706 

Title: 	 i 
BilinguaVBicultural Interpreter Services 
Project . •I 

Project. Dircctor: 

Juan Rumagui(.a, M.D. 


Grant Number: 

D56MP95 100 


Target Popul(ltion: 

HispanidLatino 


Age Group: 

All Ages 


TRICT .OF COLUMBIA 
I 

, 
. i 

. Mary's Center for Maternal 
and ChUd Care, Inc. 
2333 Ontario Road, NW 
Washingt.on. D.C. 20009 
PHONE: (202) 483·8196 
FAX: (202) 797·2628 

. I. 
ITlue: 	 I 

Proyccto Conexioll 

ProJec.l Dlrec.tor: 
Maria S. Gomez, R.N. 

Grant Numbcr: 

D56Ml"9S002· 


'rarge.t . Po'pllI~\liol\: 

... ispanio'Lalino 


:.. :: 


Adult 

L."t Clinics del Pueblo, founded in 1983. is tile only free bilinguaV 
hicultural medical clinic for Hispanics and Latinos in the Washing­
ton, D.C area. It s(:rvcsm(>rc than 7,000 clients per year. The 
clinic offers a predominantly Central Ame.ric.an population ac(,:esst(l 
primary health care and subspecialty medicine. Health areas include 
adult primary <.:are., diab~tes. mental healt.h, .MOS, neurology. rheu­
malolo~y, occupalional nledicine. reproductive health. adolesc.ent 
medicine. pediatrk.s. and dermatology.' . 

The goals of the Bilingual/Bicultural InteJpreter Servi(.e.~ P~oicct are to: 
1) (~st~'lblish on· and off·site culturally appropriate interpreter ser­
vices;.2) provide on-site. education to1health ,care providers; '3) con­
dUCl cultural sensitivity workshops; and 4) develop a cult.urany ap· 
pmpriaH: English-Spanish dictionary comprised of 300 words that 
are tIl~ique to predominantly Cl'.ntraJ Aml.;:rkan (,:ountries, including 
slang phrases and key medical words. Through the activities of this 
proj~<.:t. L:i Clillkii del Pu~:hJo is addre.4Ising the harriers to health 
care encountered by its t<lrget popul<ltiun. such as thc"inability to 
pay (or health insurance, linguistic isolation, lack of cult.ural sensl­
tiVityin the medical prokSSitlfl, and fear ofgovernment institutions. 

Mary's ('.enter for Maternal and Child Care, Inc. (Mary's Center) • 
establishetl in 1988, is a non-profit. minority community-based 
agency. Jt focuses on increasing aCt'.ess to h(.~alth care for limited­
English-proficient (LEP) Hispanic and Latina women and children 
through tJlcprovision of low-cost, cOlnprehensive services. ~ 

The goal ()f P~pecto (:(lIto:i{IJt is to de.crease. barriers and increase ac­
cess t.e) l:ult.urally and linguistically appropriate health care (or the 
target population. Project. a~iivitics arc divided into three primary 
compOrlenL'i. 

Elllitleltl(,llt Assistance pn>vklcs guidance in applying for services In· 
cluding Medicaid. food stamps. \:mcrgency assistance. and Social 	 . ,

. I SccurilY. 

1he J-/omeVisiting Team. in pannership wit.h ProvidcnceHospitaJ, . 
llr<wides education, counseling, , flY/AIDS teStinWcounscU,ng. ad- . 
vocacy. immuni~atlons. and case management services' for preg­
nantwomen and babit~s from lhe prenatal stage to one year. of age, 

.• • 	 " I,. 

Pedlatl'lc Case Mfmagtmmr pruvi<ks m'liiSLance and education to c:n­
sure proper <.:hild development. 

7 
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ILLINOIS 


t of Chic;ago 
Office of Hispanic Affairs '. 

Chica~o Department of Health 

DePaul Center, Second Floor, Rno)n 2144 

333 S. State,Street : 

Chicago,lIUnois 60604 

PHONE: (312)747-8820 I' 


FAX: (3]2) 747·9694 I 

Title: 

'Chicago Department of Health BilinguaV 
Bicultural Service Demonstration Projci:;t 

I
Project Director: I 

Esther Sdamrnartlla I 


Grant Number: 
I)S6MP95036 

Target. Population: 
Hispanic and Latino 

I<ANSAS 


I 

Wichita~Sedgwid< :Cou~ty 
D<.~partment of Community Healthi 

' 1900 East Ninth 
Wichita,Kansas 67214 
PHONE: (316) 268-8342 
FAX: (316) 268-8397 

Title: I 
BmnguavnicuJt\lra,ISer~ke Dc~onstration 
Project " , !. i , 

Proje(.:t Director: ' 
IMarga~el Baker 

, : .: ...:" '/ .. ~ 

Grant Nuil\be~ 
D56MP95087 "l 

t , . 
'1' 
I 
I 
'! 
i 

Age Group: 
All Age.,> 

, 

j 
" 

Thl: Chic~go Department of Jkalth (CDOH), Office of Hispani~ 
Affairs, addresses thrphysical and mental health of Hispanic. and 
Lrttino residents through the CDOH Health Clinks. The clinics 
pmvidc dkctive and accessible health services that emphasize health 
promotion and disease prevention.' , . 

The go,)1 of the CDOH Bilingual/Bicultural S(.Ivir£ Demonstrationhoj«i ' 
Is {(1 improve the effectiveness (If health care delivery to limited­
English.proficient Jfispanil:S. This project focuses on five of the seven 
CDOH dinics lIsed by the target population. Intensive 1anguage 
and cultural senSitivity tt"lining is provided to health care prores. 
!>ionals, including doctors and ,nurses, and paraprofessionals from 
the Sexually Transmilled nisea!>c, "hben.:ulosis, and Immunization 
units. This miilling In<:.reases their knowledge or the values, beliefs 
and culture of the Hispanic community, and improves the level of 
communlc:iti(m bctwee,n provIder and patient. 

The' Wichita-Sedgwick COunlyncpart.n~ent. of Community Healt.h 

, (WSCnCH) is responsible for protecting the citizens of Wichita­


Sedgwkk County from exccssivemorhidity bypreventJng the spread ' 

of disease. cm':O\lraging a ,healthy life style, and providing a safe en­

, vironmcnt. Tl,{: WSCDCH's Personal Health Qivision provides di­

ents with both primary and preventive health services: __' 


The BilinguaVBicultural Service Demonstration Project focuses on a' 
(:~)mrrt:h<!nliive approa<.:~ t(ljmprovi~~ th~ abi.litr of heaJth are pro­
vlder~ and ,other profeSSionals ,todehver Imguls,llcalJy and culturally 
competellt health service'to lirnilcd.EngJish-spcaking Hispanics and 
Asians, Two WSCDCH Hl:alth Stations have been established within 

, : '. ~ 

"the A~janalld Hispanic,communities'LO improve the delivcry'ofall .:""" 

ht!alth 5ervke~; with: an emphasis on canl:eI prevention for 'Hisp~n,,:, 
ics.and, health assessments and ,r('fereals for Asians. ',:"~·:\~:i; 

, _' "",, ,'", " " '. /.7-" ,r~':!Yk~" , 
Th(;activitjcsMt.hi,s projcL1. also' cmphasi:;-.c: l:arly enrollment of ' 

, patients in t.he Maternal and lr:fant Program; routine clinical breast 
examinations. m;lmrnograms 'and Pap tests; and -compliance 'With 
direct.ohserved t.herapy hyAsian clients. Other acti~llies; include 
the translat.i()Jl of health cuucaHon materials. the purchase of health' 
education materials -thal are ]anguage and reading leve] appropriate. 
and jlromolion (Jf hilinguaVhicultural services. ' ' . , . -'. , 

,I 
8 I 

'l . I 
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MICHIGAN 
, I 

t Migrant Health 
Information Office, Inc. 
502 W Elm Avenue 
Monroe. Michigan 48162 
PHONE: (313) 243-0711 
fAX: (313) 243-0435 

Title: ' 

Colonia Health Worker Program' 


Project Direct.or; . .1 

June Grube-Robinson, MJ~H. 


Grant Number: 
D57MP9504) 

'Ta~get Population: 
f Jispanic and Latino 

Age Group: 
All Ages 

NEWYORI( 


African Services Committee, Inc_ 
28 East 35lh Street 

New York, New York 10016 

PHONE: (212) 683-5021 . 

FAX:. (212) 779·2862 

Title: . 
. BilinguaVBicultural Acc.ess to HIV/STOrrS . 
Medical Services for African Refugees and 
Immigranu : 

Project f)irector: 
Kim Nh..:hols 

Grant Number: 
D57MJl95076 

Population; 
Immigrants and Refugees 

(. 

i, 
Age Group: 

Prenatal. Infant-<>. and AdulL~ 


Thc.MidW(~IH Migrant) kalth Information Offke, Inc. (MMHIO). 
is a nationwide lay health promotion agency that slrives to provide 
full access lO heallh services and iml)rove healt.h condition!! for mi· 
grant farm worlu:rs and th<:ir farnilks. Although head<)uartllred in 
Michigan, MMHIO maintains a facility in the Rio Grande Valley. 
'1exas, that works closely with health care providers, community ser­
vice agenCies and farm \vorkers .. 

The C,oumia Hcaltl; WOI*(~r Program largets poor Hispanic residents of 
till: l:olonias of the Rio Gr<lTIdc Valk~y. It has trained twelve migrant 
farmworkers to he dfeclivepeer health educators and serve as a 
nudal link bl:twl:tn colonia n.:sidcnts and the health C<in~ system. 
The training emphasizes culturally sensitive information on HIV/
Alns. Thl~ trained peer healt.h educators participatc in horne visiL~ 
and distribute HIVIAlDS health information to the residents of the 
('.olonias, and providchealth.re]ated rderrals to Valley agencics. The 
peer health edllcators also provide information on the conditions 
and lifestyles (If colonia residents to health professionals cnabling 
them to provide mOTl~ <:uhurally and linguistically appropriate health 
t:arc. 

The African Services C,ommitlcc. I nc .• a 13-year old community­
hased organization, provides services to AtTican immigrants and refu· . 
gees who re<lujre (lc(.'ess to medkal servil..:es within the five boroughs 
of New York City. These services include multilingual outreach, HIV 
pn~· and post.-t.est. counseling. and lIlV resource referraL· In 199~ 
and 1994. the organization expanded its services to providc tcst.ing. 
trealment and fol1ow up for Sexually 1ransmitted Diseases (STD) 
and '!ilben::uJosis (TB). . . 

Tht! lJilingulll/lJicultuml Acce,t~ t() lllVISTDITR Medical SUlliecsfo,. Af 
ricall Rc.fugm and Immigrants proje(..1. prOVides (,,:ult.urally compclcnt 
intcrpr{~tati(lns and translations, HIV/STD/fS prevention education, 
medical c.ounseling. and rcfaral and follow-up services to pr~vent 

" ..,and reduce t.he risk of infecdon for this population. Proje<..."t services 
. include;::' ,.!', .... ... ,'.: .. " - ,. , :. 

I) an cscotlto'prc-test'screenings, as well as interpretation and, coun­
seling for clients; . .. .. . ... '... .... ~ . 
2) referrals to primary medical <.:ar(.~ amI follow up for positive diag­
noses, including prophylaxis for opportunistic infe<...1.ions, direcl on­
se.rved therapy and STD t.n:atmcnt; 

·3) shorl-nOlic.e and emergency interpretations and translations at 
hospi.ta)s; and' . 
4) bilingl1al attitude. belief and behavioral risk asscssmenu. 

9 

http:Direct.or


KRA GORPORATION T~L NO.3014952919 
" 

NEVvYORI( 

Joseph's Hospital 
158·40 79lh Avenue 

Flushing. N~w York. I J~66 


PHONE: (718) 558·621 I 

FAX: (7 J8) 558-6209 


'l1t1e: 

Culturally Sensitive Primary Ca~c Service,s 

to the Korean Community of i 

Queens, New York ! 


! 
Projc(.;t Director:., , i 

Andrea Dell Ensley-Williams. i'vl.li;.A. 


I . 

Gram Number: , . 
·.056MP95038 I 

. Target Population: 
Korean 

Age Group: 

All Ages 


St. Joseph's H<)Spital. a 200·hed community hospital, is Jo(,~atcd in . 
t.he (~ueens Borough of New York City, an area ~\'hh a diver$e mix of 
ethnk and rada1 gmups. According to the 1990 Census, 64' percent 
of the 70,598 Koreans Jiving in New York City arc concentrated in 
St. Joseph's primary and secondary service are.as. . 

~he project's overall goal is 1.<.) improve access to prImary care ser· 
Vices hy the limited·English-profident J(oT\:an community. Hindered 
by languCig~~ barriers, this population experiences some difficulty in 
understanding the health <-:are system. . 

To achieve lhe goals and objertivts of this project., S'L Joseph's Hos­
pital has established linkages with a community-based organization. 
KC)f(:'l1l Community Services (KeS) and the American Cancer Sod· 
ely. . 

Thn.>ugh t.hese parmerships. the project offers community-based 
health educ.ation and screening programs, low-cDst/no cost rmunmog­
raphyand cervical scn~enings, agc.appropriate health maintenance 
servic~:~ and counseling. interpreter support. translation of patient 

. information and edm.:atjon mat.erials, oUlreach services, and cultural 
awaren(':ss and hasic language training for t.he hospital staff. 

\, 

," .\ 
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