Abstract
Objectives: The Honduran Health Alliance (HHA), a global service learning organization, is
used as a case study highlighting the ethical problems that arise during the follow-up care
process for women who participate in the clinic.
Methods: We conducted 18 qualitative interviews and 1 focus group to understand follow-up
care experiences.
Results: The two ethical problems identified in our analysis are: (1) miscommunication that
results in confusion and worry throughout the follow-up care process and (2) providing
screenings for cervical cancer that cannot be treated due to a lack of money.
Conclusions: Short-term service learning organizations need to ensure that unintended
consequences such as miscommunication that results in worry and confusion are minimized
during the follow-up care process. Screenings should not be performed if participants do not
have adequate access to treatment.
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A Case Study of Global Service Learning Organizations: What Happens After
You Leave?
Introduction
Cervical Cancer in Honduras
Carla, a 53-year-old woman, reflects on the impact of cervical cancer in her Honduran
community: “Yes, one worries because cancer is a cruel sickness…I already have this sickness
here, already advancing, and no medicine.” Cervical cancer is the most common cause of cancer
death among women in developing countries, despite the fact that it is preventable (Denny,
2005). Latin America accounts for 14.6% of cervical cancer cases worldwide and 11.9% of
cervical cancer deaths (Parkin et al., 2008). Honduras, the second poorest country in the
Western Hemisphere, has a particularly high burden of cervical cancer disease and death among
women in the region (Price & Asgary, 2011). The age-adjusted incidence rate of cervical cancer
in Honduras is 30.6/100,000, compared to a developed country such as the United States that has
an incidence rate of 7.8/100,000 (Tabora et al., 2011). Approximately 14.7% of women in
Honduras have the Human Papillomavirus (HPV) 16 or 18 infection, a sexually transmitted
infection that can lead to genital warts or cervical cancer. HPV 16 or 18 contribute to 53.8% of
invasive cervical cancers (ICO Information Centre on HPV and Cancer, 2014b).
The high levels of poverty, unstable political situation, and profound resource constraints
on the Honduran health system are interrelated factors contributing towards the high incidence of
cervical cancer in Honduras. Poverty is a harsh reality for many Hondurans with 51% of
Hondurans living in poverty and 24% living in extreme poverty1 . The poor and extreme poor are
overwhelmingly concentrated in rural areas with the rural poor accounting for 74% of the poor

1

Using data from the Encuesta Nacional de Condiciones de Vida 2004, two poverty lines were calculated. The
extreme poverty line is defined as monthly cost of food to provide 220 calories per day, given average consumption
patterns observed in the survey for the entire population; the poverty line is equal to the extreme poverty line plus an
additional allowance for non-food consumption.
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and 86% of the extreme poor nationally (Bank, 2006). Honduras is fraught with violence, with
the highest murder rate in the world of 90.4 homicides per 100,000 people in Honduras in 2012
largely due to gang violence (United Nations Office on Drugs and Crime, 2013). Politically,
Honduras is marked by instability and has endured a number of military coups over the last
decade, the most recent in 2009. In response to these pressing problems, Honduran domestic
policy has been concentrated on gang violence, political corruption, poverty, and unemployment,
with health and the health system remaining a low priority (Johnson, 2010). The result is a
health system constrained by limited resources. The World Health Organization (WHO)
describes the Honduran Health System as “fragmented, with little coordination among providers
such as the Secretariat of Health, the Honduran Social Security Institute, and the private sector.”
The consequence of this fragmented system is a duplication of services in some regions and a
lack of services in others leaving rural areas and minorities (Amerindians, Afro-Hondurans,
Palestinians, Chinese) without access to health care. The WHO estimates that 30.1% of the
population do not receive health care, 83% remain uninsured, and significant disparities exist
among rural and ethnic minority populations (World Health Organization, 2006). Due to the
lack of health facilities in rural areas of Honduras, cervical cancer screenings are particularly
sparse with only 52.8% of all Honduran women 15-49 years old having ever received a cervical
cancer screening and 26% of women receiving a screening on an annual basis (ICO Information
Centre on HPV and Cancer, 2014a). Compared to the neighboring country of Nicaragua these
screening rates in Honduras are low with 71.5% of women 15-49 years ever receiving a
screening and 31.5% of women receiving a screening on an annual basis in Nicaragua (ICO
Information Centre on HPV and Cancer, 2014c). According to the International Agency for
Research on Cancer (IARC), Honduras does not have an organized screening program.
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Although cytology studies are performed, they are typically done by faith-based programs on
medical missions or short-term international agencies that are deficient in good record keeping
and follow-up (Price & Asgary, 2011).
Global Service Learning
In response to the unmet health needs in low resource countries such as Honduras and
students growing interest in global health opportunities there has been a prolific growth of shortterm global health organizations in recent decades. Mirroring this trend has been the growth of
global service learning in medical education (Parsi & List, 2008). Students in medical
professions are pursuing experiences in developing countries and academic institutions are
prioritizing such experiences (Shaywitz & Ausiello, 2002) (Pinto & Upshur, 2009). Rekart
claims that this trend is driven by “an awareness of global health, both out of a sense of
beneficence and self-interest” (Rekart, 2003). In response to this trend, Pinto et al. assert “Such
trends are encouraging, but in many ways this movement has proceeded without adequate
discussion of the ethics of such work.”
The benefits of global service learning have been proffered by Edward O’Neil who
argues they achieve solidarity between students and the most vulnerable populations. For
example, O’Neil cites the work of “Gustavo Gutierrez, the father of liberation theology, [who]
once advised people to forget the ‘head trip’ of studying the problems of the poor and take a
‘foot trip’ to work among them.”(O’Neil, 2006) Global service learning opportunities grant
medical students the opportunity to work alongside disadvantaged communities. These
operations benefit medical students as they have the opportunity to develop clinical skills for
themselves as physicians in training and report increased skills and confidence, enhanced
sensitivity to cost issues, and greater appreciation for cross-cultural communication (Drain et al.,
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2007), (Bissonette & Routé, 1994), (Haq et al., 2000). Students who engage in service learning
are more likely to enter primary care medicine, obtain a public health degree and practice
medicine among poor and ethnic minorities pointing to the long-term benefits of these trips to
society (Drain et al., 2007), (Miller, Corey, Lallinger, & Durack, 1995), (Ramsey, Haq, Gjerde,
& Rothenberg, 2004). Presumably global service learning opportunities are fulfilling an unmet
health need in the populations they intend to serve, however the benefits to the community being
served are not well documented in the literature. In fact, one paper that outlines the benefits and
risks of global service learning opportunities only describes benefits accrued by the medical
students and concludes: “We hear repeatedly about the transformative effect it has on our
students. One of the challenges we face is how to make such transformative experiences more
lasting and more sustainable for the places that students visit (Parsi & List, 2008).” Another
paper on the topic states: “little is known about the benefits and unintended consequences of
global health training experiences to host institutions (Crump, Sugarman, & the Working Group
on Ethics Guidelines for Global Health Training (WEIGHT), 2010).”
The motivating factors for students to participate in global service learning are often the
same factors that contribute to the negative consequences--global service learning opportunities
focus on serving vulnerable populations whose health is threatened or groups who are
marginalized. The result is an imbalance of power between developed world health
professionals and the developing world patient, thus creating a potential for patients to be
unintentionally exploited by medical students (Pinto & Upshur, 2009). Medical students may be
presumed to be medical providers due to their appearance of a medical doctor (i.e. white lab coat
or stethoscope) and their developed world background. Furthermore, there can be conflicting
priorities if medical students pursue an experiential opportunity at the patient’s expense. For
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example, trainees may be given the opportunity to perform medical tasks or procedures at a level
well above their current skill level. Other significant concerns are related to the sustainability of
such programs (Jesus, 2010). Pinto et al. suggests that within many societies, clinical and
research work has the potential to become a continuation of racist, imperial, or colonial
relationships (Pinto & Upshur, 2009). Additionally, global service learning organizations may
fail to provide adequate follow-up care for the populations they serve. This suggests additional
research is needed to examine the benefits and disadvantages of global service learning
organizations to the host countries.
The Honduran Health Alliance (HHA) is a global service learning organization that has
provided cervical cancer screenings in Honduras for the last 11 years. In this paper, the HHA
will be used as a case study highlighting the ethical problems that arise during the follow-up care
process for women who the HHA diagnosed with an abnormal pap result. For this study we used
a qualitative approach to explore the ethical problems women experienced seeking follow-up
care in the context of this low resource country. The purpose of this study is to consider the
ethical implications of the HHA providing cervical cancer screenings in Honduras.

Methods
Study Setting
The study was conducted in July 2014 in conjunction with the HHA, a student-led global
service learning organization based out of the University Of North Carolina (UNC) at Chapel
Hill, School of Medicine. The HHA has provided cervical cancer screenings in Honduras for the
last 11 years. The HHA partners with a cooperative in Honduras known as Comunidades Unidas
(United Communities) and the Honduran Planned Parenthood International Affiliate,
Ashonplafa. The Comunidades Unidas does not provide health services, but assists with

Page 8 of 35

organizing the trip each year. The HHA seeks to reduce the burden of cervical cancer in 7 rural
communities in southern Honduras by providing an annual reproductive health clinic and health
education program. The HHA clinic operates for one week and is staffed by approximately 14
UNC medical students and 2 attending physicians and offers reproductive services including pap
smears, urinalysis, treatment for sexually transmitted infections (STIs) and family planning.
Women receive a pap smear on an annual basis if they have had a previous abnormal pap smear
and every two years if their previous pap smear was normal. The HHA sends the list of women
and who need follow-up care with their diagnosis and the service they need directly to
Ashonplafa. The HHA pays for follow- up care for women who have an abnormal pap smear
result to receive additional care at Ashonplafa, for procedures such as pap smears, biopsies,
colonoscopies and cryotherapy; however, the HHA does not have the resources to pay for more
advanced care in a hospital setting for women diagnosed with cervical cancer who need
chemotherapy or a hysterectomy as they are funded by students fundraising efforts. The HHA
also provides health education in the form of charlas or “chats” on family planning, STIs, and
domestic violence.
The secondary purpose of the HHA is to provide an enriching educational opportunity for
rising 2nd and 4th year UNC medical students in a culturally diverse and underserved setting. The
rising 2nd year medical students prepare for the trip by engaging in a semester-long class which
includes lectures and training on essential medical knowledge, a professional training on
conducting pelvic exams, charla training, and ethical discussions on the merits and shortcomings
of short-term global health organizations such as the HHA. Two students from the UNC School
of Public Health collaborate with the HHA by teaching this course, leading steering committee
meetings for the organization, and co-leading the trip with two medical students. The majority
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of students participating in the trip are proficient in Spanish, however, some years a few
individuals with limited Spanish capabilities participate.
Recruitment and Data Collection
To gather the individual, community and institutional perspectives of cervical cancer care
in Honduras, three samples were recruited: women who had attended the HHA clinic;
community leaders who specialize in giving health advice and support in the region, called
health promoters; and medical employees of Ashonplafa and the Hospital del Sur. Clinic
participants were women 18 years and older living in rural Honduras in the Choluteca
Department who had attended the HHA clinic and been referred for follow-up for an abnormal
pap smear in the last 3 years. Approximately 50 women who attended the HHA clinic or charlas
in 2014 and received an abnormal pap smear in the previous 3 years at the HHA clinic were
asked if they would be willing to participate in the research study. Eighteen participants agreed
to interview about their cervical cancer follow-up experience. These interviews took place at the
site of the HHA clinic or in their individual communities.

At the community level, a focus

group with 13 people was conducted with community health promoters from the region. The
head health promoter recruited health promoters to participate in the focus group. At the health
care provider level, key informants were identified at Ashonplafa and the public hospital for
southern Honduras, the Hospital del Sur. Verbal informed consent was obtained from all
participants. The focus groups and interviews were conducted in Spanish and audio recorded.
The focus group was 90 minutes and the interviews lasted between 10-50 minutes and were
recorded. Two public health and 3 medical students from UNC-Chapel Hill conducted and
transcribed the interviews and focus groups. The UNC Institutional Review Board approved this
study.
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Analytic Techniques
Data analysis was informed by Maxwell and Miller’s theory of qualitative analysis that
describes similarity and contiguity-based relationships in data analysis (Maxwell & Miller,
2008). Similarity relationships involve comparison of similarities and differences to define
categories and code data and is referred to as a categorizing strategy. Contiguity relationships
involve identifying connections between parts of text rather than focusing on similarities and
differences and is referred to as a connecting strategy. We integrated these two approaches in
our data analysis.
In the first step of data analysis we immersed ourselves in the data by reading the
transcripts multiple times to identify preliminary questions and emerging themes (Dey, 2003),
(Erickson, 1986). Employing connecting strategies, we wrote narrative summaries of each
participant’s follow-up care process. Additionally, we wrote analytic memos about themes
identified from the key informant interviews and the focus group. We then employed
categorizing strategies by developing thematic codes within all the interviews (Gibbs, 2008).
Codes were developed deductively from interview guides and inductively from the narrative
summaries. To compare codes at the three main potential stages of the follow-up process—the
HHA clinic, Ashonplafa, and the Hospital del Sur we created matrices for each participant. Our
last step was to write memos on the most salient themes to make connections between the key
informant interviews, focus group, and individual interviews.
Transcripts were analyzed in Spanish and all quotes were maintained in Spanish to
preserve their original meaning until the draft of the results. The translations of these quotes
were discussed with bilingual individuals to ensure they remain true to their original meaning
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(Wong & Poon, 2010). Pseudonyms are used in the results section to protect the identities of
participants.

Results
In this section we seek to understand the ethical problems that have occurred during the
follow-up care process for women who received abnormal pap results from the HHA. We first
present a summary of the characteristics of women diagnosed with abnormal results. We then
present the two ethical problems identified in our analysis: (1) miscommunication that results in
confusion and worry throughout the follow-up care process and (2) providing screenings for
cervical cancer that cannot be treated due to a lack of money.
Table 1: Characteristics of women diagnosed with abnormal results (n=18)
Name

Age Number of Number of
children
times visiting
HHA clinic

Diagnosis as
described by
participants

Year of
Diagnosis

Care received
at Ashonplafa
as described
by
participants

Ana
Cristina
Mercedez

48

6

6

Infection

2013

Chemotherapy

52

4

6

CIN 1*
(twice)

2008 &
2013

Noemi

45

4

1

2013

Sara

28

1

1

Cervical
cancer
Infection

Gabriela

55

4

1

Cyst on the
cervix

2013

Andrea

59

2

1

Infection

2013

Juana

69

7

10

“something
bad inside on
fire”

2009

Biopsy and
cryotherapy
(twice)
Pap smear and
referral
Biopsy and
cryotherapy
Operationunsure
specifically
what
Pap smear and
medication
Operationunsure
specifically
what

2013

Care
received at
the Hospital
del Sur as
described by
participants
Not referred
Not referred

Cone biopsy
Not referred
Not referred

Not referred
Not referred
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Consuelo
Adalira

41
28

1
3

1
4

Infection
HPV**

2013
2011

Lolita

29

3

2

CIN 1*

2013

Esperanza

41

5

1

2013

Maricela

48

10

1

Severe
infection
Tumor

Mariana

49

5

2

Infection

2013

Carla

53

12

2

2013

Elena

48

7

6

Severe
infection
HPV**

Reyna

26

1

1

2013

2013

None
Biopsy and
medications
Biopsy and pap
smear
Biopsy and
treatment
Biopsy and
referral
Pap smear and
medicine
None

Not referred
Not referred

Biopsy,
colposcopy,
and
cryotherapy
Pap smear

Not referred

Not referred
Not referred
Cone biopsy
Not referred
Not referred

Lump on
2013
Not referred
cervix
Soledad
53
4
2
Severe
2012
Medicine
Not referred
infection
Dani
40
9
2
Invasive
2013
Referral to
Biopsy
cervical
hospital
cancer
*Cervical intraepithelial neoplasia (CIN) 1 is the premalignant transformation and abnormal
growth of squamous cells on the surface of the cervix. CIN 1 is usually caused by certain types of
human papillomavirus. It is not cancer and usually goes away on its own without treatment.
(National Cancer Institute at the National Institutes of Health, n.d.)
** HPV is virus that can cause abnormal tissue growth such as warts and other changes to cells.
Infection for a long time with some types of HPV can cause cervical cancer. (National Cancer
Institute at the National Institutes of Health, n.d.)
Participant Characteristics
Participants diagnosed with abnormal pap smears ranged from ages 26 to 69. Fourteen
out of the eighteen women interviewed were diagnosed by the HHA with an abnormal pap smear
in 2013. Three women were diagnosed in earlier years in 2009, 2011, and 2012 and one woman
was diagnosed twice, the first time in 2008 and the second in 2013. Diagnoses as described by
the participants ranged from infection to invasive cervical cancer. The most common description
of a diagnosis reported by 8 out of 18 women was infection or severe infection. Other diagnoses
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reported only once or twice include: HPV, CIN 1, “cyst on the cervix”, “lump on cervix,”
“something bad inside on fire,” tumor, and cervical cancer. Fifteen out of eighteen women
travelled to Ashonplafa and received care. One woman travelled to Ashonplafa, but received
only a prescription for a medicine that she could not afford. Another travelled to Ashonplafa,
received no care, but was directly referred to the hospital. Only one woman never made the trip
to Ashonplafa or anywhere else for needed follow-up care. Three of the eighteen women
received care at the Hospital del Sur.
Confusion and worry throughout the follow-up care process
The first ethical problem we identified is that there is miscommunication throughout the
HHA follow-up care process resulting in confusion and worry for women who received
abnormal results. The specific areas of the follow-up care process that emerged as particularly
confusing to women were the role of the health promoter, the diagnosis and the follow-up care
process. The confusion related to the role of the health promoter was due to miscommunication
between the HHA and health promoters and unrealistic expectations that the HHA had of the
head health promoter. The confusion related to the diagnosis and follow-up care was due to poor
explanations by the HHA team. The confusion often caused women to worry. Because cervical
cancer has been the cause of death of many women within these communities, any uncertaint y
about a diagnosis related to a Pap smear was worrisome due to the fear that it could be cancer.
Conversely, worry was described positively as an essential sentiment for increasing care-seeking
behavior among women.
Confusion
Reyna is a 26 year-old who left school after 6th grade and got pregnant at age 13. She
has worked in the home ever since “doing all the things one does in a home.” In this rural region
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of Honduras, this typically includes waking with the sun rise and then spending the morning
preparing breakfast for family members, making tortillas, sweeping the floors and preparing
lunch. The afternoon is filled with more cleaning, resting briefly in the heat of the afternoon and
then preparing dinner. Reyna lives with her partner of five years and explains that she has four
children, three living and one that she decided to abort. Her children are 12, 7 and 2 1/2 years
old. She found out about the HHA clinic from her mother-in- law in 2013 and decided to visit the
clinic because she “wanted to know what she really has.” She travelled to the clinic with a group
of women from her community on a public bus. At the clinic she received a pap smear, a breast
exam and pills for family planning. She described the treatment she received as good and the
care from the doctors as pleasant.
A week after the clinic, two medical students from the HHA travelled to her community
and delivered her Pap smear results. All women who had attended the HHA clinic waited
outside the “Centro de Oración,” a central meeting space in their communities and each women
entered one at time to receive their results from the students in privacy. When Reyna’s turn
came she was told that her results were “normal”, but that she had a lump on her cervix and so
she needed to go to Ashonplafa for a biopsy. Reyna was told by the students that she would need
to get a biopsy on a regular basis for this lump to continuously confirm that it was negative. The
two HHA students told Reyna to get in touch with the health promoter from her community who
would assist her with the process and give her the “pasaje” or money needed to cover the costs
of transportation to Ashonplafa. Reyna said she didn’t know the health promoter they were
telling her to contact. She did eventually receive the “pasaje” from the health promoter, but the
health promoter did not accompany her or anyone from her community to Ashonplafa. A month
and a half after her visit to the HHA clinic, Reyna, along with several other women from her
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community that also needed follow-up care, made the several hour trip by public bus to the bus
station in the center of Choluteca and then took a taxi from the bus station to Ashonplafa. Reyna
described feeling unsupported and wished the head health promoter would be “responsible”:
Yes, she gave money, yes, but didn’t accompany, didn’t accompany us. There are a lot of
women that need a biopsy, she doesn’t go with them. She doesn’t call to ask how they
are doing, how the follow-up is going, come to see…nothing.
Reyna is one of many women who expressed confusion regarding the role of the health
promoter.
There is one regionally elected head health promoter who the HHA relies on for helping
women from each of the 7 rural communities access the follow-up care they need. The head
health promoter assumes this role on a volunteer basis and is not compensated for her efforts.
The HHA depends on the head health promoter to deliver the “pasaje” to the women who need
follow-up care. The HHA also expects that the head health promoter will accompany each
woman to Ashonplafa for follow-up care, but no formal agreement with the head health promoter
has been made regarding this duty. Nonetheless, the HHA communicates to women who need
follow-up care that the head health promoter will assist them with their follow-up care process.
The interviews revealed that only some of the women received the “pasaje” and of those who
received the “pasaje,” the head health promoter only accompanied a few of those women to
Ashonplafa and she accompanied nobody to the hospital. The focus group discussion further
elucidated the miscommunication between the HHA and the health promoters and how this led to
confusion among women. One of the health promoters at the meeting noted that one of the main
problems was that the budget given to the head health promoter for the “pasaje” did not include
“pasaje” for the head health promoter to travel to all 7 rural communities to deliver this money
Page 16 of 35

to women or to accompany women to Ashonplafa or the hospital. As the group talked
passionately about how to care for one particular woman with cervical cancer, the head health
promoter said, “If she dies, I am responsible.” At least in a 1.5 hour focus group setting, the
head health promoter seemed to care deeply for the women in the region. However, as a woman
living in poverty herself and not receiving money from the HHA to cover the “pasaje” she was
constrained by financial limitations from travelling to all 7 rural communities and accompanying
women to Ashonplafa. The result of these unrealistic expectations of the head health promoter is
confusion among women. Furthermore, since the HHA is a short-term trip they leave directly
after delivering the results and so there is nobody from the HHA group in Honduras for women
to contact for clarification.
Despite feeling unsupported by the head health promoter, Reyna arrived at Ashonplafa
for her biopsy, but once again expressed confusion about the process. At Ashonplafa they told
her that she needed another pap smear, a confusing message since she had been told by the HHA
she would need a biopsy. Reyna said many times throughout this interview that she was not
actually sure what procedure was performed on her at Ashonplafa: “I don’t know what
happened, because I didn’t feel that they took part of my cervix or anything, so I don’t know
what they did to me.”
When asked how she felt about her follow-up process she said:
I feel bad because they [Ashonplafa] didn’t give me a good diagnosis, the diagnosis the
Alliance [HHA] gave me was good, but the diagnosis from Ashonplafa was not good. So
I don’t know if it would be possible for me to return to get a pap smear to know what’s
happening with this little lump or I don’t know.
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Reyna reiterated in the interview that she liked the care that she received at the HHA clinic and
that the process of receiving the results and diagnosis from the HHA was a positive experience.
Reyna did not feel good about the care she received from Ashonplafa because she did not
understand what happened and it conflicted with the care she was told by the HHA that she
would receive. This disconnect between what Reyna was told she would receive at Ashonplafa
and what she actually received was the crux of her confusion at this point in the follow-up care
process. At the end of the interview, Reyna began to question the Pap smear results she received
from the HHA: “So I don’t know…if it was a lie that the Alliance [HHA] told me....the
lump…they [Ashonplafa] didn’t do anything with it.” At the time of this interview this had not
been clarified for Reyna and she was still confused about the lump on her cervix. This confusion
ultimately led Reyna to distrust the health promoter, the HHA, and Ashonplafa, which resulted in
a negative follow-up care experience.
Reyna was not the only woman interviewed who expressed confusion about her
diagnosis. For example, Juana, a 69 year old woman, did not know what her diagnosis was when
asked and described it as “something bad inside on fire.” Juana also explained that she does not
know what care she received at Ashonplafa, but that it was some type of operation. The result of
the HHA’s poor communication about the role of the health promoter, diagnoses and the followup care they should expect to receive at Ashonplafa was confusion among women.
Worry
Worry was expressed when an element of the diagnosis or follow-up care process was
confusing. Carla never received the “pasaje” from the health promoter and spent a portion of her
interview describing how worried she was about her abnormal pap smear. Carla explained that
she had been in a lot of pain since the Pap smear she received over a year ago. She said she held
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onto her stomach right above her ovaries to try and quell the pain. Carla began to share how this
caused her to worry: “Yes because one worries right? As this sickness, what is it?” Carla was not
just worried about herself, but also got visibly upset when she mentioned a friend in her
community getting cancer treatment in Tegucigalpa, Honduras. She then described why she was
so worried about cancer: “Yes, one worries because cancer is a cruel sickness…I already have
this sickness here, already advancing, and no medicine.” Knowledge of a friend from her
community who was receiving treatment for cervical cancer influenced this feeling of worry.
We, along with Carla, didn’t actually know the severity of her situation because she wasn’t given
any more information about it and never made it to Ashonplafa to speak to a physician.
However, Carla spent a year of her life worrying about whatever sickness she had without an
answer to confirm or repudiate her fears. Carla’s worry was derived from confusion throughout
her follow- up process, specifically not having contact with the head health promoter or receiving
the “pasaje.”
Elena is a 48-year-old woman who visited the HHA clinic in 2013 at the urging of her
daughter as she was feeling pain in her stomach and began to get her period multiple times a
month. She was diagnosed by the HHA with HPV and referred to Ashonplafa. Elena had
positive words to say about the HHA: “I like the treatment you offer. Thanks to God that you
keep coming. God care for you on your journey. It is a huge gift. Look, I am so thankful because
I would not know what I had.” Despite having only positive things to say about the HHA, Elena
described the worry she felt when she first received these results from the HHA as she believed
her diagnosis to be more severe than it actually was: “I cried during the night and as she
[daughter] came to me in the night she said, ‘Mami, what are you crying about?’ ‘oh you know’,
I replied ‘I’m going to die, I believe I have cancer and I can’t endure the pain…’” Elena said
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that after she received care at Ashonplafa she no longer worried about her diagnosis because she
received confirmation from Ashonplafa that she did not have cervical cancer and was not going
to die. Confusion related to her understanding of her diagnosis caused Elena to worry
disproportionately to the severity of her diagnosis.
Worry about cervical cancer was not always due to confusion throughout the follow-up
care process, but due to the fact that diagnoses of pre-cancer or cancer are worrisome in
themselves. Lolita, a 29 year old woman who travelled to Ashonplafa found out that she had CIN
1, a mild dysplasia that can be cleared by the immune response. This knowledge that her
condition was not life threatening did not prevent her from worrying: “I always worry until I get
a pap smear again that tells me that it’s not, that tells me whether I have a severe infection.
If…I’m going to have cancer because I have CIN 1.” Lolita’s story serves to illustrate the fact
that worrying about cervical cancer is not always due to confusion throughout the follow-up care
process, but because women fear developing cancer. This fear of cervical cancer is most likely
derived from the many stories women hear of friends and acquaintances dying from cervical
cancer as they were unable to access care.
The counter narrative to this theme of worry is that it is essential for women to worry
about cervical cancer, as it is a protective factor that influences care-seeking behavior. Juana, a
69-year old woman, described how it is good for women to worry about themselves as that will
motivate them to seek care. She said she wouldn’t have recuperated if she hadn’t been worried
about her diagnosis and gone to Ashonplafa. During the focus group, the health promoters
discussed a woman who is currently in the hospital receiving chemotherapy for an advanced
stage of cervical cancer. One health promoter said she showed up to the HHA clinic two years
too late and in response another health promoter said: “and in reality she had symptoms of this
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problems, but she really just didn’t worry about it.” Several members of the group agreed to this
statement and specifically the idea that this women didn’t worry enough about her health and as
a result had advanced stage cervical cancer. The assertion that worry is an important impetus for
women to seek care was expressed by many individuals, but this notion does not hold true for all
of the women interviewed. In Elena, Juana, and Lolita’s cases described above, their worry of
developing cervical cancer motivated them to seek care. However, this was not true for Carla
who worried a lot about her unknown diagnosis, but never sought care at Ashonplafa due to
confusion throughout the process and never receiving the “pasaje.” Even though Carla
experienced worry it was not enough to overcome the barriers she faced in accessing follow-up
care. Worry negatively affected many women’s follow-up care experiences and in many
instances it could have been prevented by clearer communication on the part of the HHA. In
other instances the worry came from a place of harsh reality: women in Honduras die from
cervical cancer.
Confusion and worry are interrelated consequences of the follow- up care process for
women who received abnormal pap smears. Confusion leads to a worry among women, leading
to a negative follow-up care experience for women. Ethically these unintended consequences of
the HHA program need to be considered in terms of whether the benefits of the program are
outweighing these consequences of worry and confusion.
Lack of Financial Resources
The second ethical problem is that the HHA provides a screening for cervical cancer yet
women lack the financial resources for follow- up care. As a result of having limited financial
resources, women resort to relying on the HHA or Ashonplafa for accessing cervical cancer
screenings and care. Because the HHA does not provide financial resources for the entire cost of
Page 21 of 35

follow-up care, especially for more advanced care, all women interviewed cited limited financial
resources as the main barrier to follow- up care whether they were diagnosed with an infection or
cervical cancer. While the key informants at Ashonplafa and the Hospital del Sur recognized the
financial barriers women face, they posited that lack of education about cervical cancer and
prevention is the main barrier to follow-up care.
Consuelo is a 41-year-old woman who described a confusing follow-up care process and
lack of money as the biggest barrier to care. Consuelo visited the HHA for the first time in 2013
at the urging of a friend who wanted her to take care of her health. Consuelo received a Pap
smear and a diagnosis of “infection” from the HHA clinic and was referred to Ashonplafa. She
was told the HHA would cover the cost of her follow-up care. She made the trip to Ashonplafa,
but was not given anything at Ashonplafa because the HHA funds had run out. She was
prescribed a medicine that cost 350 Lempiras ($16.54) and explained, “I did not buy it because I
am poor, I am poor.” Consuelo re-iterated many times throughout the interview that her poverty
was the reason she did not receive follow-up care at Ashonplafa: “They [Ashonplafa] didn’t give
me anything, no because, I am poor…we are poor here.” Consuelo suggested that the biggest
barrier to follow-up care for women in Honduras is money and this was reflected in her
experience as lack of financial resources was her main barrier to receiving care at Ashonplafa.
The two women interviewed who received diagnoses of cervical cancer described how a
lack of financial resources is a challenge in accessing cervical cancer treatment. Noemi is a 45year-old woman with 4 children ranging from 16 to 23 years old. She was diagnosed with
cervical cancer by the HHA in 2013 and referred to Ashonplafa. Noemi traveled to Ashonplafa
for follow-up care and was given another pap smear, a diagnosis of cervical cancer and a referral
to the Hosptial del Sur. The HHA covered her transportation costs to Ashonplafa and the Pap
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smear, but Noemi paid for her care and transportation after that point. Noemi says she had to
pay for everything she needed at the Hospital del Sur including a blood test, electrocardiogram,
radiography, needles, ice, gloves for the physicians, and food and transportation to and from the
hospital. The total cost of her care was 4000 lempiras ($188 US dollars). At the hospital, Noemi
said they performed an operation and removed the “piece” that was causing her harm. Noemi
explained that she did not have this money and so her daughter called family and friends to ask
for donations, which covered the bill. Six months after the operation, Noemi said that she still
felt a lot of pain and had to travel every 3 months back to the hospital for regular check-ups.
Despite the fact that she actually received care and managed to cover the cost of the care, Noemi
still maintained that the lack of financial resources is the biggest barrier to care for women in
Honduras and continues to be a problem for her as she has to scrounge up money for the
“pasaje” back to the hospital every 3 months.
Dani is a 40 year-old woman who lives with her partner of 25 years and 8 children. Dani
was diagnosed by the HHA in 2013 with cervical cancer. The HHA referred her to Ashonplafa
for follow-up care. Dani travelled to Ashonplafa, but was told when she arrived that there were
no more funds left from the HHA to cover the cost of her care. Dani then travelled to the
Hospital del Sur and received a biopsy for “free as a gift from a doctor” at the hospital. The
doctor gave her a piece of paper that said she has invasive cervical cancer and a referral to a
gynecologist at the Hospital del Sur. Dani said: “I already have this illness, what can I do? The
doctor gave me a referral to a gynecologist in Choluteca, but I don’t have money, and I have not
gone.” At the time of the interview Dani was pregnant with her 9 th child and expressed desire to
return to the hospital for treatment, but said she still doesn’t have the money to pay for it and
now she was not sure if she could receive treatment while pregnant. Money was cited as the
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biggest challenge in accessing treatment in Honduras, especially by women with diagnoses of
cervical cancer.
The key informants at Ashonplafa and the Hospital del Sur did not recognize the financial
barriers described by women. Rather they suggested the challenges women face in accessing
care are not due to the costs of the health services their institutions offer, but the costs women
incur in trying to access care. The key informant at Ashonplafa is an obstetrician gynecologist
(OB/GYN) who characterized her organization as “an institution where they try to collaborate
with each individual on price, cost and quality.” The OB/GYN stated that what makes it difficult
to provide services to clients is not the costs of the services they offer, but all the other additional
costs that clients incur in the process. She said “remember that for this procedure [Pap smear]
they have to pay the ‘pasaje’ for the taxi and bus and sometimes they come with children, food
for their children…it is more than the price of the Pap smear right?” Similarly, the key
informants interviewed at the Hospital del Sur are nurses who recognized that women face
financial barriers in accessing care, but not because their services are too costly, rather due to the
hospitals limited space and lack of physicians. The first words uttered by the nurse were: “The
treatment at this hospital here is free.” She followed that statement by saying women only have
to pay symbolically for services, meaning that women don’t pay what the services are actually
worth. For example, she said when women have a hysterectomy they only have to pay a
“symbolic” 100 lempiras ($4.69 US dollars) for the procedure. Upon further questioning, the
nurses explained that women are also responsible for purchasing any blood needed for a surgery
or procedure. The nurses also said that because they have a shortage of operating rooms and
physicians they are forced to give women “partial treatment” or send them to the Hospital in
Tegucigalpa for further treatment and this referral to Tegucigalpa causes financial barriers for
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women. The nurses went on to explain how this referral to Tegucigalpa ultimately leads to
women stopping care “…the woman would have to leave her kids with who? Therefore she
makes the decision to abandon treatment. Therefore the majority of those that we have that die
from cancer is because they abandon treatment.” While the key informants clearly recognized
the financial barriers that women face in accessing cervical cancer treatment if they are referred
to Tegucigalpa, they ultimately suggested that women make a decision to “abandon treatment”
due to a number of factors.
This viewpoint of women ultimately having a decision in the process was reinforced by
the key informant’s notion that lack of education is the biggest barrier to cervical cancer
treatment in Honduras. The OB/GYN stated that in order to improve cervical cancer care in
Honduras, education, specifically teaching patients how to prevent cervical cancer is critical.
She explained: “Educating patients in sexual education and general education, you know? And
explaining to patients that the Pap smear is a way of preventing everything. The key informants
at the Hospital del Sur also espoused the belief that women need education to dispel myths about
pap smears. They explained the myth that is particularly problematic is that women think men
will be performing the Pap smear and so they don’t come. The focus on education to a question
about cervical cancer treatment reinforced the idea that the key informants believe that the costs
of the services at their respective organizations are not the biggest barriers to care, rather it is a
women’s lack of knowledge about prevention and accessing care. Thus, if women were
educated they would make the decision to seek care or would not be in the position where they
need to seek care because they would not have gotten cancer in the first place.
Women’s follow-up care experiences and the barriers to follow-up care they identified
based on these experiences provided a contrasting perspective to the key informants. These
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contrasting perspectives are perhaps explained by the fact that the women and key informants are
coming from decidedly different places in Honduras. Most of the women live in poverty in rural
areas which means that the cost of any medical care is challenging. The key informants,
however, live and work in urban Choluteca, and, as educated individuals, are among the wealthy
in Honduras. The implications of this disconnect is a misunderstanding of the reality that the
costs of services at Ashonplafa and the Hospital del Sur are in fact a huge barrier for women
accessing care. Furthermore, the key informants are perhaps unaware of the confusing and
worrisome follow- up care processes that women have experienced before they even arrive at
their institutions for care. The ramifications of this misunderstanding is that many women
struggled to access treatment or they did not receive necessary follow-up care. It is essential that
in the context of a health care system that is not equipped to care for low-income individuals,
service-learning organizations such as the HHA consider effectiveness of their services in
relation to accessible follow-up care.

Discussion
Summary
In this study, we aimed to understand the follow-up care experiences of women who were
diagnosed with an abnormal Pap smear result by the HHA. We found that the follow-up care
process is not straightforward and results in two ethical problems that should be considered. The
first ethical problem is miscommunication which results in women becoming confused and
worried throughout the follow-up care process. Women were confused about the role of the
health promoter and the level of support they should receive from her, especially when they
didn’t receive the “pasaje”. Additionally, women expressed confusion about their diagnoses and
the care received throughout the follow-up care process. Often experiences of confusion invoked
a feeling of worry among the women. However, some of the women and health promoters
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believed that worry is an important emotion for women to feel as it encourages care-seeking
behavior. The second ethical problem is screening for cervical cancer given that it cannot be
treated because the patient cannot afford the follow-up care costs. Women described financial
resources as critical to improving access to cervical cancer treatment in Honduras, while lack of
education was cited as the biggest barrier to improving access to cervical cancer treatment
among the key informants. The follow- up care process of a global service learning organization
in the context of a country with a health care system not equipped to provide affordable care
presents many challenges for low-income women.
Ethical Frameworks
James Childress and Thomas Beauchamp suggest four foundational principles of
bioethics that should be considered in the context of medical care. The four principles include:
autonomy, or the right of a person to govern himself or herself; non-maleficence or the absence
of intent to do wrong; beneficence or seeking best interest of patients; and justice, which
addresses the questions of distribution of scarce healthcare resources (Lawrence, 2007).
Applying the principles of bioethics to the findings from this study, specifically the
miscommunication that results in women’s experiences of confusion and worry, illuminates the
multiple and varied moral problems in HHA’s program and informs recommendations for next
steps. Non-maleficence is of particular relevance to this study as it requires the HHA to avoid
harm to the patients. Conducting a risk-benefit analysis to consider whether the benefits of the
HHA screening program outweigh the emotional confusion and distress that women experience
as a result of the program is necessary.
Wilson and Jungner provide ethical guidelines for health screening programs such as the
HHA. They proposed in their landmark report on the ethics of screening for early detection that
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“in theory, screening is an admirable method of combating disease…[but] in practice, there are
snags (Wilson & Jungner, 1968).” These “snags” that they identified were related to providing
treatment for those diagnosed with previously undetected disease and avoiding harms to those
who need no further treatment. As such, Wilson and Jungner proposed a set of principles (Table
1) to guide the decision of when it would be appropriate to screen.
Table 1: The principles proposed by Wilson and Jungner for early detection of disease

1 The condition sought should be an important health problem.
2 There should be an accepted treatment for patients with
recognised disease.
3 Facilities for diagnosis and treatment should be available.
4 There should be a recognisable latent or early symptomatic stage.
5 There should be a suitable test or examination.
6 The test should be acceptable to the population.
7 The natural history of the condition, including development
from latent to declared disease, should be adequately understood.
8 There should be an agreed policy on whom to treat as patients.
9 The cost of case-finding (including diagnosis and treatment of
patients diagnosed) should be economically balanced in
relation to possible expenditure on medical care as a whole.
10 Case-finding should be a continuing process and not a ‘once and
for all’ project

Some of the principles proposed by Wilson and Junger such as “The condition sought
should be an important health problem,” “There should be a suitable test or examination,” and
“Case-finding should be a continuing process and not a ‘once and for all’ project” are upheld by
the HHA. For example, cervical cancer is an important health problem in rural Honduras, the
Pap smear is a suitable test for examination, and case-finding is a continuous process as the HHA
returns to Honduras every year to perform screenings on the same population. The principle that
is questionable in light of the data found in this study is that “Facilities for diagnosis and
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treatment should be available.” While facilities for treatment such as Ashonplafa and the
Hospital del Sur are available for women, they are often not accessible due to financial barriers
to accessing care discussed above. These principles are reiterated by other screening principles
that have since followed, specifically the mandate that effective treatment should be available for
patients diagnosed with a positive testing for a disease (Mant & Fowler, 1990).
Recommendations
Future steps for the HHA will be to address the unintended burden of miscommunication
which results in confusion and worry and, if they cannot be addressed, to question whether these
unintended burdens outweigh the benefits of the program. Confusion could be diminished by
improving communication with the health promoters and women regarding the role of the health
promoter. Specifically, the HHA should not set the expectation among women that the health
promoter will accompany her to Ashonplafa; alternatively other health promoters should be
asked if they would be willing participate in assisting women access follow- up care to reduce the
burden of work for the head health promoter from travelling to all 7 communities.
Additionally, “pasaje” should be included to cover the transportation costs of the health
promoter between communities and to Ashonplafa. Clearer communication with women
regarding their diagnoses is essential. This clearer communication could prevent the confusion
and also the worry that inevitably follows, especially among women who do not have a serious
diagnosis. The HHA should have a written protocol about what to discuss when they meet with
women who have been seen in the clinic. Each women should receive a written copy of her
diagnosis which she can take with her to follow-up appointments at Ashonplafa and the Hospital
del Sur. Additionally, returning the results and explaining the diagnoses for abnormal results
should not fall to medical students who are not fluent in Spanish or who may lack the knowledge
to explain an abnormal diagnosis.
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To address the ethical dilemma of providing a screening test for a condition that cannot
be treated because a patient cannot afford it, the HHA should seek creative solutions to expand
community partnerships. An obvious answer to this ethical dilemma is that the HHA raise
additional funds to cover the cost of treatment for women who are diagnosed with cervical
cancer and need treatment at the Hospital del Sur or the Hospital in Tegucigalpa. However, as a
student-run organization that is largely financed through student fundraising efforts, covering the
costs of cervical cancer treatment for all women may not be a realistic solution.

Furthermore,

each year the number of women seeking care at the clinic grows beyond the capacity of the
organization and with this increase in women, comes an increase in women who have never
received a Pap smear and so more cases of precancerous cells and cervical cancer are detected
yearly. Thus if the HHA was going to expand to cover costs of the treatment of all women they
detect with cervical cancer this may become impossible. Future research should be directed at
identifying potential community partners to transform the HHA into a more sustainable and
community-based organization.
Limitations
This study has several limitations. First, the interviewers were affiliated with the HHA
and so the participants interviewed may have been more likely to understate any dissatisfaction
they had with the HHA or the follow-up care process. Although our study was in a single
location, the situations we describe here occur commonly in other settings, including other Latin
American countries. Thus we believe the key themes could be applicable to other settings and
short-term service learning organizations.

Conclusion
In this study, we identified some of the ethical problems with the follow-up care process
unintentionally created by the HHA that require immediate action. Our findings suggest that
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short-term service learning organizations need to ensure that communication is clear to minimize
unintended consequences such as worry and confusion during the follow-up care process.
Populations often served by service learning organizations are vulnerable groups living in
poverty and so assuming that they will be able to finance the costs of their follow-up care in the
context of a health system that does not provide affordable care is unrealistic and ethically
problematic. Thus, it is essential that short-term service learning organizations such as the HHA
identify solutions to prevent the ethical problems of miscommunication and providing screening
without treatment. In an effort to address these ethical problems, community partners should be
identified to help with the follow- up care process and provide treatment for health problems
diagnosed during screenings.
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