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Abstract
Researchers have identified higher incidence rates and mortality rates among African
American men (AAM) diagnosed with prostate cancer than they have among urban
African American men. This quantitative descriptive study was conducted to measure the
association between advanced stage and grade of prostate cancer, demographic location,
and prostate specific antigen (PSA) levels over a 5-year period in AAM and European
American men (EAM) in rural versus urban communities. This study addressed 4
research questions concerning cancer grade, cancer stage, age, geographic location, PSA
level, and the impact that each of these variables had on prostate cancer diagnosis in
AAM in the United States. Social cognitive theory was used as a conceptual framework,
which was to focus on AAM, and their behavior with prostate cancer diagnosis, in rural
versus urban communities. The sample was derived from data collected from the
Surveillance, Epidemiology, and End Results Program (SEER) database. The population
sample size was greater than 20,000. These data were categorically analyzed using a Chi-
square test and a ¢ test. Overall, the results of the study showed that there was a statistical
difference in rural versus urban populations between AAM and EAM diagnosed with
prostate cancer over a 5-year period, and when comparing AAM with EAM in urban
versus rural communities over a 5 year period, there was a significant difference in men
diagnosed with prostate cancers as well as a significant change among men annually
diagnosed with advanced stage prostate cancer. Information provided may have
implications for positive social change affecting both rural and urban AAM in reducing
fear and promoting prostate cancer awareness. This awareness may reduce advanced

stage or grade diagnosis in AAM in both rural and urban communities.
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Chapter 1: Introduction to the Study
Introduction

The lifetime risk of developing prostate cancer and possibly dying from prostate
cancer is substantially higher among African American men (AAM) than among
European American men (EAM); Smith, Cokkinides, Brooks, Saslow, & Brawley, 2010).
Recent attention has been directed toward the reasons that higher rates of prostate cancer
exist among AAM. Prostate cancer has been known to be the leading cause of cancer
incidence among males in the United States across all races, and AAM have twice the
risk of any other ethnic group to be diagnosed with advanced-stage disease (Hoffman et
al., 2001). Cancer in general has become a major public health dilemma in the United
States and throughout the world (Smith et al., 2010).

There have been many studies on prostate cancer treatments in regard to racial
differences, prostate cancer care, age, and multiple risk factors (Hoffman et al., 2001).
This study was designed to address the differences in rural versus urban communities
with a focus on the diagnosis, stage, and grade of disease; prostate specific antigen (PSA)
levels; and knowledge of prostate cancer within each population. To investigate all
factors, I calculated the differences in advanced stage disease that were associated with
ethnicity, adjusting for demographic region and socioeconomic status. In this study, I
looked at data over a 5-year period to determine whether there was a difference in
diagnoses between communities. The study used secondary data collected from the
Surveillance, Epidemiology, and End Results (SEER) database, and parameters were set

to obtain the necessary data.



AAM have the highest incidence and mortality rates for prostate cancer, with
these rates exceeding those of EAM ; Mohler, 2007). Several studies have indicated that
differences in prostate cancer rates between men of different geographical origins may
not be unique to the United States (Mohler, 2007; Smailyte & Kurtinaitis, 2008).

Urologists have indicated that a new patient is diagnosed with prostate cancer in
the United States every 3 minutes, and another patient dies every 17 minutes (Jones,
Underwood, & Rivers, 2007). This study may support positive social change, in that it
may provide AAM with tools to change their behavior in relation to trust and fear in
regard to medical treatment, as well as with knowledge of prostate cancer. The burden of
this form of cancer for AAM seems to be related to a complex interplay of social,
cultural, and biological factors that have resulted in screening rates being low and the
stage and grade of the disease being higher at diagnosis for this population. These
patterns could result in diminished access to timely treatments and compromised quality
of care. Healthcare providers must have a working knowledge of all of the barriers to
cancer care experienced by AAM in order to contribute to effective treatment
recommendations. Many patients confronted with receiving a diagnosis of cancer state
that they are not equipped with sufficient information to make a decision on their
treatment. Such patients may request that a physician make the decision for them;
however, individuals would like to be fully informed (Forrester-Anderson, 2005).

This chapter focuses on the history of prostate cancer in AAM compared to their
counterparts. A major focus is the problems the disease causes among men, and to what

degree researchers try to distinguish between AAM and EAM in terms of experiences of



the disease. Social change is discussed in relation to the significance of this study
designed to address the understanding for education and screening programs among
AAM. The ultimate goal of the study is to improve the level of knowledge that exists
among AAM concerning prostate cancer.
Background

Prostate cancer is the most commonly diagnosed cancer and the second leading
cause of cancer deaths among men in the United States (American Cancer Society, 2009;
Centers for Disease Control and Prevention, 2013). More than 192,000 men were
diagnosed with prostate cancer and about 27,300 died of the disease in 2009 (American
Cancer Society, 2009; Centers for Disease Control and Prevention, 2013). Men in the
United States have a 16% lifetime chance of being diagnosed with prostate cancer and a
3% chance of dying from the disease within 5 to 7 years of diagnosis once they reach age
65 or older (Aetna, 2002). The SEER database indicated that in 2014, there would be an
estimated 233,000 new cases of prostate cancer and those 29,480 deaths would occur
(Centers for Disease Control and Prevention, 2013). As of 2014, men in the United
States had a 36.3% chance of being diagnosed with prostate cancer at age 66 or older
(Centers for Disease Control and Prevention, 2013). Over the last 10 to 12 years, prostate
cancer has been on the rise in the United States (American Cancer Society, 2009; Centers
for Disease Control and Prevention, 2013). Early detection is essential to men receiving
effective treatment for prostate cancer. Patients who undergo regular PSA testing have a

higher likelihood of undergoing prostate biopsy and being diagnosed with prostate cancer
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compared with men who do not undergo PSA testing. PSA testing is available to all men
and is the critical component of early detection (Aetna, 2002).

Racial/ethnic disparities in health care may be a contributing factor to mortality
from prostate cancer among AAM (Demark-Wahnefried et al., 1995). Demark-
Wabhnefried et al. (1995) found that a majority of AAM older than age 50 who knew
about PSA testing reported that they had never been screened or had the test done. These
inequalities often encompass the entire spectrum of care, starting with screening and
prevention activities and programs, leading to diagnosis and treatment, and ending with
palliative and end-of-life care (Heyns, 2008).

AAM in the United States are diagnosed more often than EAM with advanced,
incurable prostate cancer, mainly due to their more limited access to health care, their
socioeconomic status, and their decreased participation in early detection programs
(Mohler & Marshall, 2011). AAM have also been reported to be less likely to seek care
for symptoms of prostate cancer because they frequently do not know about screening
programs. In turn, treatment for prostate cancer is limited because the stage of the disease
at which they are diagnosed is often advanced (Mohler & Marshall, 2011). Prostate
cancer is also biologically more aggressive in AAM than in EAM, as reported in the
literature (Mohler, 2012). When AAM patients are diagnosed with potentially curable
prostate cancer, they are less likely to choose an effective treatment, and at some point in
time, treatment may not be offered to them (Mohler, 2012).

Several factors may explain why AAM develop prostate cancer at a higher rate

than EAM. One factor may be lack of knowledge of the disease. Cultural barriers must



be surmounted within the African American community when it is related to the
stereotype of ignorance as a component of their heritage. AAM have been labeled as
individuals that do not have the knowledge to comprehend the severity of their disease. It
is especially important that AAM and their families achieve a greater understanding that
early detection leads to a better outcome for this disease.

If knowledge of cancer prevalence increases, influencing priorities for research
and the distribution of resources, cancer screening may become more beneficial to all
cancer patients in all communities, not just AAM dealing with prostate cancer. It is
conceivable that no test for prostate cancer will ever be 100% sensitive (Mohler, 2012).
Therefore, it may be the case that both “false negative” and “false positive” results
leading to unnecessary treatment will always be present. Despite the false negatives and
false positives, most medical experts agree that screening for prostate cancer saves lives
(Heyns, 2008). However, there is not enough evidence for experts to decide whether the
potential benefits outweigh the potential risks when screening precedes treatment
(Schiavo, 2007).

Social disparity has been identified as a factor that makes a significant difference
in prostate cancer diagnosis (William & Jackson, 2005). Socioeconomic status accounts
substantially for differences between AAM and EAM in prostate cancer diagnosis (Bach
et al., 2002). Decision making (related to treatment of prostate cancer)is much less likely
to occur when AAM have lower levels of education and less health insurance along with
distrust in health care providers and fear of losing their manhood (Smith et al., 2010).

Evidence in the literature points to the idea that AAM do not receive the information
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necessary to understand prostate cancer, or that they may not understand this information
in the way in which it is presented to them in order to make a wise decision regarding
treatment (Smith et al., 2010). Men and their physicians must talk more about the effects
of prostate cancer at an early stage, with all necessary documentation presented to the
patient.

Disparities in treatment and health inequality have been noted as at least partly
responsible for the difference in the status between AAM and EAM communities. For
example, the rate of prostate cancer in AAM is 10% higher than among EAM(Parham,
2005). Many of the disparities that have been noted in the results of prostate cancer
treatment among AAM are related to lack of understanding of the disease and available
treatments, differences in socioeconomic status, differences in access to health care, lack
of trust in health services, and perceived threats to manhood (American Cancer Society,
2009).

AAM have a higher risk of developing prostate cancer at an earlier age than men
in other ethnic groups; this partly accounts for the poor survival rate of this disease in
AAM (Parham, 2005). AAM, when faced with prostate cancer decisions, need to have
more information in order to overcome the burden related to the roadmap for future life
expectations understanding what lies ahead for them(Oliver, 2007).

The particular cause of this disease is not known to the degree at which
researchers could identify a cure. However, deprived health, lower socioeconomic status,
lack of education and knowledge, and lack of relationships with healthcare providers are

indicators that point to factors for increased mortality rates for AAM with prostate cancer
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(Jones et al., 2007). There is a gap in the existing literature on screening and awareness,
and these factors can affect the diagnosis of prostate cancer in AAM in relationship to
EAM in rural versus urban communities. There is a greater amount of literature on
treatment and prevention. This study focused on the diagnosis of prostate cancer in AAM
compared to EAM in rural versus urban communities.

Problem Statement

The primary goal of any cancer prevention program is to reduce the effects of risk
factors for cancer (American Cancer Society, 2009). This goal is accomplished through
identification and assessment of risk factors for cancer and development of interventions
for cancer prevention at all primary, secondary, and tertiary levels (American Cancer
Society, 2009). The literature indicates that treatment along with early detection can
reduce mortality rates for prostate cancer patients (Mettlin, Jones, Averette, Gusberg, &
Murphy, 1993). Mettlin et al. (1993) stated that 94% of EAM, when their tumors have
been diagnosed at a localized stage, have a 5-year survival rate, compared to AAM
diagnosed with advanced stage disease.

AAM develop prostate cancer twice as frequently as EAM, and though genetics
may play a role, dietary differences between these groups of men are clearly involved as
well (American Cancer Society, 2009). The incidence rate of prostate cancer in AAM in
2010 was 192.9 per 100,000 men and was the highest among all ethnic groups reported
(Centers for Disease Control and Prevention, 2013; Mohler & Marshall, 2011).
Additionally, AAM in lower socioeconomic groups receive less consistent primary care,

which correlates to the overall lower level of health in AAM (Barber et al., 1998).



Making AAM aware of the disparities of prostate cancer incidence in their communities
should occur through education and screening programs (Oliver, 2007). What is unclear
from the literature is whether these education and screening programs are having an
impact on AAM. This study provides information about how education and screening
impact the advanced-stage diagnosis rate in AAM. For this study, I investigated potential
shifts in the proportion of prostate cancer over a 5-year (2008-2013) period in AAM
compared to EAM; attempted to understand the level of knowledge AAM have, in
comparison to CM, when being diagnosed with prostate cancer; and determined the
amount of screening each group received before diagnosis in order to ascertain whether
this reduced the rate of advanced-stage diagnosis of the disease in AAM. Although there
is current controversy about the use of digital rectal examination (DRE) and PSA testing
combined, providers typically conduct both tests when screening patients for prostate
cancer (Smith et al, 2010).

Social change can be created if it is learned that prostate cancer awareness and
education are generating the preferred impact that would lead to reducing the incidence
of prostate cancer in AAM. Nevertheless, in discussing ethnic groups, it is important to
acknowledge the sociocultural aspects that explain both constructs and the correlations
that exist in AAM risk factors(Deshpande, Sanders, Thompson, Vaugh, & Kreuter,
2009). With this in mind, social change will take an important step in the lives of AAM,

while changing the culture of AAM as it relates to health behaviors.



Purpose of Study

The overachieving goal of this quantitative study was to compare shifts in prostate
cancer diagnosis in AAM in recent years to shifts in prostate cancer diagnosis in EAM
during the same time frame. This research also compared the survival rate of AAM
diagnosed with prostate cancer compared to EAM diagnosed with prostate cancer in rural
and urban communities. Understanding derived from this study may lead to social change
if prostate cancer awareness and education are creating the desired impact of reducing the
incidence of prostate cancer in AAM. Literature, compared the education levels of AAM
and EAM and provided insight on the impact of early detection and screening programs
in each community. The communities this study addressed are rural communities and
urban communities within the United States. Rural communities were defined as counties
greater than 20 miles from a metropolitan area. This definition was based on the
guidelines used for the SEER database. In this study, for example, Atlanta was
considered a metropolitan area, and surrounding counties 20 miles or more from the
Atlanta metropolitan area were considered rural communities.

Significant differences exist in clinical presentation, sociodemographic
characteristics, and health-related quality of life between AAM and EAM with prostate
cancer. This health-related quality of life difference persists after prostate cancer
treatment (Mohler, 2012). Quality of life in this context refers to the overall wellbeing of
individuals with prostate cancer as they return to the communities in which they reside,
reestablish their lives, and cope with behavioral changes. Although, as reported in the

literature, prostate cancer is biologically more aggressive in AAM,(Mohler, 2012),
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physicians should be aware that concepts of race and ethnicity are social constructs
without direct relationship to biology and genetics (Mohler, 2012). Prostate cancer is a
major contributor to morbidity and mortality in the male population, but public awareness
of this type of cancer has been limited (Agho & Lewis, 2001). The lower level of
knowledge among AAM compared to EAM regarding prostate cancer etiology and
clinical factors highlights the need for educational programs on prostate cancer to target
minority communities (Oliver, 2007). Because of the fear of prostate cancer as a threat to
their manhood that exists among AAM and their families, there is also a need for
discretion on the part of physicians in their discussions of prostate cancer with AAM—
for example, by providing minority favored access to screening and through consultation
with the patient without family members present (Barber et al., 1998). Important
differences exist in access to screening, perceptions of the disease and its treatment, and
knowledge of risk factors between the different racial groups in the United States. These
represent significant barriers to early detection among AAM (Oliver, 2007).
Research Questions and Hypotheses

Identifying whether differences occur in treatment and outcome between AAM
and EAM may help to determine why the diagnosis of prostate cancer differs between
these populations and if there are differences in survival rate between rural and urban
communities. Assessing differences in the stage of prostate cancer at the time of
diagnosis between AAM and EAM populations in rural versus urban communities may

establish whether these differences are related to the prevalence of the disease.
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RQI: Is there a significant difference between the proportion of AAM and the

proportion of EAM annually diagnosed with prostate cancer in rural areas in the
United States between 2008 and 20137
Hol: There is no significant difference between the proportion of AAM and
the proportion of EAM annually diagnosed with prostate cancer in rural
areas in the United States over a 5-year period (2008-2013).
Hal: There is a significant difference between the proportion of AAM and
the proportion of EAM annually diagnosed with prostate cancer in rural
areas in the United States over a 5-year period (2008-2013).

RQ2: Is there a significant difference in the proportion of AAM and the
proportion of EAM living in urban areas in the United States annually
diagnosed with prostate cancer between 2008 and 2013?

Ho2: There is no significant difference between the proportion of AAM and
the proportion of EAM annually diagnosed with prostate cancer in
urban areas in the United States in a 5-year period (2008-2013).

Ha2: There is a significant difference between the proportion of AAM and
the proportion of EAM annually diagnosed with prostate cancer in
urban areas in the United States in a 5-year period (2008-2013).

RQ3: Was there a significant change in the proportion of men annually diagnosed
with advanced-stage prostate cancer in rural versus urban areas in the

United States between 2008 and 2013?
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Ho3: The proportion of men annually diagnosed with advanced-stage
disease in a rural community versus an urban community did not change
during the 5-year period (2008-2013).
Ha3: The proportion of men annually diagnosed with advanced-stage
disease in a rural community versus an urban community changed
significantly during the 5-year period (2008-2013).
RQ4: Did PSA levels of men annually diagnosed with advanced stage prostate
cancer significantly changes in rural versus urban areas in the United
States between 2008 and 2013?
Ho4: The PSA levels of men annually diagnosed with advanced stage
prostate cancer in a rural community versus an urban community did not
change during the 5-year period (2008-2013).
Had4: The PSA levels of men annually diagnosed with advanced stage
prostate cancer in a rural community versus an urban community changed
significantly during the 5-year period (2008-2013).
Conceptual Framework for the Study
This study, which focused on AAM and their behavior in relation to prostate
cancer diagnosis in rural versus urban communities, was based on social cogni