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Abstract

Purpose of Review Disparities in prostate cancer care and outcomes have been well recognized for decades. The purpose
of this review is to methodically highlight known racial disparities in the care of prostate cancer patients, and in doing so,
recognize potential strategies for overcoming these disparities moving forward.

Recent Findings Over the past few years, there has been a growing recognition and push towards addressing disparities in
cancer care. This has led to improvements in care delivery trends and a narrowing of racial outcome disparities, but as we
highlight in the following review, there is more to be addressed before we can fully close the gap in prostate cancer care

delivery.

Summary While disparities in prostate cancer care are well recognized in the literature, they are not insurmountable, and
progress has been made in identifying areas for improvement and potential strategies for closing the care gap.

Keywords Prostate cancer - Disparities - Equity - Care delivery - Review

Introduction and General Outcome Data

Prostate cancer is the most common cancer type diagnosed
in men in the USA [1]. Despite advancements in screen-
ing and treatment regimens, several factors have resulted in
racial disparities for many races and ethnicities, but particu-
larly for Black men living with prostate cancer in quality of
care and survival. Our hope is that by writing this review
article and surveying the existing body of literature, we will
be able to supply providers with the knowledge they need to
improve the standard of care for marginalized communities.

To contextualize, it has been well established that Black
men experience greater risk for many types of cancer. The
American Cancer Society was one of the first to highlight
the disparate incidence and mortality experienced by Black
men compared to White men in 1993, with 52% of Black
men and 26% of White men presenting with stage 4 prostate
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cancer at diagnosis [2]. Subsequently, the survival rates for
Black men were lower than White men. After controlling
for grade and stage, however, survival was similar for both
groups. One common explanation is that White men had
better access to medical care, but the study was restricted to
patients who were initially diagnosed in the same VA medi-
cal center. Therefore, factors such as differences in access
(e.g., transportation) or medical care usage rates, stemming
from the social determinants of medicine, were given as pos-
sible explanations.

Following that discovery, one of the largest and highest
impact early outcome studies examining racial disparities
in prostate cancer outcomes showed that traditional socio-
economic, clinical, and pathologic factors accounted for
the increased relative risk for individuals diagnosed with
advanced stage prostate cancer in Hispanic men but not
Black men [3]. These studies highlight the existence of other
racial structural factors beyond those stated above that con-
tribute to the inequities in treatment and late stage diagnosis
of prostate cancer for Black men.

While other review papers focus mainly on either pri-
mary, or advanced cancer treatment or screening, we aim to
provide a comprehensive picture of the entire disease con-
tinuum from diagnosis to disease outcomes. This is because
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social determinants of health (SDOH) consistently appear
to impact race/ethnic disparities across every stage of care.
SDOH are defined as the social “conditions in the environ-
ments in which people are born, live, work”™ [4]. Differences
in SDOH are believed to result from systemic discrimina-
tion and policies that have existed at the societal level (e.g.,
redlining/housing policies/implicit biases). SDOH are often
explained in terms of 5 main domains: economic stability
(e.g., employment, poverty), education (e.g., high school
graduation), social and community context (e.g., social
support, perceived discrimination, mistrust), health and
healthcare access (e.g., insurance status, health literacy),
and neighborhood and built environment (e.g., neighbor-
hood socioeconomic status, quality of housing) [4]. The
lines between these determinants are blurred, with multiple
buckets often applying to patients.

The majority of SDOH studies in prostate cancer evaluate
the associations between incidence and mortality outcomes
with the five SDOH domains. However, not all domains are
consistently evaluated across the continuum. Here, we sum-
marize and provide some examples of studies investigat-
ing SDOH and racial disparities across several key turning
points in the disease course. However, we recognize that
there are gaps in the literature that will need to be filled to
understand how SDOH (same or different domains/factors)
impact prostate cancer care from screening and diagnosis to
treatment, barriers, and clinical trial enrollment, in primary
and advanced prostate cancer. We feel it is imperative to fill
in the gaps so that providers are best able to identify the root
of the problem and direct future efforts to implement solu-
tions. Following this framework, we will present findings
on screening and diagnosis, treatment, and barriers to trial
enrollment in primary and advanced prostate cancer.

Screening and Diagnosis Disparities

With groundbreaking improvements in prostate cancer
screening technologies, one would expect that participa-
tion in screening programs would increase. However, over-
all PSA screening rates declined from 2012 to 2018, and
screening rates among non-Hispanic Black men declined
at a significantly higher rate, driven primarily by decreased
screenings in the 40-54-year-old cohort [Se]. This could
possibly be an effect of the recommendation for PSA screen-
ings being updated in 2018 [6]. However, still among all
groups, PSA screening is lowest among Hispanic, Native
American Indian/Alaska Natives, and Native Asian/Pacific
Islander men [5e]. Also, in one cohort of privately insured
men, there was little effect on PSA screening from changes
to the USPSTF recommendation [7]. There was a lower uti-
lization in Black men compared to other races and higher
utilization for the higher income and privately insured
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population for mpMRI diagnostic imaging [8]. In addi-
tion, non-White males were more likely to get imaging that
was not in concordance with NCCN guidelines [9]. From a
performance standpoint, there was mixed data on mpMRI
performance, with one study showing similar performance
for Black patients compared to White patients and another
with worse performance for Asian American patients [10,
11]. Detecting prostate cancer early permits fuller discussion
of options between patient and provider: whether to pursue
treatment vs active surveillance. This issue is multifaceted
but has many downstream implications. The incidence rate
for prostate cancer has grown by 3% every year from 2014 to
2019, driven by advanced cases [12]. A higher proportion of
Black men classified as low risk and intermediate risk had a
higher Decipher score than White men [13]. Basourkas et al.
estimated that the number needed to diagnose to prevent one
death was 11 to 14 for men of all races, compared to 5 to
9 for Black men [14]. In general, screening benefits Black
men, which warrants a focus on improving screening rates
in Black men.

Holmes et al. ask the question of whether an increased
distance to a urologist, a surrogate for economic stabil-
ity and health and healthcare access, is associated with
a delayed diagnosis of prostate cancer among Black and
White patients, as manifested by higher risk disease at diag-
nosis. They found that high-risk cancer rate increased with
distance to a urologist and low-risk cancer rate decreased
with longer distance [15]. On the race stratified multivari-
ate analysis, longer distance was associated with higher
risk prostate cancer for White and Black patients (P =0.04
and < 0.01, respectively), but the effect was larger for Black
men [15]. The authors concluded that longer distance to a
urologist might disproportionately impact Black patients.
Education has been shown to be positively associated with
prostate cancer screening rates, specifically with men who
have higher educational attainment [16, 17]. Using data from
the Prostate, Lung, Colorectal, and Ovarian (PLCO) cancer
screening trial, Barocas et al. found that non-Hispanic Black
men aged < 65 years had 45% lower odds of undergoing a
repeat PSA test or prostate biopsy compared with non-His-
panic White men [18e]. There was no racial difference in
the follow-up among older men. Limitations in access to
care among Black men below Medicare eligibility age in the
USA may underlie the low rates of follow-up diagnostic care
among Black men. Hispanic and Black cohorts tend to be
diagnosed at a later stage than non-Hispanic White cohorts
[19]. Individuals who were uninsured were more likely to
be diagnosed with prostate cancer at a more advanced stage
(OR=1.47, P=0.02) [19]. The interaction between the His-
panic ethnicity term and being uninsured in the multivariate
logistic regression model was statistically significant. From
a Switzerland-based population study, insurance character-
istics like low deductibles, supplementary health insurance,
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and enrollment in a managed care plan were associated with
higher screening utilization [20]. However, a gap in knowl-
edge exists in the association between insurance status and
specifically prostate cancer screening utilization in the USA.
Table 1 summarizes the recent findings on the disparities in
screening and diagnosis in prostate cancer.

Disparities in Care Delivery and Access

Multiple studies have described clear evidence of delivery
and outcome disparities for both localized and advanced
prostate cancer treatments. Historical data has consistently
suggested higher mortality rates for Black men when com-
pared to White patients [21-24]. However, in recent years,
research suggests that overall survival and prostate cancer
specific mortality outcomes are similar between White and
Black men once they receive treatment [25] and may even
be slightly favorable for Black men with localized prostate
cancer [26]. Overall, this hopeful finding suggests that bridg-
ing the gap in care delivery and access to standard of care
therapies may be an effective way to alleviate disparities in
vulnerable communities.

Regardless, there remains evidence of clear differences
in access, delivery, and even response to standard of care
therapies between racial groups. The mechanism underlying
these disparities is unclear, and there is limited evidence to
suggest whether these observations are driven by factors on
the provider side (e.g., implicit biases, access, and avail-
ability among underserved communities) or the patient side
(e.g., distrust of the medical system, socialization of medical
knowledge). However, there is evidence to suggest that the
driving force is likely a combination of both. This section
attempts to describe some of these mechanisms driving dis-
parities in prostate cancer treatment outcomes to highlight
key opportunities for growth in these areas.

Standard of Care Delivery

Various studies have described racial group differences in
the time from diagnosis to delivery of standard of care may
be one driving mechanisms behind the outcome differences
observed. One study attempted to identify differences in
time from diagnosis to definitive treatment in Black versus
White localized prostate cancer patients. The study found
that the time from diagnosis to definitive treatment and risk
groups (with either prostatectomy or radiation) was longer
for Black patients across all risk groups and was most pro-
nounced in the high-risk cancer group (96 versus 105 days,
P <0.001) [27ee]. These data are further corroborated by
a study examining racial variations in the use of ADT and
time to receive ADT among patients with metastatic pros-
tate cancer [28]. Investigators found that White men were

significantly more likely to receive ADT after a diagno-
sis of prostate cancer than Black men (P <0.001). Differ-
ences even exist in fundamental treatment patterns among
racial groups with advanced prostate cancer. One study that
queried the SEER database to examine treatment trends
among racial groups found that Black patients were more
likely to go without treatment than White patients even
after accounting for early mortality and TNM stage [29e].
Even in the adjuvant setting, investigators have observed
disparities in delivery of ADT even in its most appropriate
settings where Black men and men of other races are less
likely to receive ADT compared to their White counter-
parts [30].

Within localized prostate cancer treatment, evidence
suggests that compared to White men, Black men are
significantly less likely to receive treatment across all
Gleason scores and all D’Amico risk classifications [31].
Hispanic men were also less likely to receive treatment
for Gleason score >7 disease and for intermediate or
high-risk disease. Furthermore, a survey of the NCDB
database from 2004 to 2012 revealed that non-White men
were more likely to present with high-risk disease and
were less likely to receive radical prostatectomies [32]. A
subsequent study also using the NCDB database examined
individual facility level variations in care delivery among
men with nonmetastatic Gleason score > 7 disease. Black
men had significantly higher median PSA, were less likely
to receive definitive treatment, and were more likely to
be Gleason grade 8 or higher when compared to White
men [33].

Access to Standard of Care

Disparities in access to standard of care options between
different racial groups have been a longstanding and well-
defined phenomenon for decades. The mechanisms behind
these variations in access are multifactorial. Early studies all
showed clear differences in availability [34] and willingness
to access healthcare [35]. More recent studies have examined
these access issues on a deeper level.

Tangible barriers such as lack of transportation or health
insurance have been well described in the literature [36].
Medical distrust among vulnerable populations is a very well
described (and unfortunately well founded [37]) phenom-
enon that serves as an access barrier to healthcare in general
[38, 39¢]. The evidence also suggests that endemic socioeco-
nomic disparities likely play a key role in the access dispari-
ties that we observe between different racial groups [40, 41].
These disparities carry over in the post treatment cohort of
prostate cancer survivors, with data suggesting that Black
Americans may be at greater risk for disease recurrence after
treatment [42, 43]. On the other hand, associations between
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education and especially the built environment with standard
of care access have gone largely unstudied.

Variability in Standard of Care Efficacy Among
Groups

However, even upon receipt of standard of care, there are
response differences to standard of care along different
racial groups. For example, a study of older men treated for
locoregional prostate cancer examined survival differences
between patients that received ADT [44]. Investigators found
that the receipt of ADT was significantly lower in Black men
(24%) relative to White (27%), Asian (34%), and Hispanic
men (28.7%) (P <0.05). Investigators also found that Black
men had a statistically significant increase in mortality that
remains significant even after adjusting for receipt of ADT.
Notably, this mortality difference decreased after controlling
for primary therapies such as prostatectomy, radiation, and
surveillance and was no longer statistically significant after
controlling for baseline comorbidities.

Interestingly, Asian men have been observed to receive
ADT at higher rates than other racial and ethnic groups [44]
and also respond more favorably to hormonal therapy [45].
This in turn may translate into more favorable survival out-
comes in the Asian community [25]. One Japanese study
attempted to examine this phenomenon more mechanisti-
cally to explain why Asian men responded more favorably
to ADT than other racial and ethnic groups [46]. Investi-
gators found higher rates of the active androgen transport
genotypes of SLCO2B1 (GG allele) among Black and White
racial populations than in Japanese and Han Chinese pop-
ulations. This active genotype in turn exhibited a median
time to progression that was 7 months shorter than that of
patients with impaired androgen transporting activity poly-
morphisms. The literature discussed in this section reveals
that care delivery and access to care vary along racial lines
(Table 2).

Disparities in Trial Enrollment and Possible
Barriers

Given the complex and often fraught relationship between
various marginalized groups and the medical establishment
that ranges back to before the now infamous Tuskegee syphi-
lis experiments [47] and eventually culminating in the World
Medical Association’s Declaration of Helsinki, it is no won-
der that trust in the medical establishment is divided along
racial lines, the degree of which has been unmasked even
further in the recent COVID-19 pandemic [48]. Our current
social and community context is a consequence of this com-
plex history. Within the realm of prostate cancer, this can
manifest in multiple ways, in addition to acting as a potential

barrier to clinical trial enrollment. This is evidenced by a
history of clear racial disparities in trial enrollment, even in
classic trials like the PLCO (Prostate, Lung, Colorectal, and
Ovarian) study [49]. Recent studies have identified possible
barriers to trial enrollment that will need to be unpacked.

Ensuring that a sample is representative of the larger
population is an important principle in experimental design.
Despite this, many studies fail to present data on the diver-
sity of their study population. One review found that in pros-
tate, kidney, and bladder/urothelial cancer interventional
phase II and III trials, only 169 of 341 (49.7%) reported
race and ethnicity data [50e]. Black and Asian patients were
poorly represented across all cancer types. Among prostate
cancer patients enrolled on registrational trials, only 2.9%
are self-reported Black patients, and other minority race
patients were enrolled at <0.5% [51]. One reason for this
is that many of the studies included in the Lythgoe et al.
paper are multinational clinical trials that partner with small
countries with small percentages of minorities. However,
RTOG/NRG Oncology consistently enrolls Black men in
prostate cancer trials at a rate of ~ 15% [52ee]. More of these
studies need to be replicated so that data reflects our coun-
try’s diversity. Considering the increased risk of presenting
with advanced stage cancers and treatment outcomes for
Black and other minority patients, research must focus on
eliminating these disparities and including more representa-
tive samples. Whether because of distrust in the medical
community, issues with accessibility to medical services or
hidden financial costs, several SDOH drivers contribute to
racial disparities in prostate cancer trial enrollment. Per the
VOICES study which looked at community-based interviews
in New York City in regard to research conducted in emer-
gency situations, minority patients tend to have higher lev-
els of perceived discrimination and deception in accordance
with social and community context [39¢]. Mistrust ultimately
results in discordance of treatment recommendations and
lack of trial participation. Galsky et al. evaluated metastatic
prostate cancer clinical trials and found that 50.2% of trials
would require a one-way drive of > 60 min for patients to
access clinical trial sites [52ee]. In addition, as trials become
increasingly complex, it is common for frequent study visits
to get billed as follow-up visits and charged to the patient
rather than the study, unbeknownst to the patient [52ee]. It
is important to note that well-documented barriers related
to SDOH (e.g., socioeconomic status, insurance state, pov-
erty, education) generally are underrepresented and under-
reported in clinical trials.

On the policy side, Congress enacted the NIH Revitaliza-
tion Act that addressed representation of women and minor-
ity patients in NIH-sponsored research through the creation
of Minority Community Clinical Oncology Programs, col-
laboration in strategic initiatives with the CDC and teaching
hospitals, and specialized trials for the elderly [53]. In a
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paper by the current surgeon general, Dr. Murthy quanti-
fied disparities in enrollment between minority groups as
“enrollment fraction” which is defined as the number of trial
enrollees divided by the estimated US cancer cases in each
race and age subgroup. Compared with a 1.8% enrollment
fraction among White patients, lower enrollment fractions
were noted in Hispanic (1.3%; odds ratio (OR) vs White,
0.72; 95% confidence interval (CI), 0.68-0.77; P <0.001)
and Black (1.3%; OR, 0.71; 95% CI, 0.68-0.74; P <0.001)
patients [53]. Although both the National Cancer Institute
(NCI) budget doubled from 1993 to 2002 and the number
of trial participants increased, the proportion of trial par-
ticipants who are Black decreased [53]. Given the ongoing
lack of minority representation, however, previous mandates
created by the government have fallen short.

Discussion and Opportunities
for Improvement

While there is clear documentation of disparities experi-
enced by prostate cancer patients at every step of the con-
tinuum, most prominently among disadvantaged and mar-
ginalized groups, there also exists evidence that conveys a
more hopeful message: that normalization of these dispari-
ties helps to improve differences in outcomes (Fig. 1). Here,
we highlight and discuss a variety of data in the literature
that portends to this space, with an emphasis on screening,
access and care delivery, and trial enrollment.

Screening

Several groups have deployed solutions in various settings
and populations to help combat the issue of low screening
rates by deploying information and education about pros-
tate cancer tailored for Black men in the barbershop. The
barbershop is an advantageous environment because it is
often regarded as a trusted space specific to Black culture
to discuss vulnerable topics, thereby moving the prostate
cancer discussion to a safe social and community context
[54]. In a survey of 64 barbershops in the Richmond area,

not only did 100% of proprietors agree that more promo-
tional activities and programs should be directed to the
Black community, but also 100% of proprietors reported
that they would consider allowing their barbershops to be
used to help Black men learn about prostate cancer [54]. By
navigating historically safe spaces for minority communi-
ties, providers can help establish patient-provider trust and
reach vulnerable populations. In another study conducted
in rural Georgia, an area which has limited access to educa-
tion, there was both high receptivity from Black men about
the topic and an increase in the average score on a 17-item
prostate cancer knowledge assessment from 72% pretest to
89% posttest (P=0.03) [55]. A similar approach, the Detroit
Education and Early Detection (DEED) study recruited par-
ticipants from Black churches and had promising results.
Compared with the population presenting to the urologi-
cal clinic in which 35% of Black men were diagnosed with
pathologically organ-confined prostate cancer, the men who
underwent radical prostatectomy in the DEED project were
diagnosed at a statistically significant higher rate of 11 of
17 men or 65%. They also recurred at a smaller rate of 1
of 15 (7%) in the DEED group and 39 of 157 (25%) in the
clinic population [S6ee]. Another example of this method,
Project HEAL (Health through Early Awareness and Learn-
ing), two peer community health advisors each were trained
to host educational seminars for fifteen churches through
traditional- and technology-based methods with an overall
adoption rate of 41% for 375 total participants [57]. The
common theme in all these implementations is tackling gaps
in awareness through educational programs that transplant
the discussion from doctor’s offices to settings that empower
and uplift Black communities.

Access and Care Delivery

As aforementioned, evidence of disparities in access to care
both in the localized and advanced settings of prostate can-
cer is abundant in the literature. Reassuringly however, there
is a preponderance of evidence suggesting that once access
disparities are eliminated, long-term survival outcomes
between different groups begin to normalize. One classic

Localized/Active

Trial Enrollment Screening/Diagnosis

« Distrust of the medical « Proximity to hospitals

Surveillance

« Delayed treatment after

Survivorship Advanced Disease

« Once treated, overall « Black and Hispanic

community diagnosis survival is similar patients were more
« Hidden financial costs o l;g\:;e'r °‘:.ds of repeat « Disparities in delivery of « Black patients more at :‘r::l'y":::&::t °
such as transportation, eetig ADT risk for disease advanced disease
skipping work « Lack of insurance « Various socioeconomic [ECLIencs « Less likely to get
« Studies not reporting for non-Medicare factors (transport, radical
diversity data patients insurance, etc.) prostatectomies

Fig. 1 Challenges for care delivery in the prostate cancer continuum. Well-described barriers and disparities in care evident in the literature, as

stratified by discrete phases along the prostate cancer care continuum
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study evaluated the long-term survival of Black and White
prostate cancer patients among US Department of Defense
active duty and retired service members [58]. The authors
believed that these patients represented a population with
equal access to a medical care system with relatively uni-
form screening and care delivery practices. The results of
the study found no survival differences along racial lines.
These data have been reproduced on multiple occasions in
the modern era with studies finding that Black men in the
VA system have similar or even better survival outcomes
when compared to their White counterparts [26, 59].

Outside of the VA system, improved access to medical infra-
structure consistently translates to better outcomes in vulnerable
populations. One study examined differences in prostate cancer
treatment outcomes between Black and White men in Mas-
sachusetts, which holds the distinction of being the earliest US
state to mandate universal health insurance back in 2006 [60].
Black prostate cancer patients in Massachusetts experienced
reduced prostate cancer-related mortality in comparison with
White prostate cancer patients. These data as a whole support
the hypothesis that improvements and access to quality care
and screening help mitigate disparities among racial groups.

Interestingly, there is evidence that improved access to
care may also translate into improved care delivery among
racial groups. In a 2013 study of 777 North Carolinian
men with newly diagnosed prostate cancer, 83.5% of men
received guideline-concordant care within 1 year of diagno-
sis which did not differ by race [61]. What was most remark-
able, however, was that patients’ perceived access to care
had a statistically significant association with the receipt of
guideline-concordant care, and those who had the lowest
levels of perceived access to care were among the least likely
to receive guideline-concordant care for prostate cancer.

Trial Enrollment

A diverse study cohort could potentially help identify any
differences in treatment outcomes between different ethnic
groups, which will allow patients and physician to make more
informed care decisions. Including a representative study pop-
ulation is essential for conducting high-quality, reliable, and
generalizable research. However, there is a fine line between
inclusivity and exploitation. It might be important to ask the
question if participating in research is actually beneficial for
minority racial groups and ethnicities. From the perspective
of equality and fairness, it is important to remove barriers to
participate in clinical trials, but also not increase represen-
tation of minorities strictly for research purposes [62]. The
ultimate objective should always be to reduce health dispari-
ties in disease outcomes. Financial incentives and outreach to
community centers such as churches and schools are effective
ways of bolstering access to clinical trials, but great care must
be taken not to violate core ethical principles.

@ Springer

Given a history of unethical scientific research practices
as well as a well-documented distrust in medicine, one might
be led to believe that underrepresented people might be more
unwilling to participate in clinical trials than White people.
A 2006 study by Wendler et al. found that there were very
small differences between the willingness of Hispanic, Black,
and White men to participate in clinical trial [62]. Rather, the
issue lied with Hispanic and Black patients not being asked to
participate in studies [62]. As mentioned above for screening,
outreach to cultural enclaves such as churches, restaurants,
and barbershops can be an effective way of increasing aware-
ness for people who live far away from healthcare infrastruc-
ture. In reaching out to populations with a lack of access to
healthcare, the financial strain of enrolling in a clinical trial
is more daunting than for high-income patients. After the
implementation of a novel fee-assistance cancer care equity
program (CCEP), Nipp et al. discovered that cancer clinical
trial enrollment increased compared with enrollment from
previous years [63]. A vital corollary to this is developing an
accurate and efficient way of quantifying a patient’s level of
financial burden and comprehensively presenting all risks to
avoid taking advantage of low-income individuals.

Final Conclusions

Although there continues to be more progress in the litera-
ture in understanding how the SDOH are impacting patient
diagnosis, treatment, and outcomes in prostate cancer, a lack
of standardized, widespread data across health systems is
limiting our capacity to draw generalizable conclusions from
studies. Incorporating SDOH measures in EMR records to
allow for more analytical assessment of what factors are con-
tributing to prostate cancer care, although requiring some
investment upfront by providers, would allow for more com-
prehensive investigation into the often overlooked SDOH
domains and help the care team identify and address any
potential barriers to care. The National Association of Com-
munity Health Centers and Centers for Medicare & Medic-
aid Services both have protocols and tools for how to address
the SDOH for patients, and some clinicians are advocating
for their use in clinical practices [64, 65¢].

While disparities in prostate cancer care still exist, it is
encouraging to see that progress is being made. A recent
analysis of cancer statistics from the American Cancer Soci-
ety found that Black men had an approximately twofold
higher mortality from prostate cancer than White men, but it
also found that the overall cancer mortality disparity is nar-
rowing, particularly because of a steeper drop in lung and
prostate cancers [66]. From the data, we also see a clear path-
way forward, and encouraging evidence that improvements
in screening, access, care delivery, and trial enrollment may
translate out into meaningful outcome improvements for all
prostate cancer patients. It is the sincere hope of the authors
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that this progress that has been made in remedying known
inequities in our healthcare system continues into the future.
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