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Introduction
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» Lung cancer (LC) is by far the leading cause of cancer-related deaths worldwide. 309 445 YRHE5 7 B (% S &
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« African Americans (AAs) have a higher incidence rate and lower survival rate for LC in - 10 Zoféo/ /° lgéGi?fO?/71 (/; f14{§<#j;6?19<3//();<)/+5’<{'0—%/<-0/0/5"<9cy"
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 Furthermore, in AAs the age-adjusted incidence rate for LC is about 32% higher than 0- ! ' ! ' ' 59 ( I"#$06&'A "#$%& ]
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Sex-based disparities in LC have shifted in the past decades. Despite having lower rates of 8 8 o E (e, - 8. 0- %8 - e 5 & 050204

tobacco use among females compared to males, women now have an increased risk for
developing LC. | 4- 86-# 5-#6-5%# . 89(*5

« There are several histological subtypes of LC. Non-small cell lung cancer (NSCLC) accounts
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for most new diagnoses of LC and includes large cell carcinoma, squamous cell carcinoma, . - . %O 1§ B 010 567"

and adenocarcinoma. Incidence rates among males and females of AA and EA ancestry vary 304 IR |
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The goal of our study is to characterize genetic, clinical, and environmental risk factors among
individuals of EA and AA ancestry from the high-risk families with LC that could hold important
clinical value to address LC disease disparity.
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. . . . . Other limitations of this study include a small sample size for AAs. Additionally,
« Medical and pathology reports were obtained from hospitals along with demographic and e ’)% VAMBLICLAESIIth disparities are highest among AAs, it is imperative to

environmental data from the families.
« Atotal of 192 study participants (157 EA and 35 AA) from both familial and HLC families

emphasize that disparities exist among many populations in the United States.
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clinical and pathological characterization in association with risk factors from
high-risk families with EA and AA ancestry will provide us with a better
understanding behind the disproportionate distribution of incidence and survival
for LC in the AA population.
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