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SYNOPSIS

Objectives. Family planning (FP) clinics are important access points for cervical 
cancer screening and referrals for follow-up care for abnormal Papanicolaou 
(Pap) smears for a substantial number of U.S. women. Because little is known 
about referral and facilitation practices in these clinics or client action based on 
referrals, we sought to determine FP provider referral and facilitation prac-
tices when seeing FP clients with abnormal Pap smear results, and FP client 
follow-up for abnormal Pap smears due to FP provider referrals.

Methods. We conducted a mail survey of Medicaid-enrolled FP providers in 
Arkansas and Alabama, and conducted a telephone survey with a sample of FP 
clients of those providers responding to the provider survey.

Results. Major provider factors associated with referral included rural location, 
health department and clinic institutional setting, large Title X practice/clinic 
size, and high FP clinic focus. Major factors associated with facilitation included 
rural location, non-physician specialty, health department and clinic institutional 
setting, and small Title X clinic size. Of women reporting abnormal results, 
62.4% reported follow-up care. Of those who received follow-up care, 40.0% 
received some care and a referral from their FP provider. A major factor associ-
ated with clients seeking follow-up care was being told by their FP provider 
where to go for follow-up care. Age was a major factor associated with clients 
actually obtaining follow-up care.

Conclusions. Where follow-up care is not available at the FP site, referrals are 
critical and are a major factor associated with whether women seek care for the 
condition. Interventions to increase follow-up rates should focus on provider 
and system features, rather than clients. 
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A substantial number of U.S. women of childbear-
ing age (15–44 years) receive family planning (FP) 
services through two federally supported programs: 
Title X and Medicaid FP demonstration programs.1,2 
These programs provide contraceptive services and 
FP-related counseling to low-income and uninsured 
women, as well as access to screenings for many sexual 
and reproductive health conditions, including Papani-
colaou (Pap) smears to detect preinvasive lesions and 
invasive cervical cancer. Results from normal Pap 
smears are reported as negative for lesions or malig-
nancy, epithelial cell abnormality, or other (when 
there are no cell abnormalities but findings indicate 
increased risk).3 Women receiving abnormal results 
are given follow-up diagnostic recommendations that 
range from repeat Pap smears at six and 12 months, to 
colposcopic examination (with or without endocervical 
sampling), to human papillomavirus DNA testing, to 
loop electrosurgical excision.4 

Early detection from Pap smears leading to treat-
ment has been credited with dramatically reducing 
deaths from cervical cancer during the last half centu-
ry.5 Title X and FP waivers do not cover treatment for 
cervical cancer; however, un/underinsured and low-
income women diagnosed with precancerous lesions 
or cervical cancer may be able to access treatment 
coverage through state Medicaid plans as a result of a 
2000 federal law that permits states to expand Medicaid 
programs for such treatment.6 

In 2004, 84% of U.S. women (18 years of age) 
reported having a Pap smear within the preceding three 
years.7 Despite high rates of screening and reduced 
mortality, many women do not follow up after receiv-
ing abnormal Pap smear results. A review of follow-up 
adherence studies conducted between 1985 and 1999 
found that an estimated 15% to 42% of women did not 
seek follow-up care for abnormal Pap smears.8

A number of studies have been conducted to identify 
factors associated with women following up on abnor-
mal Pap smears. In 2007, Eggleston and colleagues 
published a comprehensive review of 26 published 
studies conducted between 1990 and 2005, which iden-
tified factors associated with following up on abnormal 
Pap smear results. Although the 26 studies defined the 
term “adherence” differently, they all represented a 
patient following through with additional diagnostic 
or treatment recommendations made in response to 
abnormal Pap smear results. 

Individual factors moderately to strongly associated 
with follow-up adherence to abnormal Pap smears 
included minority race/ethnicity (African American 
and Asian), knowledge/understanding of the Pap 

smear and results, and severity of the results. The stud-
ies found cost of care to the patient as one reported 
barrier to follow-up adherence, and some, but not all 
of the studies suggested an association between private 
health insurance coverage and follow-up. Psychosocial 
factors moderately to strongly associated with follow-up 
adherence included social support and marital status. 
Health-care system factors having a moderate to strong 
association with adherence included enhanced pro-
vider-patient communication, on-site colposcopy, and 
referral facilitation activities (e.g., follow-up appoint-
ment reminders). The studies found no significant 
difference in adherence based on clinician specialty or 
the type of facility to which the referral was being made. 
No studies identified through this review investigated 
adherence rates based on the type of health-care site 
providing the referral (e.g., public health clinic vs. 
private physician office).9 

The Eggleston et al. review indicated that most 
studies investigating factors associated with adher-
ence focused primarily on patient characteristics, 
with few studies conducted to identify clinicians and 
health-care facility characteristics associated with 
adherence.9 Furthermore, very little research has 
investigated the specific referral practices and facilita-
tion activities of FP providers and the characteristics 
of adherent women receiving referrals through FP 
clinics. One known study set in an FP clinic found 
that unmarried, less educated, younger women with 
fewer health problems were less likely to adhere to 
follow-up recommendations.10 

Our study focused on a population of women with 
public funding for FP services only, and the array of 
providers, including FP-focused clinics (many based 
in public health departments11) and private physicians 
participating in Medicaid, who provide FP services to 
this population. Publicly funded FP clinics are highly 
focused on providing preventive care12 and are less 
likely than other providers to offer other sexual and 
reproductive health services (such as colposcopy) or 
primary care services.13–15 Other settings may offer these 
services but require payment out of pocket or with 
insurance before they can be provided. They may refer 
patients with abnormal Pap smears to other providers 
who can offer follow-up services to patients without 
financial resources. 

This article explores the various policies regarding 
follow-up for abnormal Pap smear maintained by this 
array of providers, and the impact that the reported 
actions of FP providers has on patients’ decisions to 
seek follow-up care when they report having received 
an abnormal Pap smear. 
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METHODS

To collect information about referral practices and 
facilitation activities of FP providers and follow-up 
adherence to referrals for care for an abnormal Pap 
smear, we fielded two surveys: (1) a mailed survey sent 
to all Medicaid-enrolled providers in Arkansas and 
Alabama (as identified through provider lists obtained 
from the respective state Medicaid agencies), and (2) 
a telephone survey with women receiving FP services 
from providers who returned the provider survey. We 
sent the mail survey to all FP providers in Arkansas 
and Alabama. We stratified the client sample based 
on whether the responding provider had scored above 
or below the median on the weighted summary score 
regarding extent of facilitating referrals. 

Provider survey 
The provider survey asked providers about their 
referral practices, facilitation activities, and referral 
resources for follow-up care for abnormal Pap smears, 
as well as for nine other non-FP health conditions 
(data not shown in this article). Facilitation activities 
included identification of clients’ usual primary care 
provider, providing contact information on referral 
provider, writing a referral, calling referral provider, 
making the referral appointment, reminding client of 
appointment, arranging transportation, following up 
with referral provider, and following up with the cli-
ent. Using a scale of 1 to 5, with 1 indicating “always 
engages in activity” and 5 indicating “never engages 
in activity,” we asked providers to indicate the extent 
to which they engaged in each of these facilitation 
activities should they decide to refer a patient with 
abnormal Pap smear results. 

To ease interpretation, during the analysis phase, 
we inverted the facilitation score so that a higher 
score represented more engagement in facilitation 
activities and a lower score represented less engage-
ment in facilitation activities. We created a facilitation 
score based on the sum of facilitation activities used 
with women receiving abnormal Pap smears (ranging 
from 9 to 45, with a high facilitation score indicating 
the maximum of “almost always engages” in all facili-
tation activities). The survey asked providers if there 
were any local providers who would accept referrals for 
abnormal Pap smears for patients who have difficulty 
paying for care, and, if such local providers existed, 
whether they had a professional relationship with those 
providers. Additionally, we asked providers about their 
concern regarding patient competence to adhere to 
referrals and systemic barriers to adherence, as well as 
demographic and practice characteristics.

We pretested and revised the survey before mailing 
it in May 2006 to all Medicaid-enrolled FP providers 
in Alabama and Arkansas, whose names and addresses 
were provided by the respective state Medicaid offices. 
Following the Tailored Design Method for mail 
surveys,16 we made up to five attempts to encourage 
participation of nonresponding providers. Data collec-
tion ended in September 2006. Prior to mailing the 
survey, we distributed a press release to media outlets 
and provider organizations to inform providers of the 
survey and its purpose. 

Twenty-six percent (n459) of all Medicaid-enrolled 
FP providers (n1,743) in Arkansas and Alabama 
returned completed surveys. The response rate for 
public clinic-based providers was higher (59%) than 
for office-based physicians (22%).

Client survey 
The client survey asked clients of survey-responding 
FP providers about their use of and satisfaction with 
Medicaid FP waiver services, the presence of non-FP 
health conditions (presented as a list from which the 
respondent selected as many conditions as applied), 
whether they discussed these non-FP conditions with 
their FP provider, and whether their FP provider made 
a referral for the health condition and facilitated the 
referral. Additionally, we asked clients how they evalu-
ated the urgency of the condition, whether they sought 
and received care for the condition, and what difficul-
ties they faced in seeking and receiving care. The client 
survey included a measure of trust of physicians17 and 
of self-efficacy,18 along with demographic measures. 

We pretested and revised the survey before fielding 
it from April to September 2007. We used computer-
assisted telephone interviewing procedures to minimize 
data entry errors and to control survey administration. 
Calls were placed at various days and times with up to 
eight attempts or until final disposition. We attempted 
to reach respondents at least two times to participate 
in the survey, with those refusing to participate on 
two occasions being coded as a final refusal and not 
contacted again. The upper-bound response rate for 
the client survey—calculated as the number of comple-
tions (n1,976) divided by the number of comple-
tions plus number of refusals and surveys terminated 
(n2,517)—was 79%. Of those who completed the 
survey, 12% (n234) reporting having an abnormal 
Pap smear. Of those with an abnormal Pap smear, 94% 
discussed with or learned about their abnormal Pap 
smear from their FP provider.

The University of Alabama at Birmingham (UAB) 
Survey Research Unit administered the surveys in both 
states to maintain consistency in mailing and telephone 
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interviewing, data collection, and data entry. Both 
surveys are available upon request to the authors.

Other data 
The study team collected data on available safety net 
resources that provided services to low-income clients 
in each state. For abnormal Pap smears, we viewed sites 
that participated in the Breast and Cervical Cancer 
Early Detection Program (BCCEDP), operated by the 
Divisions of Health in each state, as available resources. 
We counted the number of resources available within 
30 minutes driving time from each responding provider 
as the number of referral resources available. We used 
geographic information software19 to identify the num-
ber of sites falling within the drive-time parameter for 
each respondent. We obtained rural/urban commuting 
area codes for providers and clients from U.S. Census 
files and used them to indicate the rural, suburban, 
or urban nature of their location. 

Data analysis 
We performed all analyses using SAS® software.20 We 
generated descriptive statistics including proportions, 
means, and standard deviations for all variables. Uni-
variate comparisons for continuous variables included 
two-sample t-tests and one-way analysis of variance, 
and for categorical variables Chi-square and Fisher’s 
exact tests. We used multivariate logistic regression to 
identify characteristics associated with provider refer-
ral and characteristics associated with client seeking 
and receiving treatment for an abnormal Pap smear. 
We adjusted all odds ratios (ORs) produced by these 
models for covariates. 

We restricted the multivariate analysis for the cli-
ent behavior to those clients who either reported no 
treatment for the condition from the FP provider or 
reported receiving treatment from their FP provider as 
well as a referral for further care, to avoid confounding 
the analysis by including clients who received sufficient 
care at their FP provider site. We used multivariable 
linear regression to identify characteristics associated 
with provider facilitation. We considered associations 
to be significant at the alpha 0.05 level; however, 
we discussed associations with significance levels of 
0.05–0.10 as indicative of possible trends. 

In the final multivariate analyses of provider behav-
ior, we included the measure of perceived resources 
but excluded the measure of actual resources because 
the two were highly correlated. The pattern of the 
correlation was generally that those who perceived 
having local resources were accurate relative to the 
measure of actual resources, although some of those 
who perceived that they did not have local resources 

were inaccurate, when local was defined as within a 
30-minute drive time. To help address these perception 
issues, our project summarized the findings on referral 
resource availability as a handbook and distributed this 
handbook to all provider survey recipients. 

The Institutional Review Boards at the UAB and the 
University of Arkansas for Medical Sciences approved 
the study design.

RESULTS

Provider survey 
Slightly more than half (55%) of FP providers reported 
that they would refer a woman who had an abnormal 
Pap smear outside their clinic or practice for follow-up 
care. However, referral behavior varied significantly 
by the provider’s institutional setting (Table 1). Pri-
vate office-based providers were much more likely to 
report providing follow-up care personally or within 
their practice. Conversely, public providers (e.g., those 
from health departments and from other types of clin-
ics) were more likely to report referring women for 
follow-up care to providers outside their clinic. Among 
providers from all institutional settings who reported 
that they would refer a woman who had an abnormal 
Pap smear (n274), 70% reported the availability of 
local resources to which they could refer women for 
follow-up care for abnormal Pap smears. We found no 
significant difference in perception of available referral 
resources based on institutional setting. Overall, refer-
ring providers were equal in reporting having (50%) 
and not having (50%) professional relationships with 
providers to whom they could make referrals for abnor-
mal Pap smears. We found no significant difference in 
provider relationships based on institutional setting. 

Referring providers from each of the three insti-
tutional settings had relatively high overall referral 
facilitation scores (indicating that they often engaged 
in the facilitation activities); however, referring provid-
ers from health departments had significantly higher 
overall facilitation scores compared with referring 
providers from private offices and referring providers 
from other types of clinics. 

We found significant differences in the use of six of 
the nine individual facilitation activities by referring 
providers from the three different institutional settings: 
provider referral contact information, write a referral, 
remind clients, arrange transportation, follow up with 
providers, and follow up with clients (all p0.05). Spe-
cifically, referring providers from health departments 
reported engaging in seven of the nine facilitation 
activities (all activities except calling the referral pro-
vider and making a referral appointment) more than 
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Table 1. Referral behavior of family planning provider by institutional setting and characteristics  
of providers who refer for abnormal Pap smears

Characteristic
Private offices 

N (percent)
Health department 

N (percent)
Other clinics 
N (percent)

Referral behaviora

   Treat self/within clinic 172 (77.8) 10 (4.5) 39 (17.6)
   Refer outside clinic 80 (29.2) 103 (37.6) 91 (33.2)

Providers who report referring clients with abnormal Pap smears

Private offices 
(n580)

Health department 
(n5103)

Other clinics 
(n591)

Perception of resources
   No 25 (30.5) 35 (42.7) 22 (26.8)
   Yes 55 (28.7) 68 (35.4) 69 (35.9)
Provider relationships
   No 41 (30.6) 48 (35.8) 45 (33.6)
   Yes 37 (27.6) 54 (40.3) 43 (32.1)

Mean (SE) Mean (SE) Mean (SE)

Individual facilitation activity scoreb 
   Identify primary care physician 4.3 (0.1) 4.7 (0.1) 4.5 (0.1)
   Provide referral contact informationa 4.3 (0.1) 4.9 (0.1) 4.6 (0.1)
   Write a referrala 3.9 (0.1) 4.7 (0.1) 4.2 (0.1)
   Call referral provider 3.5 (0.2) 3.2 (0.2) 3.0 (0.2)
   Make referral appointment 4.1 (0.1) 4.2 (0.1) 4.5 (0.1)
   Remind clientsa 3.0 (0.2) 4.2 (0.1) 3.6 (0.1)
   Arrange transportationc 2.3 (0.2) 2.9 (0.1) 2.8 (0.2)
   Follow up with providersa 3.2 (0.1) 4.2 (0.1) 4.0 (0.1)
   Follow up with clientsa 3.1 (0.1) 4.3 (0.1) 3.7 (0.1)

Overall facilitation activity scoreb 24.4 (0.7) 29.5 (0.6) 27.5 (0.7)

ap0.0001
bIndividual facilitation scores are based on Likert scale response, ranging from 1 5 never engages in facilitation activity to 5 5 always engages 
in facilitation activity. Overall facilitation scores are the sum of individual facilitation scores, ranging from 9  never engaging in any facilitation 
activity to 45  always engaging in all facilitation activities. 
cp0.05

SE 5 standard error

referring providers from other institutional settings. 
Referring private office-based providers reported call-
ing referral providers more frequently than referring 
providers from other settings. Referring providers from 
other clinics reported making referral appointments 
more than referring providers from other settings. 
Referring private office-based providers reporting 
identifying primary care physicians and providing 
referral contact information more than other facilita-
tion activities. Referring health department providers 
and referring providers from other clinics reported 
providing referral contact information more often than 
the other facilitation activities. Providers from all three 
institutional settings reported identifying a transporta-
tion source as the least used facilitation activity. 

Provider referral. Characteristics associated with pro-
vider referral are presented in Table 2. Characteristics 
related to the urban/rural nature of the community, 
institutional setting, and Title X status were associated 
with greater odds of referring outside of the practice 
for follow-up of abnormal Pap smears as opposed to 
providing initial treatment within the FP practice/
clinic. Specifically, providers from rural areas, health 
departments, other clinics, and large patient-volume 
Title X practices/clinics had adjusted ORs (AORs) 
that were statistically significant at the 90% level 
(AOR1.81, 95% confidence interval [CI] 1.08, 3.04; 
AOR3.75, 95% CI 1.23, 11.43; AOR1.78, 95% CI 
1.00, 3.17; and AOR2.82, 95% CI 0.98, 8.10, respec-
tively) for referring out abnormal Pap smears compared 



738    Research Articles

Public Health Reports  /  September–October 2009  /  Volume 124

Table 2. Characteristics associated with family planning provider referral for and with facilitation  
of referrals for abnormal Pap smears 

Referral logistic regression model Facilitation linear regression model

Characteristic AORa 95% CI Beta 95% CI

Perception of patient competence
Not a problem 1.00 0.00
Somewhat of a problem 1.20 0.32, 4.44 1.13 5.78, 3.51
Moderate problem 1.28 0.37, 4.47 1.28 -5.71, 3.15
Almost major problem 1.42 0.40, 5.11 1.21 -5.76, 3.34
Major problem 1.06 0.25, 4.55 0.89 -5.96, 4.17

Provider profession
Physician 1.00 0.00
Non-physician 1.30 0.72, 2.37 2.14 24.30, 0.01b

Perceived resources  
No 1.00 0.00
Yes 1.00 0.59, 1.71 0.37 21.53, 2.28

Provider relationships
No 1.00 0.00
Yes 1.26 0.77, 2.06 21.25 22.98, 0.47

Urban/rural nature of community
Metropolitan 1.00 0.00
Suburban 0.79 0.41, 1.50 0.42 21.83, 2.67
Rural 1.81 1.08, 3.04c 2.01 0.14, 3.88c

Medicaid FP focus
Few Medicaid FP clients 1.00 0.00
Many Medicaid FP clients 0.45 0.25, 0.81d 21.08 -3.05, 0.88

Institutional setting
Private office (solo or group) 1.00 0.00
Health department 3.75 1.23, 11.43c 5.85 1.86, 9.84b

Other type of clinic 1.78 1.00, 3.17c 5.41 3.31, 7.51b

TX status
Small non-TX practice/clinic 1.00 0.00
Small TX practice/clinic 1.18 0.63, 2.24 23.43 26.43, 20.43c

Large non-TX practice/clinic 0.51 0.21, 1.28 1.47 20.88, 3.81
Large TX practice/clinic 2.82 0.98, 8.10c 1.94 21.80, 5.69

Additional direct care personnel
No 1.00 0.00
Yes 0.72 0.38, 1.34 21.82 24.08, 0.43

Patient support personnel
No 1.00 0.00
Yes 0.97 0.55, 1.70 0.69 21.35, 2.73

Information support personnel
No 1.00 0.00
Yes 1.11 0.52, 2.37 2.04 20.72, 4.80

aAdjusted for other covariates listed in table
bp,0.0001
cp,0.05
dp,0.01

AOR  adjusted odds ratio 

CI  confidence interval 

FP  family planning

TX  Title X
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with their provider counterparts. The wide CIs indicate 
high variability in the practice policies on referrals out 
for follow-up of Pap smears.

We found a significant difference in the odds of 
making referrals based on the level of provider par-
ticipation in the Medicaid FP program. Providers from 
practices/clinics with a high Medicaid FP focus (i.e., 
practices/clinics with many FP patients with Medicaid 
coverage) had significantly lower odds (AOR0.45, 
CI 0.25, 0.81) of referring out abnormal Pap smears 
compared with providers from practices/clinics with 
a low Medicaid FP focus (practices/clinics with few 
FP patients with Medicaid coverage), controlling for 
institutional setting.

Provider and practice characteristics not significantly 
associated with higher or lower odds of referring out for 
abnormal Pap smears included perception of patient 
competence, provider profession (physician/non-
physician), perception of referral resources, relation-
ships with referral providers, availability of additional 
direct care staff, availability of patient support staff, 
and availability of information support staff. 

Provider facilitation. We asked all providers to indicate 
the extent to which they would engage in facilitation 
activities should they decide to refer a client for an 
abnormal Pap smear. Provider and practice char-
acteristics significantly associated with an increased 
likelihood of facilitating referrals for abnormal Pap 
smears included provider profession (physician/non-
physician), urban/rural nature of the community, 
and institutional setting (Table 2). Specifically, non-
physician providers were significantly more likely to 

facilitate referrals than physicians. Providers from rural 
communities were significantly more likely to facilitate 
referrals than providers from urban communities. 
Providers from both health departments and from 
other types of clinics were significantly more likely to 
facilitate referrals than providers from private prac-
tices. In addition, providers from small patient volume 
Title X practices/clinics were significantly less likely to 
facilitate referrals than providers from small patient 
volume non-Title X practices/clinics. 

Providers’ perception of patient competence, avail-
able resources, relationships with referral providers, 
volume of Medicaid FP clients, and availability of 
additional direct care staff, patient support staff, and 
information support staff were not significantly asso-
ciated with facilitation levels for referrals. Again, the 
wide CI indicated the high variability of responses to 
this question across the respondents.

Client survey 
Nearly all respondents who reported having an abnor-
mal Pap smear (94%) reported that they discussed with 
or learned about the abnormal Pap smear result from 
their FP provider. Table 3 shows the portion of clients 
who reported receiving a referral from their FP pro-
vider (asked as “Did your FP provider tell you a place 
that you could go to get care for the condition?”), and 
who reported seeking and receiving care from other 
providers for their abnormal Pap smear, broken out by 
those who reported being treated or not being treated 
by their FP provider for the abnormal test. 

Overall, of the 234 respondents who reported hav-
ing an abnormal Pap smear, 146 received follow-up 

Table 3. Client action taken for abnormal Pap smear

Action taken

N (percent)

Referred by FP provider  
for follow-up

N (percent)

Sought care from  
other source

N (percent)

Received care from other  
source if sought

N (percent)

Reports treatment by  
FP provider
86 (36.7)

Yes: 59 (68.6) Yes: 31 (52.5)a Yes: 28 (90.3)
No: 3 (9.6)

No: 27 (31.4) Yes: 8 (29.6)a Yes: 7 (87.5)
No: 1 (12.5)

Reports no treatment by 
FP provider
148 (63.2)

Yes: 75 (50.7) Yes: 54 (72.0)b,c Yes: 34 (63.0)
No: 20 (37.0)

No: 73 (49.3) Yes: 36 (49.3)b Yes: 26 (72.2)
No: 10 (27.8)

ap,0.05
bp,0.01
cThere were two nonresponders to this question. 

FP  family planning
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care, including 86 who received this care from their 
FP provider and 60 who received care elsewhere. This 
constitutes a 62% follow-up completion rate. However, 
this rate may be an overestimate of the follow-up 
completion rate, because 31 of the 86 clients who 
were treated by their FP provider were also referred 
to another provider for care, but either did not seek 
or sought but did not receive that follow-up care. If we 
consider that their follow-up treatment was not really 
complete, then the actual number of completions was 
115, constituting a 49% completion rate. Table 3 also 
shows that clients who received referrals were more 
likely to seek care, but were not necessarily more likely 
to receive care. Overall, 74% of those who sought care 
reported receiving care for the abnormal Pap smear.

Table 4 shows that when other factors are controlled 
with multivariate analysis, clients receiving referrals 
were more likely to seek care from other sources, 
although those with referrals who had also received 
treatment from the FP provider were less likely to seek 
other care than those who had not received treatment. 
We also found trends toward seeking care among clients 
reporting high trust in physicians (p0.05) and those 
who reported having a usual source of care (p0.10). 
Among those who sought care from a source other than 
the FP provider, clients were more likely to report hav-
ing received care if they had also been treated by their 
FP provider, if they were younger than age 30, and if 
they had some college education. They were less likely 
to report receiving care if they perceived themselves 
to be in poorer health and if they believed that they 
could solve new health problems. We noted a trend 
toward a greater likelihood of receiving care among 
those reporting a usual source of care (p0.06). 

DISCUSSION

To date, little has been known about the referral 
practices and referral facilitation behaviors of FP 
providers for FP clients with abnormal Pap smears or 
the follow-up action taken by FP clients who receive 
referrals from their FP providers. Our study fills this 
gap by providing several new findings to the existing 
literature on this subject. 

Among our most important results, we found that 
private office-based FP providers were significantly 
more likely to provide treatment for clients with abnor-
mal Pap smears personally or within their practice. 
And, should they make referrals for follow-up care 
for these abnormal Pap smears, they were significantly 
less likely to engage in referral facilitation activities 
compared with referring FP providers based in health 
departments and other types of clinics. Conversely, 

we found that health department-based FP provid-
ers were significantly more likely to refer clients with 
abnormal Pap smear results and less likely to provide 
treatment. 

Referring providers from health departments were 
significantly more likely to engage in referral facilita-
tion activities than referring providers from other 
institutional settings. We also found that clients who 
received a referral from their FP provider were more 
likely to seek care for the abnormal Pap smear. In 
addition, clients who actually received some treatment 
from their FP provider for abnormal Pap smears along 
with a referral were more likely to actually receive addi-
tional follow-up care than those who did not receive 
treatment. This may be because they were better able 
to use the resources of the BCCEDP after having 
received additional diagnostic procedures from their 
FP provider. We also found an association between 
having a usual source of general medical care and 
an increased likelihood of seeking and receiving care 
for an abnormal Pap smear, suggesting that general 
access to care issues play a role in Pap smear follow-up 
completion rates.

As other studies have suggested, there are several 
mediating factors that affect clients’ receipt of follow-up 
care for abnormal Pap smears, no matter what actions 
are taken by the FP provider. Women younger than 
age 30 and women with more college education were 
most likely to receive follow-up care. These factors are 
important, but difficult to alter with an intervention at 
the FP provider level. However, we found an associa-
tion between higher trust in physicians and a greater 
likelihood of seeking care, as well as between measures 
of self-efficacy and being less likely to seek and receive 
treatment. The latter finding suggests that clients were 
not aware of or convinced of the negative implications 
of having an abnormal Pap smear. However, given the 
positive association found with physician trust, this may 
indicate an important intervention point for FP provid-
ers to educate patients on these implications.

Health departments are among the largest provid-
ers of Title X and Medicaid FP demonstration waiver 
services21,22 and are thus in a position to provide initial 
cervical cancer screenings for a substantial number of 
women. However, health departments are less likely 
than other providers to offer additional diagnostic ser-
vices on-site (e.g., colposcopy)13–15 and do not provide 
on-site treatment for precancerous lesions and cervical 
cancer. Where follow-up treatment is not available at 
the FP site, referrals are critical and a driving factor in 
whether women seek care for the condition. We found 
that referring FP providers based in health departments 
were significantly more likely to engage in referral 
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facilitation activities compared with referring providers 
from other settings. This may be due in part to health 
department providers’ access to resources available 
through BCCEDP, which is funded by the Centers for 
Disease Control and Prevention but operated by state 
health departments. Although these programs differ 
by state,23 they provide funds for diagnostic services 
and case management.6

Other studies have shown that provider facilitation 
activities, such as those reported by health depart-
ment providers in our study, are effective in improving 
follow-up adherence.24 Given the importance of these 
activities, interventions to increase client follow-up 
rates should focus on provider and system features, 
rather than clients. Such interventions may include 
educational programs aimed at improving providers’ 
knowledge of referral resources, or programs aimed 
at expanding diagnostic and treatment services within 
health departments. 

Limitations
Our study had several limitations. This study relied 
on the FP providers’ self-report of their referral and 
facilitation behavior and on FP clients’ report of FP 
providers’ referral and facilitation behavior. Given the 
discordance between providers’ self-reported behavior 
(nearly all reported they treated or referred clients with 
abnormal Pap smears) and clients’ reports of providers’ 
referral behavior (one-third reported their provider 
neither treated nor referred them), these reports may 
not reflect actual referral and facilitation practices. 
However, the results may also reflect a problem in 
communication between providers and patients. 

While our provider survey had a low overall response 
rate (26%), the response rate among public providers 
was much higher (59%). This is important because 
these providers serve the majority of the low-income 
women of interest to this study in Arkansas (79%)21 
and Alabama (71%).22 In addition, low response rates 
from health-care providers compared with the general 
population are not uncommon in survey research.25 
Also, because some of the providers to which the 
instrument was mailed are no longer practicing, our 
denominator may be inflated, meaning our true 
response rate is higher. 

We had a relatively low sample size of those reporting 
an abnormal Pap smear on the client survey, thereby 
limiting the robustness of the multivariate analysis. Also, 
because the questions were generic to multiple health 
conditions, we do not know the content of the treat-
ment that clients reported receiving for abnormal Pap 
smears from their FP providers. Thus, it is possible that 
clients who reported being treated and also referred 

elsewhere for care were being referred based on the 
results of a colposcopy or other biopsy procedure.

CONCLUSIONS

Our study findings indicate that the settings at which 
most low-income women receive FP services are pre-
cisely those settings that are less likely to provide follow-
up care for abnormal Pap smears on-site. Expanding 
the availability of additional diagnostic services and 
treatment for abnormal Pap smears within health 
departments may facilitate improvements in follow-
up adherence rates, as well as improve outcomes for 
many women—in particular, women of racial/ethnic 
minority groups who have poorer follow-up adherence 
rates9 and higher mortality from cervical cancer.26,27 
Inclusion of treatment of abnormal Pap smears as 
a reimbursable service under Medicaid FP coverage 
would greatly facilitate provision of this care. However, 
given the wide CIs for some variables included in the 
different multivariate models, further research in this 
area is also warranted. 

This research was supported by the Department of Health and 
Human Services Office of Population Affairs, Family Planning 
Service Delivery Improvement Award 4FPRPA 006018-02.

REFERENCES

  1.	 RTI International. Family planning annual report: 2005 national 
summary. Research Triangle Park (NC): RTI International; Novem-
ber 2006. Also available from: URL: http://opa.osophs.dhhs.gov/
titlex/Final_FPAR_2005_NationalReport_WebPDF.pdf [cited 2007 
Jan 25].

  2.	 Gold RB. Medicaid family planning expansions hit stride. The 
Guttmacher Report on Public Policy October 2003:11-4.

  3.	 Solomon D, Davey D, Kurman R, Moriarty A, O’Connor D, Prey M, 
et al. The 2001 Bethesda System: terminology for reporting results 
of cervical cytology. JAMA 2002;287:2114-9.

  4.	 Wright TC Jr, Massad LS, Dunton CJ, Spitzer M, Wilkinson EJ, 
Solomon D. 2006 consensus guidelines for the management of 
women with abnormal cervical screening tests [published erratum 
appears in J Low Genit Tract Dis 2008;12:255]. J Low Genit Tract 
Dis 2007;11:201-22.

  5.	 Saslow D, Runowicz CD, Solomon D, Moscicki A, Smith RA, Eyre HJ, 
et al. American Cancer Society guidelines for the early detection of 
cervical neoplasia and cancer. CA Cancer J Clin 2002;52:342-62.

  6.	 Lantz PM, Keeton K, Ramano L, Degroff A. Case management in 
public health screening programs: the experience of the National 
Breast and Cervical Cancer Early Detection Program. J Public Health 
Manag Pract 2004;10:545-55.

  7.	 Centers for Disease Control and Prevention (US). 2004 Behavioral 
Risk Factor Surveillance System survey data. Atlanta: Department 
of Health and Human Services (US); 2006. 

  8.	 Abercrombie PD. Improving adherence to abnormal Pap smear 
follow-up. J Obstet Gynecol Neonatal Nurs 2001;30:80-8.

  9.	 Eggleston KS, Coker AL, Das IP, Cordray ST, Luchok KJ. Under-
standing barriers for adherence to follow-up care for abnormal Pap 
tests. J Womens Health (Larchmt) 2007;16:311-30.

10.	 Michielutte R, Diseker RA, Young LD, May WJ. Noncompliance 
in screening follow-up among family planning clinic patients with 
cervical dysplasia. Prev Med 1985;14:248-58.

11.	 Frost JJ, Frohwirth L, Purcell A. The availability and use of publicly 



744    Research Articles

Public Health Reports  /  September–October 2009  /  Volume 124

funded family planning clinics: U.S. trends, 1994–2001. Perspect 
Sex Reprod Health 2005;36:206-15.

12.	 Corso LC, Wiesner PJ, Halverson PK, Brown CK. Using the essential 
services as a foundation for performance measurement and assess-
ment of local public health systems. J Public Health Manag Pract 
2000;6:1-18.

13.	 Finer LB, Darroch JE, Frost JJ. U.S. agencies providing publicly 
funded contraceptive services in 1999. Perspect Sex Reprod Health 
2002;34:15-24. 

14.	 National Association of County and City Health Officials. 2005 
national profile of local health departments. Washington: NACCHO; 
July 2006.

15.	 Lindberg LD, Frost JJ, Sten C, Dailard C. Provision of contraceptive 
and related services by publicly funded FP clinics, 2003. Perspect 
Sex Reprod Health 2006;38:139-47.

16.	 Dillman DA. Mail and Internet surveys: the Tailored Design Method. 
2nd ed. New York: John Wiley & Sons; 1999.

17.	 Hall M, Dugan E, Zheng B, Mishra AK. Trust in physicians and 
medical institutions: what is it, can it be measured, and does it 
matter? Milbank Q 2001;79:613-39.

18.	 Hibbard JH, Stockard J, Mahoney ER, Tusler M. Development of the 
Patient Activation Measure (PAM): conceptualizing and measuring 
activation in patients and consumers. Health Serv Res 2004;39(4 
Pt I):1005-26

19.	 ERSI, Inc. ArcView Geographic Information Systems: Version 9.2. 
Redlands (CA): ERSI, Inc.; 2006.

20.	 SAS Institute, Inc. SAS®: Version 9.0. Cary (NC): SAS Institute, Inc.; 
2003.

21.	 Felix HC, Stewart MK, Bronstein J, Rickard DL, Bennett JL. Arkansas 
Medicaid FP waiver services: what physicians should know. J Arkansas 
Medical Society 2007;102:301-4. 

22.	 Bronstein JB. Alabama’s Plan First Medicaid demonstration program 
summary evaluation, demonstration year 6, October 2005–Septem-
ber 2006. Birmingham (AL): School of Public Health, University 
of Alabama at Birmingham; 2007. 

23.	 Tangka F, Gardner JG, O’Hara B, Turner J, Bauder M. National 
Breast and Cervical Cancer Early Detection Program: methods to 
determine participation of eligible populations. Presented at the 
UICC World Cancer Congress; 2006 Jul 8–12; Washington. Also avail-
able from: URL: http://2006.confex.com/uicc/uicc/techprogram/
P10154.HTM [cited 2008 Apr 10].

24.	 Yabroff KR, Kerner JF, Mandelblatt JS. Effectiveness of interventions 
to improve follow-up after abnormal cervical cancer screening. Prev 
Med 2000;31:429-39.

25.	 Kellerman SE, Herold J. Physician response to surveys: a review of 
the literature. Am J Prev Med 2001;20:61-7.

26.	 Howell EA, Chen YT, Concato J. Differences in cervical can-
cer mortality among black and white women. Obstet Gynecol 
1999;94:509-15.

27.	 Garner EI. Cervical cancer: disparities in screening, treatment, and 
survival. Cancer Epidemiol Biomarkers Prev 2003;12:S242-7.


