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Racial disparities in medical care represent a well-known public 
health crisis that has risen to prominence in recent months. 
These variations stem from a number of influences, including 
genetic factors, prevalence of comorbidities, socioeconomic 
status, access to high-quality care, cultural differences, and in-
stitutionalized racism. The impact of racial discrimination on 
cancer outcomes warrants particular attention; epidemiologic 
trends suggest that racial divides may deepen for those with 
brain metastasis in the near future. Improvements in oncologic 
care in the twenty-first century have yielded prolongation of sur-
vival for those living with cancer. As a direct consequence, many 
cancer patients live long enough to develop metastatic spread 
of disease to the central nervous system, a turning point marked 
with high morbidity and mortality. Furthermore, aging of the 
baby boomer generation has led to an unprecedented growth in 
America’s elderly population, and the 65+ age group is expected 
to double by the year 2050. This coincides with the same time 
period in which US non-Hispanic whites are projected to be-
come a minority population, giving rise to a collective majority 
of Hispanics, African Americans, and Asians. As such, racial dis-
crimination in oncologic care will translate to great risk to the 
aging minority population if not addressed immediately.

Identifying existing disparities and increasing public aware-
ness are the essential first steps in addressing this problem. In 
turn, scientific publications have exploded with observations of 
inferior outcomes in minorities with cancer in the last two dec-
ades. In brain tumor literature, African Americans are more likely 
to harbor de novo brain metastases at cancer diagnosis1 and ex-
perience higher in-hospital mortality with brain metastasis2 and 
primary brain tumor3 resections. African American and Hispanic 
patients are less likely to receive stereotactic radiosurgery for 
brain metastases compared with non-Hispanic whites.4 Part of 
the discrepancy arises from the fact that minorities and the eco-
nomically disadvantaged are less likely to be cared for by high-
volume providers,3 introducing a higher rate of treatment-related 
complications and reduced access to emerging therapies.

Lamba et al offer a valuable addition to this body of literature 
by highlighting a racial difference that can be addressed by in-
dividual physician practices: the administration of supportive 

medication for elderly minorities with brain metastases.5 To 
investigate this trend, the authors used the SEER-Medicare 
database and Medicare Part D claims to analyze prescribing 
practices among patients with newly diagnosed brain metas-
tases between 2007 and 2016. A total of 17 957 patients were 
included in the final analysis. Supportive medications that 
were prescribed in the first month following brain metastasis 
diagnosis were categorized into 14 different palliative classes, 
including pain medications, anti-emetics, and psychotropic-
acting medications.

One might surmise that presenting with more advanced 
stages of cancer would lead to an increase or at least equitable 
allocation of supportive medications for minorities. However, 
the opposite is true. The authors found a significant dispropor-
tionate reduction in a wide variety of supportive prescriptions 
among African Americans, Hispanics, and Asians compared 
with non-Hispanic whites. All included minorities saw a re-
duction in headache aids, antidepressants, and anxiolytics. 
African Americans additionally had fewer anti-emetics, ster-
oids, psychostimulants, sleep aids, and appetite stimulant 
prescriptions. Hispanic patients received fewer antipsychotic 
drugs, sleep aids, and appetite stimulants. Asian patients 
were prescribed fewer opioids, anti-emetics, anti-epileptics, 
steroids, muscle relaxants, and appetite stimulants.

These results are upsetting on a human level and underscore 
a high unmet need in this patient population. Unfortunately, 
these findings are also not surprising. Epidemiologic obser-
vations in oncology have already illustrated that minorities 
and the economically disadvantaged receive less suitable 
cancer-directed care,6 which may be partially due to exorbitant 
medical expenses for an already financially struggling popula-
tion. Racial discrepancies in clinical trial enrollment are also a 
well-known phenomenon,7 reflecting a combination of inade-
quate access to high-quality care and a legacy of distrust in the 
medical system in the wake of the US Public Health Service’s 
Tuskegee syphilis experiment (1932–1972) and other discrimi-
natory health care practices. However, the administration of in-
expensive pharmaceutical agents aimed at optimizing quality 
of life in cancer patients cannot be fully explained by economic 
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hardship, and therefore raises the question of communi-
cation and cultural barriers between health care providers 
and minorities with cancer.

Adjustments in individual, institutional, and insurance 
practices are all required to close the gap of racial disparities 
in cancer care. Lamba et al’s findings underscore the pro-
viders’ social obligation to investigate the palliative needs of 
their patients, use medical interpreters and cultural aware-
ness to understand the symptom burden afflicting diverse 
populations, and offer both pharmacologic and complemen-
tary interventions on an individual basis. The implementa-
tion of early palliative care and supportive services in cancer 
patients cannot be overemphasized; this has been shown in 
multiple randomized controlled trials to improve quality of 
life, reduce depression rates, increase satisfaction with care, 
and lengthen overall survival.8 On a national level, Medicaid 
expansion in 2014 under the Affordable Care Act reduced 
the number of uninsured African Americans by one-half, 
and epidemiologic studies speak for themselves. In expan-
sion states, African Americans saw a greater percentage 
rise in timely cancer treatment relative to whites, effectively 
closing the gap in this disparity statistic.9 The overall cancer 
death rate declined faster in African Americans relative to 
whites in both men (2.6% vs 1.6% per year) and women 
(1.5% vs 1.3% per year).10

Racial disparities infiltrate all aspects of medical care, 
and patients with brain metastasis are no exception. 
In treating a population with consistently poor func-
tional status and quality of life due to neurologic mor-
bidity, health care providers must strive on both an 
individual and an institutional level to overcome socio-
economic and cultural barriers in order to address their 
palliative needs.
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