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This is an important paper and matches my clinical
experience. In the past one- and-a-half decades
in the private sector at a major Southeastern US
center, I have had very large clinical experience with
screening and treatment of African American men
for localized and advanced prostate cancer. After
the death of three single black men within 2 weeks
of radical prostatectomy to presumed pulmonary
embolus (PE), we started a proactive effort with our
team to address this disparity. Using aggressive deep
venous thrombosis prophylaxis (enoxaparin sodium
40 mg daily for 2-4 weeks), planned call-backs by an
advanced practice provider (APP), and focused patient
education, we have not had a further early death in the
last 8 years. Liu and associates analysis of Cumulative
Incidence Function (CIF) of Prostate Cancer Mortality
from over 200,000 patients demonstrated that single
black men had the highest CIF in the follow up time
after surgery at 30 days, 20 months, 40 months and 60
months compared to other groups.'
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As virtually all prior studies of prostate cancer and
African American race/ethnicity, Liu et al rightly note
that etiology of disparity is multifactorial. One of the
most interesting findings in this paper is the difference
between single black vs. single white men. Why would
black race interact with being single be so different
being single and white? Compared with white
patients, black patients are increasingly less likely to
have health insurance and receive job-based health
coverage. This likely led to less access to preventative
and primary care services compounded by lower
literacy rates, higher health system distrust, unhealthy
diet, lower exercise rates, housing deficiencies, lack of
transportation and possible adverse biologic factors.

My professional experience has spanned both
the equal-access military health care system and the
private sector and  have now spent almost 20 years in
each setting caring for African American men. Looking
back, it is not surprising to me that the military system
mitigated, but did not completely eliminate, the race/
ethnicity disparity. In 1995, we showed that, even in the
military at the nation’s premier center (Walter Reed),
black race/ethnicity was an independent prognostic
factor for recurrence after radical prostatectomy.? We
also showed that black men had higher PSA levels
due to larger tumors and we developed age and race
adjusted PSA screening guidelines to help address
the disparity.’* Later at Duke, we also demonstrated
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black patients had higher PSA and worse outcomes.®
Our latest effort is trying to increase early detection
and education on risk by focusing on baseline PSA in
younger African American men and decreasing the
rates of non-attendance (no show) for elevated PSA
consults and for prostate biopsy.”*

In summary, this important paper adds to the
longstanding literature showing that African American
men remain disadvantaged with regard to prostate
cancer early detection and treatment. The solution is
complex and multi-factorial. Sadly, we are discussing
the same issues now that we did more than 30 years
ago when the start of the PSA-Era first brought these
disparities to light. One discrete pearl from this paper
is to be extra mindful when managing single black men
with elevated PSA and prostate cancer. U
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