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Breast and gynecologic cancers represent some of the most common cancer diagnoses in women. It is
essential for women’s health clinicians to provide appropriate cancer screening, evaluate for risk factors,
and to listen to the patient’s presentation of their symptoms so that prevention and early diagnosis and
treatment are facilitated. To make a difference, it is critical to be aware of and address the impact clinician
bias and social determinants of health have on patient outcomes, especially in minoritized populations.
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n the ambulatory setting, women
often present with breast and
gynecologic concerns. These con-
cerns are primarily the result of a be-
nign condition. In the case of cancer,
however, missing or delay in diagno-
sis due to time constraints, the need
to maintain a patient schedule, or
a provider's perspective of a
patient’s clinical presentation
can ultimately contribute
to the disproportionate
mortality rates seen
among minoritized
women.'=3 During the
Covid-19 pandemic, pa-
tients were significantly
restricted from accessing
health services. This
disruption to health
service access
has resulted in
anincreasein
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patients presenting with advanced
stages of cancer and has cast a light
on the impact of social determinants
of health (SDOH) that has been
exacerbated due to the pandemic.*
Advanced practice registered nurses
(APRNSs) who provide women'’s
healthcare play a critical role in
screening, early diagnosis, and treat-
ment of breast and gynecologic can-
cers. As clinicians, we are committed
to reducing disparities in morbidity
and mortality that currently exist in
the patient population in our care.
This article provides an update on
the current status of these dispar-
ities and discusses the role APRNs
have in addressing SDOH and cli-
nician bias to improve breast and
gynecologic cancer outcomes.

Cancer disparities
Breast cancer is one of the most fre-
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quently diagnosed cancers among
women in the United States. Im-
provements in diagnostic technol-
ogies and cancer therapeutics have
contributed to substantial overall
changes in reported breast cancer
incidence and mortality. In 1975, 1
in 11 women were expected to be
diagnosed with breast cancer over
the course of their lifetime.>® This
rate has changed to 1 in 8, a change
attributable to improved screening
guidelines and mammogram sensi-
tivity.>® Although more breast can-
cers are being diagnosed, they are
more likely to be early-stage tumors
with correspondingly low rates of
mortality. Unfortunately, mortality
rates in minoritized women remain
high. One cause for higher mortality
in minoritized women is the in-
creased incidence of triple-negative
breast cancer (TNBC) among pre-
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menopausal, His-
panic, and non-
Hispanic Black
women.” Due to
the lack of targeted
therapeutic options,
13% to 42% of women
with TNBC have recurrence 19
to 40 months after treatment
and the mortality rate is as
high as 75% 3 months after
the recurrence.’-12 Mortality
among non-Hispanic Black
women in the US remains
the highest with 28 deaths
per 100,000 women, followed by
non-Hispanic White women (19.9)
and American Indian/Alaska Native
women (15.4) (Table) 513
The American Cancer Society
estimated the diagnosis of 14,100
new cases of cervical cancer and
4,280 deaths in 2022.° Cervical can-
cer is most frequently diagnosed in
women after age 30 years. Women
over age 65 years still have a 20%
chance of having cervical cancer due
to access barriers to screening in
addition to irregular screening his-
tory.'41> Advances in cervical cancer
screening with corresponding man-
agement of precancerous lesions
have resulted in a downward trend
in the incidence of cervical cancer,
but disparities persist. American In-
dian and Alaska Native women have
the highest cervical cancer inci-
dence rate (10.9/100,000), followed
by Hispanic women (9.7/100,000),
but non-Hispanic Black women have
the highest mortality rate compared
with other racial and ethnic
groups (3.4/100,000) (Table)."3
Unlike cervical cancer, 5
there is no screening test for &
ovarian cancer. It is primarily
diagnosed through a process
of exclusion when signs and b
symptoms present (eg, abdom-
inal bloating, abnormal uterine
bleeding, quickly feeling full after

%

e
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eating, urinary frequency, back pain,
dysuria, dyspareunia, pelvic pain).
Mainly diagnosed in older
women, ovarian cancer is the fifth
leading cause of cancer mortality
in women and the most deadly gy-
necologic cancer, with the highest
incidence rates among women who
are American Indian and Alaska
Native (11.8/100,000) as compared
to non-Hispanic White women
(10.7/100,000) and non-Hispanic
Black women (8.5/100,000).'6
Non-Hispanic Black women have
a lower ovarian cancer mortal-
ity rate (5/100,000) as compared
to non-Hispanic White women
and American Indian and Alaska
Native women (6.9/100,000 and
5.2/100,000, respectively) (Table).'3
Of note, however, there has been an
improvement in the relative 5-year
survival rate for non-Hispanic White
women with ovarian cancer, with an
increase from 33% to 48% between
1975 and 2016, but for non-Hispanic
Black women, there has been a
decrease in the 5-year survival rate
from 44% to 41% during the same
time period.'®

Similar to ovarian cancer, uterine
cancer mainly affects postmeno-
pausal women and there is no screen-
ing test. The mean age of diagnosis is
60 years. The presenting symptom is
frequently abnormal uterine bleeding.
The American Cancer Society esti-
mates the highest incidence of uterine
cancer is among American Indian
and Alaska Native women followed

by non-Hispanic Black women,

R whereas the National Cancer
Institute’s Surveillance,

Epidemiology, and End
Results Program reports
the highest incidence
to be among non-His-
panic Black women.5'7

Data from both organiza-

tions show that the high-

est mortality rates are

.are

experienced among non-Hispanic
Black women (Table) 81317

Addressing social
determinants of health
Screening tests have proven to be
effective in the early diagnosis and
improved survival rates for breast
cancer and cervical cancer. Screen-
ing tests for ovarian and uterine
cancers could have the po-
tential to decrease mortal-
ity rates but remain elusive.
Even with highly sensitive
screening tests, disparities
in breast and cervical can-
cers for Hispanic, Ameri-
can Indian, Alaska Native,
and non-Hispanic Black
women largely persist due to
the lack of access to screening
services.'8 Delays in treatment
when diagnosis of breast
or gynecologic cancer is
made further contribute to
disparities.

Reducing the structural
barriers that contribute to
breast and gynecologic cancer
disparities requires a concerted
effort by healthcare providers and
healthcare systems. APRNs who
provide women'’s healthcare can im-
prove cancer outcomes for minori-
tized women when they effectively
address SDOH and learned, personal
bias with each patient encounter.

Itis clear that disparities in breast
and gynecologic cancer incidence
and mortality among non-Hispanic
Black, American Indian, and Alaska
Native women in the US persist.
These cancer disparities have been
attributed to SDOH that manifest as
inequities in cancer risk and access
to screening, diagnosis, and treat-
ment. To address SDOH requires an
understanding of the complex inter-
section of conditions in one’s envi-
ronment that affect health. As early
as 1899, the sociologist, historian,

b
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Table. Cancer incidence and mortality rates by race and ethnicity, 2015—-2019,

age-adjusted per 100,000"3

AIAN, American Indian and Alaska Native.
All rates are age adjusted per 100,000.

Race/ethnicity Breast Cervix Ovarian Uterus Female genital
system
[-4] = -] = [-4] = -] = -} =
= = 2 = = = 2 = = =
9 (2] [} (2] 9 (2] [T} S 9 (2]
= = = = = = = = = =
o o o o o o ] [=] o o
= = = = = = 1= = £ =
AIAN* 111.9 15.4 109 24 11.8 5.2 29.7 35 11.8
Black/ African 127.9 28 8.8 34 85 5 28.4 9 50 19.3
American
Asian Pacific Islander 101.3 11.8 6.1 1.7 9 44 212 34 39.1 10
Non-Hispanic White 1336 19.9 7.2 2 10.7 6.9 27.9 46 51.4 147
Hispanic 99.3 13.8 9.7 25 10 5 255 42 49 125

*AlAN incidence data are compiled from selected central cancer registries meeting US Cancer Statistics data quallity criteria in states that have at least one county designated as a
PRCDA [Purchase/Referred Care Delivery Area]. This approach improves accuracy of these rates and avoids some known issues with misclassification of race for AIAN cases.

and civil rights activist
W.E.B. DuBois described
how social and physical
environments are associ-
ated with chronic stress.'® Since the
colonization of the US and continu-
ing today, the dominant societal
culture has exposed non-Hispanic
Black and American Indian women
to social and physical environments
that create persistently high levels
of stress. This chronic stress is a
documented contributor to adverse
health outcomes, including cancer
development and progression.20-22
Chronic stress impairs the ability of
the immune system to survey and
aptly respond to tumorigenic signals
in the cellular environment.22 Social
scientists and cancer researchers
alike are continuing to investigate
the five SDOH: economic stability;
education access and quality; neigh-
borhood and built environment;
social and community context; and
healthcare access and quality, and
their contribution to breast and
gynecologic cancer disparities dis-
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played on the national landscape.??

Systemic inequities in healthcare
that prevent access for minoritized
populations also result in disparities
in cancer deaths.?4 Barriers such as
delayed referral to treatment, inade-
quate patient insurance, distance to
care, provider bias, intergenerational
trauma and related mistrust, high
costs of care, communication and
translation, and culturally incongru-
ent care can result in disparate pa-
tient mortality.-3'8 APRNs have the
power to take action and decrease
these barriers in the healthcare set-
ting (Box).

It is critical to learn about the bar-
riers that obstruct access to women's
healthcare in the community you
serve. Talk with patients about the
barriers they experience in accessing
care. Be mindful of structural con-
ditions that drive barriers such as
access to education, infrastructure
and built environment, economic
stability, and social and community
context. Identify culturally congru-
ent community resources for cancer
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care, financial assistance, transpor-
tation, nutrition, and other needed
support that you can share with
patients.2> Advocate for action at
local and national levels to remove
barriers that prevent access to care
for women at risk for or with breast
and gynecologic cancers.

Itis important to take a close
look at your clinical setting. Create
a diverse and culturally aware clin-
ical space through staffing, patient
literature, and environmental cues.
Intentionally diversify staff from the
front desk to clinicians to match with
the diversity in your community and
patient population.2 Be aware that
information and education com-
municated in a way that hinders a
patient’s ability to understand a can-
cer diagnosis can contribute to an
inability to actively engage in their
care, ultimately widening cancer dis-
parities.?” Educational leveling (eg,
literacy level, language options, ma-
terials with images/demonstrations)
is one approach that can reduce
barriers to understanding. Ensure
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Box. Recommendations for APRNs

e | earn the barriers that obstruct access to women’s healthcare in the community that you serve.
e ake a list of community cancer and health resources available for your patients in the community

in which they live.

e Be aware of how your bias can delay cancer diagnosis, treatment, and increase patient suffering

and ultimately, patient mortality.

e Create a diverse and culturally aware clinical space through staffing, patient literature, and

environmental cues.

e Stay engaged in working with stakeholders at the local and national level to remove barriers that
prevent access to care for women with breast and gynecologic cancers.
e Encourage stakeholders to financially support the development of highly sensitive screening tests

for ovarian and uterine cancer.

e Ensure availability of certified interpreters for all patient populations you serve, including

Indigenous languages.

e Speak with patients about the barriers they experience in accessing care, being mindful of
structural conditions that drive barriers such as access to education, infrastructure and built
environment, economic stability, and social and community context.

availability of certified interpreters
for all patient populations you serve,
including Indigenous languages.
These steps can aid in circumvent-
ing barriers that can arise due to
cross-cultural miscommunication.?®
Research and its translation into
evidence-based practice is critical
to reduce disparities in breast and
gynecologic cancer incidence and
mortality. APRNs can lead and
participate in studies that explore
best practices in clinical and com-

munity settings to reduce barriers
created by SDOH, increasing access
to cancer risk reduction, screening,
early diagnosis, and treatment. They
have a significant role in translating
evidence to practice in the clinical
and community setting to reduce
disparities in care and improve
cancer-related outcomes. Outside
of their own clinical setting, APRNs
can make an effort to stay aware

of clinical trials open for patient
participation and refer patients for

inclusion, thereby helping to create
a more robust patient cohort or
available archival samples to provide
more generalizable data to the na-
tional patient landscape.?8 As well-
informed advocates, they can effect
health policy and funding to sup-
port research leading to improved
screening technologies for all breast
and gynecologic cancers, better
diagnostic tools, and more effective
treatments that can be equitably
distributed.

Evidence-based interventions
implemented by doctor of nursing
practice-prepared APRNs are on
the rise in clinical practice. Patient
education that engages a patient so
that they clearly understand their
diagnosis and plan of care not only
improves patient outcomes but also
levels the SDOH of education access
and quality. For example, a patient-
centered intervention was devel-
oped to reduce patient anxiety and
improve patient understanding
in women diagnosed with breast
cancer and undergoing breast
reconstruction. This intervention
was led by an APRN who educated

Figure. Patient-centered education increases patient satisfaction and reduces patient anxiety.
A. The posttest mean for the Breast-Q™ is significantly higher in the intervention group as compared

to the control group (55.33 vs 47.64; P = .02). B. The posttest mean for the GAD-7 [General
Anxiety Disorder-7] scores is lower in the intervention group than in the control group (0.9 vs 2.17).
Additionally, both groups had a reduction in patient anxiety.2?
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A first step can be to explore

and Identify one’s own Stereotypes
and prejudices by taking implicit
association tests or through
other means of self-analysis. Project
implicit ProVIiAdes a variety of IMPIICt
association 1€StS with analysis.

breast cancer patients about their
procedure using culturally appro-
priate materials and a teach-back
mannequin. Data from this cohort
study consisting largely of Hispanic
women (71%) demonstrate that
this patient-centered interven-

tion increased patient satisfaction
(Figure. A; P> .02), as measured by
Breast-Q™, and decreased patient
anxiety (Figure. B) as compared to
educational materials alone, indicat-
ing that interventions centered on
patient understanding and feedback
positively influence patient satisfac-
tion.2° This evidence-based strategy
can be modified to meet the needs
of other minoritized groups through
the modification and translation of
teaching materials and thoughtful
implementation with a knowledge-
able interventionist.

Addressing

implicit bias

Implicit bias, the learned stereotypes
and prejudices that automatically
and unconsciously influence be-
havior can unintentionally impact

a healthcare provider’s relationship
with patients and colleagues.3°
Implicit bias affects patient-
clinician interactions, diagnostic
and treatment decisions, patient
adherence to health-related recom-
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mendations, and ultimately patient
outcomes.>18243031 Women's
healthcare providers can improve
cancer outcomes for patients when
they attend to their own assump-
tions and implicit biases. Although
many people would believe their
clinical practice is objective and
without prejudice, recent research
has established that clinicians who
have made deliberate efforts and
developed an awareness of their
implicit biases improved clinical care
in multiple domains.3233 A first step
can be to explore and identify one’s
own stereotypes and prejudices by
taking implicit association tests or
through other means of self-anal-
ysis. Project Implicit provides a
variety of implicit association tests
with analysis

. Being aware of one’s
implicit biases allows the healthcare
provider to implement intentional
strategies that increase their ability
to be present to “hear” each patient
as they describe their health con-
cerns and communicate to others in
an unbiased manner, improving care
for that patient across systems.

Conclusion

Disparities in breast and gynecologic
cancers persist for non-Hispanic
Black, Hispanic, American Indian,

October 2023

and Alaska Native women. But pivots
such as provider introspection, di-
versification of clinical providers and
staff, reduction of barriers to health-
care access, and intentional engage-
ment of APRNs in the implementa-
tion of evidence-based practice in
clinical care to address SDOH can
ultimately reduce cancer disparities.
The responsibility of APRNs providing
women'’s healthcare is to be aware
and brave enough to make the pivots
that will result in changes both in
individual practice and the removal
of system barriers that prevent access
to women who disproportionately
experience high mortality due to
breast and gynecologic cancer.m
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