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The National Institutes of Health has defined cancer dispari-
ties as differences in cancer measures, including screening 
rates, incidence, and mortality, among certain groups [1]. 
With regard to describing the gap between the health status 
of African Americans and Whites, the term health disparity 
is not new. Health disparities have been studied and docu-
mented for decades. In 1899, W. E. B. DuBois documented 
the “remarkable phenomenon” of disparities among the 
death rates of African Americans and Whites in his book 
the Philadelphia Negro: A Social Study [2].

A question that someone may ask is how close have we 
come in 123 years to eliminating health disparities and 
establishing health equity? Although many public health and 
medical professionals have attempted to determine solutions 
for eliminating cancer disparities, a final review of Healthy 
People 2020 revealed that the gap in cancer measures 
between African Americans and Whites remains wide [3]. 
The health status of African American women, in particular, 
has not seen drastic improvements, and the significant gap 
in cancer mortality remains.

The burden of cancer disparities tends to be heavier for 
African American women who experience a triple threat 
to their health based on their racial identity, their gender 
identity, and their limited access to economic resources [4]. 
As a whole, African American women experience major 
health issues due to their social status. As Bell Hooks [5] 
describes, African American women are “not only at the bot-
tom of the occupational ladder, but our overall social status 
is lower than that of any other group.” Gender, class, race, 
and sexuality oppression are primary causes of the lack of 
access to quality health care, in addition to the lack of cultur-
ally competent health care providers. Patricia Hill Collins 
[6] suggests that the three dimensions of oppression that 

affect African American women’s social status, and in turn 
their health, are.

• the exploitation of Black women’s labor that is essential 
to US capitalism;

• the denial of African American women the rights and 
privileges routinely extended to white male citizens;

• controlling, stereotypical images of Black women that 
originated during slavery.

The social status of African American women has been 
impacted by the horrendous wrongs that occurred during 
slavery [7]. Although chattel slavery was abolished in 1865, 
African American women still presently feel its impact. 
Many of the stereotypes of African American women devel-
oped from “negative anti-woman mythology” during slavery 
[8]. These stereotypes still exist in 2022 and have continu-
ously been prevalent throughout mainstream media. As a 
result of the exposure to these stereotypical images, people 
have been conditioned to perceive these stereotypes to be 
true representations of African American womanhood.

These stereotypes are the primary reason that African 
American women continue to be objectified. The objectifica-
tion of African American women has affected their ability to 
improve their social status as a group. While some African 
American women have been able to maneuver through the 
system to achieve well-paying jobs and higher-class levels, 
many African American women continue to be economically 
exploited. African American women who are economically 
exploited tend to work labor-intensive jobs that pay menial 
wages and provide no benefits, such as health insurance. 
Prolonged economic exploitation leads to chronic stress and 
significant declines in health.

As stated in the landmark report Unequal Treatment: 
Confronting Racial and Ethnic Disparities in Healthcare, 
health care providers’ bias and beliefs in stereotypes play 
major roles in racial and ethnic disparities in care [9]. The 
Communication Predicament Model of Aging was devel-
oped to illustrate the challenges and dilemmas that older 
adults have when they attempt to communicate with their 
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younger health care providers [10]. I propose that the Com-
munication Predicament Model can be adapted to illustrate 
how health care providers’ stereotypes and beliefs impact 
the health of African American women. Starting with the 
provider’s encounter with an African American woman, the 
provider is able to recognize race and gender cues that cause 
them to develop stereotyped expectations of the patient. 
Holding stereotyped expectations, without regard to the 
patient’s actual educational level or economic status, will 
lead the health care provider to modify their speech and 
behavior toward the African American woman. In turn, this 
will lead to constrained opportunities for patient-provider 
interaction, a loss of personal control and self-esteem of the 
patient, and overall poorer quality health care. Furthermore, 
African American women may become reluctant to return 
to a health care provider that they perceive does not provide 
them with quality care.

Evidence suggests that racial and gender prejudice that 
impacts cancer outcomes is still quite prevalent throughout 
the medical system in the USA [11]. For example, Jacobs 
et al. [12] found that perceived discrimination was asso-
ciated with lower rates of Pap testing and mammography 
among African American women. The difference in provider 
recommendations for cancer screenings has also been docu-
mented in the results of the National Health Interview Study 
that indicated that a greater proportion of African American 
women relative to White women reported that their doc-
tor had never suggested mammography (41% versus 28%, 
respectively). Additionally, several studies have found that 
there were significant, systematic differences in treatment for 
breast cancer, cervical cancer, endometrial cancer [13–15], 
and colon cancer between African American patients and 
White patients [14, 16–20].

Solutions for Narrowing the Gap

Currently, white males dominate the US health care sys-
tem. However, all hope for improving the cancer dispari-
ties among African American women should be not lost 
because of that fact. Persons of any race can provide cul-
turally competent care. Cultural competence means that a 
person is aware of their culture and is accepting of other 
cultures. Cultural competence is not a cultural invasion, by 
which the provider only sees health care through the lenses 
of their culture. Culturally competent health care provid-
ers understand the needs of all of their patients regardless 
of race, gender, class, or sexuality. Although many federal 
and state government agencies and hospitals mandate cul-
tural competency training, such training programs have not 
proven to be extremely successful at improving cultural 
sensitivity. A longer-lasting means of creating a culturally 
competent health care workforce would be to infuse cultural 

competency in the education curriculum for all people who 
provide health services.

Furthermore, because health disparities are the result of 
an interaction between structural factors (social, neighbor-
hood, and environment), institutional factors (access, poli-
cies, racial bias), and individual factors (personal, behavior), 
there need to be interdisciplinary collaborations [21]. Inter-
disciplinary collaborations will allow for the improvement 
of all factors that impact the cancer outcomes of African 
American women.

Due to the lack of African American women in positions 
of power within the US health care system, systemwide 
actions need to be taken to ensure that provider prejudice is 
eliminated. Cancer health equity is possible. However, can-
cer health equity can only be achieved when culturally com-
petent health care is provided consistently, and all the factors 
that lead to cancer disparities are adequately addressed.
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