
EDITORIAL

Health care disparities illuminated by the COVID-19 
pandemic and the systemic racism magnified by re-

cent events in our nation present an opportunity for all of 
us in medicine to examine the areas where health inequi-
ties exist, including the field of radiology. As radiologists, 
we are not immune to health inequity, and we must re-
view our own practices and guidelines as they impact the 
health of all of our communities. Lung cancer screening 
provides a substantial opportunity for us to play a direct 
role in addressing health care disparities in the communi-
ties we serve.

Lung cancer is the leading cause of cancer death in the 
United States, resulting in more deaths than colon, breast, 
and prostate cancers combined. African Americans have 
the poorest survival rates of any racial/ethnic group for 
most cancers. Lung cancer is no exception, with African 
American men developing and dying of lung cancer at 
greater rates than any other racial/ethnic group.

The National Lung Screening Trial (NLST) demon-
strated a 20% reduction in lung cancer mortality with an-
nual lung cancer screening using low-dose CT of the chest 
when compared with chest radiography (1). Following the 
results of the NLST, the United States Preventive Services 
Task Force (USPSTF) issued a grade B recommendation 
that current and former smokers between the ages of 55 
and 80 years, with  30 pack-year smoking history and  
15 years since quitting receive annual lung cancer screening 
with low-dose CT. The Centers for Medicare and Medicaid 
Services subsequently issued a national coverage decision, 
providing lung cancer screening as a covered benefit.

In a subanalysis of the NLST by race, African Ameri-
cans, who comprised 4.4% of participants in the NLST 
(2), were more likely to be current smokers (though with 
lower overall cigarette consumption), unmarried, to have 
not completed college, and to have more comorbidities, 
all variables associated with poorer lung cancer outcomes. 
Despite increased prevalence of these poor prognostic indi-
cators, African Americans undergoing lung cancer screen-
ing with low-dose CT experienced the greatest reduction 
in lung cancer mortality of any racial/ethnic group (hazard 
ratio of 0.61 compared with 0.86 in White participants 
and 0.72 in other/nonreported individuals), in addition to 
a greater reduction in all-cause mortality when compared 
with White participants (hazard ratio of 0.81 in African 
Americans and 0.95 in Whites) (2).

Low-dose CT is a powerful tool that leads to increased 
detection of cancers at a lower, more treatable stage, 

making it imperative that lung cancer screening with this 
imaging technique be provided to African American pa-
tients who so greatly need it and benefit from it. Review of 
recent data from the Southern Community Cohort Study, 
a large, prospective observational cohort study evaluat-
ing health disparities, including 48 364 ever-smokers, ex-
emplified the insufficient inclusivity of current USPSTF 
guidelines for African American high-risk current and 
former smokers. Only 32% of African American smokers 
who developed lung cancer over a 12-year observational 
period were eligible for lung cancer screening according 
to USPSTF guidelines as compared with 56% of White 
smokers (3). Smoking history less than the 30 pack-year 
cutoff was the primary reason that African Americans who 
developed lung cancer did not meet current USPSTF lung 
cancer screening eligibility. This is particularly disconcert-
ing as we know that African Americans are more likely to 
develop lung cancer despite lower rates of smoking than 
their White counterparts (4). Among patients eligible for 
lung cancer screening by current USPSTF criteria, African 
Americans have the highest lung cancer risk (4.4% utiliz-
ing the PLCOm2012 model, as compared with 3.2% in 
non-Hispanic Whites) (5). Lowering the pack-year eligibil-
ity requirement, decreasing the minimum age for screening 
eligibility, or incorporating a risk-based model that takes 
race into account are all proposed methods to improve 
the number of high-risk African Americans qualifying for 
lung cancer screening. A draft revision to USPSTF criteria, 
released July 7, 2020, with decreased minimum age and 
pack-year cutoffs of 50 years and 20 pack-years, respec-
tively, would improve lung cancer screening accessibility 
for African American smokers.

Hopeful that we will soon see adoption of recently 
proposed modifications to USPSTF lung cancer screening 
eligibility, we must ensure that those who are eligible by 
current USPSTF criteria are encouraged and able to en-
ter screening programs. We must also ensure that those 
who are enrolled in screening are able to adhere to rec-
ommended annual lung cancer screening regimens. Even 
when meeting current eligibility criteria, African American 
patients are less likely to receive lung cancer screening and 
to have longer times to follow-up than White patients (6). 
Recognizing that tobacco use is the greatest modifiable risk 
factor for lung cancer, it is critical that efforts be made to 
support African Americans’ participation and success in 
smoking cessation programs. Several studies have shown 
African Americans to be less likely to quit smoking than 
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White smokers, despite a relatively higher number of attempts to 
quit (7), highlighting the need for culturally competent smoking 
cessation programs.

Lung cancer screening is distinct from screening for other 
cancers in that eligible participants experience a unique set of 
barriers to screening entry, including psychologic barriers (8). 
Current and former smokers are stigmatized and experience 
heightened levels of shame and fatalism about smoking-related 
disease. African American smokers are additionally challenged 
in entering screening programs by experiences with racism. Afri-
can Americans report an increased number of personal instances 
with racism, both in general as well as in the health care envi-
ronment, linked to smoking and being out of date with cancer 
screening, respectively (9). African American men, at the highest 
risk of lung cancer, report high levels of medical mistrust, ow-
ing to a dark history of mistreatment by the medical commu-
nity, most notably, though not limited to the infamous Tuskegee 
Study of Untreated Syphilis in the Negro Male. This heightened 
level of medical mistrust results in delays in preventive health 
screening (10).

The call to address health care disparities in the detection of 
lung cancer cannot be ignored. We are presented with a patient 
population—African American men, who currently experience 
the highest rates of lung cancer but benefit from the greatest 
improvement in outcomes when provided with a radiologic 
examination we routinely perform—lung cancer screening 
with low-dose CT. We must reevaluate and tailor our current 
approaches to lung cancer screening recruitment to ensure 
African Americans receive sufficient and sustained access to 
screening programs. Once enrolled in screening, it is essential 
that we support our African American patients by working to 
minimize barriers that limit adherence to screening recommen-
dations and promoting effective smoking cessation strategies. 
Finally, it is of critical importance that the screening experience 
builds trust in the medical environment and encourages our 
patients to continue on the path toward treatment in the event 
that a lung cancer is detected. We can do this, and we must. 
The time to act is now.

Disclosures of Conflicts of Interest: A.P. Activities related to the present article: 
institution receiving grant from the American College of Radiology Innovation 

Fund to develop outreach and educational tools to improve utilization and adher-
ence of lung cancer screening in the African American community, grant begins 
in September 2020. Activities not related to the present article: disclosed no rel-
evant relationships. Other relationships: disclosed no relevant relationships. K.B. 
disclosed no relevant relationships. B.S. disclosed no relevant relationships. D.A. 
Activities related to the present article: disclosed no relevant relationships. Activities 
not related to the present article: author received honorarium payments for the fol-
lowing lecture activities: 2017 National Jewish Health Denver Colorado, 2017 NIH 
section review Washington DC, 2018 NIH section review San Diego, 2018 Inter-
national Symposium on Clinical Update in Respiratory Medicine, Madrid, 2018 
Cancer Research UK, Oxford, England, 2019 American Lung Association Loma 
Linda, Calif; author received travel accommodations for 2017 American College 
of Radiology Philadelphia, 2018 AIMBE College of Fellows Induction Washington 
DC, 2018 Cleveland Clinic Visiting Professor, Cleveland, 2018 SPORE Workshop, 
Lung Cancer Dallas, 2018 IASLC Toronto, Canada. Other relationships: disclosed 
no relevant relationships. 

References
 1. National Lung Screening Trial Research Team; Aberle DR, Adams AM, et 

al. Reduced lung-cancer mortality with low-dose computed tomographic 
screening. N Engl J Med 2011;365(5):395–409.

 2. Tanner NT, Gebregziabher M, Hughes Halbert C, Payne E, Egede LE, 
Silvestri GA. Racial Differences in Outcomes within the National Lung 
Screening Trial. Implications for Widespread Implementation. Am J Respir 
Crit Care Med 2015;192(2):200–208.

 3. Aldrich MC, Mercaldo SF, Sandler KL, Blot WJ, Grogan EL, Blume JD. 
Evaluation of USPSTF Lung Cancer Screening Guidelines Among African 
American Adult Smokers. JAMA Oncol 2019;5(9):1318–1324.

 4. Haiman CA, Stram DO, Wilkens LR, et al. Ethnic and racial differences in 
the smoking-related risk of lung cancer. N Engl J Med 2006;354(4):333–342.

 5. Fiscella K, Winters P, Farah S, Sanders M, Mohile SG. Do Lung Cancer 
Eligibility Criteria Align with Risk among Blacks and Hispanics? PLoS One 
2015;10(11):e0143789.

 6. Lake M, Shusted CS, Juon H-S, et al. Black patients referred to a lung cancer 
screening program experience lower rates of screening and longer time to 
follow-up. BMC Cancer 2020;20(1):561.

 7. Kulak JA, Cornelius ME, Fong GT, Giovino GA. Differences in Quit 
Attempts and Cigarette Smoking Abstinence Between Whites and African 
Americans in the United States: Literature Review and Results From the 
International Tobacco Control US Survey. Nicotine Tob Res 2016;18(suppl 
1,Suppl 1):S79–S87.

 8. Wang GX, Baggett TP, Pandharipande PV, et al. Barriers to Lung Cancer 
Screening Engagement from the Patient and Provider Perspective. Radiology 
2019;290(2):278–287.

 9. Shariff-Marco S, Klassen AC, Bowie JV. Racial/ethnic differences in self-
reported racism and its association with cancer-related health behaviors. Am 
J Public Health 2010;100(2):364–374.

 10. Powell W, Richmond J, Mohottige D, Yen I, Joslyn A, Corbie-Smith G. 
Medical Mistrust, Racism, and Delays in Preventive Health Screening Among 
African-American Men. Behav Med 2019;45(2):102–117.

http://radiology-ic.rsna.org

