DR. PAMELA BROWN

DR. BROWN:  Hello.  I am passing around some additional information that is not in your books.  This is some – we did not have time to put it all in but it is information that you might find helpful.  It is based on the research that Dr. Reed and I are doing at the cancer center.


Okay.  This project is the Molecular Biology Based Cervical Cancer Screening Project is a collaborative between the West Virginia Breast and Cervical Cancer Screening Program and the Mary Beth Randall Cancer Center and it is funded by the CDC.


What we are looking at is assessing the prevalence of HPV infection in 2,500 BCCSP eligible women ages at 25 to 64.  We are interested in identification of women’s attitudes towards HPV and so we are also doing a survey to get at all of the behavioral factors that might play in here.  And, also, their willingness to be screened.  You understand that HPV carries with it a stigma that we are trying to reduce in the way that we present this to women but it is something that for some it is a difficult topic to tackle.


We are also looking at the feasibility of self-testing and this is something that I think is really important because it may have implications in the future for how we do screening in the country.


Today we are talking about 163 women.  That is how many we have in the study so far.  So this is extremely preliminary.  The prevalence rate right now is running at 22 percent in the population screened.  About three weeks ago it was closer to 30 percent and we expect it is going to bounce around to some extent.  The 22 percent is within range that you might expect but it is at the higher end of that range.


I have a map, too.  I am really sorry.  I apologize but let me remind you that we are actually doing something.  Okay.  Overall, and the reason I really wanted to show you this map is that – this is from 1995 to 1999 – somewhat because of the small numbers in some of these counties.  So it is also showing the quartiles of lowest to highest cervical cancer mortality. 


Women aged 22 to 24--this is the most common malignancy for them.  Thirty-six percent of West Virginia’s cases over this period of time were staged in regional or distant spread, and many un-staged, as Jim remarked.


Right now we have 30 providers that have signed up to do the HPV screening.  The 30 providers are not in the red counties for the most extent.  This is a lot of reasons for that.  They do not have clinics.  There is not any one to staff an extra clinic.  If they do have clinics the personnel feel like they do not have enough time to take on an extra project even though there is reimbursement to the clinics to screen women.


This, I think, is important because it shows that there is an infrastructure issue at least going on in West Virginia.  We are now – we just started screening in about four clinics in this high mortality region but it is taking additional resources, including staffing it so that we can actually screen women in these counties.


This shows the distribution of patients between age groups and the distribution of high risk HPV positive patients.  The green represents the percent of patients in each age range.  Light blue represents the percent of patients testing positive for high risk HPV.  Generally the high risk HPV appears to be tracking with the age distribution.  For individuals in their 30s there may be an increased rate of positivity with the high risk HPV.

Again, this is similar information put in a little different way.  Green reflects the percent of patients in each age group.  Dark blue reflects the positive tests.  Most women had two specimens collected, both provider and self.  The light blue is the percent of patients testing positive for high risk HPV.  The distribution of these positive tests again tracks the age distribution.  Could this represent more active infection?  Percent HPV positivity is in the range that would be expected based on previously published data.  Generally, we see the same percent positivity in each age group that we studied and this is in conflict with recent published data. 

 In self collected specimens endocervical cells were present in 23 specimens  and were not present in 140.  In the provided collected specimens, endocervical cells were present in 133 specimens and not in 30.  The presence of endocervical cells in the specimen is not necessary to be evaluated for high risk HPV.  Presence of endocervical cells in the specimen is necessary for pap evaluation.  The self collected specimens were just as accurate as the provider collected specimens for HPV detection.  Most women testing positive for high risk HPV were also women with normal pap tests.  Should we be screening for high risk HPV rather than doing paps?


And, again, the area of the state that we are going to be concentrating on is an area where the people who live there are very proud to be able to say “we have been here for five generations and have never stepped outside the county line.”  They are people who do not go to clinics unless they are in pain, and they will spend what resources they have on their children rather than going into a clinic.  It is just not part of their routine, and we realize that we have got a major task getting them in for screening, never mind for any early diagnosis of cervical cancer.

The cases with the high risk HPV were seen in older individuals.  Is this persistent infection? What are the behavioral characteristics of these individuals? Can such characteristics be identified in younger persons?  Can we measure and assess persistence?  How long is persistence?  Is there a value to the patient for us to pursue this?  Should there be genetic profiles done?  What is the role of carcinogen metabolism in DNA repair?  Does adeno associated virus play a role?  Are there specific behaviors predisposing?  

So far we are going on a theory that cervical cancer is a two hit disease and the first hit is the HPV.  We are looking for the second hit.  We have a proposal into NCI as part of Kentucky’s proposal for the Center for Health Disparities looking at persistent HPV, tying it to both behaviors and molecular study.

Thank you very much.

