
 Cervical cancer
in African American women:
Optimizing prevention to reduce
disparities
P rimary care providers play a crucial 

role in cancer control, including screen-
ing and follow-up.1,2 In particular, they are 
often responsible for performing the initial 
screening and, when necessary, discussing ap-
propriate treatment options. However, cancer 
screening practices in primary care can vary 
signifi cantly, leading to disparities in access to 
these services.3 

See related article, page 788

 Arvizo and Mahdi,4 in this issue of the 
Journal, discuss disparities in cervical cancer 
screening, noting that African American 
women have a higher risk of developing and 
dying of cervical cancer than white women, 
possibly because they are diagnosed at a later 
stage and have lower stage-specifi c survival 
rates. The authors state that equal access to 
healthcare may help mitigate these factors, 
and they also discuss how primary care pro-
viders can reduce these disparities. 

 ■ PRIORITIZING CERVICAL CANCER 
SCREENING

Even in patients who have access to regular 
primary care, other barriers to cancer screen-
ing may exist. A 2014 study used self-reported 
data from the Behavioral Risk Factor Surveil-
lance System survey to assess barriers to cervi-

cal cancer screening in older women (ages 40 
to 65) who reported having health insurance 
and a personal healthcare provider.5 Those 
who were never or rarely screened for cervical 
cancer were more likely than those who were 
regularly screened to have a chronic condi-
tion, such as heart disease, chronic obstruc-
tive pulmonary disease, arthritis, depression, 
kidney disease, or diabetes. 
 This fi nding suggests that cancer screening 
may be a low priority during an adult primary 
care visit in which multiple chronic diseases 
must be addressed. To reduce disparities in 
cancer screening, primary care systems need to 
be designed to optimize delivery of preventive 
care and disease management using a team ap-
proach.

 ■ SYSTEMATIC FOLLOW-UP

Arvizo and Mahdi also discuss the follow-up 
of abnormal screening Papanicolaou (Pap) 
smears. While appropriate follow-up is a key 
factor in the management of cervical dys-
plasia, follow-up rates vary among African  
American women. System-level interven-
tions such as the use of an electronic medical 
record-based tracking system in primary care 
settings6 with established protocols for follow-
up may be effective. 
 But even with such systems in place, pa-
tients may face psychosocial barriers (eg, lack 
of health literacy, distress after receiving an 
abnormal cervical cytology test result7) that 
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prevent them from seeking additional care. 
To improve follow-up rates, providers must be 
aware of these barriers and know how to ad-
dress them through effective communication.

■ VACCINATION FOR HPV

Finally, the association between human pap-
illoma virus (HPV) infection and cervical 
cancer makes HPV vaccination a crucial 
step in cervical cancer prevention. Contin-
ued provider education regarding HPV vac-
cination can improve knowledge about the 
HPV vaccine,8 as well as improve vaccination 
rates.9 The recent approval of a 2-dose vaccine 
schedule for younger girls10 may also help im-
prove vaccine series completion rates. 

The authors also suggest that primary care 

providers counsel all patients about risk fac-
tors for cervical cancer, including unsafe sex 
practices and tobacco use.

■ OPTIMIZING SCREENING
AND PREVENTION

I commend the authors for their discussion 
of cervical cancer disparities and for raising 
awareness of the important role primary care 
providers play in reducing these disparities. 
Improving cervical cancer screening rates and 
follow-up will require providers and patients to 
be aware of cervical cancer risk factors. Further, 
system-level practice interventions will opti-
mize primary care providers’ ability to engage 
patients in cancer screening conversations and 
ensure timely follow-up of screening tests. ■
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