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Abstract: Epidemiological data show racial and ethnic differences exist in breast cancer
morbidity and mortality amongst Black, Indigenous, Asian, and Hispanic populations,
with non-white females experiencing earlier age at diagnosis, more aggressive breast cancer
subtypes and advanced cancer stages, and earlier mortality than white females. However,
the current Canadian breast cancer screening guidelines recommend biannual screening
for all females starting from age 50 to age 74 and suggest not to screen individuals aged
40–49. In May 2024, the Canadian Task Force for Preventative Health released updated
draft breast cancer screening guidelines, maintaining such recommendations for screening.
Both the existing and the proposed guidelines fail to account for the unique cancer burden
amongst racialized populations in Canada and risk further perpetuation of existing racial
and ethnic disparities by underscreening racialized females. This commentary will present
data regarding racial disparities in cancer burden, highlighting the role social and biological
factors play in impacting cancer risk and age of disease and presenting perspectives from
stakeholder groups reflecting the impacts of current screening guidelines. Ultimately,
we critique the current “one-size-fits-all” approach to breast cancer screening in Canada,
emphasizing the need for adapted screening practices with the understanding that the
current approaches overlook the needs of racialized Canadian populations.
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1. Introduction
According to Statistics Canada, one in eight females (13%) are expected to be diagnosed

with breast cancer in their lifetime [1]. Due to advancements regarding early detection,
screening programs, and developments in treatment options, breast cancer mortality rates
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have declined over the decades, from 41.7 deaths per 100,000 in 1989 to an estimated
21.8 deaths per 100,000 in 2024 [2]. However, despite these developments in cancer research
and management, the epidemiological data continue to describe disparities in cancer burden
amongst Canadian females, particularly with respect to race and ethnicity, contributing to
overt inequities in illness experience and survival outcomes [3].

The literature surrounding the topic of breast cancer largely uses the terminology
“women”, a term that refers to an individual’s gender rather than their biological sex. It is
important to note that breast cancer can affect populations including cisgender females,
transgender men, nonbinary individuals, and other individuals assigned female at birth
with no history of bilateral mastectomy, regardless of their gender presentation [2]. Best
practices in the literature suggest standardization and precision in the utilization of sex
and gender terminology [4–6]. Thus, throughout this commentary, we will utilize the term
“female” in reference to populations most at risk of developing breast cancer.

The Canadian epidemiological data, along with data from the United States and the
United Kingdom, show racial and ethnic differences exist in breast cancer morbidity and
mortality amongst Black, Indigenous, Asian, and Hispanic populations [2,7–17]. Although
white females have a greater incidence of breast cancer, racialized females are diagnosed at
younger ages, present with more aggressive breast cancer subtypes and advanced cancer
stages, as well as experience earlier mortality compared with white females [2,7–17].

Despite this, the current Canadian guidelines regarding breast cancer screening for
females with average cancer risk recommend biannual (once every 2 years) screening
via mammogram for all females starting from age 50 to age 75 and suggest not to screen
individuals aged 40–49 [2]. In May 2024, the Canadian Task Force for Preventative Health
released updated draft guidelines for breast cancer screening across Canada, reiterating
the recommendation for screening to commence at age 50 [2]. Both the existing guidelines
and the proposed draft guidelines fail to account for the unique cancer burden amongst
racialized populations in Canada and risk the further perpetuation of existing racial and
ethnic disparities by underscreening racialized females. We urge the Canadian Task Force
to revise their recommendations to account for populations at risk for early-onset and ag-
gressive breast cancer subtypes. This commentary will present the available Canadian data
regarding racial disparities in cancer burden and highlight the role that social and biological
factors play in impacting cancer risk. We will additionally present the perspectives and
recommendations from patient and physician stakeholder groups reflecting the impacts of
the current screening guidelines on racialized communities. Ultimately, we will critique
the current “one-size-fits-all” approach to breast cancer screening in Canada, supported
by existing evidence, with the understanding that such an approach overlooks the unique
needs of racialized populations in Canada.

2. Current Canadian Screening Guidelines and Rationale
The current Canadian breast cancer screening guidelines recommend that screening

commence at age 50 to age 74 for all average-risk females. Additionally, the existing guide-
lines suggest not to systematically screen with mammography females of ages 40–49. The
Canadian Task Force for Preventative Health’s draft update to the breast cancer screening
guidelines, released May 2024, reinforces these recommendations. Although the updated
draft guidelines note that Canadian data show racial and ethnic variability in incidence,
mortality, subtype, and stage at diagnosis within younger age cohorts, they state that there
is a lack of data regarding benefits and harms, as well as preferences and values of racialized
communities [2]. The task force, therefore, does not make any screening recommendations
directed toward racialized groups [2].
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Such recommendations do not reflect the current practices in provinces such as PEI [18],
Nova Scotia [19], British Columbia [20], and the Yukon, in which mammography is available
for individuals starting at age 40. In Alberta [21] and the Northwest Territories [22], breast
cancer screening is recommended for individuals from age 45 to 74. As of the Fall of
2024, the Ontario Government has started allowing individuals (females) aged 40 to 49
to self-refer for breast screening mammography through the Ontario Breast Screening
Program [23].

In the United States, the U.S. Preventative Services Task Force [24] recently updated
their guidelines, reducing the age to initiate biannual screening mammography from age 50
to age 40, and are now consistent with the recommendations of national organizations such
as the American College of Radiology [9], the Society of Breast Imaging [25], the American
College of Obstetricians and Gynecologists [26], and the National Comprehensive Cancer
Network [27]. Similarly, the American Cancer Society [28] recommends breast cancer
screening starting at age 45. Such organizations cite growing evidence that screening
mammography starting at age 40 can significantly reduce breast cancer deaths [29–31].
The American College of Radiology specifically highlights that recommendations to delay
screening adversely impact racialized patients as a disproportionate amount of breast
cancers are diagnosed before age 50 in Black, Asian, and Hispanic females [32].

Moreover, a U.S. study [33] calculating a risk-adapted breast cancer screening starting
age based on 10-year cumulative risk of breast cancer-specific mortality by age, race, and
ethnicity identified that while breast cancer screening was recommended at age 50 for the
general population, Black females should initiate screening 8 years earlier (age 42), white
females at age 51, American Indian or Alaska Native and Hispanic females at age 57 years,
and Asian or Pacific Islander females at age 61 years. Additionally, data from the UK Age
Trial [34], a randomized controlled trial exploring the impact of mammographic screening
before age 50, identified a substantial (order of 25%) reduction in breast cancer mortality
with annual screening from age 40. This finding was statistically significant for the first
10 years following randomization and subsequently attenuated (from 20 to 14%). However,
the absolute benefit continued to be approximately constant to the end of the follow-up
period at 17 years. Their work additionally noted an overdiagnosis rate no greater than
that which already occurred from screening at age 50 years and older [34]. Overall, the
recommendations and data from national and international organizations, in addition to
the clinical practice of various Canadian regions, make clear that screening before age 50 is
efficacious, evidence-based, and capable of capturing higher-risk racialized populations.

3. Race, Ethnicity, and Ancestry Terminology in Health Demographic
Data Collection

We acknowledge that race, ethnicity, and ancestry, although often used interchange-
ably, are distinct yet interrelated concepts [35]. Race is a social and political concept in
which individuals are divided into groups based on perceived physical differences. The use
of race in medical practice and health research has falsely substantiated the belief that racial
categories reflect biological and genetic differences, which risks the perpetuation of biologi-
cal determinism and “race science” [36]. However, due to the historic and current impacts
of racism, many individuals within a racial category may share common experiences and
shared identities. Moreover, race measures can help identify health disparities arising from
systemic and structural racism, which is disproportionally faced by populations subject to
racialization and racism [36,37].

Ethnicity is a fluid and dynamic term largely used to encompass the complex interre-
lationship of geography, language, culture, and sense of inclusion [38]. The utilization of
ethnicity in health research is contentious, with critics citing its inconsistent and vague use,
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its potential to oversimplify heterogenous populations, and the risk of contributing to an
inappropriate “racialization” of health inequities [39]. Proponents, however, speak to its
value when analyzing the relationship between ethnicity and health in the identification of
high-risk groups, the development of tailored health services, and the formulation better
understandings of the nuances in health behaviours [39]. Ancestry refers to an individual’s
or group’s lineage and can refer to geographic origin or genealogic or genetic characteristics
and can be linked to the biology of disease development and progression [36]. Due to
global migration and displacement patterns, the concept of ancestry can face limitations.
As evidenced in this analysis, health disparities are consistently identified along the lines
of race, ancestry, and ethnicity, making such terms significant measures to consider in
health research.

It is also important to point out flaws inherent in the collection of race-based data,
such as the heterogeneity in methods used to collect race, ethnicity, and ancestry data. For
example, the cited literature in this paper utilized a variety of methods to categorize race
and/or ethnicity, including self-report, country of birth, and inference based on surname.
Best practices, as evidenced in the literature, include the use of race and ethnicity data
self-reported by the individual; however, even this can be complicated by an individual’s
sense of belonging with their heritage community, perceptions of acceptance, and concerns
for safety [36]. Moreover, due to an individual’s personal understanding of their racial and
ethnic background, as well as constraints present in existing data collection systems, many
diverse ethno-cultural populations may be broadly grouped together, limiting nuanced
understandings of differences in health behaviours and clinical outcomes. Such consider-
ations further underscore that, however imperfect, race and ethnicity are important and
valuable epidemiological measures in health research.

4. Racial and Ethnic Disparities in Breast Cancer Burden
Data released by Statistics Canada have outlined details regarding breast cancer in-

cidence, stage, subtype, and mortality in Canada. Such data surrounding breast cancer
incidence and stage at diagnosis included data up to 2015, and the mortality findings
included data up to 2019. The included racial/ethnic categories were as follows: First
Nations, Métis, Inuit, South Asian, Chinese, Black, Filipino, Latin American, Arab, South-
east Asian, West Asian, Korean, Japanese, Multiple Ethnicities, white, and Other. Such
ethnic categorizations are utilized by Statistics Canada in its population data collection
and, with the exception of “white”, “First Nations”, “Metis”, and “Inuit”, are based on
the “visible minority” groups as identified by the Employment Equity Technical Reference
Papers, published by Employment and Immigration Canada in 1987 [35]. The term “visible
minority”, as utilized by Statistics Canada, is defined by the Employment Equity Act (1995)
as “persons, other than Aboriginal peoples, who are non-Caucasian in race or non-white
in colour”. According to the Act, Indigenous populations (First Nations, Metis, and Inuit)
are considered in the “Not a visible minority” category and are included in a separate
category called “Indigenous peoples”. The data were collected using a self-report system,
in which individuals were instructed to select one or more of the categories in the provided
list and/or instructed to provide a specific response in the “Other” box [35].

The data released by Statistics Canada demonstrate specific racial disparities in breast
cancer outcomes. When comparing non-white females with white females, the median age
at both diagnosis and death from breast cancer is younger (52 to 60 years compared with
63 years, and 55 years compared with 71 years, respectively) [2]. With respect to stage at
diagnosis, Filipina (38.6%), Black (39.2%), South Asian (40.6%), and First Nations (40.7%)
females were diagnosed with stage I breast cancer at a significantly lower proportion than
white females (46.5%). Additionally, a greater proportion of breast cancers were diagnosed
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at stage III or IV (26.3%) in Black females than in white females (17%). Among females aged
60–69, both First Nations and Métis females experience a higher mortality rate by 1.13 and
2.58 per 1000 over 10 years, respectively, than white females. Recent data from Wilkinson
et al. [7] linking Canadian Cancer Registry and census data similarly identified that non-
white females had an earlier peak age of breast cancer diagnosis and a higher proportion
of breast cancer cases diagnosed younger than 50 years of age. Moreover, despite a lower
incidence of breast cancer, cancer mortality is 40% higher in Black females aged 40–49 years
than in white females. Overall, these data indicate that, although the overall lifetime risk of
breast cancer is highest in white Canadian females, non-white populations are diagnosed at
a younger age, present with more advanced cancer stages, and experience earlier mortality
than white females [2,7].

Data suggesting similar disparities have been gathered in the United States and
the United Kingdom. In the United States, there is a well-established body of evidence
regarding racial inequities in breast cancer outcomes [10–13]. African American, Native
American, Filipino, and Native Hawaiian females living in the U.S. have a greater likelihood
of being diagnosed with more advanced malignancies at time of diagnosis and have worse
survival than non-Hispanic white females [14,40]. African American females face the
greatest mortality rate of any U.S. racial or ethnic group, at a rate 42% higher than that of
white American females [11,15,16]. This mortality gap is present at all ages and all stages
at diagnosis [41,42].

The relationship between race and age at diagnosis seen in Canadian data is similarly
reflected in the U.S. data. The incidence rate of breast cancer presenting before age 45
is greater in Black females than in white females, yet, from age 60 to 84, breast cancer
incidence rates are significantly higher in white females than in Black females. Moreover,
for patients younger than 50 years, the 10-year survival rate is 64% for Black females which
is lower than that for non-Hispanic white Females [43]. In a 2018 study of U.S. cancer
registries, Stapleton et al. [32] identified two distinct distribution patterns with respect
to age at breast cancer diagnosis, with white patients peaking in their 60s and non-white
patients peaking in their 40s.

In the United Kingdom, Caribbean and African females, compared with white females,
were identified as significantly more likely to be diagnosed with end-stage breast cancer
(OR 1.27 (95% CI 1.12 to 1.43); OR 1.71 (95% CI 1.51 to 1.95), respectively). Asian females
were also found to have an increased odds ratio of an end-stage breast cancer diagnosis (OR
1.12 (95% CI 1.03 to 1.22)) [44]. Black females were observed to have worse breast cancer
survival than their white English counterparts [45]. A similar trend with respect to cancer
subtype is observed, with English females from ethnic minorities (specifically, Indian,
Pakistani, Black Caribbean, and Black African) facing greater odds of less favourable breast
cancer tumour characteristics, with respect to stage, histological grade, estrogen receptor
status, and HER2 status [46].

The reason for such health disparities is multifaceted, involving the complex interplay
of individual, disease, social, and systemic factors. Ultimately, these data suggest that
practices initiating breast cancer screening at age 50 risk disadvantaging populations with
greater proportions of breast cancer presenting before the age of 50 and may partially
explain the racial and ethnic disparities in advanced-stage breast cancer at diagnosis
identified in the current data [7].

5. Biology, Ancestry, and Breast Cancer
With respect to the biological factors impacting breast cancer burden, there is evidence

that the incidence of triple-negative breast cancer (TNBC), a tumour subtype associated with
poor outcomes and reduced survival, is much greater in Black [47–53] and Hispanic [54]
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females than in white females. TNBC is a breast tumour subtype that is negative for estrogen
receptor (ER), progesterone receptor (PR), and human epidermal growth factor receptor-2
(HER2) expression [54,55]. It is associated with high proliferative indices, propensity for
brain metastasis, high recurrence rates, and a lack of response to hormonal (Tamoxifen)
or anti-Her2 therapies [55]. TNBC additionally presents at disproportionately high rates
among younger individuals, with data showing that patients less than 40 years of age
were 1.5 times more likely than 60- to 69-year-old patients to be diagnosed with TNBC [54].
Population-based data from the United States have indicated a two-fold greater incidence
rate of TNBC amongst African American females than in white females across all age
cohorts [48,56].

In a systematic review and metanalysis of studies on breast cancer amongst African
females, Hercules et al. identified that TNBC frequency was greatest in West African
populations (45.7%), compared with other regions in the African continent [57]. Stark
et al. [52] reported a TNBC prevalence of 82% amongst breast cancer samples of Ghanaian
patients, compared with the U.S., in which the prevalence rates were 33% for African
American and 10% for white American females. In a study by Agboola et al. [58], in
which breast cancer samples, clinical histories, and tumour characteristics were compared
between Nigerian females and a matched white UK-based cohort, a greater incidence of
TNBC was identified in Black females from Nigeria (approximately 48%), than in white
females from the UK [58]. Moreover, patients from the Nigerian cohort were found to
present more frequently with premenopausal status, large primary tumour size, high
tumour grade, advanced lymph node stage, and a higher rate of vascular invasion [58]. The
frequency of TNBC prevalence appears consistent with rates observed in other populations
with significant West African ancestry, such as within the Caribbean [59,60], the United
Kingdom [61], and North America [62,63].

Furthermore, the transcription factor Kaiso (ZBTB33) has been hypothesized to play
a role in impacting mortality outcomes in people of African ancestry with cancer, due to
data displaying associations between its increased expression and poor overall survival in
African American individuals with breast and prostate cancer [64,65]. It has additionally
been purported to serve a significant role in the development of aggressive cancer subtypes,
such as TNBC [66,67]. Studies performed by Bassey-Archibong et al. [68], as well as Jones
et al. [64], reported an overexpression of nuclear Kaiso in breast tumour tissue samples
of patients with West African ancestry (Nigerian, Barbadian, and African American),
compared with that in white patients. Although there is as yet no literature describing
population-level data, it remains an important genetic contributor to consider for breast
cancer risk amongst females with West African ancestry. The increased expression of
Kaiso, along with the increased prevalence of TNBC in both West African and West African
diasporic patients, suggests that West African ancestry may be associated with a genetic
predisposition for early-onset, high-risk breast malignancy [52,68]. Given the prevalence
of individuals of West African descent in Canada, it is vital that any implemented breast
cancer screening interventions remain acutely aware of the identified associations of this
ancestry with high-risk breast cancer subtypes and presentations.

6. Stakeholder Perspectives and Recommendations
The need for updated breast cancer screening guidelines that account for the needs of

high-risk racialized populations is further reinforced by stakeholder perspectives. Such
groups have released statements in response to the Canadian Task Force’s draft recommen-
dations. These responses have by and large critiqued the apparent disregard towards the
benefits of a lowered screening age in strengthening earlier detection, diagnosis, and over-
all outcomes. Such groups include Canadian organizations such as the Canadian Society
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for Breast Imaging [69], the Canadian Cancer Society [70], and the Canadian Association
of Radiologists [71]. The Canadian Society of Breast Imaging particularly notes in their
statement that breast screening programs that begin at age 50 delay diagnosis in racialized
females [69]. Organizations such as Breast Cancer Canada, a national organization with
a focus on advancing breast cancer research, showed concerns regarding the new draft
guidelines, urging in their statement that the task force reconsider their recommended
guidelines [72]. In their statement, the charity notes survey data conducted by the orga-
nization revealing significant national demand for earlier breast cancer screening, with
89% of surveyed Canadians believing that routine screening should be initiated before
age 50. Breast Cancer Canada additionally highlights the urgent need for more robust
race-based data collection in Canada, with 79% of surveyed Canadians believing Canada
should make gathering race-based data on cancer screening rates a priority, addressing
the current dearth of information regarding disparities in breast cancer care [73]. Patient
advocacy groups, such as the Canadian Cancer Survivor Network, have expressed “dis-
appoint[ment] and outrag[e]” towards the task force’s recommendations, noting that the
current screening guidelines contribute to a significant portion of the population being
missed [74]. Overall, we agree with the stakeholders’ expressed concern and urgency for
screening services that recognize and account for those most in need of targeted care within
our healthcare systems.

7. Recommendations
Our recommendations are as follows:

(1) Revision of the Canadian Task Force screening recommendations to begin at breast
cancer screening at age 40, consistent with other OECD jurisdictions. Screening this
age group (ages 40–49) will reflect age-specific patterns based on race/ethnicity and
account for groups at higher risk of early-onset breast malignancies.

(2) Development of risk assessment guidelines that consider West African ancestry as a
risk factor for more aggressive cancer subtypes, such as TNBC, to guide personalized
screening strategies. Such a recommendation aligns with the recommendations of
the American College of Radiologists, who suggest all females over the age of 25
should undergo risk assessment to allow for appropriate planning for screening onset,
particularly for Black females and those of Ashkenazi Jewish descent, who are at
higher risk for genetic mutations, and for Black and other racialized females who are
at higher risk for early-onset breast cancers [14].

(3) Investment in population-level data collection and analysis regarding racial dispar-
ities in cancer screening and the impact of systematic early screening programs on
racialized populations

Canadian data, along with the literature from the U.S. and the UK, have established
that racialized females are more likely to be diagnosed with breast cancer at a younger age,
present with more aggressive cancer subtypes, present at more advanced disease stage, and
experience higher mortality [2,8,10–12,14,16,32,41,44,75]. Females of West African descent
in particular have a greater likelihood of early presentation and diagnosis of triple negative
breast cancer than other ethnic groups. Such disparities make clear that a “one-size-fits-all”
approach to breast cancer screening is limited and, thus, inappropriate in accounting for
the needs of racialized populations in Canada.

The findings gathered in the literature, along with the advocacy of physician and
patient groups, have challenged established practices with respect to breast cancer screening
and provide evidence that specific race/ethnicity-based considerations need to be made for
screening and risk stratification guidelines. As early detection of cancer is vital to treatment
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effectiveness and improved survival [76], considerations must be made for the populations
that present with breast cancer at a younger age.

Although further race- and ethnicity-based data are needed in Canada to explore the
specific biological and social determinants that influence disparities in cancer burden and
outcomes, the wait for such data and their analysis cannot be used to fuel further inaction.
This is particularly the case when such waiting comes at the cost of the improved health
and quality of life of racialized populations in Canada.

Author Contributions: Conceptualization, B.O., G.N. and M.O.; writing—original draft preparation,
B.O. and G.N.; writing—review and editing, B.O., G.N., J.M.D., S.K., A.L., Y.O., L.S. and M.O.;
supervision, M.O. All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by CIHR grant number WI3-179971 to J.D. & A.L.

Conflicts of Interest: The authors declare no conflicts of interest.

Abbreviation
The following abbreviations are used in this manuscript:

TNBC Triple-negative breast cancer

References
1. Giaquinto, A.N.; Sung, H.; Miller, K.D.; Kramer, J.L.; Newman, L.A.; Minihan, A.; Jemal, A.; Siegel, R.L. Breast cancer statistics,

2022. CA A Cancer J. Clin. 2022, 72, 524–541. [CrossRef] [PubMed]
2. The Canadian Task Force on Preventive Health Care. BREAST CANCER (UPDATE)—DRAFT RECOMMENDATIONS

(2024). Available online: https://canadiantaskforce.ca/guidelines/published-guidelines/breast-cancer-update-2024/#:~:
text=It%20is%20the%20most%20common,related%20death%20among%20Canadian%20women.&text=In%202024,%20it%20
is%20estimated,non-melanotic%20skin%20cancers) (accessed on 10 June 2024).

3. Jackson, E.B.; Simmons, C.E.; Chia, S.K. Current Challenges and Disparities in the Delivery of Equitable Breast Cancer Care in
Canada. Curr. Oncol. 2023, 30, 7263–7274. [CrossRef] [PubMed]

4. Hall, M.; Krishnanandan, V.A.; Cheung, M.C.; Coburn, N.G.; Haas, B.; Chan, K.K.W.; Raphael, M.J. An Evaluation of Sex- and
Gender-Based Analyses in Oncology Clinical Trials. J. Natl. Cancer Inst. 2022, 114, 1186–1191. [CrossRef] [PubMed]

5. Madsen, T.E.; Bourjeily, G.; Hasnain, M.; Jenkins, M.; Morrison, M.F.; Sandberg, K.; Tong, I.L.; Trott, J.; Werbinski, J.L.; McGregor,
A.J. Article commentary: Sex-and gender-based medicine: The need for precise terminology. Gend. Genome 2017, 1, 122–128.
[CrossRef]

6. Clayton, J.A.; Tannenbaum, C. Reporting sex, gender, or both in clinical research? JAMA 2016, 316, 1863–1864. [CrossRef]
[PubMed]

7. Wilkinson, A.N.; Ng, C.; Ellison, L.F.; Seely, J.M. Breast cancer incidence and mortality, by age, stage and molecular subtypes, by
race/ethnicity in Canada. Oncologist 2024, oyae283. [CrossRef] [PubMed]

8. Hendrick, R.E.; Monticciolo, D.L.; Biggs, K.W.; Malak, S.F. Age distributions of breast cancer diagnosis and mortality by race and
ethnicity in US women. Cancer 2021, 127, 4384–4392. [CrossRef]

9. Monticciolo, D.L.; Malak, S.F.; Friedewald, S.M.; Eby, P.R.; Newell, M.S.; Moy, L.; Destounis, S.; Leung, J.W.; Hendrick, R.E.;
Smetherman, D. Breast cancer screening recommendations inclusive of all women at average risk: Update from the ACR and
Society of Breast Imaging. J. Am. Coll. Radiol. 2021, 18, 1280–1288. [CrossRef]

10. Chu, K.C.; Lamar, C.A.; Freeman, H.P. Racial disparities in breast carcinoma survival rates: Separating factors that affect diagnosis
from factors that affect treatment. Cancer Interdiscip. Int. J. Am. Cancer Soc. 2003, 97, 2853–2860. [CrossRef]

11. Polite, B.N.; Olopade, O.I. Breast cancer and race: A rising tide does not lift all boats equally. Perspect. Biol. Med. 2005, 48,
S166–S175. [CrossRef]

12. Chlebowski, R.T.; Chen, Z.; Anderson, G.L.; Rohan, T.; Aragaki, A.; Lane, D.; Dolan, N.C.; Paskett, E.D.; McTiernan, A.; Hubbell,
F.A. Ethnicity and breast cancer: Factors influencing differences in incidence and outcome. J. Natl. Cancer Inst. 2005, 97, 439–448.
[CrossRef]

13. Newman, L.A. Breast cancer in African-American women. Oncologist 2005, 10, 1–14. [CrossRef] [PubMed]
14. Hsu, J.L.; Glaser, S.L.; West, D.W. Racial/ethnic differences in breast cancer survival among San Francisco Bay Area women. J.

Natl. Cancer Inst. 1997, 89, 1311–1312. [CrossRef] [PubMed]

https://doi.org/10.3322/caac.21754
https://www.ncbi.nlm.nih.gov/pubmed/36190501
https://canadiantaskforce.ca/guidelines/published-guidelines/breast-cancer-update-2024/#:~:text=It%20is%20the%20most%20common,related%20death%20among%20Canadian%20women.&text=In%202024,%20it%20is%20estimated,non-melanotic%20skin%20cancers)
https://canadiantaskforce.ca/guidelines/published-guidelines/breast-cancer-update-2024/#:~:text=It%20is%20the%20most%20common,related%20death%20among%20Canadian%20women.&text=In%202024,%20it%20is%20estimated,non-melanotic%20skin%20cancers)
https://canadiantaskforce.ca/guidelines/published-guidelines/breast-cancer-update-2024/#:~:text=It%20is%20the%20most%20common,related%20death%20among%20Canadian%20women.&text=In%202024,%20it%20is%20estimated,non-melanotic%20skin%20cancers)
https://doi.org/10.3390/curroncol30080527
https://www.ncbi.nlm.nih.gov/pubmed/37623008
https://doi.org/10.1093/jnci/djac092
https://www.ncbi.nlm.nih.gov/pubmed/35477781
https://doi.org/10.1089/gg.2017.0005
https://doi.org/10.1001/jama.2016.16405
https://www.ncbi.nlm.nih.gov/pubmed/27802482
https://doi.org/10.1093/oncolo/oyae283
https://www.ncbi.nlm.nih.gov/pubmed/39487041
https://doi.org/10.1002/cncr.33846
https://doi.org/10.1016/j.jacr.2021.04.021
https://doi.org/10.1002/cncr.11411
https://doi.org/10.1353/pbm.2005.0027
https://doi.org/10.1093/jnci/dji064
https://doi.org/10.1634/theoncologist.10-1-1
https://www.ncbi.nlm.nih.gov/pubmed/15632248
https://doi.org/10.1093/jnci/89.17.1311
https://www.ncbi.nlm.nih.gov/pubmed/9293922


Curr. Oncol. 2025, 32, 123 9 of 11

15. Mj, H. SEER Cancer Statistics Review, 1975–2006. Available online: http://seer.cancer.gov/csr/1975_2006/ (accessed on 23 June
2024).

16. Yedjou, C.G.; Sims, J.N.; Miele, L.; Noubissi, F.; Lowe, L.; Fonseca, D.D.; Alo, R.A.; Payton, M.; Tchounwou, P.B. Health and racial
disparity in breast cancer. Breast Cancer Metastasis Drug Resist. Chall. Prog. 2019, 31–49. [CrossRef]

17. Rebner, M.; Pai, V.R. Breast cancer screening recommendations: African American women are at a disadvantage. J. Breast Imaging
2020, 2, 416–421. [CrossRef]

18. Pei, H. PEI Breast Screening Program. Available online: https://www.princeedwardisland.ca/en/information/health-pei/pei-
breast-screening-program (accessed on 24 June 2024).

19. Nova Scotia Breast Screening Program. Imaging Guidelines. Available online: https://nsbreastscreening.ca/program-
information/imaging-guidelines (accessed on 24 June 2024).

20. BC Cancer Site. BC Cancer Screening. Available online: http://www.bccancer.bc.ca/screening/breast/who-should-screen
(accessed on 23 June 2024).

21. Alberta Health Services. Breast Cancer Screening. Available online: https://myhealth.alberta.ca/Health/pages/conditions.aspx?
hwid=tv8455 (accessed on 23 June 2024).

22. Health and Social Services Authority. Breast Cancer Screening. Available online: https://www.nthssa.ca/en/services/cancer-
screening-programs/breast-cancer-screening (accessed on 23 June 2024).

23. Ministry of Health. Breast Cancer Testing and Prevention. Available online: https://www.ontario.ca/page/breast-cancer-testing-
and-prevention (accessed on 25 June 2024).

24. US Preventive Services Task Force. Screening for Breast Cancer: US Preventive Services Task Force Recommendation Statement.
JAMA 2024, 331, 1918–1930. [CrossRef] [PubMed]

25. Monticciolo, D.L.; Newell, M.S.; Moy, L.; Lee, C.S.; Destounis, S.V. Breast cancer screening for women at higher-than-average risk:
Updated recommendations from the ACR. J. Am. Coll. Radiol. 2023, 20, 902–914. [CrossRef] [PubMed]

26. American College of Obstetricians and Gynecologists. Breast cancer risk assessment and screening in average-risk women. Pract.
Bull. 2017, 2019, 2011–2016.

27. Bevers, T.B.; Niell, B.L.; Baker, J.L.; Bennett, D.L.; Bonaccio, E.; Camp, M.S.; Chikarmane, S.; Conant, E.F.; Eghtedari, M.; Flanagan,
M.R. NCCN Guidelines® insights: Breast cancer screening and diagnosis, version 1.2023: Featured updates to the NCCN
guidelines. J. Natl. Compr. Cancer Netw. 2023, 21, 900–909. [CrossRef]

28. American Cancer Society. American Cancer Society Guidelines for the Early Detection of Cancer. Available online: https:
//www.cancer.org/cancer/screening/american-cancer-society-guidelines-for-the-early-detection-of-cancer.html (accessed on 26
June 2024).

29. Coldman, A.; Phillips, N.; Wilson, C.; Decker, K.; Chiarelli, A.M.; Brisson, J.; Zhang, B.; Payne, J.; Doyle, G.; Ahmad, R. Pan-
Canadian study of mammography screening and mortality from breast cancer. J. Natl. Cancer Inst. 2014, 106, dju261. [CrossRef]
[PubMed]

30. Broeders, M.; Moss, S.; Nyström, L.; Njor, S.; Jonsson, H.; Paap, E.; Massat, N.; Duffy, S.; Lynge, E.; Paci, E. The impact of
mammographic screening on breast cancer mortality in Europe: A review of observational studies. J. Med. Screen. 2012, 19, 14–25.
[CrossRef] [PubMed]

31. Wilkinson, A.N.; Ellison, L.F.; Billette, J.-M.; Seely, J.M. Impact of breast cancer screening on 10-year net survival in Canadian
women age 40–49 years. J. Clin. Oncol. 2023, 41, 4669–4677. [CrossRef]

32. Stapleton, S.M.; Oseni, T.O.; Bababekov, Y.J.; Hung, Y.-C.; Chang, D.C. Race/ethnicity and age distribution of breast cancer
diagnosis in the United States. JAMA Surg. 2018, 153, 594–595. [CrossRef] [PubMed]

33. Chen, T.; Kharazmi, E.; Fallah, M. Race and ethnicity–adjusted age recommendation for initiating breast cancer screening. JAMA
Netw. Open 2023, 6, e238893. [CrossRef] [PubMed]

34. Duffy, S.W.; Vulkan, D.; Cuckle, H.; Parmar, D.; Sheikh, S.; Smith, R.A.; Evans, A.; Blyuss, O.; Johns, L.; Ellis, I.O. Effect of
mammographic screening from age 40 years on breast cancer mortality (UK Age trial): Final results of a randomised, controlled
trial. Lancet Oncol. 2020, 21, 1165–1172. [CrossRef] [PubMed]

35. Statistics Canada. Visible Minority and Population Group Reference Guide. 2017. Available online: https://www12.statcan.gc.
ca/census-recensement/2016/ref/guides/006/98-500-x2016006-eng.cfm (accessed on 24 June 2024).

36. Lu, C.; Ahmed, R.; Lamri, A.; Anand, S.S. Use of race, ethnicity, and ancestry data in health research. PLoS Glob. Public Health
2022, 2, e0001060. [CrossRef]

37. Sharma, M.; Kuper, A. The elephant in the room: Talking race in medical education. Adv. Health Sci. Educ. 2017, 22, 761–764.
[CrossRef] [PubMed]

38. Ahmad, W.I.; Bradby, H. Locating ethnicity and health: Exploring concepts and contexts. Sociol. Health Illn. 2007, 29, 795–810.
[CrossRef]

39. Naganathan, G.; Islam, F. What is ‘South Asian’? A quantitative content analysis evaluating the use of South Asian ethnic
categorization in Canadian health research. South Asian Diaspora 2015, 7, 49–62. [CrossRef]

http://seer.cancer.gov/csr/1975_2006/
https://doi.org/10.1007/978-3-030-20301-6_3
https://doi.org/10.1093/jbi/wbaa067
https://www.princeedwardisland.ca/en/information/health-pei/pei-breast-screening-program
https://www.princeedwardisland.ca/en/information/health-pei/pei-breast-screening-program
https://nsbreastscreening.ca/program-information/imaging-guidelines
https://nsbreastscreening.ca/program-information/imaging-guidelines
http://www.bccancer.bc.ca/screening/breast/who-should-screen
https://myhealth.alberta.ca/Health/pages/conditions.aspx?hwid=tv8455
https://myhealth.alberta.ca/Health/pages/conditions.aspx?hwid=tv8455
https://www.nthssa.ca/en/services/cancer-screening-programs/breast-cancer-screening
https://www.nthssa.ca/en/services/cancer-screening-programs/breast-cancer-screening
https://www.ontario.ca/page/breast-cancer-testing-and-prevention
https://www.ontario.ca/page/breast-cancer-testing-and-prevention
https://doi.org/10.1001/jama.2024.5534
https://www.ncbi.nlm.nih.gov/pubmed/38687503
https://doi.org/10.1016/j.jacr.2023.04.002
https://www.ncbi.nlm.nih.gov/pubmed/37150275
https://doi.org/10.6004/jnccn.2023.0046
https://www.cancer.org/cancer/screening/american-cancer-society-guidelines-for-the-early-detection-of-cancer.html
https://www.cancer.org/cancer/screening/american-cancer-society-guidelines-for-the-early-detection-of-cancer.html
https://doi.org/10.1093/jnci/dju261
https://www.ncbi.nlm.nih.gov/pubmed/25274578
https://doi.org/10.1258/jms.2012.012078
https://www.ncbi.nlm.nih.gov/pubmed/22972807
https://doi.org/10.1200/JCO.23.00348
https://doi.org/10.1001/jamasurg.2018.0035
https://www.ncbi.nlm.nih.gov/pubmed/29516087
https://doi.org/10.1001/jamanetworkopen.2023.8893
https://www.ncbi.nlm.nih.gov/pubmed/37074714
https://doi.org/10.1016/S1470-2045(20)30398-3
https://www.ncbi.nlm.nih.gov/pubmed/32800099
https://www12.statcan.gc.ca/census-recensement/2016/ref/guides/006/98-500-x2016006-eng.cfm
https://www12.statcan.gc.ca/census-recensement/2016/ref/guides/006/98-500-x2016006-eng.cfm
https://doi.org/10.1371/journal.pgph.0001060
https://doi.org/10.1007/s10459-016-9732-3
https://www.ncbi.nlm.nih.gov/pubmed/27817088
https://doi.org/10.1111/j.1467-9566.2007.01051.x
https://doi.org/10.1080/19438192.2014.955341


Curr. Oncol. 2025, 32, 123 10 of 11

40. Li, C.I.; Malone, K.E.; Daling, J.R. Differences in breast cancer hormone receptor status and histology by race and ethnicity among
women 50 years of age and older. Cancer Epidemiol. Biomark. Prev. 2002, 11, 601–607.

41. DeSantis, C.E.; Fedewa, S.A.; Goding Sauer, A.; Kramer, J.L.; Smith, R.A.; Jemal, A. Breast cancer statistics, 2015: Convergence of
incidence rates between black and white women. CA A Cancer J. Clin. 2016, 66, 31–42. [CrossRef] [PubMed]

42. DeSantis, C.E.; Siegel, R.L.; Sauer, A.G.; Miller, K.D.; Fedewa, S.A.; Alcaraz, K.I.; Jemal, A. Cancer statistics for African Americans,
2016: Progress and opportunities in reducing racial disparities. CA A Cancer J. Clin. 2016, 66, 290–308. [CrossRef] [PubMed]

43. Mettlin, C.J.; Menck, H.R.; Winchester, D.P.; Murphy, G.P. A comparison of breast, colorectal, lung, and prostate cancers reported
to the National Cancer Data Base and the Surveillance, Epidemiology, and End Results Program. Cancer Interdiscip. Int. J. Am.
Cancer Soc. 1997, 79, 2052–2061. [CrossRef]

44. Fry, A.; White, B.; Nagarwalla, D.; Shelton, J.; Jack, R.H. Relationship between ethnicity and stage at diagnosis in England: A
national analysis of six cancer sites. BMJ Open 2023, 13, e062079. [CrossRef] [PubMed]

45. Jack, R.H.; Davies, E.; Møller, H. Breast cancer incidence, stage, treatment and survival in ethnic groups in South East England. Br.
J. Cancer 2009, 100, 545–550. [CrossRef] [PubMed]

46. Gathani, T.; Reeves, G.; Broggio, J.; Barnes, I. Ethnicity and the tumour characteristics of invasive breast cancer in over
116,500 women in England. Br. J. Cancer 2021, 125, 611–617. [CrossRef] [PubMed]

47. Gluz, O.; Liedtke, C.; Gottschalk, N.; Pusztai, L.; Nitz, U.; Harbeck, N. Triple-negative breast cancer—Current status and future
directions. Ann. Oncol. 2009, 20, 1913–1927. [CrossRef]

48. Amirikia, K.C.; Mills, P.; Bush, J.; Newman, L.A. Higher population-based incidence rates of triple-negative breast cancer among
young African-American women: Implications for breast cancer screening recommendations. Cancer 2011, 117, 2747–2753.
[CrossRef] [PubMed]

49. Amend, K.; Hicks, D.; Ambrosone, C.B. Breast cancer in African-American women: Differences in tumor biology from European-
American women. Cancer Res. 2006, 66, 8327–8330. [CrossRef] [PubMed]

50. Carey, L.A.; Perou, C.M.; Livasy, C.A.; Dressler, L.G.; Cowan, D.; Conway, K.; Karaca, G.; Troester, M.A.; Tse, C.K.; Edmiston, S.
Race, breast cancer subtypes, and survival in the Carolina Breast Cancer Study. JAMA 2006, 295, 2492–2502. [CrossRef] [PubMed]

51. Lund, M.J.; Trivers, K.F.; Porter, P.L.; Coates, R.J.; Leyland-Jones, B.; Brawley, O.W.; Flagg, E.W.; O’Regan, R.M.; Gabram, S.G.;
Eley, J.W. Race and triple negative threats to breast cancer survival: A population-based study in Atlanta, GA. Breast Cancer Res.
Treat. 2009, 113, 357–370. [CrossRef]

52. Stark, A.; Kleer, C.G.; Martin, I.; Awuah, B.; Nsiah-Asare, A.; Takyi, V.; Braman, M.; Quayson, S.E.; Zarbo, R.; Wicha, M. African
ancestry and higher prevalence of triple-negative breast cancer: Findings from an international study. Cancer 2010, 116, 4926–4932.
[CrossRef] [PubMed]

53. Bhikoo, R.; Srinivasa, S.; Yu, T.-C.; Moss, D.; Hill, A.G. Systematic review of breast cancer biology in developing countries (part
1): Africa, the Middle East, Eastern Europe, Mexico, the Caribbean and South America. Cancers 2011, 3, 2358–2381. [CrossRef]
[PubMed]

54. Bauer, K.R.; Brown, M.; Cress, R.D.; Parise, C.A.; Caggiano, V. Descriptive analysis of estrogen receptor (ER)-negative, proges-
terone receptor (PR)-negative, and HER2-negative invasive breast cancer, the so-called triple-negative phenotype: A population-
based study from the California cancer Registry. Cancer 2007, 109, 1721–1728. [CrossRef] [PubMed]

55. Foulkes, W.D.; Smith, I.E.; Reis-Filho, J.S. Triple-negative breast cancer. N. Engl. J. Med. 2010, 363, 1938–1948. [CrossRef] [PubMed]
56. Kohler, B.A.; Sherman, R.L.; Howlader, N.; Jemal, A.; Ryerson, A.B.; Henry, K.A.; Boscoe, F.P.; Cronin, K.A.; Lake, A.; Noone, A.-M.

Annual report to the nation on the status of cancer, 1975-2011, featuring incidence of breast cancer subtypes by race/ethnicity,
poverty, and state. J. Natl. Cancer Inst. 2015, 107, djv048. [CrossRef]

57. Hercules, S.M.; Alnajar, M.; Chen, C.; Mladjenovic, S.M.; Shipeolu, B.A.; Perkovic, O.; Pond, G.R.; Mbuagbaw, L.; Blenman,
K.R.; Daniel, J.M. Triple-negative breast cancer prevalence in Africa: A systematic review and meta-analysis. BMJ Open 2022, 12,
e055735. [CrossRef] [PubMed]

58. Agboola, A.; Musa, A.; Wanangwa, N.; Abdel-Fatah, T.; Nolan, C.; Ayoade, B.; Oyebadejo, T.; Banjo, A.; Deji-Agboola, A.; Rakha,
E. Molecular characteristics and prognostic features of breast cancer in Nigerian compared with UK women. Breast Cancer Res.
Treat. 2012, 135, 555–569. [CrossRef]

59. Moreno-Estrada, A.; Gravel, S.; Zakharia, F.; McCauley, J.L.; Byrnes, J.K.; Gignoux, C.R.; Ortiz-Tello, P.A.; Martínez, R.J.; Hedges,
D.J.; Morris, R.W. Reconstructing the population genetic history of the Caribbean. PLoS Genet. 2013, 9, e1003925. [CrossRef]

60. Hercules, S.M.; Hercules, J.C.; Ansari, A.; Date, S.A.; Skeete, D.H.; Smith Connell, S.P.; Pond, G.R.; Daniel, J.M. High triple-
negative breast cancer prevalence and aggressive prognostic factors in Barbadian women with breast cancer. Cancer 2020, 126,
2217–2224. [CrossRef] [PubMed]

61. Jack, R.H.; Davies, E.A.; Renshaw, C.; Tutt, A.; Grocock, M.J.; Coupland, V.H.; Møller, H. Differences in breast cancer hormone
receptor status in ethnic groups: A London population. Eur. J. Cancer 2013, 49, 696–702. [CrossRef]

https://doi.org/10.3322/caac.21320
https://www.ncbi.nlm.nih.gov/pubmed/26513636
https://doi.org/10.3322/caac.21340
https://www.ncbi.nlm.nih.gov/pubmed/26910411
https://doi.org/10.1002/(SICI)1097-0142(19970515)79:10%3C2052::AID-CNCR29%3E3.0.CO;2-S
https://doi.org/10.1136/bmjopen-2022-062079
https://www.ncbi.nlm.nih.gov/pubmed/36702581
https://doi.org/10.1038/sj.bjc.6604852
https://www.ncbi.nlm.nih.gov/pubmed/19127253
https://doi.org/10.1038/s41416-021-01409-7
https://www.ncbi.nlm.nih.gov/pubmed/34040176
https://doi.org/10.1093/annonc/mdp492
https://doi.org/10.1002/cncr.25862
https://www.ncbi.nlm.nih.gov/pubmed/21656753
https://doi.org/10.1158/0008-5472.CAN-06-1927
https://www.ncbi.nlm.nih.gov/pubmed/16951137
https://doi.org/10.1001/jama.295.21.2492
https://www.ncbi.nlm.nih.gov/pubmed/16757721
https://doi.org/10.1007/s10549-008-9926-3
https://doi.org/10.1002/cncr.25276
https://www.ncbi.nlm.nih.gov/pubmed/20629078
https://doi.org/10.3390/cancers3022358
https://www.ncbi.nlm.nih.gov/pubmed/24212814
https://doi.org/10.1002/cncr.22618
https://www.ncbi.nlm.nih.gov/pubmed/17387718
https://doi.org/10.1056/NEJMra1001389
https://www.ncbi.nlm.nih.gov/pubmed/21067385
https://doi.org/10.1093/jnci/djv048
https://doi.org/10.1136/bmjopen-2021-055735
https://www.ncbi.nlm.nih.gov/pubmed/35623750
https://doi.org/10.1007/s10549-012-2173-7
https://doi.org/10.1371/journal.pgen.1003925
https://doi.org/10.1002/cncr.32771
https://www.ncbi.nlm.nih.gov/pubmed/32154924
https://doi.org/10.1016/j.ejca.2012.09.012


Curr. Oncol. 2025, 32, 123 11 of 11

62. Scott, L.C.; Mobley, L.R.; Kuo, T.M.; Il’yasova, D. Update on triple-negative breast cancer disparities for the United States: A
population-based study from the United States Cancer Statistics database, 2010 through 2014. Cancer 2019, 125, 3412–3417.
[CrossRef]

63. Zakharia, F.; Basu, A.; Absher, D.; Assimes, T.L.; Go, A.S.; Hlatky, M.A.; Iribarren, C.; Knowles, J.W.; Li, J.; Narasimhan, B.
Characterizing the admixed African ancestry of African Americans. Genome Biol. 2009, 10, R141. [CrossRef]

64. Jones, J.; Wang, H.; Karanam, B.; Theodore, S.; Dean-Colomb, W.; Welch, D.R.; Grizzle, W.; Yates, C. Nuclear localization of Kaiso
promotes the poorly differentiated phenotype and EMT in infiltrating ductal carcinomas. Clin. Exp. Metastasis 2014, 31, 497–510.
[CrossRef]

65. Jones, J.; Wang, H.; Zhou, J.; Hardy, S.; Turner, T.; Austin, D.; He, Q.; Wells, A.; Grizzle, W.E.; Yates, C. Nuclear Kaiso indicates
aggressive prostate cancers and promotes migration and invasiveness of prostate cancer cells. Am. J. Pathol. 2012, 181, 1836–1846.
[CrossRef]

66. Bassey-Archibong, B.I.; Rayner, L.G.; Hercules, S.M.; Aarts, C.W.; Dvorkin-Gheva, A.; Bramson, J.L.; Hassell, J.A.; Daniel, J.M.
Kaiso depletion attenuates the growth and survival of triple negative breast cancer cells. Cell Death Dis. 2017, 8, e2689. [CrossRef]
[PubMed]

67. Pierre, C.C.; Hercules, S.M.; Yates, C.; Daniel, J.M. Dancing from bottoms up–roles of the POZ-ZF transcription factor Kaiso in
cancer. Biochim. Biophys. Acta (BBA)-Rev. Cancer 2019, 1871, 64–74. [CrossRef]

68. Bassey-Archibong, B.I.; Hercules, S.M.; Rayner, L.G.; Skeete, D.H.; Smith Connell, S.P.; Brain, I.; Daramola, A.; Banjo, A.A.; Byun,
J.S.; Gardner, K. Kaiso is highly expressed in TNBC tissues of women of African ancestry compared to Caucasian women. Cancer
Causes Control 2017, 28, 1295–1304. [CrossRef] [PubMed]

69. The Canadian Society of Breast Imaging. The Canadian Society of Breast Imaging Statement in Response to the Canadian Task
Force on Preventive Health Care guidelines for Breast Cancer Screening. Available online: https://csbi.ca/canadian-society-of-
breast-imaging-statement-in-response-to-the-canadian-task-force-for-preventative-health-care-updates/ (accessed on 24 June
2024).

70. The Canadian Cancer Society. New National Breast Screening Guidelines Miss the Mark. Available online: https://cancer.ca/en/
about-us/media-releases/2024/task-force-update-on-breast-cancer (accessed on 25 May 2024).

71. Radiologists, C.A.o. The Canadian Association of Radiologists’ Response to the Canadian Task Force on Preventive Healthcare’s
Draft Guidelines on Breast Imaging. Available online: https://car.ca/wp-content/uploads/2024/05/CAR_BC_screening_
statement_draft_EN-2.pdf (accessed on 26 June 2024).

72. Marlatt, A. Breast Cancer Canada calls on Canadian Task Force to Rescind Position. Available online: https:
//breastcancerprogress.ca/ctf/ (accessed on 21 November 2024).

73. Marlatt, A. New Data by Breast Cancer Canada Reveals 89% of Canadians Believe the Screening Age Should be Lower than
50 Years Old. Available online: https://breastcancerprogress.ca/tracker/ (accessed on 20 November 2024).

74. Network, C.C.S. CCSN Outraged by Canadian Task Force Recommendations on Breast Screening. Available online: https://
survivornet.ca/news/ccsn-outraged-by-canadian-task-force-recommendations-on-breast-screening/ (accessed on 20 November
2024).

75. Bagwell, A.K.; Nauta, A.C.; Peters, B.R. Comprehensive Reconstructive Care for Patients of All Gender Identities After Cancer of
the Breast. Ann. Plast. Surg. 2023, 90, 528–530. [CrossRef]

76. Crosby, D.; Bhatia, S.; Brindle, K.M.; Coussens, L.M.; Dive, C.; Emberton, M.; Esener, S.; Fitzgerald, R.C.; Gambhir, S.S.; Kuhn, P.
Early detection of cancer. Science 2022, 375, eaay9040. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1002/cncr.32207
https://doi.org/10.1186/gb-2009-10-12-r141
https://doi.org/10.1007/s10585-014-9644-7
https://doi.org/10.1016/j.ajpath.2012.08.008
https://doi.org/10.1038/cddis.2017.92
https://www.ncbi.nlm.nih.gov/pubmed/28333150
https://doi.org/10.1016/j.bbcan.2018.10.005
https://doi.org/10.1007/s10552-017-0955-2
https://www.ncbi.nlm.nih.gov/pubmed/28887687
https://csbi.ca/canadian-society-of-breast-imaging-statement-in-response-to-the-canadian-task-force-for-preventative-health-care-updates/
https://csbi.ca/canadian-society-of-breast-imaging-statement-in-response-to-the-canadian-task-force-for-preventative-health-care-updates/
https://cancer.ca/en/about-us/media-releases/2024/task-force-update-on-breast-cancer
https://cancer.ca/en/about-us/media-releases/2024/task-force-update-on-breast-cancer
https://car.ca/wp-content/uploads/2024/05/CAR_BC_screening_statement_draft_EN-2.pdf
https://car.ca/wp-content/uploads/2024/05/CAR_BC_screening_statement_draft_EN-2.pdf
https://breastcancerprogress.ca/ctf/
https://breastcancerprogress.ca/ctf/
https://breastcancerprogress.ca/tracker/
https://survivornet.ca/news/ccsn-outraged-by-canadian-task-force-recommendations-on-breast-screening/
https://survivornet.ca/news/ccsn-outraged-by-canadian-task-force-recommendations-on-breast-screening/
https://doi.org/10.1097/SAP.0000000000003528
https://doi.org/10.1126/science.aay9040

	Introduction 
	Current Canadian Screening Guidelines and Rationale 
	Race, Ethnicity, and Ancestry Terminology in Health Demographic Data Collection 
	Racial and Ethnic Disparities in Breast Cancer Burden 
	Biology, Ancestry, and Breast Cancer 
	Stakeholder Perspectives and Recommendations 
	Recommendations 
	References

