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Screening for cervical cancer using the Papanicolaou
test is accepted as an effective way of reducing the

morbidity and mortality associated with this highly pre-

ventable disease; in Canada, screening began in 1949 in
British Columbia and was gradually adopted across the
country. As a result, there has been an overall reduction
in the age-standardized rate of death from invasive cervi-
cal cancer (from 7.4 per 100 000 women in 1969 to 2.4
per 100 000 in 1992) and a reduction in incidence rates

(from 21.6 per 100 000 women in 1969 to 10.4 per

100 000 in 1990) (Laboratory Centre for Disease Con-
trol, Ottawa: unpublished data). However, since the
mid-1970s the rate of decline in incidence rates has de-
creased, particularly among women under 50, suggesting
that the current ad hoc approach to screening has
reached the limits of its potential. It is estimated that
1350 new cases and 390 deaths from cervical cancer will
occur in 1996.' The burden of the disease on women

Dr. Parboosingh, Ms. Inhaber and Dr. Stachenko are with the Disease Prevention Division, Health Canada, Ottawa, Ont.; Dr. Anderson is with the British Columbia CancerAgency, Vancouver, BC;
Dr. Clarke is with the Ontario Cancer Treatment and Research Foundation, Toronto, Ont.; Dr. Kaegi was with the Canadian Cancer Society, Toronto, Ont.; Drs. Mills and Mao are with the Laboratory
Centre for Disease Control, Health Canada, Ottawa, Ont.; Ms. Root is with the Childhood and Youth Division, Health Canada, Ottawa, Ont.; and Dr. Stuart is with theAlberta Cancer Board, Calgaty, Alta.

All authors were members of the organizing committee for the Interchange '95 workshop, held in Ottawa Feb. 27 to Mar. 1, 1995.

Reprint requests to: Dr. E. Jean Parboosingh, Disease Prevention Division, Health Canada, Jeanne Mance Building; Tunney's Pasture, Ottawa ON K1A 1B4; fax 613 941-2633;
jparboos@hpb.hwc.ca

0 1996 Canadian Medical Association and Minister of National Health and Welfare

<- For prescribing information see page 1909CAN
MED ASSOC J * JUNE 15, 1996; 154 (12)

<-- For prescribing information see page 1909 CAN MED ASSOC J * JUNE 15, 1996; 154 (12)



and the health care system can also be demonstrated by
the large number of Papanicolaou smears obtained each
year and the rate of follow-up for abnormal results. Ac-
cording to self-reported data from national and provin-
cial surveys, it was estimated that more than 4 million
smears are taken every year in Canada, of which approx-
imately 8%, or over 325 000, are abnormal (Vivek Goel:
Developing a business case for cervical screening infor-
mation systems [unpublished report to the Disease Pre-
vention Division, Health Canada], 1995).

In the Health Promotion Survey of 1990 the number
of women aged 25 to 44 years who reported that they
had never had a Papanicolaou test was double that in the
1985 survey; in the 1990 survey 27% of respondents
over 65 years of age reported that they had never been
screened.2 In a study of invasive cancer of the cervix
conducted in British Columbia,3 almost half of newly di-
agnosed cases fell into the category of "no cytology or
cytology longer than 5 years ago." Native women, re-
cent immigrants and women over 60 were dispropor-
tionately represented in these statistics, and it was felt by
the authors that special efforts were needed to recruit
these groups for screening. In a review of the cervical
cytology screening history of women in Prince Edward
Island diagnosed with squamous cell carcinoma of the
cervix, 57% of the study sample had no previous record
of screening; 39% of those under 60 years of age and
86% of those over 60 had no record of screening.4 An
analysis of data from the Ontario Health Survey found
that factors associated with low utilization of cervical
cancer screening were recent immigration, low level of
education and not having English or French as a mother
tongue.5 These studies suggest that there are still oppor-
tunities to reduce the occurrence of invasive cervical
cancer in Canada by targeting those groups least likely
to present for screening.

HISTORY OF CERVICAL SCREENING
IN CANADA

As early as 1973 the Conference of Deputy Ministers
of Health was exploring the need for comprehensive
screening programs for cervical cancer. The resulting
Walton Task Force recommended in its 1976 report that
health authorities support the development of cervical
cancer screening programs and that all women be en-
couraged to participate.6 Further recommendations per-
tained to quality control and efficiency in cytology labo-
ratories, frequency of screening, follow-up mechanisms
(including provincial registries) and uniformity of termi-
nology.6 The primary effect of the report was to stimu-
late an assessment of current patterns of practice. How-
ever, a survey conducted in 1980 to assess the impact of
the task force concluded that, by and large, its recom-

mendations were not being implemented at the provin-
cial level.7 This finding, together with concerns about
the significance of new data, changing sociosexual pat-
terns and wide variation in the implementation of the
1976 recommendations,8 prompted the reconvening of
the task force in 1980. Subsequent recommendations,
made in 1982, dealt with frequency of screening, labora-
tory quality control and mechanisms for follow-up. Mea-
sures to improve the quality and sensitivity of screening
programs, to recruit women never screened and to de-
velop government-sponsored registries were seen as es-
sential components of an effective system and as poten-
tially more effective than attempts to increase the
frequency of screening.
On Nov. 27 to 29, 1989, a National Workshop on

Screening for Cancer of the Cervix was held in Ottawa
to review the 1982 recommendations and propose an in-
tegrated screening program within Canada's health care
system. The workshop participants recognized that pro-
grams in Canada were still not fully effective: not all
women at risk were being screened; some physicians had
not acquired the necessary skill to obtain satisfactory
smears; some laboratories were too small to provide ade-
quate experience for staff and adequate quality control;
and some women with detected cytologic abnormalities
were receiving inadequate follow-up and management.9
Conversely, some women were being screened too fre-
quently, resulting in an inappropriate use of resources.
Table 1 lists the 27 recommendations made at the work-
shop; these addressed concerns related to the need for
an organized approach, the frequency of screening, the
management of abnormalities, information systems, and
training and quality-control requirements for laborato-
ries and programs.

The Society of Obstetricians and Gynaecologists of
Canada, the Gynaecologic Oncologists of Canada and
the Society of Canadian Colposcopists supported the
development of formal screening programs and recog-
nized the need for the 1989 recommendations to be
considered as a whole and not be implemented in part
until such time as comprehensive programs existed in
each province. These groups argued that the recommen-
dation that a 3-year screening interval is adequate for
women who obtain normal results for two consecutive
annual tests was premature in view of the inability of ex-
isting systems to ensure that women were recalled at the
appropriate time. They also questioned the recommen-
dation that repeat smears be taken without colposcopy
for women with low-grade squamous intraepithelial neo-
plasia, and suggested that, until adequate patient infor-
mation systems and high-quality laboratory services
were in place, annual screening of sexually active women
should continue to be standard practice.'`

In response to renewed concern about the prevalence
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of cervical cancer among Canadian women, the Inter-
change '95 workshop was held in Ottawa on Feb. 27 to
Mar. 1, 1995, to determine whether the recommenda-
tions made in 1989 were still relevant and, if so, to iden-
tify the barriers to their implementation and develop an
approach through which information and expertise
could be shared at the provincial, territorial and national
level. The workshop focused on three specific but inter-
related components of a comprehensive cervical cancer
screening program: information systems, quality im-
provement and recruitment. Provincial and territorial
representatives involved in cervical cancer screening on
a clinical or programmatic level were invited to attend
the workshop along with policymakers from the provin-
cial and federal governments and other relevant national
organizations.

Although the participants at Interchange '95 reaf-
firmed and validated most of the recommendations of
the 1989 workshop, concerns were raised that the rec-
ommendations on quality control related only to cytol-
ogy. It was also felt that the recommendations needed
to be updated, particularly with respect to community
involvement in policy and program development and
to quality improvement processes; it was felt that the
latter should incorporate guidelines for smear taking
and follow-up of women with abnormal smears, as well
as for cytology (to incorporate automated technology),
and should reflect new educational approaches. Partici-
pants also reiterated the view that the recommenda-
tions should be considered as a complete package and
deplored the tendency for programs and individual
physicians to adopt single recommendations in the ab-
sence of appropriate information systems and quality-
improvement processes.

Notwithstanding their support for the spirit of the
1989 recommendations, participants identified some ma-
jor challenges. They noted that although the evidence
to support screening programs has existed for over 20
years, little or no progress had been made in terms of
program implementation in many provinces. The earliest
provincial screening program for the detection of prein-
vasive cervical cancer in Canada was started in 1949 in
British Columbia; today this program incorporates a
central laboratory as well as a colposcopy program for
the management of preinvasive lesions. In 1991 an orga-
nized, accountable provincial screening program was in-
troduced in Nova Scotia in response to the recommen-
dations of the three national task force reports." In
recent years, the other provinces and territories have
been addressing the issue of cervical cancer control and
are at various stages of developing some or all compo-
nents of an organized program. However, a model of a
fully implemented comprehensive organized provincial
screening program does not yet exist.

COMPONENTS OF AN ORGANIZED
SCREENING PROGRAM

INFORMATION SYSTEMS

Effective information systems are basic to the manage-
ment of an organized cervical cancer screening program.
They are essential to recruit women into population-
based programs and to recall them at the appropriate
time, to maintain the screening history of each woman,
to ensure follow-up of women with abnormal results and
to monitor the quality of the program. Linkage with a
population database helps to ensure that target groups
are being reached. Linkage with databases of colposcopy
and histology results allows for monitoring of compliance
and evaluation of the quality of the program. For most
provinces, major barriers to implementing these informa-
tion systems have been cost as well as legislative and reg-
ulatory issues related to confidentiality. Issues of termi-
nology and the development of a core set of data need to
be addressed if comparisons across provinces are to be
made. Nevertheless, a number of provinces have estab-
lished computerized information systems, the most ad-
vanced being in British Columbia and Nova Scotia and
most recently in Prince Edward Island.

QUALITY IMPROVEMENT

Assuring the quality of services provided in an orga-
nized program encompasses a wider range of activities
than was addressed by the 1989 recommendations,
which focused mainly on quality assurance in cytology.
At Interchange '95 it was suggested that mechanisms be
in place to ensure the quality of smear taking and prepa-
ration, interpretation of results and follow-up of women
with normal or abnormal results, and to ensure that the
program as a whole is effective in recruiting and retain-
ing the participation of all women at risk. Little or no
attention has been paid to the integration of specialty-
specific activities for quality control; practice guidelines
or quality-assurance processes that do exist have been
developed in isolation.

RECRUITMENT

The ad hoc approach to screening taken in most of
Canada has resulted in a failure to recruit and retain
women from the hard-to-reach groups identified earlier.
Even in provinces with well-established programs, there
is still much to do to reach these women. A comprehen-
sive strategy for recruiting these women into screening
programs would include public and professional educa-
tion and would be facilitated by information systems,
particularly if these were linked to a population database
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providing access to names and addresses of women at
risk. The legislative and regulatory environment in most
provinces does not currently support access to popula-
tion databases, and concerns have been voiced that the
use of administrative databases for recruitment into
screening programs may not be acceptable to women.
Nevertheless, research in Canada has shown that women
do accept this approach.2 Once recruited into screening
programs, women need to be retained in the system; this
would also be facilitated by information systems that en-
sure the timely recall of women with normal or abnor-
mal smears for follow-up.

CURRENT PROVINCIAL ACTIVITIES

In the two provinces with the most advanced pro-
grams, British Columbia and Nova Scotia, efforts are be-
ing focused on the improvement of information systems
to facilitate recruitment and recall as well as on the
enhancement of quality-assurance programs. Both
provinces will focus on infrequently screened women,
British Columbia giving priority to older women. The

Nova Scotia program has a colposcopy database and has
cytology, histopathology and colposcopy guidelines in
place; linkage between the cytology registry and the col-
poscopy database is being developed. Both provinces
recognize the value added to their programs when reli-
able information is made available to epidemiologists
and other researchers.

To give an example of the value of good information
systems, the British Columbia program was able to change
the recommended frequency for routine smears from 1
year to 2 years as a result of analysis of their data and the
ability to recall women with normal results; the Nova
Scotia program intends to review its screening interval
when sufficient experience with their system has been ac-
quired. Continuing analysis of information from these
databases will allow decisions to be made with respect to
the screening interval on the basis of actual experience.

In Ontario a Cervical Cancer Ad Hoc Working
Group was formed in October 1993 with representation
from the Ontario Medical Association, the Ontario As-
sociation of Medical Laboratories and the Ontario Can-
cer Treatment and Research Foundation to consider

....._...-._.----

The following recommendations-should be considered as a whole. The screening:frequencies should be established formally onW when
the following are in place: high-quality laboratory services for reading cytology smears, with adequate internal and external quality-control
systems, and information systems to monitor screening frequencies and to issue reminders to attend at the recommended intervals.
Not all jurisdictions will be able to implement all the recommendations rapidly, but this should not prevent them from complying with
those recommendations with which they can, when they can.

Anognized approach
1. Governments should encourage and support the development or enhancement of organized cervical cytology screening programs involving

famity physicians, specialists, laboratories and information systems to reduce morbidity and mortality from carcinoma of the cervix.
2. All women aged 18 and over who have had sexual intercourse should be encouraged to participate in a cervical cytology screening

program.
3.. Care should be taken to incorporate new programs within an overall conceptual and planning framework of care of well women.
4. The setting and manner of screening for cervical cancer should be sensitive, supportive and culturally appropriate.
5. Concepts of cervical cancer prevention and screening should be integrated with sex education for students and included in health

promotion programs directed tb all adolescents.
Frequency of screening
6. A second smear should, in general, be taken after 1 year, especially for women who begin screening after age 20.
7. If the first two smears are satisfactory and show no significant epithelial abnormality, women should, in general, be advised to be

rescreened every 3 years to age 69.
8. Women over age 69 who have had at least two satisfactory smears and no significant epithelial abnormality in the last 9 years and

who have never had biopsy-confirmed severe dysplasia or carcinoma in situ (cervical intraepithelial neoplasia ECIN] 111) can be
dropped from the cervical cytology screening program.

9. The recommended frequency of rescreening for women aged 18 to 69 is appropriate for all risk groups.
10. Women entering a screening program at age 67 or older should have tWo satisfactory smears at least 6 months apart; those over age

69 can then be dropped from the program if the smears show no epithelial abnormality.
11. The recommended screening frequencies apply to women whose smears show no epithelial abnormality. If abnormalities are detected,

schedules for repeat examinations should be dictated by the requirements of surveillance, diagnosis, treatment and follow-up.
12. Women-do not need to be screened if they have never had sexual intercouurse have had a hysterectomyr for benign conditions with

.adequate,pathological .documntato tha th crica epiheiu hs been .totally: removed and.previous.smears have been normal.
Mwaupmenqt.of aolities
13. In women with cytologic abnormalities the degree of abnormality reported by the.cytopathologist should be noted..

(a) Generally, a repeat cytology smear should be recommended In 6 months for women with cytologc evidence of mildclyspisia (CIN
I) with or withdut human papilloratvirus (HPV) e .thIftere i-s noevidence of cytologic proession, reea s at 6-month
intervals are appropriate for up to 2 years, after which colposcopy should be arranged for all women with persistent abnormalities.

(b) Referral to colposcopy should be arranged for women:with cytologic evidence of moderate or severe dysplasie (GIN l or Ill) or
malignant cells.

*Exepted from the workshop report,9 which outlines the rationale for each recommendation.
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ways to improve the present system of cervical screen-
ing. The group identified four elements that must be in
place before a cervical screening program can be im-
plemented in Ontario: a linkage group of researchers,
professional organizations, service providers, funding
sources, users and their support groups; a cervical
screening information system to integrate patient infor-
mation and identify women who are infrequently or
never screened; continuous quality improvement for all
aspects of the program; and a review of existing guide-
lines regarding the age of women to be screened and the
frequency of screening.

Alberta, Saskatchewan, Manitoba, New Brunswick,
Prince Edward Island and Newfoundland are at different
stages in the development of a collaborative approach to
designing and implementing comprehensive screening
programs. All have the support of their respective de-
partments of health but differ in the involvement of part-
ners and in the commitment of funding. In some
provinces cytology laboratories are being amalgamated
to meet the guidelines of the Canadian Society of Cytol-
ogy for workload and training; in others, laboratories are

collaborating on the development of standardized guide-
lines for cytologic reporting. Most provinces acknowl-
edge the need for information systems. A committee of
the Manitoba Cancer Foundation has been convened
and, as well as undertaking other activities, will be ad-
dressing the issue of public education to increase the
participation of women, particularly native women,
older women and prostitutes, in cervical cancer screen-
ing. Quebec is addressing the issue of breast cancer first
in its overall cancer control activities and will address
cervical cancer in the near future. In the Northwest Ter-
ritories most cervical smears are taken by nurse practi-
tioners and are processed, under contract, by the British
Columbia Cancer Agency; in the larger urban areas
smears are taken by medical practitioners. Guidelines
and follow-up procedures are those of the British Co-
lumbia Cancer Agency.

POPULATION HEALTH AND THE ROLE
OF THE FEDERAL GOVERNMENT

Health care in Canada is facing a period of reform,

14. ~Colposcpy should be,promdb deutl rie gyeooit othr helhcare professionals who work.i.n a sett'ing th~at
provides a constant source of abnormil material- so that their skills can be maintained and enhanced.

15. Women who have been treated for an epithelial abnormality of the cervix, or have had an epithelia abnormality that regressed
spontaneously with no epithelial abnormality on two consecutive follow-up visits, should be rescreened annually for as long as is
clinically feasible.

Information systems
16. Information systems should be established in all provinces to ensure appropriate organization of all programs.
17. There should be consultation with all appropriate interests before establishing information systems. The design of information

systems should be a result-of participatory planning involving all the stakeholders.
18. Before the system is made operational all stakeholders should be consulted on polky about access to data and the conditions under

Which identified data can be released. The use of information systems should be compatible with the database requirements in the
province.

19. Agreement on the core data to be included in information systems should be'sought among all jurisdictions.
Training and quality-conrl requirements
20. Cytotechnologists should be trained according to the requirements of the Canadian Medical Association's Conjoint Committee on the

Accreditation of Educational Programs in Cytotechnology or their equivalent, as recognized by the Canadian Society of Laboratory
Technologists.

21. For most efficient function in a mass screening program a laboratory should process a sufficient number of cases annually to require
staffing by a minimum of three qualified and experienced full-time cytotechnologists, supervised by a cytopathologist, plus adequate
clerical and technical support staff.

22. Provincial governments should recognize the need for centralization or regionalization of cervical cytology screening services
wherever there are multiple laboratories not fulfilling the criteria set out in recommendation 21.

23. The jurisdiction responsible for cervical cytology screening programs should ensure that appropriate and satisfactorily functioning
quality-control mechanisms are in play.

Other considerations.
24.- The jurisdictions responsible for cervical cytology screening programs should ensure that the mechanisms described in this report

are in place to evaluate and monitor the total program, which should be overseen by a broad-based advisory committee established
by each province...

25. When new data on duration of protection from negative smears at age 60 to 69 are available, the recommendation to continue
screening to age 69 should be reconsidered.

26. Current evidence is not sufficient to support the use, in sc'reening for cervical cancer, of laboratory procedures designed to detect
specifically the presence of HPV.

27. No later than 1996, all progrms. shouId be reviewed further for the Conference of Deputy Ministers of Health using data obtained
through the evaluation and monitoring functions of the recommended information systems.
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and the health care system of the future will likely be
grounded in a population health approach. This requires
that health care strategies address the entire range of in-
dividual and collective factors that determine health and
are designed to benefit whole groups or populations of
people. In contrast to the population-health approach,
traditional health care focuses on risks and clinical fac-
tors related to particular diseases and deals with patients
on a one-to-one basis, usually after they already have or
are at high risk of having a health problem. To be most
effective in reducing morbidity and mortality from cervi-
cal cancer, both population health and traditional health
care approaches are relevant; collaboration, including
the active support of the consumer, is the key to success.

The Interchange '95 workshop concluded with sug-
gestions that the federal government continue to en-
courage and facilitate information exchange between the
provinces and to provide some direction and leadership
in the area of standards and quality of care. To build on
the momentum of current activities in the provinces and
of the workshop itself, all provinces and territories were
invited to participate in the Cervical Cancer Prevention
Network, an informal association of provincial and fed-
eral representatives with the relevant clinical profes-
sional bodies. Among the clinician groups represented
are the College of Family Physicians of Canada, the
Canadian Society of Cytology, the Society of Obstetri-
cians and Gynaecologists of Canada, the Gynaecologic
Oncologists of Canada and the Society of Canadian
Colposcopists; in recognition that nurses play an impor-
tant role in Papanicolaou testing in some parts of the
country, representation from the Canadian Nurses Asso-
ciation will be sought. The network will continue to
share information on program development, organiza-
tion and data at the provincial and national levels as one
of the intended outcomes of Interchange '95. Three
working groups have been struck to address the issues of
information systems, an integrated approach to quality
management and the development of recruitment strate-
gies; a coordinating committee will oversee the activities
of the working groups and ensure that duplication of ef-
fort does not occur. The challenge for the network is to
overcome the barriers to the implemention of the 1989
recommendations and for the provinces to emerge with
comprehensive, organized programs that use the tech-
nologic innovation and advances in knowledge that have
occurred since 1989.

THE INTERNATIONAL SCENE

Canada is not alone in revisiting the issue of cervical
cancer screening at this time; many industrialized coun-
tries are reviewing the effectiveness of their cervical can-
cer screening activities and have recognized the need for

organized programs. In 1991 all health ministers in Aus-
tralia agreed to adopt an organized approach to cervical
cancer prevention, as recommended by the Cervical
Cancer Screening Evaluation Steering Committee, with
the aim of making screening more effective, equitable
and cost effective."3 Under the Europe Against Cancer
program, guidelines for quality assurance have been de-
veloped with the aim of improving the quality of cervi-
cal screening in the European Community.'` In the
United Kingdom, the National Health Service Cervical
Screening Programme was developed in recognition of
the piecemeal expansion of cervical cancer screening
since the 1960s and has succeeded in achieving 83%
coverage in the first 5 years of its existence.5 In the
United States the Public Health Service established a
National Breast and Cervical Cancer Screening Early
Detection Program to bring breast and cervical screen-
ing services to underserved women, particularly women
with low incomes, those from ethnic minorities and
older women.'6

RECOMMENDATIONS FOR CURRENT
PRACTICE

Physicians have an important role in encouraging
their patients to have a Papanicolaou test; having a regu-
lar source of medical care and a physician's recommen-
dation to undergo screening has been shown to be
strongly associated with having the test.7"8 Until orga-
nized screening programs are established in each
province the 1989 recommendations for age to com-
mence screening and for screening interval still hold. As
suggested by the Society of Obstetricians and Gynae-
cologists of Canada, the Gynaecologic Oncologists of
Canada and the Society of Canadian Colposcopists, an-
nual screening of sexually active women should remain
the standard of practice until patient information sys-
tems and high-quality laboratory services are in place.
The presence of these two elements in British Colum-
bia's screening program has allowed that province to rec-
ommend biennial testing.

THE FUTURE

Interchange '95 provided a catalyst for the enhance-
ment or development of comprehensive cervical cancer
screening programs in the provinces and territories. It is
hoped that the Cervical Cancer Prevention Network
will continue to facilitate this process and thereby help
to reduce the occurrence of this preventable disease
among Canadian women. The commitment of all health
care professionals involved in the prevention and treat-
ment of cervical cancer is vital if we are to move for-
ward. The initial impetus for the development of screen-
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ing programs was provided by the Walton report in
1976; the participants at Interchange '95 stated that they
would like to continue to share information that will fur-
ther the prevention and control of cervical cancer. The
Cervical Cancer Prevention Network will continue the
drive toward organized and comprehensive screening
programs in Canada.
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July 7-12, 1996: 11th International Confer-
ence on AIDS

Vancouver
11th International Conference on AIDS, PO

Box 48740, 595 Burrard St., Vancouver BC
V7X 1T8; tel 800 780-AIDS or 604 878-9995; fax
604 668-3242; aids96@hivnet.ubc.ca; website:
http://unixg.ubc.ca:780/~aidsl1/aids96.html

Du 7 au 12 juill. 1996: 11e Conference inter-
nationale sur le SIDA

Vancouver
iie Conference internationale sur le SIDA, CP

48740, 595, rue Burrard, Vancouver BC
V7X 1T8; tel 800 780-AIDS ou 604 878-9995; fax
604 668-3242; aids96@hivnet.ubc.ca; website:
http://unixg.ubc.ca:780/-aidsl l/aids96. html

July 18-19, 1996: IBC's International Confer-
ence on Psychopharmacological Treatments
for Sleep Disorders

San Francisco
International Business Communications USA

Conferences Inc., 225 Turnpike Rd., Southbor-
ough MA 01772-1749; tel 508 481-6400, fax
508 481-7911

July 24-28, 1996: International Physicians for
the Prevention of Nuclear War 12th World
Congress and International Council Meeting
- Peace Through Health: Agenda for the New
Millennium

Worcester, Mass.
International Physicians for the Prevention of

Nuclear War, 126 Rogers St., Cambridge MA
02142; tel 617 868-5050, fax 617 868-2560;
ippnwbos@igc.apc.org

Aug. 22-24, 1996: Gay and Lesbian Medical
Association 14th Annual Symposium - Focus
on the Positive

Montreal
Study credits available.
Gay and Lesbian Medical Association, 211

Church St., Suite C, San Francisco CA 94114;
tel 415 255-4547, fax 415 255-4784

Sept. 19-22, 1996: Canadian Anesthestists
Society Atlantic Meeting

St. John's
Dr. Jeremy Pridham, 12 Forest Rd., St. John's

NF A1C 2B9; tel 709 739-5666, fax 709 739-
6086

Sept. 27, 1996: 4th Symposium on the Clinical
Aspects of HIV Infection

Montreal
Preventive Medicine Department, Hopital

Saint-Luc, Montreal; tel 514 281-4015

Le 27 sept. 1996 : 4e symposium sur les as-
pects cliniques de l'infection au VIH

Montreal
Departement de medecine preventive, Hopi-

tal Saint-Luc, Montreal; tel 514 281-4015
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