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Cervix Cancer Incidence Rates by State, 2017-2021

SOURCE: American Cancer Society. Cancer Statistics Center. https://cancerstatisticscenter.cancer.org/types/cervix |  Accessed 3/29/2025.

https://cancerstatisticscenter.cancer.org/types/cervix


Cervical Cancer Screening 
Recommended for ages 21-65 (USPSTF) or 25-65 (ACS)
HPV testing – detect high-risk HPV infection, 5-year screening interval
Cytology/Pap testing – detect abnormal cells, 3-year screening interval

1 Landy et al, International Journal of Cancer, 2020

CINNormal HPV 
infection

Cancer

ACS guidelines updated in December 2025 to include self-sampling.
Attending screening regularly is estimated to reduce the risk of cancer by 
70%1
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Cervical screening uptake (75% in 2021)
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Cervical screening uptake (2021)

American Cancer Society. Cancer Prevention & Early Detection Facts & Figures 2025. Atlanta: American Cancer Society; 2025-2026. 
https://www.cancer.org/research/cancer-facts-statistics/cancer-prevention-early-detection.html
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Cervical screening uptake (2021)

American Cancer Society. Cancer Prevention & Early Detection Facts & Figures 2025. Atlanta: American Cancer Society; 2025-2026. 
https://www.cancer.org/research/cancer-facts-statistics/cancer-prevention-early-detection.html
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HPV vaccination

• Approved in the US since 2006
• Currently recommended for everyone aged 9-26, shared decision 

making ages 27-45 years
• In 2023, 65% of females and 61% of males aged 13-17 had received at 

least 1 dose before their 13th birthday 1

• In 2022, 52% of female and 31% of male individuals aged 19-26 
reported ever having received at least one dose 2 

• Estimated to reduce lifetime risk of cervical cancer by 85% if 
vaccinated by age 12 3 

• Cancer Facts and Figures 2026: The rate of cervical cancer in women 
aged 20-24 years decreased by 11% per year since 2012

1 National Immunization Survey-Teen, 2023; 2 National Health Interview Survey, 2022; 3 Kim et al, JNCI, 2017 
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3 studies showing a reduction in cervical cancer 
incidence among vaccinated women

Lei et al, NEJM 2020; Kjaer et al, JNCI 2021;  Falcaro et al, Lancet 2021



State Level Vaccination Rates are Associated 
with Cervical Cancer Incidence

Jiang C, et al. JNCI: Journal of the National Cancer Institute, 2026; https://doi.org/10.1093/jnci/djag051

https://doi.org/10.1093/jnci/djag051
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Cervical screening by HPV vaccination status
• Screening rates are not presented by HPV vaccination status, despite knowing that 

cervical cancer risk varies dramatically by vaccination status. 

• This makes it hard to assess the population-level protection against cervical cancer 
that is being achieved by cervical screening.

• Data from NHIS 2019, females aged 21-39 years who did not report a hysterectomy 
(N=4000)
• Self-reported HPV vaccination status, self-reported cervical screening status/time since last screen

• Assumptions: 
• HPV vaccination reduces the risk of cervical cancer by 85%1 

• Being up-to-date with cervical screening reduces the risk of cervical cancer by 70%2 

• The effects of vaccination and screening are independent, i.e. vaccinated females who are up-to-
date with screening have 95.5% lower risk

• Ignores herd immunity

1 Kim et al, JNCI, 2017, 2 Landy et al, IJC, 2019
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Conclusions
• Cervical screening rates are higher among women who self-reported receiving the 

HPV vaccine

• High risk subgroup – 15% (1 in 7) females aged 21-39 are both unvaccinated and 
unscreened

• Population-level benefit of increasing screening uptake varies by whether the 
additional people being screened have been vaccinated
• Highlights the importance of both screening and vaccination

• Knowing vaccination status helps inform where to focus prevention efforts and 
interventions

• Knowing screening uptake by vaccination status helps better understand population-
level protection
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There is very limited published data looking at observed screening rates by 
vaccination status

• Results I presented are based on self-report for both vaccination and screening

Do you have access to data where this could be explored? 

If so, please be in touch! Rebecca.Landy@cancer.org
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Annual Incidence, 2022 Mortality, 2019-2023

USCS Working Group, NCI, 2025 [1] 
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NCI SEER, 2026 [2]

Stable or declining



hollingscancercenter.musc.eduhollingscancercenter.musc.edu 

Amboree et al., Int J Cancer, 2024 [3]
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Troubling increase of distant-stage diagnoses within low-income quartile

Race and 

ethnicity
Year APC (95%CI)

All 2004-2019 1.5% -0.3% to 3.6%

NH White 2004-2019 4.4% * 1.7% to 7.5%

Hispanic 2004-2019 1.5% -0.6% to 4.1%

NH Black 2004-2019 -4.1% * -7.8% to -0.5%
* denotes statistical significance

Amboree et al., Int J Cancer, 2024 [3]



hollingscancercenter.musc.eduhollingscancercenter.musc.edu 

 

 

 

 

 

  

  

 
g
e
 S
ta
n
d
a
rd
i 
e
d
 M

o
rt
a
lit
 
  
a
te
  
p
e
r 
 
 
 
  
 
 
 p
e
rs
o
n
s
 

 ear of Death

 ow income counties     

High income counties     

Series 

Series 

Overall

 

 

 

 

 

  

  

 
g
e
 S

ta
n
d
a
rd
i 
e
d
 M

o
rt
a
lit
 
  

a
te
  
p
e
r 
 
 
 
  
 
 
 p
e
rs
o
n
s
 

 ear of Death

NH White

 

 

 

 

 

  

  

 
g
e
 S
ta
n
d
a
rd
i 
e
d
 M

o
rt
a
lit
 
  
a
te
  
p
e
r 
 
 
 
  
 
 
 p
e
rs
o
n
s
 

 ear of Death

Hispanic

 

 

 

 

 

  

  

 
g
e
 S
ta
n
d
a
rd
i 
e
d
 M

o
rt
a
lit
 
  
a
te
  
p
e
r 
 
 
 
  
 
 
 p
e
rs
o
n
s
 

 ear of Death

NH Black

 

 

 

 

 

  

  

 
g
e
 S
ta
n
d
a
rd
i 
e
d
 M

o
rt
a
lit
 
  
a
te
  
p
e
r 
 
 
 
  
 
 
 p
e
rs
o
n
s
 

 ear of Death

 ow income counties     

High income counties     

Series 

Series 

Trending upward

+1% per year

Trending upward

+3% per year

Amboree et al., Int J Cancer, 2024 [3]



hollingscancercenter.musc.eduhollingscancercenter.musc.edu 

Amboree et al., JAMA Netw Open, 2025 [4]
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42% higher

33% higher

58% higher

54% higher

Amboree et al., JAMA Netw Open, 2025 [4]
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Amboree et al., JAMA Netw Open, 2025 [5]

96% higher

83% higher
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Peak

Low Screening Uptake

NCI DHHS, 2025 [6]
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Low Screening Uptake

Predicted Probability of Overdue Screening

Age 21-29y Age 30-65y

Asian 36% 36%

Hispanic 31% 30%

NH Black 23% 21%

NH White 22% 21%

Other 28% 29%

Age 21-29y Age 30-65y

Private 20% 20%

Public 28% 28%

Other 24% 23%

None 41% 41%Suk et al., JAMA Netw Open, 2024 [7]
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Settings servicing low-resourced populations

NACHC, 2025 [8]
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Amboree et al., JAMA Int Med, 2024 [9]
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Amboree et al., JAMA Netw Open, 2025 [10]



hollingscancercenter.musc.eduhollingscancercenter.musc.edu 

73% higher 82% higher40% higher 4% higher 44% higher 32% higher

Amboree et al., JAMA Netw Open, 2025 [10]
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Current HP2030

  55.1%           79.2%

Amboree et al., JAMA Netw Open, 2025 [10]
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Targeted improvements in low-resourced settings

- FQHCs

- Safety net health settings

- Rural and low-income areas
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EQUALITY

Image inspired from: https://www.acpdecisions.org/health-equity-what-it-means-and-why-it-matters/
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EQUALITY EQUITY

Image inspired from: https://www.acpdecisions.org/health-equity-what-it-means-and-why-it-matters/
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EQUALITY EQUITY JUSTICE

Image inspired from: https://www.acpdecisions.org/health-equity-what-it-means-and-why-it-matters/
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Background
We have an unprecedented opportunity to eliminate a cancer.

48

90% 70% 90%



Background

49

0

2

4

6

8

10

12

14

16

C
e

rv
ic

a
l c

a
n

ce
r 

in
ci

d
e

n
ce

 
(p

e
r 

10
0

,0
0

0
)

“Elimination” 

Time to elimination in  U.S. can 
be  expedited by 10–13 years by 

scaling up screeningScreening scale-up 
(90% coverage)

Status Quo

Vaccination scale-up

Burger et al, Lancet Public Health, 2020



How are we going to scale up?



Safety Nets

51

Safety net health settings provide services to populations 
disproportionately burdened by cervical cancer:

Rural
Racial/ethnic 

minorities
Low SES Uninsured

What are the safety nets

County safety 
net systems

Federally 
qualified health 
centers (FQHCs) 
and look-alikes

Rural Health 
Clinics

Charitable 
clinics

Health 
department 

clinics



The 
Opportunity 
of Safety Nets

Amboree… Montealegre, JAMA Netw Open, 2025



The Opportunity of Safety Nets

Amboree… Montealegre, JAMA Netw Open, 2025



Self-collection is particularly effective in safety 
net health settings

Montealegre et al, JAMA Int Med, 2025



Montealegre et al, JAMA Int Med, 2025



From potential to priority: 
Accelerating implementation of self-collection in safety 
net health systems

Self-Collection Workgroup



Lin J, Montealegre JR, Tiro JA. (2025). A guide for 
implementing HPV self-collection for cervical cancer 
screening. University of Washington. 

From potential to priority: 
Accelerating implementation of self-
collection in safety net health systems



From potential to priority: 
Accelerating implementation of self-collection in safety 
net health systems

Cancer Prevention and Research Institute of Texas (CPRIT): 
PP240017 (mPIs: Montealegre, Schmeler)

Self-collection integrated into primary care 
workflow

Self-collection offered as an option, 
particularly for under-screened patients

Patients self-collect on site

Referral to cytology/colposcopy within same 
system

Bilingual, culturally-concordant patient 
navigation to follow-up



From potential to priority: 
Accelerating implementation of self-collection in safety 
net health systems

SCREEN-UP: CPRIT PP260042 (mPIs: Salcedo, Montealegre)

Self-collection integrated into primary care 
and street medicine workflow

Self-collection offered as an option

Patients self-collect on site (in clinic) or 
private area (street medicine)

Currently: referral for follow-up; Future: in-
house colpo and LEEP

Case managers provide navigation to follow-
up Mila Salcedo, 

MD PhD



MD Anderson Award for Community Outreach and 
Engagement (PI: Montealegre)

Community Health Workers organize 
screening events

CHWs provide education via flipchart and 
offer self-collection kit

Patients self-collect in restroom on-site

Referral to partner AHEC Clinic for follow-up

CHWs provide navigation to follow-up

From potential to priority: 
Accelerating implementation of self-collection outside the 
safety net



Integrating Self-Collection in Safety Net 
Primary Care Workflows

INSPIRE FRAMEWORK
Co-Create 

Implement 

Evaluate

Disseminate

Participatory 
Action 

Research

Phase I:

Understand the 
system

Phase II:

Find leverage

Phase III:

Act strategically

Phase IV:

Learn and adapt

Gravitt et al, Cancer Epi Biomarkers Prev, 2020



Integrating Self-Collection in Safety Net 
Primary Care Workflows

Participatory 
Action 

Research

Phase I:

Understand 
the system

Phase II:

Find leverage

Phase III:

Act strategically

Phase IV:

Learn and adapt

Gravitt et al, Cancer Epi Biomarkers Prev, 2020



The joy and pride of 
co-created programs



Thank you!
Academic Collaborators:

Kathleen Schmeler

Mila Salcedo

Jasmin Tiro

John Lin

Partners:

Harris Health System

Su Clinica

MyCHN

Healthcare for the Homeless

Team:

Susan Parker

Hector Sanchez

Maria Daheri

Raquel Hernandez

Claudia Moyeda

Maria Florentina Jaramillo

Rene Andrade

Clarissa Escobar

Funding:

CPRIT PP24007, PP260074

NIMHD R01MD30175

Contact me: jrmontealegre@mdanderson.org



Thank You
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Promoting Health Equity in Alaska Native Communities: 
Primary HPV Screening

Bethany Berry, CNM
Alaska Native Medical Center

Anchorage, AK
bberry@southcentralfoundation.com

mailto:bberry@southcentralfoundation.com


Disclosures

• None



Objectives

To share the journey with the implementation of Primary 
HPV and Dual Stain at the Alaska Native Medical Center

To share insight into the integral components necessary 
for system-wide screening change for cervical cancer.

To understand what the successes and the challenges 
have been.







Health Equity Lens 

Geography

Transportation

Rural vs Urban

Language

Weather

Poverty



Rate of New Cervical Cancers, United States, 2018-2022

Rate per 100,000 women

American Indian and Alaska Native, Non-Hispanic

White, Non-Hispanic

Source - U.S. Cancer Statistics Working Group. U.S. Cancer Statistics Data Visualizations Tool. U.S. Department of Health and Human Services, 
Centers for Disease Control and Prevention and National Cancer Institute;https://www.cdc.gov/cancer/dataviz, released in June 2025.

https://www.cdc.gov/cancer/dataviz


Rate of New Cervical Cancers, United States, 2018-2022

American Indian and Alaska Native, Non-Hispanic* and White, Non-Hispanic
Rate per 100,000 women

American Indian and Alaska Native, Non-Hispanic

White, Non-Hispanic

Source - U.S. Cancer Statistics Working Group. U.S. Cancer Statistics Data Visualizations Tool. U.S. Department of Health and Human Services, 
Centers for Disease Control and Prevention and National Cancer Institute;https://www.cdc.gov/cancer/dataviz, released in June 2025.

https://www.cdc.gov/cancer/dataviz


Rate of New Cervical Cancers, Alaska, 2018-2022

Rate per 100,000 women

American Indian and Alaska Native, Non-Hispanic

White, Non-Hispanic

Source - U.S. Cancer Statistics Working Group. U.S. Cancer Statistics Data Visualizations Tool. U.S. Department of Health and Human Services, 
Centers for Disease Control and Prevention and National Cancer Institute;https://www.cdc.gov/cancer/dataviz, released in June 2025.

https://www.cdc.gov/cancer/dataviz


Cervical Cancer Demographics, Alaskan Residents



Cervical Cancer Demographics, Alaskan Residents



Cervical Cancer incidence rate by borough, 1980-2014, IHME, 2023

No road system

On road system



Alaska ranks 49th out of 50 states for cervical cancer screening 
with rates remaining stable ~60%

Who’s not getting screened?

• Rural, geographic barriers
• Transportation, childcare, work challenges
• History of sexual trauma
• People struggling with addiction
• People who don’t think they are at risk
• Non-binary individuals
• Unhoused
• Un- and Underinsured



What is Primary HPV Screening

✓ Primary HPV screening is testing for high-risk 
HPV first, followed by a triage test such as 
cytology and/or HPV genotyping if the initial test 
is positive.

✓ The presence of a high-risk HPV type indicates a 
risk for developing a cervical pre-cancer or 
cancer-especially if the HPV test remains 
positive over time (years).

✓ Biggest advantage is ability for self-collection



Self-collection 
HPV tests

• Multiple studies have 
shown that self-
collection is effective, is 
cost-effective, and is 
acceptable to people, 
especially among under-
screened populations.

• High agreement with 
clinician- collected 
samples

 



Here we go…



Goal:  Bring Primary HPV screening to 
Alaska Native people to address 
health disparities that exist.

Using a Health Equity Lens



Road to 
Primary HPV 

2022-2023 Historical Context for Cervical Cancer 
Screening in AK
• Barriers to in-state testing, with all PAP / HPV testing 

referred outside
• American Cancer Society’s endorsement of primary HPV 

testing in 2020: opportunity for ANMC Laboratory’s 
expansion of in-house molecular testing during the COVID-
19 pandemic. 

This led to…
• 2023 Statewide contract for referred PAP/HPV testing was 

up for renegotiation, able to change to Primary HPV testing
• Cervical cancer became the top priority for ANMC’s Cancer 

Committee 2023-24 Agenda
• Secured the cobas® HPV test system for in-house testing



#1 Identify Stakeholders
• Administrators
• Clinicians

• Medical Directors of OBGYN 
• GYN ONC providers
• WH/Primary Care Providers
• Health Aides
• Early Detection Program

• Clinical Core Business Groups
• Cancer
• Maternal Child Health
• Primary Care

• Medical Executive Committee
• Clinical Quality Council
• Customer Owners

  



American Cancer Society’s 
resources for transition to 
Primary HPV 

https://cervicalroundtable.org/

https://cervicalroundtable.org/


First, the basics…

#2 Provider Needs



Cervical Cancer Screening Trends 
Slide Deck (2024)  This presentation 
was presented to provider groups 
and facilitated good discussions

Then, the nuts and 
bolts…

https://docs.google.com/presentation/d/1J6_tsJtomVPNcTlNoyUwsl1N4ZpAsQLi/edit?usp=sharing&ouid=100011490941664601264&rtpof=true&sd=true
https://docs.google.com/presentation/d/1J6_tsJtomVPNcTlNoyUwsl1N4ZpAsQLi/edit?usp=sharing&ouid=100011490941664601264&rtpof=true&sd=true


Scripting
Guidelines

EHR order sets
Results



#3 Consumer Needs – Education/Information



Screening and Prevention



#4  IT/EHR
New order sets
Cytology ages 21-24 years old
HPV 16/18/other w/reflex cyto 25+ years 
(ACS)
Cotests for special populations*, 25+ years

Results Reporting 
Issues with Screening and Prevention – 
finding work-arounds

Learned experiences
Need for a “cytology order” for certain 
patients (send-out)
Important to involve the data/grant 
person who reports to CDC



#5 Laboratory’s role

• Selecting the platform

• Ensuring the test is accurate 
and relia le  “ alidation” 

• Developing standard operating 
procedures

• Training staff

• Establishing quality assurance 
metrics for ongoing 
performance,

• “Go-li e” communication  i.e.  
orders, specimen 
requirements, etc.)



For rural areas, 
HPV self-collection is 
Health Equity

• Clinic-based:  What 
defines a clinic?

• Walk in clinics, 
ERs, Mobile units, 
Home Visits, 
Treatment Centers, 
Health Fairs



Self collect staff and patient materials



Evaluation of Implementation:

1. Screening numbers
2. Patient satisfaction
3. Provider satisfaction
4. Incidence rates



Things we couldn’t predict

• Some provider resistance

• 25-29 year-olds – Primary HPV not 
covered/not included with USPSTF 
guidelines (reimbursement issue)

• Initial issues with reporting data/Hedis 
measures

• EHR: orders and results



Things that went well
• Support from Tribal Health Leaders
• Cancer Committee Support for the 

Primary HPV instrument and 
willingness to trailblaze

• Provider satisfaction was high
• IT/EHR and provider collaboration
• Support and interest for self-

collection







THANK YOU!Qagaasakung
Aleut

Taikuu!
Inupiaq

Háw'aa 
Haida

‘Awa'ahdah
Eyak

Igamsiqanaghhalek
Siberian Yupik

Tsin'aen
Ahtna Athabascan

Way Dankoo
Tsimshian

Gunalchéesh 
Tlingit

Quyana!
Yup’ik

Благодарите Вас 
Dena’ina Athabascan



Thank You
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Questions?
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