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              Omni Med Report for Guyana Cervical Cancer Prevention Program Mobile Unit to Region 1 – October 2007

Trip Objectives

· To build upon previous cervical cancer prevention mobile unit pilot projects in the Region and provide same day cervical cancer screening and treatment services to women in six Amerindian communities of Region 1.

· To screen and treat an average of 50 women per clinic day, for a total of 450 women.

· To conduct introductory training for select medex and midwives in Region 1 to deliver the essential services of the Guyana Cervical Cancer Prevention Program (GCCPP) – see Appendix 1 for training module.

Dates, Sites Visited, and Medex/Midwive Trainees

· Oct. 17-27, 2007 (nine clinic days)

	Dates
	Sites
	Medex/Midwive Trainees

	Oct. 18-19, 2007
	Moruca
	Medex Lolita Rebeiro, MW Zeena Arjune Cornelius, MW Vera Boyal, MW Vanessa Emmanuel

	Oct. 19, 2007
	Waramuri 
	MW Vanessa Emmanuel

	Oct. 20-21, 2007
	Mabaruma 
	Medex Lorraine Gilkes, MW Jessie Thomas

	Oct. 22-23, 2007
	Port Kaituma
	Medex Holly Edgillo, SN/MS Jacintha James

	Oct. 24, 2007
	Arakaka 
	Medex Leola Barnes

	Oct. 25-26, 2007
	Matthews Ridge
	Medex Leola Barnes


Mobile Unit Team

· Nurse Patricia Singh – CIPC, MOH (Guyana Program Manager- Mobile Unit; Coordinator)

· Dr. John E. Varallo – Omni Med (Omni Med Director GCCPP; Trainer)

· Dr. Orin Liddell – GPHC (Guyana VIA Initiative Lead; Trainer)

· Dr. Diane Amsterdam – Omni Med (Trainer)

Mobile Unit Team Support

· IDB - funding

· Minister Ramsaran and the Ministry of Health - logistical support and supplies.

· Omni Med - donated the cryotherapy units, LEEP machine, as well as other equipment and supplies.

· JHPIEGO (technical support)

· Dr. Rambaran and Mr. Khan of GPHC - administrative and material support, as they have since the earliest stages of the GCCPP.

Protocol

· See Appendix 2

Results (see Table 1 below)

· 562 women screened, which accounts for approximately 10% of women in Region 1 age 15 years or older (Guyana Bureau of Statistics 2002).

· 82 positive (VIA positive or suspicious for cancer) for screen-positive rate of 14%.

· 72 treated

· 59 cryotherapy 

· 13 LEEP

· No immediate complications from treatment.

· 10 VIA positive screens not treated 

· 8 pregnant

· 2 cervical cancer

· Yields cervical cancer rate of 356 per 100,000 women, 7.5X higher than the national rate.

· The two women suspicious for cervical cancer were referred to GPHC and will see Dr. Liddell in clinic to arrange further work-up and treatment. Travel and accommodation arrangements were ensured for these women by the team, and they accompanied us on our flight back to Georgetown.

Table 1:  Results of GCCP Mobile Unit to Region 1 using VIA Single-Visit Approach

	Site
	Number of women screened
	% VIA    screen-positive
	% of women who received immediate results
	% of eligible women who received immediate treatment
	% immediate complications following treatment

	Moruca
	106
	9.4% (10/106)
	100% (106/106)
	100% (8/8)
	0% (0/8)

	Waramuri
	38
	21.1% (8/38)
	100% (38/38)
	100% (6/6)
	0% (0/6)

	Mabaruma
	104
	16.3% (17/104)
	100% (104/104)
	100% (16/16)
	0% (0/16)

	Port Kaituma
	171
	17% (29/171)
	100% (171/171)
	100% (27/27)
	0% (0/27)

	Arakaka
	31
	9.7% (3/31)
	100% (31/31)
	100% (2/2)
	0% (0/2)

	Matthews Rdige
	112
	13.4% (15/112)
	100% (112/112)
	100% (13/13)
	0% (0/13)

	Total
	562
	14.6% (82/562)
	100% (562/562)
	100% (72/72)
	0% (0/72)

	Kwebana (7/08)
	45
	22.2% (10/45)
	100% (45/45)
	100% (9/9)
	0% (0/9)


· All women interviewed found the mobile unit cervical cancer prevention services highly acceptable.

· The medex and midwives who attended the training reported the training as valuable and are interested in receiving more extensive training in the future.

Discussion

Background

     While Guyana suffers one of the highest cervical cancer burdens in the world, with incidence and mortality rates 50% higher than the Latin America and Caribbean region, the cervical cancer burden appears to be especially high among Amerindian women in the remote villages of the hinterlands (Ferlay 2004). Many factors contribute to this disproportionate burden of disease. Yet, the simple fact remains that when precancerous lesions are detected and treated, cervical cancer is almost completely preventable (ACCP 2004, Lewis 2004). In countries that have developed and implemented high quality organized cervical cancer prevention programs with high participation rates, the incidence of cervical cancer has decreased by a remarkable 70-90% (Ashford 2004, Sherris 2001). In comparison, despite some progress, Guyana still lacks an organized cervical cancer prevention program. The scant cervical cancer prevention services available in Guyana are centralized in Georgetown, while virtually nonexistent in the remote Amerindian villages. As a result, Amerindian women living in these remote villages continue to suffer extremely high rates of morbidity and mortality from this preventable disease. 
The GCCPP Mobile Unit – Bringing Services and Training to the Community 

     The main purpose of this GCCPP mobile unit trip was to take the first steps to address the large unmet need for cervical cancer prevention services in Region 1. We attempted to do this by 1) building upon the experiences from previous mobile unit pilot projects in Moruca and Mabaruma, and 2) introducing training to the Medex and Midwives serving these communities. A pillar of the mobile unit is the use of the single visit approach (SVA), a recognized alternative for low resource settings to the multi-step cytology-based model of cervical cancer prevention services (Gaffikin 2003, Corneli 2004). SVA promotes linkage of screening with treatment by combining VIA screening with immediate treatment, using either cryotherapy or LEEP. This linkage is not only clinically important; it is cost-effective, as reported in two recent studies (Goldie 2005, Mandelblatt 2002). 

     We visited six Amerindian villages in Region 1. Over nine clinic days, we screened 562 women, exceeding our expectation of 450 women. This represents 10% of women age 15 years and older in Region 1 according to the Guyana 2002 Census (Guyana Bureau of Statistics 2002). The VIA screen-positive rate of 14.6% (82/562) is within the expected wide range of VIA screen-positive rate (5-20%) in a setting such as this.  The cervical cancer rate in this sample of the population is 7.5X higher than the already very high national rate (356 per 100,000 vs. 47.3 per 100,000).

     The SVA used in our mobile unit greatly promoted linkage of screening with treatment, as 100% (72/72) of the women who were VIA screen-positive and eligible for treatment received it immediately. Cryotherapy was utilized in 82% (59/72) of the treatments, while LEEP was utilized in the other 18% (13/72). Cryotherapy is technically easier to perform, less expensive, and not dependent on an electrical source. It usually can be used in 85-90% of the cases. Our slight over-utilization of LEEP was due to a miscalculation of the number of women we would be seeing, and not getting as many cryotherapy treatments per cylinder as expected. If we had enough nitrous oxide throughout the trip, our LEEP rate would have been 11-12.5%. No immediate complications following treatment were reported.

     All women interviewed found the prevention services the mobile unit provided highly acceptable. Women were particularly pleased with:

· Having services brought to the community so they did not have to travel far for services. The difficulties of travel from the hinterland to Georgetown, especially time, cost and removal from support systems, significantly inhibit access to care. These barriers became clearer to the mobile unit team as we traveled the region.

· Having the services brought to them in a comfortable manner. The collaborative effort of the mobile unit team, especially Nurse Singh and the Medex/Midwives at each site, helped ensure that the services were delivered in a culturally competent manner.

· Receiving their results immediately.

· Receiving immediate treatment of precancerous lesions. 

· Immediate referrals and appropriate arrangements, for the two women who needed them, and already meeting the GPHC physician (Dr. Liddell) who would be seeing them in clinic and arranging their treatment. 

     Given the short time spent at each site, the training conducted with the Medex and Midwives served as an introduction to a comprehensive training system within the GCCPP, as well as an opportunity for skills development. This can serve as a foundation upon which to build future training. Ultimately, with appropriate competency-based training in VIA and possibly cryotherapy, the Medex and Midwives can serve as the primary providers for cervical cancer prevention. This approach has the potential to greatly expand high quality cervical cancer prevention services throughout Guyana.

     A weakness of our trip was insufficient advanced advertisement, information, education, and communication. We recognize the need to strengthen this aspect of the program if we wish to attract more women to utilize these services. It is essential that we have greater input from the women and communities we are serving, including the men, to help shape the program and have a long-lasting, positive impact in the country. In addition, we learned some of the logistical hurdles we need to overcome, such as an adequate and continuous supply of nitrous oxide at the sites.

     The early experience of the GCCPP mobile unit shows significant promise to greatly improve access to high quality cervical cancer prevention services for the women living in remote areas of Guyana. Region 1 can serve as a model for the GCCPP mobile unit and the training of Medex and Midwives to provide services. Yet, in order to achieve this promise, commitment on multiple levels is essential, including patient advocacy, training, regularly scheduled mobile unit visits, and a regular and continuous provision of equipment and supplies.
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Appendix 1

Guyana Cervical Cancer Prevention Program: Module 1

Key Training Topics and Rationale*

Training is an essential component of the Guyana Cervical Cancer Prevention Program (GCCPP). The goal of this training is to ensure that sufficient numbers of competent health workers exist to deliver the program’s essential services: attract women to utilize services, screen women with visual inspection with acetic acid (VIA), and treat (or refer, as appropriate) test-positive women.

Competency-based training (CBT), in which didactic, simulated, and hands-on training occurs, will be used as much as possible in this module. CBT ensures that each trainee develops skills to confidently provide an appropriately comprehensive service. A minimum of five days and a maximum of ten days is usually required for CBT in VIA and cryotherapy. In addition, to ensure performance to standard, the training system should include post-training follow-up and supervisory support to enhance transfer of learning at the workplace and enhance performance.

October 2007 Trip

Dates: Oct 14-27

Sites: Kumaka District Hospital, Kwebana Health Centre, Mabaruma Dsitrict Hospital, Port Kaituma, Arakaka, and Matthew’s Ridge.

Trip Coordinator: Nurse Patricia Singh, CIPC, Regional Health Services

Trainers: John E. Varallo, MD, MPH – Omni Med; Diane Amsterdam, MD – Omni Med

Trainees: Mx. Lolita Rebeiro, MW Zena Arjune Cornelius, MW Vanessa Emmanuel, MW Vera Boyal, MW Elaine Thomas, Mx. Lorraine Gilkes, Mx. L. Willis, MW Joan John, Mx Holly Edgillo, MW Jessie Thomas, SN/MW Jacintha James, Mx. Leola Barnes, 

MW Sophia Delon

This training trip will cover six sites over a two week time period. Given the short time spent at each site, developing competency in these skills is not an expected outcome for this trip. Rather, the objective is to provide an opportunity for skills development and to provide the foundation for future training at these and other sites.  This training trip will cover only select Key Training Topics, and will serve as an introduction to a comprehensive training system within the GCCPP.

* Material adapted from: Alliance for Cervical Cancer Prevention (ACCP). Planning and Implementing Cervical Cancer Prevention and Control Programs: A Manual for Managers. Seattle: ACCP; 2004.

Guyana Cervical Cancer Prevention Program: Module 1 – 

Key Training Topics and Rationale*

	Key training topics
	Content elements
	Rationale

	Magnitude of the problem and the role of screening programs.
	· Relevant data on incidence and mortality from cervical cancer for country and region.

· Barriers to prevention

· Why prevention is desirable.

· Key elements of a screening program.
	Provides a public health context for cervical cancer and emphasizes what can be done to reduce the burden of disease.

Explains rationales for selecting target age group, frequency of screening, and treatment of precancer. Prepares health care workers at all levels to educate the public about the nature of the disease and how prevention works. Also de-stigmatizes cervical cancer by emphasizing prevention.

	Natural history of cervical cancer.
	· Role of HPV infection in precancer.

· Precancer.

· Progression of precancer to cancer.

· Cervical cancer.
	Provides background to explain target age group, frequency of screening, and treatment of precancer. Prepares health care workers at all levels to educate the public about the nature of the disease and how prevention works. Also de-stigmatizes cervical cancer by emphasizing prevention.

	Applied anatomy and physiology of the female genital tract.
	· Transformation zone and physiological changes.

· Appearance of normal cervix (variants, benign conditions, changes with age).

· Hormonal and inflammatory changes of cervix (including clinical features of STIs)
	Provides necessary background in anatomy and physiology to perform screening, diagnosis, and treatment.

	Client Assessment
	· History taking.

· Clinical examination including pelvic examination.
	Refreshes basic clinical skills.

	Key training topics
	Content elements
	Rationale

	Counseling


	· Client-provider interaction and the consequences of poor communication.

· Clients’ rights.

· Confidentiality, privacy.

· Informed decision-making and informed consent.

· Counseling skills.

· Counseling messages at each step.
	Emphasizes the role of counseling to address key issues of ensuring informed and voluntary participation in the prevention program and compliance with follow-up instructions.

	VIA screening test
	· Principles.

· Describe how test is performed.

· Test characteristics.

· Define what constitutes a positive and a negative test.

· Implications.

· Nature of a lesion needing treatment.

· Using standardized terminology.
	Develops judgment necessary for effective VIA screening, establishes clear criteria for identifying positive lesions, and emphasizes importance of standardized categorization of test results for communication within the prevention program.

	Management of cervical precancer: diagnosis and/or treatment
	· Approaches to treatment.

· Treatment options available with the program.

· Treatment steps.

· Required equipment.

· Program considerations behind treatment.

· Selecting women suitable for treatment and management of women not suitable for a particular treatment method.

· Benefits and limitations of treatment.

· Associated side effects.

· Possible complications.

· Recognizing and managing complications.

· When, whom, and where to refer.

· Treatment failure.

· Continuity of care.
	Familiarizes trainees with treatment options and develops clinical skills; emphasizes how to prevent, recognize, and manage complications; and clarifies when women can be treated at a particular facility and when they must be referred to another facility.

	Infection prevention
	· Importance.

· Elements of infection prevention.

· Decontamination, cleaning, high-level disinfection, and sterilization.

· Disposal of waste.
	Emphasizes importance of protecting both clients and health workers from communicable diseases through safe work practices and environments.


	Key training topics
	Content elements
	Rationale

	Documenting and reporting clinical findings and test results.
	· Key findings that should be documented.

· Recording findings clearly and methodically.

· Integrating documentation into clinical practice.
	Emphasizes importance of consistent documentation and record keeping in preventing loss to follow-up and health-related consequences associated with missed diagnoses or treatment.

	Follow-up of women who have been treated.
	· Importance of follow-up.

· When to follow-up.

· Duration of follow-up.

· What should be done at follow-up visit.
	Facilitates continuity of care.

	Overview of the management of cervical cancer.
	· Clinical features, staging, and investigations.

· Treatment of cervical cancer.

· Palliative care – principles of supportive care and managing symptoms of advanced cancer.
	Provides background information to enable trainees to counsel, refer, and follow-up women with cervical cancer.

	Data management.
	· What a health information system (HIS) is.

· Description of HIS used in this program.

· The importance of HIS for a cervical cancer prevention program.

· Use of process and outcome indicators.
	Emphasizes the role HIS and how it enables taking corrective action and improving program performance.


* Material adapted from; Alliance for Cervical Cancer Prevention (ACCP). Planning and Implementing Cervical Cancer Prevention and Control Programs: A Manual for Managers. Seattle: ACCP; 2004.

Appendix 2

VIA Protocol – Mobile Units

	VIA Screening

Method:  
· Clean cervix with 3-5% acetic acid solution

· Wait one minute,

· Visualize the cervix with unaided eye

Target Age Group
· 25 years or older

· Do not deny any woman requesting screening, but educate those at minimal risk regarding indications for screening (e.g., previous total hysterectomy for benign indications, or teen with no prior sexual intercourse)



Results

· Complete and update Client ID Cards and                                                             Cervical Cancer Prevention Attendance Register

	Negative

Follow-up:

Every 3 years, unless otherwise indicated

· Age < 22 y.o., next screen at 25 y.o.

· > 65 y.o., no further screening indicated

HIV positive women on HAART: yearly

HIV positive women not on HAART and with normal CD4 count: at least every 2 years
	Positive

· Note and document abnormality

· Cryotherapy candidate? Lesion involves <75% of cervix, can visualize full extent of lesion, cryoprobe can cover lesion, and does not appear severe.

· Perform treatment (cryotherapy or LEEP), unless pregnant.

· If pregnant, repeat VIA within 1 year postpartum.
	Suspicious for Cancer
· Arrange for further work-up or treatment



Post-treatment Follow-Up

	VIA Screening in 1 year

· If negative, repeat every 3 years

· If positive, perform LEEP


Document all results in patient records/cards, including pathology reports.

Notify patient and referring health care worker of all screening and treatment results.










