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Cervical cancer: screening 
hard-to-reach groups

Eva Grunfeld, MD, MSc

Résumé

MALGRÉ L’IMPORTANCE INDISCUTABLE du dépistage du cancer du col utérin, une pro-
portion importante de Canadiennes ne passent pas, ou pas assez souvent, de tests
de dépistage. Il est vraisemblable que certaines de ces femmes répondront à de
simples stratégies de promotion du dépistage, mais ces stratégies pourraient se
révéler inefficaces pour les groupes difficiles à joindre celles les femmes âgées, les
autochtones, les pauvres et les immigrantes. Une meilleure connaissance des ob-
stacles spécifiques au dépistage pour chacun des sous-groupes susmentionnés
s’impose; la recherche qualitative peut dégager des connaissances précieuses à cet
égard. Les prestateurs de soins primaires sont un élément clé de la réussite de toute
intervention de dépistage, à l’intérieur ou non d’un programme formel de
dépistage. Pour la population en général, il faudrait privilégier les programmes
formels de dépistage; selon l’efficacité de ces programmes, on redirigera ensuite
des ressources présentement affectées à une population abondamment servie vers
les groupes difficiles à rejoindre.

At a time when much controversy surrounds different screening manoeu-
vres,1 screening for cervical cancer remains one of the few such manoeu-
vres with incontestable benefits.2,3 Despite a lack of evidence from random-

ized controlled trials, there is no dispute that screening for cervical cancer through
Papanicolaou (Pap) testing has resulted in a marked decrease in incidence and
mortality rates of cervical cancer.2–4 This is clearly a success story. Or is it?

Supporting the success of cervical screening are statistics from developed coun-
tries showing that since the introduction of the Pap test4 cervical cancer has
dropped from being a principal to a rare form of fatal cancer in women.3,4 How-
ever, this success is diminished by the fact that cervical cancer is still the principal
cause of death among women in most developing countries.4,5 Even in Canada, de-
spite a dramatic overall decrease in the rate of death from cancer of the cervix,2,3

the rate continues to be 6 times higher in the native population than in the gen-
eral population,6 and 50% of all women with invasive cancer of the cervix have
never had a Pap test.7 Furthermore, women who are underscreened or who have
never been screened are from the same groups as women who present with more
advanced disease8,9 and account for the majority of women who die from cancer
of the cervix.2,8,9 Moreover, although many women at high risk are underscreened
or never screened, there is substantial evidence that women at low risk are over-
screened.2,3,5,7

In this issue (page 521) Drs. Sharon K. Buehler and Wanda L. Parsons pre-
sent their evaluation of a simple low-cost strategy to increase compliance with
Pap testing among under- and never-screened women in Newfoundland. Such
initiatives are important: cervical cancer is one of the few cancers that we can
actually prevent through adequate screening.10

Who are underscreened or never screened?

Experience with cervical screening suggests that women who are targeted for
screening fall broadly into 3 groups. Women in the first group — which in
Canada represents most women11,12 — respond to screening if they are made
aware of its importance and benefits, and if it is made reasonably accessible
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(whether through a formal program or regular contact
with a primary care physician). Women in the second
group respond to a more proactive approach,13 such as the
call/recall system evaluated by Buehler and Parsons. Then
there is the third group: women who are hard to reach
with health promotion messages.

Taken as a whole, hard-to-reach candidates for screen-
ing represent a small proportion of Canadian women.
However, they form the majority in the very subgroups
that are most at risk of cervical cancer.11,14 Studies such as
the 1994 National Population Health Survey (NPHS)
consistently show that immigrant women, elderly women
and women of low socioeconomic status tend to be un-
derscreened or never screened.5,9,11,12 Although the NPHS
does not tell us anything about native women, data from
the Northwest Territories show that 52% of the target
population are inadequately screened and that there are
large variations between different ethnic and age groups.14

Targeting hard-to-reach women

The under- and never-screened women in Buehler and
Parsons’ study likely represent hard-to-reach groups. For
these women, as the authors point out, aggressive recruit-
ment strategies may be necessary. Creative strategies are
needed to identify barriers to screening and gain insight
into the needs of these women. Qualitative research may
be helpful in this regard. For example, interviews and fo-
cus groups involving under- and never-screened native6

and immigrant15 women revealed that although some of
the reasons for not being screened were related to health
care delivery and amenable to improvement (e.g., lack of
knowledge about the test or lack of continuity of clini-
cian), other reasons were embarrassment or feeling physi-
cally or psychologically uncomfortable (especially with
male physicians).6 These more complex barriers could
never be overcome by a simple call/recall strategy and
may explain why the intervention evaluated by Buehler
and Parsons was not successful.

Clearly, no single recruitment strategy will work for all
hard-to-reach women. It is likely that each subgroup has a
different reason for not presenting for a Pap test and re-
quires a different strategy.5,15 The literature shows that el-
derly women may feel they are not at risk or are unaware
of the benefits of screening;9 that immigrant women may
have language or other barriers to screening;5,15 and that
for other women it may be a question of their sense of
control over their own health.12 Despite our publicly fi-
nanced health care system, personal expenses can be an
important barrier to screening for women who are poor.16

Even with a formal screening program in place, special ef-
forts must be made to tailor recruitment strategies to
high-risk groups that are inadequately screened.2,5,7

The role of primary care providers

Buehler and Parsons hypothesize that the proportion
of under- and never-screened women in their study sam-
ple was smaller than provincial data predicted (15% v.
30%) because the physicians in the practices sampled
were particularly active in promoting screening. This is
a valid hypothesis. The pivotal role primary care
providers play in any screening intervention is widely
recognized.13 These providers can seize the moment for
opportunistic screening or promote regular screening
for women in their practices.2,7,9,13 Lack of continuing
care with a primary care physician has been identified as
one of the important risk factors for never having had a
Pap test.7,8,12 Regular contact with a nurse practitioner is
associated with regular screening among women from
some ethnic groups.8,9,14 Culturally sensitive recruiting of
women in Brazil to primary care resulted, within 1 year,
in a 30%–40% improvement in cervical screening rates
(Dr. Yves Talbot, Family Health Program, Brazil: per-
sonal communication, 1997).

Formal programs can certainly make important contri-
butions to the success of screening for cervical cancer.
They play an important role in establishing population-
based call/recall systems, standardizing high-quality
screening and follow-through, and collecting and collat-
ing surveillance data. However, they do not provide an-
swers for improving recruitment in hard-to-reach groups.
The evidence from Buehler and Parsons as well as oth-
ers8,13 is that proactive screening by primary care providers
can be as effective as a call/recall system, but that neither
alone will bring in hard-to-reach patients.2,7,13

Conclusion

One might wonder whether all this effort to improve
screening rates among hard-to-reach groups is worth it.
Cost-effective interventions are the order of the day. Al-
though it is estimated that up to 90% of invasive cancers
of the cervix could be prevented by regular Pap testing,2,3

cervical screening in Canada now suffers from the prob-
lem of diminishing returns: it has reached a plateau,7,12 and
greater resources are now needed to achieve small incre-
ments in recruitment rates.

The Ontario Ministry of Health recently made a clear
statement that efforts to increase recruitment rates are
worth while. The ministry will be introducing a formal
cervical cancer screening program in the province (as has
been done in BC and Nova Scotia7). One of the several
benefits of formal programs is that the savings they achieve
by reducing overscreening among women at low risk can
be channelled into efforts to reach women at high risk who
are underscreened or never screened.3 Such a transfer of
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resources can be expected to improve case-detection
rates — one of the best measures of the cost-effectiveness
of a screening manoeuvre.17 Furthermore, if the promise of
further reductions in cervical cancer rates is realized, the
savings from primary treatment and long-term care of
women with invasive cancer of the cervix would quickly
result in a net cost savings to the health care system.2,3

Dr. Grunfeld’s work is supported in part by a Career Scientist
Award from the Ontario Ministry of Health. The views ex-
pressed in this article are the author’s and not necessarily those
of the ministry.
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