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Abstract 
Introduction: Prostate cancer death rates in the U.S. and in South Carolina (SC) are twice as high among Black men as t hey are 
among White men. In response, the Medical University of SC Hollings Cancer Center developed the SC Prostate Cancer 
Education and Navigation to Screening Program for African American Men (SC AMEN Program) . 

Methods: The SC AMEN Program included a one-hour, evidence-based prostate cancer educational session. To recruit 
participants, the investigators employed a convenience sample strategy, in w hich community champions volunteered to host the 
SC AMEN sessions in trusted community venues and recruited the participants for each session. A pre-test survey assessed 
prostate cancer knowledge using the validated PROCASE Knowledge Index. A post-test survey was administered following the 
educational session, after which participants were navigated by telephone over the next three months to schedule an ap­
pointment to discuss prostate cancer screening with a clinician. 

1 Department of Public Health Sciences, College of Medicine, Medical University of South Carolina, Charleston, SC, USA 
2Hollings Cancer Center, Medical University of South Carolina, Charleston, SC, USA 
3Department of Biological & Physical Science, South Carolina State University, Orangeburg, SC, USA 
41nstitute of Psychiatry, Medical Unive rsity of South Carolina Health, Charleston, SC, USA 
5Bethel African Methodist Episcopal Church, Huger, SC, USA 
6School of Science, Technology, Health, and Human Services, Voorhees University, Denmark, SC, USA 
7Honors College, College of Charleston, Charleston, SC, USA 
8College of Medicine, Medical University of South Carolina, Charleston, SC, USA 
9 Burke High School, Charleston County School District, Charleston, SC, USA 
10Department of Urology, College of Medicine, Medical University of South Carolina, Charleston, SC, USA 
11 Department of Family Medicine, College of Medicine, Medical University of South Carolina, Charleston, SC, USA 
12Department of Academic Affairs, Medical University of South Carolina, Charleston, SC. USA 
13Healthy Me-Healthy SC, Medical University of South Carolina and Clemson University, Charleston, SC, USA 
14Lee H. Moultrie and Associates, LLC, North Charleston, SC, USA 
15Ferguson Dental Associates, Charleston, SC, USA 

Corresponding Author: 
Marvella E. Ford, PhD, Hollings Cancer Center, Medical University of South Carolina, 86 Jonathan Lucas Street, Charleston, SC 29425, USA 
Email: fordmar@musc.edu 

~ ~ ~ Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons i:,.':f'_\R Attribution-NonCommercial 4.0 License {https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use, 
reproduction and distribution of the work without further permission provided the original work is attributed as specified on the SAGE and 

Open Access pages (https://us.sagepub.com/cn-us/nam/open-acccss-at-sagc). 



2 Cancer Control 

Results: The 568 participants included Black (97.0%), American Indian/Alaska Native (0.9%), Asian (0.2%), Native Hawaiian o r 
Ocher Pacific Islander (0.2%), and White (0.2%) men, with 3.0% reporting Hispanic/Latino ethnicity. Age ranged from 40-
69 years; 7.6% had less than a high school education, 35 .7% completed high school, 18. I% completed some college, and 36.3% 
were college graduates. In the multivariable model, controlling for age. insurance status, and educational level, no statistically 
significant difference in the change in prostate cancer knowledge scores from pre-test to post-test was observed. Among the 
568 SC AMEN Program participants, 475 par ticipants (83.6%) either completed a prostate cancer screening (n = 266; 46.8%) or 
have scheduled a screening appointment (n = 209; 36.8%). The remaining 24 participants (4.2%) continue to be navigated to a 
screening appointment, and 69 ( 12.2%) have refused navigation. 

Conclusion: The SC AMEN Program fostered the study participants' appointments with a clinician to discuss their prostate 
cancer risk and need for screening. 

Plain Language Summary 
Black m en are twice as likely to die of prostate cancer than White men. This is true both in t he U.S. and in South Caro lina 
(SC). To address th is issue, the Medical University of South Carolina Holl ings Cancer Center developed the SC Prostate 
Cancer Education and N avigation to Screening Program for African American Men (SC AMEN Program) . The program is a 
community- engaged, statewide in itiative. In the SC AMEN Program, community leaders recruited ocher Black men to the 
program. This recruitment method led to greater trust in the SC AMEN Program team. The one-hour educational sess ions 
took place in trusted community venues, such as churches and community centers . At the start of each session, the SC 
AMEN Program t eam thanked the men for participating and for everything they do co support their families and 
communities. Th en, a baseli ne survey was administered to assess each participant's level of prostate cancer kno wledge. At 
the end of each session, participants completed a post-test and received a $50 gift card. A pat ient navigator was assigned to 
each participant and called him for the next three months to he lp guide him to a clin ical appointment wh ere he could 
discuss prostate cancer screening with a c linician. After the three -month assessment, each part icipant rece ived another 
$50 gift card. The results show that among the 568 SC AMEN Program partic ipants, there were no significant increases in 
prostate cancer knowledge from pre-test to post-test. However, 475 participants (83 .6%) either completed a prostate 
cancer screening (n = 266; 46.8%) or scheduled a screening appointment (n = 209; 36.8%). The remain ing 24 partic ipants 
(4.2%) continue to be navigated to a screening appointment, and 69 ( 12.2%) have refused nav igation . T he SC AMEN 
Program see med to be effective in he lp ing Black men to talk with a clinician about their prostate cance r r isk and the need 
for screen ing. 
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Received: May I 0. 2025; revised: July 15, 2025 ; accepted: July 17, 2025. 

Introduction 

Prostate cancer is the mos t common cancer d iagnosis 
among men and is the second highest cause o f cancer death 
among men in the United States (U.S.) . 1 It is estimated that 
in 2025, there w ill be 3 13 780 new diagnoses of p rostate 
cancer in the U.S ., w ith an estima ted 35 770 prostate cancer 
deaths. 1 

The U.S. has sta rk rac ial disparities in prostate cancer 
incidence and morta lity. The prostate cancer incidence rate 
was 70% hig her fo r Black men than for W hite men in South 
Carolina fro m 20 17-202 1.2 Black men are 2. 1 t imes more 
li kely lo die from prostate cancer compared to White men. 
Black men typica lly are d iagnosed at more advanced stages 
and with higher prostate-specific antigen (PSA) levels at 
presentation compared to any other r:icia l group.' These rac ial 
disparities in prostate cancer incidence and morta lity are also 
seen in South Carolina, as displayed in Figures I and 2.2 

Low Prostate Cancer Screening Rates in South Carolina 

Despite Black men experiencing higher prostate cancer incidence 
and mortality rates, PSA screening prevalence is lower when 
compared to White men in South Carolina from 20 19-2020, as 
shown in Figure 3.4 P rostate cancer screening rates in South 
Carolina are low and decreased from 46% in 2014 to 32.8% in 
2020.5 If this downward trajecto1y continues lo occur, the 
prostate cancer death rates in South Carolina will continue to 1ise. 

To address the d ispari ties in prostate cancer mortality and 
improve screening rates, the South Carolina Prostate Cancer 
Education and Navigation to Screening Program for African 
American Men (SC AMEN Program) was developed in 
202 1 by the Medical Univers ity of South Carolina Holl ings 
Cancer Cen ter. The goal o f the SC AMEN Program was to 
increase the number of Black men in South Carolina, ages 40-
69 years, who received prostate cancer sc reening in accor­
dance wi th cuITen t evidence-based prostate cancer screening 
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Figure I . Prostate Cancer Incidence Rates by Race, South Carolina, 
2017-202 1 

guidelines. The Am erican Cancer Society guidelines6 state 
that men who are at high risk of prostate cancer, such as Black 
men, should be screened annually or every 2 years starting at 
the age of 45 years, depending on the results . 

The SC AMEN Program included a one-hour prostate 
cancer educational session followed by coordination with a 
navigator to address barriers to receiving prostate cancer 
screening for the three-month period following the educational 
session. The SC AMEN Program is funded by the TD 
Charitable Foundation. 

Catchment Area 

The catchment area of the SC AMEN Program was the 
ent ire state of South Carolina. In 2024, the population of 
South Carolina was 5.48 million people. 7 Twenty-six 
percent of the population is Black, 69.0% is White, and 
2. 7% are o ther racial groups (ie, Asian American, American 
Indian/Alaska Native, or Native Hawaiian/Other Pac ific 
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Figure 2. Prostate Cancer Mortality Rates by Race, South Carolina, 
201 7-202 1 
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Figure 3. Prevalence of PSA T est W ithin Last Two Years for Men 
Aged 40+ Years by Race, South Carolina, 201 9-2020 

Islander). 7 The percentage of the South Carolina population 
living in poverty in 2024 was 13.9%.7 

Among men of all ages, the prostate cancer incidence rate 
from 20 I 7-2021 was 113. 2 and 111 . 7 (per I 00 000 population) 
in the U.S and South Carolina, respectively.~ From 20 18-2022, 
the prostate cancer mortality rate (per 100 000 population) 
among men of all ages was 19.0 in the U.S. and 20.8 in South 
Carolina.R 

Among men ages 50 years and older, the prostate 
cancer inc idence rate from 20 I 7-2021 was 400.3 and 
393.2 (per l 000 000 population) in the U.S. and South 
Caro lina, respective ly. 8 From 20 18-2022 , the pros tate 
cancer morta lity rate (per I 000 000 population) among 
men ages 50 years and o lder was 68.6 in the U.S. and 
75 .0 in South Carolina.8 As shown above, South Caro lina 
had a s ignificantly higher prostate cancer mortali ty rate 
among men ages 50+ years as compared with the nationa l 
rate for th is group. 

Institutional Review Board Review 

The Medical University of South Carolina (MUSC) Institutional 
Review Board reviewed the protocol for the SC AMEN Program. 
The program was detem1ined to be a quality improvement study 
rather than a Human Subjects Research study. 

Methods 

Overview 

The SC AMEN Program had three specific aims . The firs t 
aim was to deliver prostate cancer educational sessions at 
several community locations in South Carolina with a focus 
on increasing knowledge about prostate cancer risk factors 
among B lack men. The second aim was to provide 
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Figure 4 . The SC AMEN Program Aims 

navigation assistance for the participants following each 
prostate cancer educational session to address barriers re­
lated to scheduling an appointment to discuss prostate 
cancer screening. The third aim was to administe r a three­
month follow-up survey to each program participant to 

Social 
Determinants 

of Health 

AMEN Program 
Participant 

Cancer Control 

assess prostate cancer screening behavior (Figur..: 4). The 
study design of the SC AMEN Program was a pre-tcst/post­
test design with no control group. To recruit participants , 
the investigators employed a convenience sample strategy, 
in which community champions \·olunteered to host the SC 
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Fig ure 5. Social Determinants of Health and Biological Factors' Influence on Rural Prostate Cancer Disparities 
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Figure 6. Prostate Cancer Mortality Rates by County in South Carolina, 20 18-2022 

AMEN sessions in trusted community venues and recruited 
the participants for each session . 

The educational sessions in the SC AMEN Program in­
cluded information related to the biological factors, including 
the genetic aspects of prostate cancer, as well as content 
linking the social determinants of health to prostate cancer. 
Figure 5 displays the ro les of several different social deter­
minants of health and biological factors (modifiable and 11011-

modifiable) and their contributions to health disparities. These 
factors were discussed during each SC AMEN educational 
session. 

Strategy 

The strategy used for Specific Aim I included a one-hour prostate 
cancer educational session delivered by MUSC Hollings Cancer 

Center community health educators (CHEs). The CHEs worked 

with undeITepresented communities of South Carolina to provide a 
tailored prostate cancer educational trnining program. 

The CHEs also worked with the MUSC Hollings Cancer 
Center 's data visualization teams to identify areas of the state 
with the highest prostate cancer mortality rates from 2018-
2022 (Figure 6) and the lowest prostate cancer screening rates 

from 201 7-2021 (Figure 7).R These areas then became the 
high-priority focus areas of the SC AMEN Program. 

The CHEs worked with community partners who recrnited 
Black men for each prostate cancer education session. Partners 

included the South Carolina Cancer Alliance, ZERO Prostate 
Cancer, Trident Urban League, and South Carolina State 
University. 

The SC AMEN Program also pmt nered with the Seventh 
Episcopal District of the African Methodist Episcopal Church 
in South Carolina, which has included the MUSC Hollings 
Cancer Center in their official Health Ministry Plan. The SC 
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AMEN Program staff collaborated with health ministry 
leaders of the African Methodist Episcopal Church to draft and 
plan prostate cancer education sessions at several African 
Methodist Episcopal churches in South Carolina. The SC 
AMEN Program also worked with other rel igion-based 
groups, such as churches in the South Carolina Baptist As­
socia tion, to reach men or other religious denominations. 

Each educational session included a pre-test and a post-test 
survey. The surveys included the I 0-item Prostate Cancer 
Screening Education (PROCASE) Knowledge Index, which was 
developed in a sample of male patients aged 50+ years receiving 
p1imary care at four pa1ticipating Veterans Affairs Medical 
Centers in the Midwest.9 The goal of the pre-test and post-test 
survey was to assess knowledge on prostate cancer, symptoms, 
and diagnostic testing. Each pa1ticipant received a $50 gift card 
as an incentive after completing the session. The key outcome for 
Specific Aim I was to increase prostate cancer knowledge of the 
SC AMEN Program participants. 

The strategy for Specific Aim 2 was to address the social 
factors conttibuting to individual, organizational, economic, and 
sociocultural barriers of Black men in receiving prostate cancer 
screening. This aim included patient navigators, who assisted the 
pa1ticipants in identifying conummity, health system, and per­
sonal resources to overcome these baniers to care. 

Patient navigation is an evidence-based approach im­
plemented to reduce cancer health disparities by identifying 
resources to address baniers to care related to the social deter­
minants or health. Dr Harold P. Freeman created one of the first 
patient navigation programs in 1990 to help women navigate the 

• cl ,c II 10 II p • process of breast cancer screenmg an 10 ow-up care. • at1ent 
navigation is based on adult learning, social cognitive, and social 
support theory/competency evolution and is a banier-focused 
intervention designed to ensure timely/efficient access to needed 
health se1v ices. 12 Navigators focus on case identification, ad­
dressing individual ( eg., rear and anxiety). organizational ( e.g., 
limited/lack of knowledge of screening locations/hours), eco­
nomic (e.g., transpo1tation and insurance), and sociocultmal (eg, 
mistrnst of the health care system) baniers to care, and im­
plementing a care plan. 11 ,13-15 Patient navigation interventions 
have been e!Tective in navigat ing patients to cancer screening. 
tluough the diagnostic workup and resolution process, and 
through cancer tt·eatt11ent. 16-1x Since lack of access to specialty 
care is a healthcare dispmity that dispropo11ionately affects Black 
and rural populations, patient navigation interventions can po­
tentially reduce multifaceted bani ers to care and improve receipt 
of optimal screening and fo llow-up care. 19-21 

fn the SC AMEN Program, the National Cancer fnsti­
tute's Patient Navigation Barrie r Checklist Form was uti­
lized to help recognize each barrier and create a 
personalized plan of action using resources in the com­
munity and social s upport se rvices. For example, the SC 
AMEN patient navigators often linked under- or unins ured 
participants with a Federally Qualified Health Center 
(FQHC) close to their homes to prov ide a medical home for 
the parti c ipants. The nav igators also addressed participants ' 
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transportation issues, mistrust o f th e healthcare system, 
mistrus t of providers, and fea r of pos itive test resu lts. 

The strategy fo r Specific Aim 3 involved surveying the 
program partic ipants 3 months after the post-educational 
session to assess each participant's prostate cancer screen­
ing status. The patticipants received another $50 gift card (in 
addition to the $50 g ift card they received for participating in 
Aim I) when they completed the three-month follow-up 
survey as an incentive. The key outcome of Specific Aim 
3 was the receipt of prostate cancer screening. 

Statistical Analysis 

Characteristics at pre-test arc presented as propo11ions or 
means (SD). Mean PROCASE Knowledge Index scores at 
pre-test and post-test were compared across sites and overall 
using paired t-tests . Multiple li near regress ion assessed var­
iables associated with the change in pre-test vs post-test 
PROCASE Knowledge Index scores with adjustment for 
age, educational level, and insurance status. Participants with 
missing data were excluded from the ana lysis. 

Results 

Table I shows demographic characte1istics of the 568 panici­
pants in the SC AMEN prostate cancer education screening 
project. The majo1ity of men were Black (97.0%). with Ame1ican 
Indian/Alaska Native (0.9%), Asian (0.2%), Native Hawaiian or 
Other Pacific Islander (0.2%), White (0.2%), and Hispanic/ 
Latino ethnicity (3.0%). A small number of pa1tic ipants were 
missing data on race/ethnicity due to not completing these Slnvey 
items. Patticipants' age ranged from 40-69 years with a mean 
(standard deviation, SD) age of 57 .6 ± 8.1 years. '11 tenns of 
education, 1.2% completed 8111 grade or less, 6.3% completed 
some high school, 35.7% were high school graduates or had 
passed the General Educational Development (GED) test, 18. 1 % 
had some college education, and 36.3% had college degrees. 
Regarding health insurance coverage, 8.6% of patticipants re­
poned they did not have insurance, while the rest of the par­
ticipants had some fonn of health insurance (these tended to be 
underinsured patticipants whose health insurance did not cover 
preventive care). Approximately 77.8% ofpa11icipants reported 
having a primary care provider. 

Tab le 2 shows the pre-test and post-test results o f the 
PROCASE Knowledge Index by site. Of the 39 sites, the 
partic ipants of seven different sites showed significant in­
creases in the ir pre-test to post-test scores. In total of all sites, 
the uni variable ana lyses showed that the average pre-test score 
(SD) was 6. 7 ± I .6 and post-test score was 7 .0 ± I. 9 (P < .00 I). 

Impact of the SC AMEN Program on Prostate Cancer 
Screening Behavior 

Since the program ·s inception in September 202 1, among the 
568 SC AMEN Program pa11icipants, 475 (83.6%) either 
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Table I. Demographic Characteristics of Participants in the SC AMEN Program 

Characteristic 

Age, mean ± SD 
Racea 

Black/African American 

American Indian/Alaska Native 
Asian 

Native Hawaiian or other Pacific Islander 
White 

Ethnicity" 

Hispanic/Latino 

Not Hispanic/Latino 
Education• 

S'h grade or less 
Some high school 

High school diploma or GED 
Some college 

College graduate 

Insurance status and coverage" 
No insurance 

Medicaid 

Medicare 

Military 

Individual plan 

Current o r former employer or labor union 

Current or former e mployer or labor union and other 

Current or former employer or labor union and medicare 
Current or former employer or labor union and military 
Military and medicare 

Military and medicaid 

Individual plan and o ther 

Individual p lan and medicaid 

Individual p lan and medicare 
Individual plan and military 

Indian health services 

Other 

Prostate cancer screening type 

Prostate-specific antigen (PSA) test 

Digital rectal examination (DRE) 
Both PSA test and DRE 

Primary care" 

Yes 

No 

Note: Age ranges from 40-69 years. 

AMEN participants N = S68, n (%) 

S7.6 ± 8. 1 

SS I (97.0) 

5 (0.9) 

I (0.2) 

I (0.2) 
I (0.2) 

17 (3 .0) 
S42 (9S.4) 

7 ( 1.2) 

36 (6.3) 

203 (3S.7) 
103 ( 18. 1) 

206 (36.3) 

49 (8.6) 

16 (2.8) 
101 (17.8) 

49 (8.6) 
56 (9.9) 

216 (38.0) 

I (0.2) 

4 (0.7) 

9 ( 1.6) 
6 ( I.I ) 
I (0.2) 

I (0.2) 

I (0.2) 

5 (0.9) 

2 (0.4) 
2 (0.4) 

21 (3.7) 

2 14 (37.7) 

62( 10.9) 

62 ( 10.9) 

442 (77.8) 

103 ( IS. I) 

' Information is missing on race for nine participants, ethnicity for nine participants, education for 13 participants, insurance status for 28 participants, prostate-specific 
antigen (PSA) test for 126 participants, digital rectal exam (DRE) for 62 participants, both PSA and DRE for 126 participants, and primary care for 23 participants. 

completed a prostate cancer screening (n = 266; 46.8%) or 
scheduled a screening appointment (n = 209; 36.8%). The re­
maining 24 participants (4.2%) continue to be navigated to a 
screening appointment, and 69 (12.2%) have refused navigation. 

Displayed in Table 3 are results of the multivariable Ii.near 
regression of the change in PROCASE Knowledge Index 
scores from pre-test to post-test controlling for demographic 
covariates. After adjustment for age, educational level, and 

insurance status, the difference in pre-test to post-test was no 
longer statistically significant in the multivariable model (P = 
.202). The F-statistic was 0.583 (P = .829). 

Discussion 

The South Carolina Prostate Cancer Education and Navigation to 
Screening Program for African American Men (SC AMEN 
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T able 2. Pre-Test and Post-Test Results of the PROCASE Knowledge Index by Site 

Site 

Agape Worship Center (n = 13) 

Alvin Community Rec Center (n = 13) 

Berea Baptist Convention Center (n = 13) 

Bethany African Methodist Episcopal Church (n = 13) 

Bethel African Methodist Episcopal Church (n = I 5) 

Beth lehem St. James United Methodist Church (n = 17) 
Central Baptist Church (n = 9) 
CHOICES Women's Center (n = 14) 

Christ is the Answer Seventh Day Adventist Church (n = 17) 
Day Dawn Baptist Church (n = 6) 

Favor Ministries (n = I I) 
First Calvary Baptist Church (n = 15) 

Forty-One Volunteer Fire Department (n = 25) 

Franklin United Methodist Church (n = 12) 

Greater St. John African Methodist Episcopal Church (n = 7) 
Greater Unity African Methodist Episcopal Church (n = 15) 

The Leroy 5. McCoy, Sr. HOPE Foundation (n = 20) 

Morris Brown African Methodist Episcopal Church (n = 7) 
Morris St. Baptist Church (n = 13) 

Mt. Moriah Missionary Baptise Church (n = I I) 
Mc. Pisgah Baptist Church (n = 9) 

Neighborhood Ambassadors (n = 51) 

Old Mt. Zion African Methodist Episcopal Church (n = 24) 

Palmetto Medical, Dental, and Pharmaceutical Association (n = 42) 

Providence African Methodist Episcopal Church (n = 3) 
The Royal Foundation (n = 17) 

Shiloh Seventh Day Adventist Church (n = 29) 

Solid Rock Seventh Day Adventist Church (n = 9) 

Springfield Missionary Baptist Church (n = 31) 

St. George Rosenwald School (n = 17) 

St. James Bethel African Methodist Episcopal Church (n = 4) 

St. Mary African Methodist Episcopal Church (n = 5) 

St. Stephen Missionary Baptist Church (n = 16) 
Trident Urban League (n = 15) 

Williams Chapel African Methodist Episcopal Church (n = I I) 
Wilton Community Center (n = 13) 

Young Men's Christian Association of Greater Charleston (n = 6) 
Total (N = 568) 

'2-sided P-value. b(P-value <.050). 

Program) was launched in September of 202 1 by the Medical 
University of South Carolina Hollings Cancer Center to address 
the dispropo11ionately high prostate cancer monality rates among 
Black men in South Carolina, which are nearly 2.5 times higher 
than d1ose among White men in the state.2 The program com­
p1ises 1lu·ee core components: a one-hour prostate cancer edu­
cation session, evaluation of pre- and post- session prostate 
cancer lrnowledgc, and three months of patient navigation to 
facilirnte prostate cancer screening. 

PROCASE knowledge index 

Point increase 
Pre-test score, Post-test score, from pre to 
mean± SD mean ± SD post-test score P-value" 

7.7 ± 1.2 6.9 ± 2.4 -0.8 .327 
6.4 ± 1.2 6.7 ± 1.7 0.3 .568 
6.5 ± 1.6 6.7 ± 2.3 0.2 .859 
5.9 ± 1.0 7.4 ± 1.4 I.S .0 !Ob 

7.2 ± 1.8 7.5 ± 1.5 0.3 .6 17 
7.0 ± 1.5 7.5 ± 1.6 0.5 .083 
6.6 ± 1.4 7.4± I. I 0.8 .086 
6.5 ± 1.8 7.3 ± 2.4 0.8 .363 
6.5 ± 1.3 6.5 ± 3.0 0 1.000 
7.3 ± 1.6 8.0 ± 1.7 0.7 102 
5.2 ± 2. 1 6 .1 ± 1.7 0.9 .148 
7.1 ± 1.4 6.9 ± 1.2 -0.2 .683 
7.0 ± 1.7 6.6 ± 1.8 -0.4 .2 10 
6.3 ± 0.9 7.6 ± 1.0 1.3 <.00 !b 
6.9 ± I. I 6. 1 "!: 1.8 - 0.8 .283 
5.4 ± 2.2 6.3 ± 1.6 0.9 . 155 
6.3 ± I. I 7.2 ± 1.3 0.9 .0 1 lb 
7.0 ± 1.8 8 .3 ± 0.8 1.3 .078 
7.9 ± I. I 7.8 ± 1.2 -0. I .844 
6.6 ± 1.7 7.3 ± 1.5 0.7 .046b 
7.3 ± 0.9 8.0 ± 0.9 0.7 .050 
6.6 ± 1.9 6.7 ± 2. 1 0. 1 .40 I 
6.3 ± 1.6 6.6 ± 1.9 0.3 .549 
7.5 ± 1.5 7. 1 ± 2.2 - 0.4 .180 
7.0 ± 0.0 9.0 ± 1.0 2.0 .074 
7.1 ± 1.5 8.2 ± 1.2 I.I <.00! b 
6.4 ± 2.2 7.2 ± 1.6 0.8 .045b 
6.2 ± 1.6 7.1 ± 1.4 0.9 . 154 
6.6 ± 1.6 6.9 ± 1.3 0.3 .313 
6.7 ± 1.4 7.5 ± 1.8 0.9 . 154 
5.3 ± 1.5 6.5 ± 1.3 1.2 .342 
6.0 ± 1.0 5.6 ± 2.3 - 0.4 .670 
62± 1.0 5.5 ± 2.0 - 0.7 .194 
7.3 ± 1.4 6.3 ± 3.6 1.0 .280 
6.8 ± 1.3 8.2 ± 0.8 1.4 .016b 
6.6 ± 1.8 7.0 ± 1.9 0.4 .445 
7.7 ± 0.8 7.7 ± 0.5 0.0 1.000 
6.7 ± 1.6 7.0 ± 1.9 0.3 <.00 lb 

The SC AMEN Program was designed to address mult iple 
factors conttibuting the elevated prostate cancer monality rate 
among Black men, including poor diet-characterized by high 
consumption of processed foods and red meat and low intake of 
fi11its and vegetables- and sedentaty lifestyles, panicularly 
prevalent in rnral areas.22

-
2
•
1 These behaviors may increase 

prostate cancer risk. and molecular difTercnces in tumor biology 
linked to these factors have been shown to conttibute to cancer 
disparities. For instance, Lowder et al demonstrated thar 
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Table 3. Multivariable Linear Regression Results of the Change in Pre-Test vs Post-Test PROCASE Knowledge Index Scores After 
Adjustment for Age, Education, and Insurance Status (n = 555) 

Unstandardized P-
Variable Coefficients Beta value 95% Cl 

Intercept 1.375 .202 (- 0.74 1-3.491) 
Age - 0.004 .755 (- 0.027-0.020) 

Insurance 

No insurance Reference 
Medicaid with or wit hout another insurance - 0.9 12 .106 (- 2.0 19-0.196) 
Medicare with or without another insurance - 0.034 .9 19 (- 0.683-0.615) 
Military with or without another insurance - 0. 146 .70 1 (-0.895-0.602) 
Individual plan or current or former employer or labor union, with or without other insurance - 0.270 .353 (- 0.840-0.30 I ) 
Indian Health services or other insurance 

Education 

8th grade or less 

Some high school, no diploma or less 

High school diploma or GED 

Some college, no degree 

College graduate 

variations in gene expression and tumor microenvi.ronrnent 
characteristics conllibute to differential prostate cancer outcomes 
among different racial and ethnic groups.'0 

The SC AMEN Program yielded promising results in 
encouraging screening discussions among Black men. These 
findings align with national data showing that targeted edu­
cational interventions can significantly enhance awareness and 
screening behaviors in high-risk populations.31 Bratt et ai3 1 

emphasize that while PSA-based screening can reduce pros­
tate cancer mortality, its effectiveness depends on informed 
decision-making and selective application- both of which are 
supported by education and navigation programs such as the 
SC AMEN Program.31 

Co1m1rnnity-based research further validates the SC 
AMEN Program's design. For example, Malika et ai32 found 
that B lack men often have significant knowledge gaps and low 
screening rates despite moderate awareness. Barriers such as 
lack of prov ider reco1m11endation, mistrust in the healthcare 
system, and limited access to culturally relevant infonnation 
were common. The SC AMEN Program's culturally tailored 
education and patient navigation components directly address 
these challenges and promote informed , proactive health 
behaviors. 

Other investigators have reported that communi ty-based 
interventions significantly improved prostate cancer knowl­
edge and screening rates among Black men, particularly when 
de livered through ll1.1sted community channels.33 This sup­
ports the SC AMEN Program's potential for scalability 
through pa1tnerships with barbershops and other community 
hubs, as previously demonsll·ated by Luque et al34 

The SC AMEN Program's focus on men aged 40 to 
69 years represents a younger age group than the U.S. 

0. 185 .714 (- 0.805- 1.174) 

Reference 

-0.794 .358 (- 2.490-0. 903) 
-0.72 1 .372 (- 2.307-0.864) 
- 0.5 12 .536 (- 2.135-1. 11 1) 
- 0.670 .411 (-2.270-0.930) 

Preventive Services Task Force (USPSTF) recommendation of 
55 to 69 years for the general population. However, the SC 
AMEN Program's age rage is aligned with USPSTF and 
American Cancer Society guidelines for screening high-risk 
populations for prostate cancer, and may promote earlier 
engagement in screening and improved outcomes in dispro­
po1tionately affected populations. 35 

The SC AMEN Program could be expanded in several ways. 
First, new patiners who engage with large numbers of Black men, 
such as barbers, could be integrnted. Luque et al34 evaluated a 
prostate cancer education inte1vention delivered in rmal bar­
bershops and found significant increases in knowledge scores 
among patticipating barbers (P < .03), suppo1ting the feasibility 
of this approach.34 Although the study was small, it se1ves as a 
proof-of-concept for future effmts.3-1 Second, the program could 
be extended to include men of all racial and etlmic backgrounds, 
pa1iicularly those in rural and medically underserved areas. Men 
in rnral regions have been shown to experience higher prostate 
cancer mmtality rates compared to their urban counterpaits.36

-
38 

Medically underserved men, regardless of race or ethnicity, also 
face poorer swvival outcomes.39 

The SC AMEN Program aligns with clinical prostate cancer 
screening recommendations for high-risk populations and with 
community-based prostate cancer screening evidence. It ad­
dresses critical gaps in knowledge and access and offers a 
replicable model for reducing prostate cancer disparities in 
underse1ved populations. Future iterations could consider ex­
panding to include other high-risk groups and incorporate 
mechanisms for ti·acking long-tenn screening outcomes. 

While the SC AMEN Program showed promising sho1t-te1111 
results, several limitations should be noted. The absence of a 
conll-ol group limited causal inference, and the modest 
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knowledge gains observed in univariable analysis were not 
statistically significant u1 multivariable models. Missing data and 
the lack of access lo c linical screening results further constra ined 
outcome evaluation. Additionally, the three-month follow-up 
may not re flect long-term screening adherence. Despite these 
limitations, the SC AMEN Program demonstrated strong com­
munity engagement and offers a replicable model for addressing 
prostate cancer disparities in high-risk populations. 

Conclusion 

The SC AMEN Program was successful in leading to im­
provements in receipt of prostate cancer screening. However, 
the work in the hig h-impact SC AMEN Program goes far 
beyond prostate cancer screening. It also guides the devel­
opment and implementation of cancer prevention, control, and 
treatment strategies focused specifically on Black men, which 
will ultimately create a framework for increasing health equity 
among other medically underserved, rural, and racially/ 
ethnically diverse populations. The SC AMEN Program 
and others like it wi ll be beneficial in decreasing the disparities 
in prostate cancer. 
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