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Abstract

Background: Approximately one-half of cervical cancer cases in the United States occur in underscreened or
never-screened women. We examined predictors to completing Papanicolaou (Pap) testing and whether a
positive human papillomavirus (HPV) self-collection result affects Pap testing adherence among underscreened
women.
Materials and Methods: Low-income women aged 30–65 years who reported no Pap testing in ‡4 years were
recruited in North Carolina. Knowledge, attitudes, and barriers regarding cervical cancer and Pap testing were
assessed by telephone questionnaires. We mailed self-collection kits for HPV testing and provided information
regarding where to obtain affordable Pap testing. Participants received $45 for completing all activities. We
used multivariable logistic regression to assess the predictors of longer reported time since last Pap (‡10 vs. 4–9
years) and of completion of Pap testing following study enrollment (follow-up Pap).
Results: Participants (n = 230) were primarily black (55%), uninsured (64%), and with £high school education
(59%). Cost and finding an affordable clinic were the most commonly reported barriers to screening. White
women and those with £high school education reported longer intervals since last Pap test. Half of the
participants reported completing a follow-up Pap test (55%). Women with a positive HPV self-collection were
five times more likely to report completing a follow-up Pap test than those with negative self-collection (odds
ratio = 5.1, 95% confidence interval 1.4–25.7).
Conclusions: Improving awareness of resources for affordable screening could increase cervical cancer
screening in underserved women. Home-based HPV self-collection represents an opportunity to re-engage
infrequently screened women into preventive screening services.
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Introduction

W idespread cervical cytology screening by Papa-
nicolaou (Pap) testing has dramatically reduced cer-

vical cancer mortality in the last half century in the United
States.1 Despite the overall reduction in cervical cancer

mortality due to national screening programs, racial and
ethnic minorities and medically underserved women still face
a higher risk of dying from cervical cancer in the United
States.2

Cervical cancer incidence and mortality rates are higher in
geographical areas with relatively higher poverty and lower
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educational level.3 In North Carolina, counties with lower
economic prosperity have a higher incidence of and mortality
from invasive cervical cancer.4 National surveillance data
show that women with higher educational attainment are more
likely to report having had a Pap test within the past 3 years.5

Other structural and intrapersonal factors are also barriers to
cervical cancer screening, including time constraints, lack of
insurance coverage, lack of health care access, difficulty with
transportation, discomfort, cancer fatalism, and cultural con-
cerns.6–13

Although the prevalence of insufficient cervical cancer
screening varies worldwide, 81% of U.S. women in 2013
self-reported completing a Pap test in the preceding 3 years,
whereas only 62% of uninsured women had been screened
according to these national screening recommendations.5,14

In North Carolina, 60% of Medicaid-enrolled women aged
21–64 years were screening compliant,15 well below the
Healthy People 2020 objective of 93%.16 While self-reported
cervical cancer screening shows few differences between
white and minority women,17 errors in overreporting of Pap
testing are common among all women, particularly among
minority women.18 which may account for much of the dis-
parities in cervical cancer morbidity and mortality.2

Testing for infection with high-risk (oncogenic) human
papillomavirus (HPV) is significantly more sensitive than
Pap test alone for the detection of high-grade cervical pre-
cancer14 and has the potential to reduce the burden to patients
and health care systems by allowing for a 5-year interval
between screenings.14 However, in the United States, HPV
testing is approved for clinical use only when conducted on
cervical samples collected by a trained provider, which must
be collected during pelvic examination, therefore presenting
similar barriers as Pap testing.14 HPV testing on self-collected
samples has been shown to be as sensitive as testing on provider-
collected samples and may increase screening coverage
among underscreened women.19

Few studies in the United States have assessed predictors
of Pap test completion specifically among populations of
low-income women who are overdue for cervical cancer
screening.20–23

Data are currently needed to further identify barriers to,
knowledge of, attitudes toward, and predictors of Pap testing
among women with an infrequent history of Pap test screen-
ing, a population at elevated risk for developing invasive
cervical cancer. Approximately half of cervical cancers di-
agnosed in the U.S. are in women never or infrequently
screened,24 and the longer a woman goes without screening,
the greater her risk for developing invasive cervical cancer.1

Therefore, we present data among low-income infre-
quently screened women in North Carolina to identify bar-
riers, knowledge, attitudes, and predictors of cervical cancer
screening among low-income women overdue for screening.
Primary study outcomes were to assess the predictors of
longer time since last Pap testing (‡10 vs. 4–9 years) and of
completing in-clinic Pap testing after receiving HPV results
from home-based self-collected samples.

Materials and Methods

Phase 1 of the My Body My Test study (MBMT-1) was
conducted to determine the acceptability and feasibility of
conducting mail-based self-collection for HPV testing for

cervical cancer screening among infrequently screened wo-
men in North Carolina, as previously described.25 A total of 10
counties were included: Wake, Durham, Harnett, Guilford,
Wayne, Cumberland, Robeson, Richmond, Hoke, and
Scotland. Complete study methods have been described in
detail elsewhere25 and are summarized below.

Study participants

Women were eligible to participate if they were between
the ages of 30 and 65 years, reported not having had a Pap test
in 4 years or more, were not pregnant, and were of low income
(income at or below 200% of the poverty level). We con-
ducted recruitment through a variety of outreach efforts, in-
cluding referral from the United Way (Cary, NC) 2-1-1 social
assistance hotline, newspaper advertisements, and posters
and postcards placed in agencies and businesses serving low-
income populations. At the end of noncrisis calls with female
callers, United Way 2-1-1 staff gave brief information about
the study, asked simple eligibility criteria questions, and as-
certained interest in receiving a self-collection kit. If the caller
met initial eligibility criteria and expressed interest, she was
referred to the study hotline to receive more information
about the MyBodyMyTest study hotline and complete full
eligibility screening.

Procedures

Participants were mailed a kit to self-collect a cervi-
covaginal sample at home and mail it back for HPV DNA
testing (‘‘self-collection’’). When HPV self-collection results
were ready, agents at a call center run by the American
Sexual Health Association (ASHA) contacted participants by
phone to conduct a 20- to 25-minute ‘‘acceptability’’ ques-
tionnaire assessing factors including knowledge about HPV
and cervical cancer, attitudes toward the self-collection and
Pap testing, health history, and barriers to completing self-
collection or Pap test. HPV self-collection results were ver-
bally provided to participants near the end of this accept-
ability questionnaire. At the end of this phone call, participants
were encouraged to complete an in-clinic Pap test and provided
with information on local clinics providing free or low-cost Pap
testing. After the participant self-reported completing an in-
clinic Pap test by returning a postcard, or after 2 months without
the participant reporting a Pap test, a ‘‘follow-up’’ question-
naire was administered by phone. Women who completed all
study components received $45 in incentives: $30 for returning
the self-collected sample and completing the acceptability
questionnaire, $10 for completing an in-clinic Pap test, and $5
for completing the follow-up questionnaire.

The institutional review boards at the University of North
Carolina at Chapel Hill and at East Carolina University ap-
proved the study.

Measures

The questionnaires contained ordinal, categorical, and
Likert scale items. Time since last Pap test was based on
participant responses to the acceptability questionnaire item,
‘‘When was your last Pap smear?’’ The term ‘‘Pap smear’’
was used in the questionnaire, given that pilot testing showed
this wording to be more familiar to women than ‘‘Pap test.’’
Follow-up Pap test completion was determined by self-report
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during the acceptability or follow-up questionnaire or by
returning a postcard reporting that the participant had com-
pleted a Pap test during the study.

Barriers to Pap testing were assessed by the open-ended
question, ‘‘What are some reasons that you’ve not had a Pap
smear recently?’’ with multiple responses permitted. Similar
responses to this question were categorized for analysis. The
acceptability questionnaire contained several closed-ended
Likert scale questions eliciting the degree to which women
perceived specific barriers, for example, ‘‘How hard do you
think it would be to find a doctor or clinic that would give you a
Pap smear?’’ For analysis, responses to these questions were
dichotomized in the following manner: ‘‘not hard at all’’ versus
‘‘somewhat hard/very hard,’’ ‘‘strongly agree/somewhat agree’’
versus ‘‘somewhat disagree/strongly disagree,’’ and ‘‘very
likely/somewhat likely’’ versus ‘‘very unlikely/somewhat
unlikely.’’ Responses of ‘‘Do not know’’ and ‘‘Other’’ and
missing data were excluded in calculation of p-values, al-
though these counts and percentages are included in tables
to aid interpretation.

Data analysis

Chi-square and Fisher’s exact tests were used to assess
differences in sociodemographic characteristics, barriers, and
other factors of interest by time since last Pap test and by Pap
completion. Odds ratios (ORs) and 95% confidence intervals
(95% CI) were computed to identify predictors of (1) not
having a Pap test in ‡10 years versus 4–9 years and (2) re-
porting completing a follow-up Pap test. Previous studies
have defined ‘‘rarely screened’’ based on cutoffs of time
since last Pap ranging from ‡5 to ‡9 years.26–28 We used a
cutoff of ‡10 years to assess for predictors of notably longer
intervals since last screening.

Both logistic models included participant characteristics
listed in Table 1 (participant age, HPV self-collection result,
race, and educational level), and barriers presented in Table 2
(locating a clinic to obtain a Pap test, locating an affordable
clinic to obtain a Pap test, locating childcare, taking time off
work, and miles to clinic). Items in Table 3 that may influence
obtaining a Pap test were also included, for example, ‘‘In the
past year, has a doctor said you should get a Pap smear?’’ and
‘‘How likely are you to get a Pap smear in the next 3
months?’’ Logistic regression models adjusted for potential
confounding variables simultaneously. Insurance status was
not included in final logistic regression analysis since more
than 70% of women were uninsured or of unknown insurance
status. No collinearity in the final model was detected.

Among 429 women who met the eligibility criteria to
participate, 227 women (53%) returned a self-collected
sample and completed the acceptability questionnaire and 3
women (1%) completed the acceptability questionnaire
without returning a self-collected sample. Women who re-
turned a self-collected sample received their HPV results by
phone during completion of the acceptability questionnaire.
Of these 230 women, 68 women (30%) reported no cervical
cancer screening in the last 4 years and were unable to report
the exact time since prior screening; thus, a total of 162
women were included in the analysis of time since last Pap
test (Fig. 1). The 68 women omitted from subsequent time
since last Pap test analyses did not differ significantly from
those who remained in the analysis with respect to demo-

graphic characteristics (data not shown). Of the 230 women
who completed an acceptability questionnaire, an additional
6 women were excluded from analysis for Tables 2–4 due to
missing data for the presented variables. Of the 230 women
who completed an acceptability questionnaire, 145 started
the follow-up questionnaire and are included in analysis of
completion of follow-up Pap test (Fig. 1). Tests were two-
tailed with statistical significance defined by p < 0.05 using
SAS version 9.3.

Results

Study participants

Eighty-one percent (132/162) of participants reported that
their last Pap test was 4–9 years before, and 19% (30/162)
reported completing their last Pap test ‡10 years before study
participation (Table 1). Four women (2.5%) reported having
never obtained a Pap test.

Most women were uninsured (64%), had a high school
education or less (59%), and had a household income under
£$20,000 annually (76%). Over half (55%) of the participants
were non-Hispanic black women. Approximately 14% were
self-collection positive for HPV infection. There were no
significant differences in sociodemographic characteristics
between women who reported 4–9 years versus ‡10 years
since their last Pap test or between women who reported
completing and reported not completing a follow-up Pap test
(Table 1). Women who tested HPV self-collection positive
were more likely to complete a follow-up Pap test (82%) than
those who tested negative (51%), p = 0.01.

Attitudes and barriers to getting a Pap test

The most frequently reported barriers to Pap testing were
cost of Pap testing (28%), lack of health insurance (8%), lack
of time (8%), and low priority of getting screened (7%)
(Table 2). Fear, lack of provider, and limited transportation
were less commonly identified barriers to Pap testing. About
one-quarter of the participants reported that locating a clinic
to obtain a Pap test was somewhat hard or very hard (27%),
yet over half reported that locating an affordable clinic was
somewhat hard or very hard (51%) (Table 2). Approximately
22% of women reported that taking time off from work was
somewhat or very hard (22%), whereas 53% responded that it
was ‘‘not hard at all’’ and 23% did not work. A smaller
proportion of women (15%) said that finding childcare was
somewhat hard or very hard, 43% that it was ‘‘not hard at
all,’’ and 41% of women had did not have children or their
children were grown. Most women (71%) reported that they
lived 10 miles or less from a clinic. Overall, no significant
differences in barriers were found between women with a last
reported Pap test of 4–9 years compared with ‡10 years.

Seventy-nine women (55%) reported completing a Pap test
since enrolling in the study (Table 2). There were no statis-
tically significant differences in barriers reported between
women who completed a follow-up Pap test and those who
did not.

Knowledge, beliefs, and behaviors regarding
Pap testing

Most participating women were aware that HPV infection
can cause abnormal Pap tests (58%), and almost all (95%)
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somewhat agreed or strongly agreed that they trusted Pap
tests to find cervical cancer when it is still treatable (Table 3).
Although participants reported a median of 3 visits to a health
care provider in the past year (data not shown), of 164 who
reported at least one visit to a provider, most (64%) reported
not having received a physician recommendation for a Pap
test during that time. Approximately one-third (34%) of
women reported that they tried to get a Pap test in the past
year but were unable to get one. Although 69% of women
reported on the acceptability questionnaire being somewhat
likely or very likely to get a Pap test in the next 3 months,
there was no difference in reported Pap test intentions be-
tween women who did and did not report completing a
follow-up Pap test (Table 3).

The North Carolina Breast and Cervical Cancer Control
Program (NC-BCCCP) is a federally funded program that
provides free or low-cost breast and cervical cancer screening
and treatment services to uninsured women who earn at or
below 250% of the poverty line. Only 22 (14%) of uninsured
participants had heard of the program, although these women
were likely to be eligible for this program (data not shown).
There was little variation in reported attitudes toward and
beliefs about Pap tests between women with a last Pap test 4–
9 years versus ‡10 years before or between women who re-
ported completing a Pap test while participating in the study
compared with those who did not (Table 3).

Predictors of interval since last Pap test
and of completion of follow-up Pap test

Table 4 presents the predictors of longer intervals since
previous Pap test (‡10 years vs. 4–9 years) and of reporting
completion of a follow-up Pap test. Significant predictors of
‡10 years since previous Pap test were being non-Hispanic
white (OR = 4.8, 95% CI: 1.5–16.7 vs. non-Hispanic black)
and having a high school education or less (OR = 3.6, 95% CI:
1.1–13.9 vs. some college). Other barriers may be associated
with ‡10 years since last Pap test, although these estimates
were relatively imprecise.

Receiving a positive HPV self-collection result was a
predictor of completing a follow-up Pap test (OR = 5.1, 95%
CI: 1.4–25.7). Need to travel 11 miles or more to get a Pap
test was positively associated with completing a follow-up
Pap test, although significance was borderline (OR = 3.6,
95% CI: 1.0–14.2).

Discussion

Among 230 women in North Carolina with infrequent
cervical cancer screening histories, cost and lack of health
insurance were the most commonly reported barriers to cer-
vical cancer screening. While most participants reported that
it was not hard to locate a clinic to be screened for cervical
cancer, over half reported that it was hard to find an afford-
able clinic. Most women were aware that HPV is a risk factor
for cervical cancer and trusted Pap tests to catch cervical
cancer while it can still be treated. White non-Hispanic wo-
men and those with a high school education or less were more
likely to report a longer interval since their previous Pap test
(‡10 vs. 4–9 years).

Our findings that women who received an HPV-positive
self-collection result were more likely to report completing a
Pap test than those with an HPV-negative result suggest that
self-collection HPV-positive status motivated subsequent in-
clinic screening. While our study was not designed to allow
for detailed assessment of self-collection HPV results as a
motivator for in-clinic screening, our findings are consistent
with other studies that found relatively high clinic attendance
among underscreened women with positive HPV results from
self-collection.29,30 For example, studies in Europe found
87%–95% attendance at in-clinic follow-up among women
with a positive HPV result from home self-collection.31,32 A
randomized control trial with underscreened women in North
Carolina is currently underway, which will evaluate com-
pletion of in-clinic screening among self-collection HPV-
positive women in more detail (NCT02651883).

Low-income underscreened women face multiple barriers
to completion of in-clinic cervical cancer screening. Our
finding that women with lower educational levels were more
likely to have a longer interval since their last Pap test is
consistent with previous studies that found that relatively less
educated women were less likely to obtain Pap testing
compared with those with more education.22,33,34 In our study
population, non-Hispanic white women were more likely to
report longer intervals since their last Pap test compared with
non-Hispanic black women. This finding is consistent with
national survey data finding somewhat higher self-reported
rates of screening in the previous 3 years among black wo-
men compared with white women.35 However, in contrast,
one study that compared self-reported screening history with

FIG. 1. Flow diagram of participants in study of infre-
quently screened women in North Carolina.
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medical records found overreporting among all women, but
particularly high overreporting among black and Hispanic
women, with adjusted screening rates estimated as low as
58% among black women compared with 73% among white
women.18 It is important to note that mortality from invasive
cervical cancer is highest among black women, making them
overall a higher risk group for adverse outcomes compared
with white women.36

Our finding that the cost of screening was a major barrier is
consistent with previous studies among primarily low-income

white women in Appalachia (aged 40–64 years),8,22,23 women
residing in public housing,37 and low-income black women in
the American South,38,39 who commonly reported financial
circumstances, including lack of health insurance, as a barrier
to screening.

HPV self-collection alone, however, does not remove cost
as a primary barrier to in-clinic follow-up screening. Cost and
lack of insurance were the most commonly reported barriers
to screening, and more than half of our study population was
uninsured, calling attention to the need to make all steps of

Table 4. Predictors of Longer Interval Since Last Pap Test and Completing a Pap Test During the Study

‡10 years since last Pap testa Completed Pap test during studyb

OR (95% CI) OR (95% CI)

N = 162 N = 143

Age (years)
‡45 Reference Reference
<45 1.4 (0.4–4.7) 0.5 (0.2–1.2)

HPV DNA self-test result
Negative Reference Reference
Positive 1.5 (0.3–6.4) 5.1 (1.4–25.7)

Race
Black Reference Reference
Non-Hispanic white 4.8 (1.5–16.7) 0.6 (0.2–1.6)
Other racec 0.7 (0–6.3) 1.6 (0.3–10)

Educational attainment
Some college Reference Reference
£GED/HS 3.6 (1.1–13.9) 1.3 (0.5–3.2)

In the past year, has a doctor recommended a Pap smear?
No Reference Reference
Yes 0.4 (0.1–1.3) 0.8 (0.3–2.0)

How likely are you to get a Pap smear in the next 3 months?
Unlikelyd Reference Reference
Likely 0.4 (0.1–1.3) 0.4 (0.2–1.2)

How hard do you think it would be to find a doctor or clinic that would give you a Pap smear?
Not harde Reference Reference
Hard to find a doctor 1.7 (0.5–6.2) 0.6 (0.2–1.9)

How hard do you think it would be to find a doctor or clinic where you can afford a Pap smear?
Not harde Reference Reference
Hard 0.2 (0.1–0.9) 0.6 (0.2–1.8)

How hard do you think it would be to find someone to watch your children so you could get a Pap smear?
Hard to find childcare Reference Reference
Not hard to find childcaree 0.5 (0.1–2.6) 0.5 (0.1–2.3)
Do not have children or children grown 0.5 (0.1–2.8) 0.9 (0.2–4.3)

How hard do you think it would be to take time off work to get a Pap smear?
Hard to take time off worke Reference Reference
Not hard 1.9 (0.4–10.9) 2.0 (0.6–6.6)
Do not work 2.0 (0.4–11.9) 1.2 (0.3–4.6)

About how many miles did you travel from home to work to get a Pap smear?
<5 miles Reference Reference
5–10 miles 0.5 (0.1–2.1) 1.7 (0.6–4.6)
‡11 milesf 2.3 (0.6–9.5) 3.6 (1.0–14.2)

Logistic regression model adjusted for all variables simultaneously.
aReferent group is women who obtained a Pap test 4–9 years ago, n = 132.
bReferent group is women who did not complete a Pap test during the study, n = 64.
cOther race includes Asian, American Indian or Alaska Native, Hispanic, and multiple races.
d‘‘Very unlikely’’ and ‘‘somewhat unlikely’’ were combined. ‘‘Somewhat likely’’ and ‘‘very likely’’ were combined.
e‘‘Somewhat hard’’ and ‘‘very hard’’ were combined.
f‘‘11 to 20 miles’’ and ‘‘more than 20 miles’’ were combined.
CI, confidence interval; OR, odds ratio.
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the care continuum—HPV self-collection, in-clinic screen-
ing, follow-up diagnostics, and treatment, when needed—
affordable and accessible to all women. Given that 18% of
HPV-positive women in our study reported not having
completed follow-up Pap testing, additional efforts are nee-
ded to assist some high-risk women to overcome barriers.

Some of our findings were not consistent with other studies
of barriers to cervical cancer screening. We found that dif-
ficulty taking time off from work was not a significant pre-
dictor of longer interval since last screening or of completing
a follow-up Pap test, which may be because our medically
underserved women faced relatively more barriers overall
than the general female population, and one-quarter of our
participants reported not working. Previously reported evi-
dence as to whether employment status predicts cervical
cancer screening adherence has been mixed, possibly due to
differing definitions of employment status between stud-
ies.22,37 Attitudes such as fear, discomfort, or embarrassment
were not commonly reported as barriers to screening among
participants in our study, although such factors have been
identified in other U.S. studies.7,39 Although lack of trust in
screening has previously been identified as a barrier to cancer
screening,40 most of our participants (95%) trusted screening
to find cervical cancer when it is still treatable, which was
similar in another survey of North Carolina women (92%).41

Our finding that women living or working 11 or more miles
away from a clinic were more likely than those living or
working fewer than 5 miles away to report completing follow-
up screening is difficult to interpret. A possible explanation is
that car ownership, a factor we did not measure, may be greater
in women living farther from a clinic compared with those who
live closer to a clinic to obtain screening. Measurement of time
and cost to travel to a clinic may be a better measure of the
barrier of transportation in future studies.42

Two of our findings were somewhat concerning with re-
gard to missed opportunities to access existing resources.
One noteworthy finding was that most participants reported
not being aware of the NC-BCCCP screening program, al-
though the majority would have been eligible to receive free
or low-cost cervical cancer screening through this program.
Interventions designed to increase awareness of and facilitate
access to the NC-BCCCP program could improve screening
coverage in this higher risk group. Second, the most common
predictor to obtaining a Pap test is physician recommenda-
tion,38,39 but 64% of our participants who reported at least
one visit to a health care provider in the past year also re-
ported that they did not receive a physician recommendation
for a Pap test during that time period.

The main strength of this study is the identification and
recruitment of a population of low-income women overdue
for cervical cancer screening residing in both urban and rural
areas of the southeastern United States. We used multiple
recruitment strategies to identify and recruit these hard-to-
reach infrequently screened women from diverse settings.
Comprehensive telephone questionnaires collected detailed
information on attitudes and barriers from this high-risk
medically underserved population. Furthermore, we pro-
vided participants with clinic information to obtain a low-
cost Pap test and tracked completion of follow-up Pap testing.

In terms of study limitations, women self-selected for entry
into the study by responding to recruitment advertising;
therefore, this study population may have been more moti-

vated to be screened for cervical cancer than the general
population of North Carolina women overdue for cervical
cancer screening. Conduct of enrollment and study activities
by phone may have biased the sample toward women who
owned phones, although some participants reported that they
used the phone of a friend or relative. Determination of Pap
test completion by self-report, rather than by medical record
review, is a potential study limitation. Completion of a Pap
test was incentivized with a $10 gift card, which may have led
to potential overreporting of in-clinic Pap attendance. Loss to
follow-up of some participants between enrollment and
completion of the follow-up questionnaire further limited our
ability to assess whether reported Pap completion rates were
representative of the entire recruited sample. Our finding of
few significant differences in reported barriers between the
analyzed groups may be due to our inclusion of only infre-
quently screened women, as these women were more likely to
experience barriers to preventive screening than the general
population of women eligible to be screened.

Most rarely screened women surveyed had accurate knowl-
edge about the effectiveness of cervical cancer screening, yet
were largely unaware of where to obtain affordable screening.
Thus, outreach efforts to this high-risk population, including
basic education on the importance of cervical cancer screening
and connection to affordable services, may have the potential to
increase the uptake of screening. Improving awareness of the
NC-BCCCP program, in particular, may increase the use of
Pap test services among uninsured women. However, many
women in our study did not complete Pap testing even after
receiving information on affordable screening options, indi-
cating that awareness alone is likely to be insufficient and
additional support may be needed to address other barriers.
The $10 incentive for completing a Pap test, although small,
may have helped some women by supporting the cost of
transportation or clinic fee.

Community health workers and lay navigation staff could
also be instrumental in navigating and supporting never or
infrequently screened women to access preventive screening
services, a process that has proven successful to engage
women in screening services in other settings.43 Women with
less than a high school education emerged as a special pop-
ulation to target in future efforts to improve adherence to
cervical cancer screening recommendations. Given that wo-
men with home-collection HPV-positive results were notably
more likely to obtain in-clinic Pap testing, our results further
support the use of home-based HPV self-collection as a
means to engage infrequently or never-screened women into
preventive screening services.
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