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the Health Care Continuum
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Key ISSUES:

Wihat pepulatiens suifer with the
heaviest cancer burden?

The Discovery/Delivery Disconnect in
the War on Cancer

What are the principal determinants
of cancer: disparities?



Key ISSUES:

Whe are the peor and the uninsured?

Wihat IS the'meaning of race? \WhoIs
plack?

Wihat Is Patient Navigatien?

FHoW: can We  reduceror eliminate
Cancer adisparities?



Disease always 0ecurs Within a
context
Of human circumstances
Including ecenemic status, social
pPoSItien, culture, and envirenment.

These human circumstances are
determinants of
survival, and guality of life.



LLife Expectancy. at Birth — USA
(197 0-2003)
(ChE/National Center for Health

Figure 2. Life expectancy by race and sex: United States,
1970-2003
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SEER Incidence and US Death Rates®

All Cancer Sites, Both Sexes
Joinpoint Analyses for Whites and Blacks from 1975-2007
and for Asian/Pacific Islanders, American Indians/Alaska Natives and Hispanics from 1992-2007

Incidence Mortality
Rate per 100,000 Rate per 100,000

10Uz YIS

sonsnEg

600 600
7 White
4 Black
500 N 500
g oo A
AAEES O AI/AN®
400 }=ET e T Hispanic 4 400
s R
"**“1:-4%-&"?@4“L =
300 300
.1 r e - :.
200 200 peeanEEa e St ar ttaa
{ £ $rn #\b\ S
’%w—‘ﬂf g
100 100 .y
U||i|||||||||l||[|]||||[||||[rrr 0‘IIlIIlIlIlIlIIIIfIlIIIIIIIllIII
1975 1980 1985 1990 1995 2000 2007 1975 1980 1985 1990 1995 2000 2007
Year of Diagnosis Year of Death

Source: Incidence data for whiles and blacks are from the SEER 9 areas (San Francisco, Connecticut, Detroit, Hawaii, lowa, New Mexico, Sealile, Utah, Atlanta).
Incidence data for Asian/Pacific Islanders, American Indians/Alaska Natives and Hispanics are from the SEER 13 Areas (SEER 9 Areas, San Jose-Manterey, Los Angeles, Alaska Native
Registry and Rural Georgia). Mertality data are from US Mortality Files, National Center for Health Statistics, CDC.

& Rales are age-adjusted to the 2000 US Sid Population (19 age groups - Census P25-1103).
Regression lines are calculated using the Joinpeint Regression Program Version 3.4.3, April 2010, National Cancer Institute, Joinpoint analyses for \Whites and Blacks during the
1975-2007 period allow a maximum of 4 jeinpoints. Analyses for other ethnic groups during the period 1992-2007 allow a maximum of 2 joinpoinis.

b API = Asian/Pacific Islander.

S AI/AN = American Indian/Alaska Nalive. Rates for American Indian/Alaska Native are based on the CHSDA(Confract Health Service Delivery Area) counties.

d Hispanic is not mutually exclusive from whites, blacks, Asian/Pacific Islanders, and American Indiansfalaska Natives. Incidence data for Hispanics are based on NHIA and exclude cases
from the Alaska Native Registry, Mortality data for Hispanics exclude cases from Connecticut, the District of Columbia, Maine, Maryland, Minnesota, New Hampshire, New Yark,
North Dakota, Oklahoma, and Vermont,
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ihe “\Var on Cancer”
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The Discovery-Dellvery.
[DISCONNECGHE
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Critical Disconnect

TRIS dIscovery toraellvery.
“adisconnect” IS a key determinant
of the unegual burden of cancer.

\/oices of a Broken System: Real People, Real Problems, President’s Cancer Panel, Freeman,
September 2001



There Is a need te distinguish
pPEBWEEN theimeanings: ol

Class' (ecenomic status)
Culture

Race

Social Injustice



The Meaning ol PoVerty

Supstandard heusing

Inadeguate Information and
Knowledge

RIsk-promoting lifestyles, attitudes,
and ehaviers

Diminished access to health care




The Meaning of Culture

Shared communication system

Similar physical ana secial
envirenment

Common beliefs, values, traditions,
anc
Word view

Similar lifestyles, attitudes, anad
Penaviers
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Freeman, HP, Cancer in the Economically Disadvantaged, CA, July 1 Supplement, 1999. Presented at the American College
of Surgeons/American Cancer Society Workshop on Quality Assurance in Cancer Care, 1988, published Cancer, 1989



PoO Americans have: a
10 te 15% lower
5 yeal: cancer suivival
compared to) other Americans:



the Poor and Uninsured

43M (1426) American are
POOL.

50M (1.62%6) Americans are
UnInsSuUrea.

2010 U.S. Census Bureau Report



\VVherare the' poeor?



PoVerty, Rates by Race and Hispanic Origin:
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VWheNS Uninsured?



Percent off People Without Health Insurance
Coverage by Race and Hispanic Orgin
Percentages or 20471 and 2012
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The Meaning of Race

WHho! IS Black?



The “One brop
Rule”

Black—The American Definition

ldentifies as hlack anyene With even
ene black ancestor, nermatter hoew.
[emote, and regardless: ef physical

appearance.

Gunnar Myrdal
Soclelogist, 1944



EInGAINGS! ol 1OM ReEPOKE 6N
Unegualiireatmenit, 2003

Bias, stereotyping, prejudice, and
clinical Uneertainty on: the part
of healthcare providers: may
contribute to racial and ethnic
disparities In healthcare.



Bach, NEIMS 1999

Black patients were: stbstantially 1ess
likely than Whlte patients torhave: thelr
noen-smallrcell ltng; cancers surgically:
remoyved. (The rate of SUrgery Wwas
12,7 percentage points lower: for black
patientsithan for white patients)...five—
yealr sunrvival fer blacks was; 26.496 Vs.
34.1 percent for whites...



Report to the Nation en Cancer
andithePoor,

FINAINGS
> POOI people meet significant barrersiwhen: they

attempt to seek diagnesis and treatment of
CanCcer.

> POOr people often do not even seek care. If they.
cannot pay for It.

> POOI pPeople experience moere pain, suffering,
and death because of late stage disease.

American Cancer Society 1989



Report to the Nation en Cancer
and the'Poor

FINAINGS
> [Fatalismi albolt cancertis prevalent among the
PO and prevents them from seeking| care.

> Poor people andithelr familiessmust make:
extraordinary and persenal sacrifices; terehtain
and pay fer care.

> Clent cancereducation’programs ane. culttirally
Insensitive and Ilrrelevant ter many: people.

American Cancer Society 1989



There s a critical windew: of
OpPPOLtUNItY tersave; lives firom
CANCE REWWEER  the pPeInt ol an
InItial stuspicious finding and the
[eselution of the finding vy
fUurther diagnosis and: timely
treatment.



Patient Navigation \Model

[OutreachJ [Patient Navigatiorﬂ [Rehabilitatiorﬂ
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RPatient Navigation acress the
HealthrCarerContintivim:-

Patient Navigation
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National Legislation autherzing
RPatient Navigation Program

Signed inte law
June 29, 2005

"Patient
Navigator
Outreach and
Chronic Disease
Prevention Act of
2005"

P.L. 109-18




FUnding for Patient Navigation

_ NCI 9 Demonstration Sites
1 CMS 6 Demonstration Sites

_ Health Resources and Services
Administration 6 Demonstration Sites

1 American Cancer Society
1 Susan Komen Foundation
1 Avon Foundation

1 Pfizer Foundation

. Amgen Foundation



American College off SUKgeons
Commission en Cancer

Cancer Program Standares: 204.2:
Standard: 3.1

American College off SUKGEORS
Commission on Cancer mandated that
Patient Navigation IS te e’ a standard
Of care to)loe mer by cancer programs

seeking approvalibeginning 2015



Affeordable’ Care AGt

The ACA reguires that states
Utilize' patient navigaters to
facilitate access to health
IASUrance coverage: for
UnRinsured individuals:



FIOW: Gani\We
eliminhaterhealith
dispanities?



Wermust apply What we
KAOW. &t any. given: tme:to
A/l people; Irrespective of
thelr anility te pay.

Freeman, HP, Can thE m ally Disadva tgdCAJIy1SppIm nt, 1999. Presented at the Am n College
of Surgeo ns/Amer C S ciety Workshop on Quality Ass n Cancer Car 1988pbl shed Can 1989



Provideunnversal
aceess toe health
care.



Delineate and target geographic
alreas With excess Cancer
moertality, with an Intense

approach te: providing: culttrally

[elevant education, appropriate

ACeess| o screening, diagnesis
and treatment, and Improvea
soclal SUpPpPort.



Create a high level of
awareness: among medical
trainees anad professionals

regarding their role in

eliminating vias In medical care
delivery.



Provide persenal assistance to
eliminate barrers to timely
care across the entire health
care continuum N UNnderservead
communIties.



Einalshetghits



DiSparities: i cancer are
caused by the complex
Interplay of low econemic
class, cllture; anad secial
Injustice, With poverty playing
the dominant role.



There Is evidence that race, In
and of itself, Is a determinant
of the level of health care
[ecelved.



There Is a need to disentangle
the secial and pelitical
meaning of race from
assumptions akout It's

piclegical meaning.



Health disparities exact an
extraordinarily high
AUMan cost anad'a
significant ecenomic cost
0 thiS' nation.



Kheowing istnoet enotighswe
mMUSE apply.

“Willing'Is not eneugn;
We must de.”

Johann ven Goethe



The Unequal burden of disease: in
EUIF Seciety IS a challenge to
science and a moral dilemmarfor
OUIF nation.



A New Paradigm! te Reduce
Hlealth DISpakities

Biomedical Science

Civil & Social Sciences &
Human Rights History

Freeman, HP, 2005



“WWhat you see
depends on
Where you stand.”

Albert Einstein
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