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Abstract
Significant disparities in cervical cancer incidence and mortality rates among minority groups have been documented in the United States,
despite an overall decline in these rates for the population as a whole. Differences in cervical cancer screening practices have been suggested as an
explanation for these disparities, as have differences in treatment among various racial and ethnic groups. A number of factors are attributed to
these observed differences. As minority populations continue to grow in size over the next 50 years, persistent disparities will place an ever
increasing burden on these populations and on the national healthcare system. Strategies to reduce cervical cancer disparities need to be employed
in order to reverse these trends.
© 2008 Elsevier Inc. All rights reserved.
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Introduction
Since the mid-1970′s, the incidence of cervical cancer has
steadily declined in the United States (US), as have mortality
rates [1]. These declines can largely be attributed to wide-scale
implementation of cytological screening programs utilizing the
Papanicolaou (Pap) test. While declines in incidence and mortality rates for cervical cancer can be observed across all racial
and ethnic groups in the US from 1995 to 2004, marked
disparities in these rates persist [1].
Differences in cervical cancer incidence and mortality rates
Analysis of average annual incidence rates for cervical
cancer, reported by the Surveillance Epidemiology and End
Results (SEER) database [1] from 2000 to 2004, indicate that
Hispanic women are diagnosed with cervical cancer almost twice
as often, and African American women more than 1.5 times as
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often as non-Hispanic white women (Fig. 1a). The incidence rate
among Asian American/Pacific Islander (AA/PI) women is
slightly higher than that of non-Hispanic white women, while
American Indian/Alaskan Native (AI/AN) women have lower
rates of diagnosis [1]. Similar differences are observed in the
percent lifetime risk of being diagnosed with cervical cancer
(Fig. 1b) [1]. While Fig. 1a states the annual incidence rate for
AA/PI women as one group, considerable heterogeneity and
range in incidence rates among subpopulations of AA/PI women
exist. Analysis of the California Cancer Registry, 2000 to 2002,
reveals that Chinese women have the lowest cervical cancer
incidence rate (5.4 per 100,000) while Vietnamese women have
the highest incidence rate (14.0 per 100,000) [2]. This variation
can make national reported rates misleading, not just for AA/PI,
but for other groups in which distinct subpopulations exist.
When the percentage of individuals diagnosed with cervical
cancer among various racial and ethnic groups is examined by
age, distinct trends can be observed in each group. For white
women, the greatest percent prevalence is observed in those
between 40 and 49 years of age, while Hispanic women and
AA/PI women have broader prevalence peaks. African American women have a bimodal distribution of cervical cancer
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Fig. 1. a: Cervical cancer average annual incidence and mortality rates among various racial and ethnic groups in the US, 2000–2004 [1]. b: Lifetime risk of being
diagnosed with or dying from cervical cancer among various racial and ethnic groups in the US [1]. c: Distribution of cervical cancer according to age and ethnic group
in the US, 2004 [1].

prevalence rates, as there is an initial peak between ages 35 and
45 and then rates increase again at age 60 (Fig. 1c) [1].
Differences exist regarding the stage of cancer at diagnosis
among the various ethnic/racial groups. For example, white
women are more likely to be diagnosed at an earlier stage than
African Americans, American Indians, or Hispanics [3,4]. NonHispanic African Americans have a higher percentage of
cervical cancer diagnosis at later stages than Hispanics and nonHispanic whites [5–7].
Later stage of diagnosis may partially explain why mortality
rates do not always parallel incidence rates (Fig. 1a). The average
annual cervical cancer mortality rate from 2000 to 2004 for
African Americans was more than twice that for non-Hispanic
whites (2.2 deaths per 100,000), while the rate for Hispanic
women was 1.5 times greater than that for non-Hispanic white
women; these are different ratios than those observed for
incidence rates (Fig. 1a) [1]. Mortality rates for AA/PI women
were slightly higher than those for white women, as were those for
AI/AN women. However, when the AI/AN population is broken
down to those who live in Contract Health Service Delivery Area
(CHSDA) counties (geographic areas under the jurisdiction of

Indian Health Services, often including a reservation or an area
that borders a reservation), there is a marked difference; those that
live in CHSDA counties have an annual mortality rate of 4.0
deaths per 100,000 persons, as compared with 1.1 per 100,000 for
those living in non-CHSDA counties [1]. As previously noted, the
heterogeneity within the AA/PI population can be observed when
rates per subgroup are examined. For example, from 1999 to
2001, Japanese and Filipino women had the lowest mortality rates
among this group of women (1.8–2.0 per 100,000 and 1.9–2.1
per 100,000, respectively), while Vietnamese women experience
4.3 to 4.5 annual cervical cancer deaths per 100,000 persons and
Native Hawaiian women had the highest mortality rate of 6.1 to
7.0 per 100,000 [8].
Fig. 1b illustrates the lifetime risk of dying from cervical
cancer for each group, which reflects similar trends as those seen
in the mortality rates [1]. Hispanics and non-Hispanic whites have
similar five-year survival rates (71% and 68%, respectively), and
both have higher rates than those observed in African Americans
(56%) [6]. African Americans have a significantly increased risk
of death compared with non-Hispanic whites among patients with
Stage 1 cervical tumors, but not at later stages [6]. For all types of
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cancers, African American women have a 9% lower incidence
rate, but an 18% higher death rate than white women [9].
When mortality rates among minority groups are dissected
into US versus foreign-born women, a distinct rise in cervical
mortality rates among foreign-born women between 1985 and
1996 can be observed [10]. This difference is primarily seen
among Hispanic and AA/PI women. The ratio of mortality rates
between foreign-born and US-born Hispanic women was 4.11,
and 1.40 for AA/PI women. Conversely, US-born African
American women have higher mortality rates (7.31 per
100,000) compared with foreign-born African American
women (5.86 per 100,000) during this time period, although
this may not be statistically significant [10]. Incidence and
mortality rates for Hispanic women may be even higher than
reported, as speculation exists that these women go back to their
countries of origin to receive “traditional” treatments or to die.
Furthermore, all groups of women, including those without
legal status, who may not seek or receive conventional medical
help would not be reflected in the data.
Disparities may be influenced by the geographic distribution
of minority groups in the US. For example, states in the Deep
South, such as Arkansas and Mississippi, have 11% to 38%
higher cervical cancer death rates than the overall rate in the US
[1]. There are regional differences associated with cervical
cancer mortality rates among AI/AN, with higher rates observed
in the Northern Plains and Southwestern regions of the US [11].
Mortality rates for AI/AN populations may not be accurate.
Studies have demonstrated incorrect racial coding on state death
certificates, with 41% of AI/AN in the US coded as non-native,
indicating an underestimation of cancer mortality rates [11].
A handful of factors may contribute to these marked
disparities, including differences in screening and follow-up
rates, treatment, behavioral risk factors, and underlying
biological variations. The initiation of sexual activity at an
early age and an increased number of sexual partners have been
shown to be risk factors for cervical cancer [12]. Data collected
from the National Youth Risk Behavior Survey indicate that a
greater percentage of African American students have their first
sexual intercourse before the age of 13 compared with Hispanic
and white students (16.5% vs. 7.3% and 4.0%, respectively) and
that they are more likely to have four or more partners during
their life than Hispanic or white students (28.2% vs. 15.9% and
11.4%, respectively). Race- or ethnic-specific molecular variations, which could perhaps lead to increased susceptibility, have
not been identified to date for cervical cancer, as they have for
uterine cancer [13]. Differences in screening and follow-up rates
and in treatment are discussed below.
Differences in screening and follow-up rates
Observed disparities in incidence and mortality among
various populations can be partially attributed to differences in
screening practices, particularly for Hispanics and Asian
Americans. The Healthy People 2010 initiative was established
by the US Department of Health and Human Services. Healthy
People 2010 was created to challenge US citizens to increase
engagement in preventive health behaviors in order to reduce the

morbidity and mortality associated with a variety of preventable
chronic diseases and other health-related issues, including
cervical cancer. Its goal is for 90% of women from all
populations to have had a Pap test within the past three years.
The initiative has established goals to reduce these rates by the
year 2010, to be achieved through an increased use of preventive
measures. In order to monitor progress, various annual screening
rates and engagement in preventive behavioral practices are
documented and compared with the set goals [14,15]. This
includes setting objectives for Pap screening adherence. It is
important to note that approximately 55% to 60% of cervical
cancer cases arise in women who have never been screened or
who are not adherent with screening guidelines [16,17].
Table 1 summarizes the screening rates among the various
ethnic/racial groups as reported in the Healthy People 2010
database (DATA2010). The overall goal is to increase this
screening rate to 97% by 2010. In 2005, among women who
have ever had a Pap test non-Hispanic white, African American,
and AI/AN women all had similar rates, while Hispanic and
Asian-only women had 7% and 17%, respectively, lower rates
than non-Hispanic white women [15]. A different picture is seen
when looking at screening rates in the past three years; African
American and non-Hispanic white women have similar Pap
testing patterns, but Asian women had a 24% lower rate than
non-Hispanic white women, AI/AN women had a 10% lower
rate, and Hispanic women had a 7% lower rate (Table 1) [15].
Screening rates for non-English speaking groups, particularly
AA/PIs and Hispanics, may be underreported if the surveys that
collect data are administered in English [18]. Interestingly,
according to the data represented in Table 1, access to primary
screening for African American women does not appear to be a
factor leading to increased disease rates.
Data collected during the 2001 California Health Interview
Survey, a randomized telephone survey with over 25,000
respondents, revealed that Asian women are less likely to report
ever having a Pap test or a recent (within the past three years) Pap
test than all other ethnic/racial groups. No significant difference
in screening rates was observed among African American, AI/
AN, white, or Hispanic women [19,20]. Screening rates can vary
significantly among subpopulations. For example, analysis of
data collected from the 2001 California Health Interview Survey
found that among Asian American respondents, Vietnamese
women had the lowest screening rates (62.3%), while Filipino
women had the highest screening rates (81.1%) [21].
When all other variables, such as socio-demographic characteristics, are adjusted for, US-born minorities have comparable
Table 1
Annual cervical cancer screening rates among various racial and ethnic groups
in the US, Healthy People 2010, 2005 [15]
% Ever had a Pap test % Pap test within 3 years
Healthy People 2010 goal
Non-Hispanic white
Hispanic
African American
Asian
AI/AN

97
95
88
94
79
97

90
79
74
80
60
71
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Pap screening rates to whites, while foreign-born women,
including whites, have markedly lower screening rates than their
US-born counterparts [22]. For AI/AN women, racial misclassification is reported as one of the most difficult obstacles in
accurate and informative data collection [20].
Meta-analysis of the literature has revealed that disparities in
cervical cancer screening rates become more pronounced as age
increases [23]. Decreased screening and treatment of precancerous lesions likely contribute to the higher incidence of cervical
cancer among older minority populations (Fig. 1c), and can also
explain the observed later stages of diagnosis.
Adherence to follow-up after an abnormal Pap test is also low
among minority groups [24,25]. Data collected through the
National Breast and Cervical Cancer Early Detection Program
(NBCCEDP), which provides funding to increase access to cervical and breast cancer screening for underserved women,
followed over 10,000 participants with two Pap tests of abnormal
squamous cells of undetermined significance or low-grade
intraepithelial lesions [26]. Of those 10,000 participants, only
44% were followed-up according to established guidelines, which
recommend colposcopy. Of the 56% who did not receive proper
colposcopy follow-up, 28.3% received a third Pap test, and 27.7%
received no follow-up. Furthermore, AI/AN women had the
highest percentage of receipt of a third Pap test, rather than
colposcopy, while African Americans had a higher percentage of
no follow-up compared with other racial or ethnic groups [27].
Differences in treatment
While differences in screening rates can mostly explain the
resulting disparity observed in incidence and mortality rates for
minorities, they do not account for the increased rates
documented for African American women, as their screening
rates are consistently equal to or better than those reported for
non-Hispanic white women (Table 1). A low rate of follow-up,
as discussed above, is part of the explanation, but a marked
difference in treatment is another potential explanation. Metaanalysis of treatment studies suggests that African Americans
are less frequently treated for cervical cancer, or treated inappropriately [28]. Other factors that may contribute to disparities
in treatment for African Americans include co-morbid conditions, poorer health, patients' refusal of treatment, and lack of
physician recommendation for treatment [28].
A greater percentage of African Americans have no surgery,
have radiation therapy only, or have no therapy as their first
treatment after a cervical cancer diagnosis compared with
Hispanics or non-Hispanic whites [6]. Among patients who have
cervical cancer-directed surgery as part of their primary
treatment, significantly more African Americans have local,
non-radical surgery compared with other racial/ethnic groups.
Alternatively, Hispanic women undergo a greater proportion of
radical hysterectomies than other groups. This is despite the fact
that African Americans have the greatest proportion of later
stage (Stage 2, 3, and 4; 43%) tumors than Hispanics (37%) or
non-Hispanic whites (34%) [6]. Determinants of treatment
choice are not known. After adjusting for age at diagnosis,
histology, stage, and first course of treatment, Hispanic patients
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had a 26% decreased risk of death from invasive cervical cancer
compared with non-Hispanic patients, while African American
patients had a 19% increased risk of death [6]. Such differences
in survival may be partially attributed to racial/ethnic variations
in prognostic factors for cervical cancer, such as co-morbid
conditions.
Del Carmen et al.[3] reviewed data from over 2300 women
and reported that African American and Hispanic women over
the age of 35 years diagnosed with Stage 1A(2) cervical cancer
are less likely to be treated with a hysterectomy than their white
counterparts. Differences in treatment have also been observed
among other minority groups, and therefore may contribute to
their higher mortality rates as well. SEER data analysis revealed
persistent differences in the receipt of appropriate treatment
between non-Hispanic whites, Hispanics, and American Indians,
with non-Hispanic whites receiving appropriate treatment for
their stage of diagnosis more often than patients in the other two
groups, even after educational intervention for patients [4].
Barriers to the prevention of cervical cancer
As described above, observed differences in incidence and
mortality rates of cervical cancer among various minority groups
can be largely attributed to disparities in screening, follow-up,
and treatment. Nonadherence to screening and follow-up may
lead to later stages of diagnosis, which in turn can result in
increased morbidity and mortality. Analyses of studies that
examine the barriers to screening indicate that the major barriers
are: cultural and personal (i.e., origin of birth, English language
proficiency, level of acculturation, and patient-doctor relationship); socioeconomic (i.e., education level, income level,
medical insurance, and medical costs); and institutional (i.e.,
physician recommendation and access to healthcare and regular
source of care). An extensive review of these barriers has
recently been published by Akers et al.[23] Many of these
barriers are also factors in nonadherence to follow-up procedures
when an abnormal Pap test is identified [24,29].
Cultural and personal barriers
For Hispanic and Asian American women, low levels of
acculturation, lack of English proficiency, and foreign birth are
highly associated with nonadherence to screening [30–34].
Many minority women who are noncompliant believe that Pap
tests are only necessary when they have symptoms [21,23,21,
35,36]. Among women in an urban setting, the majority of whom
are minorities, who have not been screened, there is a strong
belief that the development of cancer is just bad luck, and they do
not want to know if they have it [37]. A fatalistic attitude towards
cervical cancer is common among Hispanic immigrants [37,38],
which may contribute to their low screening rates. Women who
do not get screened often mention that they do not get tested
because others will think that they are having sex, and if they are
not sexually active, they do not need to be screened, particularly
among Hispanic and Asian women [39,40]. Personal barriers
include discomfort at a doctor's touch, fear of finding cancer or
other diseases, embarrassment, and pain [30,41–43].
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Socioeconomic barriers
Data from 2000 generated by the Behavioral Risk Factor
Surveillance Survey linked to state-specific NBCCEDP data
indicate that among Hispanic and African American women,
low income and lack of medical insurance were major barriers
to Pap screening. The majority of these women reported
medical costs as a barrier [44]. Similar barriers were reported for
all racial/ethnic groups in the data obtained from the 2000
National Health Interview Survey [42], and confirmed in other
studies [18,33,41].
According to a survey of 230 African American and Hispanic
women in low-income housing in Los Angeles, California, 57%
of Hispanic and 80% of African American women had been
screened in past two years. Furthermore, 23% of Hispanic and
18% of African American women had not received a Pap test in
past three years. Among the uninsured women, only 36% had
been screened in the past year, compared with 63% of the entire
population surveyed [45]. While insurance status may influence
screening compliance, and therefore impact stage of diagnosis, it
is unclear if insurance status alone, regardless of race, is independently predictive of cervical cancer outcomes. Populationbased analyses of over 7000 patients with newly diagnosed
cancers (11 different types) indicated that for cervical cancer, the
majority of patients, regardless of insurance status, did not
receive guideline-recommended treatment [46].
Low education and income correlate with later stage of
diagnosis among African American women [47]. Meta-analysis
of studies identifying barriers to screening found that poverty
was a strong predictor of screening, diagnosis, treatment, and
survival odds regardless of other variables [34]. For Hispanic
immigrants, fear of deportation is a commonly reported barrier
to screening [38]. Low levels of education are also reliable
indicators for nonadherence to screening [32,41]. When survival rates for cervical carcinomas were compared between 1553
white and African American women in the military healthcare
system, no differences were observed. In this scenario, cost,
health insurance, and other racially-related barriers did not exist.
All patients had equal and direct access to primary care physicians and specialists [48].
Institutional barriers
Recommendation by a physician is strongly associated with
having had a Pap smear [18,31,42,43]. Bazargan et al. found
that women who admitted that no healthcare provider ever told
them that they needed a Pap test (29%) were half as likely to
report a current screen than those who had received a physician's recommendation [45]. There is a strong link between
continuity of care and screening for all racial and ethnic groups
[21,30,36,49,50].
Health access barriers include long wait times at health
clinics, lack of transportation, no family support, and lack of
available child care [30,37,50]. For those in managed care,
many barriers were related to insurer or provider factors, such as
long wait times and difficulty obtaining an appointment [49].
Specifically, Hispanics were more likely than non-Hispanic

whites to report that they did not have a usual source of care,
had difficulty obtaining care, and experienced long wait times
and a failure of communication with their healthcare provider,
while Asian Americans were more likely to report dissatisfaction with quality of care provided by their usual source of care
[49]. A usual source of care has been shown to be the strongest
predictor of Pap testing in many populations [23,30,49,50].
Knowledge and attitudes surrounding HPV, cervical
cancer, screening, and vaccination
Across all population groups, adherence to screening and the
acceptance of prophylactic cervical cancer vaccines are linked
to the depth of understanding regarding cervical cancer and its
necessary cause, human papillomavirus (HPV) [51]. A focus
group formed by the Centers for Disease Control and
Prevention (CDC) found that regardless of background, public
knowledge of HPV and its link to cervical cancer is low, and
upon education, all participants expressed concern that they had
not been previously informed about HPV. This general lack of
knowledge serves as a barrier to vaccine uptake [52]. When
participants were asked to suggest a “message source” for HPV
awareness, African American participants felt that an African
American spokesperson would be most effective, and they also
voiced their distrust of government agencies [52]. A similar
attitude of distrust among African American women was
reported by Scarinci, et al [53].
Women who have never had a Pap test are more likely to say
that did not know they could get cervical cancer [37] or report not
knowing where to go for the test [39]. A greater percentage of
Hispanic women are not aware of the Pap test compared with
white non-Hispanic women [30]. Among Hispanic immigrants,
women are not aware of the connection between HPVand cervical
cancer. They have little knowledge about cervical cancer or where
it is specifically found [35]. Similar levels of understanding the
etiology of cervical cancer, along with traditional beliefs, are also
recognized as factors that decrease Pap screening compliance
among American Indian and Vietnamese women [54].
From a study involving over 300 low-income white, African
American, and Hispanic women, most understood the purpose
of a Pap test. However, many had poor knowledge of HPV, with
African Americans and Hispanics scoring lower on the
questionnaire for the majority of questions. The majority of
these women expressed a desire to learn more about Pap tests
and cervical cancer [55]. Chinese American women displayed a
low level of knowledge regarding Pap tests, and this was related
to their degree of English language fluency [56].
Recent meta-analysis of publications regarding HPV knowledge and vaccine acceptance found generally high levels of
vaccine acceptance among Hispanic and African American
women and parents [57]. However studies focusing on the
factors that influence vaccine acceptance among racial and
ethnic minorities are very limited [57]. One study of Californian
parents conducted by phone survey did note differences in the
acceptance of HPV vaccination among racial and ethnic groups.
Hispanic parents are more likely than white parents to vaccinate
their daughters before the age of 13 years, while African
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American and Asian parents are least likely to accept vaccination
of their young daughters [58]. In general, the meta-analysis
revealed that, similar to Pap screening compliance, physician
recommendation is likely to be one of the most influential factors
in vaccine acceptance and uptake [57].
An evaluation of race-related differences among women in a
rural region of North Carolina examined knowledge, attitudes,
and information-seeking about HPV, cervical cancer, and the
HPV vaccine [59]. The majority of respondents were African
American. Compared with white respondents, African American women scored lower on the HPV-knowledge scale, and
were less likely to believe they are at risk for cervical cancer and
that vaccines are beneficial. In addition, most African American
respondents thought the ideal age for vaccination is ≥ 17 years,
while white respondents believed the opposite (the ideal age for
vaccination is ≤ 17 years) [59]. Furthermore, unadjusted
analyses on intentions to vaccinate themselves or their daughters
differed by race. Approximately half of the women from both
groups reported awareness of health and medical topics in the
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media. This study is the first to identify notable differences by
race in awareness, knowledge, and some attitudes about HPV,
cervical cancer, and the HPV vaccine that remained even after
accounting for education, income, and financial status. These
findings suggest that communication strategies designed for
African American women in the rural US may need to
emphasize different information to maximize the benefits for
cervical cancer prevention [59].
Programs to increase vaccine acceptability among minority
groups may need to be tailored towards specific populations. A
recent focus group analysis found that while all participating
Hispanic and African American women thought prophylactic
vaccination was a good idea, Hispanics unanimously said they
were likely to get vaccinated, but African American women
were more skeptical [53]. Both Hispanics and African American
women stated that they would need to know more, and would
wait to see if there were long-term side-effects. Furthermore,
both African American and Hispanic women believed that
women would be motivated to get vaccinated if they were aware

Fig. 2. a: Distribution of US females under the age of 18 by racial/ethnic group, 2006 [60]. b: Estimated change in US population demographics, according to racial and
ethnic group, 2000–2050 [61]. ⁎ This includes American Indians/Alaskan Natives and those who identified themselves as belonging to 2 or more groups.
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of high vaccine efficacy, low vaccine costs, and more information regarding HPV and cervical cancer. Both groups believed
that public dissemination from multiple, credible sources would
motivate women to get vaccinated. African American and
Hispanic women had concerns about cost, side-effects, and a
lack of information, while African American women expressed
additional concerns of what their partners would think, that
vaccination would provide a false sense of protection leading to
unsafe behaviors, and a lack of trust in the system [53].
US demographics and projected population changes
Should the existing disparities in cervical cancer persist, we
may begin to see a reversal in the overall national decline in
incidence and mortality rates. Over the next few decades,
minority groups will increase in size and make up a larger
percentage of the population. As of July 2006, Hispanics
comprised 20% of the total US female population under the age
of 18 years. This is second only to non-Hispanic whites (57.4%)
[60]. Furthermore, when each population is analyzed individually, non-Hispanic whites have the lowest proportion of females
under the age of 18 years (20.4%) when compared with Hispanics (34%), African Americans (28%), AI/AN (27%), and
Asian Americans (21.7%) (Fig. 2a) [60]. A greater percentage of
under-screened minority women will result if current screening
trends continue as these populations age.
The US Census Bureau projects that by the year 2050, the
Hispanic population will have increased by 188% of its 2000
estimate, and will then comprise 24.4% of the US population
[61]. Similar increases are projected for African Americans,
Asian Americans, and other minority groups (including AI/AN
and those who identified themselves as belonging to two or more
groups) (Fig. 2b) [61]. These estimates include immigration
projections; the US Census Bureau estimates that by 2050,
annual net immigration (numbers immigrating in minus those
emigrating out of the country) will exceed one million persons
[62].
Effective strategies to overcome disparities
Since disparities in cervical cancer screening and follow-up
rates and treatment practices among minority populations may
lead to higher incidence and mortality rates, many projects have
been launched at the federal, state, and local levels to determine
effective methods of reducing these disparities. Federally
funded initiatives, such as the NBCCEDP, provide funding
for screening and programs that increase awareness in target
communities [26,63].
In order for cancer patients to receive timely diagnosis and
treatment, the Patient Navigator Academy, a program from the
National Cancer Institute, uses patient navigators to overcome
barriers to care and helps patients “navigate” the healthcare
system. Navigators represent a wide range of racial and ethnic
populations from different geographical locations. Patient
navigators are involved in scheduling appointments, coordinating insurance, community outreach, forming partnerships in the
community, and encouraging clinical trial participation [64].

Community partnerships have been established across the
country. The Special Populations Networks (SPNs) initiative,
established by the National Cancer Institute in 2000, aims to
reduce cancer disparities by educating healthcare providers and
community leaders and providing community outreach programs [65]. SPNs include five national, two regional, and 11
local programs — the major goal was to promote cancer awareness research in the minority and underserved communities,
targeting most minority populations [66]. The utilization of lay
healthcare workers in community outreach programs and
telephone counseling, and the availability of culturally-appropriate educational materials have all been shown to improve
screening and follow-up rates among minority women [67–72].
Newly developed prophylactic vaccines, which target the
most prevalent oncogenic HPV types responsible for approximately 77% of all cervical cancers and 54% of high-grade
precancerous lesions in the US, are well-tolerated and effective
[73–77]. Prophylactic vaccines can provide primary prevention
against cervical cancer and strategies employed to enhance
screening and follow-up rates can be extended to promote
vaccination.
Conclusion
Higher incidence and mortality rates, disparities in screening
and treatment, and lower survival rates for minority populations
are not unique to cervical cancer, and have been well documented
for other cancers [4,78,79]. Continued health disparities coupled
with growing population sizes will lead to ever increasing
burdens on the US healthcare system, and will significantly
impact the societal infrastructure of these communities due to
increased morbidity and mortality. While the factors that lead to
observed disparities in incidence and mortality rates are not
identical for each group (i.e., a lack of English proficiency is a
significant barrier to screening for Hispanics and Asian
Americans but not for African Americans or American Indians),
prevention and early detection of cervical cancer through
increased awareness are universal goals.
Reducing the future incidence and mortality rates of cervical
cancer may require physicians to increase their own knowledge
and awareness of cervical cancer and its prevention so that they
are better able to educate their patients. A variety of federallyand community-based programs targeting minority groups have
been implemented to increase public awareness of HPV, cervical
cancer, and screening [26,65,72]. Additionally, widespread use
of newly available cervical cancer vaccines could greatly
contribute to the reduction of these disparities by preventing
infection with oncogenic HPV types known to be the causative
agents of approximately 77% of cervical cancer cases [51,73].
While screening will continue to be an important and necessary
tool in cervical cancer prevention for all women, vaccination
will provide protection to those women who are not screened
regularly, leading to a reduction in incidence and mortality rates
for all women. Concerted efforts are needed to ensure that
daughters of women who are not currently getting screened will
have education about and access to primary prevention
vaccination, as well as access to future screening as secondary
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prevention against cervical cancer. In addition, physicians need
to be encouraged to recommend state-of-the-art therapy for
patients, regardless of their race and socioeconomic status.
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