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Although healthcare disparities, particularly in surgery

and cancer, have been abundantly described, potential

solutions have been lacking. Aptly presented by Lee and

colleagues in this issue of the Annals of Surgical Oncology,

disparities can occur anywhere along the patient care

continuum.1 Because of the numerous sources of health-

care disparities, a concerted effort is needed to

successfully mitigate them.2,3

Lee and colleagues highlight three interconnected

sources of healthcare disparities within the context of

cancer: obtaining healthcare access, provider-level factors,

and patient-level factors. Using the National Cancer Data

Base, the authors investigated whether the differences in

receipt of neoadjuvant therapy and survival for adolescents

and young adults (AYAs; aged 15–39 years) with clinical

stage II–III rectal cancer were associated with race and

ethnicity (non-Hispanic white, Hispanic, black, and others).

They discovered that nonoperative management occurred

most frequently in blacks (22.4 %) and Hispanics (21.6 %)

compared with non-Hispanic whites (12.3 %; p\ 0.0001).

On multivariable analysis, insurance coverage rather than

race/ethnicity was associated with undergoing surgery.

Similarly, neoadjuvant therapy was omitted more fre-

quently in blacks (37.9 %) and Hispanics (42.2 %)

compared with non-Hispanic whites (27.9 %; p\ 0.05).

On multivariable analysis, both insurance coverage and

race/ethnicity were associated with receipt of neoadjuvant

therapy. On multivariable survival analysis, lack of insur-

ance [hazard ratio (HR) 1.71, 95 % confidence interval

(CI) 1.08–2.70] and having government insurance (HR

1.86, 95 % CI 1.33–2.59) not race/ethnicity were most

significantly associated with poorer survival. Taken toge-

ther, the data argue that socioeconomic status, rather than

sociodemographic status, account for the survival differ-

ences in this AYA population.

Disparities can occur before care is delivered, otherwise

known as disparities in access. Workforce shortages in

underserved areas, lack of health insurance coverage, and

geography may affect disparities in access to some degree.

As Lee and colleagues noted, difficulties in accessing care

can lead to delays in treatment. Because AYAs with stage

II and III rectal cancer are rare, their care certainly warrants

the expertise of specialized treatment centers and physi-

cians. Regionalization of specialized oncologic care

remains an area of great debate in the United States and

legislation mandating the centralization of care to certain

hospitals has yet to be enacted.4 Other policies at state,

national, and payer levels have influenced whether patients

can obtain access to care, particularly through health

insurance coverage. Expanding health care access was the

primary motivation for the Patient Protection and Afford-

able Care Act. Indeed, the law’s provision allowing young

adults to stay on a parent’s insurance plan until age

26 years resulted in an additional 2.3 million insured in

2010.5 The Children’s Health Insurance Program (CHIP)

also has been reauthorized twice, most recently by the

Medicare and CHIP Reauthorization Act (MACRA) of

2015. MACRA extended funds for CHIP for two additional

years totaling $39.7 billion with no major structural pro-

gram changes.6 Coverage is important, but whether
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coverage meaningfully influences patient outcomes is of

greater concern. These efforts, nevertheless, may represent

a solution for this type of healthcare disparity.

Disparities can also occur after access is obtained. The

physician’s unconscious biases, communication skills, and

degree of cultural competency can all influence whether a

patient undergoes and completes treatment. This is vitally

important in cancer where treatment is inherently multi-

modal and can last from months to years; vulnerable

patients are at risk of being lost during the journey. Using

patient navigators assigned specifically to certain at-risk

populations could be a potential solution. Expanding par-

ticipants in the multidisciplinary conference or creating

separate multidisciplinary conferences focused on disparate

groups could potentially ensure the equitable delivery of

care. For instance, a multidisciplinary conference that

includes social workers, occupational therapists, speech

therapists, and geriatricians could be created to specifically

address the needs of the elderly patient. These multidisci-

plinary conferences already occur to coordinate care of

medically complex patients in other fields, such as

in transplantation; could they not be a model to address

disparities?

Data from national registries and other hospital-level

processes could be used to evaluate physician-specific

trends and outcomes. If a surgeon’s poor outcomes seem to

magnify disparities, then the surgeon could be approached.

Flags or alerts within the electronic health record display-

ing a patient’s particular risk factors for disparate care and

what hospital resources are available to mitigate those

issues might prove useful. For instance, alerts could display

any combination of the patient’s age group, insurance

status, frequency of emergency room visits in the past

6 months, frequency of missed clinic visits in the past

6 months, zip code-level data on income or education, the

patient’s driving distance to clinic, or the patient’s mode of

transportation to clinic visits. Objective data can uncover

and bring to light any unconscious biases held by

physicians.

Physician education on communication skills and cul-

tural competency also could help to alleviate disparities.

For instance, fertility and body image concerns may be

particularly important for the AYA population.7,8 Educat-

ing physicians about fertility preservation options or

educating surgeons on how to approach AYAs about life

with an ostomy after rectal cancer surgery are viable

solutions. These patient-physician communication skills

should be instilled during medical school, reinforced dur-

ing residency training, and maintained during our

professional careers. It is not enough to simply explain

what an ostomy is. Much more important is how a physi-

cian explains the impact of an ostomy on a patient’s future.

Physician extenders or other healthcare professionals also

could fulfill this role; an ostomy nurse is invaluable in

aiding a patient’s adjustment to and coping with a new

ostomy. Whatever the means, physicians must understand

the perspectives of the patient to ensure patient-physician

concordance.

These solutions all presuppose an adequate under-

standing of the disparate patient populations. Certainly, we

understand age, language, nationality, socioeconomic sta-

tus, degree of education, and other objective

representations of disparities. For example, being an AYA

is in its own right a disparity. AYAs have specific needs, as

Lee and colleagues have mentioned, that are currently not

being met, such as a lack of available treatment options and

insufficient cancer education.9 Additional research funds

targeting the AYA population will help to address those

unknown treatment options. Patient awareness and educa-

tion campaigns through social media venues might address

these deficiencies, such as via Facebook� groups,

PatientsLikeMe�, or other online communities.10,11 How-

ever, other less tangible patient-level factors might include

health behaviors, expectations of treatment, perceptions of

disease, decision-making processes, lifestyle, and engage-

ment in care. Significant research has been accomplished

within the arenas of qualitative and survey research to

capture the patient voice in this respect, and we must now

utilize that information.12 Could patient-reported outcome

measures be used for quality improvement purposes and

help close the disparities gap?

The study by Lee and colleagues showcases three

dimensions of disparities: access, provider factors, and

patient factors. A better understanding of how AYAs cope

with cancer diagnosis and treatment, how they and their

families make treatment decisions, how providers mediate

the decision-making process, and how AYAs obtain access

to care is certainly warranted. While these causes are being

uncovered, we must move towards solving healthcare dis-

parities using the tools we currently have available.

Otherwise, we will continue to describe them.
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