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African American suffers significantly more cancer morbidity
and mortality than the white population. In order to decrease this
differential, it is critical to understand the particular barriers to health
and health care that underserved African Americans face. The barriers
have been identified as: inadequate access to and availability of health
care services, lack of knowledge of cancer prevention and screening
recommendations, low literacy, mistrust of the health care system,
fear and fatalism regarding cancer cure. The National Cancer Institute
(NCI) defines “Cancer Health Disparities” as adverse differences in
cancer incidence (new cases), cancer prevalence (all existing cases),
cancer death (mortality), cancer survivorship, and burden of cancer or
related health conditions that exist among specific population groups
in the United States. The United States Census Bureau estimates that
in 2013 there are nearly 42 million African Americans living in the
United States, comprising 13 percent of the total population[1]. In
2010, nearly one out of every four African Americans resided in New
York, Florida, or Texas [2]. Of the more than 3 million foreign-born
African Americans, the majority were born in the Caribbean (53%) or
Africa (35%)[3].
Cancer ranks second only to cardiovascular disease as the leading
cause of death in the United States. Cancer is a group of diseases
characterized by uncontrolled growth and spread of abnormal cells.
Cancer is caused by both external factors (tobacco, infectious organisms,
poor nutrition, chemicals, and radiation) and internal factors (inherited
genetic mutations, hormones, immune conditions, and mutations that
occur from metabolism). These causal factors may act together or in
sequence to initiate or promote the development of cancer. African
Americans have the highest death rate and shortest survival of any
racial and ethnic group in the United States for most cancers. The
causes of these inequalities are complex and are thought to reflect social
and economic disparities more than biological differences associated
with race. Socioeconomic disparities include inequalities in work,
wealth, income, education, housing and overall standard of living, as
well as barriers to high-quality cancer prevention, early detection, and
treatment services. Overall, about 1 in 2 African American men and 1
in 3 African American women will be diagnosed with cancer in their
lifetime and the lifetime probability of dying from cancer is about 1 in
4 for African American men and 1 in 5 for African American women.
The National Cancer Institute estimates that approximately 1,045,935
African American with a history of cancer were alive on January 1, 2009
[4].
A substantial proportion of cancer cases and deaths could be
prevented with the adoption of healthier lifestyles, such as avoiding
tobacco products, maintaining a healthy body weight, and being
physically active. For example, a large proportion of colorectal cancers
could be prevented by avoiding risk factors such as obesity, physical
inactivity, and high consumption of red and processed meat. Cervical
cancers, which are caused by persistent infection with Human
Papillomavirus (HPV), could be prevented by vaccination against
cancer-causing types of HPV. Among males, incidence and death
rates are higher among African Americans than whites for all cancers
combined and for the most common cancers (including prostate,
lung, colorectal, kidney, and pancreas). In contrast, African American
women have a lower risk of cancer overall than white women, largely
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due to lower incidence rates for the two most common cancers, breast
and lung. Incidence rates for Kaposi Sarcoma (KS), stomach cancer,
and multiple myeloma are about twice as high in African Americans
compared to whites. The incidence rates of KS are 2.7 times higher
in African American men compared to white men and 3.6 times
higher in African American women compared to white women.
In the US, KS primarily occurs among people infected with Human
Immunodeficiency Virus (HIV). Higher rates of stomach cancer in
African Americans are limited to non-cardia gastric cancers which may
reflect higher rates of Helicobacter pylori infection. High consumption
of salt and grilled meat also increases risk [5].
African Americans have lower 5-year survival than whites overall
and for each stage of diagnosis for most cancers sites. Much of the
difference in survival is believed to be due to barriers that limit access
to timely, high-quality medical care [6-11]. Furthermore, African
Americans are more likely to be diagnosed at a later stage of disease,
when treatment choices are more limited and less effective. These issues
are recognized to largely reflect socioeconomic disparities associated
with race.
Breast cancer is the most commonly diagnosed cancer among
African American women. Breast cancers diagnosed in African
American women are more likely to have factors associated with poor
prognosis, such as higher grade, advanced stage, and negative hormone
(estrogen [ER] and progesterone [PR]) receptor status [12-14]. Studies
have shown that certain reproductive patterns that are more common
among African American women (including giving birth to more
than one child, younger age at menarche, early age at first pregnancy),
may be associated with increased risk for aggressive subtypes of breast
cancer [15]. The most common gene mutations of BRCA1 and BRCA2
are associated with the breast cancer.
Cervical cancer is almost always caused by persistent genital Human
Papillomavirus (HPV) infection. The incidence rate of cervical cancer
is 34% higher in African American than white women. Cervical cancer
is one of only two cancers (colorectal is the other) that can actually
be prevented through screening with routine Pap tests or through the
HPV vaccine.
Colorectal cancer (CRC), often referred to as colon cancer, develops
in the colon or the rectum. Colon cancer is the third most common
cancer in both African American men and women. Major modifiable
factors that increase risk for colorectal cancer include obesity, diabetes,
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high consumption of red or processed meats, alcohol consumption,
and smoking. Studies consistently report that regular physical activity
is associated with a lower risk of colon cancer [16]. The majority of CRC
can be prevented with proper screening, early detection and removal of
adenomatous polyps.
Lung cancer is the second most common cancer in both African
American men and women. Lung cancer is the top cancer killer of
women, and some medical experts say that they are seeing more patients
in their 20s and 30s, many of them nonsmokers. The disease takes more
lives than breast, prostate, colon, and pancreatic cancers combined,
and its survival rate is only 16 percent. Besides smoking, exposure to
second-hand smoke, asbestos, radon or having a family history can put
women at risk. The average incidence rate for cancers of the lung and
bronchus during 2005-2009 was 20% higher in African American men
than in white men. The declines in lung cancer death rates are the result
of decreases in smoking prevalence over the previous 40 years.
Pancreatic cancer is diagnosed in African Americans more often
than in other racial/ethnic groups in the United States. When NFL Hall
of Famer Gene Upshaw died of pancreatic cancer in 2008, it was the
first time many Americans had heard of the disease. One reason for
this lethality is that early pancreatic cancer often causes no symptoms.
By the time doctors detect the disease, it has usually spread beyond
the pancreas. Once that happens, it is rarely curable. Pancreatic cancer
death rates in whites and blacks have gone in opposite directions over
the past several decades in the United States. Current treatments for
patients with pancreatic cancer include surgery, radiation therapy,
chemotherapy, chemoradiation therapy, and targeted therapy.
Prostate cancer is the leading cancer diagnosed in men in the
United States. During 2005-2009, the average annual prostate cancer
incidence rate among African American men was 63% higher than the
rate in white men. The only well-established risk factors for prostate
cancer are age, race, and family history of the disease. The incidence
of pancreatic cancer is 50-90% higher in African Americans than in
any other racial group in the United States. Genetic factor may be
associated with the increased risk of prostate cancer amongst African
Americans as they have higher incidence of K-ras mutations than
Caucasians; and mutated K-ras has been associated with pancreatic
cancer, which is a target for therapy. Prostate cancer in African
American men is associated with specific changes in the IL-16 gene,
according to researchers at the University of Illinois at Chicago College
of Medicine. Exposure to heterocyclic amines may increase prostate
cancer risk. Human sulfotransferase 1A1 (SULT1A1) is involved in
the bioactivation of some dietary procarcinogens. The COX-2 gene
promoter haplotypes may also influence the risk and development of
prostate cancer. Elevated expression of PCGEM1, a prostate-specific
gene with cell growth-promoting function, is associated with highrisk prostate cancer patients. Germ-line mutations of the Macrophage
Scavenger Receptor 1 (MSR1) gene are associated with prostate cancer
risk. A genome-wide scan of high-risk prostate cancer families in
North America has demonstrated linkage of a particular marker to
Chromosome 1q (HPC1). The Digital Rectal Examination (DRE)
and the Prostate Specific Antigen (PSA) are the available diagnosis at
present.
Skin cancer in the form of Basal Cell Carcinoma (BCC) is the most
common cancer in Caucasians, but Squamous Cell Carcinoma (SCC)
is the most common skin cancer among African Americans. Despite
overall improvements in care across all races over the years, African
Americans still suffer the greatest burden for the most common types
of cancer. African Americans are more likely to die from melanoma,
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the deadliest form of skin cancer than are whites. A paper published in
the journal Dermato-Endocrinology points the finger at a seemingly
obvious but overlooked culprit: the sun. The researchers’ theory is
that, in northern latitudes, the dark skin of African Americans cannot
absorb enough sunlight to generate adequate amounts of vitamin D,
which is often called the “sunshine vitamin.” The body uses ultraviolet
rays from the sun to manufacture vitamin D in the inner layers of the
skin. Studies have shown that low levels of vitamin D in the blood seem
to contribute to a weak immune system and a host of diseases, such as
cancer and multiple sclerosis.
Esophageal cancer is the 8th most common cancer and the
6th most common cause of cancer deaths worldwide. Esophageal
Adenocarcinoma (EAC) is the most common type in the United States
and it begins in mucus secreting glands in the lower portion of the
esophagus, while Esophageal Squamous Cell Carcinoma (ESCC) is the
most prominent type worldwide and most often begins in the middle
of the esophagus. Drinking alcohol, smoking or chewing tobacco, being
obese, having Gastroesophageal Reflux Disease (GERD) can lead to
esophageal cancer.
This publication is intended to provide information to cancer
control advocates, community leaders, public health and health care
workers, and other interested in cancer prevention, early detection, and
treatment for African Americans. Effective programs must incorporate
community participation, innovative outreach, use of social networks
and trusted social institutions. Programs that include these strategies
are much more likely to be effective in reducing cancer incidence.
At Edward Waters College, through the OneFlorida Cancer Control
Alliance’s “Minority Education Program”, we are determined to
increase awareness of prevention, early detection and treatment tools
(tobacco control efforts, screening for breast and colorectal cancer, and
the dissemination of state-of-the-art cancer therapies) that can help
everyone in our community to lead healthier lives.
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