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This arficle presents an assessment of cervical cancer mortality trends in the Americas based 
on PAHO data, Trends were esfimafed for countries where data were available for at least 10 
consecutive years, the number of cervical cancer deaths was considerable, and at least 75% of 
the deathsfiom all causes were registered. In contrast to Canada and the United States, whose 
general populations had been screened for many years and where cervical cancer mortality has 
declined steadily (to about 1.4 and 1.7 deaths per 100 000 women, respectively, as of 1990), 
most Latin American and Caribbean countries with available data have experienced fairly con- 
stant levels of cervical cancer morfality (typically in the range of 5-6 deaths per 100 000 
women). In addifion, several other countries (Chile, Costa Rica, and Mexico) have exhibited 
higher cervical cancer mortality as well as a number of noteworthy changes in this mortality 
over time. 

Overall, while actual declining trends could be masked by special circumstances in some 
countries, cervical cancer morfality has not declined in Latin America as it has in developed 
countries. Correlations between declining mortality and the in fensity of screening in devel- 
oped countries suggest that a lack of screening or screening program shortcomings in Latin 
America could account for this. Among other things, where large-scale cervical cancer screen- 
ing efforts have been instituted in Latin America and Caribbean, these efforts have generally 
been linked to family planning and prenatal care programs serving women who are typically 
under 30; while the real need is for screening of older women who are at substantially higher 
risk. 

The uterine cervix is the most common 
1 cancer site for females in Latin America 

and the Caribbean, where approximately 
52 000 new cases occur annually. Overall 
in the Americas, where it is estimated that 
nearly 68 000 new cases occur annually (I), 
North America exhibits the lowest morbid- 
ity and mortality. Elsewhere in the Ameri- 
cas there is considerable variation, with 
cancer registry morbidity data showing 
relatively high incidences of cervical can- 
cer in Brazil, Paraguay, and Peru compared 
to relatively low incidences in Cuba and 
Puerto Rico. With regard to mortality, the 

1 Program on Noncommunicable Diseases, Division 
of Disease Prevention and Control, Pan American 
Health Organization, Washington, D.C., U.S.A. 

rates are relatively high in the English- 
speaking Caribbean, Chile, and Mexico and 
relatively low in Cuba, Puerto Rico, and 
Argentina (2). These differences between 
countries may be due to both different risk 
factor prevalences and different cytology 
screening practices. 

A previous study that compared cervi- 
cal cancer mortality in 1975 and 1985 in 
countries of the Americas found that mor- 
tality increased in 12 of 23 countries and 
decreased significantly only in North 
America (3). In the United States there was 
a steady decline among older women in 
both the incidence of invasive cervical can- 
cer and cervical cancer mortality, but rates 
tended to stabilize among women under 40 
(4). Overall there is strong evidence of de- 
cline in the U.S. A study covering the pe- 
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riod 1947-1984 found cervical cancer rates 
to be consistently lower and declining 
among white women Q, while a more re- 
cent U.S. study documented 66% and 61% 
declines among American Indians and His- 
panics, respectively (6). 

Limited cytologic screening for cervical 
cancer was introduced in most countries in 
the late 1950s and early 1960s within the 
context of clinical practice. Broader efforts 
to organize a program in the Canadian 
province of British Columbia, which got 
underway in the 195Os, produced note- 
worthy declines in cervical cancer incidence 
and mortality over a 30-year period (7). 
More recently, over the past two decades, 
several countries have attempted to orga- 
nize screening programs. Most of them 
have initiated activities through a central- 
ized office, usually located within the Min- 
istry of Health. Some degree of success has 
been reported, particularly in urban areas 
of medium- to high-income countries; but 
the common denominator is difficulty 
reaching the population at risk (8), that is, 
middle-aged women of low socioeconomic 
status. 

The efficacy of cervical cytology at the 
individual level has been indicated by three 
case-control studies, which have found it 
to have a protective effect against invasive 
cervical cancer in the Latin American 
context (9-11). Nonetheless, true demon- 
stration of effectiveness would require a 
collective approach in the form of an orga- 
nized population-based program, the im- 
pact of which would be reflected in declin- 
ing incidence and mortality trends. 

Measurement of mortality trends may be 
difficult in some countries where the qual- 
ity of death registration is not high. In the 
Americas, out of 25 countries for which 
mortality data are available, at least 20% of 
all deaths are not registered in nine; and in 
15 over 10% of the registered deaths are 
attributed to “signs, symptoms and ill- 
defined conditions” (12). In general, under- 
registration of deaths and death certifica- 

tion inaccuracies tend to be higher among 
people over 65 years old and among 
women. 

In contrast to cervical cancer mortality 
data, long-term incidence data are not avail- 
able in Latin America and the Caribbean- 
either because cancer registries are rela- 
tively new or because they have not 
continued operating at the required level 
of quality. In addition, important changes 
in diagnostic criteria have occurred over the 
past 20 years, due to differences in cytologic 
and histopathologic classifications and the 
introduction of new technical procedures 
such as colposcopy. At least in principle, 
these changes have tended to have more 
impact upon incidence than upon mortal- 
ity Because of these limitations, we have 
chosen to describe only trends in mortality. 

Since most cervical cancer occurs in de- 
veloping countries, and since data on mor- 
tality are needed for program development, 
monitoring, and evaluation, careful assess- 
ment of such data’s quality is warranted. 
In this article we discuss issues and other 
considerations involved in the use of such 
data as well as the general cervical cancer 
situation prevailing in the Region of the 
Americas. 

METHODS 

Information on mortality and popula- 
tion was obtained from the Technical Infor- 
mation System of the Pan American Health 
Organization (PAHO). Member country 
mortality data by age, sex, and cause am 
available from 1960 onward. Detailed in- 
formation about data availability by coun- 
try is published periodically (12). The popu- 
lation estimates used are those employed 
by the United Nations, with rates age- 
standardized to those of the World Standard 
Population (13). Trends were estimated for 
those countries where data were available 
for at least 10 consecutive years with less 
than 30% undermgistration. Further analy- 
ses were conducted only for countries 
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where changes in trends were observed. 
Rates of change in these trends were esti- 
mated using the least squares method, rm- 
der the assumption that the logarithm of 
the observed rate varied linearly (24). No 
attempt was made to model age-cohort 
data, as the graphic display presented suf- 
fices for the purpose of making intercoun- 
try comparisons (15). 

RESULTS 

Table 1 shows data on age-adjusted cer- 
vical cancer mortality, underregistration of 
overall mortality, and the percentage of 
deaths attributed to “signs, symptoms, and 
ill-defined conditions” (International Clas- 

sification of Diseases, Ninth Revision, cat- 
egories 780-799) in 24 countries of the 
Americas. Only the United States and 
Canada appeared to have less than 2% 
underregistration, seven other countries 
appeared to have less than 10% under- 
registration, and the remaining countries 
had 10% or more. Belize, Guyana, Haiti, 
and a number of other Caribbean countries 
are not listed because the number of deaths 
was too small or because it was not 
possible to obtain estimates of under- 
registration. The proportion of deaths at- 
tributed to “signs, symptoms, and ill- 
defined conditions” was taken as an 
indicator of death certification accuracy; as 
may be seen, 13 countries reported that less 

Table 1. Age-adjusted cervical cancer mortality reported for 24 countries of the Americas as of 
1975, 1985, and 1990, and indices of the quality of death registration (underregistration of deaths 
and mortality ascribed to “signs, symptoms, and ill-defined conditions”) in those countries as of 
1990 or the closest year with available data. 

Country 

Mortality (age-adjusted) 
per 100 000 

1975 1985 1990 

Under- Mortality ascribed 
registration to signs, symptoms, 
of deaths and ill-defined 

W) conditions (%) 

Argentina 
Barbados 
Brazil 
Canada 
Chile 
Colombia 
Costa Rica 
Cuba 
Dominican Republic 
Ecuador 
El Salvador 
Guatemala 
Honduras 
Jamaica 
Mexico 
Nicaragua 
Panama 
Paraguay 
Peru 
Suriname 
Trinidad and Tobago 
United States 
Uruguay 
Venezuela 

5.4 
10.5 

5.9 
2.6 

13.8 
4.7 
9.2 
5.1 
3.7 
4.1 
3.4 
4.9 

0.1 
- 

10.1 
- 
- 
- 
- - 

4.7 11.5 
10.0 8.5 

2.8 1.8 
4.6 4.3 
8.3 7.7 

5.2 
12.6 

5.7 
1.7 

12.7 
5.4 

11 .o 
4.4 
5.2 
5.3 
4.2 
- 

0.3 

14.3 
- 

- 
- 

5.5 
12.8 

5.5 
1.4 

11.7 
5.9 

10.0 
4.9 
5.8 
5.3 
4.2 
5.6 

0.3 
- 

14.5 
- 
- 
- 
- 

11.5 

8.7 
1.7 
4.3 
8.2 

8.1 
- 

27.8 
1.4 
9.4 

21.7 
5.0 

-3.0 
40.3 
34.7 
28.9 

7.2 
46.6 
21.9 
14.3 
53.4 
23.1 
50.3 
52.9 

15.3 
-6.6 

1.1 
3.9 

18.5 

2.8 
3.7 

18.4 
1.6 
5.6 
4.0 
4.4 
0.4 

15.0 
14.3 
17.4 
- 

48.1 
10.9 

1.9 
4.4 
7.7 

17.4 
31.7 

14.8 
2.2 
1.1 
6.4 

12.5 
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than 10% of all registered deaths were in 
this category. 

Age-adjusted cervical cancer mortality 
trends from 1960 to 1993 in 14 countries of 
the Americas are shown in Figure 1. It may 
be seen that while Canada exhibited mor- 
tality similar to that of several LatinAmeri- 
can countries in the 196Os, a steady decline 
has been evident since 1965. As a result, 
Canada currently enjoys the lowest rate in 
the Region (1.4 deaths per 100 000 women). 
In contrast, various Latin American and 
Caribbean countries with rates fairly simi- 
lar to Canada’s 1960 rate (Brazil, Colombia, 
Cuba, Guatemala, Uruguay, and Venezu- 
ela) saw their cervical cancer mortality 
fluctuate at a similar level over the 33-year 
period without showing significant down- 
ward trends. 

Meanwhile, there were several other 
Latin American countries (Chile, Costa 
Rica, and Mexico) that exhibited higher 
mortality than the rest as well as a number 
of noteworthy changes over time. Costa 
Rica showed a decline from 1965 to 1973, 
after which mortality tended to stabilize at 
around 10 deaths per 100 000. The large 
variations observed from year to year are 
most likely a result of the small number of 

cases involved. On the average, Costa Rica 
reported nearly 118 deaths from cervical 
cancer annually over the period 1984-1993. 
In Mexico, cervical cancer mortality in- 
creased from 1965 onward, remaining fairly 
steady at around 14 deaths per 100 000 in 
recent years. Since 1975 Chile has reported 
a slightly declining trend, on the order of 
that seen in Canada; but cervical cancer 
mortality in Chile has remained much 
higher, in the area of 12 deaths per 100 000 
women. 

In order to further compare the trends in 
Chile and Canada, we charted these coun- 
tries’ age-specific mortality data for differ- 
ent birth cohorts (Figure 2). This allows one 
to view cervical cancer mortality patterns for 
each of six groups of women born in a given 
period of time. In Chile, no major age- 
specific differences were found between the 
different birth cohorts; but in Canada each 
of the first four cohorts exhibited consider- 
ably lower age-specific mortality than its 
predecessor, demonstrating progressively 
lower risks in successive cohorts as a result 
of cervical cancer screening. 

The case of Costa Rica provides a likely 
example of patterns ascribable to changes 
in reporting accuracy. The available data 

Figure 1. Annual cervical cancer mortality in selected countries of the 
Americas, age-adjusted to the world population, 1960-l 993. Source: 
PAHO/WHO. 
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Figure 2. Annual cervical cancer mortality by selected five-year birth 
cohorts in Canada and Chile, 1960-I 990. 
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indicate that Costa Rica experienced an 
important decline in age-adjusted mortal- 
ity from all causes between 1965 and 1983 
(Figure 3), after which overall mortality 
continued to decline but at a slower pace. 
Also, beginning around 1982 there was a 
sharp drop in mortality from “signs, symp- 
toms, and ill-defined conditions.” Mortal- 
ity from all cancers (“malignant tumors” in 
the figure) apparently remained essentially 
unchanged throughout the 1965-1991 pe- 
riod, as did cervical cancer mortality; but 

deaths from all other uterine cancers exhib- 
ited a marked decline. 

These patterns of cervical and other uter- 
ine cancer mortality could have been af- 
fected by better reporting and improved 
medical care in such a way as to mask a 
downward trend in cervical cancer mortal- 
ity. Specifically, if a malignant tumor is 
widely disseminated and undifferentiated, 
it may be difficult to determine whether the 
primary tumor originated in the cervix or 
the endometrium, in which case the cause 
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Figure 3. Mortality from all causes and selected causes (including 
cervical cancer) among women in Costa Rica, 1965- 1991. 
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of death is reported as being a malignant 
tumor of the uterine corpus or uterus (un- 
specified). As an increasing number of 
women receive medical attention, the can- 
cer may be detected earlier and is more 
likely to be correctly diagnosed. Under 
these circumstances, it is possible that 
deaths previously attributed to cancer of 
the corpus uteri or uterus (unspecified) are 
now being more precisely reported as due 
to cervical cancer. 

To control for this possibility, annual 
mortality from all uterine cancer (Intema- 
tional Classification of Diseases, Ninth Re- 
vision, categories 179- 182) was established 
for six age groups, and the annual rate of 
change for each group was calculated for 
1961-1991 (Table 2). Significant declines 
were found to have occurred in all age 
groups except the one over 74 years old, 
which showed annual increases averaging 
6.8%. The 35-44 year age group experi- 
enced the largest average mortality decline, 
-5.8% per annum. Within this context, it 
should be noted that cancer of the body of 
the uterus is rare among women under 50; 
thus, the declining mortality trend among 
younger women in Costa Rica is likely due 

to reduced cervical cancer mortality, a trend 
masked by improvements in health care 
and reporting accuracy. The fact that mor- 
tality from all malignant tumors did not 
exhibit important changes in this period 
may be explained partly by increased mor- 
tality from cancers at other sites, such as 
the breasts. 

As previously noted, sharply contrast- 
ing cervical cancer trends have been found 
in Mexico and the United States. When the 
increasing Mexican mortality is examined 
by age group (Figure 4), the increase ap- 
pears to occur almost entirely among 

Table 2. Annual average rates of change in 
uterine cancer mortality, by age group, in Costa 
Rica, 1961-l 991. 

Age group Average annual 
(in years) rate of change (%) 

Standard error 
(%) 

25-34 -2.4 0.64 
35-44 -5.8 0.60 
45-54 -3.0 0.47 
55-64 -1.3 0.42 
64-74 -3.4 0.51 

275 f6.8 0.72 
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Figure 4. Cervical cancer mortality in Mexico 
and the United States by selected five-year age 
groups, 1965-I 990. 
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women who are at least 50 years old. In 
younger Mexican age groups (30-34 and 
40-44), mortality remained virtually un- 
changed over a 25-year period. In contrast, 
the marked decline in cervical cancer that 
occurred in the United States was reflected 
in sharply reduced cervical cancer mortal- 
ity for all age groups except the 30-34 
group (Figure 4). In each of these groups a 
sharp decrease was observed, and even in 

the 30-34 group some gains were regis- 
tered, though cervical cancer mortality in 
this age group tended to stop declining 
around 1975. 

Table 3 shows the average annual rate 
of change of cervical cancer mortality in 
1960-1993 by age group, as indicated by 
available data from Canada, Chile, Mexico, 
and the United States. Marked decreasing 
trends for all age groups can be seen in the 
United States and Canada, with the declines 
being sharpest in the three middle-aged 
groups (40-64 years). In Chile, mortality 
decreased significantly among women 30- 
34 years old (by an average of 2.2% per 
year), but by less (around 1% per year) in 
the 40-44 and 50-54 groups, and even less 
in the 60- 64 group, while rising slightly (by 
0.7% per year) in the oldest group. In 
Mexico, average cervical cancer mortality 
increased in all age groups, the increase 
being especially marked (3.5% per year) in 
the oldest (70-74) group. 

DISCUSSION AND 
CONCLUSIONS 

Cervical cancer mortality has not de- 
clined in Latin America as it has in devel- 
oped countries, particularly Canada and 
the United States. In Chile, declines in mor- 
tality did occur among younger women in 
1960-1993, but these were not so large as 
those registered in Canada and did not per- 
tain to older age groups. Chile has reported 
low underregistration of deaths, and the 
proportion of deaths attributed to “signs, 
symptoms, and ill-defined conditions” has 
remained reasonably steady in recent times 
(4.9% in 1972, 5.6% in 1992). Therefore, it 
seems unlikely that more pronounced ac- 
tual declines have been masked by im- 
proved reporting and diagnosis, as appears 
to have been the case in Costa Rica (26). 

Another factor that may be influencing 
cervical cancer mortality is increasing rates 
of hysterectomy, for which reason it has 
been argued that adjustments to denomi- 
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Table 3. Average annual percentage rates of change in cervical cancer 
mortality, by age group, in Canada, Chile, Mexico, and the United States, 
1960-1993. 

Age group (in years) 

Country 30-34 40-44 50-54 60-64 70-74 

Canada 
Chile 
Mexico 
United States 

-3.0 -4.7 -5.6 -4.6 -2.9 
-2.2 -1.1 -1.0 -0.4 +0.7 
+1.3 +oxs +1.9 +1.6 +3.5 
-2.8 -3.7 -3.8 -4.0 -3.4 

nators (indicating the number of women at 
risk) may be necessary (27). There are cur- 
rently no data directly indicating the im- 
portance of this factor in Latin America; but 
if hysterectomy rates were high enough to 
make a substantial difference, we should 
be seeing a trend toward lower cervical can- 
cer mortality than expected, when in fact 
there were no significant overall changes 
of this kind. 

In Mexico, where cervical cancer mor- 
tality has been rising, the rise has been con- 
centrated mainly in older age groups. This 
is the converse of the situation in the United 
States, where declines occurring in all age 
groups have been especially marked in 
older groups (see Figure 4). While it is not 
clear whether the high rates among older 
women in Mexico might be an artifact of 
improved diagnosis, the existence of such 
higher rates in Mexico has been affirmed 
by a lo-year mortality analysis that found 
a significant increasing trend among 
women 74 years of age and older (28). This 
study also noted variations between states 
and found that 71% of the cancers involved 
were diagnosed at advanced stages. 

Our results suggest that in some Latin 
American countries decreasing cervical 
cancer mortality trends may be disguised. 
There are two possible reasons for this: first, 
cervical cancer mortality is likely to be de- 
creasing among young women (under age 
40) at the same tune that it is increasing 
among older women; and second, as al- 

ready noted, declines could be masked by 
improvements in death registration and the 
accuracy of death certification. Regarding 
the first point, rising trends among elderly 
women, very clear in Mexico, were also 
observed in Chile and Costa Rica. These 
differentials between young and old may 
result from concentrating screening efforts 
on young women while failing to reach 
older women at higher risk. Regarding the 
second point, data from the Cali Cancer 
Registry in Colombia, the longest-standing 
population-based registry in Latin America 
(19), suggest that the incidence of invasive 
cervical cancer is decreasing in the area cov- 
ered by this registry, although it is not cer- 
tam that this trend is occurring in the rest 
of Latin America. 

Clearly, there is a need for further coun- 
try-by-country studies on cervical cancer 
incidence and mortality trends, as well as 
for studies clarifying the role of potential 
artifacts. We did not analyze trends for all 
countries, limiting ourselves to trends in 
three countries with the highest rates that 
exhibited noteworthy changes over time; 
nor did we obtain information from coun- 
tries where a large proportion of all deaths 
were unregistered. The situation in these 

latter countries should be explored, because 
lack of death registration goes along with 
low national income and poor living con- 
ditions, which makes the population more 
susceptible to risk factors and more likely 
to have high rates of cervical cancer. For 
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example, while Honduras reported the low- data tend to differ for different population 
est cervical cancer mortality in the Region groups, nor is there uniform provision of 
(see Table l), it appears that some 46.6% of health services or access to cervical cancer 
all deaths in the country were unregistered. screening. It is difficult to document the 
Moreover, an independent study on causes cervical cancer burden in the least- 
of mortality among Honduran women 15- developed geographic areas or subpopula- 
49 years old found that 12% of all the deaths tions, partly because of poor data quality, 
studied could be classified as due to “can- but also because lack of accessibility to 
cer of the uterus” (ZO), which clearly sug- health services precludes poor women from 
gests a higher rate of cervical cancer mor- being diagnosed, not to mention having an 
tality than the one reported through routine opportunity to receive adequate treatment. 

death registration. In contrast, well-off areas or subpopula- 
Usually, trends are described graphically. tions can access health care services more 

The magnitude of change over a given unit easily and have more medical technology 
of time is accurately represented by display- available to them for diagnosis and treat- 
ing the rate of change; and while use of the ment, which in turn reduces morbidity and 
least squares method (to estimate the slope mortality. This situation is aggravated by 
of the curve and thus the rate of change) the fact that the incidence of cervical can- 
assumes that the logarithms of the rates are cer tends to be higher among those of low 
linear, this method is relatively simple and socioeconomic status. We now know that 
easy to understand. However, for age-period- some types of human papillomavirus may 
cohort models or geographic age-specific be a necessary cause, although not a suffi- 
comparisons, when it is unlikely that the cient one, for development of cervical car- 
assumption of linearity will hold, it is nec- cinema (24,25); other risk factors, such as 
essary to use more sophisticated methods high parity and smoking (26), may help to 
that permit inclusion of interaction terms trigger progression of the disease, while 
within the model. In the study reported dietary factors such as intake of beta- 
here, stratification by age made it possible carotene (27, 28) and vitamin C (29) may 
to examine differences between age groups, have protective effects. These risk factors 
which is important because cervical cancer tend to be more prevalent in population 
risk varies with age, and screening practices groups with low socioeconomic status, 
tend to focus on particular age groups, not which also are likely to have poor dietary 
necessarily those at highest risk. intake of vitamins. 

For the purpose of program monitoring, Although not all changes in cervical can- 
it may be desirable to follow changing in- cer mortality can be attributed directly to 
cidence and mortality trends by monitor- screening, early studies in developed coun- 
ing tracer age groups that are especially tries demonstrated a correlation between 
sensitive to the effects of screening and declining mortality and screening intensity 
where screening should be targeted. within (30). More specifically, it has been found 
this context it should be noted that the tra- that declines in incidence and mortality 
ditional age-standardized rates can mask have tended to be greater among age 
changes that are of low magnitude but of groups and birth cohorts subject to screen- 
public health significance. ing, whereas little change has been ob- 

In general, Latin American countries served among women not enrolled in a 
tend to exhibit large within-country differ- screening program (31). Apparently as a 
ences in cervical cancer incidence and mor- consequence of screening in 12 European 
tality (12, 21-23). The completeness and countries (32), cervical cancer’s incidence 
accuracy of such incidence and mortality declined more between 1962-1967 and 
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1978-1982 in women 35-55 than it did in 
any other age group. These and other data 
suggest that the direct benefit from an or- 
ganized screening program can typically be 
observed mostly among middle-aged 
women who remain in the program (33,34). 

Self-selection may be playing a role in 
this, because women at lower risk may be 
more apt to participate. In addition, the ef- 
fectiveness of screening is determined 
partly by the sensitivity of cytology and by 
the likelihood that women with a positive 
test will receive a complete diagnostic 
workup and appropriate treatment (35). All 
this makes it important that organized 
screening programs be able to reach women 
at risk, maintain attendance rates, and pro- 
vide the mechanisms needed to ensure ap- 
propriate followup (36). Experience in the 
Nordic countries has demonstrated that, in 
the best situations, the incidence of cervi- 
cal cancer following a negative Pap smear 
may be reduced by up to 90% (37). There 
will always be some women in whom the 
preinvasive lesions cannot be detected; for 
example, some women may have adeno- 
carcinoma of the endocervix, which is hard 
to detect through cervical cytology (38). 

Lately in developed countries, cervical 
cancer incidence and mortality among 
women under 40 have been observed to 
level off or even to increase. These trends 
have been attributed to improved diagnos- 
tic precision (39), emergence of adenocar- 
cinema of the cervix in women under 35 
years old (40,42), and lifestyle changes in 
the younger generation that have a bear- 
ing on the prevalence of risk factors, such 
as use of oral contraceptives (42); both of 
the latter could be a problem in America. 

In most Latin American and Caribbean 
countries, efforts to introduce cervical can- 
cer screening and reach large numbers of 
women have been linked to family plan- 
ning and prenatal care programs. Women 
who seek these services are young, com- 
monly in their 2Os, and at lower cervical 
cancer risk than older women. Screening 

these women is not cost-effective, partly 
because of the low incidence of cervical 
neoplasia in this age group and partly be- 
cause the age distribution of the female 
population in Latin America resembles a 
pyramid with a large base. Thus, there are 
a large number of women under 30 years 
old; and if screening resources are concen- 
trated on them, there may not be enough to 
screen older women at higher risk who usu- 
ally have less access to health services (43). 

As already noted, if cervical cancer 
screening is properly conceived and ex- 
ecuted, it can have a pronounced impact 
on cervical cancer incidence and mortality. 
Moreover, it can also yield other benefits. 
Timely treatment for cervical cancer can 
improve a woman’s quality of life and en- 
able her to remain or enroll in the work 
force. In addition, women who are screened 
are more likely to receive medical exami- 
nations and be subject to other clinical pre- 
ventive measures (44). Thus, the cervical 
cancer screening provided by an organized 
program may also provide an opportunity 
to increase health care access for women 
who are not in their prime reproductive 
years. If this can be achieved in Latin 
America and the Caribbean, reductions in 
disease incidence and mortality due not 
only to cervical cancer but also to other 
causes are likely to occur. 
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