
Move over Nordstrom’s: Here’s 
retail shops for patients
Retail shops provide revenue for education programs

Did you believe that the part-time job you worked in the local
department store during your college days gave you valuable
experience for your health care career? Neither did the people

who are constructing and managing the newest source of revenue for
women’s centers throughout the country. 

Women’s health care boutiques offering specialized products for new
mothers, breast cancer patients, and other female patients are appearing
as women’s centers search for funds to support educational and out-
reach programs not covered by managed care.

One of the first retail shops to appear was in the California Pacific
Medical Center in San Francisco. “We started with breast pump rentals
and breastfeeding-related items such as footstools in 1990,” says Nancy
Held, RN, IBCLC, manager of the perinatal education and lactation cen-
ter. In 1994, a merger with another institution created a mandate elimi-
nating departments unable to cover their costs, she explains. Because
managed care usually doesn’t pay for breastfeeding education on an
outpatient basis, it was necessary that Held find another source of
revenue for her department. 
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As managed care cuts reimbursement for outpatient education and inpatient
programs such as breastfeeding education, women’s services departments
and women’s centers have to seek other sources of revenue to underwrite
their programs. Several women’s centers have found success with retail
shops that sell products that patients need. Opening a retail operation is not
easy, but can be accomplished more smoothly by:
• Visiting other sites and evaluating which products fit your patients’ profile;
• Working with purchasing and other departments to develop a retail

orientation within a health care framework;
• Paying attention to customer needs for quality, privacy, and respect.
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Fear of no longer having a job was the motiva-
tion to expand their range of products and
become more retail-oriented to generate more
revenue, adds Held.

First, there was some resistance to the idea of
nurses selling, says Held. “We have always edu-
cated patients about the products they will need.
We would offer advice on how to buy a nursing
bra or other products, but we never closed the
loop. Our patients are going to buy these prod-
ucts anyway, so why not offer our expertise as an
extra service and have them buy from us?”

The move into retail paid off for Held’s depart-
ment. In its first year, the retail shop not only cov-
ered the costs of the education department, but
generated a small profit as well. Since then, rev-
enue has continued to grow and Held has been
able to increase education staff and shop staff.

Quality and expertise essential

Control over the quality and appropriateness for
patients was one of the reasons Beth Allen, RNC,
IBCLC, manager of the perinatal lactation center at
Northside Hospital in Atlanta enthusiastically lob-
bied for the establishment of A Woman’s Place, the
hospital’s health care boutique. 

Traditionally, nurse educators provided lists of
shops that offered nursing bras, wigs to chemother-
apy patients, and other items. However, there was
no way to know how well-trained the salespeople
would be in fitting bras, or if the shop carried a
wide variety of quality merchandise, explains
Allen.

Whenever a patient comes to A Woman’s Place,
she can be sure that the person helping her really
does understand what she needs, says Allen. “Lac-
tation consultants are available to help breastfeed-
ing mothers choose appropriate items, and breast
cancer survivors help breast cancer patients
choose wigs, prostheses, or other items.” 

The lactation consultants are also employees of
the hospital’s perinatal lactation center, and breast
cancer survivors are employees of A Woman’s
Place. The women who help breast cancer patients
receive special training from prostheses and com-
pression hose manufacturers on how to properly fit
these items, she adds. This special training, along
with the personal experience they bring, make a
breast cancer patient’s purchasing experience more
pleasant, Allen says.

At Sharp-Mary Birch Hospital for Women and
Children in San Diego, staff members attend a
four-hour course offered by Medela of McHenry,

IL, to become certified bra fitters. “This is one
way we can assure the best service for our cus-
tomers and make us stand out from other shops
in the community,” says Susan K. Toth, RNC,
BSN, CLE, manager of women’s education for
Sharp Healthcare.

Choose stock with care

Deciding which service lines to support and
which items to carry is a key component in start-
ing your shop on the right path to success, agree
the experts.

“We started the process with a market analysis
that looked at demographics within our service
area, then we looked at hospital statistics on the
different service lines that provide care to women.
Urology, obstetrics, and cancer were identified as
departments that serve a large number of women
who need items during or after treatments,” says
Allen. 

The best sources of information for include the
hospital’s planning department and manufactur-
ers such as Medela that offer products Allen was
planning to carry. Another source that Allen found
helpful was the Washington, DC-based Health
Care Advisory Board, a best practices research
firm. (See contact information, below.)

Most women’s centers found starting with
breastfeeding and maternity-related supplies were
easy. “We focus on breastfeeding and offer rental
and purchase of pumps, bras, and clothing,” says
Toth. The San Diego shop carries nightwear, casual,
and business wear appropriate for maternity and
breastfeeding.

It is important to attend apparel or product
shows to make sure your shop is carrying the
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Want to Know More?
For more information on womens center retail shops,
contact:

Beth Allen, Manager, Perinatal Lactation Center and A
Womans Place, Northside Hospital, 1000 Johnson
Ferry Road NE, Atlanta, GA 30342-1611. Telephone:
(404) 303-3966. 
Susan K. Toth, Manager of Womens Education, Sharp
Healthcare, 3003 Health Center Drive, San Diego, CA
92123. Telephone: (619) 541-4148. 

For more information about the services and fees of the
Health Care Advisory Board, call or write:

The Advisory Board Company, 600 New Hampshire
Ave. NW, Washington, DC 20037. Telephone: (202)
672-5600.



most up-to-date items, says Toth. 
There are apparel and product marts through-

out the country: women’s center shop representa-
tives have to complete an application at the mart
to be identified as a buyer. “Once this is done,
you [will] receive notices about every show that
includes vendors who offer products that you are
interested in,” explains Allen.

Held’s shop has added items over the years,
but is still focused on maternity and postpartum
customers. “We sell 330 nursing bras each month
compared to the typical retail store, which sells
60. We listen when our customers ask for other
items such as baby nail scissors, thermometers,
and sitz bath herbs,” says Held. “Adding these

products just increases the convenience to our
customers who are usually overwhelmed by the
newness of being a parent.”

Other items usually in stock for new parents
include baby carriers, footstools to use during
breastfeeding, educational or inspirational books
and tapes, and aromatherapy products to help
everyone relax.

In addition to the maternity and postpartum
products, Allen’s shop carries items for women
who are undergoing treatment for breast cancer.
Wigs, lymphedema sleeves, radiation garments,
mastectomy bras and lingerie, swimwear and
swim forms, turbans, scarves, and hats are some
of the products women want but can’t always
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Marketing boutique
requires little money

The staff at A Woman’s Place, the women’s
center retail shop at Northside Hospital 

in Atlanta, originally had an official opening
scheduled for the end of August 1998, but
held a “silent opening” in July to give them-
selves time to work out the kinks of ordering
products, handling customer requests, and
learning new skills as operating cash
registers.

“We were shocked at how quickly word got
out that we were open. We quickly saw a
steady stream of patients who came to us after
nurses told them about us,” says Beth Allen,
RNC, IBCLC, manager of the perinatal lactation
center and A Woman’s Place at Northside
Hospital. “In fact, we began to wonder what
was going to happen after our official opening.”

What happened was a terrific success story
of an enterprise that had significant start-up
costs that included the purchase of initial
inventory and renovation to make the space
more retail-oriented. It is predicted that it will
recoup those costs in a six- to 10-month period.
Additional revenue will purchase additional
products for the store and support education,
says Allen.

Marketing a women’s center retail shop is
not difficult and doesn’t require much money,
says Allen and managers of similar shops. 

The key to success is word of mouth, so make
sure the staff and physicians who interact with

your target patients know about you and your
services.

Some low-key marketing activities that pro-
duced positive results were:

• Open house for nurses, physicians, and hos-
pital employees when the shop is first opened or
whenever significant changes occur such as new
product lines. 

• Tabletop advertising cards for display in
applicable physicians’ offices. Primary care
physicians and obstetricians were asked to
display them for Sharp-Mary Birch Hospital
for Women and Children in San Diego, says
Susan K. Toth, RNC, BSN, CLE, manager of
women’s education for Sharp Healthcare.

• Window or other displays in the hospital
lobby or women’s center. Displays should
advertise a variety of products.

• Fliers to nursing departments, social ser-
vice departments, educational instructors, and
physician offices.

• Articles in employee and physician
newsletters.

• Newspaper articles generated by press
releases to local media outlets.

• Fliers in new moms’ discharge packets.
Of course, word-of-mouth is the best adver-

tising. The only way to ensure good comments
about the shop and repeat customers is to pro-
vide excellent customer service, says Allen.

High quality products, a wide variety of
items, well-trained staff, and a comfortable
environment all lead to satisfied customers; and
satisfied customers lead to more customers.  ■



find easily, says Allen. 
“We found that women undergoing breast can-

cer treatment were going from store to store to find
what they needed. They had to repeat their stories
to each salesperson, sometimes to males, and the
whole process was difficult during an already diffi-
cult time,” explains Allen. “Now we can be a one-
stop shop; they are helped by salespeople who
understand their needs, because they themselves
have had breast cancer and mastectomies.”

Allen says that A Woman’s Place focuses on

maternity and breast cancer because these are
the two dominant women-focused services at
her hospital. “To be successful from the start, a
women’s center shop should focus on support-
ing the strongest one or two services, then ex-
pand from there.” 

A Woman’s Place is geared toward respecting
women’s privacy and helping them transition
through their illness, says Allen.

“We know from our own experiences as
women that birth or cancer treatment leaves you
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You must think retail 
if you want to succeed

The problems encountered by women’s
health care managers who have set up retail

shops are rarely discussed in hospital adminis-
trative meetings or women’s center department
meetings.

There is a small group of health care profes-
sionals throughout the country who have tackled
the challenge of managing inventory, stocking
displays, juggling orders from several vendors,
evaluating new products on an ongoing basis,
and overseeing a retail operation within a larger
organization that is not retail-oriented.

The experts interviewed by Women’s Health
Center Management point out that the individual
initially responsible for getting the retail shop
off the ground may be the only person thinking
from a retail perspective as he or she pushes the
project forward.

Prime stumbling blocks for some organiza-
tions may be the purchasing department and
the established procedures set up for purchas-
ing supplies and equipment. 

“We use a large number of small vendors,
many of whom provide only one product to
us,” says Nancy Held, RN, IBCLC, manager of
the perinatal education and lactation center and
manager of the retail shop at California Pacific
Medical Center in San Francisco. 

The procedure requires Held to submit an
order to the purchasing department to get an
approval from the chief executive officer who
sends it to the purchasing agent, who contacts
the vendor. 

“The process is time-consuming, and our
customers won’t wait for a product. They’ll

simply buy it elsewhere,” explains Held. 
To keep from losing customers, Held gener-

ally over-orders nursing bras and other high
turnover items, and stores them until display
space opens.

“It is important that we have a wide range of
sizes and styles to be able to fit our customers
properly; [now] we just deal with storage
problems.”

Held’s primary piece of advice for prospec-
tive women’s centers is to try to set up a fast-
track purchasing method that will enable the
shop manager to place orders quickly, and
make sure small vendors are paid in a very
timely manner.

Other tips to make your opening smoother
include:

• Obtain storage space. All managers of
retail shops point out the need for plentiful,
convenient storage space so you can easily
restock shelves or look for an item that is not
on the shelves.

• Use retail experts whenever necessary. No
matter how talented you may be, there are
times when to hire professional window dis-
play artists or retail architects to effectively pro-
mote and display your products. A good source
of referral can be architects associated with
your center or hospital.

• Invest in technology. Susan K. Toth, RNC,
BSN, CLE, manager of women’s education for
Sharp Healthcare and retail shop manager, rec-
ommends purchasing a computerized cash reg-
ister that automatically updates your inventory
list and makes it easy to see what needs to be
re-ordered. 

“This saves a tremendous amount of time,
and gives you a good report on what sells and
what doesn’t,” she explains.  ■



overwhelmed. We try to make it easy for women
to use our services.”

For this reason, Allen’s shop keeps a card file
on all customers so they will have a record of
which bra fits the best or which product worked
well the last time the customer bought it. “If a
new mother needs another bra, and she bought
her first one from us, she doesn’t even have to
come [back]. We just take the credit card informa-
tion and ship it to her,” says Allen.

Unlike most women’s center shops, Allen’s
staff will file insurance for reimbursable items,
such as prostheses for mastectomy patients.

“We are cash, check, or charge only; we don’t
have any problems with it,” says Held. “Because
we look like any other retail outlet with our store
design and our displays, our customers don’t
expect us to act like a hospital department that
files insurance.”

Superbills are given to patients if they want to
file for reimbursement on their own.

Location is not a key

While most retail store operators insist that
location is the key to success, women’s center
shops have found that location is not as impor-
tant as having enough space for displays and
storage. Held’s store has always been located in
a relatively obscure location with poor signage
leading the way, but she sees an average of 100
customers a day. She helps generate the traffic
by holding educational classes in a room adja-
cent to the store, keeping a baby scale in the
store so new mothers can weigh their infants,
and a changing table.

In addition to promoting the store to women
attending classes, Allen and Toth say that word-
of-mouth is the best advertising tool. Other than
a few public relations activities and communica-
tion with physicians, none of these experts spend
money to advertise their successful shops. (See
marketing ideas, p. 151.)

Along with a list of tips to ensure success for
retail shops, all of the experts interviewed by
Women’s Health Center Management recommend
site visits before setting up your own. (See advice
for shops, p. 152)

“Each store will differ from women’s center to
women’s center, but it really helps to see how
others have overcome space or display limita-
tions,” advises Allen. “It also helps to talk to peo-
ple who have gone through the process and can
point out the pitfalls you may encounter.”  ■

Automated Pap screening
might lower liability risk
There’s no need to adopt practice right away

Automated Pap smear screening is a high-tech
way to reduce the exceptionally high liability

risk of false-negative results, but it isn’t a complete
solution to the problem and is not yet a mandatory
addition to your program. That’s the consensus of
risk managers and attorneys who say automated
screening can be a good backstop for the inevitable
failings of manual screening.

Automated screening systems have received a
great deal of attention among clinicians in recent
years because they promise to provide a safety
net for positive smears that slip past the cytotech-
nologist — a mistake made all the more fearsome
by the fact that it may rob a woman of the oppor-
tunity to seek early treatment for cancer. The sys-
tems are designed to be used mostly as backup
for the primary Pap smear screen.

Two automated screening systems are avail-
able. Papnet, manufactured by Suffern, NY-based
Neuromedical Systems, is the better known and
more heavily marketed system, but a similar
system is provided by Richmond, VA-based
Neopath under the name AutoPap. Papnet is
approved by the Food and Drug Administration
only for rescreening, but AutoPap is approved
for primary screening as well. (For more infor-
mation on Papnet, see Women’s Health Center
Management, May 1998, p. 57.)

Huge liability risk of false-negative screens 

Little information is available on the effective-
ness of the AutoPap system. Recent studies of the
Papnet system suggest that it works as promised
for the most part, finding some Pap smears with
abnormal cells that were missed by the clinicians.
But there is debate over whether the system finds
enough false negatives to justify the cost, and there
is uncertainty over how best to incorporate auto-
mated screens to lower the potential liability risks.

Managers have reason to be particularly inter-
ested in whether the Papnet system is effective.
Unlike many other clinical innovations, the
Papnet system has the potential to directly ad-
dress a serious liability risk. The typical human
screening of a Pap smear — in which a technician
is looking at thousands of cells and trying to find
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possibly just a few abnormal cells — can have a
false-negative rate of 20% even when the techni-
cian is skilled, experienced, and diligent, accord-
ing to a report from the National Institutes of
Health.1 About half of those false negatives are
due to inadequate specimen sampling, meaning
the screening technician has a poor sample to look
at. But the other half are simply the result of the
abnormal cells being overlooked.

Strict quality standards in the laboratory can
help reduce the rate of false negatives, but it is
accepted that some false negatives due to human
error are inevitable. Those missed Pap smears can
significantly delay treatment for cancer that
might be stopped if caught in time, so the human
cost is enormous. Accordingly, the malpractice
risk for providers also is enormous. Insurance
company data show that malpractice claims
involving false-negative Pap smears have caused
pathology to rise in recent years from one of the
specialties with the lowest malpractice risk to one
of the highest.2 Data from 1994 show that cervico-
vaginal cytology cases made up only one-third of
malpractice cases in anatomic pathology, but they
accounted for 77% of paid losses. 

Delayed diagnoses cause litigation

The malpractice cases almost always involve
delayed diagnosis, with the ultimate liability usu-
ally held by the pathologists and pathology labo-
ratories. Hospitals and referring physicians
usually are included in the lawsuit, of course,
even if they ultimately are found not responsible
for the false-negative Pap smear. Gynecologists
and family practitioners often are sued for
delayed diagnosis involving Pap smears, and
some studies have shown that they can be among
the most costly.

For pathologists, the average payout on a
cervical cytology malpractice claim in 1995 was
$116,560, the highest of any type of pathology
claim.3 Claims usually arise when prior negative
smears are examined after a woman is diagnosed
with cervical cancer; it is common for patients and
attorneys to request previous Pap smear slides
once a woman is diagnosed. A federal regulation,
Clinical Laboratory Improvement Act, even
requires labs to review a patient’s Pap smears it
has on hand from the previous five years when 
the patient is diagnosed with a current high-grade
intraepithelial lesion or worse. If the new review
shows a previous Pap smear to be a false negative,
the lab must provide an amended report to the
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ACOG won’t recommend
automated Pap smears 

The nation’s most prominent group of obste-
tricians and gynecologists says Papnet and

other automated Pap smear technologies “can-
not be recommended based on costs and the
lack of sufficient data.”

That word of caution comes from the
American College of Obstetricians and Gyne-
cologists (ACOG) in Washington, DC. ACOG’s
trepidation is all the more noteworthy when
you remember that its members are among 
the hardest hit by malpractice claims, making
them eager to reduce liability risks whenever
possible. Nevertheless, an ACOG committee did
not find enough value in automated Pap smear
screens.

ACOG’s Committee on Gynecologic Practice
released a statement saying that “these tech-
nologies do not represent the standard of care 
in cervical cancer screening.” ACOG goes on to
say that “while the new techniques improve on
the sensitivity of the Pap test, their routine use
cannot be recommended based on costs and the
lack of sufficient data demonstrating whether
they reduce the incidence of or improve the sur-
vival rate from invasive cervical cancer.”

ACOG says the use of the new techniques
“does result in a reduced number of false-nega-
tive Pap tests, but that most of these results 
are classified as low-grade lesions or atypical
squamous cells of undetermined significance.”
Treat-ing women with those conditions is con-
troversial, since most of those cases do not turn
out to be cancer. 

The committee says it released the state-
ment “partly in response to aggressive 
direct-to-consumer advertising that led 
many women to feel they are at greater 
risk for undiagnosed cervical cancer if 
they don’t use the latest technology.”

Papnet is not without its advantages, the
committee notes. Chief among the advantages
are the ability to read smears with very few
diagnostic cells on the slide and the ability to
diagnose small-cell cancers. But those benefits
are outweighed by the additional cost, esti-
mated by ACOG as $35 per slide, and the
additional time for rescreening the slides.  ■



patient’s physician. The report is required only
when it would affect the patient’s care, but that
usually is the case. Of course, handing over that
report is like inviting a lawsuit. 

The issue of false-negative Pap smears gained
public attention in the early 1990s when news
reports alleged that several laboratories encour-
aged cytotechnologists to read such a huge number
of Pap smears that the false-negative rate rose
beyond the level of unavoidable errors. Some
providers settled for millions of dollars.

No obligation to use automated system

The Papnet system comes into play only after a
cytotechnologist already has screened a Pap smear
and declared it negative. Then the same slide is
read by the Papnet computer, which looks for any
abnormal cells. If the Papnet system detects abnor-
mal cells, a cytotechnologist takes another look at
the slide to make a final determination. 

Even though many pathologists welcome an
automated method for catching false negatives,
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ECRI: Automated screens 
aren’t automatic solution

Areport from ECRI, the nonprofit health
care device analyst in Plymouth Meeting,

PA, underscores the point that Papnet auto-
mated screening leaves many questions unan-
swered from a risk management perspective.1

This well-respected research organization
notes that automated screens can’t solve all
the problems associated with Pap smears, and
are not a mandatory part of any cancer screen-
ing program.

In addition to questions about the overall
technical efficacy of automated screens, ECRI
addresses some thorny legal issues that occur
when clinicians consider adopting new technol-
ogy. In the case of automated Pap smear screen-
ing, ECRI says there may be a dilemma when
pathologists inform referring clinicians of the
availability of automated screening.

“Predictably clinicians, upon receiving such
information from the pathologist, might be con-
cerned about their own risk of liability should
they fail to inform the patient,” ECRI writes.
“Pathologists . . . must weigh this potentially
negative influence on the referral relationship
against the potentially positive influence on lia-
bility exposure. Although it is unclear whether
clinicians (mainly gynecologists and family
practitioners) have a duty to inform patients of
the newly available technologies, some attor-
neys have suggested that clinicians’ legal expo-
sure is unlikely to be altered by pathologists’
actions in this regard.”

ECRI suggests that the liability risks associ-
ated with Pap smears could be significantly
reduced by paying close attention to the manner

Pap smear slides are handled within facilities.
Exposure can be increased if the slides are lost or
damaged in transit, making them unsuitable for
screening or rescreening. 

ECRI suggests these steps to reduce risk and
other legal problems:

• Ensure that your staff has specific protocol
for packaging and shipping slides to prevent
breakage. Document custody of the slides while
en route. Discourage patients from transporting
their own slides; if they insist, document that
you have transferred responsibility for the
slides’ safekeeping to the patients.

• Remind pathologists, technicians, pathol-
ogy residents, and other lab workers to seek
advice from your risk management department
before sending slides that are requested for
legal reasons. Since it is usually extremely diffi-
cult to get the slides back once they have been
released to someone else, you might not want
staff to automatically send them out when
requested. You may decide to contest a sub-
poena or require investigators to view the
slides on your premises, for instance. At a mini-
mum, you should require that party be respon-
sible for any damage or spoliation of evidence.

• Educate staff about the difference between
altering original reports and filing an amended
ones once new evidence is in hand. An amended
report to an original Pap smear may be appro-
priate after a slide is rescreened, but the first
report should never be altered. Instruct staff to
contact the risk manager if the amended report
was prompted by legal action or medical review
that is subject to legal action. 

Reference

1. ECRI. Pap smears. Healthcare Risk Control 1998;
March:1-23. ■



the Papnet system definitely is not the standard of
care, says Jack Bierig, JD, general counsel for the
College of American Pathologists in Northfield, IL.
The mere existence of a new technology does not
create an obligation to use it, and neither does
research showing that the technology can detect
some false negatives, Bierig says.

That point is echoed by Neil Rosen, JD, a health
care attorney in Pittsburgh who has dealt with
false-negative Pap smear cases in the past. He says
the obligation clearly lies with the lab to perform a
Pap smear screen that meets all facets of the stan-
dard of care, and other providers are obligated to
make sure the lab they are referring patients to
meets that standard of care. But right now, the
Papnet system is not part of that standard of care.

“The bottom line is the report to the patient. Is it
right or wrong?” Rosen says. “If it’s wrong, I want
to know why it’s wrong. If it’s wrong because you
didn’t meet the standard of care, that’s a problem.
But if you met the standard of care and didn’t
choose to use an automated screen, I’m not sure
there’s any liability question there.”

If you decide to use the automated Pap smear
screen, that creates an obligation to use it cor-
rectly, Rosen says. There is the possibility that a
plaintiff’s attorney could find a flaw in the way
the Papnet system was used, but that is a slight
risk and no more than you would encounter with
the introduction of any new technology, he says.

The American College of Obstetricians and
Gynecologists (ACOG) in Washington, DC, cau-
tioned its members recently not to adopt the
Papnet system or other automated Pap smear
technologies without serious consideration. The
group underscored the point that there is no obli-
gation to use the new systems (see story, p. 154).

Hospital decides not to use Papnet system 

Those were some of the factors discussed when
officials at West Florida Medical Center Clinic in
Pensacola recently considered incorporating the
Papnet system to reduce false negatives and the
associated risks to patients and the facility. After
an extensive look at the automated system and
the possible benefits, the officials decided not to
use the system, says Luci Bailly, RN, CRM, direc-
tor of quality and risk management.

The automated system was considered in a
series of meetings in August 1997. Clinicians had
suggested using the Papnet system because it
promised to reduce false-negative Pap smears,
and Bailly initially thought it might be a good

way to reduce the liability risk.
“Liability from misread Pap smears is of high

interest, definitely,” she says. “Any time you’re
giving an inaccurate report, the consequences can
be enormous. So if there’s a way to reduce the lia-
bility that comes from an inaccurate report, it
sounds like a good idea.”

But then Bailly and her colleagues at the clinic
started looking into the efficacy of the system 
and the potential pros and cons. When the clinic’s
own pathologists did not heartily endorse the
idea, that was a major setback. Bailly says she
and her colleagues were struck by the idea that
pathologists, who certainly know more about the
issue than anyone else, did not welcome a com-
puterized safety net for the cytotechnologists.

“They didn’t agree that this was an answer to
the problem of false negatives, even though
everyone admits they happen,” she says. “I think
if this method truly were the best it could be,
you’d have pathologists pushing for it.”

That left the clinic to decide whether t Papnet
system was worth added expense as just an addi-
tional step that did no harm and might in some
cases do some good. In the end, the committee
decided the automated screen was not worth the
$40 or so that would be charged to each patient.
Insurers are unlikely to pay for a second screen, so
the cost usually is passed on to the patient.

“We’re more comfortable concentrating on
encouraging women to come in for an annual
Pap smear, and we have a pretty aggressive
follow-up system,” she says. “We make sure we
follow up with the ones we know have a prob-
lem. We felt that was an important part of our
program to concentrate on.”

Follow-up vs. second screening

Since there is some evidence that the Papnet
system can keep some false negatives from going
unnoticed, it might be a good idea to offer the
automated screen as an option to patients who
want to be doubly sure their Pap smears are neg-
ative. Attorneys Bierig and Rosen say there is no
added risk in taking that path, though they say
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you must be careful in how you present that
option to the patient.

You could institute a system in which negative
Pap smear results are accompanied by a written
explanation that your facility and the laboratory
have taken due care in ensuring that the results 
are accurate, but acknowledging that there is the
inevitable possibility of a false-negative result. The
patient can be informed that Papnet automated
screening is available, though the usefulness in
detecting abnormal Pap smears remains unclear.
Position the Papnet option as a way for the patient
to take one more step in checking for an abnormal
Pap smear, not as a reason to feel that the proffered
test result is suspect.

Be sure to include information for the patient
on the cost of automated screening and how to
obtain it. Another option is to provide all of that
information upfront when the Pap smear is
obtained and before any screening is performed.
Then the patient can be asked whether the labo-
ratory should proceed to an automated screen if
the result is negative.

Whether provided before or after the initial
screen, that information and the patient’s deci-
sion should be noted in the patient’s record.
Once that step is taken, the provider’s liability
for false-negative Pap smear results will be
diminished significantly, Bierig says. Since the
decision was made by the patient, it would be
difficult for a patient to claim damages based 
on the failure to have the false result checked 
by the Papnet system, he says. 

Rosen strongly suggests that this information
should be accompanied by a reminder that faith-
fully obtaining an annual Pap smear probably is
the best way to ensure that cervical cancer does
not go unnoticed, rather than focusing on the
possibility of a false negative in a single screen.

“If a woman has yearly Pap smears, there is
simply no reason for her to have invasive cancer
of the cervix,” Rosen says. “It would be a big mis-
take to focus on the technology instead of encour-
aging women to get regular exams.”
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Low-dose OCs don’t add 
to heart attack risk

The evidence grows for the safety of low-dose
(under 50 mcg estrogen) oral contraceptives

(OCs) following release of new data showing no
increased risk for heart attack among women with
no previous risk of coronary heart disease.1

Researchers with the northern and southern
California units of Kaiser Permanente Medical
Care Program in Oakland and Pasadena and the
University of Washington in Seattle conducted
separate population-based case-control studies
and pooled the data for the comprehensive
report. 

The studies were designed to be combined
from the beginning to confirm consistent findings
between the two sites, as well as to gain a greater
degree of precision in determining the estimated
risk associated with OCs, says Stephen Sidney,
MD, MPH, associate director for clinical research
at Kaiser-Permanente’s Oakland site. 

As cases, the studies included women 18 to 44
with incidents of heart attack but no prior incident
of ischemic heart disease or cerebrovascular dis-
ease. Women in the case and control groups were
interviewed about OC use and cardiovascular risk
factors. The analysis included 271 cases and 993
controls.

In the pooled analysis, there was no evidence
of an increased risk of heart attack associated
with the use of OCs, a finding consistent with
most other recent studies.2-6

Results from a recent multinational study
from the World Health Organization (WHO) in
Geneva, Switzerland, also showed minimal risk
for young women who have no previous identi-
fied risk.7 However, the WHO study did report
an elevated risk of heart attack among pill users
who smoke or have high blood pressure. One of
the biggest differences in the design of the WHO
study is its inclusion of women who were not
screened for cardiovascular risk factors, Sidney
says. The WHO study did find that nonsmoking
women who had had a blood pressure check
prior to taking OCs had no increased risk of
heart attack, a finding that is consistent with the
U.S. study.

One intriguing finding from the U.S. study is
the association of past OC use with a statistically
significant decrease in the risk of heart attack, says
Ramona Slupik, MD, assistant professor of
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OB/GYN at Northwestern University in Chicago.
Is it possible there was a selection bias in the study,
and people with different risk factors received dif-
ferent pills or didn’t receive the pill at all? The
answer is no, because the cardiovascular risk fac-
tors were similar in cases and controls, she notes.
Unmeasured factors, such as a healthy lifestyle,
may have confounded the results, researchers say.
Other studies are needed to tease out associated
factors, she says.

While the U.S. study showed no increased risk
of heart attack among current OC users who
smoke, the body of previously published evidence
clearly supports the dangers of combining the two,
says Sidney. “Providers should absolutely counsel
women who are smokers that they need to stop. 
I would not prescribe OCs to a woman who is a
smoker and is not going to stop.”

The researchers note the limitations of the
study, which include possible response, recall, 
and diagnostic bias, Slupik points out. Until fur-
ther evidence to support the OC/smoking finding
becomes available, Slupik agrees with Sidney that
providers should continue to counsel heavily for
smoking cessation prior to OC use.

For women with high blood pressure, provid-
ers should use clinical judgment in assessing OC
use, Sidney states. High blood pressure does not
automatically rule out pill use, he says. Providers
must take into account a number of factors,
including the risk of pregnancy and the medical
problems that may arise from it.

“I think blood pressure certainly should be
considered, with a tendency probably to not put
somebody on OCs if they have untreated high
blood pressure,” Sidney observes. “I don’t think

we know a lot about treated blood pressure, so it
really comes down to individual judgment.”

Researchers at Kaiser-Permanente are now
looking at OC use and venous thromboembolism,
an issue that has captured the interest of investi-
gators around the world. (Such investigations
have looked at risks associated with estrogen 
dose and differences in second- and third-genera-
tion progestins.

“I think all the studies that have been done
thus far suggest that there really is an increased
risk with OC use, and we are studying that now
in the same Kaiser population,” Sidney reports. 
“I think clearly there is evidence coming out that
there’s a genetic component to this risk, that
women who have genetic predisposing condi-
tions may be at higher risk of blood clots.”
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Newer forms of oral contraceptives with lower
doses of estrogen do not increase women’s risk of
heart attacks, according to a large study from two
West Coast institutions.
• The study falls in line with current research

affirming the safe use of oral contraceptives
among women without previous risk of coronary
heart disease.

• Two findings — a link between reduced risk and
past pill use, and no elevation of risk among cur-
rent users who smoke — need further study to
substantiate them, researchers conclude.

Key Points PATH launches World
Wide Web site

Get summaries of reproductive health
research findings and program informa-

tion on key topics at Reproductive Health
Outlook, a new World Wide Web site
launched by the Program for Appropriate
Technology (PATH).

A Seattle-based international nonprofit
organization, PATH works to improve health,
especially that of women and children. It
developed the site primarily for reproductive
health managers and decision makers in
developing and transitional countries, but the
information offers applications for estab-
lished programs as well. The site is supported
through a grant from the Redmond, WA-
based William H. Gates Foundation.

Such topics as family planning, reproduc-
tive tract infections, sexual health, and cervi-
cal cancer are covered. 

The site also includes a community forum
message boards where users can post repro-
ductive health announcements or questions
to colleagues worldwide.

To view the new site, go to the following
Web address: http://www.rho.org. E-mail
may be sent to this address: rho@path.org. Or
write to Reproductive Health Outlook, PATH,
4 Nickerson St., Seattle, WA 98109.  ■
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Don’t ignore feelings 
of anxiety, panic

Women should not ignore feelings of anxiety
and panic even if their doctors tell them not

to worry, according to an article in the November
issue of McCall’s. 

Panic disorder, obsessive-compulsive disorder,
generalized anxiety disorder, and depression are
treatable illnesses that involve symptoms as tin-
gling in fingers and toes, light-headedness, diffi-
culty swallowing, fatigue, and irritability. The first
step in proper diagnosis is to rule out heart prob-
lems, overproduction of thyroid hormone, lupus,
or chronic fatigue syndrome before treating any
anxiety-related disorder.

Positron-emission tomography and magnetic
resonance imaging technologies are helping
researchers identify and monitor brain activity

during anxiety-related disorders and treatment.
Researchers have discovered that anxiety results
from the same type of neurochemical events that
cause muscles to move or lips to speak. Women
who suspect they have an anxiety-related disor-
der should see a psychiatrist, psychologist, social
worker, or counselor specializing in behavioral
therapy who is open to the use of drugs to control
the disorder, according to the Bethesda, MD-
based National Institute of Mental Health. 

✧ ✧ ✧

The 11 most common birth control blunders
women make are described in the November
issue of Glamour. Improper use of condoms,
diaphragms older than 18 months or improperly
fitted, and a belief that IUDs are unsafe are a few
reasons over 1 million women using birth control
get pregnant annually. 

Other mistakes made by women using birth
control include:

• not taking the Pill properly;
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• not reapplying spermicide for each act of
intercourse with the cervical cap.

Women are reminded that even though some
forms such as Norplant and Depo-Provera can
provide close to 100% protection, there are some
who get pregnant while using them. One woman
in 100 will become pregnant on Norplant over a
five-year period, and three women in 1,000 using
Depo-Provera will conceive in a year.

✧ ✧ ✧

Even though incontinence affects at least 1.1
million American women, it is one of the least
openly discussed health issues. An article in the
November Good Housekeeping offers advice to
women wanting to address bladder control.

Treatments such as Kegel exercises, behavioral
modification, medications, and surgery now offer
women a variety of options to control their blad-
ders. New devices that keep urine in the urethra
until urination are also explored.

The most important step is to find a knowledge-
able doctor. Women should ask these questions:

• Do you specialize in incontinence for women?
• Do you have equipment to test bladder func-

tion and find the cause of incontinence?
• Are you familiar with surgical and non-surgi-

cal treatments?  ■
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