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Editorial:

Cancer Disparities

CanCer Disparities 
prevention 

 Cancer is the second lead-
ing cause of death in the United 
States. (NCHS).1 In 2018, cancer 
will claim the lives of an estimated 
609,000 people.2 While all popula-
tions are affected by cancer, some 
communities bear a disproportion-
ate burden – a phenomenon known 
as health disparities. The National 
Cancer Institute (NCI) defines 
cancer health disparities as adverse 
differences in the incidence, preva-
lence, mortality, survivorship, and 
burden of cancer or related health 
conditions that occur among spe-
cific population groups in the Unit-
ed States.3 The NCI definition de-
scribes a type of difference, yet does 
not explicitly recognize the strong 
role of social injustice that dis-
tinguishes health disparities from 
other forms of difference. Indeed, 
the definitions offered by the World 
Health Organization (WHO) and 
Healthy People 2020 state directly 
that health disparities are rooted 
in unjust social conditions4 and are 
disproportionately observed among 

populations that have experienced 
systematic obstacles and exclusion.5 

 The articles in this themed issue 
of Ethnicity & Disease focus on the 
prevention of tobacco-related can-
cer disparities. Tobacco use remains 
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the largest single cause of prevent-
able cancers in the United States, is 
the cause of at least 14 cancer types 
(eg, lung, larynx, mouth, throat, 
and cervix),6 and is the primary 
driver of preventable disparities. 
Tobacco-related cancer disparities 
are not limited to racial/ethnic mi-
nority populations. Indeed, factors 
such as medical insurance status, 
poverty, educational attainment, 
sex, sexual orientation or gender 
identity, discrimination, and geo-
graphic location are associated with 
disparities. The most persistent 
disparities, however, are observed 
in comparisons between African 
American and White Americans. 
African American men have the 
greatest cancer incidence (all-sites) 
compared with all other racial/eth-
nic groups.7,8 Additionally, cancer 
mortality rates are greatest among 
African American men and women 
compared with all other racial/eth-
nic groups.7,8 Hispanics in the Unit-
ed States have relatively low cancer 
incidence and mortality, although 
cancer is the leading cause of death 
in this heterogeneous popula-
tion.9 Moreover, the health status 
of Hispanics tends to decline with 
greater years in the United States,10 
possibly due to increased tobacco 
use and other factors (eg, accul-
turative stress). The general failure 
to recognize the non-additive dis-
advantage experienced among in-
dividuals with intersecting social 
positions, or intersectionality, also 
contributes to health disparities.11 
 Preventing tobacco-related can-
cer disparities is a complex topic. 
Racial/ethnic disparity prevention 
requires effective strategies to re-

duce/eliminate tobacco use, pro-
mote early detection and screen-
ing at recommended intervals, and 
to maintain a “normal” body mass 
index. Across the health dispari-
ties literature, the focus is often on 
patient-level barriers (or deficits) 
with little recognition of the roles 
of researchers and providers, who 
develop interventions and set the 
standard for how we address can-

tions. They discuss the lack of spe-
cific training within the tobacco 
treatment workforce to implement 
interventions that incorporate the 
influences of social, environmen-
tal, economic, cultural, and health 
system factors that serve to main-
tain tobacco use disparities. They 
propose a competency-based cur-
riculum and provider training to 
help close the research-to-practice 
gap, which is critical to the preven-
tion of tobacco and cancer-related 
disparities. In short, they argue for 
intersectionality as a framework to 
organize empirically based, cultur-
ally informed and patient-oriented 
interventions that express socio-
cultural respect, empathy, and are 
absent cultural superiority. The ar-
ticles in this themed issue are exam-
ples of topics that could be included 
in the proposed curriculum and in-
corporated into provider training. 
 Three articles in this issue high-
light the importance of understand-
ing individual-difference variables 
that may influence menthol ciga-
rette and cigar smoking and point 
to novel intervention targets. Trapl 
and Koopman Gonzalez13 highlight 
the high prevalence of cigar, cigaril-
lo, and little cigar (CCLC) use, and 
tobacco product modification (ie, 
freaking and blunting) particularly 
among adolescent African American 
males. Their findings suggest risk 
and protective factors for CCLC 
use, including low risk perceptions 
compared with cigarettes and pa-
rental disapproval, respectively. In a 
nationally representative sample of 
adults, Greenberg et al13 also focus 
on risk perceptions, finding lower 
support for a Federal Drug Admin-

cer risks. Moreover, there are his-
torical and contemporary forms 
of oppression and exclusion that 
add to the complexity of meet-
ing these individual-level goals. 
 The articles within this themed 
issue have a common thread. Each 
seeks to enhance our collective un-
derstanding of potential targets for 
individual, systems-level, and poli-
cy interventions to prevent cancer 
disparities. Sheffer et al12 focus on 
provider-level barriers to reducing 
tobacco disparities among racial/
ethnic and other minority popula-
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prevent cancer disparities.
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istration (FDA) ban on menthol fla-
voring in cigarettes among menthol 
smokers, which may be related to 
factors other than perceived health 
risk. Few previous studies have 
examined the interest and use of 
electronic cigarettes among racial/
ethnic minorities. Webb Hooper 
and Smiley14 did not find an as-
sociation between menthol ciga-
rette smoking and e-cigarette use 
overall. However, menthol smok-
ers reported less e-cigarette knowl-
edge and were interested in trying 
these products to quit smoking.
 Two articles in this issue focus 
on cancer disparity prevention 
among Hispanics living in the 
United States. Castro et al15 
compares lifetime cessation rates 
between White and Hispanic 
National Health Interview Survey 
respondents. Studies in this domain 
have produced mixed findings. 
Bivariate analyses in Castro et al15 
indicated lower odds of quitting 
among Hispanics; however, after 
accounting for sociodemographic 
factors and indicators of 
acculturation, Hispanics reported 
greater quit rates compared with 
Whites. In this study, White women 
were the least likely to report being a 
former smoker. The authors discuss 
the importance of including these 
factors in statistical models to avoid 
suppression of actual relationships 
between race/ethnicity and smoking 
status. Because Hispanic ethnicity 
includes all “races,” testing the 
intersection between Hispanic 
ethnicity and “race” as defined by 
US categories might further clarify 
these associations. Fleming et al16 
describe the development of a 

group-based charla intervention to 
promote cervical cancer screening 
among Hispanic women in a 
farmworker community. Findings 
demonstrate the feasibility and 
acceptability of the approach and 
provide a signal toward efficacy. 
 Taken together, this collection of 
articles illustrates the importance of 
multi-directional education (ie, re-
searchers, providers, communities, 
individuals) as we work to prevent 
tobacco-related cancer disparities.  
At the systems-level, prevention 
strategies include increasing aware-
ness of and access to evidence-based 
and highly accessible interventions 
that apply knowledge of ethno-
cultural nuances, which may be 
key to change behavior and pre-
vent disparities. Improving our 
understanding of individual-level 
factors within and across com-
munities is essential to the devel-
opment of such interventions. As 
highlighted by Alcaraz et al,17 as 
the field continues to digitize in-
terventions (eg, text-messaging and 
internet-based interventions), pref-
erences for and access to these tech-
nologies must also be considered. 
 Addressing disparities in to-
bacco-related cancer risk factors 
across the lifespan can advance op-
portunities for prevention, health 
equity promotion, and reduce 
risk for other chronic conditions, 
such as cardiovascular disease.
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