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ABSTRACT 

Cervical cancer is one of the most preventable and 

treatable forms of cancer. The Papanicolaou (Pap) screening 

tool has reduced the mortality rate due to cervical cancer 

over the past 40 years. Although cervical cancer has 

multifactorial etiology, human papilloma virus (HPV) has 

been found to be the main etiologic agent. HPV is a sexually 

transmitted virus, and contraceptive methods may have a 

protective or detrimental effect on its transmission. In 

this study, data about current contraceptive use and Pap 

smear outcomes were analyzed on 2436 women age 15-79 from 

the U.S. and Mexico living along the U.S.-Mexico border. 

Results showed that more U.S. women used contraceptives than 

Mexican women. The most prevalent contraceptive in use by 

U.S. women was oral contraceptive pill, (OCP) followed by 

condoms. The most prevalent contraceptive in use by Mexican 

women was the intrauterine device (IUD) followed by the OCP. 

U.S. women had higher rates of barrier contraceptive use, 

and lower rates of abnormal Pap smears compared to Mexican 

women. Health education and promotion that focuses on 

demographic factors as well as contraceptive practices can 

assist in targeting educational campaigns in an culturally 

appropriate manner in this population. 



CHAPTER ONE 

INTRODUCTION 
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Cervical cancer is regarded as one of the most 

preventable and treatable forms of cancer. Early diagnosis 

and treatment of preinvasive and invasive disease through 

use of the Papanicolaou (Pap) screening tool has 

significantly reduced the mortality rate of cervical cancer 

in the last 40 years (Price, Easton, Telljohann & Wallace, 

1996). Every year, however, 500,000 cases of cervical cancer 

are diagnosed worldwide, with 4 out of 5 diagnosed in 

developing countries (Sigurdsson, 1999). Latin America has 

one of the highest rates of cervical cancer in the world, 

and cervical cancer rates are disproportionately high among 

U.S. Hispanics compared to non-Hispanics (Giuliano, 1999). 

Risk factors for cervical cancer include multiple 

sexual partners, partners who have multiple sexual partners, 

early age of first sexual intercourse, history of human 

papilloma virus infection (HPV), smoking, immunosuppression, 

low socioeconomic status, race, and older age (Price, et al 

1996). Less is known about the role of contraceptives in the 

development or prevention of cervical cancer. In this study, 

Pap smear outcomes will be correlated with current 



contraceptive use in women living along the U.S.-Mexico 

border in order to illuminate potential associations. 

Background 

Human papilloma virus (HPV) has been found to be the 

main etiologic agent in the development of cervical cancer 
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(Sigurdsson, 1999). It is a sexually transmitted virus and 

HPV DNA is present in 93% of cervical cancers and cervical 

intraepithelial neoplasia (CIN lesions) (Yacobi, Tennant, 

Ferrante, Naazneen & Roetzheim, 1999). Various sub-types of 

HPV exist. Sub-types 16 and 18 represent high-risk for 

cervical cancer, whereas other sub-types are common but less 

likely to progress to cancer. While HPV is the main 

etiologic agent for development of cervical neoplasia and 

cancer, only one-third of women with high-risk HPV progress 

to CIN (Sigurdsson, 1999). Utilization of Pap smear 

screening has been shown to reduce morbidity and mortality 

of cervical cancer. Regular screening increases detection 

of CIN and decreases rates of cervical carcinoma (Celentano, 

Klassen, Weisman & Rosenshein, 1987). 

Contraceptive use links women to a health care 

provider, and provides a means for regular screening, thus 

reducing the risk of developing cervical carcinoma. Desire 

for and use of oral contraceptives and DepoProvera usually 

require regular Pap smear screening. Use of other 
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contraceptive methods such as Norplant, the diaphragm or the 

IUD may demand an initial Pap smear screening, but none 

thereafter, and use of condoms do not require Pap smear 

screening at all (Celetano, et al. 1987). Choice of 

contraceptive therefore plays a role in the health care 

screening that women obtain. 

Cultural differences in sexual behavior, contraceptive 

use and health seeking behavior all play a role in risk of 

cervical cancer. Among Latino males, condoms are associated 

with prostitution and uncleanliness. Many Latina females 

take on a submissive role in their relationships with men 

placing them at greater risk for sexually transmitted 

infections (STis) (Peragallo, 1996). Covert contraceptive 

use is not uncommon and has been reported and studied in 

both African and South American cultures, affecting 

contraceptive choices (Biddlecom & Fapohunda, 1998). 

Access to health services is a significant problem in 

less developed nations, as well as poor or underserved areas 

in the United States. Routine standards of annual Pap smear 

screening that exist in the U.S. are often not followed in 

less developed nations because of lack of resources and poor 

access to medical care. People living along the U.S.-Mexico 

border will often take advantage of less expensive medical 

care by crossing over into Mexico episodically, often being 
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lost to follow-up. Conversely, Mexicans often seek 

specialized care in the U.S. for health problems they feel 

can not be adequately addressed in their country. In the 

U.S., they encounter problems of inadequate funds, language 

barriers, cultural insensitivity and poor continuity of 

care. Women living along the U.S.-Mexico border may reside 

on one side, but work on the other. They may spend most of 

their time in the U.S., but then periodically visit with 

family for extended periods in Mexico. This somewhat 

transient lifestyle makes the border region a unique and 

difficult region for adequate health care delivery. 

Problem, Purpose, and Research Questions 

Problem 

Contraceptive methods vary in ability to protect 

against STis. The infectious nature of HPV makes the 

relationship between contraceptive use and Pap Smear 

outcomes an important issue to be explored. While 

contraceptive use has been linked to Pap smear outcomes in 

several studies, it has not been extensively studied, nor 

has it been linked to Pap smear outcomes in a U.S.-Mexico 

border population. 



Purpose 

The purpose of the study is to describe the 

relationship between contraceptive use and Pap Smear 

outcomes among a U.S.-Mexico border population. 

Research Questions 
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Aim #1: To describe the relationship between use of barrier 

contraceptives (diaphragm and condoms) and Pap smear 

outcomes in women residing in the U.S.-Mexico border region. 

Aim #2: To describe the relationship between use of hormonal 

contraceptives (Norplant, DepoProvera, and oral 

contraceptive pills) and Pap smear outcomes in women 

residing in the U.S.-Mexico border region. 

Aim #3: To describe the relationship between the use of 

other contraceptives (IUD) and Pap smear outcomes in women 

residing in the U.S.-Mexico border region. 

Aim #4: To describe the differences in Pap smear outcomes 

among contraceptive methods in women residing in the U.S.

Mexico border region. 

Definitions 

Human Papilloma Virus (HPV) 

HPV is an obligate intranuclear parasite that is found 

in the cytoplasm of the cell. The virus must migrate to the 

nucleus to reproduce. It usually only infects skin and 

mucous membranes. There are approximately 100 distinct HPV 
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subtypes identified to date, and more than 25 are associated 

with genital tract infections of men and women (Sedlacek, 

1999). 

Pap Smear System 

The Bethesda Classification System has replaced the 

Papanicolaou (Pap) and CIN reporting systems as an 

international cervical cytopathology reporting standard. 

Reports will always classify the sample as normal or 

abnormal and state whether the sample was adequate or not. 

Abnormalities fall into the following categories: infection, 

reactive and reparative changes, squamous cell 

abnormalities, and glandular cell abnormalities (Hatcher, et 

al 1998). The Bethesda System combines several cytological 

changes into one category because of similar natural 

histories and treatment. Cervical cytology categories are 

described according to Hatcher, et al 1998 in Contraceptive 

Technology as: 

l)ASCUS: ASCUS indicates that the cervical sample shows 

atypical squamous cells of undetermined significance. These 

cells are not normal but not diagnostic of a low-grade SIL. 

Further evaluation is based on the woman's risk factors and 

likelihood that she will return for follow-up. More frequent 

Pap evaluations may be all that are indicated, but higher 

risk women may require colposcopy. 
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2)AGCUS: AGCUS indicates that the cervical sample shows 

atypical glandular cells of undetermined significance. These 

cells may result from a bacterial infection, HPV, 

adenocarcinoma in-situ, or adenocarcinoma. These results 

require aggressive follow-up with colposcopy as there is a 

higher false-negative rate, and adenocarcinoma needs to be 

excluded. 

3)Low-grade sguamous intraepithelial lesions (LgSIL): This 

category includes changes related to HPV and cervical 

intraepithelial neoplasia I (CINI). The majority of women 

with LgSIL lesions will not progress to higher grade 

lesions. If the woman is a good candidate for follow-up, 

performing repeat Pap smears every 4 to 6 months for three 

intervals is acceptable. Women with repeat abnormalities 

should have a colposcopic evaluation. 

4)High-grade sguamous intraepithelial lesions (HgSIL) 

HgSIL indicates that the lesion has progressed and includes 

both cervical intraepithelial neoplasia II and III (CIN II 

and CIN III) as described by the CIN classification system. 

Women with this sample result should be evaluated with 

colposcopy. 

Treatment of abnormal lesions is typically cryotherapy 

or laser treatment with Pap smear follow-up every 3 to 4 

months for three intervals. 
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Contraceptive Methods: Description and Effectiveness 

Various contraceptive methods are in common use today. 

This section will describe each method, as well as it's 

effectiveness. 

OCPs: Combined oral contraceptive pills suppress 

ovulation through the combined actions of estrogen and 

progestin. If taken as directed, they have only a 0.1% 

failure rate. Progestin-only OCP's have a 0.5% failure rate. 

Norplant: Norplant is a long-acting progestin-only 

contraceptive. Six slender flexible capsules are surgically 

inserted into the subcutaneous tissue of the upper arm. 

Norplant capsules slowly release levonorgestrel over a 

period of 5 years to prevent pregnancy. Failures are rare as 

Norplant is not user dependent. 

Depo-provera{DMPA): Depoprovera is an injectable 

progestin given every 3 months that inhibits ovulation by 

suppressing FSH and LH. Failure rate is low at 0.3% with 

perfect use. 

Intrauterine Device{IUD): The IUD is inserted into the 

uterus and remains in place to prevent pregnancy. The IUD is 

very effective and failure rates are from 0.1-1.5%. 

Diaphragm: The diaphragm is a barrier method that is a 

dome-shaped rubber cup with a flexible rim that is manually 

inserted into the vagina, covering the cervix. Failure rate 
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is 6%-18%. depending on user diligence. Spermicidal foam or 

jelly should be used. 

Condom: Male condoms are a barrier method of 

contraception; placed over the erect penis, they act as a 

mechanical barrier preventing direct contact with semen, 

genital lesions and discharges. Sheepskin condoms are 

effective in preventing pregnancy, but latex condoms are 

effective in preventing both pregnancy and sexually 

transmitted infection transmission. Condoms have a 3% 

failure rate with perfect use alone, and can (and should) be 

used with other methods. 

Significance to Nursing 

Advanced practice nurses regularly teach contraceptive 

options and must be knowledgeable of current data on 

sexually transmitted infections, HPV prevalence and 

prevention, and cervical cytology abnormalities. This study 

provides needed data on womens' contraceptive use and Pap 

smear outcomes in a unique high-risk border population that 

has not been studied before. 
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CHAPTER TWO 

CONCEPTUAL FRAMEWORK AND LITERATURE REVIEW 

The epidemic of AIDS and other STis has brought a new 

awareness of the importance of physical and chemical barrier 

contraceptives for disease prevention as well as pregnancy 

prevention (Macaluso, et al. 1998). While the general public 

has become more sophisticated and knowledgeable about HIV 

and STis, little is known of Human papilloma virus (HPV) and 

its causative effect on the development of cervical 

carcinoma. "Pap smears" mean only a pelvic exam to many 

women, and few are familiar with HPV and its significance. 

In a study of college students' knowledge of STis, only 37% 

of respondents had ever heard of HPV (Yacobi, et al. 1999). 

Fewer knew the consequences. 

Contraceptive use has shifted in the past 10 years. Of 

the women "at risk" for pregnancy in the 1995 National 

Survey of Family Growth, 93% were using some form of 

contraception. Those "at risk" did not include those trying 

to get pregnant or already pregnant. The most popular 

contraceptive methods were female sterilization (26%), oral 

contraceptive pills (25%), condoms (19%), and male 

sterilization (10%) (Hatcher, et al. 1998). Condom use 

increased in the 15-44 year age group. OCP use declined 

slightly overall, probably due to increases in use of 
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injectables; use of diaphragm dropped in women overall with 

the biggest decline in women 30-34 years. Use of 

sterilization in women in all age groups increased (Hatcher, 

et al. 1998). These changes in contraceptive use warrant 

further investigation, particularly as they relate to Pap 

smear outcomes. 

In this section, aspects of Bandura's Social Learning 

Theory and concept of self-efficacy will be outlined as the 

theoretical framework for the present study. Relevant 

literature will be reviewed and discussed on the 

relationship between contraceptive choices and Pap smear 

outcomes. 

Bandura's Social Learning Theory and 

Concept of Self-Efficacy 

Self-efficacy plays an influential role in human 

behavior and personal decision-making. The ability to exert 

control over events in ones' life is a major focus of 

concern and study. Self-efficacy is part of Albert Bandura's 

Social Learning Theory and is defined as "a general set of 

expectations that a person possesses, based on past 

experience, that affect his or her expectations of success 

in new situations" (Stanley & Murphy, 1996). Those with high 

self-efficacy have greater confidence in their ability to 

execute and maintain a behavior (Brafford and Beck, 1991). 
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Self-efficacy in health-care decision-making has been 

studied extensively. It has been linked to self-esteem, 

which refers to perceptions of self-worth or the capacity to 

feel positive about ourselves as individuals (Seal, 

Minichiello & Omodei, 1997). Self-efficacy and self-esteem 

in women's health-seeking behavior and contraceptive choices 

may affect health outcomes. Pap smear outcomes have been 

linked to health seeking behaviors and contraceptive 

choices. 

Bandura's Social Learning Theory (SLT), theorizes that 

knowledge and skills are necessary for behavior change, but 

not sufficient. Women may know that they can become pregnant 

or acquire an infection; they may have the skills to use 

contraception or condoms, but neglect to do so (Wulfert & 

Wan, 1993). According to Bandura, behavior change is not a 

direct result of knowledge or skills, but is mediated by a 

process in which people merge their knowledge, outcome 

expectancies, emotional states, social influences and past 

experiences in order to form an opinion about whether they 

can perform a behavior or not (Wulfer & Wan, 1993). Self-

efficacy as part of SLT has four main influences: mastery 

experiences are the most effective way of acquiring self

efficacy and involve acquiring tools and skills to master 

tasks; vicarious experiences reinforce self-belief when 
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people see others similar to themselves acquire and master 

skills; social persuasion verbally persuades individuals 

that they have the abilities to succeed at a given task; and 

personal judgement of physical and emotional states is a 

fourth means to assess one's own ability to succeed at a 

given task (Bandura, 1997). Self-efficacy determines whether 

people initiate an action, how much effort they put into it, 

and how long they persist (Wulfert & Wan, 1993). These 

concepts are illustrated in the Model of Self-efficacy for 

Health Action (Fig. 1). Sexual attitudes and outcome 

expectancies, such as expecting that a condom will reduce 

pleasure, fear of pregnancy or disease based on past or 

vicarious experiences will influence a persons' self

efficacy. Knowledge of disease, accurate or not, will affect 

perceived vulnerability. Peer group comparison influences 

self-efficacy when a subject compares herself favorably or 

unfavorably with a peer who is taking a specific health 

action (Wulfert & Wan, 1993). 

Whether contraceptive use is for pregnancy prevention 

or disease prevention will determine which variables come 

into play. Contraceptive use is illustrated as a proxy for 

self-efficacy in this model (Fig. 2). Use of contraceptives 

manifests self-efficacy that has been achieved, at least at 

a certain level. Use would not occur if the person did not 



feel competent to do so. Achieving that initial self

efficacious behavior is the goal of numerous health care 

professionals, and that initial achievement can be 

influenced by many factors, such as peer groups, sexual 

attitudes and perceived vulnerability influenced by the 

knowledge at hand. 
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In this study, contraceptive and condom use are looked 

at as proxies for contraceptive self-efficacy and STI 

prevention self-efficacy. Use of contraception and condoms 

demonstrate adopted behaviors that can be equated with self

efficacy. Numerous studies have found a close correlation 

between self-efficacy and newly adopted health behaviors. 

Discussion of those studies will occur in this section. 

Self-Efficacy and Contraceptive Use 

Contraceptive use self-efficacy is of great interest in 

the health practices field because women's health and family 

well-being are often dependent on the ability to choose or 

not choose pregnancy. Condoms are used as a means of 

contraception, but condom use is studied more extensively 

than other contraceptives because of their use in preventing 

disease. Self-efficacy in contraceptive use in which 

prevention of pregnancy is the only concern differs from 

self-efficacy with condom use (Bandura, 1997). Condom use 

usually requires influence and control over others as well 
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as the individual. Several studies research contraceptive 

use self-efficacy in general, and numerous studies research 

condom use self-efficacy in particular. This section will 

discuss those studies. 

Contraceptive self-efficacy and knowledge were assessed 

in a study of teenage women in two samples of teens in 

family planning clinics in Sunnyvale, CA and Chicago, IL, 

respectively (Levinson, 1995). Both groups of teens were at 

high risk for pregnancy from frequent unprotected sex and 

irregular contraceptive use. The Sunnyvale sample was 

primarily Anglo lower-middle class to middle-class in a 

suburban setting; the Chicago sample was primarily African

American from impoverished to lower-middle class in an urban 

setting. Data were collected using a self-administered 

questionnaire. The Sunnyvale sample demonstrated greater 

knowledge of reproduction and contraception than the Chicago 

group. But no significant relationship was found between 

overall knowledge, level of education, and previous 

pregnancy experiences with behavior. Contraceptive self

efficacy, however, was strongly related to behavior, 

possibly because the contraceptive self-efficacy statements 

were specific emotional, physical, and cognitive situations 

relevant to the teens. Lack of knowledge of contraception 

and reproduction could also be linked to a lack of 
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motivation to prevent pregnancy. For both samples, there was 

a correlation between ability to assert and communicate 

sexual and contraceptive needs with knowledge scores. 

Three hundred four women at high risk for HIV infection 

and unintended pregnancy were screened at six project sites 

in six different cities for contraceptive use. The 

constructs of decisional balance and self-efficacy were 

assessed (Galavotti, et al. 1995). Self-efficacy was 

assessed by examining participants' confidence about use of 

contraceptive methods in specific situations. Results showed 

that a general measure of contraceptive use can be used for 

hormonal implants and oral contraceptives. Researchers 

concluded that women's beliefs in their ability to use these 

methods would be similar for all female-controlled methods. 

However, condom use, involving more than one person, 

requires separate assessments for the partners involved. 

This study, evaluating Bandura's self-efficacy concept, 

reflects the complexity of contraceptive decision-making. It 

broke the decision-making into stages, and demonstrated 

differences between behavior adoption and behavior 

cessation. These researchers concluded that general 

contraceptive use and condom use are consistent with 

behavior adoption rather than behavior cessation. Findings 



support current contraceptive use as a proxy for self

efficacy. 
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Intrapersonal and interpersonal factors are predictors 

of condom use. Previous research has focused on women's 

safer sex practices in combination with men or in comparison 

to men, without addressing women's specific issues (Soet, 

Dilorio, & Dudley, 1998). Condom use may not be the same 

behavior in men and women, as men need only motivation and 

skill, whereas women also need skills of negotiation, 

assertive communication, and refusal of sex (Soet, Dilorio, 

and Dudley, 1998). Six colleges and universities 

participated in the study measuring self-efficacy for condom 

use, perceived partner reactions to condom use, self

evaluative outcome expectancies, and perceived partner 

attitudes toward condoms. While both self-efficacy (2%) and 

self-evaluative outcome expectancies (6%) were significant 

intrapersonal predictors of women's condom use, (supporting 

condom use as a proxy for condom self-efficacy), the 

interpersonal factor of partner attitudes was the strongest 

predictor (17%) of women's condom use. Condom use as a proxy 

for self-efficacy demonstrated low significance, perhaps due 

to the measurement of the mechanical aspect of condom use 

only. More complex aspects of condom use, such as dealing 

with partner disapproval, asserting needs and desires, and 



dealing with intoxicants may correlate better with condom 

use self-efficacy. Use of self report data only was a 

limitation of this study. 
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Condom use was studied in women who were both 

sterilized and non-sterilized to determine the primary 

reasons for use (Semaan, Lauby, & Walls, 1997). The target 

population of 379 African-American women in low-income 

Philadelphia reported a main sexual partner. Seventy-eight 

percent of surgically sterilized women never used condoms 

with their main partner compared to 41 percent of non

sterilized women (Semaan, Lauby, and Walls, 1997), which is 

consistent with previous research. Self-efficacy was 

measured by a three-item scale asking whether the women felt 

confident in using condoms in situations of alcohol and drug 

use; in situations of feeling sexually excited; and in a 

situation where their partner was angry about using condoms. 

Sterilized women were one-fifth as likely than non

sterilized women to use condoms. Although there were many 

demographic differences between sterilized and non

sterilized women, the researchers concluded that condom use 

in this population was primarily for birth control, 

indicating that women practice much more self-efficacy in 

preventing pregnancy than they do preventing STis. 
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Wulfert and Wan (1993) studied 212 sexually active 

undergraduate college students about their condom use. Data 

were also gathered on self-efficacy of condom use. Like 

other studies, increased knowledge had no direct effect on 

behavior. Condoms were used mainly for contraception and not 

for disease prevention. Beliefs that condoms decrease sexual 

pleasure were correlated with decreased self-efficacy and 

decreased condom use. Beliefs that condoms prevent pregnancy 

and disease were correlated with increased self-efficacy and 

increased condom use. Positive comparison to peers was 

associated with increased condom use. The study concluded 

that self-efficacy was 'step 2' in the process of adopting a 

behavior. Expectancies and peer comparison influenced self

efficacy, and thus, influenced condom use. The study was 

limited in its generalizability to other populations, and a 

study where more barriers to condom use were identified and 

evaluated might be of more practical use. 

Finally, Bryan, Aiken, and West (1997) conducted two 

studies on young women's condom use. The authors theorized 

that traditional intervention strategies for using condoms 

to prevent HIV transmission overlook the fact that college 

students perceive themselves at low risk for HIV. They 

suggest that they may, however, perceive themselves at 

higher risk for other sexually transmitted infections. The 
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first study surveyed a group of college students (n=198) 

about condom use self-efficacy as well as health beliefs, 

perceived susceptibility to infection, perceived severity of 

infections, perceived control over sexual situations, sexual 

history and intent to use condoms. Condom use self-efficacy 

was measured by Brafford and Beck's scale and included 

factors such as assertiveness, mechanics of condom use, and 

partner dissatisfaction. Results showed perceived 

susceptibility and sexual self-efficacy were important 

predictors of condom use. Control over sexual situations and 

acceptance of sexuality positively predicted self-efficacy 

(Bryan, Aiken and West, 1997). The second study duplicated 

the first study with 238 female college students surveyed in 

the same manner, with an additional follow-up questionnaire. 

The authors found that perceived susceptibility, attitudes 

toward condoms and users, and self-efficacy were directly 

related to intent to use condoms. 

In summary, the literature shows that effective sexual 

decision-making and contraceptive use to prevent pregnancy 

and sexually transmitted infections involves more than just 

knowledge. Initial studies stress the importance of self

efficacy, but different aspects of self-efficacy are 

evaluated from study to study. Little has been written about 

self-efficacy in obtaining contraceptives, or the 
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differences in self-efficacy needed in using a non-coital 

dependent method (OCP's, Norplant, Depoprovera, IUD) versus 

a coital-dependent method (diaphragm, cervical cap, sponge, 

foam, jelly, or condoms). Later studies delve into the 

specific components of self-efficacy, both mechanical and 

behavioral. Behavioral aspects of self-efficacy in sexual 

decision-making and contraceptive use have been found to be 

more important and more difficult to master (Wulfert & Wan, 

1993). Communication with a partner, negotiating for condom 

use, dealing with intoxicants, refusing sex, or dealing with 

a partner who refuses to use condoms are all areas that need 

intervention. The literature supports sexual experience as a 

positive correlate in sexual self-efficacy, just as less 

sexual experience is a positive correlate for being able to 

refuse sex. Some studies support gender differences in self

efficacy, as well as gender differences in needed skills to 

master self-efficacy in contraceptive use. Condom use is 

seen as a more complex behavior than general contraceptive 

use, as it involves more than one person, and may include 

power and control dynamics of personal relationships. 

Although Human Papilloma Virus (HPV) has been directly 

linked to the development of cervical dysplasia, and HPV has 

found to be sexually acquired, little has been written 

specifically of the relationship between contraceptive use 
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and HPV. In this section, the literature will be reviewed on 

the relationship between contraceptive use and sexually 

transmitted infections (STis), and specifically on the 

relationship between contraceptive use and the presence of 

HPV or Pap smear abnormalities. 

Contraceptive Use and Sexually Transmitted 

Infections 

Various studies explore the relationship between 

contraceptive use and STis. 

Barrier contraceptive methods were evaluated for 

efficacy in preventing STis in a study of non-pregnant 

sexually active women between 18 and 35 years (Macaluso, et 

al. 1998). Participants were grouped according to preferred 

method: 1) used condoms, vaginal foam, jelly, suppositories 

or film; 2) condoms only; 3) spermicide without a condom; 4) 

no barrier method. The rates of gonorrhea and chlamydia 

were significantly decreased at follow-up. Intervention 

results achieved consistent barrier contraceptive use 

through a number of follow-up methods but the validity of 

the study may have been compromised because of different 

exposure to STis between groups, inaccurate reporting of 

barrier use by subjects, and some lack of compliance. 

Creatsas (1997) studied and discussed contraceptive use 

and sexually transmitted infections in his research. His 
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review of research reveals higher rates of cervicitis and 

ectopia in users of oral contraceptives (as compared to 

other types of contraception), higher rates of Hepatitis B 

in non-condom users, higher rates of HIV in oral 

contraceptive users, increased rates of pelvic inflammatory 

disease in IUD users, and reduced numbers of infections in 

condom users. 

The effect of a variety of birth control methods on 

sexually transmitted infections and HIV risk were reviewed 

by O'Connell in 1996. Combined oral contraceptives increased 

the risk of sexually transmitted diseases by extending the 

columnar epithelium from the cervical canal to the outer 

portion of the cervix. The estrogen and progesterone modify 

cell-mediated immune systems, and this has been linked to an 

increased susceptibility to HIV-1. Increased menses time 

with the use of Norplant and Depoprovera, as well as use of 

tampons that increase fragility of vaginal mucosa has been 

linked to risk for STI and HIV transmission. Intrauterine 

devices increased the risk of pelvic inflammatory disease, 

and bleeding caused by the IUD may promote female-to-male 

HIV transmission. Condoms used alone are thought to reduce 

the risk of gonorrhea by 50%, but more research is needed 

about the efficacy of spermicide alone or condom use in 

combination with spermicide. Condom failure at certain 
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points in a woman's cycle can result in pregnancy, but 

condom failure at any time can increase the risk of STI and 

HIV transmission. 

Spermicides are thought to reduce transmission of 

gonorrhea by 50%, but little is known on the effectiveness 

against viral infections such as herpes or human papilloma 

virus. Spermicides contribute to vaginal irritation, 

providing a portal of entry for infection. Contraceptive 

foam and sponge with nonoxynol-9 has been postulated to 

provide protection against infection, but no data exists to 

support this, and the increased exposure time to this 

chemical may increase vaginal irritation and friability, and 

actually increase risk (O'Connell, 1996). 

Barrier contraceptives such as diaphragm and condoms 

are thought to provide partial protection against these 

infections, but researchers believe that few people use 

these methods consistently. Sterilization and hysterectomy 

are effective against pregnancy, but decrease condom use. 

Post-menopausal women who are not on hormone-replacement 

therapy increase their chances of infection due to resulting 

vaginal dryness (O'Connell, 1996). 

Willard Cates, Jr. (1995) supported this summary and 

compared the efficacy of contraceptives in preventing 

pregnancy with their efficacy in preventing infection. He 
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concluded that contraceptives with the best record of 

pregnancy prevention have the worst record for prevention of 

sexually transmitted infections. He also concluded that the 

more effective a method was in preventing pregnancy, the 

less likely a person was to use condoms. The male condom has 

the best record of preventing both if used consistently and 

correctly, but is not a female-controlled method (Cates, 

Jr., 1995) . 

Given this summary, there appears to be protection 

against STis with barrier methods and one would expect less 

HPV and abnormal Pap smear outcomes in women using barrier 

methods. The present study will contribute data toward 

building knowledge of this phenomena. 

Contraceptive Use and Pap Smear Outcomes 

Several studies more specifically research the 

relationship between HPV-related cervical tumors and 

contraceptive use. 

Daling, et al (1996) studied two hundred nine women 

diagnosed with squamous cell cancer of the cervix, as well 

as 553 controls. These women were interviewed about their 

history of sexually transmitted diseases, sexual partners, 

pregnancy, contraception, smoking, diet, and Pap smear 

frequency. Blood samples for HPV DNA antibodies as well as 

tumor samples were used to identify HPV-DNA positive cases 
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in the cervical cancer group. No association was found 

between women who had ever used oral contraceptives and 

cervical cancer except for those women who had used oral 

contraceptives at the age of 17 or younger. These women were 

compared to other non-oral contraceptive users who were also 

sexually active on or before the age of 17 to control for 

age at first intercourse as a risk factor. Oral 

contraceptive use at this early age continued to show an 

increased risk for cervical cancer when all other factors 

were controlled. Inability to interview all the women with 

cervical cancer (67%) and all the controls (70%) was a 

limitation of the study. No HPV-DNA measure existed for the 

women in the control group, and this also limited the study 

results. Research about the use of the cervical cap and its 

effect on occurrence of cervical Pap smear changes was 

studied in 1989 by Gollub and Sivin. The authors found an 

increased rate of conversion from Class I to Class III after 

3 months in women using cervical cap compared to women using 

diaphragms. However, the results could not be supported when 

analyzing the usual slow progression of cervical cell 

changes. 

Barrier methods and the risk of cervical neoplasia was 

also studied by Par~zzini, Negri, La Vecchia and Fedele in 

1989. Women from age 22-59 with diagnosed cervical cancer 
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and women with cervical neoplasia were compared to controls 

with non-gynecological diagnoses or without health problems 

and normal cervical smears. Comprehensive interviews 

assessed demographics as well as age at first intercourse, 

number of sexual partners, number of pregnancies, history of 

Pap smears, use of oral contraceptives, and use of barrier 

methods of contraception. The researchers concluded that 

women with cervical cancer were more likely to have had more 

pregnancies, more sexual partners, earlier age of first 

intercourse, less frequent Pap smears, and were more 

frequent oral contraceptive users. Women who ever used 

barrier contraception (condom or diaphragm) compared to 

never had lower rates of both cervical cancer and cervical 

intraepithelial neoplasia (CIN). The protective effect of 

barrier methods was seen most in older and multiparous 

women. The risk of cervical cancer and CIN decreased as 

barrier method use increased. 

The role of contraceptive use and the development of 

cervical cancer was studied in Maryland in 1987 (Celantano, 

et al. 1987). One hundred fifty-seven women with cervical 

cancer were interviewed and compared to controls. They were 

questioned on sexual history, Pap smear history, 

contraceptive history, reproductive history, use of health 

care facilities, smoking, and knowledge, attitudes and 
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practices regarding cancer screening. Results showed women 

with cervical cancer were younger at first sexual 

intercourse and had longer periods between Pap smears. 

Controls had less years of smoking. Lifetime use of 

contraception overall was protective for cervical cancer, 

oral contraceptive use was also protective, and barrier 

methods were more protective. The protective effect of 

general contraceptive use and oral contraceptive use was 

seen by the authors as being directly related to required 

physical exams that often come with obtaining prescriptions. 

In summary, barrier contraceptive methods were seen as 

protective for sexually transmitted infections and HPV. Oral 

contraceptive use was inconclusively protective or not 

protective, but few studies have been done on this 

relationship between contraceptive use and Pap smear 

outcomes. The present study will provide needed data about 

the relationship, if any, of current contraceptive use and 

Pap smear outcomes. 

This chapter focused on the self-efficacy demonstrated 

in the contraceptive user, the relationship between 

contraceptive used and STis, and the relationship between 

contraceptive used and Pap smear outcomes. 
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METHODOLOGY 
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This section details the research designs, methods, and 

procedures utilized to answer the questions posed by this 

study. 

Design 

This research study -utilized a descriptive cross

sectional design to perform secondary analysis of data 

obtained in a binational survey conducted by Dr. Anna 

Giuliano and associates of Arizona Cancer Prevention and 

Control Program. The specific questions answered by the 

study are: 

1. What is the relationship between barrier contraception 

and Pap smear outcomes in women living along the U.S.-Mexico 

border? 

2. What is the relationship between hormonal contraception 

and Pap smear outcomes in women living along the U.S.-Mexico 

border? 

3. What is the relationship between other contraception 

(IUD, withdrawal, rhythm, and sterilization) and Pap smear 

outcomes in women living along the U.S . -Mexico border? 

4. What are the differences in Pap smear outcomes among 

these women using barrier contraceptives, hormonal 

contraceptives, or other contraceptives? 
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Sample 

Women age 15 years and older were recruited at family 

planning clinics located in Community Health Centers in 

Douglas, Nogales, Yuma, and Tucson, Arizona, as well as 

Public Health Clinics in Agua Prieta, Nogales, San Luis de 

Colorado, and Hermosillo in Sonora, Mexico. Three hundred 

women from each clinic (8 clinics total) were screened for 

HPV, chlamydia, and cervical cytology, and asked to complete 

a detailed questionnaire of demographic information and risk 

factors. The total sample was comprised of 2400 women (1200 

from Arizona and 1200 from Sonora, Mexico). The women in 

Arizona were primarily Hispanic. 

Subject Eligibility 

Subjects were self-referred to the clinics for routine 

gynecological care. Inclusion criteria were: women 15 years 

of age or older; resident of the border communities where 

the clinics are located; non-pregnant, and if recently 

pregnant, at least 2 months post-partum; and still having 

menstrual periods. Potential recruits had to be willing to 

answer lengthy questionnaires and consent to an examination. 

Exclusion criteria was pregnancy, either current or less 

than two months postpartum. 



39 

Subject Recruitment and Study Protocol 

Bi-lingual female interviewers were placed in the 

clinics in Arizona, and female staff members were used in 

Sonora to identify women who were eligible to participate in 

the study. The study was explained to eligible women, and 

informed consent obtained as mandated by the committee on 

human subjects. 

Instrumentation 

A questionnaire was administered in the participants' 

language of choice, collecting general demographic data and 

risk factors. This questionnaire consisted of 79 questions, 

and took 45 minutes to one hour to complete. The 

questionnaire collected demographic information such as age, 

date of birth, marital status, state and country of birth as 

well as current residence, ethnic identity, number of years 

of education completed, total household income, and 

occupation. Health information requested included reason for 

visit to the clinic, history of specific chronic diseases, 

current or recent ingestion of medication, family history of 

cancer, and history of abnormal Pap smears. Other risk 

factors that were evaluated were current and past smoking 

status, sexual and reproductive history, current and past 

contraceptive use, lifetime number of sexual partners, age 

of first intercourse and age of menarche. 
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The questions wer~ short in wording, and specified time 

frame for health behaviors. The questions offered a number 

of possible responses and offered 'Don't know' as a possible 

response for most questions. Questions about contraceptive 

use allowed for more than one response to allow for dual 

use, or different contraceptives used at different times. 

Procedure 

Pap smear samples, as well as cervical samples for 

chlamydia infection and HPV DNA were obtained by trained 

clinicians. Because significant differences exist between 

Mexico and the U.S. in the manner that Pap smear specimens 

are collected, a standard procedure was developed, and all 

sites in Mexico were provided with the Ayre's spatula and 

Cytobrush to adequately sample the endocervix in the same 

manner already practiced in the U.S. Health clinicians in 

all sites were carefully instructed and monitored on proper 

collection of cervical cytology cells. A common reporting 

system was developed and utilized for reading cervical 

cytology smears. Pap smears were categorized into the 

Bethesda system as described in Chapter I for the purpose of 

this data analysis. All Pap smears collected in Mexico were 

read by the central laboratory in Hermosillo under the 

direction of Dr. Navarro, Director of Pathology, Salud 

Publica in Sonora. In the U.S., cervical cytology results 



were abstracted from the patient's charts. Study 

participants received notification by mail of their test 

results with an explanation and recommendation for follow

up. 

Data Management 
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Data collection was centered at each clinic site. The 

interviewer was responsible for reviewing the forms after 

each interview for completeness. The completed 

questionnaires were delivered to the Public Health Office 

Headquarters in Hermosillo, Mexico for data entry, and kept 

in a locked location. A data manager there was responsible 

for receiving and supervising data entry, as well as 

maintaining paper records. Besides the PI, only data entry 

and management staff had access to the raw data. 

Confidentiality of subjects was maintained by not using 

subject names on any questionnaires and data are reported in 

the aggregate form. Results of tests were limited to those 

responsible for post-test counseling and follow-up. 

Human Subjects 

The present study is a secondary analysis of data 

already collected, so it is exempt from Human subjects 

approval. Exempt status was obtained from the University of 

Arizona Human Subjects Committee (See Appendix B). 

Permission to use the data was obtained from Dr. Anna 



Guiliano with the Arizona Cancer Prevention and Control 

Program (See Appendix A). 

Major Study Variables 

The following table illustrates the variables in this 

study: 
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Table 1. Variable Table 

Concept 

Age 

Marital status 

Years of education 
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Variable Measure/Instrument 

Age in years 

Single 

Married 

Living together 

Divorced/Separated 

Some primary 

Primary complete 

Some jr. high 

Jr. high complete 

Some high school 

High school complete 

Some college 

College complete 

Questionnaire 

Q# 67 (English) 

Q# 60 (Spanish) 

Questionnaire 

Q #72 (English) 

Q #65 (Spanish) 

Questionnaire 

Q# 73 (English) 

Q# 66 (Spanish) 



Table 1-Continued 

Contraceptive 

Methods 

Pap smear outcome 

report 

Vocational training 

Post-graduate 

Other 
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Current contraceptive Questionnaire 

reported Q# 41 

OCPs 

diaphragm 

IUD 

condoms 

DepoProvera 

Norplant 

WNL 

Ascus/Agcus 

Low-grade SIL 

Inad/Unsatis 

High-grade SIL 

Data Analysis 

Cytology 

Subject characteristics were analyzed using measures of 

central tendency. The major study variables were analyzed 

using Statistical Package for the Social Sciences (SPSS). 



Descriptive statistics were used to describe all study 

variables. Each study aim was evaluated as follows: 
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Aim #1: To describe the relationship between use of 

barrier contraceptives (diaphragm and condoms) and Pap smear 

outcomes in women residing at the U.S.-Mexico border. 

Frequency of use for each barrier contraceptive method 

was performed to profile these methods in this border 

population. Pap smear outcome frequency were performed for 

each method and then pooled to determine the Pap outcomes 

for all women currently using these methods. Pap smear data 

were obtained from study cytology reports. 

Aim #2: To describe the relationship between use of 

hormonal contraceptives (Norplant, Depoprovera, and oral 

contraceptive pills) and Pap smear outcomes in women 

residing at the U.S.-Mexico border. 

Frequency of use for each hormonal contraceptive method 

was performed to profile these methods in this border 

population. Pap smear outcome frequency were performed for 

each method and then pooled to determine the Pap outcomes 

for all women currently using these methods. Pap smear data 

were obtained from study cytology reports. 

Aim #3: To describe the relationship between the use 

of other contraceptives (IUD) and Pap smear outcomes in 

women residing at the U.S.-Mexico border. 
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Frequency of use for each other contraceptive method 

was performed to profile these methods in this border 

population. Pap smear outcome frequencies were performed for 

each method and then pooled to determine the Pap outcomes 

for all women currently using this method. Pap smear data 

were obtained from study cytology reports. 

Aim #4: To describe differences in Pap smear outcomes 

among each group of contraceptives methods (barrier methods, 

hormonal methods, and other methods) in women living along 

the U.S.-Mexico border. 

Frequency of Pap smear outcomes among each group of 

contraceptive methods (barrier methods, hormonal methods, 

and other methods) were compared to each other to determine 

differences in Pap smear outcomes in women using different 

methods of contraception. 
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RESULTS 

47 

Data for this study were obtained from Dr. Anna 

Giuliano of the Minority Cancer Prevention and Control 

Program of the Arizona Cancer Center. Data for 2436 subjects 

were initially obtained and used in this data analysis. 

Data were analyzed using the Statistical Packages for 

Social Sciences (SPSS) statistical analysis program. Data on 

subject variables were entered into the computer using SPSS. 

Descriptive statistics were generated using measures of 

central tendency and dispersion to describe the sample. 

Frequency data for all subjects' country of residence, level 

of education, marital status, current contraceptive use, and 

Pap smear outcomes were generated using SPSS. Data which 

were available on age of subjects from age 15 and older was 

grouped together into age ranges. 

Characteristics of Subjects 

Data on subjects' age are presented in Table 2 and 

Table 3. The sample consisted of 56.2% women residing in 

Mexico and 43.8% residing in the U.S. The ages of the women 

in the sample ranged from 15 years to 79 years of age. Note 

the higher number and percentage of women age 15-19 years 

from the U.S. as compared to women from Mexico. Women 30 



years and older from Mexico were of a higher number and 

percentage than women from the U.S. 

Table 2. Age of Subjects (N=2334) 

Age (Years) 

15-19 

20-29 

30-39 

40 + 

Total 

n 

133 

805 

787 

609 

2334 

% 

5.7 

34.5 

33.7 

26.1 

100.0 
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Table 3. Age of Subjects by Country of Residence (N=2334) 

Age (Years) n (Mexico) g.. n (U.S.) 2--
0 0 

15-19 26 2.0 107 10.5 

20-29 435 33.2 370 36.2 

30-39 476 36.3 311 30.4 

40 + 375 28.6 234 22.9 

Total 1312 56.2 1022 43.8 

Data on frequency of marital status are presented in 

Table 4. Married women were the majority in this study. 

Table 4. Marital Status of Women (N=2366) 

Marital Status n % 

Married 1358 57.4 

Single 419 17.7 

Cohabiting 352 14.8 

Divorced/Sep 192 8.1 

Widowed 45 l. 9 

Total 2366 100.0 



Data on level of education achieved by Mexican women 

are presented in Table 5. Note that the largest percent of 

women completed middle school as their highest level of 

education. 
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Data on level of education achieved by U.S. women are 

presented in Table 6. Note that the largest percent of women 

completed high school as their highest level of education. 

Table 5. Educational Level Complete by Mexican Women N=1399 

Educational Level n % 

No school 19 1. 4 

Some primary 233 17.1 

Primary complete 314 23.1 

Some middle school 110 8.1 

Middle school complete 352 25.9 

Some H.S. 96 7.1 

H.S. complete 93 6.8 

Vocational school 11 . 8 

Some college 31 2.3 

College complete 38 2.8 

Grad school 5 . 4 

Other 57 4.2 

Total 1359 100.0 
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Table 6. Educational Level Complete by U.S. Women N=1030 

Educational Level n g_ 
0 

No school 2 . 2 

Some primary 33 3.2 

Primary complete 93 3.2 

Some middle school 49 4. 8 

Middle school complete 160 15.4 

Some H.S. 199 19.3 

H.S. complete 238 23.1 

Vocational 29 2.8 

Some college 142 13.8 

College complete 66 6.4 

Grad school 16 1. 6 

Other 3 . 3 

Total "1038 100.0 
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Frequency of current contraceptive use among Mexican 

women is described in Table 7. Note that the IUD and the OCP 

were the most frequently used contraceptives by Mexican 

women, while the OCP and condoms were most frequently used 

by the U.S. women. 

Table 7. Frequency of current contraceptive use among 

Mexican women N=l399 

Contraceptive n g.. 
0 

IUD 216 15.4 

OCP 202 14.4 

Condom 75 5.4 

Depoprovera 68 4.9 

Norplant 2 . 1 

Diaphragm 0 0 

Total 563 40.2 

None 836 59.7 
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Table 8. Frequency of current contraceptive use among U.S. 

women N=1037 

Contraceptive n ~ 
0 

OCP 291 28.1 

Condoms 177 17.1 

Depoprovera 79 7.6 

IUD 28 2.7 

Diaphragm 9 . 9 

Norplant 7 . 7 

Total 591 57.1 

None 446 43.0 

Pap smear outcomes are presented by contraceptive used 

in the following tables. Pap smear outcomes of Mexican and 

U.S. women who were currently using OCPs are presented in 

Table 9. 
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Table 9. Frequency of Pap smear outcomes by women currently 

using OCPs N=464 

Cytology Results 

WNL ASCUS/AGCUS LgSIL 

n 

g.. 
0 

415 

89.4 

36 4 

7. 8 . 9 

HgSIL Total 

5 460 

1.1 99.2 

Pap smear outcomes of Mexican and U.S. women currently 

using or not using condoms are presented in Table 10. Note 

the slightly higher percent of women not currently using 

condoms with abnormal Pap smear results. 
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Table 10.Frequency of Pap smear results of women by current 

condom use N=1233 

Condom use 

Yes 

No 

Total 

WNL 

n g.. 
0 

Cytology Results 

ASCUS/AGCUS 

n g.. 
0 n 

LgSIL 

g.. 
0 

212 92.6 14 6.1 1 .4 

898 89.4 64 6.4 22 2.2 

1110 78 23 

n 

HgSIL 

g.. 
0 

Total 

n % 

1 .4 228 99.5 

14 1.4 998 99.4 

15 1226 100 

Table 11 presents Pap smear outcomes in women currently 

using the IUD, Depoprovera, Norplant, and the diaphragm. 

Note that the largest number (n=5) of HgSIL was in the women 

using Depoprovera (DMPA). 
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Table 11. Frequency of Pap smear results women currently 

using various contraceptives %=% of each method 

Cytology Results 

WNL ASCUS/AGCUS LgSIL HgSIL 

Method n ~ n ~ n ~ n ~ 
0 0 0 0 

IUD 204 91.1 10 4.5 8 3.6 1 . 4 

DMPA 112 86~2 8 6.2 5 3.8 5 3.8 

Norplant 8 88.9 1 11.1 0 . 0 0 . 0 

Diaghragm 8 100.0 0 . 0 0 . 0 0 . 0 

Current contraceptive use data were pooled to compare 

contraceptive methods and Pap smear outcomes of the women 

using these methods. Table 12 presents Pap smear outcomes of 

hormonal methods (OCPs, Depoprovera, and Norplant), barrier 

methods (condoms and the diaphragm), and other methods 

(IUD). The greatest number of HgSIL Pap outcomes was in the 

current hormonal contraceptive use category. 
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Table 12. Pap smear outcomes of women using various 

contraceptive methods 

N=996 %=% within method 

Cytology Results 

WNL ASCUS/AGCUS LgSIL HgSIL 

Method n % n g.. 
0 n g.. 

0 n % 

Hormonal 477 88.0 43 7.9 8 1. 5 10 1. 8 

Barrier 213 92.6 14 6.1 1 0.4 1 0.4 

Other 204 91.1 10 4.5 8 3.8 1 0.4 

Total 8 94 67 17 12 

(Inadequate or unsatisfactory Pap smear results not 

displayed). 

Comparisons between contraceptive methods and Pap smear 

outcomes were found to near significance at .054 using chi-

square analysis. 

Summary 

For this study, data from 2436 women living along the 

U.S.-Mexico border were analyzed. Data about age, marital 

status, educational level, country of residence, current 

contraceptive use, and Pap smear outcomes were analyzed and 

presented. The sample was fairly evenly divided between 

women residing in Mexico (N=1399) and women residing in the 

U.S. (N=1037). Age of subjects ranged from 15 years of age 

to 79 years of age, with the largest percent of women 
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(34.5%) between 20 and 29 years of age. Married women 

dominated the sample (54.7%). Women residing in the U.S. had 

completed more years of education than those residing in 

Mexico. Women currently using contraceptives represented 40% 

of the Mexican women, and 57% of the U.S. women. Of the 

women residing in Mexico, the IUD was the most prevalent 

current contraceptive method (15.4%) followed by the OCP 

(14.4%). For women residing in the U.S., the OCP was the 

most prevalent current contraceptive method (28.1%), 

followed by condoms (17.1%). Women using the diaphragm 

showed the highest percent of Pap smear results WNL 

(100.0%), followed by condoms (92.6%). Women using 

Depoprovera showed the highest percent of abnormal Pap 

smears (3.8% for LgSIL and 3.8% for HgSIL), followed by the 

IUD (3.6% for LgSIL and 0.4% for HgSIL). When contraceptive 

methods were pooled together, barrier methods continued to 

present with the highest percent of Pap smear results WNL 

(92.6%), followed by the IUD (91.1%), then hormonal methods 

(88.0%). Abnormal Pap smear results were highest with the 

IUD and hormonal in the LgSIL category (3.8% and 1.5%, 

respectively). In the HgSIL category, hormonal methods 

presented with the higher percent (1.4%). Differences were 

found to near statistical significance at .054 using chi

square analysis. 



Results were presented for this secondary analysis in 

this chapter. These included demographics of the sample, 

current contraceptive use, and Pap smear outcomes. 
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CHAPTER FIVE 

DISCUSSION 
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Data from 2436 subjects were used in this study. The 

sample consisted of women residing along the border in 

Mexico and the U.S. Data about age, marital status, 

educational level, country of residence, current 

contraceptive use, and Pap smear outcomes were analyzed. In 

this chapter, results presented in the previous chapter will 

be discussed. 

Age of Subjects 

Age of subjects by country of residence revealed that 

women age 15 to 19 years residing in the U.S. represented a 

noted higher percent of total than women of this age range 

from Mexico. This difference may reflect a variety of 

societal differences. The U.S. has a system that offers 

health care, including contraception, to minors without 

parental consent. While contraception may be more easily 

accessible in Mexico without medical prescription, societal 

mores and inability to pay may restrict this access. Mass 

media influences sexuality of young people in the U.S., 

promoting earlier sexual activity, as well as offering 

important information on health screening, contraceptive use 

and availability. Another difference revealed by the 

analysis is that there are a higher percent of women from 
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Mexico represented in the age ranges of 30 to 39 years of 

age compared to women from the U.S. and age 40 years and 

older from Mexico compared to women from the U.S. This may 

reflect a later initiation into sexual activity experienced 

by Mexican women, as well as a prolonged period of 

childbearing and need for intermittent contraception. 

Marital Status 

Marital status of women in this study reflect the 

variety that present to clinics for health screening and 

contraceptive needs. While the majority of the women were 

married, a large portion of the women represented were 

single, separated, divorced, or widowed. This portion of 

women reflect the societal trends of women who are sexually 

active outside the confines of marriage who have 

contraceptive needs. 

Educational Level 

Differences in educational level exist between women 

from Mexico and women from the U.S. The U.S. legally 

requires all residents to attend school until the age of 16, 

which may account for much of the difference. However, a 

number of women who live in the U.S. in this study had not 

completed a high school education. The border culture 

represented here may include a number of people who have 

immigrated to the U.S. at some point in their lives, 
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interrupting their education. Older generations where 

education was not stressed are also included in this 

population, where fewer years of education were completed. 

Numerous studies have found a direct relationship between 

level of education and health (World Development Report, 

1993). Better educated women marry and start their families 

later, reducing the risk to child health associated with 

early pregnancies (World Development Report, 1993). Educated 

women are better at getting information on health and acting 

on it (World Development Report,1993). 

Contraceptive Use 

Contraceptive use among Mexican women in this study was 

less than that of U.S. women, possibly reflecting a desire 

for more children and strong religious beliefs that 

emphasize the importance of children. Less alternatives are 

available to Mexican women both economically and 

educationally. The percent represents women already present 

at the study sites, so lack of access to services is 

probably not a reason for this difference in this particular 

study. Contraceptive use is a reflection of educational 

level of individuals, as well as developmental level of 

nations. According to the World Development Report (1993), 

the total fertility rate of Mexican women was projected at 

2.4 in the year 2000, compared to 1.9 in the U.S. Total 



fertility rate is an index that measures the number of 

children a woman is likely to have by the age of 50 
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(Hatcher, et al 1998). Clearly, birth rates have decreased 

worldwide, but Mexican women continue to have more children 

than U.S. women. The smaller percent of Mexican women using 

contraception in this study supports these projected 

differences in fertility rates between the U.S. and Mexico. 

However, women frequenting the study sites for the first 

time for contraceptives would not be represented as current 

contraceptive users, so the percent of women contracepting 

may not accurately represent Mexican womens' desire or lack 

of desire for contraception. The IUD as the most popular 

method used by Mexican women, followed by the OCP may 

represent the importance of convenience in contraception to 

these women, as well as the additional factor of covert use 

that is not uncommon (Biddlecom, 1998). Depoprovera, 

however, a method that is easily concealed, was not strongly 

represented in this population. It is possible that 

unfavorable side effects of Depoprovera outweigh the 

convenience and the covert advantages (Hatcher et al. 1998). 

It is also possible that availability of Depoprovera in 

Mexico from pharmacies greatly reduces the number of women 

presenting at these clinics. 
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Contraceptive use in U.S. women in this population was 

predominated by OCPs, followed by condoms. This is a 

different use pattern than the National Survey of Family 

Growth results that found female sterilization, followed by 

OCP use to be the most prevalent methods of contraception 

nationwide. In this study no data were collected on the 

prevalence of female sterilization in either the U.S. 

population or the Mexican population. It's possible that 

once women have the sterilization procedure, they stop 

having annual or episodic health care screening since 

obtaining the contraceptive method no longer depends upon 

that screening. Since this study was dependent upon women 

who self-referred to health clinics, it may not have 

measured a large number of women who had been sterilized. 

Condom use was the second most prevalent method used by U.S. 

women. This supports the data from the National Survey of 

Family Growth on nationwide contraceptive trends, that found 

an overall increase in condom use. This increase is most 

likely a result of heavy campaigning over the past decade 

for HIV prevention. Although the literature supports that 

most women who use condoms do so more for contraception than 

disease prevention (Semaan, Lauby & Walls, 1997), the dual 

use of condoms may have been enough to noticeably increase 
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the prevalence. Although the IUD is very prevalent in 

Mexico, it is used infrequently in the U.S. today. 

Complications from STis with the use of the IUD have caused 

health care providers to discourage its use. The diaphragm 

was also used very infrequently in this study, reflecting 

the national trend. Women have more convenient options now 

that are less user-reliant. 

Contraceptive Use and Pap Smear Outcomes 

Pap smear outcomes of women using various 

contraceptives are compared in this study. Women who are 

currently using contraceptives and had normal Pap smear 

outcomes (WNL) were more likely to be using a diaphragm or 

condom, supporting the literature that barrier methods have 

a protective effect (Creatsas, 1997). However, the number of 

women using a diaphragm were very small, making it difficult 

to compare these women with larger numbers of women using 

other forms of contraception. Depoprovera, a hormonal 

method, was the contraceptive used that presented with the 

highest percent of women with abnormal Pap smear results 

(LgSIL and HgSIL). 

Previous research has not found either a protective 

effect of this hormonal method, nor a detrimental effect. 

The OCP, one of the most prevalent contraceptives used by 

both U.S. and Mexican women presented with less abnormal Pap 
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smear results than Depoprovera, but more than the barrier 

methods. It is possible that these hormonal methods (OCPs, 

DMPA and Norplant) do not have any more of a detrimental 

effect than using no contraceptive method at all, but Pap 

smear results for women using no contraceptive method are 

not available and were not analyzed in this particular 

study. Some women may also have been currently using both a 

hormonal method with a barrier method. Data analysis in this 

study did not differentiate these cases. 

Limitations 

This study was a limited view of contraceptive use and 

Pap smear outcomes in a border population. Because the women 

were self-referred to health clinics, those who may not have 

had health care access were not studied. The questionnaire 

was long and many women without time may have refused to 

participate. Even though interviewers were present to 

question subjects, women with literacy problems may have 

been less willing to participate, and women who were 

verbally interviewed may have been less forthcoming with 

information about sexual and reproductive history. Even 

though female sterilization was listed on the questionnaire 

as a birth control method, many women may not have 

considered it "birth control" and not provided this 

information. 
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This study evaluated abnormal Pap smear outcomes 

looking at Bethesda classification. Although HPV data were 

also collected by the study investigators, this investigator 

did not analyze HPV data in relation to contraceptive use. 

This may have given more detailed information on cervical 

pathology present in this population. 

Women using contraceptives for some years may have used 

a variety of methods before their current method, affecting 

cervical pathology. This investigator chose to look at 

current contraceptive use and Pap smear outcomes only. No 

analysis of past contraceptive history was done. 

Finally, as discussed earlier, some women may have 

currently been using more than one method of contraception, 

and the data analysis did not diffentiate those cases. 

Conclusions and Significance 

Cervical pathology has a multifactorial etiology. Risk 

factors include early age of sexual activity, multiple 

lifetime sexual partners, history of HPV, and smoking. Type 

of contraception has been evaluated as either protective or 

detrimental to the development of cervical pathology, 

although little has been concluded. This investigation 

looked only at current contraception use and Pap smear 

outcomes in a specific border population. 
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Age and marital status are demographic factors that 

influence Pap smear outcomes because these factors influence 

number of sexual partners and years of sexual activity. 

Educational level influences the health care decisions women 

make. More educated women have more access to information 

and are more likely to use it to their benefit. 

Contraceptive use between U.S. and Mexican women 

differed by percent of women using contraception and type of 

contraceptive used. Barrier methods were used more in the 

U.S., and women using barrier methods had a higher percent 

of Pap smears that were normal (WNL). Mexican women were 

more likely to use the IUD than U.S. women, which had a 

higher percent of abnormal Pap outcomes than barrier 

methods. Depoprovera (DMPA) was used by a small percent of 

both Mexican and U.S. women, with the highest percent of 

abnormal results. Barrier methods were protective against 

cervical pathology when compared to hormonal methods and the 

IUD, and these differences neared significance. Barrier 

methods clearly provide a barrier against potential 

pathogens that can cause cervical changes. 

Because this study collected a large amount of 

sociocultural data as well as clinical data from a 

population that has not been extensively studied, this 

information can be put to use. Knowledge of demographic 
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factors as well as contraceptive practices can assist in 

targeting educational campaigns in an appropriate manner to 

this population. Advanced practice nurses are in a unique 

position to educate clients about the protective effects of 

barrier contraceptives, not only protective against STis and 

HIV, but HPV and cervical cancer as well. More research is 

needed to validate the trends that have been noted in this 

area of women's health. 
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Mlnon1y uncu PT<Vtnllon 
and Con1rol Proaram 

February 9, 2000 

Constance Hannah 
6001 E. Pima St. #241 
Tucson, AZ 85712 

RE: Approval to use to data 

Dear Connie, 

ARIZONA. 
CANcu C£NTt.R 
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1,u..__ 
aooaa i977C----
Tuaon. Ariiona 8'7 H 
c,20> 626-)3-42 
PAX c,20) 626-ll-4) 
~.&NON.WU 

You have my pennission to use data from the study entitled 0 HPV, Chlamydia, and Cervical 
Dysplasia Prevalence Along the Arizona-Sonora Border''. I offer this opportunity to use these 
data for the sole purpose of completing a masters thesis. Analyses and results prepared as part of 
your MS thesis are not be submitted for publication in journals or presentation at national 
conferences without my prior written approval. 

l wish you luck with your thesis and in the future. 

Sincerely, 

t~:/U~ 
Anna Gic Ph.D. 
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THtU~Of 

Hum.1n Sub1ccts Co>mmmcc ARIZONA. 
HEAL n-t SatNCI.S CE.Mu 

162l t . Mloti .>UC« - ·· 

P.O. Box 245137 

9 March 2000 

CoMie L. Hannah, RN, BSN, MPH 
clo Judith Berg, Ph.D . 
.College of Nursing 
PO BOX 210203 

-UV 
Tucson, AZ 85724-5137 
(520) 626-6721 

RE: CONTRACEPTIVE USE AND PAP SMEAR OUTCOMES OF U.S. AND MEXICAN 
WOMEN IN A BORDER POPULATION 

Dear Ms. Hannah: 

We received documents concerning your above cited project. Regulations published by the U.S. 
Department of Health and Human Services [45 CFR Part 46.10 I (b) 8] exempt this type of research 
from review by our Committee. 

Thank you for infonning us of your work. If you have any questions concerning the above, please 
contact this office. 

Sincerely. 

(/);;,d} [jltlaiurt, 
David G. Johnson, N-i.D. 
Chainnan 
Human Subjects Committee 

DGJ!js 

;tit[)_ 
' 

cc : Departmental/College Review Commit1ee 
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Peer Group Comparison 
Sexual At titudes 

Outcome Expectancies 

----> .. I Health Action 

Pregnancy Prevention 

Disease Prevention 

Disease Knowledge \.. Perceived Vulnarability r 

Figure 1: Model of self-efficacy for health action adapted from Bandura's Social Learning Theory 
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Sexual Attitudes 

Outcome Expectancies 

Pregnancy Prevention 

Disease Prevention 
• Pap-smear outcomes 

Disease Knowledge 'I,.. ,... 

Figure 2: Self-efficacy model for contraceptive use 

Peer Group Comparison 

Perceived Vulnarability 

Contraceptive Use 

• Hormonal Contraceptives 
- OCPs, Depoprovera, Norplant 

• Barrier Contraceptives 
- Condoms, diaphram, sponge, 

foam jelly 
• Other Contraceptives 

- IUD, sterilization 
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ID#: ___ .;..;,.._ 

HEAL TH QUESTIONNAIRE 

\Vith your assisunce the University of Arizona, the Arizona Department of He:tlth Services, the 
Sccretaria de Salud in Sonora, and the Cole3io de Sonora would like to conduct a survev to 
dc:termin~ which factors influen~e the presence of cervic:il cancer among women living ~long the 
ArizoD.l-Mexico border. For this purpose, we cl for your voluntary participation. 

All of the information you provide for UJ i, strictly confidential, nnd your name will never be wed 
in reports . 

• 
Fi.nally, please. answer C3Ch of the following questions included in this questionnaire that the 
intmiewer will be asking you shortly. 
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1. D:u~: 
month I d.1~ i :,ear 

2. Wh:it is the. re:uon th:it you c:ime to this clinic tod:ay? (Read tht list aloud and 
cluck all that upply) 

3. Current Hciiht 

4. Current Weiiht 

Family planning ad\.ice 
(nicio.l Exam 
. .\Muil e~ (P:ip) 
Follow-up for abnormal Pap 
Birth concrol prC$cription/rcfill 
Suspected STD 
Prcgnlllcy testing 
Menstrual abnormalities 
Infertility 
Other: 

in 

lbs 

or cm 

or kilos 

5. For e:ich of the followin~ medic:u conditions, ple:ue check whether :i doctor ever 
told ~·ou th:it you have the condition, and the aic you were first told you had the 
condition: (Read tht list aloud) 

6. 

Historv Asze Diagnosed 

a. High bleed pres:;urc: Yes - No Age __ 
b. D1~bec~s - Yes - No Age __ 
C GJ..llblac!c!er c!i:;e~e - Yes - No Age --
d. Cold sores or fe\·er blisters - Yes - No Age __ 
e. Th~ TOid disc:=ise - Yes - No Age __ 
f C:?r.ce~· Sp~cif:, - Yes - No Age __ 

Arc you currently t!lkini any prescribed medic:1tion 
control pills and/or vitamins? _Yes _No 

rc~ularly, other than birth 
(If no, skip to Qu~ 'J) 

a. ..\re you currently taking estrogen for the change of life? 

_Y.!s _No If Yes,for how long? __ Months 

b. Are ~·ou taking hormones to regulate your period? 

_Y~s - No If Yes,for how long? __ Months 

c. Other medication you are currently tiling (please specifr): ____ _ 
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7. Ourino the Inst JO d:ivs, have you taken or been injected with any Antibiotics? 
Yes No 

If Yn, which OMS? How many days? 

Don't Know 

8. Hu a blood relative (your partnts, broth us, sisten, pandpartnts, aunts or unda) 
ever been diainosed as havin1 cancer? · 
~ 

Yel 
No 
Don't know 

QYt.s: Who 

9. H:i.s :inyone in your immediate family had cemc:iJ C!lllcer? 

Yes 
No (Skip to Quts J 1) 
Don't know (Skip to Qua 11) 

Type or C1J1cer 

10 Wh:it was her relationship to you? (Check as many as apply. If more than ont! 
sisur and/or maurnaVpaurnal aunt has had cervical cancu, wriu the numbu 
aff~aed in ch~ lint! provided on the rigi,t.) 

Mccher 
Macunal grandmother 
PJcernal grandmother 

Sister 
Macernal aunt 
Pacemal aunt 

# affected 

11. Durin~ your entire life, have you smoked at le:ut 100 ci~arettcs, that ls about 5 
packs or ci~:irettes? 

Yl!s 
No (Skip to Qua 20) 

12. How old were you when you first started smolcing cigarettes~ 
__ Age (ye1rs) 
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13. Do you smoke cii:irettes now:' 
If Y,s, About how ~Y cigarettes did 

Yts you smoke in the last.3 days? ___ cigarette:$ 

~o If ,Vo, How old were you 
when you list smoked~ ___ Age (years) 

1-1. About how m:iny ye:irs were you/have you been a smoker? (Do not lncf14de rimts you 
sraytd off c:gartu~s) 

__ yc:irs 

15. jow many ciiarcttcs on the 1vcr11e do you/did you smoke per d:iy? (1 pack-20 
c:gartttts) 

____ cigarettes/day or 

16. Did/Do you usu:tlly inh:i.le smoke into: 

Your mouth only~ 
Your chest? 

___ Less dun one per day 

17. Please record e:ich br:i.nd of cii:irette that you have smoked, includ.ini information 
on the ey·pc, years st:irted 3Ild stopped, and the number of ci~arettcs smoked per 
day. 

I 
Brand I Filter I Menthol A~e A~e I # Smoked 

Y!~ YIN St:irted Stopped oer/dav 
Ii I I I 
2! I I I 
31 I 
41 I 
51 I 
61 I 
71 I 
SI I 

18. Lsu:tlly, how m~ch of each cigarette did/do you smoke? \Yould you say: 

All of it 
One half 
L~ss than one half 
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19. Before 1ze 20, wh:it wiu the nver:i~e number of ci&:irettcs you smoked per d:iy? 

Number of cig1rem:s/day 
Less than one/d~y 
Noc applic:ibk D,d not smoke before :ige 20. 

20. Have you ever used smokeless tobncco (Chewing tobacco, snuff)? 

Yes 
No (Skip to Quts 21) 

21. Do you currently use smokeless tobacco? 

• Yes 
No 

22. Did your mother smoke ciz:ircttcs when she was prcinant with you and/or durini 
your infancy/childhood? (Cluck all that apply) 

Y .:s, when she was pregnant \\ith me 
Y ~s. when I was a child ycur.ger dun 10 yC3Is old 
Y!s. wr.~n I WJ.S olc!er than 10 ye:irs old 
~o. my mother did noc smoke cigarettes during my infancy/cbildhccd 
Don· c remember 

23. In the 1:ist month. what was the :ipproiim:ite number of hours per day you were 
Cl:posed to other people's ci~arettc smoke in e:ich of the followin~ places (:i-d): 

£f less rlu;m I itottr. round ro rhe nearesr quarter hour (15. 30 . ./5 minutes) 

a. Inside your home with someone who was smokini tobacco? 

Hrs/day Min/day 

b. At work with someone who was smokini tobacco? 

None Hrs/day Min/day 

c. In a car, bus, van or other enclosed location with someone who was smoking 
tobacco? 

Hrs/day ;\[in/day 

d. In any other indoor or enclosed loCJtion with someone who WlS smoking tobacco? 

~cne Hrs/day Min/dav 
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H. In the past three davs, what w:u the npproxim:ite number of hours per day you 
were exposed to other people's ciz:ircttc smoke in an enclosed location? (Your 
/,oust, a vthlclt, anothtr space) 

If ltss than I hour. round to tf:t ntartsr quarrtr hour (15. JO . ./5 minutts) 

None Hrs/day _Min/day 

2.S. H!lve you ever h:id :i P:ip smear done before? 

Yes 
No (Skip to Qua J2) 

If Ya, bow long ago did you have your 
last Pap smear? __ mooths 

Don't ~'low (Skip to Qua 32) 

26. How old were you when you had your lint Pap smear? 

27. 

__ yeanold _Don't Koow 

H!lve you ever h:id :m :ibnonn:tl Pap smear? 
If Y cs, what was the abnornu.lity? 

ASCUS _ Atypia 
Y~s _ Lg SIL CINI 

__ ~o (Skip ro Quts 29) 
Don't Know 

_ Hg SIL CIN II 
Inflammation CL\l III 

2S. Were you tre:ited for this abnormaJiry? 

29. Have you had an abnormal Pap smear in the last 18 months? 
If Y cs, what was the abnormality? 

In Situ 
_Cancer 

Don't Know 
Other 

ASCUS _Atypia In Situ 
Yes _ Lg SIL CINI _Cancer 

__ 0iO (Skip to Ques 31) 
Don·c kno\v 

_ Hg SfL CIN II Don't Know 
Inflammation CN ill Other 

30. \'Vere you tre:ited for this abnormality in the last 18 months? 

Don't 
Know 
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31. How often do you usu:illy have a Pap smcu done? 

More than once a year 
Every ~-car 
Evc:ry 2-3 years 
E"ery 4-S years 
More than every 5 ye.us 

32. Have you ever h:id a SC%ua.l1y transmitted disc:LSe or any type of vaiinnl infection? 

• 
Yes 
No 
Don·t Know 

33. H3.S :i doctor or he:ilth cue provider ever dia~osed you with any or the (ollowinz: 
{Rtad the whole list aloud.) 

a. Ge:tital Warts Yes No Don't :cnow - -
b. Genital h~ rpes - Yes No - Don't know 
C. CrJ3!Tl ydi =i Yc:s No _Don't know 
d. Gcnor.he:i Y:s No Don't know -
C. Syphilis Yes No - Don't know 
f. \"~al ye:isc infection Yes No - Don't know 
g. T :1,homon.a.s infec:ion Yes No - Don't know 
h. Peivic Inflarrunatory Disease Y!S No - Don't know 
I. H~;:>J.t:tis B Yes No - Don't know 

If you h:ive 1nswercd Yes to any of the above, please answer the followin~: 

T~JX of uu~ction Age at 1 s: time ~o. Tirees 

34. H:ivc you ever been pr~nant? 

Yl!s 
~o (Skip to Qu~s 37) 

35. How m111y times h~ve you been pregnant? preg:nanc1ts 
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J6. Can you tell me whnt h~ppened with each prcinn.ncy mentioned in Question JS?" 
(Pl~aseflll in th~ tab/~ b~/0111 by placing an "X" In th~ appropriate ba:c) 
(R~ad th~ who/~ list aloud.) 

1.: Prc1 2~ Prci 3:.: Prcl( f" Prest 5'·1 Prcg 
Li,c Birth/ 
Normal Birth 
Ccsarcin 
(nduced 
Abortion 
Miscrriage 
<20 wk.s 
Still Bi"& >28 
da\"S 

Nconacal dc3th I <1S davs 

Ectopic 
(Tubal) Pmt 

37. At what aic did you first bc~n menstruatinf:' __ y~ old 

38. Have you used birth control in the past? 

Yes 
~o (Skip to Qu~s 40) 

39. What type of birth control have you ever used in the pa.st? 
(Read the h,:hole list aloud and check as many as apply) 

Or.ii conrr:icepcive (''the pill") 
Diaphragm 
ILl) 
Condoms 
Foam, cream, jelly, suppositories 
Depo Provera shoes 
Norplant 
Sponge 
Rh~ tlun method 
Sterilization (tubes tied) 
Sterilization of sex partner (vasectomy) 
\Vichdnwal 

.. w_ Arc you using birth control now'? 

Y!s 
~o (Skip to Ques :/2) 

6.- Pree .,. Prcg 
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41. What type of birth control are you usinz now? 
(R~ad tht whQ/t list aloud and check as many as apply) 

Or:>.l contracepcive ( .. the pill") 
Draphr:igm 
ll1) 
Condoms 
Fo.im. crCJ.m, jelly. suppositories 
Depo Provcra shots 
Norplant 
Sponge 
Rh~ 1hrn method 
Sterilization (tubes tied) 
Scerilintion of sex partner (vasectomy) 
Withdrawal 

42. Do you use'h:tYC used oral contraceptives ("the pill")? 

__ Yc:s (Pltau givt mt thtfollowing information/or tach oftht diffuorl rimtS in 
your lift you uud "rht oil/") 

--~·eve: usec ~the pill" (Skip ro QutS ./3 if you havt nevtr taktn tht pill) 

A~e surted Duration 
First time ___ years or months 
s~cond time vears or months 
Third time ___ y~s or months 
Fourth time ___ y~s or months 
Fifth time ___ yea.rs or months 
Currently using ___ years or mcnths 

43. Do you use/have used Dcpo Provera shots? 

__ Yes (Pleau give me the following information for each of the diflertnt timtS in 
your life you uud Depo Provera) 

__ Neve~ usd Deoo Provera (Skip to Ques :./:./ if you have n~er used Depo Provera 
shots) 

First time 
Second time 
Third time 

Founh cirnc 
Fifr.h time 
Cur.::c.tly usir.g 

:\:z e s ta.rt ed 
___ years 

___ ye1rs 
___ years 

vears --- · 
___ ye::us 

ve:us ---· 

Duration 
or months 
or months 
or months 
or months 
or months 
or months 
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47. For the followinz forms of contr:iception, please check whether or not you 
h3vc/haYc not used them. 
(If you clrtck "Yes," pltast answer how long you uud that sptciflc typt of 
contraetpti~~t) 

Ever t;sed 
# )'fonthi Used . .\1 

Method of Birth Control 

Fo:im, jelly, crc:im, suppositories 
(without diaphr:izm) 

Condoms, rubbers 
Sponie 

No 

No 
No 

Yes 

Yes 
Yes 

__ <lmonth or __ monµis, 

__ <lmonth or __ months 
__ < lmonth or __ months 

48. How old were you when you first had sexual intercoune? 

__ y~sold _ never had sex (Skip to Qu es 5 7) 

49. Do you currently have sex with: 

Men Women Both Noone 

50. Throu~houc your life, what is the number of men with whom you have had scrual 
intercourse? 

m~n (If only J, Skip to Qu~ 55) 

51. How many different male sexual p:irtners h3ve you had in the last 3 months? 

men 

52. How m31ly ~ male sciual partners have you had in the last 3 months? 

53. 

new men 

Have you ever cl:chan~ed se.x for : a. Money 
b. Drugs 

Yes 
Yes 

No 
No 

5-t . At e:ich of the following ages, specify how many male se..tu:tl partners you had: 

Before age 16 
From age 16 co 19 
In your 20's 
ln your 30's 
ln your 40 's 
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ss. Of the men you h:1d se:cunl intercourse with, how mAny were you with for 3 months 
2£ 12.nlli? Plc:ise specify at ench of the followin1 •&CJ: 

B~fore age 16 
From :ige 16 to 19 
(n your 20·s 
ln your 3o·s 
(n your ~o·s 

56. In the past 3 months, how o~cn on the 1ven1e did you have sexual intercourse 
with :i man? Choose onlv one. (Pltast givt us an avuag, only. Can put :uo.J 

• Times/week Tunes/month 

S1. Hive you ever douched? 

y~ 
~o (Skip to Quts 60) 

58. How frequently have you douched in the past year? 

\"ever 
L~ss than l/month 
1-2 times/month 
3 ~ cimes/month 
> ~ times/month 

59. Wh:ic have you used to douche with? (Check all that apply) 

Sivr~ bought preparation other than water and vinegar, or water 
and baking soda 

\Vlrer 
\\iater and vinegar 
W Jeer and baking soda 
Ocher: specify 

60. \Vhicb of these best describes your race or ethnic background? 

\V~uce (Skip to Ques 67) 
Hisparuc (\Vhite Origin) 
BIJck (Skip to Ques 67) 
Hispanic (Black Origin) 
Y:i~ui J..I1d ocher ~ative American (Skip to Qu~ 67) 
. .\51.!Il (Skip to Qu~ 6i) 
OL~c::- · (Skip to Qcus 67) 
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61. How do you identify yourselr. Tho.t is, wh~t is your ethnic identification? 

62. I spuk: 

63. I rend: 

Mexic~ 
'.\kxic~ Americ:u, 
Chic:ui:i 
Spanish American, Latin American. Hispanic Americ:in 

Other:------------

Spanish only 
Sp~sh better than English 
Both Spanish and English equally well 
English better than Spanilh · 
Only English 

Spanish only 
Spanish better than English 
Both Spanish and English equally well 
English better than Spanish 
Only English 

6-4. ~Iy elrly life (childhood to teenage years) was spent: 

Only in Latin America (Mexico, Central or South 
America) or the Cmbbcan (Cuba, Puerto Rico, etc .) 

\fostly in Latin . ..\merica or the Cmbbean 
E~u:illy in Latin America/the Caribbean and in the US 
\lainly in the liS and some time in Latin AmeriCJ.!the 

Carib be.1.Il 
O~y in CS 

65. Currently my circle of friends arc : 

. .\Jnost exclusively Hispanics/Latinos (Chicanosflv!ex.ican 
Americans, Puerto Ricans, Cubans, Colombians, Dominicans) 

:V(ainly Hispanic/Latinos 
E~ually Hispanics/Latinos and Americans from the US (Anglo 

Americans, Afric311 Americans, Asians/Paci.fie Islanders, etc.) 
\CJ.inly Americans from the US 
. .\!.most entirel:-· Americans from the US 
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66. 

67. 

In rel:ition to h:i-.·in: n L:itino/Hisp:mic back&round, I feel: 

Very proud 
Proud 
Svm~vh=it proud 
linle pride 
No pride 

D:ite of Binh: _/ I 
mo ~y }T 

68. ,there were you born (City, State, Country)? 

________ City Seate ------- -------Country 

69. If not born in the US, how many years have you lived in the US? 

___ y~a.rs born in the US ---

70. Where have you lived most of your life? 

___________ Tov.n/City Sta!e -------

71. How Ion~ h:i..-c you lived in the city or town you are currently living in? 

or 

72. What is your current marital status? 

Single, never married 
M:trried 
Cohabiting, living together 
Divorced/Sepanted 
\Vidowed 

ye:i:s 
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73. How many yc:irs of school did you complete? (Cluck only ont answtr} 

Some primary 
Prim:uy completed 
Some junior high/middle school 
Completed junior high/middle school 
Some high school 
Completed high school 
Some college 
Completed college 
Vocational training after high school 
Post-graduate training 
Other: 

74. Wbnt is your total household income per month before tue,':» 

s ----- ___ Don't Know 

i5. How many family members are supported by thi., income (Include all adulls and 
chi/dun that depend on this income)? 

76. Arc you currently employed? 

Yc!s 
t\o 

77. What is your occupation'? 

78. Have you worked on any dusty jobs? 

Yes 

No 

If Yes, for how many total years? __ years 
How intense was the exposure? 

mild moderate severe 

79. Have you ever been c1:poscd to gas or fumes in your work? 

Yes 

i"io 

If Yes, for how many total years? __ years 
How incense was the exposure? 

mild mode race severe 
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As part of your panicipation in this stud~· we ,,;11 send you che results of your HPV and ch1amydi3 
tests. and reconunendacions for future g:necological c.uminations. To do this, we need your name, 
address, and telephone number. Agnin, tlunk you for participating in crus srudy. 

Name: 
Fim Name I Last N.une 

Address:------------

zip code 

Phone: Home ______ Message ______ Worlc. ____ _ 

YOUR CONTRIBUTION rs VERY LvlPORTA.'iT TO OCR STUDY. YOU ARE 
HELPI~G l"S TO PLA~ FOR BETTER HEAL TH CARE I~ YOUR COi\DfUNITY. 

THA .. 'fl( YOU VERY :\-WCH FOR YOCIR COOPERATION. 
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