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A Four Step Health Promotion and Community-based Intervention for Cervical 

Screening within Two Communities Located in Rural Eastern Newfoundland 

 

 

 

 

Abstract  

 

Objective: To utilize elements of population health, health promotion and community-

based initiatives in a four step intervention that strengthen and build community capacity 

to influence and change attitudes toward screening behavior and ultimately increase 

participation in cervical screening.  

 

Participants: Women in two rural communities located in Eastern Newfoundland twenty 

years of age and older, with no history of a Pap test in the previous twelve months.   

 

Setting: Two rural communities located in Eastern Newfoundland and Labrador. 

 

Intervention: The implementation of a sixteen week, four stage community-based health 

promotion intervention that includes: Stage I (Community Profiling), Stage II 

(Stakeholder Engagement and Strategic Planning), Stage III (Promotion, Education and 

Time-lines) and Stage IV (Evaluation).  
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Outcomes:  Documented annual cervical screening attendance pre-intervention and post-

intervention, which were approximately 13% from 2005-2009 (pre-intervention), to 

current screening rates, which are 48% respectively in 2010 (post-intervention). And a 

comparison of the number of women identified through the profiling process (pre-

intervention) to the number of women that attended screening clinics (post-intervention).  

 

Conclusion: The process of mobilizing community stakeholders to implement a targeted 

sixteen week community-based health promotion intervention was very successful in 

overcoming identified barriers and improving cervical screening rates. Through physician 

chart audits and community profiling it was identified that 97 women were under 

screened or never screened; and of the 97 women 93 attended cervical screening clinics 

within the intervention timeframe. This intervention, as a template or guide, has the 

potential to replicate success and improve cervical screening attendance in other rural 

settings.   

 

Key words: Cervical screening; participation rates; community profiling tool; population 

health; health promotion; community-based; under screened; never screened 

 

Introduction 

 

 

In Newfoundland and Labrador (NL) the estimated Age Standardized Mortality 

Rates (ASMR) for cervical cancer in 2010 is 4 per 100,000, which is double the National 
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ASMR, a statistically significant difference and highest amongst all provinces. 1 Such 

statistics are alarming considering the abundance of evidence that indicates that with 

regular screening cervical cancer is highly preventable.2-7 It is well documented that one 

of the greatest risk factors concerning the development of cervical cancer are women that 

are under screened (have not had a Pap test in the previous 3 years) and women that are 

never screened (have not had a Pap test in the last 10 years).2-8  In addition to poor 

screening history, Johnston et. al. 2004 indicates that when compared to urban women, 

women living in rural locations are more likely not to have a recent Pap test and therefore 

have higher rates of cervical cancer.7     

 

The reality of remote and rural living in NL makes equitable and timely access to 

health care services a challenge. Although, access to health services and geographic 

location are not documented as determinants of health by the Public Health Association 

of Canada (PHAC) some would argue that it is unjust not to consider “geographic 

location” as a determinant of health.8,9 For instance, when compared to urban 

populations, rural populations have a poor health status and higher rates of morbidity.7,8 

Therefore the basis of this study and a major program initiative of the Newfoundland and 

Labrador Cervical Screening Initiatives (CSI) program, is to identify and target at-risk 

and under screened populations such as the two rural communities targeted in this study. 

10     

 

Evidence suggests that effective community-based health promotion 

interventions, rather than opportunistic screening, are successful interventions to target 
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hard to reach or marginalized populations. 5-7, 11-12 Also, considering rising health care 

costs and increasing public demand, community-based health promotion initiatives that 

are community-centered are indeed needed to increase cervical screening. This can be 

accomplished through meaningful community participation and collaboration, 

multipronged promotion, capacity building activities and most of all sustainable 

development. 5-7, 11-13 Community-based health promotion initiatives embrace the 

uniqueness of a community, and engage its members through shared initiatives. 5 The 

shared initiatives utilized in this project include: community advisory committees, 

communication and engagement with community partners (i.e., nurse practitioner, local 

physician office and lay health leader), education and unique promotion opportunities 

(i.e., community bingo, women’s aerobics and dart league) and collaboration with 

influential community organizations (i.e. women’s wellness groups). Such shared 

initiatives enable the development of effective networks, physical stakeholder contact and 

strong partnerships. 5, 13   This collaborative approach is essential in the development of 

community-based health promotion initiatives.   

 

       In relation to this study, the concept of health promotion, in its general sense, refers 

to enabling the targeted population to gain an understanding of the importance of 

screening and to take control over their ability to attend screening, thereby becoming 

healthier individuals. 14,11,15 Also, a guiding force related to this study is the concept of 

population health intervention, which is congruent with the definition sited in Hawe and 

Potvin’s (2009) article, provided by the Population Health Intervention Research 

Initiative for Canada (PHIRIC):  
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“Population health intervention research involves the use of scientific methods to 

produce knowledge about policy and program interventions that operate within or 

outside of the health sector and have the potential to impact health at the population 

level.” 16   

 

With this definition in mind, this project aims to generate evidence at the 

population/community level that will translate and guide government, governing boards 

and programmatic decisions, which will have a major impact on improving cervical 

screening in rural communities. This comprehensive approach includes education, 

prevention and protection measures that have the ability to empower both communities in 

this study, in a sustainable manner, to positively influence attitudes and change screening 

behavior, thereby reducing the burden of disease and unhealthy lifestyles. 11 In this 

regard, the purpose of this article is to outline and highlight the four stage community-

based health promotion intervention utilized in this project.  

 

 

Participants, Setting and Intervention 

 

The rationale for selecting the communities for this project includes consistently 

low annual cervical screening participation rates of approximately 13% from 2005-2009, 

17  rural locations (population living outside settlements of 1000 or more inhabitants with 

a population density of 400 or more inhabitants per square kilometer), lack of consistent 
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women’s health care services, low employment rates, low education and literacy levels 

and aging population (majority female population forty years of age and older). Such 

determinants of health are well documented in the literature as demonstrated indicators to 

low screening rates and poor health status. 5,6,8,18,20,23,25,26  

 

Considering this rational, this study targeted women in two rural community’s 

located eastern Newfoundland that are identified by the CSI program as under screened 

(less than 30% screened). The women recruited for this study were identified through 

physician medical chart audits. The inclusion criteria for this project were women 20 yrs. 

and older, who were under screened (greater than 1 yr since last Pap) or never screened 

(More than 10 yrs since last Pap) and who were currently living in the community’s. The 

proportion of women that were identified in the eligible population was 97. 

 

 

Methods 

 

The following section of this paper will provide a detailed description outlining 

the four stages of the community-based health promotion intervention utilized in this 

project. The intervention is also simplified and illustrated in Table 1. It is important to 

note that the steps are not mutually exclusive, meaning there is much overlap in both 

timelines and interventions. However, to ensure a dose response relationship, it is 

important that the intervention steps are sequentially implemented to initiate a ground up 

capacity-building process.      
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Stage I (Community Profiling) 

 

As a starting point an assessment was completed of all community facets, from a 

female perspective, inclusive of socio-demographics, community services, geography, 

local and regional/ provincial partners and stakeholders. The application of a 

programmatically developed tool called “Community Profiling Tool” enables the 

capacity-building assessment process, whereby once completed – provides a solid and 

workable community profile. Although time consuming, it is a worthwhile activity to 

complete this profile, as it creates a synopsis of community needs – but more importantly 

– community strengths and resources. An example of the success of this tool was the 

identification of women’s groups or activities (i.e., Bingo night and Mom and Tots 

group) that created a unique opportunity to engage the target population in promotional 

and educational activities.  

 

Another timely activity that the research team initiated was what they called 

“drive by assessments” – a physical face-to-face drop by or arranged meeting(s) (i.e., 

local clinics, women’s groups or Church groups). This activity mobilized critical 

communication networks and established relationships with potential partners. Creating 

connections and relationships to influential community groups was crucial, as it provided 

feedback and insight for strategic planning, initiative implementation, developing time-

lines, sustainability of program, and evaluation and recommendations for future 

initiatives. 
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An additional critical component to the profiling process was the identification of 

enabling factors 19 including a lack of awareness and a need for timely services. Although 

there was a local physician office, it was identified in the initial assessments that women 

were reluctant to attend for cervical screening due to particular barriers within the 

community. This type of behavior is not uncommon in the literature, whereby such 

barriers to screening may stem from health care delivery, unaware of the benefits of 

screening, embarrassment, fear of a cancer diagnosis, fatalistic views of cancer and 

preference for female health care provider. 2,6,18,19,20  Therefore, at this stage it was 

imperative to engage women in a discussion regarding barriers and possible solutions. 

Through small-setting women-centered educational sessions and through ‘drive by 

assessments’ it was identified that the target population would respond positively to 

screening if the service provider was a female nurse practitioner or local community 

nurse.  

 

Identifying barriers that are unique to the community and building solutions are 

invaluable components to community based health promotion activities. 20 Moreover, 

active engagement in learning and reflective activities are essential to provide women 

with the opportunity to reflect and share their experiences on the identification of limiting 

factors and challenges.      
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Stage II (Stakeholder engagement and Strategic Planning)  

 

Following the profiling process, an ad hoc community advisory committee was 

initiated which comprised of: three ladies from the communities (lay health leader), 

family resource centre coordinator, district community health nurse, nurse practitioner 

from the local health authority, local physician, clinic administrative assistant, and the 

principle investigator (Regional CSI program coordinator). This committee met weekly, 

biweekly and monthly depending on the stage of the intervention (i.e., weekly in Stage 

II).  It is important that all committee members are actively engaged in the strategic 

planning process, particularly and most importantly the lay leaders – who are trusted and 

respected members of their communities and thus a driving force behind community 

empowerment and community outreach (i.e., Retired nurse or Administrative 

professional).  4,6,12,15,21-23  At this point in the intervention process, as well as throughout, 

it is important to involve the lay health leaders and community members in the 

development of meaningful activities, rather than predetermined activities that are 

dictated by the research team. 15 Research on Native American communities indicates 

that an oppressive approach often results in evaluations and activates that are imposed on 

the community and therefore not successful. 4,22-24  The success of Step II and this project 

can be predominately attributed to the resourcefulness, skill and motivation of the lay 

health leaders.4,22-24   Transparency and inclusiveness should be key components to the 

strategic planning process.   
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In regard to the specifics of the strategic planning details, it was essential to 

develop a time-line regarding the implementation of project initiatives including 

marketing and promotion, stakeholder engagement, resources and services (i.e., Nurse 

practitioner and clerical; clinic times, location and setup) and evaluation modalities (i.e., 

focus groups). Once initiatives, particularly, location, time and dates were established it 

was time to initiate or increase promotional efforts.    

 

 

Stage III (Promotion, Education and Time-lines) 

 

 The community advisory committee implemented what they labeled a “Pap blitz 

project”, which included community education, clinic promotion, physician medical chart 

audit, invitation to attend scheduled clinics (i.e., phone call from physician office), and 

evaluation modalities (i.e., attendance log). The lay health leaders along with the 

community health nurse offered education-awareness sessions or displays at the local 

Lion’s club bingo, dart group night, exercise group, and mom and tots groups. In 

addition, the committee members placed Pap clinic announcements, with local clinic 

phone number, in church bulletins, women’s groups and throughout the communities.  As 

mentioned, such local groups were identified through the profiling process as unique 

opportunities to engage the target population in promotional activities.  
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Paramount to this promotional process was the identification of women, from 

medical chart audit, and the phone call invitation from the physician’s office. Each 

identified woman was offered an appointment in one of four nurse practitioner Pap clinics 

in the community clinic site. Within 3 weeks of the start of the educational-promotional 

interventions, Pap clinic services were offered: two Pap clinics in the third week of the 

project; a third clinic week 5 and the fourth clinic at 8 weeks. Timing the Pap clinics 

within a short time after the start of the educational and promotional activities optimized 

the translation of the new information into the community. Tools such as work plan 

calendars and minutes of meetings with an email communication network enabled the 

implementation of all activities in a timely and coordinated fashion. 

 

 

Stage IV (Evaluations)  

 

 Evaluation of community-based health promotion projects such as this one are 

complex in the since that they differ from a positivist perspective that advocates for 

randomized control trials (RCTs). 11 However, this difference is not a limitation to this 

project, but rather this is a strength that utilizes a balanced, multi-staged and capacity 

building process, yet accommodating both qualitative and quantitative methods of 

evaluation. In this regard, a major initiative of this project was to build community 

capacity and instill ownership of the intervention process. Therefore, the evaluation 

process was very participatory, whereby there were various opportunities for conciliation 

and collaboration with community members. The qualitative evaluation methodology 
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consisted of documentation of focus groups, meeting minutes, field notes and as well 

continuous dialog with community members and key stakeholders.  

 

 In addition to the qualitative evaluation, the quantitative evaluation consisted of a 

comparison of the proportion of women pre-intervention ages 20 yrs. of age and older 

that were identified as under screened and never screened (n = 97) to the proportion of 

women that attended screening post-intervention (n = 93).      

 

Table 1.0 Community-based health promotion four step intervention: 
 

Step 1 Step 2 Step 3 Step4 

Community 
Profiling 

(1-3 Months) 

Stakeholder 
Engagement and 

Strategic Planning  
(6-8 Weeks) 

Promotion and 
Interventions 

(6 Weeks) 

Evaluations 
(5 Weeks) 

Annual 
Cervical 

Screening 
Participation 

Rates 

Ad hoc committee local 
women and health 

professionals 

Education activities: 
display at local bingo 

hall & dart groups, 
educational games 

family resource centre 
groups & women’s 

exercise groups 

Women’s 
participation from 

target group 

Community 
female 

demographic 
profile 

Participation & support 
of local health authority 

Promotional activities: 
posters, church bulletin 
announcements, word 

of mouth 

Annual 
Participation rates

Female 
community 

activity 
resources 

Participation & support 
local health professionals

Local Pap clinic 
services by Nurse 

Practitioner 

Ongoing cervical 
screening 

participation rates 

Local health 
professionals/ 

local clinic 
sites 

Location, time and date 
of education/promotional 

activities & clinics  

Local health clinic 
chart audit; 

identification of 
women greater than 

one year since last Pap. 
Invitation of target 

group to Pap clinics. 

Documentation of 
field notes, 

meeting minutes 
and focus groups  
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Results 

 

This project was conducted as a prospective cohort rather than a controlled trial, 

and evaluated by a comparison of the number of women identified pre-intervention that 

are under screened or never screened to the number of women post-intervention that 

participated in screening. The results indicate that 93 out of a potential 97 under screened 

and never screened women (96 %) in the targeted communities, attended Pap screening 

clinics. Another result that should be noted, often not reported or documented as a 

success, considers that all women in the target population (N = 97) were successfully 

reached through promotional and invitation efforts, and 4% therefore made an informed 

decision not to attend screening. Also as a second indicator, the pre-intervention 

community cervical screening annual participation rates increased from 13% to 48%. 17    

Clearly from the results the community accepted all aspects of this intervention and 

perceived this as a positive experience. The results of this project may also indicate that 

the women in both communities’ now have greater understanding and awareness of the 

importance cervical cancer prevention through regular screening.      

 

 The qualitative results of the focus groups, meeting minutes, field notes, and 

community perceptions indicated that the ‘uniqueness’ – abundance and timely manner of 

promotional initiatives as major contributing factors to the success of this intervention. 

Moreover, the use of both multi-pronged promotional and community-based 

interventions in this project are grounded in the literature and are understood to be 

effective strategic approaches to community-based cervical screening interventions, 
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particular among marginalized communities. 4,5,20 It was also identified that due to the 

participation of the ‘lay health leader’ participants felt a close positive connection to the 

project and its initiatives, thereby contributing to the success of this intervention.        

 

 

Conclusions/Recommendations 

 

The results presented here indicate that the four step intervention summarized in 

this report was successful at improving cervical screening attendance, whereby 93 out of 

a potential 97 women attended screening. While permanent behavior change remains to 

be seen, a framework is now in place that can foster sustainable promotional and 

screening efforts. Moreover, to provide evidence of a sustained change in screening 

behavior it is recommended to initiate ongoing monitoring and evaluation of screening 

participation rates. Also, for evaluation and assurance purposes, it is recommended to 

maintain contact with key stakeholders. This will ensure sustainability – mainly the 

continuation and maintenance of educational efforts (i.e., Pap blitz), dialog and 

partnerships and health services (i.e., Open Pap clinics with female practitioner).   

 

A limitation that is well documented in community-based interventions, and no 

different in this study, is that they are relatively time consuming, labour and financially 

challenging. The utilization and implementation of the community profile tool can indeed 

take time, however the potential long term and sustained benefits are rewarding. Another 

limitation in this study, which is again common with community-based research, was the 
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absence of a randomized controlled population. 4 Future studies, particularly with small 

rural populations such as in this study, should consider incorporating a well-designed 

study with a randomized control population to allow for a multivariate analysis. 

Furthermore, there is a need in rural NL to conduct future community-based research, 

thereby gaining further knowledge regarding programmatic initiatives including 

secondary preventative measures such as cancer screening.       

 

 

 The strength of this community-based intervention, as expressed by the women in 

the target group, indicate that the abundance, timely manner and unique methods of 

promotional initiatives (i.e., posters and pamphlets, public service announcements and 

educational outreach sessions) were major contributing factors to its success. Similarly, 

the cornerstone of such initiatives stems from building community capacity by engaging 

the community in taking control over the intervention and thus gaining control over their 

own decision to attend screening. 4,20-24 

 

 Efforts to help members of vulnerable social groups achieve a health status 

comparable to the rest of the population require a concerted effort to understand their 

distinct circumstances and health needs. This requires explicit efforts to look at the 

effects of policies, procedures, and practices at the level of social groups to minimize the 

likelihood that such policies will perpetuate existing forms of injustice. 
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