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Abstract

African American and other Black individuals (referred to as Black people in this
article) have a disproportionate cancer burden, including the lowest survival of any
racial or ethnic group for most cancers. Every 3 years, the American Cancer Society
estimates the number of new cancer cases and deaths for Black people in the United
States and compiles the most recent data on cancer incidence (herein through
2021), mortality (through 2022), survival, screening, and risk factors using
population-based data from the National Cancer Institute and the Centers for
Disease Control and Prevention. In 2025, there will be approximately 248,470 new
cancer cases and 73,240 cancer deaths among Black people in the United States.
Black men have experienced the largest relative decline in cancer mortality from
1991 to 2022 overall (49%) and in almost every 10-year age group, by as much as
65%-67% in the group aged 40-59 years. This progress largely reflects historical
reductions in smoking initiation among Black teens, advances in treatment, and
earlier detections for some cancers. Nevertheless, during the most recent 5 years,
Black men had 16% higher mortality than White men despite just 4% higher inci-
dence, and Black women had 10% higher mortality than White women despite 9%
lower incidence. Larger inequalities for mortality than for incidence reflect two-fold
higher death rates for prostate, uterine corpus, and stomach cancers and for
myeloma, and 40%-50% higher rates for colorectal, breast, cervical, and liver
cancers. The causes of ongoing disparities are multifactorial, but largely stem from
inequalities in the social determinants of health that trace back to structural racism.
Increasing diversity in clinical trials, enhancing provider education, and imple-
menting financial incentives to ensure equitable care across the cancer care con-

tinuum would help close these gaps.
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CANCER STATISTICS FOR AFRICAN AMERICAN AND BLACK PEOPLE, 2025

INTRODUCTION

Black people represent the third largest racial and ethnic group in the
United States after White and Hispanic people, accounting for appro-
ximately 14% of the total population in 2022.1 This group includes
African Americans, whose ancestors were brought to the United States
involuntarily as enslaved people; Caribbean Americans; and recent
immigrants of African descent. Although racial classification is a social
construct largely used as a tool for oppression, it remains useful for
describing health patterns in the United States because of its associ-
ation with the social determinants of health resulting from systemic
racism as well as genetic ancestry.>® Collectively, African American/
Black people have some of the highest mortality rates of any other
broadly defined racial/ethnic group for most cancers* and other lea-
ding causes of death, including heart disease and stroke (Table 1).
These disparities are driven in part by lower socioeconomic status
(SES),>”7 resulting in a higher prevalence of risk factors for cancer and
other diseases as well as less access to high-quality health care.?
According to recent US Census Bureau data in 2023, 18% of Black
people lived below the federal poverty level, and 8% of Black people
were uninsured compared with just 8% and 5% of White people,
respectively. 101!

The coronavirus disease 2019 (COVID-19) pandemic further
widened health disparities in people of color. From March 2020 to
January 2023, Black individuals were approximately twice as likely to
be hospitalized and to die from COVID-19 compared with White
individuals.?> Beyond the disease itself, Black people have been
disproportionately affected by the secondary consequences of the
pandemic, including a slower return to cancer screening’® and to
employment and a higher rate of job loss than White people, abruptly
reversing years of steady progress in narrowing the unemployment
gap.* Although additional fallout from pandemic-related health care
disruptions, such as later stage cancer diagnosis, delays in treatment,
and ultimately increased cancer mortality, are just being analyzed
and reported, these too will likely further exacerbate racial dispar-
ities. This report provides current cancer incidence, survival, and
mortality statistics for Black people in the United States, including
the projected number of new cases and deaths in 2025, as well as the
prevalence of cancer risk factors and screening.

MATERIALS AND METHODS
Cancer occurrence data

There are two original sources for population-based cancer incidence
data in the United States: the National Cancer Institute's (NCl's)
Surveillance, Epidemiology, and End Results (SEER) program and the
Centers for Disease Control and Prevention's National Program of
Cancer Registries (NPCR). NPCR data presented herein were
accessed in combination with SEER data from the North American
Association of Central Cancer Registries (NAACCR), which compiles
and disseminates high-quality data from both programs for diagnoses
from 1995 through 2021, covering almost 100% of the US population

in the most recent years.'> Mortality data were collected by the
Centers for Disease Control and Prevention's National Center for
Health Statistics (NCHS) and historically cover the entire US popu-
lation. Cancer occurrence data presented for Black and White people
are exclusive of persons with Hispanic ethnicity when possible (data
from 1998 for incidence and from 1990 for mortality). Data from
states with incomplete ethnicity data on death certificates were
censored for those years.

All cancer incidence and mortality data were accessed using
SEER*Stat software (version 8.4.4).1¢ Cancer cases were classified
according to the International Classification of Diseases for Oncology,
and causes of death were classified according to the International
Classification of Diseases.*”"*® All colorectal cancer (CRC) incidence
data exclude appendiceal cancer (International Classification of Dis-
eases for Oncology code C18.1), except for estimated cases in 2025.
Incidence and death rates were age adjusted to the 2000 US stan-
dard population and expressed per 100,000 population. Long-term
incidence trends (1995-2021) were based on data from the
NAACCR, representing nearly 99% of the US population.t>??
Contemporary 5-year relative survival rates are based on patients
who were diagnosed during 2014 through 2020 and followed
through 2021 in 22 SEER catchment areas excluding lllinois and
Massachusetts (Alaska, Connecticut, greater California, greater
Georgia, Hawaii, ldaho, lowa, Louisiana, Kentucky, New Jersey, New
York, New Mexico, Utah, rural Georgia, and the metropolitan areas of
Atlanta, Los Angeles, San Francisco-Oakland, San Jose-Monterey,
Seattle-Puget Sound, and Texas).?’ The probability of developing
cancer was calculated using the NCl's DevCan software (version
6.7.9),2% and the annual percent change in rates was calculated using
the NCI's Joinpoint Regression Program (version 5.2.0.0).22 All tests
of statistical significance were two-sided, and a p value < .05 was
considered statistically significant. Trend and lifetime risk analyses
exclude incidence from 2020 because of pandemic-associated dis-
ruptions in cancer screening and diagnosis.>>?* Incidence rates were
adjusted for delays in reporting based on composite national delay
factors provided by the NAACCR.Y?

Data from the NAACCR were the source for projected new cancer
cases in 2025, stage distribution at diagnosis (2017-2021), and cross-
sectional 5-year average annual incidence rates (2017-2021) by site
and state. Data for Alaska, Arkansas, and Indiana are not included in
US-combined incidence using NAACCR data because they did not
meet high-quality standards for one or more years during 2017
through 2021. When possible, data are confined to non-Hispanic Black

people, who account for 94% of the total Black population.

Projected cancer cases and deaths in 2025

Incidence and mortality data lag 2-4 years behind the most recent
year because of the time required for data collection, compilation,
quality control, and dissemination. Therefore, we projected the
numbers of new cases and deaths for Black people in the United
States for 2025 to provide an estimation of the contemporary cancer

burden using two-step statistical modeling described in detail
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TABLE 1 Leading causes of death among Black and White people, 2022.
Black White
Cause of death Rank No. % Death rate Rank No. % Death rate
Males
Heart diseases 1 48,620 22 278.1 1 295,473 23 219.8
Cancer 2 35,601 16 200.7 2 246,288 19 1735
Accidents (unintentional injuries) 3 25,172 11 120.6 3 98,141 8 91.3
Assault (homicide) and legal intervention 4 11,641 5 52.3 18 4542 <1 4.7
COVID-19 5 10,812 5 65.9 5 75,303 6 55.8
All causes 221,025 100 1240.4 1,271,521 100 969.4
Females
Heart diseases 1 40,671 21 167.0 1 243,725 21 133.2
Cancer 2 35,417 18 139.8 2 217,757 18 128.6
Cerebrovascular disease 3 12,419 6 517 5 69,049 6 373
COVID-19 4 11,177 6 45.6 6 60,533 5 34.6
Accidents (unintentional injuries) 5 10,067 5 42.8 7 55,522 5 44.3
All causes 193,532 100 796.5 1,183,800 100 688.1

Note: Excludes unknown age. Race is exclusive of Hispanic ethnicity. Rates are per 100,000 and age adjusted to the 2000 US standard population.

Abbreviation: COVID-19, coronavirus disease 2019.

elsewhere.?>2¢ Briefly, the number of invasive cancers was estimated
for every state from 2007 through 2021 based on high-quality, delay-
adjusted incidence data from 50 states and the District of Columbia,
with considerations for state variation in sociodemographic lifestyle
factors, medical settings, and cancer screening behaviors.?® Counts
were adjusted for the deficit in cases during March through May
2020 because of health care closures during the first months of the
COVID-19 pandemic using data from 2018 and 2019. Then, esti-
mated case counts were projected to 2025 based on the most recent
4-year average annual percent change generated by joinpoint
regression modeling.

The numbers of cancer deaths expected to occur in 2025 among
Black people in the United States were estimated based on the same
joinpoint regression model used for cases, applying the most recent
4-year average annual percent changes in the actual number of
cancer deaths from 2008 to 2022, as reported to the NCHS.

Risk factors and screening data

Data from publicly available, population-based surveys were used to
generate weighted prevalence estimates of cancer risk factors and
screening utilization. The National Health Interview Survey was used
to estimate the prevalence of cancer screening, cigarette smoking,
and physical inactivity; and the National Health and Nutrition Ex-
amination Surveys were used to estimate overweight and obesity.
Risk factor and screening estimates were calculated using SAS-
callable SUDAAN (version 11.0.4; RTI International) and accounted

for the complex survey designs.

SELECTED FINDINGS

Overall cancer occurrence

Incidence

In 2025, an estimated 129,080 Black men and 119,390 Black women
will be newly diagnosed with invasive cancer (Figure 1). The most
commonly diagnosed cancers among Black men are prostate (44%),
lung and bronchus (hereinafter lung; 10%), and colon and rectum
(CRC; 8%). Among Black women, the most commonly diagnosed
cancers are breast cancer (34%), lung cancer (10%), and CRC (8%).
These four cancers account for 58% of all cancer cases among Black
people. The lifetime probability of being diagnosed with cancer
among Black men and women is 37% and 35%, respectively,
compared with 41% and 40%, respectively, among White men and
women.

Table 2 lists incidence rate ratios (IRRs) for Black versus White
people for selected cancers most common among the Black popula-
tion. Among Black men, incidence rates are higher than among White
men overall (4%), with the largest disparities (IRR, 1.7-4.7) for Kaposi
sarcoma, myeloma, and stomach and prostate cancers. In contrast,
Black women have lower incidence than White women overall (9%)
and for the two most common cancers (breast and lung), despite
higher incidence for several cancers with low survival (e.g., stomach,
liver, and pancreas) and higher overall cancer mortality (Table 3).
Although uterine corpus cancer incidence only appears to be 6%
higher in Black women compared with White women, these rates are

unadjusted for hysterectomy prevalence (i.e., they include women in
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114 CANCER STATISTICS FOR AFRICAN AMERICAN AND BLACK PEOPLE, 2025
Male Female

Prostate 57,330 44% Breast 40,530 34%

Lung & bronchus 12,640 10% Lung & bronchus 12,300 10%
§ Colon &rectum 10,610 8% Colon &rectum 9,950 8%
V] Kidney & renal pelvis 6,420 5% Uterine corpus 9,380 8%
03) Pancreas 4,170 3% Pancreas 4,740 4%
z Myeloma 4,070 3% Myeloma 4,230 4%
3 Urinary bladder 3,800 3% Kidney & renal pelvis 4,130 3%
g Non-Hodgkin lymphoma 3,700 3% Non-Hodgkin lymphoma 3,210 3%
b Liver & intrahepatic bile duct 3,380 3% Thyroid 2,920 2%
- Leukemia 3,230 3% Leukemia 2,850 2%

All sites 129,080 c Allsites 119,390

Male Female

Lung & bronchus 7,310 20% Lung & bronchus 6,290 17%

Prostate 6,150 17% Breast 6,170 17%
- Colon & rectum 3,980 11% Colon & rectum 3,270 9%
'% Pancreas 3,040 8% Pancreas 3,210 9%
8 Liver & intrahepatic bile duct 2,270 6% Uterine corpus 3,060 8%
2 Myeloma 1,210 3% Ovary 1,260 3%
s Leukemia 1,180 3% Liver & intrahepatic bile duct 1,170 3%
£ Stomach 1,050 3% Myeloma 1,170 3%
i Non-Hodgkin Lymphoma 890 2% Leukemia 1,040 3%

Urinary Bladder 870 2% Stomach 770 2%

All sites 37,000 All sites 36,240

FIGURE 1 Leading sites of new cancer cases and deaths among Black People in United States, 2025 estimates. Ranking is based on
modeled projections and may differ from the most recent observed data. Estimates are rounded to the nearest 10 and exclude basal and
squamous cell skin cancers and in situ carcinoma, with the exception of urinary bladder.

the denominator who do not have an intact uterus and thus are not
at risk for the disease). Black women have a higher prevalence of

27.28 and based on the race-specific

hysterectomy than White women,
hysterectomy prevalence adjustment reported in one study,?’ the
uterine corpus cancer incidence rate in Black women is 15%-20%
higher than that in White women.

Incidence rates for all cancers combined generally declined in
Black men from the mid-1990s until 2014 and remained stable
thereafter through 2021 (Figure 2), similar to trends in White men
(Table 4). The steep decline in Black men from 2008 to 2014 (by 2.8%
per year) is largely driven by prostate cancer (which declined by 6.2%
per year) because of reductions in prostate-specific antigen (PSA)
testing after the US Preventive Services Task Force (USPSTF) rec-
ommended against screening in men aged 75 years and older in 2008
and in all men in 2012.2%31 Overall incidence among Black women is
also stable in recent years after increasing slowly (by 0.5% per year)
during the 2000s. The rising trend continued in White women during
1998 through 2021 (by 0.3% per year) and, in part, likely reflects
faster increases in breast cancer incidence (Table 4) and slower de-
clines in CRC incidence compared with Black women.

Mortality

Cancer is the second leading cause of death in Black men and women
after heart diseases, accounting for approximately 16% and 18% of
all reported deaths in 2022, respectively (Table 1). Approximately

one in six Black men and one in seven Black women in the United
States will die from cancer in their lifetime. An estimated 37,000
Black men and 36,240 Black women are expected to die from cancer
in 2025 (Figure 1). Among Black men, the leading causes of cancer
death are lung cancer (20%), prostate cancer (17%), and CRC (11%).
Breast cancer (17%) and lung cancer (17%) each cause almost twice
as many deaths in Black women as third-ranking CRC (9%; Figure 1).

Overall cancer death rates were lower in Black people than in
White people in the early 1950s; however, higher smoking preva-
lence in Black men led to steeper increases in mortality among Black
people, resulting in a crossover in the early 1960s® and a widening
racial disparity until the mid-1990s.3? In 1993, the death rate was
33% higher in Black people than in White people, but this gap nar-
rowed to 10% in 2022. The decreasing racial disparity is driven by a
faster decline in cancer mortality in Black people, especially men,
because of steeper reductions in lung and other smoking-related
cancers (Figure 3) resulting from the precipitous decline in smoking
initiation unique among Black youth during the 1970s and 1980s.2
Consequently, Black men experienced the largest relative decline in
overall cancer mortality from 1991 to 2022 (49%) compared with
36% in White men, 33% in Black women, and 26% in White women.
Black men had the largest decrease for every 10-year age group
except those aged 20-29 years, including a 65%-67% drop among
those aged 40-59 years (Figure 4). Over the past decade (2013-
2022), the cancer death rate declined in Black men and women
overall by 2.4% and 1.8% per year, respectively, versus 1.6% and

1.3% per year in White men and women, respectively (Table 5).
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SAKA ET AL 115
TABLE 2 Comparison of cancer incidence rates between Black and White people: United States, 2017-2021.
Male Female
7Rate Absolute 7Rate Absolute
Cancer Black White Rate ratio® difference® Cancer Black White Rate ratio® difference®
Kaposi sarcoma 1.5 0.3 4.66 1.2 Kaposi sarcoma 0.1 0.0 476 0.1
Myeloma 18.1 83 217 9.8 Myeloma 13.7 5.2 263 8.5
Stomach 13.0 71 182 5.9 Stomach 7.8 35 220 4.3
Prostate 1915 1145 1.67 77.0 Pancreas 154 118 1.30 3.6
Liver & intrahepatic bile duct 164 112 146 5.2 Liver & intrahepatic bile duct 5.5 43 128 1.2
Larynx 7.1 51 139 2.0 Uterine cervix 8.5 72 119 1.3
Colon & rectum 482 401 120 8.1 Colon & rectum 347 305 114 4.2
Pancreas 181 158 1.14 2.3 Kidney & renal pelvis 138 122 113 1.6
Lung & bronchus 70.2 639 110 6.3 Uterine corpus 297 281 1.06 1.6
Kidney & renal pelvis 263 243 1.08 2.0 Esophagus 3.9 3.8 1.02 0.1
Hodgkin lymphoma 3.0 30 098 0.0 Breast 131.3 1379 0.95 -6.5
Leukemia 143 20.6 0.69 -6.3 Hodgkin lymphoma 2.4 25 093 -0.1
Non-Hodgkin lymphoma 171 242 071 -7.1 Lung & bronchus 454 544 0.83 -9.0
Oral cavity & pharynx 13.3 20.7 0.64 -7.4 Ovary 8.7 105 0.83 -1.8
Esophagus 111 179 0.62 -6.8 Leukemia 9.7 125 077 -2.8
Brain & other nervous system 9.7 172 0.56 -7.5 Non-Hodgkin lymphoma 121 164 074 -4.3
Urinary bladder 198 37.9 0.52 -18.1 Oral cavity & pharynx 4.9 7.3 0.68 -24
Thyroid 3.5 7.8 045 -4.3 Urinary bladder 6.4 94 0.69 -3.0
Testis 1.6 70 0.23 -54 Thyroid 11.8 20.1 059 -8.3
Melanoma of the skin 1.1 381 0.03 -37.0 Brain & other nervous system 72 124 0.58 -5.2
Melanoma of the skin 0.9 259 004 -25.0
All sites 5350 5130 1.04 220 All sites 4135 4540 091 —40.5

Note: Race is exclusive of Hispanic ethnicity. Sites are listed in descending order by rate ratio. Rates are per 100,000 and age adjusted to the 2000 US

standard population.

®Rate ratio is the unrounded rate in Black people divided by the unrounded rate in White people.

PAbsolute difference is the rate in Black people minus the rate in White people.

Table 3 presents a comparison of death rates by cancer type
for Black people versus White people during 2018 to 2022. The
largest disparities are for myeloma and cancers of the stomach,
prostate, and uterine corpus, for which death rates were twice as
high in Black people (Table 3). Notably, despite lower or similar
incidence in Black women for cancers of the breast and uterine
corpus, death rates are 38% and 101% higher, respectively, than in
White women. Although a small fraction of the variation in cancer
mortality can be attributed to genetics, the majority of the Black-
White disparity is caused by a higher likelihood of lower SES and
less access to high-quality cancer screening and care among Black
people because of decades of structural racism.>¢ The legacy of
slavery and the systemic inequities that followed have profoundly
shaped SES disparities in the United States. After emancipation,

exploitative labor practices, such as sharecropping, trapped many
Black families in cycles of poverty, while wage theft and the
absence of labor protections further limited economic mobility.3*
36 Black Americans were also systematically excluded from
wealth-building opportunities through land ownership restrictions
and prejudiced housing policies like mortgage lending discrimina-
tion, known as redlining, which began in the 1930s and continued
during the Jim Crow era.®”~3? This practice, which denied loans to
credit-worthy applicants, not only restricted homeownership but
also prevented the accumulation of generational wealth, perpetu-
ating a racial wealth gap that persists today.*®4! Furthermore,
areas with a history of redlining are associated with increased
health risks,*? such as later stage cancer diagnosis,*®> and mortality,
even if the neighborhood economic status has risen.** For
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TABLE 3 Comparison of cancer death rates between Black and White people: United States, 2018-2022.
Male Female
7Rate Absolute 7Rate Absolute
Cancer Black White Rate ratio® difference® Cancer Black White Rate ratio® difference®
Stomach 6.6 28 239 3.80 Stomach 33 14 234 1.9
Prostate 372 181 205 19.10 Myeloma 4.9 21 226 2.8
Myeloma 7.2 3.6 197 3.60 Uterine corpus 9.5 47 201 4.8
Larynx 2.7 1.6 1.69 1.10 Uterine cervix 3.2 21 153 11
Liver & intrahepatic bile duct 12.3 84 145 3.90 Breast 268 194 1.38 7.4
Colon & rectum 213 152 140 6.10 Pancreas 12.3 9.8 126 25
Pancreas 153 132 116 2.10 Colon & rectum 135 109 125 2.6
Lung & bronchus 46.7 412 1.13 5.50 Liver & intrahepatic bile duct 4.6 38 122 0.8
Oral cavity and pharynx 4.3 43 1.00 0.00 Urinary bladder 2.1 22 098 -0.1
Hodgkin lymphoma 0.3 0.3 1.00 0.00 Esophagus 15 1.5 0.97 0.0
Kidney and renal pelvis 4.9 53 094 —0.40 Kidney & renal pelvis 2.1 22 094 -0.1
Leukemia 6.6 84 0.78 -1.80 Leukemia 4.1 4.6 0.88 -0.5
Non-Hodgkin lymphoma 4.9 6.9 071 -2.00 Ovary 5.5 6.3 087 -0.8
Urinary bladder 5.3 80 0.66 -2.70 Lung & bronchus 259 310 0.84 -5.1
Esophagus 45 7.5 0.60 -3.00 Hodgkin lymphoma 0.2 02 084 0.0
Brain & other nervous system 34 6.2 054 -2.80 Non-Hodgkin lymphoma 2.8 39 071 -1.1
Melanoma of the skin 04 3.8 0.09 -3.40 Brain & other nervous system 2.3 41 057 -1.8
Melanoma of the skin 0.3 17 016 -14
All sites 2083 179.0 116 29.30 All sites 1447 1310 1.10 13.7

Note: Race is exclusive of Hispanic ethnicity. Sites are listed in descending order by rate ratio. Rates are per 100,000 and age adjusted to the 2000 US

standard population.

®Rate ratio is the unrounded rate in Black people divided by the unrounded rate in White people.

PAbsolute difference is the rate in Black people minus the rate in White people.

example, one study among older patients with breast cancer
demonstrated that women living in historically redlined areas were
more likely to receive substandard treatment for and die from
breast cancer compared with women in other neighborhoods.*®
These types of discriminatory practices, in addition to decades of
structural inequities within the education, criminal justice, and
health care systems, have led to a strong correlation in the United
States between race and SES. Furthermore, for most cancers, the
risk of mortality decreases with increasing SES, Black people have
higher mortality than White people at every economic level; and,
in some cases, Black people with high SES have higher mortality
rates than White people with low SES.84¢

Characteristics associated with lower income areas increase the
risk of cancer incidence and mortality, disproportionately affecting
Black people. For instance, low-income neighborhoods are more
likely to have limited access to fresh or healthy food (food desert/
swamp) and opportunities for safe outdoor physical activity. Conse-

quently, individuals residing in such neighborhoods are more likely to

have poor health outcomes, including increased risk of obesity-

4748 and reduced survival of breast cancer

related cancer mortality
and CRC, even after accounting for individual-level SES.*’ These
communities are also targeted by companies that market unhealthy
products. For example, because of campaigns targeted at lower in-
come Black communities, Black people have had historically higher
rates of menthol cigarette use compared with other racial/ethnic
groups, which are more difficult to quit than nonflavored ciga-

rettes.>9->2

Geographic variation

Within the United States, the Black population is mainly concen-
trated in the South, although some cities in the Midwest and
Northeast, such as Chicago, New York, Philadelphia, and Detroit,
also have large Black communities. Cancer incidence and mortality

vary widely by geographic location, although rates for states with a
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FIGURE 2 Trends in cancer incidence (1995-2021) and death
rates (1990-2022) among Black people by sex, United States. Rates
are age adjusted to the 2000 US standard population, and incidence
rates (excluding 1995-1997) are also adjusted for reporting delay.
Incidence data for 2020 are shown separate from trend lines.

low Black population (e.g., Wyoming) should be interpreted with
caution because of a potentially sparse number of cases/deaths.
The overall cancer incidence rate ranges from 294.2 per 100,000 in
Wyoming to 690.2 per 100,000 in Wisconsin among Black men and
from 183.4 per 100,000 in Wyoming to 496.7 per 100,000 in lowa
among Black women (Table 6). Mortality rates range from 122.6
per 100,000 in Idaho to 266.3 per 100,000 in Wisconsin among
men and from 88.0 per 100,000 in Maine to 182.2 per 100,000 in
Wisconsin among women (Table 7). In addition to Wisconsin, death
rates for men are especially high in Mississippi and the District of
Columbia and for women in lowa and the District of Columbia.
State differences in cancer occurrence and outcomes reflect vari-
ations in the prevalence of risk factors, such as smoking and
obesity, as well as access to and utilization of prevention and early
detection practices (e.g., cancer screening) and treatment. Public
health policies that affect access to care (e.g., Medicaid expansion)
also influence state cancer differences. Notably, recent Black im-
migrants have lower cancer death rates than US-born Black people,
a healthy immigrant phenomenon that may contribute to the lower
Black-White disparity in mortality during the most recent period,
especially in states that have a large foreign-born Black

population.®®

Stage at diagnosis and survival

The 5-year relative survival rate is lower in Black people than in
White people for every stage of diagnosis for most cancer sites
(Figure 5). Most of this disparity is caused by socioeconomic dif-

ferences that influence access to timely, high-quality cancer

prevention, early detection, and treatment, largely through in-
equalities in insurance status.®>#~>¢ For example, Black people are
more likely to be diagnosed with advanced-stage (regional or
distant) disease* and to experience delays in treatment,®” and they
are less likely to receive recommended treatment.”®>? Many studies
have demonstrated that in equal-access health care systems, dis-
parities in treatment and cancer outcomes are reduced, although
they are not eliminated.®-%2

Sociodemographic factors also contribute to a higher preva-
lence of comorbidities among Black people, which have a negative
influence on cancer survival®® For example, diabetes is more
common in Black people than in White people and also is associ-
ated with an increased risk of cancer death.®4%° In addition, Black
people have higher incidence of tumors with aggressive molecular
characteristics for several cancers (e.g., breast, prostate, and uter-
ine corpus).?®*® The underrepresentation of people of color in
clinical trials, which limits knowledge about racial variation in the
efficacy of new therapeutic agents in these populations, contributes
to, and exacerbates, racial disparities.‘”’71 A nationwide study
during 2017 to 2022 indicated that Black individuals had among
the lowest representation (only 4%) among oncology clinical trial
participants for five major cancer types,” despite accounting
for 14% of the US population.

The overall 5-year relative survival rate among Black people has
improved from 27% during 1960 through 1964 to 65% during 2014
through 2020.2° This progress reflects advancements in treatment
and earlier diagnoses, although overall 5-year survival remains lower
than that in White people (70% during 2014 through 2020). It is
important to note, however, that improvements in survival do not
always indicate progress for cancers that can be detected asymp-
tomatically through screening (e.g., breast and prostate). Examples
include patients who are diagnosed with indolent cancers (over-
diagnosis) and those for whom earlier diagnosis does not extend
lifespan (lead-time bias).

Selected cancer sites
Female breast

Breast cancer has long been the most commonly diagnosed cancer in
Black women and, in 2022, was once again the leading cause of
cancer death (Figure 6). An estimated 40,530 new cases and 6170
cancer deaths are expected among Black women in 2025 (Figure 1).
Approximately one in nine Black women will be diagnosed with
breast cancer in their lifetime, and one in 38 will die from the disease.
Black women are more likely to be diagnosed at younger ages than
White women, with a median age at diagnosis of 61 years versus 65

years, respectively,”?

in part because of shorter life expectancy as
well as higher rates of cancer at younger ages. The current (2017-
2021) breast cancer incidence rate is 131.3 cases per 100,000 Black

women compared with 137.9 per 100,000 White women (Table 2),
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§ although the rate among those younger than 40 years is higher
E e & s 8 F & ) among Black women.”374
9 O ® N N O ™ 9 5 L. .
9 T T 5 9 & © £ Similar to the pattern among White women, breast cancer
- g incidence rates among Black women increased steeply during the
§ - early 1980s because of the rapid uptake of mammography screening
DI o h & & & 3 Q2 and diagnosis of asymptomatic disease. The slower increase in
o O ¢ &N «€ «H N © o L. . . . .
« [ I I 2 incidence since the mid-2000s (by approximately 1% per year during
9 S 2012 through 2021; Table 4) is attributed to declines in the fertility
o 8 E rate and increases in excess body weight.”> Obesity prevalence rose
© © © © © wv
% g 2935 9 829 ;: from 31% in 1976-1980 to 57% in 2017-2020 among Black women
o : : ! ! = and from 15% to 40% among White women (Figure 7). In contrast,
Q : the breast cancer death rate has been decreasing in Black women
o
< g since the mid-1990s, several years after the downturn in White
3 . . . 76,77
3 women, because of earlier detection and improved treatment.
o
2 " o The later and slower decline among Black women widened the racial
c =
E E _§ disparity in breast cancer mortality until circa 2011 at 44%
©
i (Figure 3), although the rate still remains 38% higher in Black
© © [7,)
é 8 :l 2| g women than in White women (Table 3). The breast cancer death rate
. o o § in Black women has dropped by 28% since its peak in 1995 (from
< § § § o 38.4 to 25.6 per 100,000) compared with a 36% decline (from 30.2
T é ﬁl é ° to 18.8 per 100,000) in White women over the same time period.
) ©
el L Q & | :qo_), From 2013 to 2022, mortality rates decreased in both Black and
w
ol % H W oo o _% White women by slightly more than 1% per year on average
& 7 ¥y o e @ (Table 5).
© “ N O - o Higher breast cancer death rates among Black women are
i N i i N ‘8
™ 8| RI 8 g RI © caused by a combination of factors, including later stage diagnosis,
-]
S % g g § g § g less access to timely high-quality treatment, barriers to treatment
ey [
Fl>] « NN N 2 completion, a higher prevalence of obesity and other comorbidities,
f=
z and a higher prevalence of more aggressive subtypes.>®”%78-83 For
o
© © ru o example, only 58% of Black women are diagnosed with localized-
QI @ 9 = % 0 N & . . . . 73
| - T °© 9 - - stage disease compared with 68% in White women,”” and Black
“ o o o ™ © g 0 women are twice as likely to be diagnosed with triple-negative or
" N o9 O « 1 c V . . i
~ & 8 8 8 8 IS %’ _g inflammatory breast cancers, which have the worst prognosis.
| | | | | |
g £l 8 @ 2 9 g S *S‘ ° Nevertheless, Black women have lower survival than White women
“ Q o o o o o o “u .
=l> N N NN AN N g g for every stage and breast cancer subtype,”® in part because of lower
Q 3 .
ol 8 & © H B & X = = rates of surgery and chemotherapy.”®®! One study estimated that
8| & < & & © & o 5 2 . L . -
< ! ! ! I I I £ 9 almost one half of the disparity in stage at diagnosis is because of
(1]
8 ¥ 8 838 g 3 J 5 differences in insurance coverage,®* which also influences treatment.
S o © & & o o a &
- NN N NN < » Although Black women have higher self-reported mammography
Bl 2] ® ®© ©® ® ® © © T o . .
93l X XX RR 25 prevalence than White women (Table 8), they are more likely to
= > P R R R R = .85 i
G © overreport screening.°> Black women are also less likely to have
o L ¥ 8 ~ 8 ~ 9 .22 . . .. . ..
© E 8 £ 8 £ 8 E|lz¢g ‘g imaging at a facility with the most current technology, such as digital
x =@ 3w 3@ 3 E Q & breast tomosynthesis,?® and are more likely to experience delays in
= — c
g g 2 follow-up after an abnormal screening.®” A study in North Carolina
= c
S & % indicated that Black women experienced delays compared with
Q o O
. o % g kS White women not only in the initiation of treatment but also
§ % % bS] % g throughout the treatment experience.®® The 5-year relative survival
Qv -
;E @ = Z Q :—; % rate for breast cancers diagnosed during 2014 through 2020 was
> =
S % @ g :(( % g 84% among Black women versus 93% among White women
< x S .
<« g g R4 g 5 § (Figure 5). However, survival varies by nativity and is higher among
w é E § *5 Y é Caribbean-born versus US-born Black women, underscoring het-
= = x >
2 3 5] @ g <th = erogeneity within Black women in the social determinants of health
+ += - & %
[ > > 2Py and subtype distribution.8%?°
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FIGURE 3 Trends in cancer death rates and mortality rate ratios among Black and White people by site and sex, United States, 1990-
2022. Race is exclusive of Hispanic ethnicity. Rates are age adjusted to the 2000 US standard population. Vertical scales (death rates and rate
ratios) differ by site. MRR indicates mortality rate ratio.
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FIGURE 4 Relative decline in cancer death rates from 1991 to 2022 by age, race, and sex. Race is exclusive of Hispanic ethnicity. Rates
are age adjusted to the 2000 US standard population. Louisiana, Oklahoma, and New Hampshire were excluded from the year 1991 because of

death misclassification for those states.

Colorectal cancer

CRC is the third most common cancer and the third leading cause of
cancer death in Black men and women, accounting for an estimated
20,560 new cancer cases and 7250 cancer deaths in 2025 (Figure 1).
Among the five broadly defined racial/ethnic groups, Black people have
the second highest CRC incidence in the United States after American
Indian and Alaska Native people.* Compared with White men and
women, incidence rates were 20% higher in Black men and 14% higher
in Black women in 2017-2021 (Table 2), despite lower incidence in
Black people prior to the early 1990s, before the introduction of
screening.”* The racial disparity peaked in 2010 and has narrowed in
recent years because of steeper declines in incidence in Black people
than in White people (1.8% vs. 1.1% per year from 2012 to 2021).
Overall trends mask increasing incidence among people younger than
50 years that has been slower in Black people compared to those in
other racial and ethnic groups.”?> However, the rate in Black people
aged 20-49 years jumped from 13.7 per 100,000 in 2019 to 15.4 per
100,000 in 2021, consistent with the trend for all races combined and
likely reflecting the uptake of screening,* which was recommended to
begin at age 45 years by the USPSTF in a draft statement in 2020 that
was finalized in May 2021.7%

Patterns in CRC incidence reflect the prevalence of both risk
factors, such as obesity, physical inactivity, and unhealthy diet, which

k%4 and screening, which decreases risk through the

increase ris
removal of adenomatous polyps. Smoking, which accounts for the
largest proportion of preventable CRC,”®> was historically most
common in Black men.”® Black people are also less likely to report

leisure-time physical activity and eating a healthy diet (Table 9),

although data are sparse.”” There is increasing evidence that vitamin
D deficiency, which is more common among Black people compared

?8 may increase CRC risk.””1%° CRC screening

with White people,
prevalence in 2023 was equivalent in Black people and White people
aged 45 years and older (64%: Table 8), although, historically, it was
lower in Black people. 0t

Similar to incidence, CRC mortality was historically higher in
White people than in Black people, whereas contemporary rates are
40% higher in Black men and 25% higher in Black women compared
with White men and women, respectively (Table 3). This gap is
roughly two times larger than the disparity for incidence but has
also begun to shrink in recent years because of steeper declines in
death rates from 2013 to 2022 in Black people (2.7% per year)
compared with White people (1.3% per year; Table 5). Although
previous reports attributed higher mortality among Black people to
disproportionate diagnoses of proximal (right-sided) tumors,°?
recent cancer registry data covering 99% of the population has
shown that the distribution is similar (41%) to that of White in-
dividuals (40%), consistent with recent literature.”?1°%1%4 The |arger
disparity for mortality than for incidence stems from differences in
access to care, treatment, comorbidities, neighborhood SES, and
tumor characteristics.'°>"11° Numerous studies have documented
that Black people with CRC are less likely than White people to
receive recommended surgical treatment, radiation, and chemo-
therapy.®>®? In addition, Black people are more likely to have
treatment delays, even within similar socioeconomic backgrounds.>”
Consequently, 5-year relative survival rates remain lower in Black
patients than in White patients overall (59% vs. 65%) and for each
stage of diagnosis (Figure 5).

a5UBD17 SUOWIWIOD) BAIIS1D) 3 |ceal|dde ayy Aq pausenob ae sapoie YO ‘8N JO Sa|n 1o} Areiqi]auluQ A3|IA UO (SUOIIIPUOD-PUE-SWIBYW0D S| 1M Afeiq jouluo//sdiy) SUOIIPUOD pue SWLB | 8Y} 89S ' [G202/70/0T] U0 ARl auljuQ AB|IM ‘¥28T2 Ieed/gzes OT/I0p/wod A3 [Im Aelq 1)Ul |uo's feulnosdey/:sdny wo.y papeojumoq ‘g ‘S20g ‘€98verST



15424863, 2025, 2, Downloaded from https://acsjournals.onlinelibrary.wiley.com/doi/10.3322/caac.21874, Wiley Online Library on [10/04/2025].

CANCER STATISTICS FOR AFRICAN AMERICAN AND BLACK PEOPLE, 2025

122

See the Terms and Conditions (https:/onlinelibrary.wiley.com/terms-and-conditions) on Wiley Online Library for rules of use; OA articles are governed by the applicable Creative Commons License

€0~ e€'0~ €0~ e€'0~ CC0C-CT0C V'€~ CI0C-8661 97— 8661-7661 10 ¥661-066T SHUM

eCT— eC'T™ eC'T— eC'T— CCOC-€T0C 8G— €10C-0T0C S€— 0T0C-9661T 900 9661-066T *2eld 9jejsold
0C— e0'C— 0C— e0'C— ¢C0C-CT0C 8T <C10C-600C (9C— 600C-¢00C S0~ ¢C00C-€66T LT €661-0661 SHUM

eS¢ eG'C— eS¢ eG'C— CCOC-€T0C V¥'C €10C-600C 9C— 600C-6661 80 6661-066T >2€|g Slewsy

9T~ LT e8'0~ €€~ CCO0C-610C 80— 610C-7661 8T V¥661-066T SHUM

0T~ 01— 01— 0T~ ¢C0C-066T *eIgd SleiN

8T~ 0C— 0C— e0C— ¢C0C-¥10C G0 P10C-600C 8T~ 600C-C00C S0~ CO0C-V661 V1T V¥661-066T SHUM ajewsy

8T~ 8T~ 8T~ e8T— CC0C-€T0C <CT €10¢-600C 0C— 600C-8661 V'O 8661-066T *2eId pue sjey BWOIRAIN
V'€ e9°€~ e9€~ e9'€~ CCOC-YT0C LT~ P10C-L00C +°0— LOOC-C00C L0 <CO0C-¥66T V'C 166T1-0661 SHUM

eCV— eCV— eV eC'V— CCOC-€T0C 8T~ €10C-S00C T'0— S00C-L66T ST L661-066T >2€|g Slewsy

9V 9V 9V 9V~ CCOC-€T0C LT~ €10C-S00C 9T~ S00C-V661T 0T— ¥661-066T SHYM

el'G™ ey 96— e'V— CC0C-8T0C ¢9'G— B8TOC-€10C eC'€— €T0C-€00C LT~ €00C-7661 L0~ ¥661-0661T eld SleiN

07— eCV— eV eCV— CCOCT-VI0C E£C— P10C-900C L0~ 900C-S661 <CO0 S661-066T SHYM ojewsy snysuoJq
SV~ el V™ b6V~ €€~ CC0C-0C0C 67— 0COC-€10C eS¢~ €T0C-700C 91— ¥00C-7661 €0°0— ¥v661-0661T eld pue sjeN R 8un
9T~ 9T 9T 9T~ ¢CC0C-0T0C 0€—~ 0T0C-000C (9T~ 000C-066T SHUM

0€— 0€~ 0€— 0'€~ ¢C0C-T00C 80— TO0C-066T *¢€lgd dlews4

eV’ 01— el T~ €0~ ¢C0C-0¢0C eLT— 0C0C-CI0C ¢9°C— C10C-S00C eIy~ S00C-C00C eI'C— CO0C-066T SHUM

e9°C— e9°C— e9'C— e9'C¢— ¢C0C-C00C L0~ ¢00C-066T *¢€lg SleiN

€T~ 60~ el T~ T'0— ¢20C-020C eLT— 0COC-TIOC eS¢~ T10C-S00C <6'€—~ S00C-C00C 8T~ CO00C-066T SHUM ajeway

LT el'C— el'C— el’C— CCOC-TO0C L0~ T00C-066T >P2€|g pue S[eN  wn3da.d 3 Uuojo)
0T~ 0T~ 01— 0T~ CC0C-CTOC 8T~ CI0C-866T S€~ 866T-9661 9T~ G661-066T SHUM

eV T VT eV’ eV’ 1= CC0C-G661 C0 G661-066T dEIg (e1ewsy) ysealg
€T~ €T~ €T €T~ ¢C0C-C00C 90— <C00C-¥661 10 Vv661-066T SHUM

8T~ 0'C— el T~ e0'C— CCOC-910C F'1— 9T0C-L661 €00~ L661-066T eld dlewsy

9T~ 9T 9T 9T~ CCO0C-C00C £T— CO00C-7661 eGS0~ ¥661-066T SHUM

eV’ ¢ el C™ e9°C— el’C— CCOC-810C 9°C— 8TO0C-100C el'C— T00C-V661 €0~ ¥661-066T >EId SleiN

% €T~ 9T~ eI'T— CCOC-6T0C 61— 610C-910C £T— 910C-000C GO0~ 000C-L66T £T— L661-7661 TO0— ¥661-066T SHUYM ojewsy

0'C— e0C— e0C— e0'C— ¢CC0C-100C 91— T00C-¥661 <C0— v661-0661 el pue sjey S9US IV
c¢eoe [44014 810C JdV SIBSA  DdV SIesA  DdV SIEBSA  DdV SIESA  DdV SIeBSA  DdV SIESA  9dey x9S
-€10¢ -810¢ -¥10¢

2dVV 9 puail S puail ¥ pusaiL € puail C puail T puail

"TZOZ-066T ‘SAIBIS PAHUN X3S PUB ‘AJdIUYID

‘90eJ AQ S9}IS Jadued pajda|as Joy Sajed Ajjeldow Ul spual] G 379V L



SAKA ET AL

123

(Continued)

TABLE 5

AAPC

Trend 2 Trend 3 Trend 4 Trend 5 Trend 6

Trend 1

2018- 2013-

2014-
APC 2018

2022

2022

APC Years APC Years APC Years APC Years

APC Years

Years

Race

Sex

-3.27 -3.2°

-3.27

Black 1990-1996 -2.0° 1996-2022 -3.2°

Male and
female

Stomach

-2.6% -2.67

-2.6%

2008-2022 -2.6%

White 1990-2008 -3.5°

-3.22 -3.22

-3.2°

Black 1990-2022 -3.2°

Male

-2.6% -2.6%

-2.6°

2009-2022 -2.6%

White 1990-2009 -3.8°

-3.1°

-3.1°

-3.17

-0.7 1995-2022 -3.17

Black 1990-1995

Female

-2.57 -2.5°

-2.5%

2009-2022 -2.5%

White 1990-2009 -3.2°

-2.57 -2.5°

-2.5%

2001-2022 -2.5%

1992-2001 -5.1°

24

Black 1990-1992

Uterine cervix

-0.03 -0.03

-0.03

—-3.37 2004-2022 -0.03

1996-2004

White 1990-1996 -1.5°

1.9% 1.9%

1.9°

1.9°

—0.03 2004-2022

Black 1990-2004

Uterine corpus

0.8* 1.2°

1.4°

2016-2022 0.8°

2.0°

White 1990-2008 -0.01 2008-2016

Note: Race is exclusive of Hispanic ethnicity.

Abbreviations: AAPC, average annual percent change; APC, annual percent change (based on mortality rates age adjusted to the 2000 US standard population) .

3The APC or AAPC is statistically significantly different from zero (two-sided p < .5).

Lung

Lung cancer will be diagnosed in an estimated 24,940 Black people in
2025 and is the second most common cancer in both men and
women. It is the leading cause of cancer death among Black men and
women combined, with 13,600 deaths expected to occur in 2025
(Figure 1). Lung cancer occurrence largely reflects historical smoking
patterns, and smoking has declined considerably (approximately
23%-44% among Black men and women) since 1965 (Figure 8). Lung
cancer incidence has steadily declined after peaking in the mid-1980s
for Black men and the mid-2000s in Black women (Figure 9),
reflecting later and slower uptake of smoking among Black women.
Steeper smoking declines in Black people than in White people,
particularly among youth in the 1970s and 1980s,33*!? have resulted
in converging lung cancer incidence overall and an elimination in the
racial disparity among individuals younger than 50 vyears
(Figure 10).**? During 2017 through 2021, incidence rates were 10%
higher in Black men than in White men but were 17% lower in Black
women than in White women (Table 2) because of historically (and
persistently) lower smoking prevalence among Black women. From
2012 to 2021, the annual decline in incidence was approximately 3%
in Black and White men and 1% in Black and White women (Table 4).

Similar to incidence, lung cancer death rates have declined at a
generally faster pace in Black men compared with White men,
reducing the racial disparity from an excess in Black men of 40% in
1990 to 14% in 2022 (Figure 3). In the past decade (2013 to 2022),
the lung cancer death rate declined by 5.1% per year in Black men
and by 4.6% per year in White men (Table 5). In women, the down-
turn began about a decade later than that in men, consistent with
incidence, and was also steeper in Black women than in White
women (Figure 3). Consequently, although Black and White women
had similar lung cancer mortality until the early 1990s, from 2018 to
2022, rates were 16% lower in Black women, consistent with
incidence.

The 5-year relative survival rate for lung cancer is slightly lower
in Black people than in White people overall (24% vs. 27%; Figure 5),
with the largest stage-specific difference for localized-stage disease
(60% vs. 63%),* reflecting the lower receipt of surgery reported in
several studies.**>"15 Although early diagnosis improves lung cancer
survival dramatically, localized-stage disease is diagnosed in only
24% of Black people and 28% of White people.* In 2021, the USPSTF
lowered the recommended age to begin lung cancer screening (from
55 to 50 years) and the pack-year smoking history (from 30 to 20
pack-years), in part to attenuate racial and socioeconomic disparities
in mortality by capturing a larger proportion of the Black population
at elevated risk.1*%''” However, one modeling study indicated that
disparities may widen without the prioritization of individuals who
have the highest benefit because of unequal dissemination of
screening.**® The American Cancer Society currently recommends
annual low-dose helical computed tomography in men and women
aged 50-80 years who have a >20 pack-year smoking history
without regard to quit history,’” in contrast with the 15-year quit
criteria of the USPSTF.1%¢ In 2022, 17% of eligible Black adults aged
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TABLE 6 Incidence rates for selected cancers in Black people by sex and state, 2017-2021.

All cancers Lung & bronchus Colon & rectum Breast Prostate

Male Female Male Female Male Female Female Male
Alabama 526.1 387.8 75.7 354 53.9 378 132.9 190.7
AlaskaP 463.2 335.0 - —= - - 108.0 183.0
Arizona 4135 339.0 54.3 40.3 36.2 30.0 108.0 132.6
Arkansas® 604.9 432.2 102.5 50.5 62.7 47.3 128.0 202.3
California 467.5 395.7 555 43.0 41.9 33.6 1271 160.5
Colorado 4345 380.9 448 345 36.5 33.0 126.2 152.2
Connecticut 559.3 426.9 70.0 47.3 46.0 34.0 138.0 217.8
Delaware 514.4 400.5 58.0 40.6 415 262 1374 199.5
District of Columbia 552.3 456.5 717 534 52.9 34.3 147.0 1731
Florida 481.4 401.9 552 33.0 45.2 320 1191 160.6
Georgia 569.4 416.1 68.9 40.4 518 36.9 136.6 224.0
Hawaii 388.7 305.3 - -2 41.6 -2 118.9 140.5
Idaho 495.1 269.7 = =2 = = = 186.9
Illinois 554.7 440.1 80.0 58.9 554 39.2 136.3 189.7
Indiana® 552.0 415.6 84.1 60.1 531 36.2 126.7 181.8
lowa 661.2 496.7 83.9 794 59.0 46.8 136.7 2333
Kansas 519.1 437.6 674 52.8 43.8 35.3 1375 183.7
Kentucky 582.3 462.7 87.7 70.0 511 39.9 135.7 200.8
Louisiana 618.0 436.0 90.7 45.0 60.4 43.1 139.9 2104
Maine 477.8 267.5 = =2 = = = 209.2
Maryland 529.4 412.9 57.5 442 443 318 137.0 209.0
Massachusetts 503.9 391.8 56.4 374 36.5 26.3 1232 199.3
Michigan 532.8 4135 74.5 55.7 484 35.2 1234 180.8
Minnesota 537.9 416.5 70.2 52.6 47.0 29.6 114.7 180.3
Mississippi 608.1 4182 97.8 46.0 66.1 42.9 132.3 2125
Missouri 525.7 439.8 87.2 62.6 49.8 35.9 136.8 148.1
Montana 490.7 278.1 =2 =2 =2 =2 =2 234.4
Nebraska 586.7 426.0 75.8 59.3 44.2 312 1324 219.6
Nevada“ 451.7 383.6 513 44.1 48.6 34.8 121.3 163.3
New Hampshire 379.5 271.7 -2 -2 -2 -2 83.6 164.8
New Jersey 571.8 428.0 57.7 40.1 49.4 36.6 133.9 235.7
New Mexico 381.2 305.3 38.9 38.0 285 216 119.3 1285
New York 524.1 400.0 54.9 374 42.6 31.9 126.2 2154
North Carolina 577.6 431.3 84.1 46.9 44.1 329 145.8 209.7
North Dakota 303.0 353.3 - -2 = = -2 151.6
Ohio 535.1 419.2 80.0 61.1 45.2 315 130.2 180.4
Oklahoma 522.8 4231 77.8 53.2 48.3 355 134.9 184.2
Oregon 529.8 368.7 49.4 36.5 334 29.8 1131 177.6
Pennsylvania 534.5 439.7 75.7 62.7 43.3 313 127.3 175.8
Rhode Island 414.6 401.0 524 55.3 34.1 218 131.0 149.7
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TABLE 6 (Continued)
All cancers Lung & bronchus Colon & rectum Breast Prostate
Male Female Male Female Male Female Female Male
South Carolina 512.7 3932 74.4 38.9 49.4 325 134.9 176.6
South Dakota 355.0 197.8 - = -2 - = 144.1
Tennessee 548.7 401.1 79.5 49.1 50.5 36.0 124.6 193.5
Texas 555.0 4171 75.6 434 54.1 37.6 130.8 188.2
Utah 503.9 298.9 = =2 51.6 = 78.9 195.4
Vermont 384.5 343.4 -2 -2 -2 -2 -2 181.2
Virginia 516.4 398.6 704 44.4 45.9 313 136.3 184.4
Washington 509.2 400.2 56.7 50.0 384 33.0 110.7 174.5
West Virginia 510.0 404.2 74.9 57.5 46.3 36.5 120.6 169.7
Wisconsin 690.2 496.3 110.0 68.9 56.8 37.3 145.7 215.6
Wyoming 294.2 1834 -2 -2 -2 -2 -2 -2
United States 535.0 4135 70.2 454 48.2 34.7 131.3 1915

Note: Rates are per 100,000 and age adjusted to the 2000 US standard population. Rates are adjusted for delay using national composite factors.

?Rates are suppressed when they are based on fewer than 25 cases.
PYears of diagnosis are 2016-2020.
“Years of diagnosis are 2015-2019.

50-79 years had been screened based on the American Cancer So-
ciety guidelines compared with 14% of eligible White adults (Table 8).

Survival has increased for patients with lung cancer over the past
decade because of advancements in diagnostics, surgical procedures,

and therapeutics,*2%12!

although inequalities in access to these in-
terventions have been reported. A recent literature review indicated
that Black patients with lung cancer were less likely to receive ge-
netic testing, systemic treatments, and high-cost treatments and
were less often eligible for screening,?? although recent guideline
changes may affect this disparity. Within an equal-access care sys-
tem, equitable treatment resulted in similar survival for White and

Black men with early stage nonsmall cell lung cancer.®?

Myeloma

An estimated 8300 new cases of multiple myeloma and 2380
myeloma deaths are expected to occur among Black people in 2025
(Figure 1). The incidence of myeloma is more than two times higher in
Black people compared with White people (Table 2) overall, and rates
for people younger than 50 years are 2.7 times higher in Black men
and 3.4 times higher in Black women than in their White counter-
parts. Since the late 1990s, incidence has continued to increase
steadily in both Black men and Black women by approximately 2%
per year, whereas the rate in both White men and White women has
been stable since the mid-2010s (Table 4).

Excess body weight is the only known modifiable risk factor for
myeloma, with incidence approximately 20% higher in adults who are
overweight or obese compared with those who are normal weight.*?*

Black women have higher obesity prevalence than White women
(Figure 7 and Table 9), which may contribute to the larger racial
disparity for myeloma in women.'?#'2> Myeloma is preceded by the
asymptomatic, premalignant condition monoclonal gammopathy of
undetermined significance (MGUS); individuals with MGUS have a risk
of progression to myeloma of about 1%-2% per year.*?¢ Consistent
with myeloma, MGUS is more prevalent and is diagnosed at younger
ages in Black people than in any other racial/ethnic group.'?”128 A
family history of blood cancers is also associated with an increased
risk that is stronger among Black people than White people.*?’
Similar to incidence, mortality rates are approximately twice as
high in Black people as in White people (Table 5). However, temporal
trends contrast with incidence; during 2018 through 2022, the
myeloma death rate declined by approximately 3% per year in both
Black women and White men, by 2% per year among White women,
and by 1% per year in Black men because of improved treat-
ment.3%13! The 5-year relative survival rate for myeloma has
improved from 29% during 1975 through 1977 to 62% during 2014
through 2020 among Black people, similar to the progress among
White people (from 24% to 61%). Although Black people have a
lower prevalence than White people of aggressive disease sub-
types, 128132133 they have lower utilization of the most recent

treatment advances and more delays in treatment.'28134

Prostate

Prostate cancer is the most commonly diagnosed cancer among Black
men, with an estimated 57,330 cases expected in 2025, accounting
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TABLE 7 Death rates for selected cancers in Black people by sex and state, 2018-2022.

All cancers Lung & bronchus Colon & rectum Prostate Breast
Male Female Male Female Male Female Male Female

Alabama 220.4 141.8 54.8 225 237 14.5 37.6 26.8
Alaska 176.2 132.6 -2 -2 -2 -2 -2 -2

Arizona 181.9 144.9 37.9 25.9 17.7 14.3 34.9 311
Arkansas 2435 152.7 65.2 29.8 26.4 17.2 41.2 28.0
California 207.1 152.9 39.6 26.9 19.9 141 43.7 293
Colorado 183.1 126.4 315 20.7 184 13.8 447 224
Connecticut 188.1 137.2 39.8 224 16.2 11.3 348 238
Delaware 204.8 148.7 43.0 26.5 18.3 8.2 35.2 28.2
District of Columbia 246.5 170.8 48.6 29.2 237 16.3 47.9 320
Florida 179.4 132.2 351 18.9 19.6 12.6 34.2 24.8
Georgia 205.1 138.2 45.3 221 214 13.3 40.1 264
Hawaii 1435 111.0 =2 = - -2 =2 =2

Idaho 1226 =2 = = =2 =2 = =

Illinois 226.2 162.6 522 320 25.8 15.5 40.7 30.7
Indiana 2237 150.0 54.7 31.9 237 13.9 39.9 25.9
lowa 245.6 1751 48.8 521 30.1 20.0 414 254
Kansas 212.7 157.7 43.0 35.7 19.6 12.4 34.3 26.3
Kentucky 226.1 158.4 53.9 394 237 154 38.0 26.1
Louisiana 2459 154.2 65.7 28.8 25.0 15.6 345 28.1
Maine 158.6 88.0 = = =2 = = =

Maryland 198.9 137.4 39.0 24.6 20.2 12.3 37.3 25.9
Massachusetts 168.9 1161 313 17.5 13.4 9.1 33.8 18.6
Michigan 2154 153.3 49.8 321 225 134 34.2 27.2
Minnesota 189.1 140.1 41.6 29.3 16.2 9.3 25.6 233
Mississippi 259.0 161.7 70.2 30.8 27.9 17.7 443 304
Missouri 2315 1611 58.3 348 212 153 35.2 284
Montana _a _a _a _a _a _a _a _a

Nebraska 204.7 155.4 43.7 37.8 171 13.3 42.9 27.5
Nevada 200.0 1495 424 26.5 204 15.5 42.3 318
New Hampshire 157.2 -2 -2 -2 —a -2 -2 -2

New Jersey 187.6 138.4 37.6 222 20.9 12.8 34.7 25.6
New Mexico 169.6 110.0 18.9 = =2 =2 45.7 28.7
New York 156.5 122.6 30.3 17.5 16.3 114 28.7 230
North Carolina 223.6 1471 538 27.0 20.6 12.9 39.5 26.5
North Dakota 172.1 =2 = =2 - =2 = =

Ohio 218.1 1511 534 32.9 20.6 12.7 33.9 26.5
Oklahoma 2325 165.6 56.9 324 232 16.7 43.1 29.2
Oregon 212.8 1331 30.8 23.6 16.4 - 37.2 18.9
Pennsylvania 224.2 160.8 50.3 33.6 19.5 131 394 27.3
Rhode Island 143.0 116.9 24.1 19.1 -2 - 26.9 16.9
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TABLE 7 (Continued)
All cancers Lung & bronchus Colon & rectum Prostate Breast
Male Female Male Female Male Female Male Female
South Carolina 229.3 143.5 544 23.1 237 14.1 40.0 26.2
South Dakota 131.2 - = = = -2 = =
Tennessee 227.4 151.0 54.7 30.2 25.3 14.7 38.7 28.8
Texas 2153 146.6 49.7 257 244 14.5 355 28.7
Utah 162.3 1231 = = =2 =2 = =
Vermont 167.7 -2 -2 -2 -2 -2 -2 -2
Virginia 212.7 1455 49.2 271 217 13.8 38.1 270
Washington 1911 131.9 36.9 27.4 16.6 12.2 36.5 19.3
West Virginia 230.3 140.0 63.8 327 15.8 15.4 322 28.6
Wisconsin 266.3 182.2 60.1 40.5 26.2 13.0 42.9 264
Wyoming _a _a _a _a _a _a _a _a
United States 208.3 144.7 46.7 25.9 213 13.5 37.2 26.8

Note: Race is exclusive of Hispanic ethnicity. Rates are per 100,000 and age adjusted to the 2000 US standard population.

?Rates are suppressed when they are based on fewer than 25 deaths.

for 44% of total diagnoses. Prostate cancer is the second leading
cause of cancer death in Black men, with 6150 deaths expected in
2025. Approximately one in six Black men will be diagnosed with
prostate cancer in his lifetime, and one in 35 will die from the disease.
The strongest known risk factors for prostate cancer are age, a family
history of the disease, African ancestry,®® and certain inherited ge-
netic conditions (e.g., Lynch syndrome and BRCA1 and BRCA2 mu-
tations).1®>13¢ |n addition, there is some evidence that cigarette
smoking and excess body weight may increase the risk of aggressive
or fatal disease.137-141

The average annual prostate cancer incidence rate was 191.5
cases per 100,000 Black men in 2017-2021, which is 67% higher
than the rate in White men (114.5 per 100,000) (Table 2). However,
temporal trends in incidence are similar by race. Rates increased
sharply in Black and White men circa 1990 (Figure 9) because of
rapid uptake of the PSA blood test and an increase in asymptomatic
disease diagnoses among previously unscreened men. Incidence
generally declined until 2014 but has since increased among Black
men by approximately 3% per year, similar to the pattern in White
men (Table 4). The recent increase is largely driven by diagnoses of
regional-stage disease (by 5.4% per year since 2013) and distant-
stage disease (by 4.8% per year since 2011), although the rate of
localized-stage disease has also increased by 2.2% per year since
2014. The upturn in advanced disease is thought to reflect the
reduction in screening after the USPSTF recommendation against
PSA testing for men aged 75 years and older in 2008 and for all men
in 2012 142143

Black men have the highest prostate cancer death rate of any
racial or ethnic group in the United States, more than two times
higher than that in White men during 2018 through 2022 (Table 3).
The larger disparity in prostate cancer mortality compared with

incidence likely reflects less access to high-quality treatment, which
continues to be documented in Black men.'**'%” For example, a
multi-institutional study of the impact of the COVID-19 pandemic on
prostate cancer treatment indicated that Black men experienced a
94% drop in surgery compared with no disruption in White men.1*®
Despite fairly strong evidence that Black men have equivalent or
higher prostate cancer-specific survival within an equal-access health
care system such as the Veterans Health Administration 62149150
2021 Veterans Health Administration study demonstrated that Black

men were 11% less likely than non-Black men to receive definitive

a

treatment.'>?

Prostate cancer death rates in Black men have dropped by 56%
since their peak in 1993 because of improved surgical and radiologic
treatment, the use of hormone therapy for advanced-stage disease,
and earlier detection through PSA testing.2°271°¢ As of 2021, no
organization endorses routine PSA screening for men at average risk
because of the high probability of overdiagnosis and treatment-
related side effects. Physicians are encouraged to educate men
about the benefits and limitations of PSA testing and make a shared
decision about whether to screen. However, studies have indicated
that Black men are less likely than White men to be informed about
prostate cancer testing.?®” There is a renewed interest in the po-
tential of screening for earlier diagnosis of fatal disease, especially
among Black men who have greater benefit. Advances in the past
decade include more targeted screening and biopsy using magnetic
resonance imaging and molecular markers, more conservative diag-
nostic criteria, immunotherapy, and increased management with
active surveillance instead of immediate treatment in men with low-
risk disease.1#2158-161 A recent study estimated that restricting
screening in Black men to those aged 45-69 years could reduce
mortality by 26%-29% while minimizing overdiagnosis.2®? Rapid
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FIGURE 5 Five-year relative survival rates by race, stage at diagnosis, and cancer type, United States, 2014-2020. Race is exclusive of
Hispanic ethnicity. All patients were followed through 2021. Colorectum excludes appendiceal cancers. The standard error of the survival rate

is between 5 and 10 percentage points.

declines in prostate mortality since the mid-1990s have slowed to
1.2% per year in Black men from 2013 through 2022 (Table 5), in part
likely reflecting the uptick in distant-stage diagnosis. The 5-year
relative survival rate for prostate cancer is 97% for Black men
overall (Figure 5) and approaches 100% for the 86% of Black men
diagnosed at a local or regional stage. When prostate cancer is
diagnosed at a distant stage, the 5-year survival rate drops to
approximately 34%-36% in both Black men and White men
(Figure 5).

Stomach

In 2025, an estimated 5300 new cases of stomach cancer and 1820

stomach cancer deaths will occur in Black men and women. In the

United States, stomach cancer incidence rates are approximately two

times higher in Black people than in White people (Table 2). How-
ever, the disparity is confined to noncardia cancers, and the rates for
cardia tumors are similar by race.'*® Chronic infection with Heli-
cobacter pylori accounts for 48% of all stomach cancers”® and is more
prevalent in Black people than in White people.2®* One study indi-
cated that Black people were greater than three times more likely
than White people to be seropositive for cytotoxin-associated gene
antigen A-positive H. pylori, which is the most virulent form.1¢°
Stomach cancer incidence rates steadily decreased from the late
1990s until 2018 but have increased in recent years; however, this at
least partly reflects the histologic change in the World Health Or-
ganization classification of gastrointestinal stromal tumors from
nonmalignant to malignant, and thus reportable to cancer regis-
tries.1®® These findings are consistent with other reports of the
increasing incidence of gastrointestinal stromal tumors across racial

and ethnic groups in recent years.¢”
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Similar to patterns for incidence, death rates are more than two-
fold higher in Black people than in White people (Table 3). From 2013
to 2022, stomach cancer death rates declined in Black men and
women by 3% per year, comparable to trends in White people. The 5-
year relative survival rate for stomach cancer in Black people is 38%
overall, similar to that in White people (Figure 5). However, variation
in subsite distribution masks a disparity for noncardia tumors (40%
vs. 46% in White people), which is diagnosed in more than one half

(55%) of Black people but in only one third of White people.'® The 5-
year relative survival rate for cardia tumors, which are less amenable
to surgical treatment, is similar in Black people and White people
(26% vs. 27%, respectively). Survival could be further improved by
eliminating disparities in surgical interventions among Black patients
with gastric cancer.'®® Nearly one in three Black patients with
stomach cancer are diagnosed with distant-stage disease, including
39% of those with cardia tumors and 28% of those with noncardia
tumors, for which the 5-year relative survival rate is only 6%-7% for

both subtypes.

Uterine cervix

In 2025, an estimated 2180 new cases of cervical cancer and 610
deaths from the disease are expected in Black women. The incidence
rate of cervical cancer is 19% higher in Black women than in White
women (Table 2). However, the disparity is much wider when the rates
exclude women who are not at risk of developing the disease because
they have had their cervix removed during a hysterectomy, which is
more common in Black women. One study indicated that, after cor-
recting for hysterectomy, the incidence of cervical cancer was appr-
oximately 40% higher in Black women than in White women.2¢®
Cervical cancer incidence continued to decline in Black women by
about 1% per year from 2012 to 2021 while stabilizing in White women
(Table 4).

Almost all cervical cancer is caused by persistent infection with the
human papillomavirus (HPV). Recent studies report a higher preva-
lence of high-risk HPV infection in Black women than in White women,
especially among those aged 21-24 years (Black women, 50%; White
women, 32%).1¢? Infection is highly preventable through vaccination,
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TABLE 8 Prevalence (%) of human papillomavirus vaccination (2022) and cancer screening (2021-2023), United States.

Black, % White, %
HPV vaccination (adolescents aged 13-17 years)?

Females

One or more dose(s) 82 76

Up-to-date 69 63
Males

One or more dose(s) 75 71

Up-to-date 62 57
Breast cancer screening

Up-to-date (females aged 45 years and older)® 75 69

Mammogram within the past 2 years (females aged 40-74 years; USPSTF guidelines)® 80 72
Cervical cancer screening (females aged 25-65 years)

Up-to-date* 76 80
Colorectal cancer screening®

Adults aged 50 years and olderf 70 71

Males 70 72

Females 70 71

Adults aged 45 years and older® 64 64

Males 63 65

Females 65 64
Lung cancer screening (adults aged 50-79 years)"

Up-to-date' 17 14
Prostate-specific antigen test (males aged 50 years and older)’

Within the past year 34 41

Note: Race is exclusive of Hispanic ethnicity. Respondents' sex was self-reported. Estimates for screening do not distinguish between examinations for
screening and diagnosis.

Abbreviations: HPV, human papillomavirus; USPSTF, US Preventive Services Task Force.

2Estimates are crude. Initiation is defined as one or more dose(s) of the HPV vaccine. Up-to-date HPV vaccination is defined as two doses separated by 5
months (minus 4 days) for immunocompetent adolescents initiating the HPV vaccine series before their 15th birthday and three doses for all others.
PMammogram within the past year (females aged 45-54 years) or the past 2 years (females aged 55 years and older). Estimates are age adjusted to the
year 2000 US population standard using three age groups: 45-49 years, 50-64 years, and 65 years and older.

“Mammogram within the past 2 years (females aged 40-74 years). Estimates are age adjusted using three age groups: 40-49, 50-64, and 65-74 years.
dpapanicolaou test in the past 3 years OR a Papanicolaou test and an HPV test within the past 5 years among females aged 25-65 years without a
hysterectomy. Estimates are age adjusted to the year 2000 US census population standard using four age groups: 25-29, 30-39, 40-49, and 50-65
years. Primary HPV testing estimates are not available because of questionnaire limitations.

®Fecal occult blood test/fecal immunochemical test, sigmoidoscopy, colonoscopy, computed tomography colonography, OR multitarget stool DNA-fecal
immunochemical test in the past 1, 5, 10, 5, and 3 years, respectively.

fIn those aged 50 years and older, estimates age adjusted to the year 2000 US census population standard using two age groups: 50-64 years and 65
years and older.

8In those aged 45 years and older, estimates are age adjusted to the year 2000 US census population standard using three age groups: 45-49 years, 50-
64 years, and 65 years and older.

PEstimates are age adjusted using three age groups: 50-59, 60-69, and 70-79 years.

The American Cancer Society recommends annual screening for lung cancer with a low-dose computed tomography scan for people aged 50-80 years
who smoke or used to smoke and have at least a 20 pack-year history of smoking. Due to survey questionnaire limitations, estimates are among
individuals ages 50 to 79 years instead of among ages 50-80 years.

IAmong men who have not been diagnosed with prostate cancer. Estimates are age adjusted to the year 2000 US census standard population using two
age groups: 50-64 years and 65 years and older.

Source: National Immunization Survey-Teen, 2022; screening, National Health Interview Survey, 2021 (cervical only) and 2023; Behavioral Risk Factor
Surveillance System, 2022.
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TABLE 9 Risk factors for cancer among Black and White
adults by sex, United States.

Black, % White, %

Obesity (BMI >30.0 kg/m?)?

All 50 42

Males 41 43

Females 57 40
Overweight (BMI 25.0-29.9 kg/m?)?

All 27 30

Males 32 33

Females 23 28
No leisure-time physical activity®

All 33 23

Males 28 22

Females 37 24
Current cigarette smoking®

All 12 12

Males 15 13

Females 9 12

Note: Race is exclusive of Hispanic ethnicity.

Abbreviation: BMI, body mass index.

2Among adults aged 20 years and older. Estimates are age adjusted to
the year 2000 US census population standard using five age groups: 20-
34, 35-44, 45-54, and 55-64 years and 65 years and older. Obesity is
defined as a BMI >30.0 kg/m?, and overweight is defined as a BMI 25.0-
29.9 kg/m?.

PNo leisure-time physical activity in the past week. Estimates are age
adjusted to the year 2000 US population standard using five age groups:
18-24, 25-34, 35-44, and 45-64 years and 65 years and older.

“Among adults aged 18 years and older, those who ever smoked 100
cigarettes in their lifetime and now smoke every day or some days.
Estimates are age adjusted to the year 2000 US census population
standard using five age groups: 18-24, 25-34, 35-44, and 45-64 years
and 65 years and older.

Source: BMI, National Health and Nutrition Examination Survey, 2017 to
March 2020; physical activity, National Health Interview Survey, 2022;
smoking, National Health Interview Survey, 2023.

which protect against 90% of HPV types that cause cervical cancer as
well as several other HPV-associated cancers. A recent study reported
an 88% reduction in the risk of invasive cervical cancer among women
who were vaccinated before age 17 years and a 53% reduction among
those vaccinated at ages 17-30 years.”° The American Cancer Society
currently recommends vaccination for all boys and girls between ages
9 and 12 years, with catch-up vaccination through age 26 years among
all individuals who are inadequately vaccinated.'’? In 2022, 69% of
Black female adolescents aged 13-17 years and 62% of Black male
adolescents were up to date compared with 63% of White girls and
57% of White boys (Table 8).

Cervical cancer is also preventable through screening, which is

recommended to begin at age 25 years for people with a cervix,
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FIGURE 8 Adult current smoking cigarette prevalence (%) by
race and sex, United States, 1965-2023. Race includes Hispanic
ethnicity. Ever smoked 100 cigarettes in lifetime and smoking every
day or some days at time of survey. Estimates are age adjusted to
the year 2000 US census population standard using five age groups:
18-24, 25-34, 35-44, and 45-64 years and 65 years and older.
Because of changes in National Health Interview Survey design,
2019 estimates are not directly comparable to prior years and are
separated from the trend line.

regardless of HPV vaccination status, and can be discontinued at age
65 years for those with a history of negative tests.>”? Screening is not
influenced by vaccination because vaccines do not protect against all
oncogenic HPV types or against infections established before vacci-
nation. This is especially important for Black women, who have a
higher prevalence of HPV types that current vaccines do not protect
against.1¢%173

Since the introduction of cervical cancer screening in the 1960s
and 1970s, mortality has declined steadily among Black women,
decreasing by 3% per year from 2013 to 2022. In contrast, rates
among White women stabilized during the most recent time period
at about two per 100,000 compared to approximately three per
100,000 in Black women. Nevertheless, cervical cancer mortality
rates are 53% higher in Black women than in White women, with an
even larger disparity for hysterectomy-corrected rates.?® This
disparity is conveyed in the wide gap in 5-year relative survival of
58% among Black women compared with 68% among White women
(Figure 5), in part because of a lower likelihood of localized-stage
disease at diagnosis (35% vs. 43%, respectively).* Given the simi-
larity in self-reported screening rates (Table 8), the stage disparity
is likely caused by differences in the quality of screening and/or
timely follow-up of abnormal results.)”4"*”7 One study reported
that being uninsured or underinsured accounted for approximately
one half of the disparity in those with advanced-stage diagnoses
among Black women compared with White women.”® However,
Black women have lower survival than White women for every
stage of diagnosis,* likely reflecting less access to high-quality

treatment. Several studies have demonstrated that Black women
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are less likely to receive recommended treatment (i.e., surgery, ra-

diation therapy) for cervical cancer.'”%&°

Uterine corpus

An estimated 9380 new cases and 3060 deaths from uterine
corpus cancer will occur among Black women in 2025. Cancer of
the uterine corpus is often referred to as endometrial cancer
because >90% of cases occur in the endometrium.’® The uterine
cancer incidence rate in Black women (29.7 per 100,0000) is similar
to that in White women (28.1 per 100,000) without correction for
hysterectomy prevalence, but higher after accounting for hyster-
ectomy,?? although this disparity varies by state and nativity within
the Black population in the United States. A population-based study
reported that hysterectomy-corrected incidence rates for type 2
endometrial cancer (i.e., subtypes with poorer prognoses) were
highest among US-born Black women (24.4 per 100,000) followed
by Caribbean-born Black women (18.2 per 100,000).8*
Endometrial cancer incidence rates were approximately 50%
lower in Black women than in White women in the early 1970s but
have recently converged, largely because of steeper increases in
Black women that also began earlier than in White women. Some
of the increase may be related to the obesity epidemic (Figure 7)
because 53% of uterine corpus cancers are attributable to excess
body weight.”> However, a recent study reported that non-

endometrioid subtypes, which are less strongly associated with

obesity than endometrioid carcinoma, are driving the trend.?’ From
2017 to 2021, incidence rates increased by about 2% per year in Black
women but appeared to have stabilized in White women (Table 4).

The death rate for uterine corpus cancer in Black women
increased by 1.9% per year from 2018 through 2022, twice the
magnitude of increase among White women (0.8% per year; Table 5),
and the age-standardized rate is nearly double that in White women
in 2018-2022 (9.5 vs. 4.7 deaths per 100,000, respectively). A recent
study indicated that hysterectomy-corrected mortality rates were
highest among Black women overall, by histologic subtype, and by
stage at diagnosis.'®?

Uterine corpus cancer also reflects one of the largest Black-
White disparity in 5-year relative survival of all cancers: 63% in
Black women compared with 84% in White women (Figure 5). Later
stage diagnosis, more aggressive tumors, and a lower likelihood of
timely guideline-concordant treatment contribute to the survival
disparity.'83184 Close to one half (46%) of uterine corpus cancers in
Black women are diagnosed at an advanced stage or are unstaged
(usually advanced) compared with 30% of uterine corpus cancers in
White women.* Survival is lower for Black women for every stage of
diagnosis and every tumor subtype, with the largest difference for
regional-stage disease (52% vs. 73%) and nonendometrioid tumors
(42% vs. 62%).2° This survival disparity is also observed in Black
patients younger than 50 years.'®> A higher prevalence of aggressive
uterine cancer subtypes (e.g., uterine serous cancer, uterine carci-
nosarcoma) in Black women may contribute to the survival

disparity.2?-185186
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Data limitations

Although the estimated numbers of new cancer cases and deaths
expected to occur in 2025 provide a reasonably accurate portrayal of
the contemporary cancer burden in Black people, they are model-
based, 3-year-ahead or 4-year-ahead projections that should be
interpreted with caution and not used to track trends over time. The
most informative metrics for tracking cancer trends are age-
standardized or age-specific cancer death rates from the NCHS and
cancer incidence rates from SEER, the NPCR, and the NAACCR. Data
presented herein are not adjusted for comorbidities, such as insur-
ance, education, SES, and other factors. Furthermore, the uterine
corpus and cervical cancer rates presented are not adjusted for
hysterectomy and are likely underestimated in the population. In
addition, aggregated data for Black people mask differences within

this heterogeneous population.

CONCLUSIONS

The overall Black-White cancer disparity is narrowing in large part
because of the delayed benefit of a steeper reduction of smoking
initiation among Black teens in the 1970s and 1980s. Black men
had the largest relative decline in cancer mortality from 1991 to
2022 overall and in nearly every 10-year age group, including a
65%-67% drop in men aged 40-59 years. However, inequalities for
many cancers persist. Black men continue to be more than twice as
likely to die from prostate cancer than White men, with receipt of
suboptimal treatment still occurring even within equal-access
health systems. Similarly, Black women have lower or similar
breast and uterine corpus cancer incidence than White women yet
have a 38% higher likelihood of dying from breast cancer and a
two-fold higher risk of dying from uterine corpus cancer. Reasons

for continuing disparities largely reflect the direct and indirect
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effects of structural racism, including biases in the health care
system and inequitable health care access. Even when treatment is
available, patients with limited financial resources may face
nonmedical barriers, such as the lack of transportation, the inability
to take time off from work, and other logistical challenges.
Continued documentation of these disparities is necessary but
insufficient to eliminate these inequalities. Future efforts must go
beyond research to disentangle the influence of structural racism
on health and actively develop mechanisms to reverse course. This
includes requirements for increased diversity in clinical trials,
improving provider education, and strengthening our health care
system through policies that eliminate cost-sharing copays. In
addition, pathways to ensure timely diagnostic follow-up and
treatment must be prioritized, alongside innovative strategies and
financial incentives to promote equitable care delivery across the

cancer continuum.
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