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INCREASING VIETNAMESE-AMERICAN PHYSICIANS’ KNOWLEDGE OF CERVICAL CANCER

AND PAP TESTING: IMPACT OF CONTINUING MEDICAL EDUCATION PROGRAMS

Vietnamese-American women who regu-
larly see Vietnamese-American physicians are
less likely to obtain Pap tests, perhaps because
of the physicians’ limited training in preventive
medicine and the women’s discomfort receiv-
ing Pap tests from male physicians.

To address this problem, during 2001–
2003, the University of California, San Fran-
cisco’s (USCF) Vietnamese Community Health
Promotion Project collaborated with the Viet-
namese Physician Association of Northern Cal-
ifornia to organize 3 continuing medical edu-
cation (CME) seminars on cervical cancer for
association members. Experts gave lectures
and answered questions about screening, di-
agnosis, and treatment to train physicians to
identify risk factors, recommend Pap tests, and
evaluate and conduct follow up of abnormal
tests.

To evaluate the seminars, we administered
pre- and post-CME pencil-and-paper question-
naires. Data analysis employing the McNemar
chi-squared test demonstrated significant
changes in knowledge and understanding from
pre- to post-CME in multiple areas. Results
suggest that CME seminars can significantly in-
crease Vietnamese physicians’ knowledge
about cervical cancer diagnosis and treatment.
(Ethn Dis. 2004;14[suppl 1]:S1-124–S1-128)
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INTRODUCTION

The highest age-adjusted incidence
rate of invasive cervical cancer in the
National Cancer Institute (NCI)’s Sur-
veillance, Epidemiology, and End Re-
sults (SEER) areas occurs among Viet-
namese-American women (43 cases per
100,000 women). Their rate is 7.4
times that of Japanese-American wom-
en, who have the lowest rate for Asian-
American women (5.8 per 100,000).
Incidence rates of 15 per 100,000 or
higher occur among Alaska Native, Ko-
rean, and Hispanic women. Cervical
cancer incidence also shows different
ethnic patterns by age group. Among
women ages 30 to 54 years, Vietnamese
women have the highest rate, followed
by Hispanic women, and African-Amer-
ican women. The rate among Vietnam-
ese women is 5 times the rate for the
group with the lowest rate, Chinese
women. Among women ages 55 to 69
years, Vietnamese women also have the
highest incidence rate, more than 3
times higher than Korean women, the
second ranked group. Hispanic women
have the third highest incidence in this
age group, followed by African-Ameri-
can women. There are too few cases in
all groups of women aged 70 years or
older to assess ethnic patterns.1

Cervical cancer mortality, stage at
diagnosis, and survival rates for Viet-
namese in the United States are not yet
available. However, unpublished data
furnished by the Northern California
Cancer Center for the 5-year period
from 1988 to 1992 indicated that cer-
vical cancer was detected among Viet-
namese women at later stages than
among the general California popula-
tion. Among Vietnamese women, 59%

of cervical cancers were detected at an
in situ stage (an early, pre-invasive
stage), compared to 79.5% among
women in the general population;
38.5% of Vietnamese cervical cancers
were detected at local, regional, or re-
mote stages compared to 18.9% of cases
found among women in the general
population (written communication,
Barbara Topol, Northern California
Cancer Center, SEER Registry, July 13,
1995). Later stage at diagnosis carries a
poorer prognosis than detection at an
early stage.

Risk factors for cervical cancer, such
as sexual behaviors or human papillo-
mavirus prevalence, are largely unstud-
ied in Vietnamese-American women.2–4

The Papanicolaou (Pap) test, which
can lead to timely treatment and con-
comitant reductions in morbidity and
mortality, is an effective screening test
for early detection of cervical cancer.
Unfortunately, only 67% of Vietnam-
ese-American women 18 years of age or
older have had at least one Pap test and
only 48% have had one in the last
year.5–8 In contrast, national data for
2000 showed that 95.8% of White,
95.4% of African-American, and 92.9%
of Hispanic adult women reported re-
ceiving at least one Pap test, while
69.6%, 77.1%, and 75.8%, respectively,
have had one in the last year.9 Since data
on sexual behavior are often unavailable
or unreliable, the NCI considers women
who have never had a Pap test and those
without recent tests at high risk for de-
veloping cervical cancer.10

Previous research has shown that the
majority of Vietnamese-American wom-
en receive care from Vietnamese physi-
cians,11 yet Vietnamese women who reg-
ularly see Vietnamese physicians (most
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of whom are male) are less likely to ob-
tain Pap tests.6,7,12 For example, 47% of
Vietnamese-American women respond-
ing to a survey by Jenkins et al reported
having a Vietnamese physician as their
regular healthcare provider. Women
with regular physicians who were Viet-
namese were half as likely to have ever
had a Pap test (adjusted odds ratio [95%
CI] 0.5 [0.4,0.6]).12 We theorized that
this occurs because of the physicians’
limited training in preventive medicine,
their focus on acute rather than preven-
tive care, and their busy practice sched-
ules.13 Male Vietnamese physicians may
be sensitive to the issue of personal
modesty in their female patients.11,13

Their female patients, in turn, may be
reluctant to request or unwilling to un-
dergo pelvic examinations and Pap tests
from male physicians because of mod-
esty.8 Therefore, to promote cervical
cancer screening of this high-risk pop-
ulation, we designed a continuing med-
ical education intervention targeting
Vietnamese physicians as part of a com-
prehensive CDC-funded Racial and
Ethnic Approaches to Community
Health (REACH 2010) program de-
signed to increase such screening.

METHODS

Educational Intervention
Research staff at the University of

California, San Francisco’s Vietnamese
Community Health Promotion Project
(VCHPP) collaborated with the Viet-
namese Physician Association of North-
ern California (VPA-NC) to organize 3
continuing medical education (CME)
seminars on cervical cancer. These for-
mal CME sessions were conducted an-
nually in Santa Clara County, Califor-
nia. The VPA-NC was an active mem-
ber of our REACH Coalition. Prior to
organizing the CMEs, we asked the
physician members to suggest topics and
issues related to cervical cancer for the
sessions.

During the CME sessions, experts

gave lectures and answered questions
about cervical cancer screening, diag-
nosis, and treatment. The goal of these
sessions was to train physicians to iden-
tify risk factors, to recommend Pap
tests, and to evaluate and conduct fol-
low up of abnormal Pap test results. To
ensure high levels of attendance, we
chose to integrate these courses into the
VPA-NC’s regular schedule of CME
seminars. The VPA-NC has 192 mem-
bers, most of whom have private prac-
tices in Santa Clara County. These phy-
sicians report that more than 90% of
their patients are Vietnamese.

The first CME seminar occurred on
May 25, 2001; its topics included: Ep-
idemiology of Cervical Cancer in Viet-
namese Women in the Greater Bay Area;
Cervical Cancer Screening: An Update for
Clinicians; and Vietnamese Pap Smear
Registry and Reminder System. The sec-
ond CME seminar took place on June
14, 2002 and featured the following
topics: Evaluation and Treatment of Pap
Test Abnormalities; Treatment of Invasive
Cervical Cancer; and An Update on the
Vietnamese Pap Smear Registry and Re-
minder System. The third CME seminar
occurred on June 20, 2003, with ses-
sions on: Cervical Cancer Screening and
American Society of Colposcopy and Cer-
vical Pathology (ASCCP) Management
Guidelines for Cytological Abnormalities;
and Updates on the HPV Vaccine and
Other Topics in Cervical Cancer Preven-
tion.

Data Collection
To measure the impact of the semi-

nars regarding physicians’ knowledge
and understanding, we administered
pre- and post-CME pencil-and-paper
questionnaires with true-false and mul-
tiple-choice questions. This research
protocol was approved by the Commit-
tee on Human Research of the Univer-
sity of California, San Francisco. We or-
ganized raffles at each CME seminar of-
fering medical textbooks as prizes to en-
courage CME participants to return the
post-CME questionnaires.

Data Analysis and Statistical
Methods

We compared each participant’s
matched responses to the pre- and post-
CME questions to determine if their
knowledge and understanding had
changed. We used the SPSS 11.0 statis-
tical package to conduct the McNemar
chi-squared test to determine if the
changes were significantly different from
chance.14 This test compares the pro-
portion of respondents who changed
their answer at post-intervention (eg,
‘‘false’’ at pre-intervention to ‘‘true’’ at
post-intervention) against the propor-
tion who changed in the opposite direc-
tion (eg, ‘‘true’’ to ‘‘false’’). A P value of
,.05 was considered significant.

RESULTS

Forty-eight physicians attended the
first CME seminar and, 34 (71%) com-
pleted both questionnaires. There were
significant changes in knowledge from
pre- to post-CME regarding the risk fac-
tors for cervical cancer and the very high
incidence of cervical cancer among Viet-
namese-American women (Table 1).

Fifty-six physicians attended the sec-
ond CME seminar, 36 (64%) complet-
ed both questionnaires. Physicians con-
siderably increased their knowledge
about: the curability of Stage 0 cervical
cancer; the very low 5-year survival rate
for Stage 4 disease; and the options for
evaluating and treating ASCUS (atypical
squamous cells of undetermined signif-
icance), LSIL (low-grade squamous in-
traepithelial lesion), and HSIL (high-
grade squamous intraepithelial lesion)
(Table 2).

Fifty-five physicians attended the
third CME seminar, 40 (71%) com-
pleted both questionnaires. As shown in
Table 3, the group achieved significant
improvements in knowledge about: the
ACS recommendations for when to start
Pap testing; the most common type of
human papillomavirus (HPV) associat-
ed with cervical squamous cell carcino-
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Table 1. Changes in physicians’ knowledge of cervical cancer risk factors and Pap tests at first CME seminar, 2001

Questions and Correct Answers
Pre-test

(%)
Post-test

(%)
Chi-square

P Value

Which of the following are the risk factors for cervical cancer?
HPV (Human Papillomavirus)
Smoking

100
48

100
85

NS
.005

For an adult woman who has never had a Pap test,
how often should Pap tests be performed?

Annually 97 100 NS

For an adult woman who has had several normal Pap tests,
how often should Pap tests be performed?

Every 2–3 years 64 94 .022

For an adult high-risk woman (eg, a person with a previous abnormal Pap test),
how often should Pap tests be performed?

Annually 97 100 NS

In general, should women who have never been sexually active get Pap tests?
Yes 69 100 ,.0001

What is the risk of Vietnamese women getting cervical cancer
as compared to Caucasian women?

More than 5 times 27 97 ,.0001

NS5non significant.

Table 2. Changes in physicians’ knowledge of cervical cancer treatment and prognosis at second CME seminar, 2002

Questions and Correct Answers
Pre-test

(%)
Post-test

(%)
Chi-square

P Value

Options for evaluating a Pap test result of ASCUS
(atypical squamous cells of undetermined significance) include:

Immediate colposcopy
Testing for human papillomavirus (HPV)

38
27

92
89

,.0001
,.0001

Immediate colposcopy is an option for treating:
LSIL (low-grade squamous intraepithelial lesions)
HSIL (high-grade squamous intraepithelial lesions)

38
62

87
89

.02

.001
Early cervical cancer (Stage 0) is 100% curable
Overall 5-year survival rate for late cervical cancer (Stage 4) is ,5%
Appropriate use of chemotherapy in cervical cancer

29
16
59

87
72
91

,.001
,.001
,.001

ma; the mean age of diagnosis of cer-
vical cancer; the available screening tests
for cervical cancer; and the management
options for patients with ASCUS and
stage IIB or greater cancers.

DISCUSSION

Primary care physicians are expected
to play a central role in assessing cancer
risk and performance of cancer screen-
ing for its early detection.15,16 In addi-
tion, clinical practice guidelines have a

role in enhancing quality and reducing
racial and ethnic disparities in health.17

For example, the 2002 American Can-
cer Society guidelines for cervical cancer
screening and the 2001 Bethesda clas-
sification for reporting Pap test results
have a role in reducing the cervical can-
cer disparity for Vietnamese-American
women.18,19 However, practice guide-
lines must be implemented by physi-
cians in order to reduce such disparities.
Continuing medical education (CME)
seminars are one method to encourage
guideline implementation.20 The results

presented here indicate that Vietnam-
ese-American physicians’ knowledge of
such guidelines improved at least in the
short term following an intensive edu-
cational program.

Furthermore, since cancer screen-
ing is performed on asymptomatic pa-
tients, and since patients from Asian
cultures such as Vietnamese women
may not have a strong preventive care
orientation, physician recommenda-
tion is particularly important in in-
creasing receipt of Pap testing in this
population.11,16 While most Vietnam-
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Table 3. Changes in physicians’ knowledge of cervical cancer screening guidelines and management at third CME seminar,
2003

Questions and Correct Answers
Pre-test

(%)
Post-test

(%)
Chi-square

P Value

Mean age of diagnosis of cervical cancer:
52 years old 26 91 ,.0001

Most common type of human papillomavirus (HPV) associated with cervical squamous cell carcinoma:
Type 16 25 84 ,.0001

New American Cancer Society recommendations for when a woman should start having Pap test:
3 years after starting having vaginal sexual intercourse
Age 21, regardless of whether or not she has had sex

31
71

57
89

.01

.07

Available screening tests for cervical cancer include:
Pap smear, HPV testing, visual inspection of cervix 70 97 .002

Acceptable management options for patients with ASCUS include:
Immediate colposcopy, repeat cytology at 4–6 months, high risk HPV testing 62 89 .006

Stage IIB or greater cancers are treated primarily with radiation and chemotherapy:
True 58 86 .01

ASCUS5atypical squamous cells of undetermined significance.

ese-American women receive care
from Vietnamese physicians, many of
these doctors are not well-trained in
preventive care and thus may not be
recommending such testing. Educat-
ing these physicians is clearly a nec-
essary step in order to increase Pap test
receipt among Vietnamese-American
women. In this study, we found that,
indeed, Vietnamese physicians’ knowl-
edge of cervical cancer screening issues
was limited at baseline. Encouragingly,
we also found that a directed CME ap-
proach was effective in increasing
these physicians’ knowledge, an im-
portant first step in changing their be-
haviors.

As expected, the physicians who par-
ticipated in the study had low levels of
knowledge of some fundamental facts
about cervical cancer and cervical cancer
screening prior to the CME seminars.
In this study, we found: 1) most phy-
sicians were not aware of the degree of
cervical cancer risk among Vietnamese-
American women; 2) few knew the
mean age at diagnosis of cervical cancer
or the most common HPV type asso-
ciated with cervical squamous cell car-
cinoma; and 3) only a minority knew

that early stage cervical cancer is readily
curable or that the 5-year survival rate
for stage IV cancer is ,5%. Less than
half knew of the association between to-
bacco smoke and cervical cancer, even
though cigarette smoking and passive
smoke exposure are major problems for
Vietnamese men and women.2,7,21–23

Less than one-third knew the appropri-
ate management of ASCUS, the most
commonly found abnormality with Pap
testing. These low levels of knowledge
confirm the suspicion that these physi-
cians did not have strong preventive care
training or focus in their practice.

Our intervention of a short lecture
format delivered by 2–3 local experts
achieved large and statistically signifi-
cant changes in the physicians’ knowl-
edge. At the end of the first CME, 97%
of participants knew of the risk of cer-
vical cancer among Vietnamese-Ameri-
can women. After the second CME
class, nearly 90% knew of the appro-
priate management of ASCUS and 87%
knew that early stage cervical cancer is
100% curable. At the third CME sem-
inar, 62% already knew of the accept-
able management of ASCUS, but by the
end, still more (89%) chose the correct

answer. These changes in knowledge
suggest that the CME seminars achieved
their purpose in increasing physicians’
knowledge.

The magnitude of the changes in
knowledge undoubtedly occurred partly
as a result of the low baseline levels, but
there are other reasons why these CME
programs for Vietnamese physicians
worked. In a review of randomized con-
trolled trials of CME programs and fo-
cusing on what makes them most effec-
tive, Cauffman concluded that CME
program organizers should determine
what physicians need to learn, should
reach out to nonparticipating or un-
trained physicians, and should focus on
relevant problem areas.24 Before organiz-
ing our current CME seminars, we un-
dertook these steps. In addition, our
CME programs presented printed and
graphic materials in person, using local-
ly respected health personnel as educa-
tors, principles known to be important
to effective CME programs.24 The lec-
tures were short and varied. The topic
was very relevant since it focused on a
medical condition that is highly preva-
lent among the participants’ patients.
Finally, medical professionals typically
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have less than one hour per week to read
and many physicians have not been
trained to appraise published research,
which is often of variable quality. Initia-
tives to improve physicians’ information
management should involve efforts to
synthesize available evidence,20 such as
our CME programs.

In the medical literature, there is
mixed evidence that CME is effective in
changing physicians’ behaviors or clini-
cal outcomes among physicians in the
general community. It appears that phy-
sician education programs that employ
a combination of modalities such as lec-
ture, reminders, and individual office
visits, are more effective than lecture
formats alone.25 We have shown in prior
work that as part of a comprehensive
approach, CME not only leads to
changes in knowledge but also changes
in behavior among Vietnamese physi-
cians.13 The current CME effort was
one component in a 6-component com-
munity action plan chosen by our
REACH 2010 community-based coali-
tion. Vietnamese physicians are also tar-
geted by a second component, namely,
a Pap registry and reminder system.26

However, multi-modality approaches
tend to be complex and expensive, par-
ticularly for physicians in solo or small
group practices. Reminder systems are
difficult to implement in these diverse
settings, and individual visits require a
large investment in human resources.
For physicians who were not trained in
the preventive care model and who
practice in these types of setting, we be-
lieve that CME is an important first
step.

Our study has several limitations. Its
generalizability is limited by the fact
that study participants chose to come to
the CME meeting and only 64%–71%
chose to complete the 3 surveys. Sec-
ondly, we were unable to measure long-
term changes in knowledge since the
sample of physicians changed from one
meeting to the next. However, the in-
creased baseline rates of correct answers
for more complex questions in the third

CME as compared to the first CME
suggest that physicians were more aware
of the issues over time. Finally, we only
measured knowledge and not behavioral
or outcome changes, though a follow-
up survey of community women regard-
ing receipt of Pap tests similar to the
baseline survey2 is planned for 2004.

Despite these caveats, our results
suggest that CME seminars can signifi-
cantly increase Vietnamese physicians’
knowledge about cervical cancer diag-
nosis and treatment. To be effective,
CME programs must synthesize re-
search findings into clear screening and
treatment guidelines. When this is done,
CME may be one method of closing the
gap between research-based best clinical
practice and what doctors actually do.
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