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Abstract

BACKGROUND: Health disparities affect cancer incidence, treatment decisions, and adverse 

effects. Oncology providers may hold biases in the decision-making process, which can perpetuate 

health disparities.

OBJECTIVES: The purpose of this article is to describe health disparities across treatment 

decisions and adverse effects, describe decision-making biases, and provide suggestions for nurses 

to mitigate adverse outcomes.

METHODS: A scoping review of the literature was conducted.

FINDINGS: Factors affecting health disparities stem, in part, from structural racism and decision­

making biases, such as implicit bias, which occurs when individuals have unconscious negative 

thoughts or feelings toward a particular group. Other decision-making biases, seemingly unrelated 

to race, include default bias, delay discounting bias, and availability bias. Nurses and nurse 

navigators can mitigate health disparities by providing culturally appropriate care, assessing health 

literacy, providing education regarding adverse effects, serving as patient advocates, empowering 

patients, evaluating personal level of disease knowledge, and monitoring and managing cancer 

treatment adverse effects.
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THERE ARE ROUGHLY 16.9 MILLION CANCER SURVIVORS living in the United 

States, and advances in cancer treatment have contributed to longer survival (American 

Cancer Society, 2021). Living longer, cancer survivors are experiencing adverse effects 

of cancer treatment, such as cancer pain and infertility, persisting years after treatment 

completion (National Comprehensive Cancer Network, 2020). However, cancer and its 

treatment have historically led to disparate outcomes for Black patients with cancer relative 

to White patients across cancer incidence, mortality, and adverse effects (American Cancer 

Society, 2019b). Health disparities are differences in cancer measures—such as incidence, 

treatment, and mortality—among cancer survivors from certain population groups (National 

Cancer Institute, 2015). The causes of health disparities are varied and occur at multiple 

levels of influence; however, when considering the patient–provider interaction, treatment 

decision-making can differ for Black patients compared to White patients (Nocon et al., 

2020; Patel et al., 2015; Savitch et al., 2021), which, subsequently, may lead to disparities 

in which Black patients are more likely to suffer from adverse effects of cancer and its 

treatment (e.g., mortality and cancer-related morbidities) (Berkman et al., 2014; Collin et al., 

2020; Connor et al., 2021; Pallok et al., 2019; Stein et al., 2016; Troeschel et al., 2019).

Despite increasing concerns about the adverse effects of cancer treatment, patients and 

oncology providers may hold biases in the decision-making process, such that the risk and/or 

management of adverse effects, toxicities, and late effects are not always appropriately or 

thoroughly considered in treatment decisions (Forman et al., 2010; Gillman et al., 2021; 

Henry et al., 2018; Koop et al., 2021; Peng et al., 2019; Shields et al., 2019). Decision­

making biases combined with structural racism (i.e., embedded racial hierarchies in societal 

norms and institutional practices [Pallok et al., 2019]) may disproportionately affect Black 

patients with cancer and perpetuate health disparities.

This scoping review of the literature does the following:

• Outlines how health disparities exist for treatment decisions and adverse effects 

of cancer treatment among Black patients with cancer

• Describes how biases within treatment decision-making (such as implicit bias, 

default bias, delay discounting bias, availability bias) that are well-established in 

the psychological and decision science literature can perpetuate health disparities

• Discusses implications of decision-making biases in oncology practice and the 

potential negative impact on Black patients with cancer

• Clarifies the role of oncology nurses to mitigate consequences of decision­

making biases

The following examples will focus broadly on cancer pain and infertility as adverse effects 

to provide context, but the authors acknowledge that the presented case scenarios are 

applicable to other adverse effects of cancer treatment.
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Health Disparities in Cancer Survivorship

Cancer Incidence and Mortality

Health disparities and inequities affect cancer outcomes, from diagnosis and treatment to 

adverse effects of treatment. Overall, Black men and women have the highest mortality 

rate and shortest survival rate across all racial groups by most cancers (American Cancer 

Society, 2019b). For breast cancer, incidence rates for the non-Hispanic White population 

are relatively similar to the non-Hispanic Black population (131 per 100,000 versus 127 

per 100,000); however, Black women have the highest breast cancer mortality rate across 

all racial and ethnic groups. Compared to White women, Black women are more likely 

to be diagnosed at a younger age, have nearly double the prevalence of triple-negative 

breast cancer, and are more likely to die of breast cancer within every age group (American 

Cancer Society, 2019a). Black men have higher incidence and mortality rates compared 

to White men for prostate cancer, stomach cancer, and colorectal cancer (American 

Cancer Society, 2019b). These health disparities in cancer incidence and mortality suggest 

that cancer treatment and screening advancements are not shared equally across all 

sociodemographic populations. High mortality rates among Black breast cancer survivors 

are largely attributable to differences in high-quality health care, unequal access to high­

quality treatment, and poor access to prompt or timely treatment (American Cancer Society, 

2019a; Cho et al., 2021; Green et al., 2018; Penner et al., 2012), which partially result from 

structural racism.

Cancer Treatment Decision-Making

Health disparities affect treatment decision-making for patients with cancer. Compared 

to White patients, Black survivors of acute myeloid leukemia are less likely to receive 

chemotherapy (Patel et al., 2015), Black prostate cancer survivors are less likely to receive 

cancer pelvic lymph node dissection (Hayn et al., 2011), and Black survivors of esophageal 

cancer and head and neck cancers are less likely to undergo surgery (Nocon et al., 2020; 

Savitch et al., 2021). Among women who should have received guideline-concordant 

adjuvant surgery for breast cancer, non-White patients were more likely than White patients 

to experience a system failure, defined as the treatment that was recommended but did not 

ensue (Bickell et al., 2007). Black patients also report receiving less information from their 

doctors about the rationale for treatment recommendations (Dovidio & Fiske, 2012; Lin & 

Kressin, 2015).

Cancer Adverse Effects

In addition to affecting treatment decisions, health disparities affect treatment-related 

adverse effects. More than one-third of patients with cancer experience pain after completion 

of cancer treatment, including neuropathic pain, chronic pain, skeletal pain, or post-radiation 

pain (National Comprehensive Cancer Network, 2020; Paice et al., 2016). However, Black 

patients are less likely to have pain assessed or managed, resulting in delays in pain 

treatment compared to White patients (Hoffman et al., 2016; Shavers et al., 2010; Stein 

et al., 2016). Some oncologists under-prescribe opioids for cancer pain and are less likely 

to prescribe opioids for Black patients with advanced cancer (Shields et al., 2019). Health 

disparities in cancer pain among cancer survivors are driven by both systemic issues (e.g., 
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cost of pain medication, underinsured/uninsured, living in areas where pharmacies do not 

stock opioid pain medications) and provider-level barriers, including lack of formal training 

in pain management, communication, addiction/tolerance, and inadequate pain assessment 

(Anderson et al., 2009; Shavers et al., 2010; Stein et al., 2016). Clinical guidelines provide 

recommendations for treating pain among cancer survivors (National Comprehensive 

Cancer Network, 2020; Paice et al., 2016); however, inadequate pain management can 

lead to long-term consequences, including psychological distress and poor quality of life 

(National Comprehensive Cancer Network, 2020; Pachman et al., 2012). Other aspects of 

health disparities across adverse effects of cancer treatment include higher mortality from 

cardiovascular disease among Black breast cancer survivors (Troeschel et al., 2019) and less 

referrals and counseling for fertility preservation for Black women (Letourneau et al., 2012; 

Voigt et al., 2020) compared to White women.

Decision-Making Biases

Although decision-making is a shared process between patients and providers, it is important 

to acknowledge the role that oncologists and oncology healthcare providers have in 

facilitating the decisions, including providing sufficient information for treatment adverse 

effects, assessment and treatment of symptoms, and alternative cancer treatment options. It 

is evident that Black patients are more likely than White patients to experience negative 

consequences in cancer incidence, mortality, and adverse effects. These effects may be 

attributable, in part, to differences in provider treatment decision-making for Black patients.

Although multiple factors affect the decision-making process for patients’ cancer treatment 

selection (e.g., availability of treatment, drug costs, insurance coverage, clinical guidelines, 

patient preferences), discussions between oncology providers and patients are one important 

factor to consider. Of note, providers may rely on cognitive heuristics (or mental shortcuts) 

to simplify their decision-making. This is a natural human tendency; however, when 

heuristics are used improperly, they can lead to systematic biases in decision-making (Klein, 

Bloch, et al., 2014; O’Sullivan & Schofield, 2018). Decision-making biases, which are 

well-established in psychological and decision science literature, can occur among clinical 

medicine providers (O’Sullivan & Schofield, 2018) and affect treatment decision-making, 

with potential to contribute to disparities in the burden of adverse effects for Black patients 

with cancer. Table 1 summarizes decision-making biases, their definitions, and clinical 

examples.

Implicit Bias

Implicit bias may occur when individuals have unconscious negative thoughts or feelings 

toward someone in a particular group (e.g., of certain race or socioeconomic status) 

(FitzGerald & Hurst, 2017). For example, studies confirm that many individuals, including 

healthcare providers, unconsciously believe that Black patients can tolerate more pain than 

White patients and that these biases influence providers’ decision-making surrounding the 

treatment of pain (Hirsh et al., 2010; Hoffman et al., 2016; Mende-Siedlecki et al., 2019, 

2021). In addition, previous studies demonstrated that implicit biases and stereotypical 

beliefs can affect the way that providers interact with patients—for example, one study 
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found that non-Black providers use more anxiety-related words (e.g., worry, nervous, tense) 

when they interact with Black patients (Hagiwara et al., 2017), and another study reported 

that non-Black oncologists had shorter interactions with Black patients (Penner et al, 2016).

In the context of shared treatment decision-making, shorter or more negative interactions 

may mean that providers are not taking adequate time to explain the risks of treatment to 

their Black patients and can lead patients to be less informed about the treatment decision 

at hand—an assertion which is supported by the finding that Black patients report receiving 

less information about the reasoning behind treatment recommendations from their doctors 

(Lin & Kressin, 2015). In addition, implicit bias among healthcare providers is associated 

with negative patient outcomes (FitzGerald & Hurst, 2017; Hall et al., 2015; Meints et 

al., 2019; Zestcott et al., 2016), and a recent meta-analysis reported that 6 of 14 studies 

examining the role of implicit bias in healthcare outcomes identified a relationship between 

provider implicit bias and disparities in their treatment recommendations (Maina et al., 

2018). In summation, the literature demonstrates that unconscious thoughts or implicit 

bias affect clinical interactions between oncology healthcare providers and Black patients, 

as well as the treatment decisions and health outcomes resulting from these interactions. 

Although the degree to which racial bias in clinical interactions specifically contributes to 

disparities in the burden of adverse effects of cancer treatment between Black and White 

patients has not been studied specifically, the extensive literature on racial bias in clinical 

interactions for other medical decisions supports the notion that bias in doctor–patient 

interactions may influence treatment decision-making in this context.

Other forms of cognitive bias and heuristics, seemingly unrelated to patient race, may 

impact treatment decision-making about cancer treatments with adverse effects. Potential 

decision-making biases and clinical tradeoffs regarding cardiotoxic cancer treatments were 

previously described (Gillman et al., 2021).

Default Bias

Default bias occurs when individuals make decisions that involve a default option or 

decide to maintain the status quo (Jachimowicz et al., 2019; Redelmeier & Shafir, 1995). 

If providers select non-opioid medications for cancer pain management, they may be 

responding to a default option for management of cancer pain (i.e., one that may be put 

in place in response to a desire to reduce prescription of opioids due to the opioid epidemic 

[Moo et al., 2020], even if it may not be the most effective for all patients).

Delay Discounting Bias

Delay discounting bias may occur when providers or patients tend to favor immediate 

over delayed outcomes, when given such an intertemporal choice (Chapman & Elstein, 

1995). An example of an intertemporal choice that may be influenced by delay discounting 

bias is when oncologists decide whether to use cancer treatments known to have adverse 

effects, such as infertility after treatment completion; delay discounting bias would influence 

oncologists to place greater importance on the immediate outcome of aggressively treating 

cancer now versus the delayed reward of preventing adverse effects in the future.

Vo et al. Page 5

Clin J Oncol Nurs. Author manuscript; available in PMC 2022 April 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Availability Bias

Availability bias may occur when providers judge outcomes as more likely if they are able to 

retrieve greater instances of that outcome from memory (Tversky & Kahneman, 1973).

Although these cognitive biases are not directly related to race, some research suggests 

that people may be more likely to use cognitive heuristics when making decisions about 

outgroup (e.g., those outside one’s racial, ethnic, gender, or nationality group) compared to 

ingroup members (Rothman & Hardin, 1997). Therefore, oncology providers may rely on 

these decision-making shortcuts to a greater extent when treating patients who are outside 

their own racial group (Hagiwara et al., 2017; Penner et al., 2016)—potentially exacerbating 

disparities in the burden of adverse effects. Presence of oncology provider biases can 

influence patient–provider communication regarding available treatment options, potential 

treatment-related toxicities, and late or long-term adverse effects, ultimately influencing the 

patient’s decision-making. Patients with cancer can experience uncertainty with treatment 

decisions, and insufficient communication can lead to decision conflict, decision regret, and 

poor decisional quality (Gustafson, 2017). In addition, research demonstrates that many 

members of the healthcare team, including physicians and nurses, use the same approach of 

addressing cultural beliefs regardless of race, ethnicity, and culture (Mott-Coles, 2014).

Implications for Nursing

Causes of health disparities across treatment decisions and adverse effects are multifactorial, 

with decision-making biases and racism serving as components of the cause; however, 

nurses can act toward reducing health disparities. To mitigate decision-making biases, 

oncology providers need continuing education to improve knowledge of default bias, 

delayed discounting bias, and availability bias, as well as implicit bias training to help with 

recognizing and preventing negative consequences for cancer survivors. Oncology nurses 

can also have decision-making biases, and a key focus of this article is to help educate 

nurses to acknowledge their own risk for decision-making biases and facilitate nurses’ 

ability to recognize when their colleagues may have biased decisions when caring for Black 

cancer survivors. In addition, nurses can play a role in reducing health disparities for cancer 

treatment-related adverse effects. Table 2 describes the role of nursing to recognize and 

mitigate health disparities.

Culturally Appropriate Care

Providing culturally appropriate nursing care is crucial to mitigate health disparities. 

Cultural leverage is a focused strategy to provide culturally appropriate care and 

interventions by using cultural practices and behaviors to help improve the health of Black 

patients. Individuals from the community who are familiar with pain management can act 

as advocates for patients or educate providers on culturally appropriate pain assessment 

(Anderson et al., 2009; Andrews & Boyle, 2002). Nurses are well positioned to implement 

culturally appropriate nursing care to reduce health disparities and implicit bias for Black 

patients.

Vo et al. Page 6

Clin J Oncol Nurs. Author manuscript; available in PMC 2022 April 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Education, Advocacy, and Empowerment

Nurses play a major role in patient education, advocacy, and empowerment to strengthen 

patients’ decision-making. Nurses can provide supporting information regarding cancer 

treatment and adverse effects, as well as signs and symptoms to monitor. Nurses can 

also assess patients’ health literacy, use the teach-back method, and ensure patient 

comprehension of adverse effects to drive informed decision-making (Callaway et al., 2018; 

Scott et al., 2019). By doing this, nurses act as patient advocates to help facilitate the 

patients’ autonomy during the cancer treatment decision-making process. In addition, nurses 

can help provide a voice to the patient’s needs and communicate wishes to the oncology 

team (Tariman & Szubski, 2015). Communication between the healthcare team and patient 

to increase informational and support needs can lead to patient empowerment and improve 

quality of life (Knobf, 2013). Patient education and advocacy, awareness of the potential 

decision-making biases, and the incorporation of cultural beliefs, can provide opportunities 

for nurses to conduct culturally tailored care and reduce disparities in adverse effects for 

Black patients with cancer. For patients with chronic cancer pain, oncology nurses should 

learn culturally appropriate methods for assessing pain among racially diverse patients and 

understand that patients may express pain differently than their own culture (Peacock & 

Patel, 2008). Figure 1 provides a case study example of how implicit bias may present itself 

regarding Black patients with cancer, as well as how nurses can help facilitate a welcoming 

and inclusive environment for appropriate pain assessment and pain management.

Monitoring and Management of Cancer Treatment Adverse Effects

Another important aspect of oncology nursing is the importance of monitoring and 

management of cancer treatment adverse effects (Tariman & Szubski, 2015). This is 

particularly important during the administration of chemotherapy. Nurses collect information 

and share with other team members, including adverse effects of the chemotherapy. 

However, nurses’ level of disease knowledge influences the degree of participation in cancer 

shared decision-making and monitoring and management of treatment adverse effects. 

Therefore, it is important for oncology nurses to be familiar with common treatment-related 

adverse effects and symptoms associated with cancer. Oncology nurse practitioners should 

be aware of clinical guidelines related to major adverse effects, including management 

of cancer pain (National Comprehensive Cancer Network, 2020; Paice et al., 2016), 

cardiotoxicity (Armenian et al., 2017; Mehta et al., 2018), fertility preservation (Oktay et 

al., 2018), and other cancer survivorship-related adverse effects as described in the National 

Comprehensive Cancer Network (2020) Survivorship Guidelines.

Role of Oncology Nurse Navigators

Oncology nurse navigators (ONNs) are specialized nurses who offer individualized 

assistance to patients with cancer and their families, provide education and resources 

to facilitate informed decision-making, and improve quality of care (Oncology Nursing 

Society, 2017). They help through collaboration with various members of the oncology 

team (oncologists, advanced practitioners, and clinical oncology nurses) by using patient­

reported outcomes tools to screen patients before starting treatment to better understand 

their knowledge of their disease, provide education prior to their initial treatment, and 
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follow patients closely from diagnosis into survivorship. The ONN brings an added layer 

of coordination and support, which is invaluable for the patients’ informed decision-making 

in treatment and beyond, and potentially alleviates health disparities within adverse effects 

from cancer treatment (Oncology Nursing Society, 2017).

Finally, as structural racism has begotten health disparities, including among cancer 

populations (Ellis et al., 2018), nurses should be educated on the impact of structural racism, 

ways in which to mitigate its effects, and the role of research and implementation to reduce 

implicit bias (i.e., developing effective implicit bias training or testing other training tools 

that can change practice). As the authors presented in this article, there are a multitude of 

structural racism effects on cancer outcomes. Ongoing training is warranted to address such 

effects in a culturally sensitive manner. Nurses can apply principles of cultural humility in 

each patient encounter, acknowledging that patients identifying as Black are individuals with 

unique needs and concerns that must be addressed. In addition, there is a need for significant 

emphasis on identifying provider best practices that yield optimal patient results and reduce 

cancer health disparities.

Conclusion

Nurses should be aware of decision-making biases, their own or others, that may present 

during shared decision-making, intervene when appropriate, and be an active participant in 

shared decision-making to help mitigate health disparities across adverse treatment effects. 

Oncology nurses can ensure that patients understand the major adverse effects and that the 

patients’ wishes, particularly Black patients who are disproportionately affected by cancer, 

are heard and met. Importantly, oncology nurses, ONNs, and nurse practitioners should be 

patient advocates, ensuring that patients obtain the appropriate care and facilitate screening 

measures, assessing risk factors and symptoms, providing culturally appropriate care, and 

empowering patients to make informed decisions, which ultimately transform care delivery 

toward equitable healthcare.
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IMPLICATIONS FOR PRACTICE

• Understand that health disparities exist related to cancer and its treatment, 

which have historically led to disparate outcomes for Black patients. This is a 

crucial step toward equitable care.

• Acknowledge that treatment decision-making biases may perpetuate health 

disparities among cancer survivors, and these biases include implicit bias, 

default bias, delay discounting bias, and availability bias.

• Learn about the potential for decision-making biases, develop an 

understanding of adverse effects, actively participate in shared decision­

making, and conduct culturally appropriate care to mitigate health disparities 

across adverse treatment effects.

Vo et al. Page 13

Clin J Oncol Nurs. Author manuscript; available in PMC 2022 April 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



FIGURE 1. 
CASE STUDY
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