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On March 11th 2020 the World Health Organization declared coronavirus disease 2019 

(COVID-19) a global pandemic (1). As of February 28th 2021, COVID-19 infections have 

resulted in 513,122 deaths in the United States (U.S.) since the start of the pandemic, and 

1,803,940 new hospitalizations since August 1st 2020 (2). The impact of COVID-19 on 

preventive and diagnostic health care delivery is unprecedented. At the start of the pandemic, 

medical and public health experts recommended complete cessation of cancer screening and 

other elective medical procedures in the U.S. to direct resources to treating COVID-19 patients 

and reduce potential exposure risks at health-care facilities (3, 4).   

Screening mammography is a critical tool in the early detection and prevention of 

advanced breast cancer and mortality (5). Access to follow-up care and diagnostic 

mammography is vital for early diagnosis and appropriate and timely breast cancer treatment. 

Studies have shown that utilization of screening mammography varies by race/ethnicity and 

socioeconomic status (SES) (6, 7). Poverty and lack of health insurance are key barriers to breast 

cancer screening at recommended intervals. Based on data from the National Health Interview 

Survey, only 39.5% of uninsured women in the U.S were up to date with breast cancer screening 

in 2018, compared to 77.2% of women who were privately insured (8). The pandemic has 

resulted in unemployment and loss of health insurance (9), which may amplify known barriers 

and racial disparities in breast cancer screening, diagnosis and treatment. Further, accumulating 

evidence supports that access and use of health-care services decreased during the pandemic 

across many health outcomes and settings (10-13). This may represent a new mechanism by 

which disparities in breast cancer evolve, and data is needed to understand and document gaps in 

screening and diagnosis overall and by key population characteristics.  
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In this issue of the Journal, Sprague and colleagues use data from the Breast Cancer 

Surveillance Consortium to understand trends in screening and diagnostic mammography 

utilization during the COVID-19 pandemic (through July 2020) overall and by age, 

race/ethnicity, and select established breast cancer risk factors (14). The Breast Cancer 

Surveillance Consortium provides a rich and large data resource that enabled Sprague and 

colleagues to analyze a diverse sample of breast cancer registries. Data from six breast imaging 

registries, representing 62 community and academic facilities, covering the New England, 

Midwest, Northern California, and the Pacific Northwest regions of the U.S, were included. The 

authors found that diagnostic mammography volumes were at 98.0% (95% confidence interval = 

90.2% to 106.6%) of pre-pandemic levels by June 2020 and screening mammography volumes 

were at 89.7% (95% confidence interval = 79.6% to 101.1%) by July 2020. However, when 

evaluating by race/ethnicity, differences were found in rebound of mammography utilization. As 

compared to pre-pandemic levels, both Hispanic and Asian women had much lower rebound of 

mammography volumes by July 2020. A similar pattern by race/ethnicity was found for 

diagnostic mammography. Mammography volume rebound patterns for both screening and 

diagnosis were similar by age and family history of breast cancer.     

As COVID-19 mortality data has become available by race/ethnicity in the U.S., a 

concerning pattern of racial disparities has emerged with higher excess mortality for Black, 

Hispanic, and American Indian/Alaskan Native (AI/AN) populations (15-17).  Beyond mortality, 

the pandemic has illuminated old and new health disparities in many areas among minority, 

underserved and low-income communities (18-21). Black women have higher breast cancer 

mortality rates, compared to White women, are diagnosed at later stages, and have the lowest 5-

year survival regardless of stage compared to all other race/ethnicities (22). Despite the potential 
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for disparities in access to cancer screening and follow-up care, Sprague and colleagues reported 

that both White and Black women had close to 100% rebound in screening mammography 

volumes and slightly over 100% rebound in diagnostic mammography volumes by July 2020. It 

is worth noting that results did vary by each registry showing geographic variation in rebound of 

mammography utilization by race/ethnicity (14). In contrast, as of July 2020, mammography 

utilization volumes for Hispanic and Asian women had not rebounded to pre-pandemic levels.  

The study by Sprague et al. serves to identify several areas for future research and public 

health efforts in breast cancer prevention and control. While the study contributes to knowledge 

of the impact of COVID-19 on cancer screening and diagnosis, the aggregate nature of the data 

and lack of specific geographic information precludes understanding the factors that contribute to 

the differences found for Hispanic and Asian women. Future studies should include data from 

other regions in the U.S, including the southern states, which have high rates of health disparities 

(for example in cancer, obesity, and other chronic and infectious diseases) that could be 

increased due to COVID-19 (23). Studies that jointly incorporate SES factors, evaluate urban 

and rural differences, and include additional unique and under-studied populations are needed to 

fully evaluate the impact of the pandemic on mammography utilization and subsequently long-

term breast cancer outcomes. Studies focusing on communities with both high COVID-19 

burden and cancer disparities could provide data on those most vulnerable during the pandemic, 

particularly those with social, economic, and/or environmental obstacles to accessing appropriate 

and timely health-care services. This research could identify barriers and health beliefs to inform 

local and community-based programs that build and enhance equitable health care access, 

utilization, and quality.  
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Among Hispanic women, lower education and income have been reported as key barriers 

for screening and timely diagnosis (24). Mobile mammography, as an example, represents an 

effective means to reduce cost, improve access, and increase adherence to screening guidelines 

(24, 25). Public health efforts that aim to reduce SES-related and perceived barriers through 

education, literacy, and culturally competent patient navigation for breast cancer screening, 

diagnosis, and treatment are needed. Similarly, research that contributes to a greater 

understanding of the role of health beliefs and health prioritization under competing health 

concerns in breast cancer prevention and clinical care is warranted, particularly among diverse 

and vulnerable populations. AI/AN women, for example, have low rates of breast cancer 

screening, and are also more likely to live in underserved, rural areas (26). AI/ANs may not be 

captured accurately in registries and therefore are too often excluded from cancer surveillance 

and research. This known limitation is highlighted here as this population could not be included 

due to lack of data on AI/AN women.  

The COVID-19 pandemic has highlighted the critical need for accurate, timely data that 

incorporates social and geographic information to identify potential disparities and provide 

evidence to make public health decisions (27) and cancer data is no exception. While the results 

from Sprague et al. overall showed a return to preventive and diagnostic care, the long-term 

impact of delayed breast cancer screening and diagnosis is not known, including if breast cancer 

burden and disparities will increase. Close monitoring of trends and patterns in mammography 

utilization and breast cancer outcomes in diverse populations will be needed to identify areas to 

target for education, resource allocation, and public health interventions. Further, collaborative 

efforts are needed to leverage innovative methods and expertise in public health surveillance, 
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data science, health information technology, and related fields to provide timely and 

comprehensive data for cancer surveillance and research.   
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