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Abstract

Purpose of the review: Breast cancer incidence and mortality rates are lower in some 

Hispanic/Latino subpopulations compared to Non-Hispanic White women. However, studies 

suggest that the risk of breast cancer-specific mortality is higher in US Hispanics/Latinas. In this 

review we summarized current knowledge on factors associated with breast cancer incidence and 

risk of mortality in women of Hispanic/Latino origin.

Recent findings: Associative studies have proposed a multiplicity of factors likely contributing 

to differences in breast cancer incidence and survival between population groups, including 

socioeconomic/sociodemographic factors, lifestyle choices as well as access to and quality of care. 

Reports of association between global genetic ancestry overall as well as subtype-specific breast 

cancer risk among Hispanic/Latinas suggest that incidence and subtype distribution could result 

from differential exposure to environmental and lifestyle related factors correlated with genetic 

ancestry as well as germline genetic variation.

Summary: Hispanic/Latino in the United States have been largely underrepresented in cancer 

research. It is important to implement inclusive programs that facilitate the access of this 

population to health services and that also include education programs for the community on the 

importance of screening. In addition, it is important to continue promoting the inclusion of 

Hispanics/Latinos in genomic studies that allow understanding the biological behavior of this 

disease in the context of all human genetic diversity.
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Introduction

Breast cancer is the most common cancer and the leading cause of cancer death in women 

worldwide [1•]. Differences in incidence have been reported according to population groups. 

Age-adjusted breast cancer incidence rates in the US for the period 2012 – 2016 were 130.8 

in non-Hispanic Whites (NHWs), 126.7 in non-Hispanic Blacks (NHBs), 94.7 in Native 

Americans/Alaskan Natives, 93.7 in Hispanics/Latinas and 93.2 in Asians/Pacific Islanders 

[2]. Age-adjusted mortality rates for the period between 2013 – 2017 were 28.4 in NHBs, 

20.3 in NHWs, 14.6 in Native Americans/Alaskan Natives, 14.0 in Hispanics/Latinas and 

11.5 in Asians/Pacific Islanders [2].

The approximately 30% lower breast cancer incidence in US Hispanics/Latinas compared to 

NHWs, can be partially explained by differences in detection practices, reproductive/

hormonal factors [3], and other factors, including genetic predisposition [4–6].

Breast cancer mortality rates overall have been decreasing over time [2, 7]. However, for the 

period between 1990 – 2016, breast cancer mortality rates decreased 29% in Hispanics/

Latinas compared to 39% in NHW women [8]. This difference is also reflected by the 

slower change in mortality rates between 2007 and 2016 with a 1.1% per year reduction in 

Hispanics/Latinas versus 1.8% in NHWs [8]. In addition, some studies have reported higher 

risk of breast cancer-specific mortality in Hispanics/Latinas compared to NHWs, after 

adjustment for some tumor characteristics and socioeconomic status [9–12].

The low incidence of breast cancer in US Hispanics/Latinas compared to NHWs and the 

worse outcomes reported for Hispanics/Latinas are the result of individual (including 

genetics), family, community and society level factors and their interactions [13]. In this 

review we will discuss some of the known or hypothesized factors that contribute to breast 

cancer disparities affecting Hispanic/Latina women.

Factors associated with breast cancer incidence among Hispanics/Latinas

Individuals identified as Hispanic or Latino are diverse including different cultures, 

environments, nativity and socioeconomic levels [14]. In addition, it constitutes a group 

genetically heterogeneous, product of the admixture between Europeans (mostly of migrants 

from the Iberian Peninsula and Southern Europe), Africans (who arrived in the Americas in 

the last five centuries as a result of the trans-Atlantic slave transportation), Indigenous 

Americans [14, 15] and to a lesser extent (due to relatively recent immigration) Asian 

populations.

The genetic ancestry of Hispanics/Latinos varies significantly between and within countries 

in Latin America and in US Hispanic/Latino subgroups [16, 17]. For example, on average, 

countries such as Mexico, Guatemala, Peru and Bolivia have relatively high Indigenous 
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American ancestry while Cuba, Venezuela and Northeast Brazil present higher African 

ancestry proportions and Argentina and Uruguay higher European ancestry [15, 17]. Caution 

has to be taken when discussing average ancestry proportion for countries given that large 

variation in average ancestry exists between regions within different countries [18–20]. In 

the United States, Latinos are mainly from Mexico (63.2%), Puerto Rico (9.5%), Cuba 

(3.9%), Salvador (3.8%), Dominican Republic (3.3%) and other Central and South 

American countries [21].

Genetic ancestry and genetics

Latina women with high Indigenous American (IA) ancestry in the US and in Latin America 

have an overall lower incidence of breast cancer than women of European descent. A study 

that used 48 population-based cancer registries in 13 countries showed that the highest 

incidence rates for breast cancer in Latin America are reported in countries such as 

Argentina, Brazil and Uruguay (Age-Standardized Rates (ASR): 71.9, 70.2 and 67.7, 

respectively) while the lowest incidence rates have been reported in Bolivia and El Salvador 

(ASR: 12.7 and 7.9, respectively) [22]. This is consistent with studies showing that 

Hispanics/Latinas with high IA ancestry have lower risk of breast cancer compared to Latina 

women with high European ancestry in multivariate analyses that included known risk 

factors as covariates [23, 24]. This first findings led to the discovery of a protective variant 

near the estrogen receptor 1 (ESR1) gene that is only present in women with IA ancestry 

such as Hispanics/Latinas and contributes to the lower risk of breast cancer in this 

population. The frequency of this variant correlates with the proportion of IA ancestry in 

different Latin American countries, for example, its frequency in Puerto Ricans was 5% 

while its frequency in Peruvians was 23% [4, 5, 25].

Other studies have assessed genetic variation in candidate genes and their relationship with 

breast cancer among Hispanics/Latinas [26–30], replicating previous associations reported in 

European studies. Future larger studies among Hispanics/Latinas might identify additional 

variants that could explain the lower risk of breast cancer among women with higher IA 

ancestry.

Hereditary breast cancer genetics—Many studies have been developed among NHWs 

from Europe and the US, focusing in BRCA1 and BRCA2 germline mutations [31]. 

However, similar studies among Hispanics/Latinas are scarce [32*-34*]. In unselected 

patients, the prevalence of BRCA mutations has been shown to be below 5% similar to the 

prevalence reported in NHWs [35]. A literature review that included 33 publications found 

that the prevalence of BRCA1/2 mutations in Hispanic/Latina women with breast cancer 

ranged between 0.7% - 42% [34]. The vast majority of the studies included (36%) were 

based on data from Mexican or Mexican American patients among whom BRCA1/2 
mutations ranged between 4.3% - 23%. Studies from other Latin American countries showed 

a high prevalence of BRCA1/2 mutation, with highest prevalence in Venezuela (17.2%) 

followed by Uruguay (17%), Colombia (1.2% - 15.6%) and lowest prevalence in countries 

such as Costa Rica (4.5%), Peru (4.9%) and Cuba (2.6%). These results must be analyzed 

with caution as the studies included were heterogeneous regarding case selection (whether 
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cases were selected or unselected for family history), clinical characteristics, cancer site and 

the type of testing [32, 34].

Differences in the prevalence of BRCA1 vs. BRCA2 mutations has also been reported. Most 

studies concluded that among Hispanics/Latinas, BRCA1 mutations are more prevalent than 

BRCA2 [34]. A multiethnic study that included 1,727 breast cancer cases from the Northern 

California Breast Cancer Family Registry [36] reported that Hispanics/Latinas had higher 

prevalence of BRCA1 mutations (3.5%) than NHWs (2.2%). The most common pathogenic 

variant in BRCA1 reported for Hispanics/Latinas is 185delAG (c.68_69delAG, rs80357914) 

[34, 36, 37]. On the other hand, studies in women from Costa Rica, Cuba, Puerto Rico and 

Uruguay have shown that the BRCA2 gene is more frequently mutated in those populations 

[34]. Further studies should be conducted to confirm these observations, given that cancer 

risk, tumor pathology and clinical implications are different for BRCA1 compared to 

BRCA2 mutation carriers.

With the more generalized use of multigene panels, other homologous recombination repair 

genes (HR) have been found to be relevant in hereditary breast cancer, such as CHEK2, 
PALB2, RAD50, RAD51D and BARD1, as well as other genes such as CDH1, MUTYH, 
TP53, MSH2 and MSH6 [38]. A study that included 1054 BRCA-mutation–negative 

Hispanic/Latina women with hereditary breast cancer reported 49 patients with pathogenic 

variants (4.6%) [39]. The gene with the highest proportion of pathogenic variants was 

CHECK2 (38.8%), followed by PALB2 (36.7%), ATM (10.2%), BRIP1 (4.1%), TP53 
(6.1%), CDH1 (2%) and NF1 (2%) [39*]. Additional studies in Hispanics/Latinas aiming to 

identify germline mutation carriers among affected individuals with high risk criteria are 

needed in order to estimate the real prevalence of relevant gene mutations and assess clinical 

implications and contributions to health disparities.

Breast cancer risk factors

According to the American Society of Cancer, in 2016, approximately one-third of 

Hispanics/Latinos in the US were foreign-born [21]. That proportion is expected to drop to 

less than one-quarter by 2060 [21]. It has been reported that for the period between 1988 – 

2004 the incidence rates in NWH women were 34% higher than in US-born Hispanics/

Latinas and 84% higher than in foreign-born Hispanics/Latinas [40]. Additionally, it has 

been suggested that migration age impacts the risk of breast cancer [41]. Long-term 

residents who migrated before the age of 20 have higher risk of developing breast cancer 

than those who migrated at a later age [41].

Differences in risk of breast cancer by nativity (US-born vs. foreign-born) are likely 

explained by changes in environmental and lifestyle factors [41]. For example, lower parity, 

later age at full-term pregnancy, no breast-feeding or short duration, use of estrogen/

progestin-containing hormone therapy for menopausal symptoms and higher alcohol 

consumption could all contribute to the observed increase in breast cancer risk in US-born 

vs. foreign-born Hispanics/Latinas [40–42•]. A study that analyzed data from The 

Neighborhoods and Breast Cancer study (NABC) found that US-born Hispanics/Latinas 

were more likely to report not having breastfed and to be obese, while foreign-born 

Hispanics/Latinas where more likely to report older age at menarche (≥14 years), have four 

Serrano-Gomez et al. Page 4

Curr Breast Cancer Rep. Author manuscript; available in PMC 2021 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



or more children, breastfeed for more than 12 months and have limited alcohol consumption 

[43]. Another study reported that foreign-born Hispanics/Latinas had higher fruit and 

vegetable consumption when compared with US-born Hispanics/Latinas. Moreover, recent 

immigrants (<14 years) had higher fruit and vegetable intake than those residing in the US 

for 15 years or more [44].

Mammographic breast density (MBD) has been associated with breast cancer risk [45]. A 

study that investigated the association between migration history and breast density in US-

born and foreign-born Hispanics/Latinas predominately from Dominican Republic, Puerto 

Rico and Cuba [46] found a lower MBD in the foreign-born women with shorter residence 

in the US. These results suggest that lifestyle changes associated with migration from low- 

to high- breast cancer incidence regions could affect breast cancer risk in part through their 

effect on mammographic density [46].

Demographic factors—The residential environment may play a role in breast cancer 

incidence and mortality through the differential distribution of breast cancer risk factors, 

such as diet and physical activity, access to quality healthcare and medical treatment, and 

through psychosocial factors such as stress and social support [47].

Studies focused on neighborhood socioeconomic status (nSES) have reported that higher 

nSES is associated with higher breast cancer incidence in Hispanics/Latinas [40, 48]. An 

analysis conducted using data from the NABC study evaluated if the known association 

between breast cancer risk and the nSES may be influenced by individual factors such as 

education level. Results suggested that foreign-born Hispanics/Latinas with a vocational/

technical degree or some college had higher odds of developing breast cancer compared to 

foreign-born Hispanics/Latinas with less than a high school degree, independent of nSES 

(OR: 1.62, 95% CI 1.13 – 2.32). The opposite association was observed for US-born 

Hispanics/Latinas where higher education was associated with reduced odds of breast cancer 

(vocational/technical degree or some college, OR: 0.63, 95% CI 0.42 – 0.96; College or 

higher degree, OR: 0.53, 95% CI 0.42 – 0.96) [43].

It has been suggested that Latinos living in areas with more immigrants may be more likely 

to maintain healthy behaviors. Women living in immigrant neighborhoods were reported to 

have higher vegetable and fruit intake irrespective of being immigrants themselves [44]. In 

addition, residing in a tract with higher proportion of immigrants was associated with lower 

consumption of fat and higher physical inactivity [49].

The complexity of the results focused on nSES, educational attainment, and the composition 

of neighborhoods in terms of number of recent immigrants and enclave [40, 50], points to 

the need for larger epidemiological studies with adequate and complete demographic 

(including ancestry proportions), lifestyle and neighborhood context/physical environment 

information that could be used to disentangle individual level factors, from socioeconomic 

and cultural factors and the physical environment.
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Factors associated with breast cancer outcomes among Hispanics/Latinas

Multiple studies have shown that despite the lower incidence of breast cancer in Hispanics/

Latinas compared to NHW women, Hispanics/Latinas have a higher risk of breast cancer-

specific mortality [11, 12, 51, 52]. This outcome could result from disparities in access to 

quality care [53], longer times to follow up of abnormal results [54, 55], and the higher 

frequency of advanced stage at diagnosis in Hispanics/Latinas [8, 12]. Additionally, this 

disparity could also be explained, in part, by the higher risk in Hispanics/Latinas to develop 

HER2 positive and triple negative breast cancer (TNBC) subtypes compared to NHW 

women [56–60].

Screening

Screening mammography allows to detect earlier stage, less aggressive tumors [21]. 

Multiple studies have showed that women from minority groups are less likely to receive 

breast cancer screening [61, 62]. A meta-analysis that included 33 studies reported that 

Hispanics/Latinas were less likely to have received a mammography compared to NHW 

women (pooled OR: 0.63, 95% CI 0.39 – 0.99) [63]. Additionally, a study that included 

21,427 women from different population groups from The National Comprehensive Cancer 

Network (NCCN) Breast Cancer Outcomes Database examined the association between time 

to diagnosis, race and stage of the disease, finding that among women with an abnormal 

screening mammography, Hispanics/Latinas and NHBs had longer times to breast cancer 

definitive diagnosis (HR: 0.86, 95% CI 0.78 – 0.95 and HR: 0.80. 95% CI 0.73 – 0.87) [64].

Some of the barriers that Hispanics/Latinas experienced for mammography use include: 1) 

knowledge, for example, when and how often start screening; 2) psychocultural factors such 

as fear, motivation; and 3) economic-based barriers such as cost of mammography and 

health insurance [65]. This last aspect is important as Hispanics/Latinos are more likely to 

be uninsured compared to other population groups [53].

A multi-ethnic study that included 29,951 women analyzed breast cancer screening in 

foreign-born and US-born women from different population groups reporting that foreign-

born women from Mexico, the Caribbean and South America were less likely to have ever 

had a mammogram compared to US-born women (85.8%, 87.3%, 89.4% vs. 94.1%, 

respectively). In a multivariable model including sociodemographic characteristics such as 

educational attainment, age, marital status and place of care, these differences were 

attenuated and no longer significant [66].

Treatment

Systemic treatment based on chemotherapy or endocrine therapy is recommended for 

women diagnosed with early-stage breast cancer. Treatment selection depends on 

menopausal status, stage, axillary lymph node status, histologic and nuclear grade of the 

primary tumor, hormone receptors and HER2 status [67].

It has been reported that minority population groups such as NHBs, Hispanics/Latinas and 

Native Americans are less likely to receive recommended treatment regimens [68]. A study 

that included 17 population-based cancer registries from SEER program reported that 
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women from Mexico and South or Central America had the highest likelihood of receiving 

inappropriate treatment (OR: 1.2, 95% CI: 1.0–1.5 and OR: 1.3, 95% CI: 1.0–1.7, 

respectively). Additionally, they reported that NHBs and Hispanics/Latinas had increased 

odds of receiving inappropriate primary surgical and radiation breast cancer treatment (OR: 

1.5, 95% CI: 1.3–1.6 and OR: 1.2, 95% CI: 1.1–1.3, respectively) [11]. One study did not 

find differences in the receipt of guideline-concordant chemotherapy by race/ethnicity after 

adjustment for age and suggested that factors influencing the receipt of guideline-concordant 

chemotherapy are: being uninsured, residing in high-poverty areas and low educational 

attainment [69].

Endocrine therapy—Adjuvant endocrine therapy reduces recurrence and improves 

survival for invasive breast cancer [70]. Even though the rates of guideline-concordant 

prescribing of adjuvant endocrine therapy are high, the long-term persistence with this type 

of treatment is low [70] and is more common among racial/ethnic minority populations [71, 

72]. Delays in treatment initiation, persistence and adherence to endocrine therapy may 

contribute to mortality disparities between population groups specifically among women 

with Estrogen Receptor (ER)-positive tumors and in the early period after diagnosis [71].

A longitudinal study that analyzed factors associated with endocrine therapy initiation and 

persistence in 743 women diagnosed with invasive breast cancer selected from two SEER 

population-based cancer registries reported that from this cohort, 10.8% of the patients never 

initiated therapy, 15.1% started therapy but discontinued prematurely and 74.2% continued 

use at the second time point. Moreover, they found that initiation of therapy was associated 

with Hispanic/Latino ethnicity (OR 2.80, 95% CI 1.08 – 7.23) [70]. On the other hand, in a 

study that included 981,729 women with breast cancer from the National Cancer Database, 

it was found that the receipt of adjuvant endocrine therapy was less likely in Hispanics/

Latinas and Asian women [73]. These results are concordant with those from a study that 

utilized the SEER-Medicare-linked data with part D plan and reported that Hispanic-

Mexican and NHB women had lower odds of tamoxifen initiation (OR: 0.70, 95% CI 0.54 – 

0.91 and OR: 0.25, 95% CI 0.10 – 0.62, respectively) compared to NHW women overall; 

and lower odds of tamoxifen initiation in 0 – 9 months after the date of diagnosis (OR: 0.72, 

95% CI 0.55 – 0.93 and OR: 0.28, 95% CI 0.12 – 0.70, respectively) compared to NHW 

women [74]. Similarly, a study that enrolled 13,753 women from the Kaiser Permanent 

Northers California (KPNC) reported that Hispanics/Latinas and Chinese women were less 

likely to initiate adjuvant hormonal therapy compared to NHW women (OR: 0.82, 95% CI 

0.71 – 0.96 and OR:0.78, 95% CI 0.63 – 0.98, respectively) [75].

It has been suggested that economic interventions aimed at lowering out-of-pocket cost 

could help reduce racial/ethnic disparities in adjuvant endocrine therapy use [73]. Results 

from a study that investigated persistence and adherence to endocrine treatment in a cohort 

of 25,511 breast cancer patients aged ≥ 65 years from different race/ethnicities that were 

enrolled in a Medicare Prescription Drug Plan at the time of their cancer operation showed 

that NHBs and Hispanics/Latinas were more persistent with their medication than NHW 

women (69% and 70%, respectively vs. 61%) [76]. In stratified analyses by subsidy and 

race/ethnicity, they observed that subsidized women in all three race/ethnicity groups had 
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higher treatment persistence compared to unsubsidized women, which suggests that the 

subsidy is associated with an improved persistence to breast cancer hormonal therapy [76].

Cytotoxic Chemotherapy—Clinical trials and cohort studies have indicated that survival 

in women with loco-regional resected breast cancers has improved due to the use of adjuvant 

chemotherapy [77]. Studies have analyzed the impact of early and late initiation of adjuvant 

chemotherapy on survival, some of which reported no impact in survival in patients with 

early initiation of adjuvant chemotherapy [78, 79] while others reported that delays are 

associated with increased mortality [80–82].

Few studies have analyzed racial disparities in delays of adjuvant chemotherapy. NHBs and 

Hispanics/Latinas were reported to have higher risk of 60-day delay (RR, 1.36; 95% CI, 1.30 

– 1.41 and RR, 1.31; 95% CI, 1.23 – 1.39, respectively) and 90-day delay (RR, 1.56; 95% 

CI, 1.44 – 1.69 and RR, 1.41; 95% CI, 1.26 – 1.59, respectively) compared to NHW women 

[83] and more than three month delay in chemotherapy initiation compared to NHW women 

(18%, 20.8% and 17%, respectively) [82].

The increased risk of delay in adjuvant chemotherapy initiation in minorities such as NHBs 

and Hispanics/Latinas could be attributed to lack of access to care, geographic distance to 

the treatment facility, and availability of transportation [83]. Other difficulties such 

navigating the health system and language barriers may also contribute to the disparities in 

treatment initiation [83, 84]. The use of a patient navigator increased the percentage of 

Hispanics/Latinas initiating breast cancer treatment within 30 – 60 days after diagnosis [85].

Tumor characteristics

Stage at diagnosis—Several studies have reported that Hispanics/Latinas are less likely 

to be diagnosed with breast cancer at a localized stage, compared to NHWs (57% vs 65%) 

[11, 64, 71, 86, 87]. This could be due the lower mammography utilization and the delay in 

follow-up after an abnormal mammogram [8, 88]. For example, a study reported that 

Hispanics/Latinas were less likely to be diagnosed with stage I tumors compared to NHW 

women (39.8% and 51.5%, respectively), and more likely to have stage III/IV tumors 

(39.2% and 28.4%, respectively) [89]. Another study that analyzed data from 18 SEER 

registries (N=373,563) reported lower odds of stage I breast cancer in Hispanics/Latinas 

compared to NHWs, after adjusting for age, income and ER status (OR 0.71, 95% CI 0.70 – 

0.73) [12]. A study that used the California Cancer Registry data reported that stage at 

diagnosis explained 11% of the survival disparities in Hispanics/Latinas relative to NHW 

women [90].

Stage at diagnoses is influenced by a number of factors including socioeconomic status, 

health insurance, uptake of screening and access to health care [90]. A study that analyzed 

989 patients (411 NHBs, 397 NHWs, 181 Hispanics/Latinas) from the Breast Cancer Care in 

Chicago Study reported an association between stage at diagnosis and NHBs and Latino 

race/ethnicity (OR: 1.560 and 1.941, respectively) [91]. After adjusting for neighborhood 

context, mode of detection, and facilities, the observed differences in stage at diagnosis by 

race/ethnicity were no longer statistically significant. These results suggest that the disparity 

in stage at diagnosis in minorities such as Hispanics/Latinas could be explained by 
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differences in mode of detection and facility accreditation/resources [91]. Strategies must be 

designed to reduce the lower uptake of screening in minority groups such as Hispanics/

Latinas or NHBs [90, 92].

Intrinsic subtypes—Breast cancer is a heterogeneous disease encompassing different 

subtypes that can be roughly defined by the expression of hormone receptors (HR), ER and 

progesterone receptor (PR) and the human epidermal growth factor receptor 2 (HER2) [93–

95]. Tumors that express HR belong to the luminal subtype and are characterized by the 

expression of the estrogen receptor 1 (ESR1) gene and other genes regulated by estrogen 

[93, 95]. On the other hand, there are tumors without expression of HR: the HER2-enriched 

subtype characterized by the overexpression of HER2 and genes located in the 17q22.24 

locus such as GRB7 [95]; and the triple negative breast cancer subtype that lack expression 

of hormone receptors and HER2 but express basement membrane cytokeratins [96, 97]. The 

prognosis of these subtypes is variable. HR negative tumors have the worse outcomes 

compared to HR positive tumors [98]. Specifically, the TNBC is the subtype with the most 

aggressive biology and usually relapse in the first three years after diagnosis [99].

Differences in the distribution of breast cancer intrinsic subtypes have been reported 

between population groups [2, 100]. It has been shown that Hispanics/Latinas have a higher 

risk of developing more aggressive tumors such as HER2 positive and TNBC compared to 

NHWs [57, 58, 60, 101].

Studies in the United States that have analyzed the distribution of intrinsic subtypes based on 

immunohistochemistry surrogates have reported prevalences of TNBC in Hispanics/Latinas 

ranging from 10% to 18% while in NHWs prevalences range between 8% - 15% [102]. 

These results are consistent with the findings of a study based on SEER data and including 

57,483 patients [58] suggesting that NHBs and Hispanics/Latinas were more likely to be 

diagnosed with TNBC compared to NHWs (OR: 2.0, 95% CI 1.8 – 2.2 and OR: 1.3, 95% CI 

1.2 – 1.5, respectively) and also with HR−/HER2+ breast cancer (NHBs OR: 1.4, 95% CI 

1.2 – 1.6; Hispanics/Latinas OR: 1.4, 95% CI 1.2 – 1.6). Another study that investigated the 

distribution of breast cancer subtypes based on gene expression data (PAM50, [103]) found a 

high prevalence of HER2-enriched tumors in Hispanics/Latinas compared to NHW women 

(15.6% vs. 12.5%, respectively) and also a higher percentage of triple negative subtype in 

Hispanics/Latinas when compared to NHW (11.6% and 8.20%, respectively) [104].

The prevalence of TNBC reported in studies from Latin America ranged between 12% - 

24% and for HER2-enriched subtype ranged between 7% - 24%. A study assessing the 

association between tumor subtype, based on ER/PR and HER2 status, and genetic ancestry 

in breast cancer patients from Lima, Peru, reported a 1.2 increase in the odds of HER2 

positive disease per 10% increase in IA ancestry [105••]. Additionally, a study from 

Colombia reported a higher expression of ERBB2 in Colombian patients above the median 

Indigenous American ancestry compared to those below the median [106]. Further 

exploration of these results may lead to the discovery of specific factors (e.g. genetic 

variants) that could help explain the observed higher prevalence of HER2+ tumors in 

Hispanics/Latinas from regions with relatively high proportions of IA ancestry.
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Conclusions

Hispanic/Latina women from Latin American countries with relatively important proportion 

of Indigenous American ancestry have lower breast cancer incidence than NHW or African 

American/Black women. However, they are more likely than NHW women to be diagnosed 

with advanced disease. This can lead not only to increase risk of mortality, but also a lower 

quality of life as a breast cancer survivor. Despite some evidence that germline variation or 

other inherited factors could play a role in the observed higher incidence of aggressive tumor 

subtypes such as HER2 positive tumors, most of the disparity in stage at diagnosis and 

mortality is likely driven by differences in socioeconomic status and structural inequities that 

lead to lower awareness, lower screening, lower quality of care, delay between diagnosis and 

treatment and lower treatment persistence. These disparities should and can be eliminated. 

Resources and efforts should be pointed at 1) making dramatic changes in awareness and 

education by developing programs that reach out to communities and that are tailored to 

different Hispanic/Latino sub-populations, 2) facilitating access to high quality care by 

building programs within comprehensive cancer centers linking the community to 

appropriate breast health services at no cost to them, and 3) ensuring that screening is only 

the beginning of the navigation process and therefore individuals with positive results access 

the resources and support they need to successfully and timely receive the care they need, 

not only within the care centers but also when they go back home. Institutions that are 

already implementing these types of efforts should communicate and transfer their 

knowledge and experience to others as to make this the norm for “usual care” and eliminate 

breast cancer health disparities.
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