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ABSTRACT

Background. Knowledge of cancer risk factors is unknown in
Ireland. An understanding of risk factors could help inform
cancer prevention programs.

Aims and Methods. A 48-question online survey was designed
to gather data to assess levels of public knowledge about
cancer risk factors.

Results. There were 748 participants (648 women, 100 men).
Mean age was 37 years (range: 18—74 years). For the public,
81% were concerned about developing cancer; however, 20%
believed that cancer is unavoidable if a family history exists,
27% believed that >50% of cancers are inherited, and 54%
believed that 10%—20% of cancers are inherited; 20% were
unaware that risk increases with age. The top five risk factors
listed by respondents were smoking (87%), diet (76%), genetics
(47%), alcohol (42%), and obesity (33%). Only 32% of the public
were aware that obesity is a risk factor, and 33% did not think

the location of fat was important. Moreover, 29% and 48%
believed that risk could be increased by wearing a tight bra and
by a blow to the breast, respectively. In addition, 85% and 86%
believed that stress and that mobile phones, respectively,
“strongly” increase risk; 12% believed that luck is important in
avoiding cancer; 35% thought that “detox” diets could reduce
risk; and 61% believed that organic food reduces risk. The
majority were aware that physical activity of 30 minutes per
day can reduce risk.

Conclusion. A sizable portion of the population is misinformed
about cancer risk. Most participants were aware of classic risk
factors (e.g., smoking, diet); however, many overestimated risk
attributable to genetics, environment, and stress and under-
estimated age, obesity, and sunlight. One in seven participants
believed that lifetime risk of cancer is not modifiable.
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Implications for Practice: Preventing cancer by avoiding exposure to particular carcinogens follows from knowledge of causation.
This study demonstrated that Irish adults have poor awareness of established risk factors for cancer. Many participants were aware
of classic risk factors, but many overestimated risk attributable to genetics, environment, and stress and underestimated age,
obesity, and sunlight. Because health beliefs are strong determinants of health behaviors, these data have implications for the
promotion of cancer awareness. Targeted health-promotion campaigns that lead to better understanding of risk factors and
increased prevention efforts will offer cost-effective, sustainable means of reducing the global cancer burden in the long term.

INTRODUCTION

The worldwide burden of cancer continues to increase largely
because of an aging population and an increase in cancer-
causing behaviors [1]. Newfiguresand projections of the global
cancer burden presented in the World Cancer Report 2014 [2]
estimate that incidence of cancer has increased from 12.7
millionin 2008 to 14.1 millionin 2012.Thistrend is projected to
continue, with the number of new cases expected to rise
another 75%, which would bring the number of annual cancer
cases close to 25 million over the next two decades. Cancer
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causes 8 million deaths annually, and in Ireland, it is estimated
that 1in 3 men and 1 in 4 women will develop cancer during
their lifetime [3].

Primary prevention through lifestyle and environmental
interventions remains the main way to reduce the global
burden of cancers [4]. It is estimated that at least one-third of
cancers are preventable through adequate food and nutrition,
physical activity, and maintenance of a healthy body weight [5].
Tobacco smoking causes an estimated 20% of all cancer deaths,
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with approximately 80% of lung cancer casesin men and 50%in
women caused by tobacco smoking globally [5]. Dietary factors
are thought to account for ~30% of cancers in Western
countries and approximately 20% in developing countries,
making diet second only to tobacco as a preventable cause of
cancer. The World Health Organization states that between
7% and 41% of certain cancer burdens are attributable to
overweight and obesity [6]. Furthermore, between 9% and
19% of cancer cases in Europe could be linked to insufficient
physical activity [7]. Diet and lifestyle (including smoking)
account for 90%—-95% of cancers, with only ~5% of cancers
due to an inherited gene [8]. In high-income countries,
smoking, alcohol use, and overweight and obesity are the
most important causes of cancer [4]. Based on a systematic
review of >500,000 scientific studies, the World Cancer
Research Fund (WCRF) concluded that “avoidance of tobacco in
any form, together with appropriate food and nutrition,
physical activity, and body composition, have the potential
over time to reduce much and perhaps most of the global
burden of cancer” [5].

Little is known about the knowledge level or attitudes of
members of the public toward their lifetime cancer risk.
Several health-promotion campaigns have targeted cardio-
vascular disease and diabetes through promotion of healthy
eating and increased exercise, but few have specifically
targeted cancer risk outside of smoking-cessation campaigns.
Public perception of risk factors for general cancer risk has
never been studied in Ireland before. In the American Institute
for Cancer Research’s “fear before facts” survey, U.S. partic-
ipants rated cancer as their primary health concern; however,
they felt that cancer is unpreventable and is caused by factors
outside their control [9]. More accurate knowledge is
associated with protective health beliefs [10], whereas myths
and misconceptions about cancer frominaccurate information
can shape health behavior [11]. An understanding of these
misconceptions can help shape cancer awareness programs.

The aims of this study were to assess public perception
of the risk factors for cancer and to assess myths and miscon-
ceptions surrounding cancer risk.

METHODS

A 48-question survey was constructed based on a thorough
literature review on this topic and through the eight
recommendations published in the WCRF report [5]. The
survey was split into sections on demographics, diet, lifestyle,
and physical activity. In total, the survey consisted of 48
questions about 12 specific diet-related and 14 lifestyle-
related risk factors.

The survey was uploaded to SurveyMonkey (http://www.
surveymonkey.com) and was live for 6 weeks. Most questions
were set up in a manner in which response was compulsory.
Participants were recruited by means of social networking sites
affiliated with the Irish Cancer Society, Cork Cancer Research
Centre, and Breakthrough Cancer Research and by popular
Irish online discussion forums. The participants were asked to
indicate their educational status and to declare whether or not
they were health care professionals (HCPs). After the survey
closed, the data were cleaned and coded and transferred to
SPSS version 19.0 (IBM Corp., Armonk, NY, http://www-01.
ibm.com/software/analytics/spss/) for analysis.
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RESULTS

Respondent Characteristics

There were 748 participants (648 women, 100 men). Mean age
was 37 years (SD: 19; range: 1874 years). The audience was
educated, with 685 (92%) having completed secondary school
education, 233 (31%) possessing an undergraduate degree,
and 157 (21%) holding a postgraduate degree. Of the university
graduates, 126 (17%) were HCPs. Five percent (n = 39) had
received a cancer diagnosis in the previous 5 years.

The vast majority of respondents declared they were
“worried about developing cancer,” with 81% of the publicand
73% of HCPs expressing this concern. Information about cancer
was sought out by 79%, with the Internet cited as the resource
most frequently used. When asked the question, “True or false:
cancer risk increases with age,” 20% of the general public and
10% of HCPs incorrectly answered false. When respondents
were asked the open-ended question, “Inyour opinion, what are
the top 5 risk factors for cancer,” a total of 12 different answers
were given (Fig. 1). Smoking was the most popularanswer (87%),
followed by diet (76%), genetics (47%), alcohol (42%), and
obesity (32%). Stress was listed as a top five risk factor for 19% of
the group, but older age was mentioned by only 6%.

Diet
Overall, 92% of subjects agreed with the statement, “Diet has
asignificant role to play in cancer prevention.” However, when
probed on specific aspects of diet, there were large knowledge
gaps: 86% knew that processed meat is a risk factor, but 40%
of the public and 28% of HCPs were unaware that red meat is
arisk factor. Only 46% believed salt to be arisk factor. Although
the majority knew that five fruits and vegetables a day are
recommended, 33% of the public and 35% of HCPs were
unaware that “frozen vegetables are as nutritious as fresh.”
Among members of the public, only 35% believed that
“detox” diets reduce risk, but 61% believed that organic food
reduces risk; 27% were unaware that breastfeeding can lower
breast cancer risk. Moreover, 86% believed in the concept of
“cancer-fighting foods,” and when given a list of various foods,
the majority thought berries (94%), plant-based foods (81%),
citrus fruits (80%), and garlic (66%) were protective. In
contrast, the following foods were thought to increase cancer
risk: cheese (27%), chocolate (28%), eggs (15%), and soy (7%).
For HCPs, 96% believed that diet plays a role in cancer;
however, 28% were not aware of a link with red meat, and 46%
did not consider salt intake to be important. Fewer HCPs
believed in the concept of cancer-fighting foods (82%), but
they considered certain foods to be protective: berries (73%),
raw vegetables (72%), green tea (69%), and soy (46%). They
also believed that cheese (27%), chocolate (25%), and eggs
(5%) increased risk. Vitamin and mineral supplements were
perceived as protective against cancer by 51% of the publicand
54% of HCPs, with 24% of the public and 20% of HCPs believing
that supplements are “absolutely necessary” and should be
recommended for cancer prevention.

Genetics
Ninety percent of both groups believed that genetics
“strongly” increases risk. Among the general public, 26%
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Figure 1. The top 10 risk factors listed by members of the public
(n = 622) in answer to the open-ended question, “In your opinion,
what are the top 5 risk factors for cancer?”

believed that >50% of cancers are inherited, and 53% believed
that 10%—-20% of cancers are inherited. Among HCPs, 10%
believed that >50% of cancers were inherited, with 63%
believing that 10%—20% of cancers are inherited. Overall, 15%
held fatalistic views and believed that if cancer was in their
family, there was nothing they could do about their personal
risk (Table 1).

Alcohol

Only 42% of the public and 46% of HCPs were aware that
alcohol is a risk factor for cancer. In addition, 63% of the public
and 82% of HCPs thought some alcoholic drinks were more
dangerous than others, with only 37% aware that all types of
alcohol have the same effect. For red wine, 39% thought it was
protective, 19% thought it increased risk, and 42% thought it
had no effect at all.

Obesity

Only 32% of the public and 41% of HCPs were aware that
obesity is a risk factor for cancer. Overall, 33% of the publicand
34% of HCPs did not think that the location of fat was important
(apple vs. pear shaped) (Table 2). In addition, 39% of the public
and 32% of HCPs believed that the only purpose of fat in the
body wasto insulate and protect the organs. Among HCPs, 78%
were unaware that excess fat can cause inflammation, and 65%
were unaware that fat cells can secrete substances implicated
in carcinogenesis. For women, 86% of respondents correctly
identified that the desired waist circumference is <32 inches.
For men, 81% correctly identified that desired waist circum-
ference is <37 inches.

Physical Activity

The vast majority (97% of HCPs and 90% of the public) agreed
that remaining physically active throughout life greatly
reduces cancer risk. The majority of respondents (69%)
interpreted “moderate” physical activity to mean 30 minutes
per day. With regard to the number of days that respondents
felt it was important to engage in physical activity, the answers
were very mixed. Only 24% felt that it was important to engage
in physical activity 7 days a week; 25% believed that 1-3 days
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Table 1. Popular myths and misconceptions about cancer risk
held by the public

Respondents
who held this
Myth or misconception belief, %
Cancer is an inherited condition 90
and usually there are genetic causes.
More than 50% of cases of cancer 26
are inherited.
If cancer is in your family, there is 15
nothing you can do to decrease your risk.
The only purpose of body fat is to 39
insulate and protect organs.
Stress strongly increases cancer risk. 92
Aerosol use increases risk. 67
Wearing a tight bra increases breast 29
cancer risk.
A blow to the breast can or could lead 48
to cancer.
Believe following are protective:
Detox diets 35
Organic food 61
Good luck 8
Colonic irrigation 34
Dark chocolate 56

perweek was sufficient, and the remainder (51%) believed that
4—-6 days per week was beneficial.

Other Risks and Cancer Myths

Participants were given a list of potential behaviors and asked
toeitheragree ordisagree thattheywererisk factorsforcancer
(Fig. 2). Overall, 99% agreed that smoking increased risk. Stress
was perceived asastrongrisk factor by 92%.The use of aerosols
was perceived as important for 67%, and wearing tight
underwear was considered important by 29%. Finally, a blow
to the breast was perceived as a risk for breast cancer by 48%
of respondents. Factors that were believed to be protective
against cancer included breastfeeding (63%), detox diets (35%),
colonic irrigation (34%), red wine (39%), organic food (61%),
dark chocolate (56%), and good luck (8%) (Table 1).

DiscussION

Cancer-related myths and stigma about cancer are important
problems that must be addressed because they present
significant challenges to cancer control [12-14]. The new
figures and projections of the global cancer burden presented
in the World Cancer Report 2014 starkly highlight the problem:
theincidence of cancer has increased from 12.7 million in 2008
to 14.1 millionin 2012, and this trend is projected to continue,
with the number of new cases expected to rise by another 75%
[2]. Prevention is central to reducing or reversing the rise in
cancer burden, and awareness is the primary strategy to
improve cancer prevention and control.

Our findings of low levels of awareness of cancer risk
factors among the general population concur with previous
research [15-20]. Low awareness of the links among diet,
exercise, and cancer likely reflects the short time during which
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Table 2. The effect of adiposity on cancer risk as perceived
by subjects

Members of
the public
(n=622), %

Health care
professionals

Survey item (n=126),%

Do you consider the location
of fat in the body to be
important risk factor for
cancer? (i.e., apple-

or pear-shaped body)

Yes 66 67
No 34 33

The worst and only effect of fat
isthat | can’t fitinto my clothes.

True 4 7
False 96 93

The only purpose of fat is to
insulate the body and protect

the organs.
True 32 39
False 68 61

Too much fat in the body can
cause inflammation.

True 22 28
False 78 72

Fat cells secrete substances
that can contribute to cancer

growth.
True 35 43
False 65 57

genuinely convincing evidence of these associations has been
available [20]. Moreover, until recently, publicity about lifestyle
and cancer (except lung cancer) has been limited.

Previous research has shown that the public often believes
that nothing can be done to prevent cancer and that cancer is
always fatal [14]. As far back as 1986, a national survey in the
U.S.found that half of the population believed that “everything
causes cancer” and that “there’s not much a person can do to
prevent cancer” [21]. Recent findings from a large cross-
sectional sample of 6,369 U.S. adults reported that 47% agreed
that “it seems like almost everything causes cancer,” 27%
agreed that “there’s not much people can do to lower their
chances of getting cancer,” and a staggering 71% agreed that
“there are so many recommendations about preventing
cancer, it’s hard to know which ones to follow” [22, 23]. Stein
et al. [23] reported that 25% of a sample of 1,002 U.S. adults
believed that “what someone does as a young adult has little
effect on their chance of getting cancer later in life.” The
present study found that 15% held fatalistic views that if
cancer was in their family, “there was nothing a person could
do to reduce their own personal cancer risk.” Fatalistic views
about cancer prevention may decrease the likelihood of
a person engaging in behaviors that reduce cancer incidence
or mortality [22].

An overemphasis on the role of genetics as a cause of
chronic diseases is not a new phenomenon. Sanderson et al.
reported that even in high-risk populations of heart disease,
awareness of therole of lifestyle in causationis low [20]. Infact,
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Figure 2. lllustration of the perceived increased risk of cancer
according to factors listed by investigators.
Abbreviation: GM, genetically modified.

high-risk populations have tended to have stronger beliefs that
hereditary, genetic, or biological factors cause heart disease
rather than lifestyles [24, 25]. Carlsson and Strang [26]
reported that 49% of control subjects and 43% of cancer
patients believed that =30% of all types of cancer are heredity.
Breslow et al. [16] reported that 70% of a large sample of
>12,000 people identified family history as an important risk
factor for breast cancer. In the present study, 90% believed that
“genes” were a strong etiological factor, and 26% believed that
>50% of cancers are inherited. In fact, a relatively small
percentage of cancers occur in those with family history, and
a much larger percentage are thought to be sporadic.

Previous studies have consistently reported higher levels
of awareness among women than men [10, 15-18, 27]. The
accuracy of knowledge also appears to increase with higher
education attainment [28, 29] and annual household income
[10, 28]. Although we did not evaluate knowledge on the basis
ofincome oreducationin the present study, a large percentage
of respondents had completed secondary school education
(92%), and 31% had a third-level degree, with 21% holding
a postgraduate degree. Further research is necessary to
evaluate knowledge among less educated groups because
those groups often have higher risks of chronic diseases
including cancer.

Epidemiological studies have provided convincing evi-
dence that obesity increases the risk of many cancers and that
the association generally follows a dose-response relationship
[2]. For an increase in body mass index (BMI) of 10 kg/m?,
relative risks are approximately 2.3 for esophageal adenocar-
cinoma, 1.5 for colon cancer (men), 1.3 for pancreatic cancer
(women), 1.4 for postmenopausal breast cancer, 2.9 for
endometrial cancer, and 1.5 for kidney cancer [2]. Cancer
mortality (all sites combined) is ~70% higher in people who are
extremely obese than in people of normal weight. Estimates
for the U.K. for 2007 suggested that ~40% of cancers of the
esophagus (adenocarcinoma), gall bladder (women), and
endometrium are attributable to overweight or obesity [30].
Estimates for the U.S. for 1999—2000 suggest that overweight
or obesity were responsible for 4.2% and 14.3% of cancer
mortality in men and women, respectively, rising to 14.2% and
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19.8%, respectively,inmenand womenwho had never smoked
[31]. Our study showed that only 32% of respondents were
aware of the link between obesity and cancer, and thisis similar
to findings of other groups. Other studies have reported that
between 4% and 39% of the public are aware of the relationship
between obesity and cancer [32-34].

Inthe present study, >90% of respondents recognized that
physical activity is important in cancer prevention, and 69%
interpreted this to mean 30 minutes of exercise; however, only
24% were aware that this is a daily recommendation. Physical
activity can protect against weight gain and obesity [2], but it
also reduces the risk of colon and breast cancer and improves
survival [35] independent of its effects on BMI. The general
recommendation is at least 30-60 minutes of moderate-
intensity exercise per day [36].

Environmental pollution with carcinogenic chemicals
accounts for 1%-4% of all cancers [2]. The environment was
cited by 30% of respondentsinthisstudy as a causative factor
for cancer. Carlsson and Strang [26] previously reported that
subjects suspected environmental toxins to be one of the
most important risk factors in cancer development. This
agrees with a Greek study in which harmful environmental
substances were given a very high ranking [37]. Because
people are exposed to hundreds, if not thousands, of
chemicals and other agents through their environments,
research on this issue is exceedingly complex. Although
exposure to carcinogenic chemicals in the environment is
a risk factor for cancer, it appears to be more important in
certain developing countries and in countries in which
indoor air pollution from coal fires is common [2].

Age is the strongest risk factor for most adult cancers
including breast, colon and prostate cancers [2]. In the present
study, only 6% of participants cited age as a risk factor. Breslow
etal. [16] reported a study of 12,035 subjects of whom 75% did
not recognize that age is a risk factor for cancer. Wardle et al.
[15], in a sample of 3,693 U.K. adults, reported that older age
was a little-known risk factor. In a study of 1,556 patients
attending general practice in England, just 14% identified age
as a risk factor for cancer [38]. More recently, in a population-
based telephone interview survey of 19,079 adults in six
different countries, Forbes et al. [39] found that awareness of
age-related risk was lowest in the U.K. (14%) and highest in
Sweden (38%).

Tobacco smoke contains >7,000 chemical compounds,
including numerous known carcinogens [2, 40]. In the present
study, 98% of participants agreed that smoking was a strong
risk factor. This reflects the success of numerous antismoking
campaigns funded by the Irish and international communities
and the positive impact of the Public Health (Tobacco) Act [41],
which made Ireland the first country in the world to institute an
outright ban on smoking in workplaces. In addition, in 2013,
any tobacco product placed on the Irish market must have
graphic warnings, and legislation to introduce plain cigarette
packets is currently in preparation. Ireland would be the
second country to pass such legislation, after Australia.

Inthe present study, only 42% of the public were aware that
alcoholis arisk factor for cancer, and among those who knew it
was a risk factor, only 37% were aware that all types of alcohol
have the same effect. These findings are in agreement with
other studies, which have shown a low level of awareness
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[32, 33]. The association between alcohol consumption and
risk of cancer has been known since the beginning of the 20th
century [2]. The International Agency for Research of Cancer
has classified alcohol as a group 1 carcinogen since 1988 [42].
There is now convincing evidence that heavy or regular alcohol
consumption increases the risk of developing cancers of the
oral cavity, pharynx, larynx, esophagus, liver, breast, colon, and
rectum [5, 43]. Alcohol-attributable cancers were estimated to
be responsible for 337,400 deaths worldwide, predominantly
among men, in 2010. Based on data from 2009, an estimated
3.5% of all cancer deaths in the U.S. (~19,500 deaths) were
alcohol related [44]. Parkin et al. [45] estimated that alcohol is
responsible for ~4% of U.K. cancers (~12,500 cases) annually.
The relationship between alcohol consumption and cancer has
been observed as monotonic and without threshold [46, 47].
The effect persists even after cessation of consumption [48].
There appeared to be alarge degree of confusionin the present
study about the role of red wine in either prevention or
causation. Although red wine contains resveratrol, which may
have anticancer properties [49], clinical trials in humans have
not provided evidence that resveratrol is effective in prevent-
ing or treating cancer [50].

The fifth target of the World Cancer Declaration [51] states,
“In 2020, public attitudes toward cancer will improve and
damaging myths and misconceptions about the disease will be
dispelled.” Myths and misconceptions derived frominaccurate
information shape health behaviors [11]. Identifying and
dispelling myths is critical to the development of health
education programs designed to promote protective health
behaviors [10]. There is a vast array of mythic causes of cancers
including food additives, overhead power lines, pollution,
stress, tight underwear, exposure to microwaves, lack of
vitamin C and iron in the blood, even bad luck [15, 28, 38, 52].
Such causes are more likely to be reported by men and by
people with lower education levels [15]. In several large
studies, stress and/or “emotional/mental disturbances” were
perceived to be implicated in 27%—67% of cancers [15, 26, 28,
52] and often were given much higher importance than
established risk factors [33]. Physical injury and wearing tight
underwear are other myths that have been reported pre-
viously [23, 26, 52]. In the present study, 48% of respondents
believed that physical injury could cause breast cancer, and
29% believed that wearing a tight bra could increase risk.
Furthermore, almost 63% believed that use of electronic
devices, like mobile phones, could cause cancer. Associations
between heavy use of mobile phones and certain brain cancers
have been observed, but causal interpretation is controversial;
more data are needed, particularly on longer-term use of
mobile phones [2].

The limitations of this study include an imbalance of sexes
with six times more women than men. However, previous
studies have consistently reported higher levels of awareness
among women than men [10, 15-18, 27]. Further research on
knowledge and attitudes of men is important and would help
inform health promotion campaigns. Another limitation is that
the majority of respondents were aged <50 years (87%).
Consequently it was not feasible to run comparisons between
younger (aged <60 years) and older (aged >60 years) groups.
Apoorknowledge base among our younger adults (aged 20-50
years) is of huge concern because lifestyle choices in these
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decades of life can significantly affect later cancer risk.
Educating people about risky behaviors in youth (sun ex-
posure, known carcinogens) and encouraging younger people
to sustain preventative behaviors over the long time periods
necessary for primary prevention of cancer (e.g., avoidance
of weight gain, physical activity, healthy eating) could po-
tentially have a greater impact on cancer rates than the
education of olderadultsalone (aged >60years). Evensimple
measures like encouraging every adult to reduce BMI by 1%
could lower the increase in the number of cancer cases and
actually result in the avoidance of ~100,000 new cases of
cancer [53].

CONCLUSION

Preventing cancer by avoiding exposure to particular carci-
nogens follows from knowledge of causation [20]. Many
causes of cancer are modifiable, and it is widely agreed that
changes in behavior could prevent many cancers [15].
Although age is not modifiable, awareness could promote
appropriate consultation.

The results of the present study demonstrate that Irish
adults have poor awareness of established risk factors for
cancer, in line with research in other countries [15, 20, 33, 38, 54].
Furthermore a sizable portion of the Irish population is
misinformed about cancer risk. Many participants were aware
of classic risk factors (e.g., smoking, diet), but many over-
estimated risk attributable to genetics, environment, and
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stress and underestimated age, obesity, and sunlight. Fifteen
percent held fatalistic views that risk of cancer is not mod-
ifiable. Because health beliefs are strong determinants of
health behaviors, these data have big implications for the
promotion of cancer awareness. Targeted health-promotion
campaignsthatlead to better understanding of risk factorsand
increased prevention efforts will offer cost-effective and
sustainable means of reducing the global cancer burden in
the long term.
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Abstract:

There are meaningful cancer-related disparities in the Appalachian region of the U.S. To address these disparities, the
Appalachia Community Cancer Network (ACCN), a collaboration of investigators and community partners in five states
(Kentucky, Ohio, Pennsylvania, Virginia, and West Virginia), is involved in increasing cancer education and awareness,
conducting community-based participatory research (CBPR), and creating mentorship and training opportunities. The
primary objective of this paperisto describe cancer-related disparities in the Appalachian region of the U.S. as an example of
the disparities experienced by underserved, predominantly white, rural populations, and to describe ACCN activities
designed to intervene regarding these disparities. An ACCN overview/history and the diverse activities of ACCN-
participating states are presented in an effort to suggest potential useful strategies for working to reduce health-related
disparities in underserved white populations. Strengths that have emerged from the ACCN approach (e.g., innovative
collaborations, long-standing established networks) and remaining challenges (e.g., difficulties with continually changing
communities, scarce resources) are described. Important recommendations that have emerged from the ACCN are also
presented, including the value of allowing communities to lead CBPR efforts. Characteristics of the community-based work
of the ACCN provide a framework for reducing health-related disparities in Appalachia and in other underserved white and
rural populations.
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