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Abstract

Cervical cancer affects Hispanic women disproportionately in compadgbeir non-Hispanic
white counterparts. In 2004, the incidence rate was 12.2 per 100,000 persagg-ispanic women
compared to 7.5 per 100,000 among non-Hispanic white women (U.S. Cancer Statistilmg Group,
2007). Although this form of cancer is easily diagnosed through recommendedrgrtests, Hispanic
women are often less likely to get screened (U.S. Department ohtdealtHuman Services, 2000).

Research based on the Health Belief Model (HBM) examining attitudklediefs about cervical
cancer and screening among Hispanic women has demonstrated that noarwewiih Pap smear
screening was attributed to perceived barriers of embarrassmeigt)dss acculturated, the belief that Pap
smears are painful, and lack of knowledge about access (Byrd, Peterson, Chideeke&, 2004;
Ingledue, Cottrell, & Bernard, 2004; Leyva, Byrd, & Tarwater, 2006; Thompson, [@giiRess, &
Anguiano, 2009). Consequently, identifying interventions to help address thissigsyeiative.

The purpose of this project was to evaluate a community-based educati@npfogHispanic
women from the Cervical Cancer Prevention Project (CCPP). Th® @@P developed through a
cooperative agreement with the Centers for Disease Control arehioa (CDC) and the American
Social Health Association (ASHA). In 2006, the CCPP educational program rwas paesearch project
among low-income Hispanic women from which secondary data analyses werepd for this study.

The changes in perceptions were evaluated based on the HBM foippaitEperceived benefits
and perceived barriers to Pap smear testing; perceived severity amtibilisge¢o cervical cancer; and
knowledge acquisition about cervical cancer and screening. The study dewsptetl of pre-test/post-
test among an intervention group and a comparison group. Main findingdddahanges in perceptions
of barriers among participants in the intervention group. Theralsasn improvement in knowledge
among those in the intervention group. In conclusion, participant’sgtence and knowledge regarding
cervical cancer and Pap smear screening were improved whilesidgregturally appropriate

interventions for cervical cancer among Hispanic women.

Vi
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CHAPTER 1: Introduction

The incidence of carcinoma of the uterine cervix (cervical cancer) ldrilted States
has steadily decreased by 3.7% per year from 1996 to 2004 (Ries, Melbert, Krapcho,
Stinchcomb, Howlader, Horner et al., 2007). In spite of this, cervical camsamngas the
second leading type of cancer among women worldwide (Khan, Castle, L.oNacholder,
Sherman, Scott et al., 2005). Cervical cancer incidence rates are also dispraythigher
among Hispanic women as compared to their non-Hispanic white counterparts. Imha2ce-t
adjusted incidence rate was 12.2 per 100,000 persons among Hispanic females compared to 7.5
per 100,000 among non-Hispanic white females (U.S. Cancer Statistics Working Group, 2007).

This form of cancer is easily diagnosed with recommended screeningAests
Papanicoloau (Pap) cervical smear test is one of the most reliable atigdgefereening tests
for cervical cancer, and has been consistently associated with the deaneasence rates of
cervical cancer in the past decades (U.S. Preventive Services TaskZafl8). Regular Pap
smear tests have also been shown to significantly decrease morbidity aalityr(&aslow,
Runowicz, Solomon, Moscicki, Smith, Harmon et al., 2002). Hispanic females, however, are
less likely than non-Hispanic white females to get screened and 208éuaged 18 and over
remain non-compliant with routine screening (U.S. Department of Health andnHaenaces
[USDHHS], 2000).

To address this issue, the Cervical Cancer Prevention Project (CCPP)velapeid as
part of a cooperative agreement between the Centers for Disease Contra\amdiétr (CDC)
and the American Social Health Association (ASHA). The CCPP included awdtgrbhased
educational program to improve knowledge and behaviors regarding the preventiomgrgjetect

and control of cervical cancer specifically for Hispanic and African Agaarwomen. In 2006,



a research project directed by Sharon Thompson, MPH, Ph.D., CHES implemented®the CC
educational program among low-income Hispanic women at a communitly bigailt located

in the U.S./Mexico border region of El Paso, Texas. A secondary data analygenaamed

on data collected from this study to evaluate the effectiveness of thetiedatprogram on
improving participants’ perceptions and knowledge regarding cervicalrcandd’ap smear
screening. The overall aim of the present study was to evaluate perceiviid bededarriers,
perceived severity and susceptibility, and knowledge acquisition amomngpadihg Hispanic
women in response to the educational intervention using a pre-test/post-teskesigdy

1.1 EPIDEMIOLOGY OF CERVICAL CANCER

Cervical cancer is still one of the most common cancers among women worldwide
affecting approximately 470,606 women and causing about 233,372 deaths every Yaar (Fer
Bray, Pisani, & Parkin, 2001). In the United States, according to the AmericaerCZociety
(2008), an estimated 11,070 new cases of cervical cancer and about 3,870 deaths occurred last
year. Nationally, the economic burden from this disease was estimatethtwédthan $2
billion in the year 2002 (Brown, Lipscomb, & Snyder, 2001).

The latest national cervical cancer incidence rate was 8.1 per 100,000 (U.S. Cancer
Statistics Working Group, 2007). In addition, cervical cancer incidenceimdteS./Mexico
border communities are higher than national average. In comparison, the aagas Registry
(2008) indicated an age-adjusted cervical cancer incidence rate of 9.5 per 100,688s.
Locally there is a higher incidence rate in the border region of Bl ®agnty with an age-
adjusted rate of 15.0 cases per 100,000 (Texas Cancer Registry, 2008). The disprtportiona
rates by location will continue to persist as the prevalence of Pap ssteag temains relatively

low among Hispanic women (Ries et al., 2007).



1.2 CERVICAL CANCER AMONG HISPANIC W OMEN

In the year 2004 the age-adjusted cervical cancer incidence rate was 12.2 per 100,000
persons among Hispanic women compared to 7.5 per 100,000 among non-Hispanic white
women (U.S. Cancer Statistics Working Group, 2007). While the U.S. cervicaraaortality
rate among Hispanic females was 3.0 per 100,000, the rate among non-Hispasievati2e0
per 100,000 (National Cancer Institute, 2008). Furthermore, the 5-year survivebmate f
cervical cancer is also lower among Hispanic women than any othdfetheie group
(National Cancer Institute, 2003).

Risk factors for cervical cancer include: early onset of intercourse, smakiddaving
sex with multiple partners (Bosch, Manos, Munoz, Sherman, Jansen, & Peto, 1995; Giuliano,
Papenfuss, Schneider, Nour, & Hatch, 1999). Although these are preventable riskdactors
cervical cancer, Hispanic women remain at higher risk. In addition, difesan structural
factors such as education and access to health care are consistent caadisdi$parities in
breast and cervical cancer among Hispanic women (Abraido-Lanza, Chao, ®daag004).
The scarcity of resources for screening, diagnosis, and treatmeadl teldow socioeconomic
status is common among Hispanics, and impacts this health disparity f@ihsogrg, 1991).
1.3 PAPANICOLAOU SMEAR SCREENING AMONG HISPANIC W OMEN

The Pap smear test is one of the most reliable screening tests for caamimal, and is
recommended to start by age 21 or within three years after the first sggu@ourse; thereafter
regular testing should occur once every three years unless abnormalmesuléest (U.S.
Preventive Services Task Force, 2008). Regular Pap smear tests are impoeairhy fletection
of cervical cancer, and have been shown to significantly decrease morbiditp#atityn

(Saslow, Runowicz, Solomon, Moscicki, Smith, Harmon et al., 2002); however, Hispanic



women are less likely to comply with routine Pap smear testing companea-tHispanic white
women (Gorin & Heck, 2005).

Although cervical cancer can be easily detected by Pap smear sgrééispanic
women are disproportionately affected by this form of cancer (Ries et al., 2806d)it 20% of
Hispanic women aged 18 and over remain noncompliant with the recommended routine cancer
screening (U.S. DHHS, 2000; Blackman, Bennett, & Miller, 1999). Data examuoredlie
2000 National Health Interview Survey (Gorin & Heck, 2005) showed that only 77.8% of
Hispanic women reported having a Pap smear test within the past three yeanpanison to
84.1% and 83.4% of African American and non-Hispanic white women, respectively.

The Hispanic population is also the fastest growing minority population, and should be
addressed when dealing with health disparities according to race/ethicihe state of Texas,
Hispanics are the second largest racial/ethnic group accounting for 38&opufpulation while
47% are non-Hispanic white and 16% are African American or other (KaisélyFauandation,
2008). Consequently, it has been reported that sizeable minority populations may bedmpac
differently by barriers to cervical cancer screening (Coughlin & Uhler, 286[®jn & Brett,

2003).

Findings from studies that examined structural and social barriers to teancar
screening identified the following as the most prominent factors for non-@oroel financial
constraints, absence of health insurance, inefficient communication with heelffr@aders,
lack of English proficiency, and lower education levels (Perez, Sabo&dp&gal, 1995).
Consistent findings across multiple studies have also demonstrated that dasel@cse of Pap
smear screening among Hispanic women is due to lack of knowledge and cultweptipesc
towards cervical cancer screening (Harmon, Castro, & Coe, 1996; McFarland, 2003&Gori

Heck, 2005).



1.4 HUMAN PAPILLOMAVIRUS VACCINE IMPLICATIONS

Moreover, evidence indicates that cervical cancer is caused by HumdaorRayaius
(HPV) (Munoz, Bosch, de San Jose, Tafur, Izarzugaza, Gili et al., 1992; Giulianofu3ape
Abramhamsen, Zapien, Henze, Ortega eR801; Bosch, Lorincz, Munoz, Meijer, & Shah,
2002; Bosch & de Sanjose, 2007). HPV is a common virus in the U.S. that can be transmitted
through any kind of sexual activity involving genital contact. The CDC (2004) estrtteat 20
million people in the U.S. have been infected with this virus, and that more than 50% of sexually
active men and women are infected with HPV during their lifetime.

The HPV vaccine called Garddsjtiuadrivalent HPV recombinant vaccine) was
introduced in 2006 as an alternative for prevention and control of cervical cancenadtine
will protect against four types of HPV which include types 6, 11, 16, and 18 but will nattprote
against non-vaccine HPV types, and is not intended to treat diseases not cauB®dd(Mektk
& Co., Inc., 2008). The impact of the vaccine on cervical cancer burden will also depend on the
prevalence of other oncogenic HPV types, and dissemination of the vaccine amatyg pr
populations (Giuliano et al., 2001). Therefore, it is important to note that vaccination does not
eliminate the need for cervical cancer screening because furthenatimn is needed to guide
vaccine practices and determine its effectiveness.
1.5 THEORETICAL FRAMEWORK

The HBM is an expectancy value theory that has been used to understand and change
behaviors. It was initially developed in the 1950s by Hochbaum and furthered by tQosens
who were social psychologists in the U.S. Public Health Service (Rosenstock, 1960nodais
originated in the attempt to explain why people failed to participate inrsogeprograms to

detect disease, particularly tuberculosis (TB) (Hochbaum, 1958; Rosenstock, 196@)odehe



was later expanded to understand behavior in response to symptoms and complieatreeattr
of illness (Kirscht, 1974; Becker, 1974).

Initially, Hochbaum (1958) conducted a study to explain why patients were not
participating in TB x-ray screenings provided at convenient mobile clihizs eost. This study
examined the readiness to take action through beliefs of perceived suscgpiditieived
benefits, and perceived barriers that could predict screening intentivBeérsesceptibility dealt
with individual’s belief that it was possible to develop TB, or currently have teasksvithout
showing any symptoms. Perceived benefits described the individual's beligéttiag
screened would result in early detection, and in doing so, would improve their prognosis.
Perceived barriers referred to the limitations of taking the healtiededation that included, but
was not limited to expenditures or time constraints. Details of constredisrdrer outlined in
Figure 1. HBM Diagram, adapted from Janz, Champion, & Stretcher (2002). Findings
demonstrated that action occurred 82% of the time among individuals who perceivesli\tems
as susceptible and perceived that screening was a benefit that outweighetsth@/tes
neither of these perceptions was present, only 21% would take action. As a respiiqges of
susceptibility, benefits, and barriers became core concepts of the HBEhi{glim, 1958)

Figure 1.Health Belief Model Diagram

! Individual Perceptions | I i Maodifving Factors _: | Likclihood of Action |

N

Agre, sex, ethnicity
Personality
Sociceconomics
Enowledge

=

Perceived susceptibility to,
severity of disease

T

Perceived threat
of disease

1

Chaes to action

* Lducation
= Syinploms

= Media

..

to behavior change

Pereenved benelits minus
perceived barriers

Likelihood of

behavior change

Source: Janz, N., Champion, V. & Stretcher, V. (2008 Health Belief Model. In Glanz, Rimer, & LewEds.)Health Behavior and Health
Education Theory, Research, and Prac(jpp.45-66). San Francisco, CA: Wiley & Sons.
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Research studies based on the HBM helped shape and extend the model. Recognized
research from Rosenstock (1974), Becker (1974), and Kirscht (1974) adapted the HBM to
explore a variety of long- and short-term health behaviors regarding preveliriess,iand
maintenance. The HBM was then based on the understanding that a person wiicaltle a
related action when three factors occurred: 1) they regard themseseeptiblé¢o the condition
and that the condition could Beverepften termed as perceivéitteat; 2) they believe that the
benefitsof taking action will help reduce their susceptibility and severity of the tongdB)
they believe there are mabenefitsthanbarriers (costs) to the action (Rosenstock, Stretcher &
Becker, 1988).

In terms of perceived barriers, there was another concept later added BMHzyH
Rosenstock et al. (1988) to plan for health behaviors requiring long-term &febtyhges. This
new concept was termeelf-efficacy At first self-efficacy was not part of the HBM because the
primary focus was on performing simple preventive actions. This concept positelthaiials
must also regard themselves competent and/or possessing the skills to overconueitrexper
barriers in order to take action (Janz, Champion, & Stretcher, 2002). The ladkefficsaty
has also been seen as a perceived barrier and has become more meaningleveldpement of
the HBM (Rosenstock et al., 1988).

The concept of cues to action was also not part of the original HBM. Hochbaum (1958)
introduced the idea that internal and external factors could activate @r trgggliness to action.
This concept of cues to action was subsequently integrated to describe a peaivaison to
perceive an action as beneficial that occurs when some external or intermatlading a
change in health status, physician’s advice, or media messagegtiestaction (Rosenstock,

1974). As cues may be fleeting events, they are elusive, and it is difficulaturaghe
7



magnitude of the cue required to trigger action (Rosenstock, 1974). Research gphldregye

the concept of cues to action examined postcard reminders for the improvement nzanflue
vaccine compliance, and found that higher rates of vaccination occurred when the &M ba
postcard was used as a cue of action versus not using a reminder cue (Larsom,Bergma
Heidrich, Alvin, & Schneeweiss, 1982; Rundall & Wheeler, 1979; Cummings, Jette, Brock, &
Haefner, 1979).

Similar to the concept of cues to action, the HBM also observes other modifytioig fac
These were described by Janz, Champion, and Stretcher (2002) as any factardhattivate
readiness to action and perceived threat. Basically, modifying factat® @n indirect effect on
behavior which influences the causal pathway of the likelihood to take action. Mgdiyitors
are variables such as demographics including age, race, and income; sooctbegsyal factors
such as attitudes and perceptions; and structural variables such as the heaitbtenr.

Evidence from the literature showed the ability to apply the HBM to a varidtgalth
issues to examine the relationship between beliefs and health behaviors. TheddBM w
therefore, used in the evaluation to analyze cervical cancer screenindic8lhedhe
constructs of the HBM applied were perceived susceptibility, perceivedtgeperceived
barriers, and perceived benefits. Cervical cancer and screening knoveleelgenere also
evaluated because knowledge has been observed as a possible modifying factdorelate
preventive behaviors.

1.6 AIMS AND HYPOTHESES

The educational intervention was developed to assess knowledge and perceptions
regarding the prevention, detection, and control of cervical cancer. Thetsrojerall aim
was to evaluate a community-based cervical cancer education program arsjeagdivomen.

The effectiveness of the intervention was evaluated in terms of changgEseptions based on
8



constructs of the HBM and for knowledge acquisition regarding cervical cant&agp smear
screening. Accordingly, the project included the following specific aims:
1. To evaluate an educational intervention for changes in knowledge about cervieal canc
and Pap smear testing among participants.

a. HypothesisThe post-test knowledge score regarding cervical cancer and Pap
smear testing will be higher than the pre-test score within participamts in t
intervention group.

b. HypothesisThe post-test knowledge scores regarding cervical cancer and Pap
smear testing between groups will be higher among intervention group a¢gtost-t
than the comparison group.

2. To apply HBM components to evaluate the efficacy of the educational intenvemti
perceptions of cervical cancer and Pap smear testing.

a. HypothesisPerceived cervical cancer susceptibility and perceived benefitpof Pa
smear testing scores will increase within participants in the inteovegtoup
from pre- to post-test.

b. HypothesisPerceived cervical cancer severity and perceived barriers of Pap
smear testing will change among participants in intervention group fronopre-
post-test.

C. HypothesisPerceptions of cervical cancer and Pap smear testing will differ

between the intervention and comparison groups at post-test.



CHAPTER 2: Literature Review

2.1 PUBLIC HEALTH APPROACHES FOR CERVICAL CANCER

Approaches to increase cervical cancer screening are needed to addtieskdpaaities
regarding elevated cervical cancer rates among Hispanic womendggyy theHealthy
People 2010the Health Goals and Objectives for the Natftf$ DHHS, 2000) goals and
objectives are consistent with this health need. Healthy People 2010 addinesbealth
priority with Goal 3:To reduce the number of new cancer cases as well as the illness, disability,
and death caused by cand&SDHHS, 2000, p.3-9). Specifically, under Goal 3, Objective 3-4:
Reduce the death rate from cancer of the uterine cervix with a targeted rate of 2.0 per 100,000
(USDHHS, 2000, p.3-13).

Another focus of cervical cancer health disparities among Hispanic womesognized
by theHealthy Border 2010: An Agenda for Improving Health in the United States-Mexico
Border(U.S.-Mexico Border Health Commission [USMBHC], 2001). Healthy Border 2010
aims are consistent with reducing health disparities among minority gtoopgh Goal 2To
eliminate health disparitie@QJSMBHC, 2001, p.2)in addition, Principle 2Reduce cancer
mortality in women through improved screening for breast and cervical caf\¢®8MBHC,
2001, p.2), focuses on improving suboptimal cervical cancer screening rates andragcreas
cervical cancer mortality rates in Hispanic women. The objectives timdeorinciple are aimed
towards reducing cervical cancer death rate by 20% on the Mexico border 3@ lon the
U.S. border (USMBHC, 2001, p.2).

Furthermore, other public health approaches consist of interventions folateancer
prevention and control. An intervention on the U.S./Mexico border was the basis of a research

study conducted among a sample population of Mexican American women (Fernagdegz-Es
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Espinoza, Torres, Ramirez, & McAlister, 2003). The purpose of the quasi-expetistedya
was to examine the efficacy of a five year community progrand tileSu Salud” (For Your
Health) to increase participation in cervical and breast cancer sggeenivo underserved,
predominantly Hispanic, neighborhoods were selected for comparison. ii@nvgroups
using census tracts were matched accordingly by ethnicityegeartt income data.

The intervention consisted of mass media campaigns culturally tailored fmohulation
that were facilitated by peer volunteers. The campaign included printgiudoiig, radio
announcements, and television commercials. Material content was based onahkedoging
and Diffusion of Innovations behavioral change theories. Peer volunteers sereéziraodels
for community mobilization by providing personal testimonies and face tarfeeiews.
Evaluation was based on baseline interviews and panel discussions at one eat fabow-
up assessment. Findings demonstrated moderate improvement for Pap smeaiocoratas
among the intervention versus the comparison communities when analyzed bywgge g
(Fernandez-Esquer et al., 2003). Hispanic women under 40 in the intervention group had higher
screening rates while women over 40 years had higher rates among thesamgraup than
the intervention group.

It was explained that these results may have been attributed to the id@ppsgunities
for gynecological health screenings and care as part of this age grengstim family planning
(Fernandez-Esquer et al., 2003). In addition, campaign materials could have beet tadre
to younger women. Overall, this intervention had limited effectiveness, but pilasnageal
information to help deliver appropriate cancer screening campaigns. Futucdecatiens based
on the lessons learned from this research included focusing on cultural aadtageds well as

environmental barriers specific to the population. (Fernandez-Esquer et al., 2003).
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Another study by Givaudan, Pick, Poortinga, Fuertes, and Gold (2005) used a sgstemat
strategy guided by theory and research to develop an intervention folateancer prevention
in the state of Oaxaca in Mexico. The unique aspects of the intervention weestdid
intervention not only to women but also to their contextual framework including men altid he
delivery staff. This method involved a multi-dimensional process incorporatingamvand
dissemination strategies. These strategies used produced a snow-ldblyeffeich the first
group of participants trained served as facilitators and trainers for thecotins group of
participants. More than 1,000 women and 400 men in their reproductive ages were trained
through the study about the causes and risk factors of cervical cancer, prevertimohsaaid
common misconceptions. Program content was presented through six educational matules t
included print material such as booklets and flip-charts as well as role pégiages for
communication and decision-making issues.

The evaluation of the intervention was based on focus groups, interviews, and
measurement of public health services provided during the implementation periodnoinshs.
Outcomes of the intervention included an increase of Pap smear screenifrgites$ in the
previous 24 month period to 139 per month within a six month period. In the areas of
knowledge and attitudes regarding cervical cancer and screening, & edtpsst-test
assessment showed higher percentages of correct responses among thosecvpiabepiarti
(71.1%) in the intervention than those who did not (61.5%). Overall, this program had a positive
impact on knowledge acquisition and utilization of preventive screening tastssplect to
study implications, it was suggested that further information is needec lefoanding the
program regarding change in attitudes, and that future interventions should optrate at

individual and community level. (Givaudan, Pick, Poortinga, Fuertes, & Gold, 2005)
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A recent systematic review conducted by the Task Force on Community Preventi
Services (2008) examined client-directed interventions that increaseducatyyodremand for
three main types of cancer screening: breast, cervical, and colorectakvigve focused on the
effectiveness, applicability, economic efficiency, and benefits and Isaofi¢he interventions.
Approximately 47 studies specifically related to cervical cancer im&ore to improve
adherence to screening were included in the review. Evidence of the magnidigetsfand
consistent positive results across studies showed client reminders, saiall and one-on-one
education methods were suitable for increasing cervical cancer sgydgriPap test. It was also
suggested that these methods could be implemented across populations, provided tleséthey w
culturally tailored and adapted. Conversely, very few studies have examihedlty
appropriate education interventions within a group context; therefore fueearch is needed
to identify effective educational methods to improve Pap smear screening caragliask
Force on Community Preventive Services, 2008).

Public health efforts to reduce disparities for cervical cancer prewestid control
among Hispanic females specifically tailored to underserved womemalade financial
assistance programs. For instance, the National Breast and Cervical Eamhc®etection
Program (NBCCEDP) supported the development and implementation of outreacimgrogra
which has positively impacted cancer screening rates. This program walalsshed in 1990 by
the U.S. Congress and is overseen by the CDC to assist uninsured low-inconmeagoess
free or reduced breast and cervical cancer screening services 2008). The goal of this
federally funded governmental program was to increase early detectiordand cervical
cancer disparities. Since the program began, it has provided more than 4 millionrateast a
cervical cancer screenings and diagnostic tests to approximately 1@ miitlerserved women

(CDC, 2008). In addition, from 1991 to 2002, approximately 1,329,523 women were able to
13



obtain a Pap smear (CDC, 2008). This program had a positive impact on screeningnitilizat
among Hispanic women. Adams, Breen and Joski (2006) examined how this programdmpacte
cervical cancer screening rates among racial/ethnic minority grBaped on the duration of the
NBCCEDP, it was estimated that program providers increased screemnitogSéor

racial/ethnic minorities from 64.4% to 66.2% within a five year intertalvas also found that
African American and Hispanic women had greater odds of obtaining Pap smeas teésts
availability of public insurance was increased. Therefore, it was suggeatguiblic funded
programs play an important role in Pap smear screening rates (Adaers, &@oski, 2006.)

In spite of important public health efforts, racial/ethnic disparities in ca@reancer
incidence rates persist (McDougall, Madeleine, Daling, & Li, 2007). Teeture review
highlighted the need for further research to evaluate the most effectiwnpoevand control
methods to reduce cervical cancer disparities among Hispanic women. Giveytitar
screening is an effective method for early detection of cervical candamproves treatment
outcomes, interventions examining cultural perceptions towards Pap snessmirsgrare
important (U.S. Preventive Services Task Force, 2008).

Information from the literature review also suggested that future inteswsrghould be
culturally appropriate (De Alba, Ngo-Metzger, Sweningson, & Hubbell, 2005; Task Bar
Community Preventive Services, 2008). Culturally sensitive interventions anfegh risk
groups have been suggested for promoting awareness and removing lmacaexset screening
(De Alba, Ngo-Metzger, Sweningson, & Hubbell, 2005). Consequently, identifyiectieé
interventions to help address this issue is imperative; the evaluation of alceavicer
community—based education program for Hispanic women could assist in identiiymigipg

approaches to reduce the burden of cervical cancer among this priority population.
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2.3 HEALTH BELIEF MODEL AND CANCER SCREENING

Cancer is the second leading cause of death among Hispanics in the U.S., and accounts
for 20% of their total mortality (Anderson, 2002). Research based on the HBMnexhoaincer-
related health behaviors and screening practices specifically amspanitis. A study by Gorin
and Heck (2005) examined data from the 2000 National Health Interview Surveys® &h&zh
HBM constructs had greater predictability of cancer screenirmggra sample of 5377 Hispanic
men and women. All cancer screening tests, including mammography and Rapestneg
among women, prostate specific antigen tests among men, and colonoscopy among both men
and women, were examined simultaneously. Multivariate logistic regressioitsrshowed that
education levels, age, acculturation, marital status, and history of cancertiadyargluence
on access to, knowledge of, and actual screening practices amongpaei¢sisample.
Perceived susceptibility to cancer across Hispanic subgroups was found tttitzelydbw in
terms of individual risk and family history (Gorin & Heck, 2005).
2.4 HEALTH BELIEF MODEL AND CERVICAL CANCER SCREENING

In order to improve screening rates and decrease the morbidity and mortadityfrate
cervical cancer, it is important to understand the underlying factorsatssowith the likelihood
of getting screened. Research based on the HBM to assess the beliefs, laad perceptions
of women at risk for cervical cancer, in particularly among the Hisgaopulation, has been
crucial in further developing the knowledge base. Research findings ctuigulieie culturally
appropriate interventions tailored to Hispanic women.

A research study conducted by Leyva, Byrd, and Tarwater (2006) exaraliaddity of
HBM construct scales as well as demographic characteristiie asociation to Pap smear
utilization. In this study, a sample of 150 women aged 18 and older residing in Ciudad Juare

Mexico was randomly selected. In-person interviews were condugbedtizipants’ homes by
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trained community health workers using survey instruments based on the HBM. Survey
instrument questions related to perceptions of susceptibility, seriousnesgspleariers,
attitudes, and intention to get screened for cervical cancer. Participastsategorized by
groups for comparison feasibility by outcome measures of “ever” and “newerighaad a Pap
test.

Results showed significant associations (p<0.05) between “ever” havingHsultast
and being informed by their doctor, number of pregnancies, knowing someone diagitbsed w
cervical cancer, education, age, and health care access. Among the wdmenaver” having
had a Pap test group, associations were greater with attitudes about noptaimgngetting
screened, not perceiving barriers to access, and often delayingrsgred&s hypothesized,
HBM constructs were predictive of behavior, because those in the “never” hadiagHap test
group perceived themselves to be less susceptible to cervical canceriaperteeved barriers
outweighed their perceived benefits. Perceived barriers among pemtei‘never” having had a
Pap test were time constraints, being worried about the test, and feelingamabl® around
male health care providers.

An unexpected finding among this sample was the high rate response for ‘@&vieg h
had a Pap test. Researchers explained this finding to have resulted frosp@elbias or to the
recent outreach intervention from a local foundation delivering cancer sayse@verall, study
findings identified important attitudes and beliefs about cervical can@®ersog that need to be
addressed in order to improve screening rates (Leyva, Byrd, & Tarwater, 2006).

Another study by Byrd, Peterson, Chavez, and Heckert (2004) applied the HBM to
examine beliefs and attitudes regarding Pap smeatr testing. The stsidpmducted among
Hispanic women aged 18-25 from U.S./Mexico border communities. Approximately 189 young

women participated in the face-to -face survey, which included scale nefsuaeculturation
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and HBM constructs. Findings on perceptions about the severity and susceptibéityi¢alc
cancer and the benefits of getting screened were consistent with theeafthomed study.

Women who reported to be non-compliant with Pap tests had lower levels of
acculturation, believed the Pap test would be painful, and did not know where to get screened
Barriers to screening behavior examined through HBM constructs, such daraticu,
knowledge, and awareness, influenced young women'’s screening behavior. Mosnthport
this study demonstrated the need to improve cervical cancer screeningelibasample
reported suboptimal screening rates (Byrd, Peterson, Chavez, & Heckert, 2004).

Ingledue, Cottrell, and Bernard (2004) conducted a cross-sectional stodyg 428
college women between the ages of 18 and 30. A 40-item survey was mailed to p#sticipa
which included questions that assessed HPV and cervical cancer knowledge,qrescapt
preventive behaviors. Results from survey responses showed that low rates of candoghus
risk sexual behavior, and limited use of oral contraceptives were behaviooas fibett increased
the risk for cervical cancer. The results obtained from examining HBM ootsttemonstrated
that perceived threat of HPV/cervical cancer was associated with I8kR&vledge, low
perceived severity and perceived susceptibility to HPV infection. Réssarhypothesized that
higher knowledge would mean higher perceived threat. However, results shoegatiae
correlation (r =0.242, p=.000) between HPV knowledge and perceived threat of HP3&kervi
cancer. Implications were that as women’s knowledge increased, highenagsof preventive
methods was found to be associated with decreased perceived threat. Baseel i@stits, it
was suggested to improve awareness of risk factors and prevention methodadal cancer
using health education approaches (Ingledue, Cottrell, & Bernard, 2004).

In review, consistent findings across literature regarding cervicaécadacation and

screening behaviors related to HBM constructs suggested that womee'stjpers are
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important factors that influenced likelihood to get screened. In addition, a lack afiea4de
based educational methods that are culturally appropriate highlighted the neethésr
research and evaluation of educational interventions for Hispanic women. Foltbeing
literature review implications, the aim of the proposed study was to evaheaeffectiveness of
a community-based cervical cancer educational program among Hispanenwmmprove
perceptions and knowledge regarding cervical cancer and Pap smegr téhise results will
inform the development and/or refinement of culturally appropriate cerviceécaealth

education approaches and health care screening practices.
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CHAPTERS: Methods

3.1 STUDY DESIGN

This study was an analysis of a quasi-experimental study conducted in 2006 by D
Sharon Thompson, funded by the National Institutes of Health Grant No. R24 MD000520-02
through the National Center on Minority Health and Health Disparities. Tlg stas an
evaluation of a cervical cancer educational curriculum on participant’s knowdedgesition
and screening intentions. The study design was a pretest/posttestresssteamong participants.
The intervention group received the educational intervention while the comparmsgndid not
receive any intervention. The unit of analysis consisted of two local cortyzhased clinics.
3.2 PARTICIPANTS

The study was conducted among low-income Hispanic women 18 years and over.
Participants included 131 women from two local community-based clinics dbicak# Paso,
Texas. El Paso is part of the U.S.-Mexico border region, an area that st&@@miles from
San Diego, California, to Brownsville, Texas. According to the 2000 U.S. Census Buogau, m
than 12 million people live in U.S. counties and Mexican municipalities along the U.X&eVie
Border. The estimated El Paso population from 2005-2007 was 592,627, from which 80.2% are
Hispanics, 27% of people were in poverty, and 23-29.6% were uninsured (U.S. Census Bureau,
2000).
3.3 SETTING

The study was performed at two community-based health care clinics locatteel
Southwest US/Mexico border. Centro San Vicente (CSV) is a non-profit commuaitly he
center that provides primary health care services and social servicesnaypfow-income

Hispanic population (CSV, 2008). La Fe Health Center is a grass-rootspetividing health
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care, social services, and education to an underserved community area to a prejomina
Mexican-American population (Centro de Salud Familiar La Fe Inc., 2008). Hmedantion
was delivered at CSV, while assessment from comparison group was perfotradeedtealth
Center.

3.4 MEASURES

Participants in the intervention group were administered two in-persostfpesttest
guestionnaires, while participants in the comparison group were administerachthe s
assessment during one time point. Trained research assistants conducteshwumwews by
probing for closed and open ended responses. Research assistants also abstansd/éong
guestions regarding test information until after the survey was completedirstinestrument,
adapted from Byrd et al. (2004) assessed knowledge, attitudes, and behavidisgegavical
cancer screening. The second instrument used w&sehand Post-Workshop Interview
initially developed for the community- based educational intervention by theAASH
cooperative agreement with the CDC to assess demographics, knowledgecal canger and
Pap smear testing, and history of Pap smear utilization (ASHA, 2008).

Accordingly, data were collected using the following instruments found ingpd:
Cervical Cancer Screening SurveYhis instrument consisted of a 44-item pre-test and 25-item
post-test, which was developed by Byrd et al. (2004). Pre-test survey dstassgraphics,
health characteristics, sexual activity, use of birth control, and knowlbédge Rap smear. Pre-
test and post-test survey questions assessed the HBM constructs inpkrdeiged
susceptibility, perceived severity, perceived benefits, and perceivedrbarfior example, a
guestion regarding perceived barriers includéde’ Pap test is painful Participants could

choose from Likert-type responses ranging from 1 (strongly agreestmhdly disagree).
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Pre/Post-Workshop InterviewThe pre-test was a 23-item questionnaire, while the post-
test had only seven items assessing knowledge acquisition. Pre-testrstinsd a
demographic portion with eight open-ended items asking about age, education, source of income
ethnicity, birthplace, and residency. Also included was a four item portion iagseissory of
Pap test utilization that queried the participant about the length of timetseickast Pap smear
test was conducted, if they ever had a Pap smear test performed, howvmestpey have had
a Pap test in the past 5-years, and if they had to return for follow-up testing. efmaiagsessed
cervical cancer communication barriers in terms of ability to talk abauabkbealth with others
such as provider, partner, friend, or nurse.

The knowledge portion contained 7-items that askedT€l)ime what a Pap Smear’is
(2) “ If a woman has had an abnormal Pap result, why do you think she needs to return to the
doctor or clinic for follow-u@”; (3)“When should women get their first Pap srf?&af4)“How
can cervical cancer be preven®d (5) “Can a woman have cervical cancer and not have any
symptom®”; (6) “What do you think causes cervical car®e(7) “Can HPV be transmitted to
another person through s&k All items were open-ended questions, and correct responses were
scored with one point each while incorrect responses had no value.
3.5 PROCEDURES

The study was approved by the University of Texas at El Paso Instituderedw Board
(Appendix BB), and received approval from both participating clinics, CSV (App&d)and
La Fe Health Center (Appendix DD). On-site recruitment of eligideviduals was performed
by a trained research assistant at each clinic. The intervention groupezbosistconvenience
sample comprised of 59 women recruited from CSV clinic. Participants wsradministered
informed consent form in their language of choice (Appendix E), and assuredythat a

information obtained was to be kept confidential. Once signed informed consent virsdbta
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participants completed tl&re-Workshop InterviewndCervical Cancer Screening Survey
instruments.

Participants were then scheduled to attend the intervention sessionsgsigie
CCPP educational modules taught by a trained research assistantwlaraogmsecutive
Saturdays. For feasibility purposes, the intervention was delivered in groups wf fivelve
participants in a classroom setting at CSV clinic. Immediatedy #fe trained research assistant
completed the CCPP educational program, participants completed both post-tgst sAfier
completing the surveys participants were thanked for their participatidrcompensated with a
gift card to a local store.

The comparison group was a convenience sample of 72 women recruited from La Fe
Health Center. The research assistant first provided information about thetlstudgtisked if
women were interested in participating. After recruitment informed comsenprovided in
English or Spanish using consent forms found in Appendix E. Participants in the comparison
group were administered a one-time survey without the educational program p&®ticipants
completed surveys the trained research assistant answered any questithresgarticipants
had, the participants were thanked for their time and effort, and they wepersated with a
gift card to a local store.

3.6 CeRvICAL CANCER EDUCATION PROGRAM

The Cervical Cancer Prevention Project (CCPP) was developed as paxtesfeat
cooperative agreement between the CDC and the ASHA. The overall gdal wagase Pap
smear testing, and improve the prevention, detection, and control of cervical éeBidéy,
2008). Formative research was used to tailor this intervention specifimatiysipanic and
African American women. Wilcher, Gilbert, Siano, and Arredondo (2002) conduciesl foc

group interviews among the priority population to obtain information about their pergpti
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opinions, and reactions to the intervention. Findings about the participant’s knowledge and
attitudes of, and barriers to cervical cancer prevention were usedasmwendations to frame
culturally appropriate messages. As a result, one of the concepts incorpuatéd i
intervention included the importance of getting a Pap smear screening éware e no
symptoms. It was explained that this concept mirrored the lack of knowdddge symptoms
associated with cervical cancer and the common belief among Hispanicsallfasbevices are
only needed when symptoms are present.

This unique study further improved program activities through an increased kigewle
base for the planning and implementation of this model public health intervention.
Consequently, the community-based educational program consisted of six workshopsmodule
Each module covered topics about cervical cancer and screening issues auiliaiele iL..CCPP
Module Overview.

Table 1. Cervical Cancer Prevention Project Module Overview

Session | Topics Description
Number
1 Our Bodies and Our Cervical Health Introductory module provides basic

information about female reproductive
anatomy and cervical cancer

2 Pelvic Exams and Pap Smears Describes in detail the procedures of a
pelvic exam and Pap smear test
3 Pap Smear Results and Follow-up Care Provides information to prepare for a

Pap smear test, communication with
providers, and importance of follow-up
care when necessary.

4 Sexually Transmitted Disease Presents community

Prevention reflections on STDs and distinguishe
between different levels of STD
transmission risk

UJ

5 Communication Issues Explores communication issues as they
relate to cervical health
6 Provider Panel and Next Steps Provides an opportunity for interaction

between participants and health care
providers to express questions and
concerns
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The modules consisted of workshop activities, group discussions, and informational
presentations, and were designed to be very interactive and stimulate questiossiessiod.
Educational materials used in each module were brochures, videos, flipchaganasd For
example, an English and Spanish version educational brochureTtitieeBap Smear, Cervical
Cancer, HPV and What All Women Should Knpreyided information on characteristics of
women at risk for cervical cancer and explained the clinical procedures pfsarear and
follow up care (see Appendix G).

Other activities covered issues regarding cultural barriers and how ttmmethem.
Discussion topics revolved around individual experiences of obtaining a Pap smear, how to
prepare for one, and communicating with health care providers. In summary,&@eh C
module took approximately 2 hours structured in to a classroom format and leadibgc t
facilitator. A manual for one of the program modules is found in Appendix H.

3.7 APPROACHES TO ANALYSES

All data analyses were performed usB®@SS 15.6r Windows. The independent
variables included group (intervention vs. comparison) and time (pre vs. post),ghtotatiose
receiving the intervention. The dependent variables used were knowledge of camasl
Pap smear testing, and HBM indicators and constructs including perceivegtsikty,
perceived severity, perceived benefits, and perceived barriers.

Descriptive statistics including means, standard deviations, and frequercges
performed to provide participant characteristics. Cronbach’s alpha ceefievere used to
assess internal consistency reliability of the HBM constructsc&ler measures with
acceptable levels of reliability. (> .50), a total scale score will be used. Items from measures
without acceptable reliability were individually analyzed as indisabddiverse constructs.
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The unusual design of the study, specifically the presence of pre-test anespost-t
observations for the intervention group, and the presence of post-tests only for thasmompar
group dictated a mixed inferential statistics strategy. Pairest ehalyses assessed whether
there were significant changes in knowledge and HBM constructs amoiogppats in the
intervention group, whereas one-way between-subjects analyses otedANDOVA) assessed
whether the intervention group differed from the comparison group on the same vahmbles
addition, ANOVA was used to assess differences between groups acrmssgrdais
characteristics with those found to be significantly different were furtt@mimed using an

analyses of covariance (ANCOVA) to control for differences.
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CHAPTERA4: Results

4.1 PARTICIPANT CHARACTERISTICS

There were a total of 131 female participants in the study from which 59 wed tiee
intervention group, and 72 were from the comparison group. The average age was btlyear
a range of 18-84. The majority of participants reported to be of Hispanicigthan only 2%
considered themselves non-Hispanic white. Most participant’s household amoauaé levels
were below $30,000. In regards to health insurance, 63% of participants reported mgpahgvi
type and the rest of participants had some type of public or private insurance.

More than 50% of participants spoke Spanish and 2% spoke only English. Other
participants reported speaking Spanish better than English (14%), while 9% spbtkb Better
than Spanish. Regarding education attained, 38% of participants grade leveledmgriged
from not having any education to eighth grade, 34% were in the 9th-12th gradearah8,%
completed more than high school. Further detailed results are provided in Table 2.d&yrequen
Distribution of Participant’s Characteristics. To account for differebeeseen groups
regarding the distribution of age, education, income, language, and Pap snoegrdishe-way
ANOVA demonstrated that only education attainment and ability to talkansdrtner were
significantly different (p<.05).

Table 2. Frequency Distribution of Participant’s Characteristics

Characteristic n (%) Mean SD

Age 45 14.68
Race or Ethnicity

Hispanic 121 (98)

White / Other 3(2)

Annual Household Income
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< $10,000 53 (54)

$10,000 <$20,000 28 (29)
$20,000 <$30,000 11 (11)
> $30,000 7(7)

Medical Health Insurance

Not having any type 64 (63)
Medicaid 14 (14)
Private Insurance 10 (10)
Other 12 (12)
Language Spoken

English only 2(2)
Spanish only 75(55)
English and Spanish equally 25(19)
Spanish better than English 18(14)
English better than Spanish 12(9)

Educational Attainment

0-8 years 46 (38)
9-12 years 31 (34)
More than high school 34 (28)

4.2 INTERNAL CONSISTENCY RELIABILITY

Internal consistency reliability of the HBM construct scales resuiteeliable total scale
measures for perceived benefiis (70) and perceived barriers €.70). Total scale measures
without acceptable reliability included perceived susceptibiity34) and perceived severity
(0=.13). As noted above, items from these latter two construct scalesdieréually analyzed
as single item indicators of diverse constructs.
4.3 PRIMARY FINDINGS OF THE HBM CONSTRUCTS

Within-group analyse$aired t-test analyses examined changes in perceptions among the

intervention group from pre-test to post-test. Findings demonstrated signéfiteats (t (55) = -
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2.89, p=.000) on participant’s perceptions that getting a Pap smear screening was diffi
Overall, total scale scores were lower at pre-test (M=15.93, SD=4.88), whichtauihey
agreed with perceived barriers to Pap smear screening. In contrast, highespi@sponses
(M=18.56, SD=4.20) disagreeing with perceived barriers indicated improvementisowar
facilitating perceptions regarding Pap smear screening. Participantsived susceptibility for
individual item measures had significant changes, t (46) = 2.54, p=.014), apaatsimitially
agreed that being sexually active puts a woman at greater risk of teancar (M,~2.11,
SD=.84), while more participants strongly agreed with this staterftentlae intervention
(Mpos=1.72, SD=.85). Items for perceived benefits were not found to have a signifieatieff
differences from pre-test to post-test.

Between-group analysebo assess for differences on specific HBM-based items between
groups at post-test a one-way ANOVA was performed. Those receiving thiveimien
perceived themselves more susceptible to cervical cancer than the compeoigp.
Specifically, the intervention group strongly agreed with young women berigk dbr cervical
cancer (M=1.78, SD=.77) than the comparison group that just agreed (M=2.06, SD=.42), F (1,
125) = 6.70, p=.011. Conversely, an opposite effect in terms of how the constructs modify
behavior based on the HBM because the intervention group perceived that cerndeanlan
easily cured. The intervention group strongly agreed (M=1.95, SD=.92) to thiptmrces
opposed to the comparison group (M=2.47, SD=.57), F (1, 111) =12.92, p=.000).

Differences regarding perceived benefits of Pap smear screeniagiwelar across
groups, however they were significant. This included both the intervention (M=1.36, SD.74) and

comparison group (M=1.71, SD=.46) agreeing with perceptions regarding the impartanc
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having a Pap test to know about their health, F (1, 125) =10.47, p%.0KI6) intervention
(M=1.66, SD=.91) and comparison groups (M=1.89, SD=.31) agreed to the perceived benefit
that Pap smear screening assists in early detection for cervicak ¢a be easily cured, F
(1,122)=4.02, p=.047).

Several items for perceived barriers between-groups were signiicifferent.
Participants in the intervention average responses (M=3.24, SD=.90) disagreed aeitheger
barriers about the Pap smear not making them worried. The comparison group dilagree
Pap smear made them worry (M=2.59, SD=.73), F (1,122) =20.55, p=.000). The intervention
group disagreed to the Pap smear being painful (M=3.05, SD=.77), where as the comparison
group (M=2.72, SD=.57) perceived Pap smears as being painful, F (1,124) =7.62, p=.007). Also
the comparison group agreed with the perceived barrier that only women who have had babies
need the Pap smear (M=2.94, SD=.54), as opposed to those receiving the intervention &t post-tes
(M=3.41, SD=.73), F (1,126) =17.40, p=.000. Specific results of HBM-based items are provided
in Table 3. Participant Responses for HBM-Based Items
4.4 EFFECTS OF PROGRAM ON KNOWLEDGE ACQUISITION

Within-group analysesA paired t-test analysis was performed to assess knowledge
acquired from pre-test to post-test time measures among the intervention gneugffett for
pre-test vs. post-test assessment was significant, t (58) =-2.19, p=.033. Thiesetbsated
that pre-test scores were lowerg.64, SD=.21) than post-test scores¢.71, SD=.24),
suggesting there was an improvement in knowledge among intervention groulnggarvical

cancer and Pap smear screening.

! Based on the ANCOVA when controlling for signifi¢atifferences between groups in education andtgbditalk with partner about sexual
health this result became non-significant (p>.05).
29



Between-group analysebo further evaluate the effect of the intervention, a one-way

ANOVA evaluated differences in knowledge of cervical cancer and Pap soreaning at post-

test between intervention and comparison groups. The results showed that mésst postes

were significantly greater among the intervention group (M =.71, SD=thad)the comparison

group(M =.61, SD=.17), F (1, 129) = 8.51, p=.00.

Table 3. Participant Responses for HBM-Based Items

HBM-BASED ITEMS INTERVENTION COMPARISON =
MEAN/ SD MEAN

Perceived Severity
Young women are at risk for cervical cancer. 178/ 2.06/.42 6.70*
Being sexually active puts a woman at greaterfaskervical 1.79/.88 2.30/.56 14.11**
I am not at risk for cervical cancer. 3.21/1.04 652.62 13.71*
Perceived Susceptibility
There are effective treatments for cervical 1.75/.87 1.94/.47 2.08
cancer.
Having cervical cancer would make a woman'’s liféicilt. 2.40/.90 2.12/51 2.44
Cervical cancer is easily cured. 1.95/.92 2.46/.57 12.94**
Cervical cancer is not as serious as other typearufer. 2.81/.95 2.87/.51 .22
Perceived Benefits
It is important for a woman to have a Pap testheovaill know if 1.36/.74 1.71/.46 10.47**
she is healthy.
If cervical changes are found early they are easihable. 1.66/.91 1.89/.31 4.02*
The Pap test can find cervical changes beforelleepme cancer. 1.67/1.50 1.95/.41 2.10
Total scale score &> .50
Perceived Barriers
Most young unmarried women that | know go to haasp Pmears 1.98/.96 2.26/.54 3.78
Getting a Pap test would only make me worry 3.:/.9 2.59/.73 20.55**
I don’t know where | could go if | wanted a Papttes 3.12/.87 3.04/.36 .51
My partner (boyfriend/husband) would not want médéwe a Pap 3.20/.96 2.98/.53 2.27
It is too expensive to have a Pap test 2.93/.88 85/A7 .38
Only women who have had babies need a Pap test. 1/.34 2.94/.54 17.40**
If a woman has not had sex, a Pap test will takayaver virginity. 3.37/.79 2.91.60 11.94*
The Pap test is painful 3.05/.77 2.72/.57 7.62**
If a young unmarried woman goes for a Pap smearyene will 3.21/.90 2.57/.66 20.42**
assume she is having sex.
It is too embarrassing to have a Pap test. 2304/.9 2.35/.70 7.73*

Total scale score &> .50

*=p<.05, *=p<.01
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CHAPTERS: Discussion

The overall aim of the present study was to evaluate the effectivenbss@CPP
community-based education program on participants’ perceptions and knowledge acquisition
regarding cervical cancer and Pap smear screening. This is importargebtwareview of the
literature highlighted the need to identify culturally appropriate wetations for Hispanic
women who are disproportionately affected by this form of cancer. To addiesstie, a study
in 2006 was conducted among low-income Hispanic women by implementing the CCPP
education program. Data collected from this study were used for secondanyadgsasmusing
pre-test and post-test assessment among an intervention group andeoagsBssment among a
comparison group.

First, data analyses were performed to assess whether theregméreasit changes in
knowledge about cervical cancer and Pap smear screening. It was anticigatessthanalyses
would be significant, such that the intervention group would report increased knowledge about
cervical cancer and Pap smear screening from pre-test to post-ésshasst. Primary findings
demonstrated that the intervention group had significant improvements in knowledgéianquis
This indicated that the CCPP educational program helped women in the intervention group lear
about factors associated with cervical cancer and prepared them to sesleBapcseening
services. Raising awareness further assists in developing socio-pgychblactors that
influence cervical cancer health related behaviors such as screenumy,aeivity, and condom
use (Bosch et al., 1995; Harmon, Castro, & Coe, 1996; Giuliano, Papenfuss, Schneider, Nour, &
Hatch, 1999; McFarland, 2003; Gorin & Heck, 2005).

Moreover, it was hypothesized that post-test knowledge scores would be higher among

the intervention group than the comparison group. Based on evidence from the dats, analysi
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this hypothesis was supported because participants in the intervention group et a hig
average knowledge score. Unfortunately, effects cannot be solely asorthedrttervention in
the absence of baseline measures for the comparison group from which the improveddaowl
score from pre-test to post-test could be compared. If there was atprnedssire and the
difference in time measures among comparison group versus interventioniligghstr, a
stronger implication could be made. There is no evidence demonstrating otherwisé¢har tha
comparison group did not also have an improved knowledge score. Implications about the
effectiveness of the intervention could still be inferred because signiéffacts on knowledge
acquisition were relevant to the short time interval from pre-test and postrtas further
attributes results to the intervention and not to other factors that could have infldenced t
increase in knowledge.

In general, responses on HBM-based items indicated that participants in tenitba
acknowledged perceived barriers to Pap smear screening were not aft thfliowercome,
perceived a greater susceptibility to cervical cancer in termgbfriak sexual activity, and
perceived that cervical cancer was serious for specific items. iZéieess of the intervention
was more evident in reducing perceived barriers to Pap smear screaoimg the intervention
group with a greater change than anticipated.

In addition to the reliability of the scale measure of perceived barriensfjcagt
changes regarding Pap smear screening were demonstrated frost pygtest-test. This is
specifically important because consistent findings across other studeesdrasonstructs of the
HBM have demonstrated that perceptions about Pap smears may pose bawrmgdyowth
recommended screenings (Byrd et al, 2004; Leyva et al., 2006; Ingledue, C&tBethard,
2004). Therefore, the effects of this intervention could further impact the likelihoodarfiat

a Pap smear screening since the ability to reduce perceived bagidisd.e Perceived barriers
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among Hispanic women related to cultural aspects that were reducedigthention
included: embarrassment, the belief that a Pap test will take away theiityjrand partner
influence.

Perceived susceptibility was also influenced by the intervention. Panti€ipaderstood
that being sexually active is a risk factor for cervical cancer. Asudtrit can also be implied
that the educational program module sessions about cervical health and sexusihytted
diseases appropriately addressed this information. The HBM resutiatenthat a person
should regard the disease or iliness as serious (perceived severity) ancggehsy were
susceptible to the disease/illness in order for a health behavior to take place

With respect to findings from post-test assessment between the groups, itrogohidmk |
that perceptions regarding cervical cancer and Pap smear screenirfedidithin intervention
group. In some cases, perceptions of the intervention group based on the HBM faced the
direction towards the likelihood of the health behavior desired in this case obtainipgm&a
screening. For instance, regarding perceived barriers among themi@mgroup, results
showed participants disagreed with Pap smear screening being ghatfulywould make them
worry, and did not consider Pap smear screening only for women who have had kids. Tisis mea
that information about Pap smear screening helped participants understahdstairé not
barriers. Therefore, based on the HBM, these perceptions will tend to fathi@dileclinood
that an individual would perform the desired health behavior, in this case cearncal c
screening. Perhaps, in general, women feel that these are barridtsgpspeeened and since
knowledge acquisition increased, it helped them learn that these are commamnceysions,
but that they can overcome these barriers.

Another implication that may have to do with knowledge acquisition was that pantgipahe

intervention group perceived that cervical cancer is easily cured. Based onNhehdRlesired
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effect should have been that they would have had a greater perceived severity)dpg per
because of educational activities emphasizing the effectiveness of m@&apssreening and
raising awareness about cervical cancer caused them to perceigal@ancer as less serious.
This does not necessarily indicate that the intervention was not effectitbabatcording to
the HBM different approaches are needed to obtain the desired effect. Convtkesedliability
of the perceived severity scale had low consistency which could be anotbentaaccurately
measuring this effect.

In conclusion, the hypotheses were generally supported as the evaludtien of
community-based educational program met anticipated results for perceptions aretigeowl
acquisition regarding cervical cancer and Pap smear testing. As tinggpky educational
program for future planning and implementation, further research is need aatidmnsitshould
be considered.

5.1 LIMITATIONS
Threats to internal validity that should be considered include the reladfilihe HBM

instrument, self-report, convenience sampling, and lack of random group assignmedBM he
scales for perceived severity and perceived susceptibility acrosstttiees have not been
found to be reliable (Byrd et al, 2004; Leyva et al., 2006; Thompson et al., 2009). Thisacauses
limited accuracy for measuring HBM-based items needed to assess wperspsctives
regarding their susceptibility to cervical cancer and seriousnelse disease. These consistent
findings also highlight the need to address instrumentation.

Another limitation of the study occurred because of self-reported datatiowilec
Specifically, because of the sensitive topic of sexuality, the participantd have been

reluctant to disclose personal information. This issue was dealt with bynggsanticipants
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about their confidentiality, creating a comfortable environment bylestiang a good rapport,
and attending to participants concerns or needs.

The quasi-experimental design was also a limitation due to the convenierate gah
was recruited from two community-based clinics. There was neithdomaselection nor
random assignment which affected the equal distribution of participants ancregtigsness.
To account for selection bias and lack of random assignment, demographicectstictivere
reported and recruitment strategies were aimed specificallyi$pakic women demonstrating
an equal sample distribution. The units of analyses also assisted in identifgprgsentative
sample and common groups.

Regarding threats to external validity, it is important to highlight thiatwas a culturally
tailored and community-based intervention for Hispanic women. The resultsiofah&ntion
for improving specific aspects of perceptions and knowledge among interverignrgay not
be generalized as the sample may not be representative of the Hispaniagrapilais is
because there are other factors such as social networks and environmemntaésttinat differ
among Hispanics in other geographical regions of the U.S. Therefore, when planning and
implementing an intervention in any other community, further assessment shoolibeted.
5.2 FUTURE DIRECTIONS

From the evaluation of this educational program several opportunities for immoivem
were identified. In terms of study design, randomized sampling techniques shouldiéx iappl
order to generalize findings to the priority population. A more rigorous studyndssuld also
include a pre-test and post-test measures among both groups (comparison amdiantearel a
cross-over effect to accurately attribute effects to the intervegtaup. Also, the educational
intervention addressed other topic areas not assessed through the instrument usedesuch as t

provider panel discussion, group activities, and women’s opinions about the program. A
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gualitative study could be employed to evaluate the other attributes of thatiedalc
intervention.

The instrumentation also needs to be refined in terms of how to properly term the
guestions. For instance, the question asking what causes cervical cancediredpdeses
more related to risk factors. Perhaps participants were unsure of whattheas asking.
Adding a question about factors that increase their risk for cervical cancel beoukeful. In
addition, responses to questions about risk factors could have been confused with general
concepts used to address cervical cancer and breast cancer issues inticonfibireducational
and public awareness campaigns. To combine common forms of cancer among wparen as
of awareness campaigns is probably for feasibility purposes but the audeynagenpret
messages incorrectly for which risk factors and screening guidelmesawell understood.
Cervical cancer, however, is more related to sexually transmittediam@cand breast cancer is
more of a genetically predisposed disease. Although breast cancer wadrassed in this
educational intervention, participant’s responses were attributed moreash taacer rather than
to cervical cancer. This was observed with participants responses attyibngast cancer
screening recommendations, causes, and risk factors to those of cemasalsuch that is
hereditary rather than sexually transmitted. Responses for risk fattmrsical cancer also
included that women over 40 were at higher risk as in breast cancer. Perhagsgigethese
diseases would help audiences understand that cervical cancer is serious dlydrseramitted
which could also help improve their knowledge and perceptions of this type of cancer.

In respect to the development of the HPV vaccine and time when program was developed
updates to the intervention should also be considered. This could also be the opportunity to
integrate other concepts and theories. Theory-based research would aldatgrede

interventions specifically tailored for Hispanic women’s perceptions anef®esigarding Pap
36



smear screening. The use of other recognized theories could also be useful te tualuat
program such as the Theory of Reasoned Action and the Social Cognitive Theory Hema&use
are other underlying factors influencing a behavior that the HBM does not indetpdtdher
theories may also be part of existing scales measuring cervicar caneening behaviors that
perhaps are more reliable. In that case, for future studies it would be rendedrthat the
consistency reliability of the scales be improved.

Public health approaches to disseminate the use of interventions could also be theory-
based. For example, the Diffusion of Innovations Theory could be used to dissenssats le
learned and limitations from the study to be able to facilitate the use aitégantion.

Learning the process by which populations adapt or accept a new concept watllith assi
understanding how Hispanic women respond to new Pap smear screening recommemdiations a
why they are non-compliant. Integrating these and other recommendatiddse based on

expert panel reviews and pilot-testing which would also be a good opportunity to improve
internal consistency reliability of the HBM-based measures.

5.3 CONCLUSIONS
Disparities in cervical cancer incidence rates persist partigudarbss racial/ethnic

minority groups (McDougall, Madeleine, Daling, & Li, 2007). Among Hispanic worherage-
adjusted incidence rate was 12.2 per 100,000 persons compared to 7.5 per 100,000 among non-
Hispanic white females (U.S. Cancer Statistics Working Group, 2007). Althougbrihiof

cervical cancer is easily detected through the recommended scrddéispanic women are less

likely than non-Hispanic white women to get screened (USDHHS, 2000). Evidence from the
literature review suggested the need to identify culturally appropnigieseéntions in response to

the consistent findings about socio-psychological factors such as attitudesceplipes

(Harmon, Castro, & Coe, 1996; McFarland, 2003; Gorin & Heck, 2005).).
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The community-based educational program was specifically aimed to stluees
aforementioned issues. An evaluation of this intervention assisted in assessiifigctiveeness
of perceptions and knowledge regarding cervical cancer and Pap smear screenary. Pr
findings demonstrated positive effects that may empower women tocamiplrecommended
routine screening. Specific results also suggested that the educational grogyraled the
means to appropriately address cultural beliefs and perceptions. lonstatere discussed and
can inform future research and implementation of the educational program. lnscomcithe
intervention should be considered for the planning, implementation, and further evaluation to
tailor interventions to address the cultural and educational needs of Hispanin wmontieer

communities affected with disproportionately high rates of cervical cancer
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Appendix A

Workshop Dates: Code:
Interviewer Name: Date of Interview:

Pre - Workshop Survey

Hello. My name is and | work with Dr. Thompson from the UTEP Department of
Health Promotion. This whole survey is confidential. Before we begin let msajyighat | will

be glad to answer any questions that come up during this interview after the butegally

want to hear what you already know or what you have heard before | give younany ne
information.

QUESTION INTERVIEWER NOTES

1. Tell me what a Pap smear is. Mandatory Probe: What is the difference
between a Pelvic Exam and a Pap smear?

READ: A Pap Smear is a test to check to see if you have cells on your cervix thag¢ ar
cancerous or that could become cancerous.

2.Thinking back, how many times have | Optional: Since 1997
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you had a Pap smear in the past five yea

s?

=~

3.When was the last time you had a Pap
smear?

Optional: Have you had one since last
Easter/Spring/April?

4.Have you EVER had an abnormal Pap
smear?

If NO SKIP to number 6
IF YES ask: What did they tell you was
wrong?

5. Did you go back to the doctor or clinic
for more exams?

6. If a woman has had an abnormal Pap
result, do you think she needs to return t
the doctor or clinic for follow-up?

7. When should women get their first Paj
smear?

o

8. How can cervical cancer be prevented

9. Can a woman have cervical cancer an
not have any symptoms?

d

10. What do you think causes cervical
cancer?

If the woman does NOT mention HPV,
SKIP to number 12

11. Can HPV be transmitted to a person
through sex?

READ: We are interested in hearing how
others about your sexual health.

easy or hard it is for you to talk with

12. Do you talk with your partner about
sexual health?

IF YES: How does that go?
IF NO: What makes that hard?

13. Do you talk with your friends or family
members about Pap smears?

IF YES: How does that go?
IF NO: What makes that hard?

14. Do you talk with your doctor about P

i YES: How does that go?

smears?

IF NO: What makes that hard?

15. Do you talk with your nurse about P
smears? a‘

plF YES: How does that go?
IF NO: What makes that hard?

READ: Now we'd like to ask some questi

ons to give us more information aboute

women who are coming to the workshops. REMEMBER, all of your answers are

confidential.

16. How old are you?
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17. How many years of school have you
completed?

READ: People receive money from all different places. Some peoplet ggoney
through their own pay check, their partner's pay check, work-first, food samps or

relatives.

18. Please tell me what is the source of y
family income?

sk how much they get from each sour
and write down whether it's monthly or
yearly.

ce

19. Counting you, how many adults and
children are supported by this income?

20. What is your ethnicity?

21. Where were you born? (if born in the
US skip to question 23)

22. How long have you lived in the US?

23.In what city do you live?
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Workshop Dates: Code:
Name:

Date of Interview:

1.

Post-Workshop Interview

Tell me what a Pap Smear is.

Mandatory Probe: What is the difference between a Pap smear and a pehic exa

READ: A Pap smear is a test to check if you have cells on your cervix that are cancerous or that
could become cancerous.

2.

If a woman has had an abnormal Pap result, why do you think she needs to return
to the doctor or clinic for follow-up?

When should women get their first Pap smear?

How can cervical cancer be prevented?

Can a woman have cervical cancer and not have any symptoms?
If no, what are some of the symptoms?

What do you think causes cervical cancerf the woman does not mention HPV don't
ask #7.

Can HPV be transmitted to another person through sex?
If no, how do people get HPV?
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Interviewer Initials ID#

Cervical Cancer Screening Survey
Thank you for agreeing to complete this interview. This is not a test--in nmeest tteere is no
right or wrong answer. All of your answers are completely confideatnal you can choose not
to answer any of the questions you feel uncomfortable answering. We will naysutame on
this survey.

1) How old are you?

2) What do you consider your ethnicity to be?

Mexican/Mexican-American............. 1

Other Hispanic........... wecovvceiiiieeeennn. 2
Non-Hispanic White .. .........cccc..ue..e. 3
Black/African American................... 4
Asian/Pacific Islander ...................... 5

American Indian........ c..ccccvvieeeeeennn. 6

Other (specify )7

Refused ........oovvveiiiiis i 99

3) In general, what language(s) do you read or speak?
Only Spanish .........cccccvviiiiiiiiii. 1

Spanish better than English .............. 2

Both Equally...........coooviiiiiiiiiii. 3

English better than Spanish............... 4

Only English .......couviiiiiiii, 5

Refused ........oovvveiiiis i 99

4) What was the language(s) you used as a child?
Only Spanish ..........ccccviviiiiiiiii. 1

Spanish more than English................ 2

Both Equally...........coooviiiiiiiiiiin. 3

English more than Spanish................ 4

Only English .......oouviiiiiii, 5

Refused ........oouvviiiiis i 99

5) What language (s) do you usually speak at home?
Only Spanish ..........cccovviiiiiiii. 1

Spanish more than English................ 2

Both Equally...........coooviiiiiiii. 3

English more than Spanish................ 4

Only English .......oouviiiiiiiiii, 5

Refused ... v 99
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6) In which language (s) do you usually think?

Only Spanish .........ccccovvviiiicien. 1
Spanish more than English................ 2
Both Equally...........covvvvviiieeee 3
English more than Spanish................ 4
Only English ......covvviiiiiiiiiieieiee, 5
Refused ... v 99
7) What language(s) do you usually speak with your friends?
Only Spanish ..........cccovvvviiiicien. 1
Spanish more than English................ 2
Both Equally..........ccoovvevviiiiieee. 3
English more than Spanish................ 4
Only English ......covvviiiiiiiiiiieiee, 5
Refused ........oouvveiiiiis i 99

The next questions have to do with your past health care. Some of theegtions in this survey ask
about cervical cancer screening or Pap smears. This is a test that a tivaor nurse practitioner
does. During this test, a speculum (metal or plastic instrument¥iplaced in the woman'’s vagina,
and a swab is rubbed over the uterine cervix to remove a few cells. ™eecells are then sentto a
laboratory for analysis.

8) Have you ever been pregnant?

YES i, 1

NO .o 2 (If NO, go to question 12)

Refused ........ccccuuees 99

9) Have you received prenatal care from a medical provider (doctor or nurse)?
YES i 1

o 2 (If NO, go to question 11)

Refused ......ccccccevveees 99

10) During this care were you given a Pap smear (a test for cervical)@anc
YES i, 1

NO oo, 2

Unsure........ccoeeeeeeennnn. 3

Refused ......ccccceevveees 99

11) Are you currently pregnant?

YES oo, 1

NO oo, 2

Unsure........ccceeeevennnnn. 3

Refused .......cccccevueees 99
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UNSUre.....coeveveeeninnns 3
Refused .....cocvvvvenneanl. 99

13) If you have had a Pap test, how long ago was the last one?

Within the last year.... .......ccccccceeennnn. 1

TWO YEars ago .....ccoees vevnevevnnieeeinnaaens 2

Three years ago ......... voeevvveeveviiinnnnnns 3

More than three years ...................... 4

| have never had one.. ..........cccc.... 5(If NEVER, go to question 15)
| don.t remember ....... cocooeeeeiiiinenen, 6

Refused ........oovvvviiies i, 99

14) If you have had a Pap test, where did you get the last one?
Medical clinic............ 1

Planned Parenthood ... 2

Private doctor ............ 3

Other ( ) 4

Refused ........ceuueees 99

15) Has anyone in your family had cervical cancer?

YES i 1 (If yes, who was that? )
NO e, 2

unsure........ccoceeeeeennnn. 3

Refused .......cccccevveees 99

The next questions are about sexual activity and birth control. Remendp that all answers are
completely confidential!

16) Have you ever had sexual intercourse?

YES oo 1

NO oo 2 (If NO, go to question 22)
Refused .......ccceuueees 99

17) Are you currently sexually active (had sex in the last year)?
YES i 1

o 2 (If NO, go to question 22)
Refused .......ccccceee. 99

18) Are you using any form of birth control?

YES oo 1

NO oo 2 (If NO, go to question 22)
Refused ........cccceee. 99
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19) Please tell me for each of these forms of birth control any you are using now aageher
got it. If you got a method in both Mexico and the US, tell me and I will mark them both.
Country where you got it

a) Birth control pills Y N us Mexico

b) IUD Y N us Mexico

c) Diaphragm Y N us Mexico

d) Cervical cap Y N usS Mexico

e) Rhythm Y N (If RHYTHM and /or
f) Withdrawal Y N WITHDRAWAL, go to Q22)
g) Norplant Y N us Mexico

h) Depoprevara (shot) Y N us Mexico

i) Condoms Y N us Mexico

J) Sterilization/tubal (self) Y N uS Mexico

k) Vasectomy (partner) Y N us Mexico

20) When you got your birth control, did you also get care from a health care provider

(doctor/nurse)?

YES i 1

NO .o 2 (If NO, go to question 22)
Refused .......ccccceeeen. 99

21) Did you get a Pap smear at that time?

YES i 1

NO oo 2

Unsure........ccceeeeeennnnn. 3

Refused .......ccccceeen. 99

The next questions are opinion questions. There are no right or wrong ansvs. Please tell me
whether you Agree, Somewhat Agree, Disagree, or Strongly Disagree withch statement.

22) Cervical cancer only happens to women over 50.

| Strongly AQree .....cc. coeeeeeeeeeeeennneee, 1
[ AQIee ..o e 2
| DISAQIEe ...coovvveeeveviet e, 3
| Strongly Disagree.... ......cccccvennnnnnn. 4
Refused ... v 99

23) Being sexually active (having sex) puts a woman at greater riskvafateancer.
| Strongly AQree ......c. coeeeeeeeeeeeennnnee, 1

[ AQIee ..o e 2
| DISAQIEe ...ccevvvveeveviet e, 3
| Strongly Disagree.... .....ccccccvvvennnnnn. 4
Refused ... v 99
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24) Young women are at risk for cervical cancer.

| Strongly AQree .....cc. coeeeeeeeeeeeeneeeee, 1

[ AQIree ..ooveiiieeies e 2

| DISAQIEe ...ccovvvveeveeiit e, 3

| Strongly Disagree.... .....ccccccevnnnnnnn. 4

Refused ...t v 99

25) I am not at risk for cervical cancer.

| Strongly AQree .....cc. coeeeeeeeeeieennneee, 1

[ AQIEE ..o e 2

| DISAQIEe ....coevvveeeeeiit e 3

| Strongly Disagree.... ......ccccceennnnnn. 4

Refused ........oovvviiiiiis i, 99

26) Cervical cancer is easily cured.

| Strongly AQree .....cc. coeeeeeeeeeeeenenee, 1

[ AQIee ..o e 2

| DISAQIEe ...ccovvvveeeeeiet e, 3

| Strongly Disagree.... .....ccccccvvvnnnnnnn. 4

Refused ...t v 99

27) Having cervical cancer would make a 'woman'’s life very difficult.
| StronglyAgree........ coovvveeeviieeeeennns 1

[ AQIEE .o e 2

| DISAQIEe ....coovveeeveiiit e 3

| Strongly Disagree.... ......ccccccvvvnnnnnn. 4

Refused ........oovvveiiiiis i 99

28) There are effective treatments for cervical cancer.
| Strongly Agree........ coovveeeveevevennnnns 1

[ AQIree ..ooveiiiiieceies e 2

| DISAQIEe ....covvvvveeeeeet e, 3

| Strongly Disagree.... ......cccccvennnnnnn. 4

Refused ...t v 99

29) Cervical cancer is not as serious as other types of cancer.
| Strongly Agree........ coovveeeiiieeeeennnns 1

[ AQIEE .o e 2

| DISAQIEe ....coovvveeeiiiet e 3

| Strongly Disagree.... .....cccccccvvvnnnnnn. 4

Refused ........oouvveiiiiis i, 99

30) The Pap test can find cervical changes before they become cancer.
| Strongly AQree .....cc. coeeeeeeeeeeeennneee, 1

[ AQIree ..o e 2

| DISAQIEe ...cceevvvveeeeiet e, 3

| Strongly Disagree.... .....ccccccuvennnnnnn. 4
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Refused ........oovvveiiiis i, 99
31) If cervical changes are found early they are easily curable.

| Strongly AQree ......c. coeeeeeeeeeeeennnene. 1

[ AQIEE ..o e 2

| DISAQIEe ....coovvveeiiiiit e 3

| Strongly Disagree.... ......cccccvnnnnnnn. 4
Refused ........oovvveiiiiis i 99

32) Itis important for a woman to have a Pap test so she will know if she is healthy.
| Strongly AQree .....cc. coeeeeeeeeeeeennneee, 1

[ AQIree ..o e 2

| DISAQIEe ...ccevvvvveeeveet e, 3

| Strongly Disagree.... ......ccccceennnnnnn. 4
Refused ... v 99

33) Getting a Pap test would only make me worry.
| Strongly AQree ......c. coeeeeeeeeeeennnnene. 1

[ AQIrEEe ..o e 2

| DISAQIEe ....coeeveeeviiiit i 3

| Strongly Disagree.... ......cccccvvennnnnn. 4
Refused .......ooovviiiiies i 99

34) The Pap test is painful.

| Strongly AQree .....cc. coeeeeeeeeeeeennneee, 1

[ AQIree ..o e 2

| DISAQIEe ...coovvvveeeeeiet e, 3

| Strongly Disagree.... ......cccccvvennnnnn. 4
Refused ... v 99

35) It is too expensive to have a Pap test.

| Strongly AQree ......c. coeeeeeeeeeeeennnnee, 1

[ AQIEE .o e 2

| DISAQIEe ....covvvveeeiiiit e 3

| Strongly Disagree.... ......ccccccnnnnn. 4
Refused ........oouvveiiiiis i 99

36) It is too embarrassing to have a Pap test.
| Strongly AQree .....cc. coeeeeeeeeeeeeneneee, 1

[ AQIree ..o e 2

| DISAQIEe ...ccoevvvveveeiet e, 3

| Strongly Disagree.... ......cccccveennnnnn. 4
Refused ...t v 99

37) If a woman has not had sex, a Pap test will take away her virginity.
| Strongly AQree ......c. coeeeeeeeeieeeneneee, 1

[ AQIrEE .o e 2

| DISAQIEe ....coovvveeeeeiit e 3
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| Strongly Disagree.... ......cccccvennnnnnn. 4

Refused ...t v 99

38) Only women who have had babies need a Pap test.
| Strongly AQree .....cc. coeeeeeeeeeeeennneee. 1

[ AQIEE ..o e 2

| DISAQIEe ....coevvvveeeiiit e 3

| Strongly Disagree.... .....cccccceennnn. 4

Refused ........oouvviiiiis i 99

39) I don.t know where | could go if | wanted a Pap test.
| Strongly AQree .....cc. coeeeeeeeeeeeennnnee, 1

[ AQIree ..o e 2

| DISAQIEe ...ccevvvveeeeeeet e, 3

| Strongly Disagree.... .....ccccccevnnnnnnn. 4

Refused ..ot v 99

40) My partner (boyfriend/husband) would not want me to have a Pap test.
| Strongly AQree .....cc. coeeeeeeeeieeeneneee. 1

[ AQIEE ..o e 2

| DISAQIEe ....covvvveeeeiiet e 3

| Strongly Disagree.... ......ccccccvvnnnnnn. 4

Refused ........oouvviiiiiis i, 99

41) If a young unmarried woman goes for a Pap smear, everyone will asgimdiaving sex.
| Strongly AQree .....cc. coeeeeeeeeeeeennnene, 1

[ AQIree ..o e 2

| DISAQIEe ...ccovvvveeveeeit e 3

| Strongly Disagree.... ......cccccvennnnnnn. 4

Refused ...t v 99

42) Most young unmarried women that | know go to have Pap smears done.
| Strongly AQree .....cccceeeeveeeiiiieeennnnns 1

[ AQIEE ..o e 2
| DISAQIEe ....cooevveeeeiiit e 3
| Strongly Disagree.... .....cccccccnnnnnnn. 4
Refused ........oouvveiiiiis i 99

Finally, we have a few questions about what you have heard about ceficancer screening.

43) When should a woman have her first Pap test? (mark all that apply)

Age 18.. . 1
AJE 20.... i 2
After her first baby ... .............. 3
Any age if she has had sex................ 4
Refused ........oouvieiiiiis i 99
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44) What do you think might put a woman at higher risk of cervical cancer? (mdr&tall t
apply)

Having more than one sex partner..... .......cccceeeeeeeeee. 1
Y 1410 (] o USSR 2
A sex partner who has had other partners................. 3
Family history ........... oo e, 4
Other e D
REfUSE ...oooeiiiiiiie s s e 99

45) What was the last grade in school you completed?
Grade 0-12 (write in number of last grade)

Trade or technical training after high school? 13

1-3 years college/Associate degree/Junior college 14
4 year college graduate/bachelors degree 15
Postgraduate/Masters/Doctorate/Law degree 16

No answer/refused ..... ....ccccceeeeeerennn. 99

46) What type of medical insurance do you have?

Doesn.t have insurance..................... 1
Medicaid .........ccoeeevier e, 2

Private insurance ....... ...ccooeevveeennnnnne. 3
Other .4

Thank you for completing this interview!
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Appendix B
THE UNIVERSITY OF TEXAS AT EL PASO.

{Jﬂrcsofﬂesaﬁmhan

MEMORANDUM G
CTO SharonThompson, PhD AsmstantProfessor
©v.0 00 Health Promotion - . S .
o Pnr_lclpal Investlgat{:r(s)

FRDM KarenHaover BA,BS CIM..‘ \

Instltutlona] Coordmator fur Research Rewew
- DATE: August 29 2005

SUBJ. . - RENEWAL and AMENDIV[E:NT Protocal #1’?99 “The Evaluatlon of I-]PV and
e "~ Cervical Cancer Community-Based Prevention Education Curnculum Among S
Mexican Women on the Southwest US/Mexico Border” . _ .
PROTOCOL PERIOD: August 1, 2005 thrm;ghlluly 312006

This researc;h protocol presented for renewa] and amenclmem has been reviewed and approved. -
by The Umversny of Texas at EI Paso Institutional Review Board and is in accord with Umversuy
- policy. Thisreview indicates that the project is meritorious, that your safeguards’ agamst nsks to.
“human subjects are adequa.te and that the praposcd consent forms are apprqpnate -

- You have passed an IRB compllance te:st in accordanoe wuth the recnm.mendatlons of thc Omce
of Human Research Protections. : : : :

: You have the respons:bﬂny to protect the nghts and welfare of human research sub_lects, mc]udlng
-the requirements to provide each subject with an IRB-approved informed consent document; and
“to prompily report any injuries or unexpected risks to this office. H‘yc:-ur research mgmﬁcantiy o

changes or you involve human subjects in activities not descnbed in the protﬂool you should

“ submit an amendccl researoh protocol to thls oﬂice

Please prowde an email progress report and current mformed consent form on yc-ur research
activities before the explranon date llsted above. A ccpy of the mformed consent ducuments s

: attﬂched

. - 1. ElPaso, Texas
: G (815) 747-5680/5589
FAX: (915) 747-6474
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Appendix C

From: Sias, Jeri J.

Sent; Wednesday, November 16, 2005 11:30 AM

To: Thompson, Sharon

Ce: ‘jalonzo@csv.tachc.org’; Sias, Jeri J.; 'Melissa Aguirre’
Subject: RE: CSV protocol - Thompson - Cervical Cancer

Hello Sharon;
The CSV P&T did approve the Cervical Cancer Project (CSV Protocol # 05-08) with the following conditions:

1) CSV orientation ( ~ %2 -1 day). Contact, 859-7545 (general number) - Human Resources of Zoraida
Gallegos, Senior Admin Asst. (x213), to identify a time for orientation. The orientation should be
completed by any researcher that will be in the clinic setfing.

2) Recruitment. We are unable to commit staff time from the promotoras for active recruitment of patients
(e.g., phone calls). They could however, potentially distribute a fiyer during their patient education
classes. Also flyers could be posted in a few strategic areas in the clinic with a phone number to call.
These flyers should be reviewed with Melissa Aguirre, Health Education Director (859-7545, x 212) for
content and for posting sites.

3) Classroom space. Please contact Melissa Aguirre, Heaith Education Director (859-7545, x 212) to
reserve classroom space.

You may start your study/workshops upon completion of the above items. The following reporis are requested for
our documentation:
»  Annual Progress Report — November 185, 2006
+  Written summary (may be the same as annual report)
«  Any adverse events should be reported immediately to our medical director, Dr. Jesus Alonzo,
859-7545
«  [fCentro San Vicente is cited in public dissemination of data (e.g,. publication or poster), please
let us know so that we may review/be aware of the document(s).

We wish you success in your study so that we may better serve the patients in our communities.
Sincerely, Jeri Sias
Jeii J. Sias, Pharm D

Clinical Assistant Professor
UTEP/UT-Austin Cooperafive Pharmacy Program
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Appendix D

Centro de Salud %mi[iar la (fe, Inc.

September 2, 2005

Dr. Sharon Thompson

Assistant Professor

Department of Health Promotion
1101 North Campbell Street

E1 Paso,Texas 79902

Dear Dr. Thompson:

This letter is to verify that I have given permission for you to conduct your study on
cervical cancer and Centro de Salud Familiar La Fe, Inc. Your research assistant has
pemission to administer questionaires to the clients in the waiting room of our clinics. We

will work with her to schedule days and times that are convenient for our clients.

Please let me know if you have any questions or concerns. 1 can be contacted at (915)

545-7072 or lafe2(@mail htg.net .
“La Salud de la Comunidad es La Fe”

Sincerely,

44%%4/47 Co

/’;r Salvador Balcorta, M.S.S.W., LM.S.W.
Chief Executive Officer

608 8. St. Vrain & El Paso, TX 7990t +  Fax: (915) 534-7601 (915) 534-7979
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Appendix E

INFORMED CONSENT

| volunteer to participate in@ervical Cancer Prevention Program will be asked to do the
following during this project: 1) complete a two-day educational workshop, 2) cienaple
pre/post test knowledge questionnaire, 3) complete a Cervical Cancer Screewnayy &t 4.)
complete a general evaluation of the workshop.

The people who administer and collect the information will respect your privachend t
confidentiality of your participation. The questionnaires that note your narngeniept in a
locked cabinet in the office of the Project Director who will be the only one who has dkey
only other persons that will have access to this information are the InstituRievialw Board
(IRB) from The University of Texas at El Paso. None of the participantbavilientified by
name in this project, publication, and/or technical report and your participatiorenvaim
confidential.

The direct benefits that you will receive from participating in this pt@eeincreased
knowledge about cervical cancer and cervical cancer prevention. We do not antigipétksan
associated with participation. Again, we want to emphasize that all youerssill remain
private and confidential.

If you have any questions or any other concerns about the project, please fieet tnetact
Project Director Dr. Sharon Thompson at (915)-747-72Zllmmpson@utep.edar Karen
Hoover, Institutional Coordinator of Research Review at The University of B&$aso, at
(915) 747-7939 okhoover@utep.eduThis project was reviewed and accepted by the
Institutional Review Board (IRB) of The University of Texas at El PaskE®). After you have
read and signed this consent, you will be accepting or giving authorizatiote(sd guardian)
for your participation in this project.

| have been given a detailed description of all procedures verbally and mgwriti

e | understand that participation is entirely voluntary and choosing not to pasicipa
withdraw will in no way affect me.

e There are no apparent risks to me associated with participation in the project.

e Upon completion of the questionnaires and educational workshop, | will receive a $40.00 gift
card from Wal-Mart for participating in this project.

e The information | provide will be kept confidential.

Signature of Participant Date

Signature of Research Assistant Date
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FORMA DE CONCENTIMIENTO

Yo me ofrezco como voluntaria para participar eRregrama para la Prevencién del Cancer
Cervical Mi participacion incluira lo siguiente: 1) acudir a un curso educacional de dos dias, 2)
llenar un cuestionario antes y después del programa sobre conocimientos basiroa, &)
participar en un cuestionario sobre mis creencias y conocimientos spbeedacion del cancer
cervical, y 4.) llenar una evaluacién sobre el programa.

Las personas que administran este programa respetaran su privacidad ytodeiah sera
tratada como confidencial. Los cuestionarios que soliciten su nombre sedadgsaajo llave
dentro del la oficina de la directora del proyecto, quien sera la Unica persoleveorLh mesa
directiva de investigacion de la Universidad de Texas en El Paso (UTEP) paditar sdta
informacion. Ninguno de los participantes sera identificado por nombre dentro detpreye
publicaciones, u otro reporte, y su participacion sera confidencial.

Los beneficios que usted recibira al participar en este proyecto seraer aistenayor
conocimiento sobre el cancer cervical y sus formas de prevencion. Nosotros amesper
ningun dafo durante su participacion. Quisiéramos recalcar que toda su informacanvada
y totalmente confidencial.

Si tiene alguna pregunta o algiin comentario acerca de este proyecto, femotadéar a la
directora Dra. Sharon Thompson, al (915)-747-728hompson@utep.eduKaren Hoover,
coordinadora de la mesa directiva de investigacion, al (915)-747-1@8®uer@utep.edu
Este proyecto fue asesorado y aceptado por la mesa directiva de ini@stigda Universidad
de Texas en El Paso (UTEP). Luego de haber leido y firmado este consentimiedtestas
aceptando o dando autorizacion para participar en este proyecto.

e He recibido una descripcion detallada sobre todos los procedimientos verbalmente y por
escrito.

e Entiendo que mi participacion es totalmente voluntaria y al decidir no participag no m
afectara den ninguna manera.

e No hay ningun dafio durante mi participacion en este proyecto.

e Al cumplir los requisitos de mi participacion (el curso y cuestionarigg)iré un certificado
de $40.00 délares de Wal-Mart como regalo por participar en el programa

e Toda informacién que proporcione se mantendra confidencial.

Y S
Firma del Participante Fecha

Y
Firma del Asistente de Investigacion Fecha
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Appendix F
INFORMED CONSENT

| volunteer to participate in@ervical Cancer Prevention Progranh will be asked to do the
following during this project: 1) complete a pre-test knowledge questionaanle€?) complete a
Cervical Cancer Screening Survey.

The people who administer and collect the information will respect your privachend t
confidentiality of your participation. The questionnaires will not note your reardewill be
kept in a locked cabinet in the office of the Project Director who will be the only oneashe h
key. The only other persons that will have access to this information are theitmstl Review
Board (IRB) from The University of Texas at El Paso. None of the partisipalhbe identified
by name in this project, publication, and/or technical report and your participaticamain
confidential.

No direct benefits are associated with participating in this project. We do rugpatetany risks
associated with participation either. Again, we want to emphasize tlyaualparticipation is
completely voluntary, and your answers will remain private.

If you have any questions or any other concerns about the project, please fieet trg@ct
Project Director Dr. Sharon Thompson at 915-747-72Ztlmmpson@utep.edr Karen
Hoover, Institutional Coordinator of Research Review at The University osTaxa Paso, at
747-7939 okhoover@utep.eduThis project was reviewed and accepted by the Institutional
Review Board (IRB) of The University of Texas at El Paso (UTEP). rAfia have read and
signed this consent, you will be accepting or giving authorization for youcipation (or as a
legal guardian) in this project.

e | have been given a detailed description of all procedures verbally and mgwriti

¢ | understand that participation is entirely voluntary and choosing not to pasioipa
withdraw at any time will in no way affect me.

e There are no apparent risks or benefits to me associated with participatierproject.

e Upon completion of the questionnaires, | will receive a $10.00 gift card from Walfddar
participating in this project.

e The information | provide will be kept confidential.

Signature of Participant Date

Signature of Research Assistant Date
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FORMA DE CONCENTIMIENTO

Yo me ofrezco como voluntaria para participar eRregrama para la Prevencion del Cancer Cervical.
Mi participacion incluird lo siguiente: 1) llenar un cuestionantes del programa sobre conocimientos
bésicos del tema, y 2) participar en un cuestionario sobre mis cregooiscimientos sobre la
prevencién del cancer cervical.

Las personas que administran este programa respetaran su privaodiaéjormacion sera
confidencial. Los cuestionarios no solicitaran su nombre, y seran guardfamtave dentro del la
oficina de la directora del proyecto quien sera la Unica personaagen lLa mesa directiva de
investigacion de la Universidad de Texas en El Paso (UTEP) podiiées@sta informacion. Ninguno
de los participantes sera identificado por nombre dentro del proyecto, eng@ab#sau otro reporte, y
su participacion sera confidencial.

No hay ningun beneficio al participar en este proyecto. También no anticipeangln dafio durante su
participacién. Quisiéramos recalcar que toda su informacién serd pyitai@ddémente confidencial.

Si tiene alguna pregunta o algun comentario acerca de este proyecto, favoackaicané directora Dr.
Sharon Thompson al (915)-747-722%tbompson@utep.eduKaren Hoover, coordinadora de la mesa
directiva de investigacion, al (915)-747-793Bhmover@utep.eduEste proyecto fue asesorado y
aceptado por la mesa directiva de investigacion de la Universideekde &n El Paso (UTEP). Luego de
haber leido y firmado este consentimiento, usted esta aceptando o dando autorieagarigigar en
este proyecto.

¢ He recibido una descripcion detallada sobre todos los procedimientosnarteal por escrito.

o Entiendo que mi participacion es totalmente voluntaria y al decidir noipartico me afectara de
ninguna manera.

¢ No hay ningun dafio durante mi participacién en este proyecto.

e Al terminar el cuestionario recibiré un certificado por $10.00 délaresadeatt como regalo por
participar en el programa.

e Toda informacion que proporcione es totalmente confidencial.

Firma del Participante Fecha

Firma del Asistente de Investigacion Fecha
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Appendix G

sEaw

e
The Pap Smear,
Cervical Cancer,

Rek your prvidsrwhat's new ohaut canicdl
canear sk, romank: ard prrantion

For mar ifamaticn about Pap smeae, HV
o camvial concer pravantion, you car;

coll toll-free 877-HFY-5868

Ipn. o7 pn E51 Manky-Fridoy
otk 41 o Heatth Conmuniorions Speduist

i mamuedm o caresing

an
What Al Women Need to Know.

visit ASHA's Web sites at

ww. exheshl o
e Jeaolrow o Tiv eeas)

asha

arton tucd Bpslhlanintta
FAL Beg 1857, Raamomd Tocags Pk, W0 2T

b i dukr mr
ﬁtMlM-m&mmﬁ—dn
sl b shhcedip Sl dmrritapsicsa, 54
- _.uu..s:'mmau-_-uun
B and Lozl S Browain Buwaran Ciair el ning, i Hepm
Fmnens G 1 e, 20 Fact ympe andameh b ipmand
tmprmsn and gl meman

l:] P.lpzuﬂcolﬂou

E.IF R:panfmafaou Hoy.
ﬂffnjems Sanas Masiana.

Progiintals 2 su médica schre
Ialpmﬂl:uyl.mmtamisum
mds mEvos Que sxisten.

Fara min ind, sahre el Fuparicel FVH,
¥ lu prevencidn dal cdncer cervizal, por feear:
I-J-.::mc Srikis .:J. BTI-HFV-5868

e o viernm, 2mpn.1ﬂ|:|pm|1mu
i e LA e o
Cemumml.lusduﬂwrmtu

inkormusitn o sseso [ ingli)

_ asha®

Amarican Sccial Health Asoclation
PO, Box 13837
Ressarch Triangle Fask, NC 27709
mai]u’ta.cmq
s iwannakmorecrg (bor tecns)

Funding far thi brechurs wea provid sd by tha:
Corcarafor isaa Caneed and Frovertion

thitugh Carpente AgresmantAISUO0AIS0TI1.

65

Who & ot Risk for Cervical Cancer and
Who Keeds v Get Pap Smears!

Al wormen wh ore, o wha hvs ever been
ety octva, may be of it for cerd concar.

Wornan who mey be most of ik em women wh. ..
oot hove regaker Pop smars,
i hove ever hod 0 s oy roramited dssose,

& bove war hod mors then ane sex pomes o
whse s portnes hos ever hod otter paines.

Raguler b smeees 1 the mest anmon woy b find
| changees thit mey bood o cenicel concee Al
woren who oe sy ockhe shoeld hove 1 Fep
T oo a wer. Wamen who £k not sedly odwe
shoald st hedng Fap smeas when ey tam 13

L es el Papnnicul:lﬂu?

El Fapanicalasu ["Pap smaar” en inglés)
CERTL S mm:m CACVX, w1 la
antrada al dtera o o :uﬂi]qo“:tnrjnn
El P:plumlaou Io indica a s médica o
antermera si tiens células anormalas en
al carvin qus igran Uegar a comvertirss
an einesr carvical. Mhl:fil Ve @
cdncer corvical no pmr{m sintomas. Fl
Papiui.ml.aou 21 la manera mis comin
ds encontrar cambios en las célulae dal
carvix antes da ar a sor cincer
cdncer corvical 5o o prevanit i s
a_tiempo. For gso es importante
hacerss &l Fapanicolaou una vez al ans,
adn cuarda es slemta bicn,

R

"oy a b d‘m:u
para kaverme @
&D.m.'m.{.lm
m [rlalg
porgue me d.a
I‘J‘Enilrl]ld\.]d
Ma hace sentir
bion of saber
qeie auloy sara y me erfoy cuk ndl:l.

Zi recibo wr rraltiedo arormal, 58 que
\.w"qui.'r ;ra.'.:h'::mnz s¢ encontrard a
fiempa para que pusda ser fratada. ™

What i a Pap Smear’

The: Fop amear con heby your dactar find
chenges 1n e ol en your can et
mig leed 1o concer

Carvical amear oon b pravented Cells go
through meny dheages bebore they hin o
ancer. The Pop smear ind thesa chonges
aarly, while ey con il ba heated ond sl
Alot of women Feel emborrisied o scored by
the: Pop smeat Some ere ofreid they may ind
auk Hhey hove concer. Remermber, cncr s e,
Your Fiop wil be looking for cells thet might fan
i comcar 1 they ore not readied.

4Cién necesita el
Papanicolaou?

[ ] TEILSL‘UHJWM gus tienen 12 afcs o
mis o que tiknen

selaciongs saxuales
Jﬂ]ﬂnl:anmﬁn]ﬁpmam]:mmm

B Esi rtarta artd iformada sche
PR A O B
:ﬁyul'l ficll da cuidar s salud.



Appendix H

CERVICAL CANCER PREVENTION PROJECT SEssION 1

Session 1 Overview
Our Bodies and Our Cervical Health

Trainers:

Time:
2.5 hour workshop session
Date:
Time:

Background:

Session 1 1s very mmportant because 1t sets the tone for the whole workshop. Trainers should create a
relaxed and safe environment. Participation should be encouraged from the beginnmg.

Training Objectives:

At the end of this session trainers will have:
Presented participants with an overview of the six-session workshop.
Provided accurate information about the cervix, cervical health, and cervical cancer.
Communicated basic mformation and vocabulary related to female reproductive anatomy.
Assigned a task that encouraged participants to gather iformation for the next session.

B

Pre-delivery Preparation:
d Count dried beans and place into plastic bags (see ‘Cervical Cancer: It can be prevented’
section for number of beans per bag)
Prepare workshop notebooks and handouts.
Call trammg site to confirm time, room, etc.
WVisit trammg site to check room location, set up, hghting, outlet location, ete.
Confirm guest trainers (if appropriate).
Arrange
+ Food/Clildeare / Transportation / Equipment

uuouou

Check equipment (stereo system, tape recorder, etc.).
Buy supplies.

Prepare flipcharts for this session

+ Agenda

+ Objectives

+ Blank sheet enfitled “Our Ground Rules”

+ Blank sheet enfitled "Parking Lot"

Q Other:

(N Ny
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CERVICAL CANCER PREVENTION PROJECT SEssION 1

Trainer’s Cervical Cancer:
Notes
It can be Prevented
Trainers:
Background:
This activity creatively demonstrates cervical cancer statistics. By dropping
beans into a clear container, trainers can show the discrepancies in rates between
White women and African American women.
Time:
15 mmutes (30UXX - XXXX)
-
a Training Objectives:

15 mmutes

At the end of this activity trainers will have:

1. Defined cancer and cervical cancer.

2. Presented cervical cancer statistics m a creative way.

3. Demonstrated the discrepancies m cervical cancer mcidence and mortality
rates between White women and Afiican American wotmen.

4. Emphasized that cervical cancer 1s preventable, detectable, and treatable.

5. Focused on Pap smears and STD prevention as ways to reduce the chance
of getting cervical cancer.

Materials:

¢ Dried beans (the bigger, the better), measured in plastic bags
+ 69 beans: rate of White women cervical cancer incidence
+ 110 beans: rate of African American women cervical cancer mcidence
+ 23 beans: rate of White women cervical cancer mortality
*+ 57 beans: rate of African American women cervical cancer mortality

» Plastic bags (at least one big enough to hold all of the beans)

e 2 clear containers (one labeled African American women, other labeled
White women)

Steps:
1. Introduce activity.
DERAFT (SPRING 2002) PacE 24
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CERVICAL CANCER PREVENTION PROJECT SEsstoN 1

%+ We are all here today to learn about cervical cancer. Some of us
may have heard of cervical cancer before. For others, this may be
the first tune they have heard about it.

2. Explain cancer and cervical cancer.

%+ Cancer occurs when cells in the body change and grow out of
control.

%+ Cervical cancer 1s when cancer begms m the cervix, which 1s part of
female anatomy. We will discuss female anatomy in the next activity.

3. Explam nsk factors.

-
o

Cancer can be caused by a combmation of who we are (hereditary)
and what we do (behavioral) risk factors. Risk factors are things that
increase the chances of getting cervical cancer.

-
L

Risk factors for cervical cancer are:

*

4 minutes * Not getting regular Pap smears.
We will talk about Pap smears i Session 2.

*  Having human papillomavirus (HPV), a common sexually
transmitted disease

*  Smoking cigarettes

*  Starting to have sex at an early age

*  Having many sexual partners

* Having a sexual partner who has many sexual partners

L)
4

To think about how risk factors relate to cervical cancer, it may be
helpful to look at the example of smoking and lung cancer. People
who smoke are more likely to get lung cancer. But, not all people
who smoke get lung cancer, and not everyone with lung cancer has
smoked.

*

The risk factors for cervical cancer work i a sunilar way. Ifa
wotnan has cervical cancer, it does not mean that she necessarily has
these risk factors. However, women with these risk factors are at an
increased risk of getting cervical cancer.

*

DERAFT (SPRING 2002) PAGE 25
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CERVICAL CANCER PREVENTION PROJECT SEssIoN 1

< Although we know what the risk factors are, most people don’t think
about their personal risk of getting cervical cancer.

Introduce idea of personal risk of getting cervical cancer.

% In order to make this workshop relevant, it is important that we all
have an 1dea of what our nsk 1s of getting cervical cancer.

L7
e

Cervical cancer is the fifth most frequently diagnosed cancer for
African American women in the United States.” African American
females have a much lugher rate of cervical cancer than do wlute
females.

L
=4

We could list off a bunch of numbers about risk. But numbers can
be hard to understand. So, we came up with another way to show
how Afiican American women are at risk for cervical cancer.

*

Explain activity.

% We are going to demonstrate the risk of cervical cancer by dropping
dried beans mto a clear container.

+*  When thinking about r1sk. 1t 1s important to divide nsk mfo getting
cervical cancer, dying from cervical cancer, and preventing cervical
cancer.

Demonstrate difference in mcidence (getting cervical cancer) between White
women and African American women. Give two participants pre-measured
bags of beans. Have one participant pour beans i the contamer labeled
“White women™; the other participant pour beans m the contamer labeled
“African American women.”

+* The first statistic 15 the number of women per 1,000,000 who got
cervical cancer m the US befween 1973-1998.

++ For White women. this many ple eet cervical cancer (have
Y people g

5 minuftes w : : _
participant pour 69 beans- all at the same fime- mto clear container
labeled White women)

¢ That 15 about 69 white women out of 1.000.000. Let’s see how the
rates of African American women compare with the rate of White
DEAFT (SPRING 2002) PAcGE 26
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