
EDITORIAL – GLOBAL HEALTH SERVICES RESEARCH

Improving Access to Specialized Centers is Not Enough
to Mitigate Socioeconomic Disparities in Complex Oncologic
Surgery
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Disparities based on race, socioeconomic status, and

insurance status have been demonstrated in cancer care

across a multitude of cancer types.1–3 These disparities

have been manifested in a variety of different ways

including differences in access to care and presentation

status, postoperative outcomes, and survival. Despite

multiple scientific advances in cancer therapy, many dis-

parities persist, reminding us of how medical advances

alone cannot serve to equalize care for all patients.

Therefore, studies aimed at understanding the source of the

disparities are of paramount importance in mitigating

inequities in care and improving the lives of all our cancer

patients.

In this issue of Annals of Surgical Oncology, Rieser and

colleagues4 study the impact of socioeconomic differences

on the outcomes of patients undergoing cytoreductive

surgery (CRS) with heated intraperitoneal chemotherapy

(HIPEC) for peritoneal disease of colorectal origin at a

high-volume center. Patients with low socioeconomic sta-

tus (SES) were found more likely to present with

synchronous peritoneal disease than those with high SES,

suggesting possible barriers to accessing care or delay in

diagnosis. Importantly, low-SES patients after CRS-HIPEC

had higher rates of immediate postoperative complications

and 30-day mortality, a finding that also has been

demonstrated for several other cancer surgeries. Notably,

although progression-free survival did not differ after CRS-

HIPEC between socioeconomic groups, overall survival

was significantly worse in the low-SES group, even after

adjustment for other relevant covariates. This suggests that

differences in therapeutic interventions or subsequent care

rather than tumor biology factors alone may play an

important role in the outcome for these patients with

advanced-stage disease.

The fact that important disparities were noted between

socioeconomic groups even after referral to a high-volume

specialized center for CRS-HIPEC highlights the point that

access to care is only one piece of the disparity puzzle for

complex oncologic surgical cases. Relatively few special-

ized high-volume CRS-HIPEC centers exist nationally, and

only a portion of patients with colorectal peritoneal disease

are ultimately referred for consideration of this procedure.

Many of these patients are treated with systemic therapy

alone for their disease.5–7

As the treatment paradigm for colorectal metastasis

continues to evolve, the influence that a referring hospital

has on the therapeutic options offered cannot be overem-

phasized. In the Netherlands, where regional therapies are

centralized, Rovers et al.6 demonstrated that only 13 % of

patients with colorectal peritoneal disease diagnosed at

non-HIPEC centers ultimately underwent CRS-HIPEC

versus 33 % of those with the same diagnosis at a HIPEC

center.

The potential barriers to referral identified by the authors

were lack of awareness of CRS-HIPEC and a significant

number of clinicians not considering CRS-HIPEC as an

effective treatment option, both of which are unrelated to

socioeconomic status. Increasing awareness within the

medical community of the effectiveness and role of CRS-

HIPEC for peritoneal surface malignancies could perhaps

help to mitigate underlying disparities related to socioeco-

nomic factors. Without greater support from clinicians, only
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a small subset of patients will continue to be evaluated for

CRS-HIPEC, which undoubtedly would disproportionally

affect negatively the number of low-SES patients offered

this treatment option.

Additionally, it would be helpful to know (data not

presented in the current study) the proportion of patients

referred for HIPEC to the institution who actually under-

went surgery and whether that selection process had further

disparities. With ongoing health care reform and changes in

reimbursement structures, the financial pressures on treat-

ment selection will persist.

For appropriately selected patients, the authors demon-

strated that repeat CRS-HIPEC was associated with

improved OS. Nevertheless, lower-SES patients were less

likely to undergo repeat HIPEC. However, this difference

was not statistically significant in their multivariate model

(odds ratio [OR] 0.45; p = 0.09).

As a surrogate for SES, insurance status often is repor-

ted. In the current study, higher rates of Medicare and

Medicaid were reported among the lower-SES cohort. Prior

studies have demonstrated that whereas CRS-HIPEC

remains profitable among patients with private insurance

($14,523 per patient), net losses of $17,342 per patient are

noted among Medicare and Medicaid patients, even in the

absence of major complications.8

As the medical community moves toward a bundled

reimbursement structure, hospitals will continue to face

financial pressures, especially for costlier therapies. To

ensure that financial considerations do not have an undue

influence on treatment approaches and that patients

regardless of insurance status continue to have access to

indicated specialized therapies, reassessment of reim-

bursement structures is needed.

The current study demonstrated that even after short-

term (30-day) mortality is excluded, important differences

persist in long-term mortality between socioeconomic

groups. Whether this represents differences in adjuvant

treatments (although adjuvant chemotherapy notably was

not significantly associated with overall survival in the

multivariate analysis), general health maintenance, early

re-initiation of therapy upon recurrence or progression,

nutritional support, patient’s wishes, or other unmeasured

factors, is unclear. Nonetheless, these findings underscore

the potentially important role that continuity of care by

physicians plays in specialized centers for low-SES

patients to help maintain continued optimal cancer care

well after the complex oncologic surgical procedure is

performed. This requires excellent collaboration and

communication among clinical care team members

including surgeons, oncologists, nutritionists, social work-

ers, home nurses, and family support.

Persistent disparities in cancer surgery and medicine in

general are likely multifactorial and no doubt include

factors outside the scope of medicine. Nonetheless, the first

step toward addressing them is to identify the extent of the

problem and wherein these disparities lie. The authors of

the current study should be applauded for attempting to

delineate various areas of differences in short- and long-

term outcomes between socioeconomic groups after CRS

and HIPEC. More studies such as this are needed to better

understand the root of these disparities across various

cancers and procedures and to help us get closer to the goal

of delivering high-quality care to all cancer patients.
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