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Introduction
Breast cancer is the most prevalent cancer amongst women in the UK and is the leading cause of cancer deaths (Crosby et al, 2020; Rezaei, 2025) despite advances in screening, diagnosis and therapy. If the aberrant cells are not detected and treated in time, they can spread to surrounding tissues or other sections of the body (Allen et al., 2023). Sometimes breast cancer deaths are used as an indicator of the quality of health care, how fast the disease is detected, and how fair treatment is (Hamilton, 2020). UK women with breast cancer are living longer, but black women are dying at a quicker rate than white women. These findings suggest that cancer outcomes are different for Black and White women (Bowen et al., 2008a, Gathani et al., 2021b).
Health disparities are systematic, preventable and unjust variations in health outcomes between groups of people that are related to social, economic and structural variables (Thomas and Haskins, 2024). Black women have worse breast cancer outcomes, potentially due to later stage at diagnosis, lower breast screening uptake, differences in tumour characteristics, socioeconomic deprivation and inequitable access to healthcare (Jack et al., 2014; Morris et al., 2015; Joseph-Salisbury, Connelly and Wangari-Jones, 2023). To guide evidence-based initiatives for increasing equity in UK cancer care requires understanding the linked determinants.
This exploratory literature study is motivated by the lower breast cancer outcome for Black women despite progress in UK cancer prevention, detection and treatment (Crosby et al., 2020; Gathani, 2021a). Mapping the evidence will assist identify the major reasons for these differences and will indicate research needs and improvements in clinical practice.
With such a thorough review of the literature it begs the question as to why Black women in the UK had higher mortality from breast cancer.
This review seeks to: (1) identify and synthesise peer-reviewed research on Black women’s higher breast cancer mortality in the UK; (2) explore the impact of biological, socioeconomic and healthcare determinants on mortality outcomes; and (3) identify evidence gaps and make recommendations to support future research, policy development and equitable healthcare practice to reduce breast cancer mortality.
Background
Despite breakthroughs in prevention, screening, diagnosis and treatment, thousands of UK women are diagnosed with breast cancer each year (Crosby et al., 2020; Rezaei, 2025). Although survival from breast cancer has improved over the last few decades, disparities in diagnosis, treatment, and mortality persist among ethnic groups. UK black women had worse breast cancer outcomes and mortality rates than White women despite lower incidence (Bowen et al., 2008a; Gathani, 2021b). These gaps suggest inequities in cancer services and serious concerns about healthcare access for academics, legislators and healthcare professionals.
Biological, behavioural, social and health-care factors impact on breast cancer mortality along the patient pathway. Black women are diagnosed at a younger age and with more aggressive tumour subtypes, including triple-negative breast cancer, which has shorter survival rates and fewer treatment options (Bowen et al., 2008a; Gathani, 2021b). Hereditary variables may make certain women more disease-sensitive, but genetics cannot explain ethnic mortality disparities (Allen et al., 2023; Manchanda, 2024). Genetic profiling and risk prediction models are important for understanding hereditary cancer risk but need to be applied consistently across demographic groups to reduce inequities (van Veen et al., 2018; Santeramo, 2024).
UK breast cancer deaths among black women due to delays in diagnosis Early diagnosis improves survival as treatment is more effective before the disease advances (Hamilton, 2020). However, lack of understanding of breast cancer symptoms, cultural perceptions about illness, fear of diagnosis, mistrust of healthcare services and difficulty in accessing primary care or specialist referrals may delay diagnosis (Joseph-Salisbury, Connelly and Wangari-Jones, 2023 COVID-19 disrupted cancer diagnostic pipelines and increased waiting times for investigations and treatment, potentially worsening health inequalities in vulnerable populations (Hamilton, 2020).
Breast screening improves mortality from breast cancer by detecting asymptomatic disease early. The English NHS Breast Screening Programme invites women aged 50–71 years for screening mammography. Screening programmes are widely available free, yet they are used differently by ethnic groups. Jack et al. (2014) reported lower screening rates among Black and other ethnic minority women, compared with White British women. Factors that may impact attendance during screening include poor health literacy, language barriers, understanding of eligibility, cultural perceptions, competing family responsibilities, and poor healthcare provider experiences (Morris et al., 2015; Joseph-Salisbury, Connelly, and Wangari-Jones, 2023). Lower rates of screening lead to later stage diagnosis and increased mortality.
Breast cancer disparity increases with socioeconomic level. Poor women may delay access to health care and utilisation of preventative services because of income, employment, education, housing and transit challenges (Morris et al., 2015). Poor socioeconomic situation might be a barrier to screening, symptom detection and cancer services. Morris et al. (2015) found that deprivation and ethnicity had a substantial effect on breast cancer survival, thereby confirming the importance of social determinants as well as biological ones.
Many UK programmes aim to eliminate cancer inequality and improve patient outcomes. The NHS prioritises getting people referred quickly and receiving full care to diagnose cancer early. According to Crosby et al. (2020), early detection requires faster diagnostic methods, public awareness and integration of healthcare services. Rapid diagnostic centres speed up cancer investigations for vague symptoms. These services diagnosed the cancer earlier and treated it faster (Dolly et al., 2021). The program aims to reduce diagnostic delays that disproportionately affect disadvantaged areas.
We also need equitable health care policies to prevent breast cancer inequities. Under the Equality Act 2010, healthcare providers must stop unlawful discrimination, promote equality of opportunity and cultivate good relations between protected groups including race. This law decreases inequities between ethnic groups in breast cancer prevention, detection and treatment. The Health and Care Act 2022 ensured that healthcare providers were held accountable for tackling health inequalities by using integrated care systems and planning services together. Under these rules, health care providers must deliver services that are person-centred, culturally competent and equitable for varied groups.
But it’s not only legislation that NHS policy and practice are putting to the top of the agenda – fairness and inclusivity are too. To promote justice, the NHS must address structural inequities, break down institutional barriers and deliver healthcare to all population groups (Thomas & Haskins, 2024). Joseph-Salisbury, Connelly and Wangari-Jones (2023) noted that the historical under-representation of Black populations in medical research and healthcare education has resulted in unequal knowledge, delayed symptom recognition and unequitable clinical decision-making, and that these systemic issues need to be addressed to reduce ethnic breast cancer disparities.
The complexity of variables associated with Black women’s breast cancer mortality calls for a complete evidence synthesis. Scoping literature studies are useful for identifying, mapping and synthesising information on biological risk factors, healthcare access, uptake of screening, socioeconomic repercussions and structural imbalances. This study reviews the evidence regarding racial differences in breast cancer mortality, and suggests reforms in research, policy and UK healthcare practice.
Methods
This study used a broad literature analysis to find, map, and synthesise evidence on UK Black women's higher breast cancer mortality rates. A scoping review was acceptable since it allows researchers to assess the evidence, identify essential concepts, summarise knowledge, and identify research needs (Forbes, 2016; McInulty, 2011). Scoping reviews are better for complex public health concerns when biological, social, and healthcare aspects affect outcomes (Booth and Carroll, 2015).
A systematic search was conducted using PubMed, EBSCOhost, Sage Journals, and the UWTSD Library. Breast cancer, mortality, Black women, ethnicity, UK, health inequities, and screening were searched using keywords and Boolean operators. These search criteria were chosen to ensure that papers explicitly addressed the review topic and included relevant racial inequalities in breast cancer outcomes literature.
English-language peer-reviewed primary and secondary research studies on UK Black women's breast cancer mortality were included. Studies addressing healthcare access, tumour features, screening uptake, socioeconomic factors, and ethnic inequalities were included. To keep the review focused and methodologically rigorous, editorials, conference proceedings, policy papers, commentaries, dissertations, and research from outside the UK without relevant comparison to UK practice were eliminated.
After database searches, duplicate records were deleted before titles and abstracts were eligibility screened. After reviewing full-text articles, five peer-reviewed research were chosen for analysis. Data extraction focuses on review question-relevant study characteristics, research design, participant population, key findings, and conclusions.
Braun and Clarke (2006)'s six-phase thematic analysis was used to evaluate the retrieved data. This involves familiarising with the selected studies, generating initial codes, recognising repeating patterns, constructing themes, reviewing and refining themes, and writing a narrative synthesis. The thematic analysis identified delayed diagnosis, biological features, screening uptake discrepancies, and socioeconomic barriers as frequent causes of breast cancer death in Black women.
This study analysed published literature rather than collecting primary data, thus ethical approval was not needed. The review followed ethical principles by accurately representing the selected studies' findings, avoiding plagiarism through UWTSD Harvard style citation and referencing, and ensuring transparency in the search, selection, and analysis processes. These measures improved the review's credibility, reliability, and academic integrity (Forbes, 2016; Booth and Carroll, 2015).
Results
Five peer-reviewed studies were included and examined using theme analysis. Four main themes emerged from the studies in relation to higher breast cancer mortality in Black women in the UK: (1) aggressive tumour biology, (2) late diagnosis and screening uptake, (3) socioeconomic and healthcare inequalities, and (4) cultural and structural barriers to healthcare access. 
	
Authors and Year
	Study Design/Population
		

	Key Findings




	
Theme Identified

	Bowen et al. (2008a)
	Observational study of British women who had breast cancer in the past

	Black women received cancer diagnoses at an earlier age and exhibited a higher propensity for aggressive tumour forms associated with reduced survival rates.

	Characteristics of aggressive tumours


	Jack et al. (2014)
	
A population-based cohort study of women in London undergoing breast screenings.


























	Black women were significantly less likely than White women to receive breast examinations, resulting in a higher probability of late cancer detection.

	Later detection and fewer people getting screened


	Morris et al. (2015)
	A study of a group of people in the West Midlands

	Ethnicity and low financial status were both linked to a lower chance of surviving breast cancer, even if the person was eligible for screening.

	Inequalities in healthcare and socioeconomic status


	Gathani et al. (2021b)
	A national observational study in England with more than 116,500 women. 


	Black women were more likely to have bigger, worse cancers and more advanced disease when they were diagnosed.

	Characteristics of aggressive tumours and late diagnosis


	Joseph-Salisbury, Connelly and Wangari-Jones (2023)
	Studying old data and looking at policies

	Ethnic differences in breast cancer outcomes have been caused by structural racism, under-representation in studies, cultural barriers, and unequal access to healthcare.

	Barriers to health care access that are cultural and structural






Thematic analysis found that there are several connected variables, rather than one single factor, that impact the increased breast cancer mortality among Black women in the UK. Two investigations found aggressive tumour biology and younger age at diagnosis to be substantial biological contributions (Bowen et al., 2008a; Gathani et al., 2021b). A poorer uptake of breast screening resulting in delayed diagnosis was a consistent healthcare-related risk (Jack et al., 2014). In addition, socioeconomic deprivation, healthcare inequities and structural impediments were consistently linked to lower survival outcomes (Morris et al., 2015; Joseph-Salisbury, Connelly and Wangari-Jones, 2023). Overall these findings suggest that biological, societal and health system factors may interact to contribute to greater breast cancer mortality among Black women in the UK.
Discussion 
Aggressive Tumour Characteristics and Delayed Diagnosis/Screening
This scoping study suggests that complex interplay between biological characteristics and early diagnostic inequities drives greater breast cancer mortality in Black women in the UK. All the studies reviewed identified poor survival outcomes as being associated with aggressive tumour characteristics and delayed diagnosis due to low screening uptake. These data support the hypothesis that disparities in mortality are explained by differences in cancer biology, access to healthcare and quick action (Crosby et al., 2020; Rezaei, 2025).
One of the primary findings was that Black women have more aggressive tumours. Bowen et al. (2008a) reported that British Black women are diagnosed with breast cancer at a younger age and are more likely to develop physiologically aggressive tumours. The earlier the disease occurs the shorter the life expectancy and the more aggressive the treatment the less the long-term survival. Gathani et al. (2021b) showed that Black women in England had larger, higher-grade tumours and more advanced illness at diagnosis. These data indicate that racial differences in mortality may be partly explained by tumour biology.
Genetic and biological are important but not the only factors. Hereditary cancer risk raises breast cancer risk in some women (Allen et al., 2023) and genetic risk assessment has increased UK understanding of inherited cancer syndromes (Manchanda et al., 2024). Genetic markers, mammographic density, and clinical risk variables improve breast cancer risk prediction, found Van Veen et al. (2018). The information reviewed indicates that biological differences alone do not account for the higher mortality of Black women. Joseph-Salisbury, Connelly and Wangari-Jones (2023) argue that an overemphasis on biological explanations can result in a failure to consider structural inequalities affecting prevention, diagnosis, and treatment. Therefore, the socioeconomic and healthcare determinants should be included in the assessment of aggressive tumour features instead of separate causes of death.
The second significant worry was delayed in diagnosis, mainly due to discrepancies in breast cancer screening. One of the best methods to prevent breast cancer mortality is early identification because early-stage cancers have less disease and better treatment outcomes (Hamilton, 2020). In London, Jack et al. (2014) found that, despite the NHS Breast Screening Programme, Black women had lower screening attendance than White British women. Fewer people going for screening raises the chances of finding cancer after symptoms occur, which may be too late.
Several reasons may explain decreased screening rates among black populations. Joseph-Salisbury, Connelly, and Wangari-Jones (2023) argue that cultural beliefs, mistrust of healthcare organisations, low representation in healthcare services, and historical bias may act as barriers to preventative treatment. Lower symptom knowledge of breast cancer, competing family and job commitments, and lack of culturally relevant health information may deter help-seeking. These barriers demonstrate that screening disparities are driven by social and structural determinants of healthcare usage.
Late diagnosis has major consequences. Hamilton (2020) suggests that diagnostic delays contribute to illness progression, fewer treatment options, and worse survival. Crosby et al. (2020) also found that better referral channels and public awareness could reduce UK cancer mortality through improved early diagnosis. Rapid Diagnostic Centres have enhanced access to investigations for people with non-specific symptoms (Dolly et al., 2021) but our analysis demonstrates disparities persist for Black women, in particular. Thus, improving screening attendance, culturally relevant health education and equal access to early diagnostic services are important in reducing ethnic differences in UK breast cancer mortality.
Socioeconomic Inequalities, Healthcare Access, and Cultural/Structural Barriers
This scoping review identified that socioeconomic inequalities, unequal access to healthcare and cultural and structural barriers contribute to increased breast cancer mortality in the UK in Black women. These factors often interact with biological characteristics and late diagnosis leading to cumulative disadvantages in the cancer care route. Therefore, to reduce mortality, it is necessary to improve clinical treatment and address the social determinants of health and healthcare equity.
Socioeconomic disadvantage was associated with poor breast cancer outcomes. Morris et al. (2015) found women in impoverished localities to have worse survival rates, even following eligibility screening. Black women are over-represented in socioeconomically disadvantaged communities, and financial hardship, inferior education, uncertain work, and inadequate housing can greatly influence health behaviours and healthcare utilisation (Thomas and Haskins, 2024). These types of scenarios can result in fewer screening sessions, delays in presenting to healthcare professionals when symptoms occur, and practical barriers such as transportation, childcare or inability to take time off work. Thus, breast cancer might be diagnosed at a later stage which restricts the treatment options and results in higher death rate.
Healthcare access also affects breast cancer outcomes. The NHS provides free universal healthcare at the point of delivery, but equal availability does not guarantee equal access or equal outcomes. As noted by Crosby et al. (2020), timely diagnosis leads to better survival from cancer. Dolly et al. (2021) indicate that Rapid Diagnostic Centres increase cancer detection in people with unclear symptoms. The reviewed evidence shows that Black women still encounter barriers to these services. Delays in referral, poor understanding of resources and diversity in primary care engagement may impair early identification and treatment, perpetuating racial inequities.
Structural disparities in the healthcare system influence patient outcomes and experiences. Joseph-Salisbury says the historical under-representation of Black people in medical education, research and clinical practice (Connelly and Wangari-Jones, 2023) has led to a lack of professional knowledge of ethnic differences in breast cancer presentation. Clinical assessment, communication and decision making may be compromised, thus delaying diagnosis or reducing confidence in healthcare. Thomas and Haskins (2024) suggest that to attain fairness, the NHS needs to address systemic imbalances that impact ethnic minority populations. These findings demonstrate the embedding of healthcare disparities throughout service delivery, organisational structures and professional practice.
Culture also affects health care seeking and help seeking. Black women may avoid screening programmes or delay treatment due to fear of cancer diagnosis, treatment, stigma or healthcare provider mistrust (Joseph-Salisbury, Connelly and Wangari-Jones, 2023). Culturally inappropriate health promotion initiatives and the lack of Black women’s presence in breast cancer awareness campaigns may potentially dilute public health messaging. These barriers highlight the need for culturally appropriate person-centred care that considers community diversity.
The statistics suggest that increased breast cancer mortality in black women cannot be explained merely by biological differences. Instead, mortality at all stages of the patient journey is driven by socioeconomic hardship, poor access to healthcare and structural inequality. Healthcare, public health and social policy should be aligned to improve early diagnosis, provide equitable access to high quality care and reduce ethnic inequalities in UK breast cancer outcomes.


Critical Evaluation, Implications for UK Practice, Strengths and Limitations of the Evidence, Research Gaps, and Concluding Synthesis
This scoping review highlights the reasons for the increased breast cancer mortality in Black women in the UK. The investigated studies use large, population-based datasets improving dependability and generalisability. Gathani et al. (2021a; 2021b) reported ethnic differences in tumour characteristics and treatment patterns, analysing data from over 100,000 English women. Morris et al. (2015) and Jack et al. (2014) have studied survival and screening uptake in diverse populations using large cohort studies. These investigations reaffirm the continuity of the themes and demonstrate that ethnic inequalities still exist along the breast cancer care route.
Despite these strengths, the evidence base has several weaknesses. Most research is observational; hence ethnicity and breast cancer mortality cannot be conclusively related. The research reviewed indicate connections between tumour characteristics, uptake of screening, socio-economic deprivation and mortality although numerous variables interact and cannot always be controlled for. Some research employed frequently collected healthcare data that may be missing ethnicity, socioeconomic status or patient experience information, introducing reporting bias (Gathani et al., 2021b; Morris et al., 2015). Early evidence of aggressive tumour characteristics in British Black women was reported by Bowen et al. (2008a), although this was more than a decade ago and may not reflect current developments in diagnostic technology, treatment options and NHS service delivery.
This review also noted the paucity of qualitative research on the lived experiences of Black breast cancer patients as another problem. Quantitative research can reveal inequalities in survival and health care usage but cannot explain how cultural attitudes, communication, trust, and discrimination influence health care decision making. Joseph-Salisbury, Connelly, and Wangari-Jones (2023) argue that systematic racism and historical under-representation of Black communities in medical research have maintained inequities in healthcare knowledge and service delivery. Qualitative and mixed methods study would be helpful to understand barriers to help-seeking, screening and treatment adherence.
This review has substantial implications for health and social care in the UK. Healthcare staff should realise that Black women have varied requirements at various points along the cancer continuum and apply culturally relevant strategies. Awareness of breast cancer symptoms, participation in the NHS Breast Screening Programme and equal access to diagnostic services in black communities may help to prevent delays in diagnosis (Crosby et al., 2020; Hamilton, 2020). Healthcare organisations should also – also – increase workforce education on ethnic inequalities, improve representation in public health campaigns and validate risk assessment tools and emerging technologies such as genetic profiling and artificial intelligence across ethnically diverse populations to prevent widening disparities.
Future work should prospectively focus UK investigations on Black women’s breast cancer mortality related to biological, social and healthcare determinants. We also need to explore treatments to boost screening uptake, improve culturally appropriate communication and reduce diagnosis and treatment inequities. The involvement of ethnic minorities in clinical trials and genetic research may provide more evidence for personalised cancer care (Allen et al., 2023; Manchanda, 2024).
This scoping study demonstrates that biological, social and structural factors are more important than ethnicity alone in Black UK breast cancer mortality. “Diagnostic and therapy advances have improved breast cancer outcomes nationwide, but inequities persist. It is vital that health care providers, researchers, policy makers and communities work together to ensure breast cancer services are equitable, culturally appropriate and evidence based.
Conclusion and Recommendations
This comprehensive literature study synthesised five peer-reviewed publications that analysed the reasons for the increased death rate of breast cancer among Black women in the UK. The review showed that inequalities in mortality are caused by an interaction of biological, socio-economic and health care factors. Aggressive tumours were more common in black women, with higher grade and later stage malignancies, and a delayed diagnosis, less participation in breast screening and healthcare inequities increased risk of poorer outcomes. The results also found that ethnic differences in breast cancer survival are down to socioeconomic deprivation, cultural attitudes and inequalities in the healthcare system (Morris et al., 2015; Joseph-Salisbury, Connelly and Wangari-Jones, 2023).
The National Health Service has improved early detection and cancer care through Rapid Diagnostic Centres and improved referral routes, but inequities remain for Black women (Crosby et al., 2020; Dolly et al., 2021). Thus, therapeutic discoveries must be coupled with social determinants of health and equitable access to high-quality care in order to reduce breast cancer mortality.
Future research should focus on large-scale longitudinal studies of biological risk factors, health care access and socio-economic circumstances in ethnically diverse UK populations. More qualitative research is needed on the lived experiences of Black women, especially in terms of screening, diagnostic and treatment hurdles, in order to design culturally sensitive treatments (Joseph-Salisbury, Connelly and Wangari-Jones, 2023).

Healthcare companies should offer improved culturally competent care through enhanced professional education on ethnic health inequities, more Black women in breast cancer awareness programs and increased community involvement to encourage screening participation. Breast cancer risk assessment methodologies and new technologies, such as genetic profiling and artificial intelligence, need to be verified in varied ethnic populations to ensure inequities are not worsened. Researchers, politicians, health professionals and local communities need to work together to reduce Black women’s breast cancer mortality to ensure UK breast cancer services are equitable, evidence-based and responsive for all women.
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