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Intodion
One preventive care emphasis for

women is obtaining Pap smears and mam-
mograms to detect cancer at an earlier,
more curable stage. Recent studies have
particularly linked poverty to cancer
risk.1-3 This paper uses survey data to ex-
amine issues of access to Pap smears and
mammograms. Of particular interest is
whether poor women receiving health
care through the Arizona Health Care
Cost Containment System (AHCCCS), a
unique, managed-care Medicaid program,
receive these services at the same rate as
women with other health insurance. Ear-
lier studies reported that poverty, age, no
health insurance, and no recent visit to an
obstetrician/gynecologist related to lackof
Pap tests and that poverty, low education,
and age related to lack of mammo-
grams.-9 This analysis compares AHC-
CCS women with uninsured women and
women with other types of insurance.
Unique to this analysis is the inclusion of
use of each service (Pap smear, mammo-
gram) in the model for the other service.
Previous studies have generally focused
on only one aspect of screening services.

Until 1981, Arizona had no Medicaid
program. AHCCCS, a managed-care/
health maintenance organization alterna-
tive to traditional fee-for-service Medic-
aid,was designed to provide cost-effective
care that avoids excessive costs from
overuse. The program operates through a
network ofcapitated, managed-care plans
with primary-care physicians as gatekeep-
ers who coordinate all needed services.
Plans competitively bid and negotiate for
contracts and are at financial risk for over-
use. Eligible recipients must obtain all
care from their selected plan.

chotomous variable of whether a woman
ever had a test, women who had been
screened by each test were asked when it
occurred. Women who had received each
service were split into those receiving it
within 2 years prior to the survey and
those 3 years or more before the survey.
We also examined whether women who
had a Pap smear were more likely to have
a mammogram, and vice versa. Mammo-
gram analyses included onlywomen over

40, since mammogram services are not
recommended at regular intervals before
age 40.11

In addition to examining the impact
of insurance status and theAHCCCS pro-
gram, other variables were hypothesized
to affect use of preventive services. The
different cultural values of Latino women
may lead to different use patterns. (Num-
bers are too small to allow analyses of
African-American and Native American
women.) Latino women interviewed in
Spanish were expected to have differ-
ences from those interviewed in English,
with language of interview serving as an

acculturation proxy. Educational attain-
ment would affect receptivity to cancer

screening messages, with less-educated
women reporting lower use. Women with
no usual health care source would have
lower use of cancer screening services
than women with a usual source. Women
who needed health care but were unable
to obtain it were expected to have lower
Pap smear/mammogram use. Number of
visits with health providers was expected
to increase the likelihood ofreceiving can-
cer screening services, possibly nonlin-
early. Lastly, age would have a varying
effect, depending on the specific service.

Metwds

Survey data were collected in 1989.
About 3100 randomly selected adultswere
interviewed about themselves, and 1100
about a randomly selected child. Inter-
views were conducted in English or Span-
ish. Further details on this survey have
been published elsewhere.'0 Four mea-
sures of access to cancer screening serv-
ices were examined. In addition to a di-
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showed statistically significant differences
by insurance status, education, usual
source of care, and needing but not re-
ceiving medical care (Table 1). Overall,
47% ofwomen had a mammogram in the
2 years prior to the survey, 11% had a
mammogram 3 years or more prior to the
study, and 42% never had a mammogram.
Only insurance status and usual source of
care were significantly related to use of
mammograms (Table 2).

Logistic regression was used to
model the dichotomous measures. The re-
sults were transformed into odds ratios
and 95% confidence levels. Variables
without significant odds ratios are not pre-
sented, except for insurance. Womenwho
had a mammogramwere farmore likely to
have had a Pap smear than women with-
out a mammogram, and women who had
a Pap smear were far more likely to have
had a mammogram thanwomen without a
Pap smear. Uninsured women and
women with no usual source of care were
far less likely to have had either service
thanwomen with conventional insurance,
in AHCCCS, or with a usual source of
care. Latino women were less likely to
report a Pap smear, with no difference in
mammograms (Table 3).

Women who had a mammogram
were far more likely to have had a Pap
smear within 2 years of the survey than
women without a mammogram, and vice
versa. Uninsuredwomen andwomenwith
no usual source ofcare were far less likely
to have had either service within 2years of
the survey than women with other insur-
ance, AHCCCS, or a usual source of care
(Table 4).

Discussion and Conclusion
Several important conclusions

emerge from these analyses. The insignif-
icantAHCCCS term indicates that a man-
aged-care Medicaid-type model led to
more appropriate use ofpreventive health
services in cancer screening. AHCCCS
women had no difference in access to
these two preventive health services as

compared with women with other insur-
ance. Uninsured women and those with
no usual source of care were less likely to
have ever had the services or to have had
them within the previous 2 years. In ad-
dition, older women and Latino women
were less likely to have ever received a

Pap smear. A recent editorial about race,
Results

Overall, 68% of women had a Pap
smear in the 2 years prior to the survey,

23% had a Pap smear 3 years ormore prior
to the study, and 9% never had a Pap
smear. Exploratory cross tabulations

poverty, and cancer concluded that poor
Americans constitute a high-riskgroup for
cancer.12 This paper demonstrates that
managed-care Medicaid programs can
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help direct resources to people at higher
risk. Some studies have emphasized the
need for motivational programs to encour-
age usage.4 In contrast, this study provides

May 1992, Vol. 82, No. 5

evidence that, without special motivational
programs, if poor women receive health
care services within a managed-care model
with a preventive approach they have sim-
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ilar rates ofuse as the general population of
insured women. El
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