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Abstract
Despite advances in screening, diagnosis, and treatment for prostate cancer (PCa), Black men tend to be diagnosed at younger
ages, have higher mortality rates, and are at increased risk of recurrence or metastasis compared to their White counterparts.
PCa disparities among Black men are caused by a complex interaction of social, behavioral, and biological factors across the
public policy, community, organizational, interpersonal, and individual levels. Key contributing factors include mistrust in the
health care system, poor communication between patients and providers, low awareness of screening guidelines, and high
medical costs. These disparities are further exacerbated by the low representation of Black men in clinical trials, which limits
access to high-quality cancer care and generalizability for PCa treatments. In this narrative review of the existing literature, we
examined the epidemiology and identified contributing factors, and propose multi-level strategies to address and mitigate
disparities among Black men with PCa.
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Introduction

Despite improvements in prostate cancer (PCa) screening,
diagnostics, and treatment, Black men are diagnosed at
younger ages, have higher mortality rates, and are at greater
risk of recurrence and metastasis than White men.1-4 Fur-
thermore, Black men also have less access to PCa treatment
and often experience longer treatment delays than White men.
Prostate-specific antigen (PSA) screening is a critical com-
ponent of PCa management, yet significant screening dis-
parities exist, particularly for Black men. Black men are less
likely to undergo PSA screening despite being more likely to
present with higher PSA levels than White men.5 Conse-
quently, this gap in screening rates contributes to delayed
diagnoses and treatment, ultimately leading to higher mor-
tality rates for Black men. Studies have shown that Black men

are more likely to have genomically aggressive cancer, even
with clinically low-risk disease; as such, they tend to benefit
more from PSA testing and more targeted screening for
clinically significant tumors using molecular markers and
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MRI-targeted biopsies.3 Notably, screening guidelines from
the US Preventive Services Task Force (USPSTF) currently
recommend against routine PSA screening; this has led to a
decrease in PCa screening frequency, with Black men expe-
riencing the most significant reduction.3 This has implications
for the early detection of PCa among Black men, who are
2.2 times more likely to die from PCa than White men.3 For
this study, Black men are defined as men of African or Ca-
ribbean ancestry living in the United States, unless otherwise
specified.

The racial disparities seen with PCa are multifaceted and
include social, behavioral, and biological factors.6 Examples
of social and behavioral factors include mistrust in the health
care system, poor patient-provider communication, limited
awareness about screening guidelines and treatment options,
high costs of medical care, and institutional racism.3 Bio-
logical factors include genetic predispositions, differences in
tumor biology, variations in hormone levels, and potentially
differential responses to treatments.3 Black men are also
underrepresented in PCa clinical trials of novel therapeutics,
resulting in a lack of access to high-quality cancer care and
approval of PCa treatments that may not be generalizable.3,6

Furthermore, the lack of representation in studies that inform
screening guidelines negatively impacts Black men.7 Factors
that keep Black men from participating in PCa studies and
clinical trials are also complex and include lack of insurance or
knowledge of clinical trials, mistrust, provider bias, flaws in
study design, and lack of diversity among medical and
research teams.

Given the significant racial PCa disparities and their pro-
found impact on outcomes for Black men, this review is
necessary to understand the contributing factors and propose
effective strategies comprehensively. Here, we will discuss the
epidemiology of racial disparities across the continuum of PCa
care to understand the causes of screening, diagnosis, and
treatment disparities among Black men in the United States.
As the factors contributing to these racial disparities are
complex, their solutions must include multilevel strategies and
interventions. We propose strategies to address these factors at
the public policy, community, organizational, interpersonal,
and individual levels.

The Epidemiology of PCa Disparities

There are striking variances in PCa prevalence and incidence
rates among various racial and ethnic groups (Figure 1). Black
men appear to be notably more affected by PCa than their
White, Asian, or Hispanic counterparts. Studies have shown
that almost 1 in 3 new cancer diagnoses among men is PCa,
and it continues to be the second leading cause of cancer-
related death.8 Black men have higher PCa incidence and
mortality rates than men of other ethnic and racial back-
grounds, with a 2.5-fold higher risk of being diagnosed with a
more aggressive form of PCa (Figure 2).9

We and others have reported that Black men continue to
endure a disproportionate cancer burden, with the highest
death rate and shortest survival of any racial or ethnic group
for most cancers.4,10 Black men are more likely to experience
more aggressive diseases, have higher mortality rates, and be
diagnosed at a younger age than men of any other racial or
ethnic background.11 Further research is needed to understand
these disparities and how effective interventions could reduce
this burden.

Incidence and Mortality of PCa

PCa is 1 of the primary causes of male mortality worldwide,
with mortality rates varying across ethnic and racial groups.
Black men consistently demonstrate 1.6 to 2.4 times higher
incidence rates than Asian, Hispanic, and White men.12-14

Black men also experience much higher PCa-specific mor-
tality rates than other racial and ethnic groups (38.4/
100 000 men), followed by White (18.2/100 000), Hispanic
(15.6/100 000), and Asian men (13.7/100 000).8,13

PCa incidence rates vary for other racial and ethnic groups.
White men exhibit an intermediate incidence rate for PCa.12

For Asian populations, previous studies consistently report
PCa incidence rates ranging between 30% and 50% lower than
White or Black populations.12 It should be noted that variance
exists within Asian populations because of specific subgroup
characteristics, lifestyle factors, and geographical regions.12

Hispanic men typically exhibit lower incidence rates than
Black or White populations, and disparities may not be as
pronounced as those seen among Black populations.12

However, the available data aggregate all Hispanic sub-
groups into 1 broad group, including Mexican, Puerto Rican,
Cuban, South or Central American, and Dominican sub-
populations. Interestingly, Puerto Rican men showed much
higher PCa-specific mortality rates than other Hispanic
groups.15 Indeed, PCa is the most common type of cancer and
accounts for the most cancer-specific deaths among Puerto
Rican men.16,17

Disparities Among Black Subpopulations

Though this paper’s primary objective is to highlight PCa
disparities among Black men in the United States, it is also
essential to acknowledge the significant variations in inci-
dence and outcomes across different Black populations
worldwide.18,19 For example, Caribbean men of African de-
scent experience higher PCa incidence rates compared to
African American men.19 Sub-Saharan African men exhibit
varied incidence rates that can be affected by factors like
genetic predispositions, lifestyle differences, and disparities in
health care access and quality.20 Such variations demonstrate
the complexity of PCa disparities and emphasize the need for
research that includes all men affected by the African
Diaspora.18,21,22
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A cohort study demonstrated that Black men in the UK
had significantly higher PSA values and were more likely to
be diagnosed with prostate cancer within 1 year of receiving
their PSA test than White or Asian men. Furthermore, an
study of PCa among immigrants in the U.S. indicated that
Caribbean men from Guyana and Trinidad experienced

significantly greater mortality risks than US-born Black
men.18

Most available data on PCa incidence and mortality among
Black men are limited by the lack of stratification by country
or region of origin. Understanding the differences in PCa
incidence and mortality between Caribbean, African, and

Figure 1. Prostate cancer incidence stratified by race between 2000 and 2020 in the United States. Image created in SEER*Explore using
SEER Incidence Data, November 2022 Submission (1975-2020), SEER 22.

Figure 2. Prostate cancer mortality rates stratified by race in the United States between 2000 and 2020. Image created in SEER*Explore using
SEER Incidence Data, November 2022 Submission (1975-2020), SEER 22.
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African American men is essential to crafting targeted in-
terventions that address specific risk factors and barriers.23

Further research must explore the genetic, environmental, and
sociocultural influences that lead to these disparities and create
more effective screening and treatment plans for all pop-
ulations worldwide. By expanding our understanding of PCa
among Black men globally, we will also reduce its burden
among this population.

Understanding the Causes of PCa Disparities

Disparities in PCa mortality between ethnic and racial pop-
ulations can be explained by various factors, including genetic
and biological factors, socioeconomic status (SES), health
care access barriers, cultural beliefs and attitudes, and health
behaviors.17 Limited health care access and use may result in
delayed diagnoses, with more advanced disease stages at
diagnosis; this may lead to worse survival outcomes. Multiple
interlinked factors can explain racial and ethnic disparities in
PCa prevalence and incidence. Genetic mutations could in-
fluence the aggressiveness of prostate tumors as well as their
response to treatment, thus contributing to the observed
disparities. Socioeconomic issues, such as access and use
gaps, impact early detection and timely treatment, which
affects incidence and prevalence rates.

Genetic and Biological Factors

Genetic predisposition plays a key role in PCa disparities
across ethnic and racial groups. Genetic variations, including
inherited mutations or polymorphisms, can influence the in-
cidence, aggressiveness, and treatment outcomes associated
with PCa. Certain genetic mutations, specifically BRCA1 and
BRCA2, have been linked with an increased risk of PCa among
men, particularly those affected at a young age.24 Hereditary
mutations of BRCA1 and BRCA2 genes, which have long been
associated with breast and ovarian cancers, can also increase
PCa risks.25 The BRCA1 and BRCA2mutations are associated
with more aggressive forms of PCa and poorer outcomes,
underscoring the significance of genetic screening and per-
sonalized treatment plans tailored specifically for each person.
Research on these mutations has significantly advanced our
understanding of their causes and lead to the creation of
targeted therapies. Men carrying BRCA mutations may es-
pecially benefit from regular screenings and therapies tailored
specifically to their genetic profile. Understanding the prev-
alence and effect of BRCA1 and BRCA2 mutations across
various populations is critical for creating effective prevention
and treatment strategies. Recently, somatic mutations in driver
genes, such as NCOA2, STK19, DDX11L1, and PCAT1, were
found more often among men with African ancestry with PCa
compared to men with European ancestry. These ancestral
attributes of patients may contribute to PCa disparities.26

Ancestral genetic factors play a significant role in PCa, with
278 genetic risk variants having been identified through

genome-wide association studies (GWAS)27,28; however, it is
crucial to highlight the significant disparity in sample repre-
sentation for such studies, with the majority of samples being
from patients with European ancestry (95.85%) as compared
to African American or Afro-Caribbean ancestry (0.49%).28

Additional research by Wang et al27 further revealed
187 previously unreported genetic risk variants for PCa,
bringing the total number of identified variants to 451.27

Notably, the genetic risk scores derived from this multi-
ancestry GWAS were associated with a higher risk of ag-
gressive vs non-aggressive disease among men with African
ancestry. This emphasizes the importance of exploring the
genetic landscape of PCa among Black men to better un-
derstand and address the disparities observed across different
ancestral groups. Further research is needed to understand the
role genetics may have on to PCa health disparities across the
African Diaspora.28

Hormonal factors also influence PCa disparities, with
variations in hormone levels, metabolism, and androgen re-
ceptor activity potentially leading to differences in PCa in-
cidence, development, aggressiveness, progression, and
response to hormone therapies.29 The metabolism of andro-
gens, like testosterone and dihydrotestosterone (DHT), is
affected by genetic variations, such as polymorphisms in
genes encoding enzymes involved with androgen metabolism;
this can lead to ethnic and racial variations that impact an-
drogen metabolism and disparities in PCa risk.30 Furthermore,
higher testosterone levels have been associated with an in-
creased risk of PCa.31 A previous study suggested that tes-
tosterone levels decrease more significantly with age in Black
males than in White males, potentially contributing to racial
disparities in PCa; these findings warrant further
investigation.31

Socioeconomic Status

SES, income, education, occupation, and environmental ex-
posures influence PCa outcomes and differences in access to
health care services, environmental carcinogens, and health
literacy.32 Lower income levels often prevent access to health
care resources, including preventive screenings and early
diagnosis of PCa.32 This results in PCa being diagnosed at
more advanced stages among Black patients than their White
counterparts.13 Furthermore, a lack of education and low
health literacy may result in delays in seeking medical help
and poorer outcomes.32

In addition, certain racial and ethnic groups may have a
higher likelihood of being exposed to occupational hazards
like heavy metals, pesticides, and industrial chemicals, further
compounding health disparities, including increasing their risk
of PCa.33 Environmental exposure refers to individuals’
contact with potentially hazardous substances in their sur-
roundings; this exposure is more prevalent among lower-SES
populations. Exposures could include occupational hazards
and residential proximity to pollutant sources.34 Lower SES
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populations face an array of risk factors that increase their
vulnerability to PCa while complicating overall health out-
comes.34 Furthermore, working in stressful environments with
long hours, job strain, and limited control may contribute to
negative health outcomes, including PCa-related outcomes.34

By understanding the relationship between SES and envi-
ronmental exposures, we can more efficiently address the root
causes of health disparities and design targeted interventions
to mitigate them.

Healthcare Access Barriers

Access to health care is 1 of the main factors contributing to
PCa disparities across ethnic and racial groups, leading to
delayed diagnoses, suboptimal treatments, and poor survival
rates.35 uninsured patients face additional barriers when
seeking preventive screenings and early diagnosis services
like PCa screenings.10 Racial and ethnic minority populations,
and Black men in particular, may face additional difficulties
accessing high-quality health care because of a shortage of
providers within a geographical location or limited availability
of specialized services.35

Disparities also exist in PSA testing rates, an essential
screening tool for PCa. Black men may be less likely to
undergo PSA testing than other racial and ethnic groups,
which may delay diagnosis until their disease has already
begun to progress.10 Furthermore, variations in guidelines and
recommendations could contribute to these disparities; recent
revisions emphasize shared decision-making as part of
screening practices.10

Cultural Beliefs and Attitudes

Differences in cultural beliefs and attitudes contribute sig-
nificantly to disparate PCa outcomes by influencing how
individuals view illness, approach medical interventions, and
engage with health care services. The impact of cultural
factors on PCa outcomes in Black men is multifaceted.36

Cultural factors include mistrust of the health care system,
poor patient-physician communication, stigma, and fear of
PCa diagnosis.3 There is extensive evidence that fear, mistrust,
and negative opinions of health care professionals can con-
tribute to the lower rates of screening practices among Black
men than White men.36,37 Feelings of fear and shame asso-
ciated with PCa can lead to reluctance to discuss symptoms or
side effects with health care professionals; this can result in
individuals seeking informal medical advice from family,
friends, or other members from the church and community,
potentially perpetuating misinformation and mispercep-
tions.36 Fear of invasive procedures, such as biopsies, may
also deter men from undergoing necessary screening or di-
agnostic tests. This avoidance can result in delayed diagnoses
and more advanced disease stages at the time of treatment.

Conflicting messages in the media and among health care
professionals on screening guidelines for PCa can be difficult

for patients to navigate. For Black men who already face
barriers in accessing health care and may harbor mistrust due
to historical injustices and lived discrimination, these con-
flicting guidelines can be problematic. They may interpret
changes in messages as evidence of uncertainty within the
medical community, reinforcing doubts about the reliability of
medical advice. The lack of clear, culturally appropriate
communication about screening guidelines can leave Black
men unsure about what actions to take to protect their health.
Distrust in the health care system can manifest in a reluctance
to engage with health care providers or participate in clinical
research, which are essential for advancing cancer
treatments.36

Addressing these cultural factors requires a concerted effort
from health care providers, policymakers, and community
advocates. Education and outreach programs tailored to
specific cultural beliefs and concerns for Black men can help
reduce stigma, build trust, and encourage the uptake of PCa
screenings and treatment. Additionally, incorporating cultural
competency training for health care providers can improve
communication and the quality of patient care. By ac-
knowledging and addressing the role of cultural beliefs and
attitudes, it is possible to mitigate disparities in PCa outcomes
and improve the health of Black men.

Health Behaviors

Diet, physical activity levels, and tobacco/alcohol use can
significantly alter the risk, progression, and outcomes asso-
ciated with PCa. Diets characterized by increased red meat
consumption and reduced intake of fruits and vegetables have
been linked with an increased PCa risk. 38 Additionally, low
physical activity levels, prolonged inactivity, and cigarette
smoking have been associated with an increased risk of ag-
gressive PCa and poor outcomes. As such, variations in
smoking prevalence and cessation rates between racial and
ethnic groups also contribute to PCa disparities.39,40

We and others have additionally reported significant as-
sociations between alcohol consumption and risk for PCa
aggressiveness.41,42 This association may differ between ra-
cial and ethnic groups, which could perpetuate disparities.43,44

We also reported that the potential impact of alcohol intake on
PCa aggressiveness may not be universal among PCa patients
because of the effects of genetic heterogeneity.41 Interactions
between alcohol and single nucleotide polymorphisms may
explain the inconsistent results of alcohol’s impact on PCa
aggressive in studies that do not consider genetic profiles.
Taken together, these results suggest that excessive alcohol
intake significantly impacts PCa aggressiveness, particularly
among specific genetic and racial subgroups.

Diagnosis and Screening Disparities

Access to screening and early diagnosis plays an integral role
in PCa prognostication and management for Black men who
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are at increased risk of developing aggressive disease.
However, in 2012, the US Preventative Services Task Force
(USPSTF) advised against routine PSA-based screening for
all men, regardless of age.6,45 This resulted in a 9.5% decrease
in the frequency of PSA screenings from 2012 to 2018, with
the most significant reduction observed among Black men
(11.6%, compared to 9.3% among White men). In a recent
study, Basourakos et al46 conducted a harm-to-benefit analysis
of PCa screening among Black men and concluded that there
was a higher net benefit with PSA screening for Black men
than for the general population. Black men often present with
clinically aggressive disease, higher PSA levels and Gleason
scores, and more advanced T stages than their White
counterparts.3,47,48

The importance of PSA screening for detecting and
managing PCa among Black men cannot be overstated. Given
the high incidence and mortality rates among this population,
early-stage detection has proven essential in timely inter-
vention and improving outcomes; however, the limitations
and possible contradictions of PSA screening must also be
acknowledged.

Notably, a recent nationwide study among veterans dem-
onstrated a higher incidence of de novo metastasis rates
among Black men thanWhite men, even when they have equal
rates of PSA screening. This is highly important, as PCa
disparities are driven by socioeconomic factors and genomic
attributes.6,49 Though PSA screening can be beneficial in
many respects, it alone may not be enough to address disparate
PCa outcomes; tumor biology, genetic predispositions, so-
cioeconomic variables, and other factors also play crucial roles
in these disparities. Given the complexity of PCa disparities,
researchers must investigate and validate additional screening
tools to supplement or amplify the efficacy of PSA testing.

Expanding the Screening Paradigm

Internationally, researchers are evaluating multiparametric
MRI (mpMRI) as an alternative or adjunct screening mo-
dality.50 Results are promising, particularly with its applica-
tion to improving PCa detection accuracy by identifying
clinically significant tumors that would not be detected via
PSA screening alone.50 Furthermore, the PROMIS study
demonstrated that mpMRI performed better than transrectal
ultrasound biopsies at detecting significant PCa, thus de-
creasing unnecessary biopsies and improving diagnostic
precision.50 Other emerging biomarkers and imaging tech-
niques are being evaluated to provide more comprehensive
and reliable screening options.50

Adopting a multifaceted screening approach that includes
PSA testing and other advanced diagnostic tools like mpMRI
is crucial to effectively address disparities in PCa outcomes.
Such an approach can enable early detection of aggressive
tumors and more accurate risk evaluation, ultimately enabling
timely and appropriate treatment interventions. Future
research should focus on exploring and validating alternative

screening methods across diverse populations to ensure that
their benefits are universally applicable and address the
specific challenges experienced by Black men and other high-
risk groups. By broadening the PCa screening paradigm, we
can enhance early detection and management of PCa, thus
decreasing disparities in outcomes.

Risk Stratification

Additionally, the tools currently used for PCa risk stratification
and treatment assignment may fail to consider the genomic
diversity among Black men.17 A prospective study by Awasthi
et al49 on the Decipher Score reclassification for low-
intermediate risk PCa patients demonstrated that Black men
were twice as likely as non-Black men to experience genomic
reclassification (relative risk [RR], 2.23 [95% CI, 1.02-4.90])
and were at the highest risk of genomic metastasis. Addi-
tionally, another large population-based cohort study dem-
onstrated that Black men with clinically low-risk PCa are
likely to experience Gleason reclassification (RR, 1.30 [95%
CI, 1.12-1.50]), leading to poorer outcomes.48

Suboptimal disease risk classification for Black men can be
partially attributed to the lack of minority representation in the
clinical trials that are used to inform clinical guidelines.51

Consequently, these clinical guidelines may not adequately
represent ideal PCa disease characterization, treatment rec-
ommendations, and prognostication for Black men. Javier-
DesLoges et al analyzed data from NCI-funded clinical trials
from 2015 to 2019 and reported that Black men were sig-
nificantly less likely to be included in PCa clinical trials than
their non-Hispanic White counterparts (odds ratio [OR],
0.85 [95% CI, 0.79-0.92]).51 Thus, the collective body of
evidence suggests that existing guidelines on PCa risk strat-
ification and treatment recommendations for Black men need
to be carefully reviewed.

Treatment Disparities

Access to care

Timely intervention with PCa treatment is critical to achieve
positive long-term outcomes, and intervention timeliness is
closely tied with patients’ access to care and SES. Compared
to White men, Black men with PCa across all D’Amico risk
classification categories are less likely to receive definite
treatment.52 Black men also tend to wait longer to receive PCa
treatment (incidence rate ratio [IRR] 1.19; 95% confidence
interval [CI], 1.04-1.36).53 How these disparities in access to
the best care translate into considerable differences in out-
comes remains an active area of investigation.

Treatment

There are multiple options for PCa treatment, and their use can
depend on the tumor’s clinical stage and the patient’s age and
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health status. For localized cases, surgery or radiation treat-
ments are the main options. Emerging evidence has shown that
outcome-related disparities tend to dissipate when patients are
treated in relatively equal-access settings, such as treatment
from Veterans Affairs.6,54,55 Moreover, Black men are likely
to have more favorable outcomes than their White counter-
parts in these settings.6,54,55 These findings indicate that
treatment-related outcome disparities are eliminated by pro-
viding equitable access to care; however, residual disparities
related to metastasis continued to exist among Black patients
because of their higher incidence of advanced PCa cases. This
association was further explored in a study by Yamoah et al,
which reported that, despite having similar metastasis burden
after treatment, Black veterans were nearly twice as likely to
experience metastasis than White veterans across all National
Comprehensive Cancer Network (NCCN) risk categories (low
risk, 4 vs 2 per 100 000; intermediate risk, 13 vs 6 per 100 000;
high risk, 19 vs 9 per 100 000). Additional studies have
suggested a that there is a similar mortality from PCa seen
between Black and White men who received curative-intent
treatment.55

Current research also suggests that Black men experience
more favorable outcomes with radiation treatment than their
White counterparts.6,56 In an extensive Veterans Health Ad-
ministration study (N = 31 131), the 10-year cumulative death
from PCa was lower among Black than White men (P =
0.004).56 However, these favorable outcomes were not ob-
served among Black patients who received a surgical treat-
ment. A multicenter open-labeled observational study by
Sartor et al57 reported that Black men treated with Sipuleucel-
T injections experienced better overall survival than their
White counterparts. The observed differences have been
linked to the genomic diversity of PCa tumors among Black
men, which may make the tumors more sensitive to immune
radiation modalities.58,59 Awasthi et al58 explored this hy-
pothesis via an extensive comparative genomic study and
highlighted immune-related differences between the tumors of
Black and White men. The authors hypothesized that the
complex interplay between immune response markers and
DNA damage repair mechanism markers may explain the
favorable response to immune radiation therapies observed
among Black men.

For some cases, physicians may recommend active sur-
veillance or tracking low-risk PCa progression over time,
typically while undergoing routine monitoring (such as PSA
testing, prostate biopsy, or MRI). A main concern with active
surveillance is whether the program is equally safe for Black
patients as their White counterparts. Multiple studies have
reported that Black patients in an active surveillance program
showed higher rates of progression and within shorter periods
of time.60 Additionally, 1 study reported that White patients
were placed on active surveillance programs more frequently
than Black men, but the lack of a clearly defined active
surveillance strategy may be a potential reason for this
disparity.61

Participation in Clinical Trials

The Black population is under-represented in most cancer
clinical trials that inform NCCN treatment guidelines. Im-
proving Black patients’ enrollment in clinical trials is im-
portant to ensure generalizability of clinical trial results and
recommendations. Overall differences in PCa treatment out-
comes may be influenced by the diversity of prostate tumors of
Black men; therefore, personalized guidelines that integrate
both sociocultural factors and PCa genomic features should be
developed to achieve durable and equitable outcomes for PCa
patients across racial groups.

Additionally, Black men who participate in such studies
tend to have higher health-seeking behavior and may not
represent the general Black population, resulting in potential
selection bias for the existing Black representation in currently
available clinical studies.17,62 There are several potential
reasons for low representation of Black patients in clinical
trials. First, the design of clinical trials have strict inclusion
and exclusion criteria, and many Black patients are not eligible
based on exclusion criteria because of their co-existing co-
morbidities.63 Further, many clinical trials do not consider
racial differences in standard lab test values, which may
exclude appropriate candidates because of differences in
normal laboratory value ranges between racial groups.64

Second, previous studies reported that Black men are influ-
enced by religious beliefs; lack of knowledge about clinical
trials; and physical barriers, such as transportation.65 Third,
many Black men are skeptical about health care system and
especially clinical research studies because of institutional
racism and research misconduct.66

Addressing PCa Disparities

PCa disparities result from complex interactions among
various factors, requiring comprehensive and multilevel so-
lutions and strategies.7 PCa disparities must be seen as in-
terlinked systems influencing each other. As such, the
socioecological model (SEM) can provide an excellent
framework to address PCa disparities on policy, community,
organizational, interpersonal, and individual levels (Table 1).

Public Policy Level

Evidence-based public policies can improve PCa disparities
by improving prevention and early detection screening,
improving diversity in PCa clinical trial enrollment, and
increasing access to high-quality care for Black men.7 The
American Association for Cancer Research (AACR) has
called on policymakers to (1) provide more funding for the
federal agencies and programs that aim to reduce cancer-
related health disparities; (2) ensure that racial and minority
populations are included in data collection; (3) improve
representation in clinical trials; (4) expand Medicaid and
access to high-quality, affordable health insurance; and (5)
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increase diversity in the cancer research and care
workspaces.7

In the United States, The US Preventive Services Task
Force (USPSTF) is the primary government body that makes
recommendations for PCa screening and prevention. In 2018,
the USPSTF identified gaps in the research for PCa screening
among Black men,7 including the lack of studies that have
developed or validated tools or targeted therapies with ana-
lyses of specificity, sensitivity, and positive/negative predic-
tive values among racial/ethnic subpopulations. There is also a
need for evidence-based PCa screening guidelines designed
for Black men and other at-risk groups.7 To create these
guidelines, there must be increased minority participation,
especially among Black men, in screening and clinical trials.
This would allow researchers to better understand the etiology
of PCa in marginalized populations, which could then be
translated into customized screening criteria for at-risk
populations.7

Increasing insurance coverage is another policy-level
strategy to address PCa disparities. One proposed strategy
to reduce screening disparities is requiring both public and
private insurance companies to cover cancer screenings as
essential health benefits.7 However, if the screening guide-
lines don’t include specific recommendations for subpopu-
lations who are most at risk, insurance companies may refuse
to cover the cost of PCa screenings for Black men who are
younger than the currently recommended ages of 55 to
69 years.

Community Level

To better address screening and treatment disparities, re-
searchers must engage community stakeholders.2

Community-based participatory research engages key com-
munity members to help develop and implement interventions

that increase screening, seeking and adhering to treatment, and
participation in clinical trials. For example, interventions that
involve barber shops and churches as locations to administer
PCa education have succeeded because these institutions are
considered trustworthy in the Black community.2 Another
strategy is to engage women and the spouses of Black men by
educating them on the signs and symptoms of PCa as well as
the importance of screening, the types of screening tests,
treatment options, and participation in PCa clinical trials.
When properly educated, spouses and trusted community
leaders can be trustworthy advocates to encourage routine
screenings. Researchers must collaborate with community
leaders to ensure the community’s needs are being met and
trustworthy information about PCa is accessible and culturally
appropriate.

Organizational Level

Organizations must consider how past and present
structural racism creates barriers to screening and par-
ticipation in clinical trials among Black men, and they
must address institutional racism as a fundamental cause
of racial disparities in PCa. Structural racism influences
diversity within the medical institutions conducting
research and among study teams (leadership, investiga-
tors, nurses, study coordinators, patient navigators, etc.)
At the organizational level, increasing the representation
of Black men in the cancer research and care workforce
can address PCa disparities by enhancing patients’ quality
of care, improving patient satisfaction, and fostering
trust.7 Patient-provider racial/ethnic concordance is as-
sociated with better communication and patient satisfac-
tion; therefore, it can potentially result in increased trust,
adherence to PCa screening procedures, and participation
in PCa clinical trials among Black men.67

Table 1. Multilevel Strategies to Address PCa Disparities.

Level Description

Public policy - Implement evidence-based policies improving prevention, screening, clinical trial diversity, and health care access for
Black men

- Follow recommendations from AACR and USPSTF to enhance funding, data collection, clinical trials, and insurance
coverage

Community - Engage community stakeholders through participatory research via trusted institutions like barber shops and churches
for education

- Involve women and spouses in educating communities about prostate cancer
Organizational - Address structural racism within organizations to improve diversity in the research and health care workforce

- Emphasize the importance of patient-provider racial/ethnic concordance for better communication and trust
Interpersonal - Establish effective communication between patients and providers to overcome mistrust barriers

- Understand the historical context of mistrust due to racism and unethical research practices
Individual (patient) - Provide education tailored to Black men’s needs about prostate cancer screenings, treatment options, and disparities

- Use patient navigators to address structural barriers and guide patients through the health care system
Individual

(provider)
- Provide cultural competency, implicit bias, and empathy training to address personally mediated racism
- Understand the role of structural racism and power imbalances in health care

Abbreviations: AACR, American association for cancer Research; PCa, prostate cancer; USPTF, US preventive services Task Force.
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Interpersonal Level

Effective communication between patients and providers is
paramount for making informed decisions about participating
in screening activities or clinical trials. Many health disparities
are caused by Black patients’ deeply rooted mistrust of
research and the health care system, which can be a major
barrier to participation in both screening procedures and in
PCa clinical trials. Mistrust is often described as an individual
patient–level barrier; however, its effects reach across all
levels of the SEM. We include mistrust as an interpersonal-
level factor to acknowledge the role it plays in preventing
effective communication between patients and providers, but
it is important to remember that mistrust is complex, and
interventions to address mistrust must be multilevel.

Black men have reported having higher general mistrust in
health care systems than any other racial/ethnic group.3 In a
study assessing attitudes toward PCa care, Black men ex-
pressed mistrust of the health care system as a reason for the
lack of medical testing and PCa research participation.68 Lack
of trust in the health care system and in research within the
Black community stems from both general experiences with
racism and discrimination and from the historical abuses of
Black participants in research, such as in the United States
Public Health Service Syphilis Study. These unethical ex-
periments on Black men have created fear and distrust of
research andmedical professionals. Black men have expressed
fear that PCa screenings would not be thorough and that
results would be misused.3,68 Black patients who deeply
mistrust research may interpret PCa disparities among Black
men as a rationale for their mistrust, whereas patients who are
neutral to or favor research may perceive these disparities as
motivation to participate.68

Poor communication has been reported as a barrier con-
tributing to PCa disparities; improving communication be-
tween Black men and their providers can enhance trust and
improve participation in PCa screenings as well as clinical
research. In 1 study, Black men were less likely to report good
patient-provider communication than White men (60% vs
71%; P < .001), and conversations regarding PSA screenings
were described as infrequent and suboptimal.3,69 Interventions
to enhance patient-provider communication include training
for providers to improve their communication skills. Such
trainings should include education on mistrust and its role as a
barrier to screening, treatment, and clinical trial participation
among racial/ethnic minority groups as well as cultural
competency and ways to foster better patient-provider com-
munication to become more trustworthy.

Individual (patient) Level

Black men should be educated on the importance of screening,
diagnosis, treatment, and follow-up on PCa care, as well as the
disparities associated with PCa.3 Nearly half of Black men
across various ages and educational and SES levels report

being undereducated about PCa screenings.3 1 way to address
these disparities at the individual patient–level is to ensure that
Black men are provided adequate education and resources so
they can better understand their treatment and support options.
Strategies may include providing culturally and ethnically
specific educational materials to improve Black men’s
knowledge of PCa. Importantly, a patient-level strategy of
providing targeted PCa education for Black men should in-
volve the input of community stakeholders to ensure the
material is culturally appropriate.2

Another patient-level strategy to address PCa disparities is
employing patient navigators, individuals who help patients
understand the health care system, access screening, and guide
them through treatment.7 Patient navigators can address
structural barriers Black men face when accessing PCa care by
connecting Black men with tailored resources necessary to
mitigate personal barriers to accessing screening procedures,
treatment, and participation in PCa clinical trials.

Individual (Provider) Level

Treating physicians should be aware of the treatment dis-
parities for Black men with PCa. PCa disparity interventions
need to integrate cultural competency, implicit bias, and
empathy training to address personally mediated racism.70

Cultural competence training and education about the barriers
Black men experience at all phases of the cancer continuum
can help providers and researchers mitigate their implicit bias
and improve patient-provider interactions when discussing the
importance of PCa screening, treatment, and participation in
clinical trials.3,71 Researchers should be trained to understand
structural racism and how it impacts PCa disparities. However,
these individual provider–level strategies alone will not ad-
dress the power imbalance present in medical care, and they
are therefore not sufficient to address structural racism alone.70

These strategies must be coupled with public policy and or-
ganizational interventions.

Strengths and Limitations

This review addresses a critical need in cancer research by
presenting a comprehensive analysis of the disparities in PCa
diagnosis, treatment, and outcomes among Black men. The
multidisciplinary approach, involving experts from various
backgrounds, provides a broad perspective of the complex
factors contributing to PCa disparities. This paper proposes
evidence-based strategies at multiple levels, from public
policy to individual patient care, that can serve as a roadmap
for stakeholders to address these issues.

However, it is essential to recognize the study’s limitations
and consider these when developing and implementing
strategies to improve health outcomes for this population. This
review is limited by the existing literature and does not present
any original research findings. Given that this review focused
on Black men, the findings may not be generalizable to other
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racial and ethnic groups. Additionally, this paper does not
address the practical challenges in implementing the proposed
strategies. Future research must evaluate the effectiveness and
feasibility of any proposed interventions.

Future Research

The health care community must make a commitment to
sustained systemic change at all levels of influence to address
prostate cancer disparities among Black men. Multidisci-
plinary teams, including the community, must be involved in
future research to continue unraveling the complexities of
genetic, environmental, and social factors contributing to
these disparities. This will contribute to the larger goal of
health equality. This vision for health equity will require
innovative funding and collaboration between policymakers
and health care providers.

Conclusion

Black men are particularly at risk for PCa, with earlier pre-
sentation, more aggressive disease, and higher mortality rates
than their White counterparts. Furthermore, Black men have
reduced access to high-quality PCa treatments and often
experience treatment delays. Understanding the drivers of
racial inequities in PCa incidence and mortality has proven
challenging because of the complex interplay among genetic,
social, environmental, patient-related, provider-related, and
systemic factors influencing PCa outcomes among Black men.
Examples of factors driving racial disparities among Black
men with PCa include systemic and institutional racism,
mistrust in research and health care systems, a lack of par-
ticipation in clinical trials, poor patient-provider communi-
cation, not being informed about screening options or
treatment possibilities, and costs involved with care that are
not covered by insurance.

Solutions to PCa disparities must include public policy,
community, organization, interpersonal, and individual
strategies. The SEM can serve as an organizing framework to
identify the many complex factors influencing PCa outcomes
and create interventions to mitigate racial inequalities. This
integrative approach to PCa disparities considers multiple
levels of influences on health outcomes (public policy,
community, organizational, interpersonal, and individual),
allowing us to achieve greater efficacy when combatting PCa
disparities. At an individual level, we can offer education and
resources to empower patients to take control of their health.
At an interpersonal level, health care providers should spe-
cifically engage with Black men to address their unique
challenges. At the organizational level, organizations should
tackle the impact of institutional and structural racism on the
engagement of Black men in PCa screening practices and
clinical trials while also striving to enhance the representation
of Black men in cancer research. At the community and public

policy levels, we must expand access to health care and
support policies that facilitate PCa screening and treatment.

Appendix

List of Abbreviations

Abbreviation definition

AACR American Association for Cancer Research
CI Confidence Interval
DHT Dihydrotestosterone
DNA Deoxyribonucleic Acid
IRR Incidence Rate Ratio
MRI Magnetic Resonance Imaging
NCCN National Comprehensive Cancer Network
NCI National Cancer Institute
OR Odds Ratio
PCa Prostate Cancer
PCF Prostate Cancer Foundation
PSA Prostate Specific Antigen
RR Relative Risk
SEM Socioecological Model
SES Socioeconomic Status
USPSTF United States Preventative Service Task Force
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