CANCER IN SPECIFIC POPULATIONS US

UNDERSTANDING CANCER IN SPECIFIC POPULATIONS IN THE US
CANCER IN SPECIFIC POPULATIONS US REPRESENTS A CRITICAL AREA OF PUBLIC HEALTH, REVEALING DISPARITIES IN INCIDENCE,
MORTALITY, AND OUTCOMES THAT ARE DEEPLY INTERTWINED WITH SOCIOECONOMIC FACTORS, GENETICS, ENVIRONMENT, AND
ACCESS TO CARE. THESE DIFFERENCES ARE NOT RANDOM BUT OFTEN REFLECT SYSTEMIC INEQUITIES AND UNIQUE BIOLOGICAL
SUSCEPTIBILITIES. ADDRESSING CANCER IN THESE DIVERSE GROUPS REQUIRES A NUANCED UNDERSTANDING OF THEIR DISTINCT
CHALLENGES AND TAILORED STRATEGIES FOR PREVENTION, DIAGNOSIS, AND TREATMENT. THIS COMPREHENSIVE ARTICLE DELVES
INTO THE COMPLEXITIES OF CANCER ACROSS VARIOUS DEMOGRAPHICS IN THE UNITED STATES, EXPLORING THE SPECIFIC RISKS,
BARRIERS, AND EMERGING SOLUTIONS THAT IMPACT MINORITY GROUPS, L GBTQ+ INDIVIDUALS, PEOPLE WITH DISABILITIES, AND
THOSE IN UNDERSERVED GEOGRAPHIC REGIONS. BY SHEDDING LIGHT ON THESE VITAL ISSUES, WE AIM TO FOSTER GREATER
AW ARENESS AND DRIVE PROGRESS TOWARD EQUITABLE CANCER CARE FOR ALL AMERICANS.
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UNDERSTANDING CANCER DISPARITIES IN THE US

CANCER DISPARITIES IN THE UNITED STATES ARE A SIGNIFICANT PUBLIC HEALTH CONCERN, HIGHLIGHTING THE UNEVEN BURDEN OF
CANCER ACROSS DIFFERENT DEMOGRAPHIC GROUPS. THESE DISPARITIES MANIFEST IN HIGHER INCIDENCE RATES, INCREASED
MORTALITY, AND POORER SURVIVAL OUTCOMES FOR CERTAIN POPULATIONS COMPARED TO THE GENERAL POPULATION.
FACTORS CONTRIBUTING TO THESE DIFFERENCES ARE MULTIFACETED, ENCOMPASSING GENETICS, LIFESTYLE, ENVIRONMENTAL
EXPOSURES, AND, CRUCIALLY, SYSTEMIC SOCIAL AND ECONOMIC DETERMINANTS OF HEALTH. (UNDERSTANDING THESE
COMPLEXITIES IS THE FIRST STEP TOWARD DEVELOPING EFFECTIVE INTERVENTIONS AND ACHIEVING HEALTH EQUITY IN CANCER
CARE.

RACIAL AND ETHNIC MINORITY POPULATIONS

RACIAL AND ETHNIC MINORITY GROUPS IN THE US OFTEN BEAR A DISPROPORTIONATE BURDEN OF CANCER. THESE DISPARITIES ARE
NOT DUE TO INHERENT BIOLOGICAL DIFFERENCES BUT RATHER TO A COMPLEX INTERPLAY OF SOCIAL, ECONOMIC, AND
ENVIRONMENTAL FACTORS THAT INFLUENCE CANCER RISK, SCREENING, DIAGNOSIS, AND TREATMENT. ADDRESSING THESE INEQUITIES
REQUIRES A DEEP UNDERSTANDING OF THE SPECIFIC CHALLENGES FACED BY EACH GROUP.

HispANIC/LATINO POPULATIONS

HISPANIC/LATINO POPULATIONS, THE LARGEST MINORITY GROUP IN THE US/ EXPERIENCE VARYING CANCER BURDENS DEPENDING
ON THEIR COUNTRY OF ORIGIN AND ACCULTURATION LEVEL. CERTAIN CANCERS, SUCH AS STOMACH, LIVER, AND CERVICAL
CANCERS, ARE MORE PREVALENT IN THIS DEMOGRAPHIC. FACTORS CONTRIBUTING TO THESE DISPARITIES INCLUDE LOWER RATES
OF HEALTH INSURANCE, LIMITED ACCESS TO CULTURALLY AND LINGUISTICALLY APPROPRIATE HEALTHCARE SERVICES, AND A
HIGHER PREVALENCE OF CERTAIN RISK FACTORS LIKE OBESITY AND LESS HEALTHY DIETARY PATTERNS IN SOME SUBGROUPS.

BLACK/ AFRICAN AMERICAN POPULATIONS

BLACK/AFRICAN AMERICANS FACE SOME OF THE MOST SIGNIFICANT CANCER DISPARITIES IN THE US. THEY HAVE HIGHER
INCIDENCE AND MORTALITY RATES FOR MANY COMMON CANCERS, INCLUDING PROSTATE, LUNG, COLORECTAL, AND BREAST
CANCERS. CONTRIBUTING FACTORS INCLUDE A HIGHER PREVALENCE OF CERTAIN GENETIC PREDISPOSITIONS, A HIGHER LIKELIHOOD
OF DIAGNOSIS AT LATER STAGES, AND SYSTEMIC BARRIERS TO QUALITY HEALTHCARE, SUCH AS IMPLICIT BIAS IN HEALTHCARE
SETTINGS, LIMITED ACCESS TO PREVENTIVE SERVICES, AND SOCIOECONOMIC DISADVANTAGES THAT IMPACT DIET, LIFESTYLE,
AND EXPOSURE TO ENVIRONMENTAL CARCINOGENS.

ASIAN AMERICAN AND PACIFIC ISLANDER POPULATIONS

THE ASIAN AMERICAN AND PACIFIC ISLANDER (AAPI) POPULATION IS INCREDIBLY DIVERSE, WITH DISTINCT CANCER RISKS AND
PATTERNS ACROSS DIFFERENT ETHNIC GROUPS. FOR EXAMPLE, CERTAIN EAST ASIAN SUBGROUPS HAVE HIGHER RATES OF
STOMACH AND LIVER CANCERS, WHILE PACIFIC ISLANDERS OFTEN HAVE HIGHER RATES OF OBESITY-RELATED CANCERS LIKE
COLORECTAL AND LIVER CANCER. DISPARITIES CAN ARISE FROM CULTURAL FACTORS, LANGUAGE BARRIERS, IMMIGRATION
STATUS, AND ACCESS TO CULTURALLY TAILORED SCREENING AND PREVENTION PROGRAMS.

AMERICAN INDIAN AND ALASKA NATIVE POPULATIONS

AMERICAN INDIAN AND ALASKA NATIVE (Al/AN) POPULATIONS EXPERIENCE DISPROPORTIONATELY HIGH RATES OF CERTAIN



CANCERS, INCLUDING LUNG, LIVER, KIDNEY, AND CERVICAL CANCERS. THESE DISPARITIES ARE LINKED TO FACTORS SUCH AS HIGHER
RATES OF SMOKING, ALCOHOL CONSUMPTION, OBESITY, AND LOWER SOCIOECONOMIC STATUS, AS WELL AS LIMITED ACCESS TO
HEALTHCARE SERVICES, PARTICULARLY IN REMOTE RURAL AREAS. HISTORICAL TRAUMA AND SYSTEMIC INEQUITIES ALSO PLAY A
SIGNIFICANT ROLE IN THESE HEALTH OUTCOMES.

LGBTQ+ PopuLATIONS

\WHILE NOT A RACIAL OR ETHNIC GROUP, LESBIAN, GAY, BISEXUAL, TRANSGENDER, AND QUEER (LGBTQ+) INDIVIDUALS
CONSTITUTE A SPECIFIC POPULATION GROUP THAT EXPERIENCES UNIQUE CANCER-RELATED CHALLENGES. THESE DISPARITIES ARE
OFTEN ROOTED IN DISCRIMINATION, STIGMA, AND LACK OF AFFIRMING HEALTHCARE, LEADING TO BARRIERS IN ACCESSING
PREVENTIVE CARE, SCREENING, AND TREATMENT. TRUST IN THE HEALTHCARE SYSTEM CAN BE ERODED BY PAST NEGATIVE
EXPERIENCES, FURTHER IMPACTING HEAL TH-SEEKING BEHAVIORS.

CANCER RISks AND SCREENING

LGBTQ+ INDIVIDUALS MAY FACE UNIQUE CANCER RISKS AND SCREENING CHALLENGES. FOR INSTANCE, GAY AND BISEXUAL MEN
MAY HAVE LOWER RATES OF HPV VACCINATION AND HIGHER RATES OF ANAL CANCER. TRANSGENDER INDIVIDUALS,
PARTICULARLY TRANSGENDER W OMEN UNDERGOING HORMONE THERAPY, MAY REQUIRE SPECIFIC SCREENING PROTOCOLS FOR
BREAST CANCER. FEAR OF DISCRIMINATION CAN LEAD TO DELAYED OR AVOIDED SCREENING APPOINTMENTS, RESULTING IN
DIAGNOSES AT LATER, LESS TREATABLE STAGES.

SpeciFic CANCER TYPES

CERTAIN CANCERS ARE MORE PREVALENT OR PRESENT DIFFERENTLY WITHIN LGBTQ+ COMMUNITIES. FOR EXAMPLE, DUE TO
LOWER RATES OF SCREENING AND DIAGNOSIS AT LATER STAGES, SOME LGBT Q+ INDIVIDUALS MAY EXPERIENCE HIGHER
MORTALITY FROM CANCERS LIKE COLORECTAL CANCER. UNDERSTANDING THESE NUANCES IS CRITICAL FOR DEVELOPING TARGETED
INTERVENTIONS AND EDUCATIONAL CAMPAIGNS.

PeopLE WITH DISABILITIES

INDIVIDUALS WITH DISABILITIES ARE ANOTHER SPECIFIC POPULATION THAT OFTEN EXPERIENCES CANCER DISPARITIES. THESE CAN
STEM FROM A VARIETY OF FACTORS, INCLUDING LIMITED ACCESS TO ACCESSIBLE HEALTHCARE FACILITIES, COMMUNICATION
BARRIERS, AND ASSUMPTIONS MADE BY HEALTHCARE PROVIDERS ABOUT THEIR QUALITY OF LIFE OR WILLINGNESS TO UNDERGO
CANCER TREATMENT. PHYSICAL AND COGNITIVE IMPAIRMENTS CAN ALSO MAKE IT CHALLENGING TO ADHERE TO SCREENING
SCHEDULES OR RECOGNIZE EARLY SYMPTOMS.

GEOGRAPHIC AND SOCIOECONOMIC DISPARITIES

\/HERE A PERSON LIVES AND THEIR SOCIOECONOMIC STATUS SIGNIFICANTLY INFLUENCE THEIR RISK OF AND OUTCOMES FROM
CANCER. THESE FACTORS OFTEN INTERSECT WITH RACE, ETHNICITY, AND OTHER DEMOGRAPHIC CHARACTERISTICS, EXACERBATING
EXISTING DISPARITIES.



RuUrAL vs. UrBAN DIFFERENCES

RESIDENTS OF RURAL AREAS IN THE US OFTEN FACE GREATER CHALLENGES IN ACCESSING CANCER CARE. THIS INCLUDES A
SHORTAGE OF ONCOLOGISTS AND SPECIALIZED CANCER CENTERS, LONGER TRAVEL DISTANCES TO TREATMENT FACILITIES, AND
LIMITED AVAILABILITY OF SCREENING PROGRAMS. THESE BARRIERS CAN LEAD TO DELAYED DIAGNOSES AND POORER OUTCOMES,
PARTICULARLY FOR CANCERS THAT REQUIRE TIMELY INTERVENTION.

Low-INcoME AND UNINSURED POPULATIONS

INDIVIDUALS WITH LOW INCOMES AND THOSE WHO ARE UNINSURED OR UNDERINSURED ENCOUNTER SIGNIFICANT HURDLES IN
RECEIVING TIMELY AND COMPREHENSIVE CANCER CARE. FINANCIAL CONSTRAINTS CAN PREVENT THEM FROM ACCESSING PREVENTIVE
SCREENINGS, SEEKING EARLY DIAGNOSTIC SERVICES, OR AFFORDING RECOMMENDED TREATMENTS AND FOLLOW-UP CARE. THIS
OFTEN LEADS TO CANCER BEING DIAGNOSED AT MORE ADVANCED STAGES, SIGNIFICANTLY REDUCING TREATMENT EFFECTIVENESS
AND SURVIVAL RATES.

ADDRESSING CANCER IN SPECIFIC POPULATIONS

ADDRESSING THE COMPLEX ISSUE OF CANCER IN SPECIFIC POPULATIONS REQUIRES A MULTI-PRONGED APPROACH THAT TARGETS
THE ROOT CAUSES OF DISPARITIES AND TAILORS INTERVENTIONS TO MEET THE UNIQUE NEEDS OF EACH GROUP. THIS INVOLVES A
COMMITMENT TO SYSTEMIC CHANGE AND A FOCUS ON EQUITY.

IMPROVING ACCESS TO CARE AND SCREENING

EXPANDING ACCESS TO AFFORDABLE HEALTH INSURANCE AND INCREASING THE AVAILABILITY OF SCREENING SERVICES IN
UNDERSERVED COMMUNITIES ARE CRUCIAL STEPS. MOBILE SCREENING UNITS, COMMUNITY HEALTH \WORKER PROGRAMS, AND
TELEHEALTH SERVICES CAN HELP OVERCOME GEOGRAPHIC AND LOGISTICAL BARRIERS. ENSURING THAT SCREENING GUIDELINES ARE
CULTURALLY RELEVANT AND WIDELY DISSEMINATED CAN ALSO IMPROVE UPTAKE.

CuULTURALLY CoMPETENT CANCER CARE

HEALTHCARE PROVIDERS MUST BE TRAINED IN CULTURAL HUMILITY AND COMPETENCE TO EFFECTIVELY COMMUNICATE WITH AND
CARE FOR DIVERSE PATIENT POPULATIONS. THIS INCLUDES UNDERSTANDING CULTURAL BELIEFS ABOUT HEALTH AND ILLNESS,
ADDRESSING LANGUAGE BARRIERS WITH TRAINED INTERPRETERS, AND BUILDING TRUST WITH COMMUNITIES. CULTURALLY
TAILORED EDUCATIONAL MATERIALS AND SUPPORT SERVICES CAN ALSO ENHANCE PATIENT ENGAGEMENT AND ADHERENCE TO
TREATMENT PLANS.

COMMUNITY-BASED INTERVENTIONS

ENGAGING COMMUNITY ORGANIZATIONS AND LEADERS IS VITAL FOR DEVELOPING AND IMPLEMENTING EFFECTIVE CANCER CONTROL
PROGRAMS. THESE PARTNERSHIPS CAN HELP TAILOR INTERVENTIONS TO THE SPECIFIC NEEDS AND CULTURAL CONTEXTS OF A
POPULATION, INCREASE AW ARENESS OF CANCER RISKS AND PREVENTION STRATEGIES, AND PROMOTE PARTICIPATION IN SCREENING
AND EARLY DETECTION PROGRAMS. COMMUNITY HEALTH WORKERS CAN SERVE AS TRUSTED LIAISONS BETWEEN HEAL THCARE
SYSTEMS AND THE COMMUNITIES THEY SERVE.



ReseAarcH AND DATA COLLECTION

CONTINUED RESEARCH IS ESSENTIAL TO BETTER UNDERSTAND THE UNIQUE BIOLOGICAL, ENVIRONMENTAL, AND SOCIAL FACTORS
THAT CONTRIBUTE TO CANCER DISPARITIES IN SPECIFIC POPULATIONS. MORE INCLUSIVE CLINICAL TRIALS AND ROBUST DATA
COLLECTION THAT CAPTURES DETAILED DEMOGRAPHIC INFORMATION ARE NEEDED TO IDENTIFY SPECIFIC NEEDS AND EVALUATE THE
EFFECTIVENESS OF INTERVENTIONS. ANALYZING DATA BY RACE, ETHNICITY, SEXUAL ORIENTATION, GENDER IDENTITY, DISABILITY
STATUS, AND GEOGRAPHIC LOCATION IS PARAMOUNT.

PoLicy AND ADVOCACY

POLICY CHANGES AT LOCAL, STATE, AND FEDERAL LEVELS ARE NECESSARY TO ADDRESS THE SYSTEMIC ISSUES THAT DRIVE
CANCER DISPARITIES. THIS INCLUDES ADVOCATING FOR POLICIES THAT PROMOTE HEALTH EQUITY, IMPROVE ACCESS TO
AFFORDABLE HEALTHCARE, REDUCE ENVIRONMENTAL EXPOSURES TO CARCINOGENS, AND SUPPORT RESEARCH FOCUSED ON
UNDERSERVED POPULATIONS. STRONG ADVOCACY EFFORTS CAN BRING ATTENTION TO THESE CRITICAL ISSUES AND DRIVE
MEANINGFUL CHANGE.

CoNcCLUSION

THE LANDSCAPE OF CANCER IN SPECIFIC POPULATIONS IN THE US IS CHARACTERIZED BY PROFOUND DISPARITIES THAT DEMAND
URGENT ATTENTION AND ACTION. FROM RACIAL AND ETHNIC MINORITIES TO LGBTQ+ INDIVIDUALS AND PEOPLE WITH
DISABILITIES, VARIOUS GROUPS FACE UNIQUE CHALLENGES THAT IMPACT THEIR CANCER RISK, DIAGNOSIS, AND SURVIVAL.
ADDRESSING THESE INEQUITIES REQUIRES A COMPREHENSIVE AND COLLABORATIVE EFFORT INVOLVING HEALTHCARE PROVIDERS,
RESEARCHERS, POLICYMAKERS, COMMUNITY ORGANIZATIONS, AND THE POPULATIONS THEMSELVES. BY PRIORITIZING CULTURALLY
COMPETENT CARE, IMPROVING ACCESS TO SERVICES, FOSTERING INCLUSIVE RESEARCH, AND ADVOCATING FOR EQUITABLE
POLICIES, WE CAN MOVE CLOSER TO A FUTURE WHERE CANCER OUTCOMES ARE NO LONGER DICTATED BY ONE'S DEMOGRAPHIC
CHARACTERISTICS.

FREQUENTLY AskeD QUESTIONS

QI \WHAT ARE THE PRIMARY REASONS FOR CANCER DISPARITIES IN MINORITY
POPULATIONS IN THE US?

A: CANCER DISPARITIES IN MINORITY POPULATIONS ARE PRIMARILY DRIVEN BY A COMPLEX INTERPLAY OF SOCIOECONOMIC
FACTORS, LIMITED ACCESS TO QUALITY HEALTHCARE, ENVIRONMENTAL EXPOSURES, CULTURAL BARRIERS, AND, IN SOME CASES,
GENETIC PREDISPOSITIONS. SYSTEMIC INEQUITIES AND HISTORICAL DISADVANTAGES SIGNIFICANTLY CONTRIBUTE TO THESE
DIFFERENCES IN INCIDENCE, MORTALITY, AND SURVIVAL RATES.

Q: How DOES SEXUAL ORIENTATION AND GENDER IDENTITY IMPACT CANCER RISK AND
CARE FOR LGBTQ+ INDIVIDUALS?

A: SEXUAL ORIENTATION AND GENDER IDENTITY CAN IMPACT CANCER RISK AND CARE DUE TO FACTORS SUCH AS HIGHER RATES
OF CERTAIN RISK BEHAVIORS IN SOME SUBGROUPS, LOWER SCREENING RATES DUE TO FEAR OF DISCRIMINATION OR LACK OF
AFFIRMING CARE, AND UNIQUE SCREENING NEEDS FOR TRANSGENDER INDIVIDUALS. STIGMA AND MISTRUST IN THE HEAL THCARE
SYSTEM CAN ALSO LEAD TO DELAYED DIAGNOSES AND TREATMENT.



Q: WHAT CHALLENGES DO PEOPLE WITH DISABILITIES FACE IN CANCER PREVENTION AND
CARE?

A: PEOPLE WITH DISABILITIES MAY FACE CHALLENGES INCLUDING PHYSICAL INACCESSIBILITY OF HEALTHCARE FACILITIES,
COMMUNICATION BARRIERS WITH PROVIDERS, LACK OF PROVIDER AW ARENESS REGARDING SPECIFIC NEEDS, AND ASSUMPTIONS
ABOUT QUALITY OF LIFE THAT CAN INFLUENCE TREATMENT DECISIONS. THESE FACTORS CAN LEAD TO MISSED SCREENINGS AND
DELAYED DIAGNOSES.

QI ARE THERE SPECIFIC CANCERS THAT DISPROPORTIONATELY AFFECT AMERICAN INDIAN
AND ALASKA NATIVE POPULATIONS?

A: YES/ AMERICAN INDIAN AND ALASKA NATIVE POPULATIONS EXPERIENCE DISPROPORTIONATELY HIGH RATES OF CERTAIN
CANCERS, INCLUDING LUNG, LIVER, KIDNEY, AND CERVICAL CANCERS. THESE ARE OFTEN LINKED TO HIGHER PREVALENCE OF RISK
FACTORS LIKE SMOKING AND ALCOHOL CONSUMPTION, AS WELL AS LIMITED ACCESS TO HEALTHCARE.

Q: How DO RURAL COMMUNITIES EXPERIENCE DIFFERENT CANCER CHALLENGES COMPARED
TO URBAN AREAS?

A: RURAL COMMUNITIES OFTEN FACE CHALLENGES RELATED TO LIMITED ACCESS TO CANCER SPECIALISTS AND TREATMENT
CENTERS, LONGER TRAVEL DISTANCES FOR CARE, AND FEWER COMPREHENSIVE SCREENING PROGRAMS. THESE GEOGRAPHIC
BARRIERS CAN RESULT IN LATER STAGE DIAGNOSES AND POORER OUTCOMES COMPARED TO URBAN POPULATIONS.

QZ \WHAT ROLE DOES SOCIOECONOMIC STATUS PLAY IN CANCER DISPARITIES IN THE
usS?

A: SOCIOECONOMIC STATUS PLAYS A CRITICAL ROLE BY INFLUENCING ACCESS TO HEALTH INSURANCE, NUTRITIOUS FOOD, SAFE
ENVIRONMENTS, AND TIMELY HEALTHCARE. LOW-INCOME INDIVIDUALS AND THOSE WHO ARE UNINSURED OR UNDERINSURED ARE
MORE LIKELY TO BE DIAGNOSED WITH CANCER AT LATER STAGES, WHEN IT IS HARDER TO TREAT, LEADING TO HIGHER MORTALITY
RATES.

Q: WHAT IS MEANT BY “CULTURALLY COMPETENT CANCER CARE,” AND WHY IS IT
IMPORTANT?

A: CULTURALLY COMPETENT CANCER CARE REFERS TO HEALTHCARE SERVICES THAT ARE SENSITIVE TO AND RESPECTFUL OF THE
CULTURAL BELIEFS, VALUES, AND PRACTICES OF DIVERSE PATIENT POPULATIONS. IT IS IMPORTANT BECAUSE IT IMPROVES
PATIENT ENGAGEMENT, ADHERENCE TO TREATMENT, AND OVERALL HEALTH OUTCOMES BY BUILDING TRUST AND ADDRESSING
INDIVIDUAL NEEDS EFFECTIVELY.

QZ How CAN COMMUNITY-BASED INTERVENTIONS HELP REDUCE CANCER DISPARITIES?

A: COMMUNITY-BASED INTERVENTIONS CAN EFFECTIVELY REDUCE CANCER DISPARITIES BY TAILORING PREVENTION AND SCREENING
PROGRAMS TO THE SPECIFIC NEEDS AND CULTURAL CONTEXTS OF A POPULATION, INCREASING HEALTH LITERACY, BUILDING
TRUST, AND PROMOTING ACCESS TO CARE THROUGH LOCAL PARTNERSHIPS AND RESOURCES.
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