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ngoing programs offering Papanicolaou tests have

been shown to -reduce cervical cancer mortality sig-
nificantly.14 There are fewer reports on the impact of
short-term programs. In a project for high-risk women in
New York, 1800 women were screened, and 13 were found
to have malignant or premalignant cells on Papanicolaou
testing.5 In another project 816 women 65 years old or
older were screened, and 11 were found to have malignant
or premalignant cells.6Most community projects screening
for cervical cancer by Papanicolaou tests have been based
in sites that are not patients’ usual source of care. This
report describes a 15-month program that provided over
1400 free Papanicolaou tests, other preventive services,
and a cancer education program through special commu-
nity clinics. Differences between participants who had and
did not have a regular physician are explored.

METHODS

The project’s administrative office was responsible for de-
sign of the educational program, clinical protocols, the
survey instrument, media campaigns, and data manage-
ment. Contracts to provide clinical services were negoti-
ated with preexisting community sites. No funds were
available for definitive diagnostic evaluation or treatment.
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Target Population

New Hampshire women at higher than average risk for
cervical cancer constituted the target population. The fol-
lowing criteria were used to identify women for inclusion
into the study: residence in Coos, Grafton, or Hillsborough
county (where mortality from cervical cancer is higher
than the state average), no Papanicolaou test within the
previous 3 years, a history of first pregnancy before the age
of 19 years, low-income status (defined as participating in
any public assistance program), fewer than 12 years of
formal education, age 30 years or more, and no regular
physician.

Women who did not have any of the inclusion charac-
teristics were also provided services. This open-access pol-
icy was established because program staff wanted to avoid
negative connotations to participation and because
prescreening patients would have substantially increased
the administrative costs. Patients were recruited through
posters, supermarket fliers, newspaper articles and paid
advertisements, and radio and television public service an-
nouncements.

Patient Care Sites

Existing clinical sites (contraception and community clin-
ics) provided services at specially dedicated sessions. All
sites followed standard protocols for clinical care, patient
education, and data collection. Women with abnormalities
found on Papanicolaou testing or physical examination
were referred to their regular physicians for evaluation or
to a choice of appropriate local physicians if no regular
relationship with a physician already existed. Before the
examination, a 15-minute educational program, attended
by the women in groups of four, included brief descriptions
of breast self-examination techniques, early signs of breast
cancer, and rationale for and appropriate frequency of can-
cer detection tests. The patient education methodology was
modeled on a community program in which graphic flip
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SCREENING for cervical cancer

TABLE 1. PERCENTAGE OF PROJECT WOMEN SERVED
(N = 1459) WHO CHECKED HIGH-RISK CHARACTERISTICS

General

Characteristics Project Population*
No Papanicolaou test 46f 25

within 3 years
Age at first pregnancy 13t 8

< 19 years
Receive public assistance 10| 5
Education < 12 years 19f 30
Age > 30 years 80f 71
Have no regular physician 42f 25

* Generalpopulation percentages are based on data from the 1980
census for women aged 19 years and older in the 3 counties
(N+ 140,279),8 statewide vital statistics,® and a representative
survey'0
f All characteristics differ significantly based on 95% confidence
intervals

charts provided consistent delivery of the educational mes-
sages to participants.7 The education session concluded
with the message that women should establish an ongoing
relationship with a physician, if they did not already have
one, and obtain future Papanicolaou tests and other pre-
ventive care as recommended.

Evaluation

All sites administered a 10-minute 30-item questionnaire
to patients on arrival that addressed demographic charac-
teristics and elicited information concerning previous pre-
ventive health care behavior and knowledge related to
early detection of cancer. A post-test on knowledge and
satisfaction was administered prior to leaving. Characteris-
tics of women who participated were compared with
characteristics of women in the general population of the
three counties and the state by 95% confidence intervals
using the normal approximation of the binomial distribu-
tion.

RESULTS

One hundred forty-seven sessions were held between Sep-
tember 1986 and May 1987 at 24 different sites with 1459
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TABLE 2. CLINICAL DIAGNOSES REQUIRING REFERRAL

Diagnosis Number
Relevant to Cancer Detection
Cancer 4
Cervical intraepithelial neoplasia found on
Papanicolaou test 27
Atypical cells found on Papanicolaou test 30
Visually abnormal cervix 39
Postmenopausal bleeding 5
Adnexal mass 8
Abnormal breast examination 54
Not Cancer Related
Blood pressure > 140/90 mmHg 24
Other gynecological abnormalities* 52
Other nongynecological abnormalities 17

*Included pregnancies, prolapse of uterus, fibroids, and serious
infections

women participating. The mean age of participants was
44.3 years (range 16 to 87 years). Participants who met
selected target criteria are compared with women in the
general population in Table 1 The yield of problems re-
quiring referral is summarized in Table 2. All four women
with cancer fit the low-income criterion, had not had a
Papanicolaou test in over 3 years, and had no regular physi-
cian. All women with cancer and at least 89% of those with
abnormal results of Papanicolaou testing followed through
with referrals for definitive diagnosis and management.

Fifty-eight percent of women who attended said that
they had a regular physician, but 45% of these had not had
a Papanicolaou test in over 3 years. When these women
were queried about why they had not had a Papanicolaou
test sooner, 33% indicated it was because the test was too
expensive, 28% had forgotten to get one, and 8% replied
that they did not know the test was indicated more often
than every 3 years. Fifty-nine percent of women who
lacked a regular physician had not had a Papanicolaou test
within 3 years. Fifty percent of this group indicated that
the main reason for this was that they had no regular
physician; cost and forgetfulness were the next most com-
mon reasons.

Overall, the great majority of women were very satisfied
with the project. Knowledge scores also increased between
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SCREENING FOR CERVICAL CANCER

the pre- and post-test. The total direct cost of the project
was $103,000. About $35 was spent for each participant
for direct clinical services including patient education and
Papanicolaou test readings. Of the remainder, about $10
per patient was spent for marketing and ongoing adminis-
tration, and the remaining expenditures were related to
project startup.

DISCUSSION

The project yielded 30 malignant or premalignant (defined
as presence of cervical intraepithelial neoplasia) lesions
found by Papanicolaou testing, or 21 per 1000 women
screened. This rate exceeds the rate found in the studies
previously cited (7 per 10005 and 13.5 per 10006). This
finding lends support to the belief that high-risk women
living in New Hampshire are an appropriate population for
special Papanicolaou test efforts. Comparison between
project participants and the general population is instruc-
tive. Even with the open-access policy, the project at-
tracted significantly more women over 30 years old who
had had no Papanicolaou test for at least 3 years or who
were on public assistance than are in the general popula-
tion.

The finding that a substantial proportion of participat-
ing women who have a regular physician had not had a
Papanicolaou test in over 3 years is disturbing. Although
the Papanicolaou test rate was substantially better than for
those without a regular physician, other studies have shown
that the great majority of established patients of primary
care physicians had a recent Papanicolaou test1112 Popula-
tion-based surveys show that in the general population al-
most 46% of women older than 17 years have had a Papani-
colaou test within the past yearB regardless of whether
they have a regular physician, and almost 60% have had a
Papanicolaou test within the last 2 years. 4

This project shows that it is feasible to reach New
Hampshire women with selected target characteristics
through special community clinics and that a substantial
clinical yield can be expected. There may be a substantial
number of New Hampshire women who have regular phy-
sicians but who are not being provided with indicated Pa-
panicolaou tests. Future study is needed to assess the ex-
tent of this preventive care gap and how to correct it.
Special community clinics may actually supplement ser-
vices provided by primary care physicians both because
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they reach women who do not have regular physicians and
because they can provide services to women who have a
physician but who have not obtained a Papanicolaou test in
over 3 years because of oversight, expense, or other barri-
ers to care.
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