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OBJECTIVE 'To determine Pap smear screening rates among urban First Nations women in British
Columbia; to identify facilitators and barriers; and to develop, implement, and evaluate specific
interventions to improve Pap smear screening in Vancouver.

DESIGN Computer records of band membership lists and the Cervical Cytology Screening
Program registry were compared to determine screening rates; personal interviews and
community meetings identified facilitators and barriers to urban screening programs. A
community advisory committee and the project team collaborated on developing specific
interventions.

SETTING AND PARTICIPANTS Purposive sample of British Columbia First Nations women, focusing on

women living in Vancouver.

INTERVENTIONS Poster, art card, and follow-up pamphlet campaign; articles in First Nations
community papers; community meetings; and Pap smear screening clinics for First Nations
women.

MAIN OUTCOME MEASURES Pap smear screening rates among BC First Nations women according
to residence and reasons for not receiving Pap smears.

RESULTS Pap smear screening rates were substantially lower among First Nations women than
among other British Columbia women; older women had even lower rates. No clear differences
were found among First Nations women residing on reserves, residing in Vancouver, or residing
off reserves elsewhere in British Columbia. Facilitators and barriers to screening were similar
among women residing on reserves and in Vancouver. Many First Nations women are greatly
affected by health care providers’ attitudes, abilities to provide clear information, and abilities to
establish trusting relationships.

CONCLUSIONS Family physicians are an important source of information and motivation for Pap
smear screening among First Nations women.

OBJECTIF Déterminer les taux de dépistage par cytologie cervicovaginale chez les femmes des
Premiéres Nations vivant en milieu urbain de la Colombie-Britannique ; identifier les éléments
d’incitation et les obstacles ; et développer, mettre en place et évaluer des interventions
spécifiques visant a améliorer le dépistage par cytologie gynécologique dans la ville de
Vancouver.

CONCEPTION On a comparé les dossiers informatisés provenant de listes des membres des bandes
au registre du Programme de dépistage cytologique afin de déterminer les taux de dépistage ; des
entrevucs personnelles et des rencontres communautaires ont identifié les éléments d’incitation et
les obstacles aux programmes urbains de dépistage. Un comité consultatif communautaire et
I’équipe chargée du projet ont collaboré¢ a développer des interventions spécifiques.

CONTEXTE ET PARTICIPANTS Un ¢échantillon délibéré de femmes de la Colombie-Britannique

appartenant aux Premiéres Nations, en concentrant sur les femmes vivant dans la ville de
Vancouver.

INTERVENTIONS Affiches, cartes artistiques, campagne de suivi utilisant des dépliants, articles dans
les journaux communautaires des Premiéres Nations, rencontres communautaires et cliniques de
dépistage cytologique accessibles aux femmes des Premiéres Nations. >
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PRINCIPALES MESURES DES RESULTATS Taux de dépistage cytologique chez les femmes des Premiéres Nations de la C.-B. selon leur
lieu de résidence et les raisons invoquées pour ne pas se soumettre aux cytologies gynécologiques.

RESULTATS Les taux de dépistage cytologique sont significativement plus faibles chez les femmes des Premiéres Nations
comparativement aux autres femmes de la Colombie-Britannique ; ces taux sont encore plus faibles chez les femmes plus
agées. On n’a pas constaté de différence précise entre les femmes des Premiéres Nations qui vivent dans les réserves, celles qui
vivent & Vancouver ou celles qui vivent ailleurs en Colombie-Britannique mais en dehors des réserves. Les éléments
d’incitation et les obstacles furent semblables chez les femmes qui vivent dans les réserves et chez celles qui vivent 4 Vancouver.
Beaucoup de femmes des Premiéres Nations sont grandement affectées par les attitudes des intervenants, leur capacité a
fournir une information claire et leur capacité a établir des relations de confiance.

CONCLUSIONS Les médecins de famille sont une source importante d’information et de motivation concernant le dépistage

cytologique chez les femmes des Premiéres Nations.

Can Fam Physician 1996;42:1701-1708.

HE HEALTH OF FIRST NATIONS* PEOPLE HAS

improved substantially over the last

half century, yet it is still poorer than

the health of the rest of the
population.' The profile of serious illnesses
among First Nations people also differs from that
in the general population.

In British Columbia, mortality from cervical
cancer is six times higher among First Nations
women than among other BC women,? and yet
some of these deaths are preventable by regular
Pap smear screening. In fact, since implementa-
tion in 1955 of the population-based Cervical
Cytology Screening Programme (CCSP) in
British Columbia, the provincial mortality rate
for invasive squamous cervical cancer has been
reduced by more than 70%.*

Previous studies have shown that cognitive, emo-
tional, and socioeconomic factors are important
barriers to women’s participation in Pap smear
screening for cervical cancer.* In 1990, the British
Columbia Cancer Agency (BCCA) in partnership
with Native Brotherhood of British Columbia initi-
ated a comprehensive program to investigate rea-
sons for elevated cervical cancer mortality among
First Nations women and to implement appropri-
ate solutions. Only 50% of age-eligible (between 18
and 69 years) First Nations women living on
reserves had received Pap smears at least once

within the most recent 3-year period, as compared
with 85% of all BC women.’

* First Nations is used throughout this article to refer to bands,

or sometimes groups of bands, affiliated with a tribal council

or cultural group.

Lack of awareness and knowledge about the
Pap smear and about its importance, feelings of
embarrassment with Pap smear testing, and lack
of continuity of care due to high turnover of physi-
cians in First Nations communities® were all found
to hinder Pap smear screening of these women.
After discussions with First Nations women resid-
ing on reserves and health professionals serving
these communities, a pilot Pap smear screening
clinic initiative was implemented in three reserve
communities, increasing the rate of Pap smears to
80% of age-eligible women. Women who attend-
ed these clinics expressed appreciation for infor-
mation given to them about the Pap smear and
reported feeling comfortable and relaxed, as the
Pap smear was done by a female health care
provider in a friendly environment.

The relevance and applicability of these find-
ings cannot be assumed to reflect the reality of
First Nations women residing outside reserves,
who account for approximately 50% of
the BC band-affiliated female population.
According to the 1991 census, approximately
5000 women of aboriginal origin reside in
Vancouver.” Although geographic proximity to
health services is not a serious issue to most peo-
ple living in Canadian cities, health promotion,
treatment, and prevention services are used less
frequently by urban First Nations people than by
the general population.®"°

A second research demonstration project focus-
ing on First Nations women living in Vancouver
was therefore initiated using an approach similar
to that for women living on reserves. The protocol
was approved by University and BCCA ethics
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review committees and included ongoing input
from a community advisory committee represent-
ing nine Vancouver-based First Nations health
and social organizations (each member signed
confidentiality forms). This paper reports on the
extent of Pap smear screening among BC First
Nations women residing in different locations, rea-
sons for not receiving Pap smears, and specific ini-
tiatives that have been implemented and
evaluated in Vancouver to improve Pap smear
screening of urban First Nations women.
Recommendations and resources for family physi-
cians are summarized.

Rates of Pap smear screening
Method. Twenty-seven bands were selected to
examine the extent of Pap smear screening
among First Nations women by residence loca-
tion (living on or off reserves, city if off reserve);
these included 16 bands from the bands in the
first demonstration project that consented to par-
ticipate in this study and 11 bands randomly
selected from the remaining 180 BC bands.
Names and birth dates were provided by the
Department of Indian Affairs in Ottawa, Ont, for
women aged 18 to 69 years on the 1991 band
membership lists. These women’s names were
provided to the appropriate band and reviewed
by a band representative in early 1993 to discover
where the women resided. When residence was
unknown, the names and birth dates were linked
with the Medical Service Plan to determine the
geographic location of women using physician
services between April 1992 and March 1993.
To determine Pap smear screening rates,
records of names and birth dates were linked with
the CCSP registry for women with known resi-
dence. This computerized registry contains the
woman’s surname, given names, date of birth,
and date and result of each Pap smear for all
women in the province who received Pap smears
after 1976 and for those women with at least one
abnormal Pap smear result whose last smear was
done before 1976. Two matching levels were
used: an exact match requiring the same surname
and given names, and either the same birth day,
month, and year, or the same birth year but
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reversed day and month; and a likely match
requiring the same surname and given names,
and either the same birth year with different
month or day, or the same birth day and month
but birth year differing by no more than 5 years.
A coding system (SOUNDEX)'" was used to
account for different spellings of surnames.’

Women were classified as “current partici-
pants” in Pap smear screening when their last
Pap smear was within 3 years (1990 to 1992),
and as “ever participants” when there was any
record that they had had a Pap smear. Age-spe-
cific Pap smear screening rates were examined
separately for women residing on reserves, in
Vancouver, and outside reserves but elsewhere in
British Columbia. Most (92%) of the matches
between band lists and the CCSP registry were
exact matches and only 8% likely matches. No
significant difference was seen in screening rates
between the women of the 16 bands from the
first project and those of the 11 randomly select-
ed bands. Hence, Pap smear screening rates
were determined for First Nations women com-
bining women from all 27 bands, and both exact
and likely matches. Logistic regression control-
ling for age and the likelihood ratio test were
used to test for differences in screening rates by
area of residence.

Results. Residence information was obtained
from the 27 band representatives for 3469
women and from the Medical Service Plan for a
further 325 women. Residence location was
unknown for 498 (12%) women, who were there-
fore excluded from the analysis of both Pap smear
rates and reasons for not having a Pap smear.
However, their age-adjusted Pap smear rate was
similar to that for the final study group. The final
study group comprised 3794 First Nations
women: 1971 (52%) residing on reserves,
310 (8%) in Vancouver, and 1513 (40%) outside
reserves elsewhere in British Columbia. The
CCSP registry contained names of 3120 (82%) of
these women (ie, ever participants); 2285 (60%)
were current participants.

The age- and residence-specific Pap smear
screening rates for current and ever participants
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Table 1. Pap screening rates for participants in the CCSP among BC band-affiliated First Nations

women by age and location of residence
#

BC GENERAL
LIVING ON RESERVES VANCOUVER ELSEWHERE IN BC POPULATION

wn N 0 * ........... RATE (%) . NO* .......... RATE(%) N 0* ........... RATE(%) e

CURRENT PARTICIPANTS
18_19 ......................................... 62“08 ........... 57 .................... 8/18 ............. 4470/“0 ,,,,,,,,,, 64 ...................... e
....... 20-29445/5927573/11066385/5547089
....... 30-39394/5796866/8677261/4236290
....... 40-49164/3255137/6854132/2455480
....... 50-5986/2154010/214843/1283469
....... 60-6935/152232/72912/53 2354
....... Age_standardlzedratg&625884

EVER PARTICIPANTS
18-19 ......................................... 62/108 .......... 57 .................... 8/18 ............. 4471/110 .......... 65 ...................... [
....... 20_29501/5928598/11089457/554837
....... 30-39531/5799280/8693369/42387A
....... 40-49281/3258758/6885203/245837
....... 50-59158/2157415/217191/128717
....... 60_69107/152704/75726/53497
....... Age_standardlzedrate+848180

* Numeralor — number of women screened, denominator — number of women registered with study bands.

" Age standardized by direct method using the final study group as the referent population.

are presented in Table 1. The age relationship
for current participants was evident in all three
residence groups with much lower rates for
older women (P < 0.001). Although statistically
significant (P < 0.001), this age relationship was
less apparent for ever participants, as more than
80% of women between the ages of 20 and
49 years old (ie, childbearing years) had at least
one previous Pap smear. Fewer women older
than 50 years had a record of previous Pap
smear. The differences in frequency of screen-
ing among the three residence groups for both
current and ever participants were small, differ-
ing by only 3% to 4%, of borderline statistical

significance (P = 0.02 and P = 0.06, respec-
tively), and of little clinical significance.

Reasons for not having a Pap smear

Method. To understand First Nations wom-
en’s perceptions and experiences with Pap
smears and to obtain their suggestions about
ways to improve health care services, phenome-
nological methods were considered most
appropriate.'” Eleven women were interviewed
at least once by a trained First Nations woman
using a semistructured format. The purposive
sample of women agreeing to participate in the
study met the following criteria: resided in
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Vancouver, were between 18 and 69 years old,
and represented both current and ever partici-
pants in the CCSP.

Questions addressed specific aspects of the Pap

smear, as well as knowledge, beliefs, and practices
regarding health promotion and disease preven-
tion. All interviews were audiotaped and tran-
scribed. Content analysis was performed
according to Holsti"®* and Miles and Huberman'*
using “Ethnograph,” a program for the manage-
ment and analysis of text-based data."” Findings
were presented and discussed in three community
meetings with other First Nations women residing
in Vancouver to validate the findings and extend
understanding of the problem.'?
+ Results of both interviews and community
meetings were discussed with the community
advisory committee as they became available in
order to obtain advice on the project team’s inter-
pretation of the women’s suggested initiatives and
ways to implement them. This participatory
approach was deemed important to the overall
goal of the demonstration project'®: to bring
about change in health care services to First
Nations women so as to increase Pap smear
screening and subsequently reduce women’s mor-
tality rate from cancer of the cervix.

Results. Generally, the Pap smear was consid-
ered a subject not “brought out in the open, not
talked about” with family members and friends.
Women usually had their first examination with
no or limited knowledge about the test, being
caught in the health care system during child-
bearing years. The little they learned was from
their physicians at the time of their first gyneco-
logic examination.

Women’s knowledge was primarily related to
what they had to do and how the test was clini-
cally performed. They knew little about the can-
cerous process and the purpose of the Pap smear
(confusing it with a test for sexually transmitted
diseases) or its optimal frequency. Few women
mentioned the role of the Pap smear in detect-
ing precancerous changes or were able to
describe accurately the technical aspect of the
test (ie, obtaining cervical cells for subsequent
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microscopic examination). Some women
thought that the Pap smear was a prerequisite to
obtain birth control pills.

Overall, women reported being very embar-
rassed and uncomfortable, both psychologically
and physically, when having Pap smears, especial-
ly if examined by male doctors. Women related
these feelings to being taught to be modest about
“the sexual part” of the body and not to expose
themselves. Furthermore, women’s experiences of
physical and sexual abuse by men made them
“afraid to open up to any male.” Only a few
women indicated that they were “fearful and
scared” about the possible positive outcome of
the Pap smear. Although some women reported
that over time it became easier to have Pap
smears, most had to psychologically prepare and
remind themselves that “the test was for health
reasons only.”

First Nations women agreed that to improve
their participation in Pap smear screening they
needed more knowledge about the importance
and purpose of the test, information about the
results and reminders for subsequent tests, and
psychological preparation. In addition, having a
test performed by a female doctor or other health
care professional would be easier.

Another important finding concerned general
health beliefs of First Nations people. Prevention
is not a meaningful concept to them. Failure to
prevent a disease, even though the prescribed
activity is carried out, results in guilt and blame
whereas promoting one’s health, emphasizing a
sense of balance and holism, is meaningful.
Making choices for oneself and future generations
is central to their health promotion philosophy.
Women regarded the right to choose to have a
Pap smear and when to have it as critical to their
psychological preparation.

Demonstration project

These findings and suggestions made by women
during the interviews and community meetings
were used to develop several initiatives to target
First Nations women living in Vancouver’s East
Side, where most live. A visual image represent-
ing a positive health promotion approach and
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...caring

Figure 1. Poster developed as a specific initiative

First Nations Women

...sharing

Stay healthy...choose to have a regular Pap Test.

...growing stronger.

“I didn't understand what the Pap test was all about when I was young. But, once [ hit thirty
and I discovered I had a lesion, then I really realized how important it was to have the Pap test.
If I had not had it, | might not even be here today.” (First Nations woman)

Talk to a doctor or health nurse and arrange to have your regular Pap Test.
For more information call the Cancer Information Line at 879-2323 or 1-800-663-4242,

Available from the Canadian Cancer Society, British Columbia and Yukon Division.

linking urban and rural First Nations communi-
ties was created by a Salish artist to be used on all
educational and promotional material. A poster
(Fagure 1), an informational art card, and an edu-
cational follow-up pamphlet were developed. The
art card describes the Pap smear and answers
common questions, such as “Who needs a Pap
test?” “Why is cervical cancer much higher
among First Nations women?” and “Why is a
regular Pap test important?” The follow-up pam-
phlet explains common terms used to describe
Pap smear results and follow-up care and includes
illustrations of cell changes.

These materials were distributed to participat-
ing bands, Native Housing, First Nations health
and social agencies in Vancouver, and both

provincial and national representatives of the
Canadian Cancer Society. Evaluation of these
materials resulted in some text revisions.

Several articles were published in First Nations
community papers to provide general informa-
tion on cervical cytology screening. Community
meetings were held to provide general informa-
tion about the Pap smear and women’s health
and to encourage First Nations women to ask
questions.

To provide more culturally suitable choices, as
requested by some First Nations women, two
types of Pap smear screening clinics were set up
specifically for them. Both were drop-in or by
appointment. One was staffed by a female physi-
cian at the Vancouver Native Health Society,
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while the other was staffed by a midwife at a
Vancouver Health Department Unit. Both
employed First Nations staff as receptionists. To
date, attendance at these Pap smear screening
clinics has been sporadic. Although First Nations
women suggested the need for a specific First
Nations service for some women, many also stat-
ed that trusting relationships with their physicians
are more important. When the relationship is
trusting, they prefer to have their Pap smears
done by their family physicians.

Discussion .

Current Canadian recommendations for Pap
smear screening are that all women between ages
18, or after first sexual intercourse, and 69 be
screened at least once every 3 years.'” For this
reason, the group studied for rates of Pap smear
screening was restricted to First Nations women
18 years of age and older.

The extent of Pap smear screening was sub-
stantially lower among First Nations women
than among other British Columbia women,
regardless of residence location. Among current
participants, older women were less likely to
have been screened for cervical cancer, yet they
are at higher risk for invasive cancer of the
cervix. There were no meaningful differences in
Pap smear screening rates among First Nations
women residing on reserves, in urban
Vancouver, and off reserves elsewhere in British
Columbia. Two limitations that could influence
these screening rates included name changes,
which would hinder linkage with the CCSP reg-
istry, and missing residence location. To address
the first limitation, band representatives
reviewed band membership lists after linkages
were made to identify name changes, and this
information was used to correct linkages. To
address the second limitation, age-specific
screening rates for women with unknown resi-
dence were compared with those with known
residence, and the rates were similar. Hence
these limitations should not introduce notable
bias into the screening estimates.

The difficulties with Pap smears expressed by
First Nations women were similar among
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women living on reserves and in urban
Vancouver. Most women indicated that the
health care provider’s attitude, ability to provide
understandable information, and ability to
establish trusting relationships are crucial in
making the procedure more acceptable. Women
appreciated being informed about the results of
their Pap smears, even if they were normal;
many expected and waited for a reminder about
when their next screening test was due. Many
expressed the need for a positive approach
encouraging women’s choices for staying healthy
rather than for preventing cancer. The findings
from this study were similar to others with
respect to extent of Pap smear screening, mortal-
ity rates from cancer of the cervix, experiences
with and knowledge about Pap smears, and sug-
gestions for improving First Nation women’s
health, including early diagnosis of cancer of
the cervix, '8!

Implications for family physicians

Family physicians are important sources of infor-
mation and motivation for First Nations women
in their attempts to stay healthy. Focusing on
health promotion rather than disease prevention
is to be encouraged. Culturally appropriate edu-
cational materials, available from the Canadian
Cancer Society, British Columbia and Yukon
Division, include a poster, informational art card,
and educational follow-up pamphlet that have
proven to be important sources of information for
First Nations women. A tear-off sheet depicting
the female pelvic anatomy, suitable for making
personalized notes on during one-on-one testing,
is currently being tested by a sample of family
physicians in British Columbia.

First Nations women reported they appreciat-
ed being informed about the results of their Pap
smear and expected to be reminded when their
next screening test was due. In British
Columbia, the Pap smear report that is sent
from the CCSP to screening physicians includes
this information. Of utmost importance is ongo-
ing encouragement of regular Pap smear screen-
ing among First Nations women. Cervical

cancer mortality can be prevented and the
>
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health of First Nations women promoted by

culturally sensitive and knowledgeable
family physicians. n
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