
OVER THE PAST DECADE, cancer prevalence has 
ballooned as patient care and innovative therapies 
drove improved patient outcomes, patient survivorship 
enhanced quality of life, and diagnostics and detection 
capabilities identified patients earlier and more accu-
rately. It is estimated that from 2019 to 2024, incidence 
of 6 of the 11 most common cancer disease sites will 
grow by double digits (Figure 1).1-2 This is combined 
with the cost of cancer care rapidly expanding. 

In the United States, it is estimated the costs of cancer 
care and survivorship exceeded $208 billion in 2020.3 
According to McKesson data (Figure 2), $94 billion of 
spending in 2022 was for oncology drugs alone. 

Increasing prevalence of cancer along with the 
rising cost of care has created a unique paradigm 
for oncology that has spurred a series of innovations 
and transformations by payers to bend the cost 
curve. Many of these transformations are being 
done “to” community-based practices, as opposed 
to “with” them. 

Despite community oncology care representing 
a substantial segment of cancer care (an estimated 
45%-55% of cancer care today), many practices have 
become reactive rather than proactive as they deal with 
a challenging and ever-changing environment.4 To 
thrive, practices need to focus on influencing change, 
rather than responding to it. There are strategies 
community practices should employ to help ensure 
their voices are heard to meet the needs of their patients 
and their practices. A closer look at some of these activ-
ities may provide guidance to those hoping to influence 
tomorrow’s community oncology landscape.
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EITHER DIRECTLY OR INDIRECTLY, nearly every person in the United 
States has been touched by cancer. With approximately 2 million 
new diagnoses every year, it is hard to not have a connection to the 
disease personally or through a loved one, friend, or colleague.1 
Fortunately, cancer research is always progressing, with under-
standing of the disease and its treatments expanding every day. 
In 1950, medical knowledge took approximately 50 years to double, 
but today this same level of progress is estimated to take only 
73 days.2 Although researchers continue to push these boundaries, 
the latest cancer care expertise remains out of reach for many 
patients and community oncologists.

HEALTH EQUITY

Kashyap Patel, MD, Reflects on Progress 
in Addressing Disparities in Cancer Care 
Interview by Mary Caffrey

KASHYAP PATEL, MD, 
wears many hats, but 
starting January 1,  
2023, he set one 
aside: After serving 
2 years as the 
president of the Community Oncology Alliance (COA), Patel transi-
tioned to immediate past president, while remaining a member of 
the executive committee. He is CEO of Carolina Blood and Cancer 
Care Associates, based in Rock Hill, South Carolina, where many of 
his patients are poor and uninsured or underinsured.

Patel took the helm at COA in January 2021 as the COVID-19 
pandemic in the United States was hitting its second peak of 
hospitalizations—and before the first round of vaccines reached 
the public. Already, the pandemic had brought to the surface a 
long-simmering issue: Incredible advances in cancer research and 
treatment were not reaching all patients. Communities of color 
experienced lower rates of cancer screening and access to care, 
and social determinants of health (SDOH)—factors such as lack 
of transportation or food—translated into fewer minority patients 
enrolling in clinical trials and thus having worse outcomes.
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Specialty pharmacy 
represents a major 
issue that calls for 
advocacy from 
oncology practices.
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AS THE CENTER FOR MEDICARE and Medicaid Innovation 
(CMMI) makes more moves to advance health equity, there is a 
greater focus on collecting better data and using it to take action, 
explained Dora Hughes, MD, MPH, chief medical officer, CMS, 
during the keynote speech at the National Comprehensive Cancer 
Network’s Patient Advocacy Summit, held December 2, 2022. 

The Accountable Health Communities model was CMS’ first 
foray into screening beneficiaries with the purpose of helping 
them navigate the social services sector to get their needs met.

“When this was first contemplated in 2016/2015, it was consid-
ered revolutionary that clinical providers—particularly for CMS, 
the nation’s premier health institution—would take this on,” 
Hughes said. “And now, with the kind of the cultural shift and the 
transformation, we’re able to see this is almost expected.”

CMMI was founded as part of the Affordable Care Act, and in 
2021, the center decided to take a look back at its first 10 years to 
understand the lessons learned. Among them were ones that have 
implications for equity:

• Not enough focus on health disparities or Medicaid

• Too many providers reluctant or unable to 
accept downside risk

• Success of models too narrowly defined

• Models have a lack of patient or beneficiary perspective

Candidly, Hughes admitted equity has not always been a focus 
for CMMI. “We didn’t think about what impact our models are 
having on the range of beneficiary populations that we’re serving, 
particularly those that are facing health inequities,” she said.

With these lessons in mind, CMMI has launched its 2030 vision 
statement to guide the center through the next decade. The 
ultimate goal is creating a health system that achieves equitable 
outcomes through high-quality, affordable, person-centered care, 
which will be supported through 5 pillars: 

• Driving accountable care for 100% of Medicare beneficia-
ries and the vast majority of Medicaid beneficiaries

• Advancing health equity

• Supporting innovation with new technology to create 
learning systems that allow participants to be successful in 
value-based care models

• Addressing affordability for not only the health system 
broadly but patients

• Partnering outside the traditional sphere of focus to achieve 
system transformation

Going forward with new models, and for models with at least 
3 years left in the life span, CMMI will be considering how to 
ensure that equity is embedded throughout, increase the number 
of beneficiaries from underserved communities, evaluate models 
for their impact on health equity, and strengthen data collection 
and intersectional analyses.

“When we took a look back, we found that most of the bene-
ficiary served in our models were White and affluent,” Hughes 
said. “And so how do we make sure we’re serving the full diversity 
of our beneficiary populations? Particularly populations of color, 
lower-income populations, [and] those in rural areas,” we think 
key to that strategy.

Race and ethnicity is probably what CMMI has the best data 
on, but even that is flawed. Data on populations defined by sexual 
orientation, gender identity, and people with disabilities “is just 
sorely lacking.”

One of the new models coming up from CMMI is the Enhancing 
Oncology Model (EOM), which has a number of health equity 
components, including that participants will need to collect and 
report sociodemographic data. The model also includes additional 
payments for providers who need additional resources because 
they are taking care of a disproportionate number of under-
served populations.

In addition to being required to screen for health-related social 
needs, participants must submit to CMMI a Health Equity Plan. 
“We want them to make sure that they know all of the needs [of] 
the beneficiaries [and] the populations they are serving,” Hughes 
explained. “Are there any disparities for any groups? How do you 
intend to close any gaps in care outcomes?”

EOM was announced in late June 20221 and will be launching 
in July 2023. ◆
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“We didn’t think about what impact our 
models are having in the range of beneficiary 
populations that we’re serving, particularly 
those that are facing health inequities.”

—Dora Hughes, MD, MPH,
chief medical officer, CMS

Advancing Equity Requires Better Data Collection,  
Reporting, Says CMMI’s Dora Hughes, MD, MPH
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Tennessee Oncology’s Richard L. Martin III, MD, MPH: 
“Equity Cannot Be Just Something We Do for a Single Day”
Interview by Matthew Gavidia

Tennessee Oncology, which serves patients throughout Tennessee and 
northwest Georgia, has named Richard L. Martin III, MD, MPH, to the 
newly created role of medical director for Health Equity and Community 
Engagement. Martin is also the new president of the Tennessee Oncology 
Practice Society, a state affiliate of the Association of Community Cancer 
Centers (ACCC). In an interview with Evidence-Based Oncology™ (EBO), 
Martin discussed his goals for his new role. 

This interview has been lightly edited for clarity.

EBO: What are your goals and priorities in your new role as medical 
director for Health Equity and Community Engagement?

MARTIN: I am very excited about my new role. First, I want to acknowl-
edge what a unique opportunity it is for a company to develop this role, 
which was the vision of Natalie Dickson, MD, our president and chief 
strategy officer. 

Having this permanent role shows a structural intentionality to putting 
time, effort, and commitment to delivering on health equity. It’s also 
going to allow us to build capacity and longitudinal relationships with 
our partners. Some of the goals that I will have in this role, in alignment 
with our executives at Tennessee Oncology, are really best reported 
as domains—those being patient-centered care, where every patient 
can feel included; having the patients and community members as 
stakeholders; establishing health equity for all people—including our 
own employees—which means workforce culture, training, and hiring; 
establishing a research-to-practice pipeline; and then building out those 
internal medical partners, as well as community partners in order to start 
chipping away on social determinants of health.

EBO: As a hematologist/oncologist, what has been your experience with 
patients facing equity-related issues such as access to care? How will 
these lessons influence your work in your new role?

MARTIN: One of the first things that I’ve noticed is that a lot of people 
have an overemphasis on barriers that are outside of our control, which 
leads to futile thinking about being able to address accessibility. And 
I found in my experience working at Meharry Medical College and at 
National General Hospital [both in Nashville], and also through my 
previous residency training working at homeless shelters and other 
settings targeting vulnerable populations, that a lot of the barriers are 
local and quite modifiable. 

Thinking even just recently, some of those solutions may include 
things like telehealth to reach remote populations; in-person interpreters 

or developing more multilanguage materials for patients; welcoming 
signage, not just for people of different cultures, but also for those of 
sex and gender minorities; and thinking in terms of patient and provider 
support tools to address social determinants of health in our workflows. 

It’s why I’m really excited to be with Tennessee Oncology, which has 
34 clinics and growing, and a business model about meeting patients in 
the communities where they live. We’re also a community practice that 
sees all patients regardless of insurance status. 

EBO: Racial and ethnic minorities have long been associated with having 
worse cancer outcomes, and this gap persists despite new therapeutic 
innovations. What opportunities do you see regarding potential changes 
in how care is delivered both in and away from the clinic?

MARTIN: I think the first step in that question is just acknowledging its 
truth. Again, I was at Meharry Medical College, a historically Black college 
and university (HBCU), which is 1 of 4 HBCU medical schools, and affil-
iated with a social safety net hospital at National General Hospital, and 
I think from that [experience], there are a few misconceptions of people 
thinking that we can’t address racial disparities, especially for someone 
like myself who may not come from that background. 

The first misconception is that gaining trust and rapport in the 
community is a nearly impossible feat. And in my experience, it actually 
only took me maybe 3 to 6 months, but the key was showing up day in 
and day out. And the mantra that I often reflect on is people don’t care 
how much you know, until they know how much you care. And caring 
for people is really about consistency and showing up for them day 
in and day out. 

Misconception No. 2 is that we shouldn’t treat people differently, that 
somehow doing that goes against our principle of equality. But I’ve often 
found that embracing differences, respecting differences, and actually 
tailoring care plans that are aligned with those differences, can provide 
better care to folks. And in thinking about how some of those human 
traits could impact care plans, think about preferred days and weeks for 
people with 2 jobs, nights and weekend contacts, or having after hours 
contacts for people who don’t have English as their native language; 
helping with other barriers to appointments or treatment adherence; and 
then even thinking in terms of overall health and coordinating with mental 
health services, primary care services, and other community services. So, 
all these things play a big role in care, and I think just you have to walk 
the walk of meeting people comprehensively.

EBO: What factors should be considered in designing and implementing 
strategies that aim to improve health equity at the community level?

MARTIN: First, I think we have to acknowledge that while it’s really 
exciting that the medical community, and more specifically oncology, is 
now entering into this space, and championing health equity as a cause, 
the space is not new. There are a lot of people who have been trying to 
tackle this for a long time. So, instead of reinventing the wheel, we should 
be listening to people who have been leaders in this space. 

Secondly, again, the community and patients need to be stakeholders. 
Developing things like community advisory boards, whether as a research 
instrument or even standard of care, is essential and [we must] put those 

RICHARD L. MARTIN III, MD, MPH, medical director 
for Health Equity and Community Engagement, 
Tennessee Oncology; president, Tennessee 
Oncology Practice Society.

M A RT I N

H E A LT H  E Q U I T Y  S P O T L I G H T

SP112   F E B R U A R Y  2 0 2 3  |  A J M C . C O M

H E A LT H  E Q U I T Y



voices on boards of directors, too. As I mentioned before, cultural shift is 
not just about patients, but also your employees. So, workplace culture, 
respect in the workplace and representation, even career growth and 
pipelines for people from historically disadvantaged backgrounds within 
your company are critical. 

I would say you always need to provide something of value. That is the 
key difference between health equity and disparities. I think a lot of the 
work that we’ve been doing in this space for the past decade is really 
about defining disparities, and we need to make sure now that we know 
these disparities exist, if we’re going to do anything moving forward, we 
have to address those disparities, which takes action and takes providing 
something of value to the community. 

And lastly, I’ve said this many times over—commitment over the long 
term and consistency—that is key. Equity cannot be just something that 
we do for a single day, or for a PR campaign, and then go about our 
day in the status quo. This has to be a permanent change in how we are 
addressing health care.

EBO: How about policy reform? What challenges do you see in cancer 
specifically, and how do you envision Tennessee Oncology’s involvement 
in advancing health equity at the state level and nationwide?

MARTIN: We definitely need to walk and chew gum at the same time and 
address many of these underlying policies that perpetuate the status quo. 
While I said before that so many barriers are local and modifiable, we 
need to be thinking of the big picture at the same time. I think some of 
the biggest challenges moving forward are how do we design policies, 
particularly around payment or reimbursement, that incentivize compa-
nies and providers for doing the right thing, especially for historically 
disenfranchised people. 

We also need to connect policies that reward value-based care or 
cost efficiency to open up monetary space for those companies to then 
use those funds to do good work in the communities and to develop 
health equity campaigns. There is some progress in this space; alter-
native payment models, like the Oncology Care Model and Enhancing 

Oncology Model, are increasing their layers of accountability for quality of 
care metrics, health equity metrics, social determinants of health metrics. 

It’s still in early iterations. Most of these are just holding practices 
accountable for having a plan, but we need to watch this space because I 
think more is to come on actually holding folks accountable for delivering 
on those plans. 

Lastly, to any provider that works in academia and community practice, 
anywhere, be an advocate….Things move forward because of consis-
tency. Policy is an endurance race, and you have to remain at the table. 

[In] my other role as president of the Tennessee Oncology Practice 
Society, which is an ACCC affiliated state society, we’ve been working on 
policy at the state level for quite some time now and been championing 
some pretty big wins in pharmacy benefit manager (PBM) reform and 
telehealth. The upcoming docket has some really exciting things in 
terms of women’s health that overlap with oncology care, as well as prior 
authorization reform.

So, these things are all aligned, but at the end of the day, there are still 
so many things that we can do outside of policy for our practices, in our 
community, in our clinics that can champion the cause of health equity.

EBO: Any other thoughts you would like to share?

MARTIN: Just that it’s time to have these conversations with your 
colleagues, executives, and patients in the community. I think there’s a lot 
of fear about getting egg on your face or not being eloquent in the way 
you speak about this. But honestly, people forgive you for being genuine, 
for being passionate, and that’s how you learn anything. 

I think back to when I started medical school, and having to present on 
patients, you’re going to have missteps and you’re going to have fumbles 
in front of other people. And I think the further along we get in our 
medical careers, the more we don’t want to experience that again—we 
feel like we’ve paid our dues. But this is a really important topic, and 
it’s going to take people feeling uncomfortable again in order to learn 
and grow and to create a medical community where we can build some 
momentum behind health equity. I think there are exciting things ahead. ◆

MULTIPLE MYELOMA (MM) is the most common 
hematologic malignancy among Black Americans, 
who experience higher prevalence of disease. 
According to 2022 American Cancer Society data, an 
estimated 34,000 new cases of MM were diagnosed 
last year, and more than 12,400 individuals died 
from MM in the United States.1

Amid growing incidence of MM, Black individuals 
are particularly at risk. Research has shown they 
have  a 2-fold higher incidence (15.9 vs 7.5 cases 
per 100,000) and mortality rate (5.6 vs 2.4 cases 
per 100,000) than those of White individuals in the 
US, respectively.2

Researchers of an analysis published in the Journal 
of the National Medical Association sought to further 
investigate the source and impact of disparities in 
MM for Black individuals and potential solutions 
for improvement.3

“An estimated 6910 new cases and 2360 deaths 
from MM are expected among [Black Americans] 
annually, comprising 20% of all new cases and 18% 
of total deaths per year from MM in the United 
States. This is an enormous burden considering 1 in 
every 5 patients diagnosed with MM in the US is 
[Black],” they wrote. “Understanding and targeting 
the causes of disparities is critical to achieve more 

equitable treatment delivery and outcomes for all 
patients with MM.”

Outcomes of MM vary greatly in Black Americans, 
the study authors wrote. Data from Surveillance, 
Epidemiology, and End Results (SEER) registries 
from 1973 to 2005 have confirmed superior relative 
MM survival for Black patients compared with White 
patients, and SEER data from 2007 to 2013 showed 
superior MM specific survival, but not overall 
survival (OS).4,5

However, these data were based on defined 
populations with a high access to health care 
and well-developed registration systems. Black 

Spotlighting Health Disparities and Potential Solutions  
for Black Americans With MM
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FOLLOWING THE RELEASE of its 2023 report on 
cancer statistics, the American Cancer Society 
announced a new initiative to improve prostate 
cancer outcomes and reduce disparities.

On January 12, ACS released its annual report 
on cancer statistics. The report showed an overall 
reduction in cancer mortality and a substantial 
drop in cervical cancer incidence.1 However, a 
concerning uptick in prostate cancer incidence 

and significant disparities prompted the launch 
of a new ACS initiative to improve prostate 
cancer outcomes.

News of the rise in prostate cancer follows a 
May 2022 report in JAMA Network Open, which 
found a possible connection between an increase 
in prostate cancer mortality and the controversial 
decision in 2012 by the US Preventive Services 
Task Force to recommend against prostate-specific 

antigen screening, which was roundly criticized by 
many urologists at the time.2

The ACS annual report, which was published 
in CA: A Cancer Journal for Clinicians, is based on 
population-level cancer incidence and outcomes 
data from the National Center for Health Statistics. 
Overall cancer mortality showed improvement, 
dropping by 33% since 1991. Based on the most 
recent available incidence and mortality data, the 

Latest ACS Cancer Statistics Report Highlights  
Alarming Trends, Disparities in Prostate Cancer Care

ROSE MCNULTY

Americans are more likely to live in low-income areas 
that are exposed to higher levels of environmental 
pollution and psychosocial stressors, which affect 
the access and utilization of health care services.6

Incremental use of autologous stem cell transplant 
(ASCT) and novel agent–based therapies over the 
past 2 decades has significantly improved survival 
rates for White patients with MM. But survival rates 
for Black patients have lagged, researchers noted, 
and the observed disparity is increasing.7, 8

“If evidence-based treatments were to be equally 
utilized, we would expect [Black Americans] to 
have universal improvement in survival….The 
sources of racial disparities in MM are multilayered 
and emanate from interplay of biological drivers, 
differential influence of genetic ancestry, and how 
these factors interact with and are shaped by other 
socioeconomic determinants of health care delivery 
and utilization,” said the study authors.3

For Black individuals, the difference in MM 
outcomes compared with White individuals may 
be explained by failure by the health care system 
to provide suitable cancer care. Underutilization of 
evidence-based treatment, receipt of suboptimal 
therapy, or limited access to treatment have all been 
cited to affect Black patients with MM, who also face 
a notable delay in the start of treatment.9,10

A 2019 analysis of SEER data found that the average 
length of time between MM diagnosis and start 
of treatment with a novel therapy was 5.2 months 
for Black patients compared with 2.7 months for 
White patients.5 “Similarly, compared with [White 
Americans], Black Americans are 37% less likely 
to undergo ASCT and 21% less likely to be treated 
with bortezomib [Velcade], with underuse of these 
treatments associated with a 12% increased risk of 
death among Black patients,” researchers noted.

Poor enrollment of Black patients in clinical 
trials is also of major concern. Of the 2896 patients 
enrolled in 9 national cooperative group clinical 
trials on newly diagnosed MM, only 18% were 
non-White. And for pivotal trials leading to US 
regulatory approval of MM drugs, Black Americans 
constituted just 4.5% of all patients.9

“The inadequate representation of [Black] 
patients on clinical trials could perpetuate outcome 
disparity because their unique biology of the host 
and tumors is not accounted for while building 
patient treatment pathways,” said researchers.3

Beyond access to care, one factor that has been 
shown to disproportionately affect Black Americans 
is obesity, which is associated with incidence and 
mortality of MM. Data from National Health and 
Nutrition Examination Survey suggest that approxi-
mately 48% of non-Hispanic Black individuals have a 
body mass index (BMI) in the obese range, compared 
with 34.5% of non-Hispanic White individuals.11

Black Americans are also disproportionately 
affected by related disorders such as metabolic 
syndrome, diabetes mellitus, and cardiovas-
cular diseases.12

“Although causal inferences cannot be made from 
observational studies, the findings support strate-
gies to increase awareness of MM risk among [Black 
Americans] with obesity, as well as show the need 
for prospective studies to determine whether weight 
reduction can reduce MM risk,” researchers said.3

Addressing these disparities calls for multidis-
ciplinary efforts that fully engage all stakeholders, 
noted the study authors.3 The International 
Myeloma Foundation (IMF) was mentioned as an 
organization uniquely poised to address disparities 
due to its international reach.

Guided by an IMF council composed of key 
stakeholders in the MM field, including patients, 
advocates, physicians, and other health care 
providers, the organization’s Diversity Initiative aims 
to improve short- and long-term outcomes of Black 
patients by engaging the community, educating 
health care providers, and supporting patients.

“Developing protocols to improve access to 
quality care for individuals from diverse populations 
will be critical to improve the quality of MM care 
for all patients. Disparities will not be eliminated 
without the implementation of system changes that 
promote health equities, universal health insurance 
coverage, and access to high-quality care for all,” 
researchers concluded.3 ◆
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HISPANIC AMERICANS WITH multiple 
myeloma (MM) face disparities in treatment, 
clinical trial enrollment, and mortality risk, among 
other factors, which may be exacerbated by lower 
socioeconomic status (SES). Results were published 
in a systematic review published in Clinical 
Hematology International.1

Characterized as the largest and fastest-growing 
minority group in the United States, individuals of 

Hispanic/Latino ethnicity make up approximately 
19% of the US population.2 Health disparities in 
MM have been indicated to disproportionately 
affect minorities, particularly Hispanic Americans. 
However, there remain limited data on health 
disparities experienced by Hispanic Americans.

“Disparities in MM care for Hispanics in the 
United States continue to persist despite recent 
advancements in MM therapy. This can be related 

to limited access to care and lower utilization of 
effective MM therapies,” the study authors wrote. 
“Characterization of health disparities encountered 
by Hispanic Americans with MM is necessary 
to identify gaps and inform future strategies to 
eliminate them.”

The authors searched Embase, MEDLINE/
PubMed, CINAHL, Scopus, and Web of Science 
databases for studies that reported on health 

Disparities in Treatment, Mortality Risk Are Observed Among 
Hispanic Americans With Multiple Myeloma

MATTHEW GAVIDIA

report projects 1,958,310 new cancer cases and 609,820 cancer 
deaths in the United States in 2023. Lung, prostate, and colorectum 
cancers are attributed to the greatest number of deaths in men, 
whereas lung, breast, and colorectum cancers account for the 
highest number of deaths in women.1

The overall trends in mortality were largely due to declines in 
lung cancer in both men and women in the wake of treatment 
advances and earlier detection, according to the report. In men, 
the lung cancer death rate dropped by 58% from 1990 to 2020. In 
women, it dropped by 36% from 2002 to 2020.

In addition the ACS annual report found that rates of cervical 
cancer dropped 65% in women aged 20 to 24 years from 2012 
through 2019. This finding is particularly exciting, as this 
population was the first to receive the human papillomavirus 
(HPV) vaccine. This suggests that HPV vaccination may have a 
profound effect on the incidence of cervical cancer and other 
HPV-associated cancers.3

These findings also have implications for other infection-related 
cancers in general. “Increased investment in strategies to harness 
the immune system in cancer prevention is warranted,” Ahmedin 
Jemal, DVM, PhD, study author and senior vice president of 
surveillance and health equity science at ACS, said in a statement.3

Despite the improvement in overall cancer rates and mortality, 
certain cancer types had negative trends. Most notably, the 
incidence rate of prostate cancer, the most diagnosed and 
second-most deadly cancer among men in the US, rose 3% per 
year from 2014 to 2019. This alarming trend follows a 2-decade 
decline in prostate cancer incidence and was spurred by increases 
in advanced-stage diagnoses, according to the ACS report. For 
localized prostate cancer, the 5-year survival rate is 99% due to 
the efficacy of surgical intervention and radiation therapy. For 
metastatic prostate cancer, 5-year survival is just 32%.

“The increasing percentage of men presenting with advanced 
prostate cancer, which is much more difficult to treat and often 
incurable, is highly discouraging,” Karen E. Knudsen, PhD, MBA, 
CEO of the ACS, said. “[To] end cancer as we know it, for everyone, 
it is imperative for us to focus on cancers where trends for 
incidence and mortality are going in the wrong direction.”

Substantial disparities were also identified: The incidence rate 
of prostate cancer was 70% higher among Black men than White 
men, and mortality was 2 to 4 times higher in Black men than 
other ethnic groups.

In light of the uptick in prostate cancer incidence as well as the 
disparities seen in the report, the ACS announced the launch of 

Improving Mortality from Prostate Cancer Together (IMPACT), 
an initiative that will include advocacy, patient support, and 
research strategies to improve outcomes. The goal of the program 
is to reduce mortality for all men with prostate cancer, placing an 
emphasis on those disproportionately affected.

“IMPACT will fund bold new cancer research programs that 
connect the laboratory, the clinic, and the community,” said 
William Dahut, MD, chief scientific officer for the ACS. “These 
studies will help discern who is most at risk for prostate cancer, 
and how to prevent it.”

To facilitate earlier diagnosis, the ACS is also revising its own 
screening guidelines for prostate cancer using the best possible 
evidence, Knudsen said during a news conference. The organi-
zation aims to guide men, their primary care physicians, and 
urologists toward the most appropriate screening strategies based 
not just on age, but also family history, clinical history, and any 
known genetic risk.

The 2023 report does not account for known delays in screening 
and treatment throughout the COVID-19 pandemic, but next 
year’s report will have early insights into the impact of the 
pandemic on cancer incidence and mortality, Knudsen noted 
during the news conference. ◆
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disparities in Hispanic American patients with 
MM. Relevant studies that   compared incidence, 
treatment, and/or outcomes for Hispanic Americans 
with other ethnic groups through December 2021 
were eligible for inclusion.

A total of 868 articles were identified, of which 
22 original study articles were included in the 
systematic review. Articles were categorized based 
on topic, year of publication, and author. The 
number of publications was indicated to vary over 
time, with the highest number of studies (32%) 
published in 2021.

A majority of the included studies (59%) reported 
worse outcomes for Hispanic Americans with MM 
compared with other ethnic groups. Several key 
findings from the systematic review included:

• The incidence of MM in Hispanics was shown 
to be higher, with a median age at presen-
tation 5 years younger than non-Hispanic 
Whites (65 years vs 70 years).3

• A higher proportion of Hispanic Americans 
with MM resided in zip codes with lower SES 
and zip codes with low education levels.4-6

• Hispanic Americans were found to 
receive less MM maintenance therapy 
and less supportive therapies, such as 
bisphosphonates.7-8

• A longer time from MM diagnosis to novel 
therapy initiation was more prevalent in 
Hispanic Americans when compared with 
non-Hispanic Whites.9

• Enrollment in MM clinical trials was lower for 
Hispanic Americans.10

Furthermore, autologous stem cell transplanta-
tion (ASCT) use in Hispanic Americans was shown 
to be lower than in non-Hispanic Whites. Despite 
the incremental use of ASCT from 2008 to 2014, 
Hispanic Americans had the lowest rates of ASCT 
when compared with all other ethnic groups.9

Regarding mortality risk, the rate of in-hospital 
mortality was higher in Hispanic Americans when 
compared with other ethnic groups.11 Although 
Hispanic Americans reported earlier age of 
diagnosis, these populations were found to be at 
higher risk of death, which researchers said may be 
related to lower SES.

“Improvement in MM survival, in this treatment 
landscape era of improved therapy options, was least 
pronounced in Hispanic Americans,” the authors 
wrote. “There is an urgent need to implement systemic 
and structural solutions to current barriers precluding 
equitable access to care for Hispanic patients.”

In discussing potential solutions to address the 
health disparities observed among Hispanic patients 
with MM, researchers cited the need to diversify 
the medical workforce because there remains a 
lack of physicians of Hispanic ethnicity within 
hematology/oncology. ◆
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Coming off publication of his book, Between Life 
and Death: From Despair to Hope, which addressed 
the need to train physicians to meet patients’ 
needs at the end of life,1 Patel had already turned 
his attention to cancer care disparities. He was 
disturbed by the groundbreaking report, AACR 
Cancer Disparities Progress Report 2020, from the 
American Association of Cancer Research, which 
found that 34% of US cancer deaths would be 
preventable if socioeconomic disparities could be 
eliminated.2,3 In particular, Patel homed in on data 
that showed the Genome-Wide Association Study 
Catalog contained startlingly few samples from 
individuals of color. Without action, he noted, the 
promise of precision medicine was hollow, and the 
outcomes gaps would grow.4 

In response, Patel created within his practice the 
No One Left Alone (NOLA) initiative, which aimed 
to improve access to care for patients with cancer 
regardless of ability to pay. Early results of that 
effort were published in Evidence-Based Oncology™ 
(EBO) in March 2022 and showed Patel’s practice 
was about to secure $2.3 million in a combination 
of financial assistance and free cancer drugs.5 NOLA 
also works to provide minority patients wider access 
to genomic testing, and that process is ongoing.6

Finally, Patel has worked with The American 
Journal of Managed Care® as it launches the Center 
for Health Equity and Access, which will include a 
regular section in the pages of EBO. In this inter-
view, Patel discusses his efforts with COA and his 
hopes for this initiative.

This interview is edited for clarity.

EBO: You made addressing health care disparities in 
oncology a focal point of your tenure as president of 
the COA. Where did you see progress?

PATEL: It’s a learning process; it’s kind of on-the-job 
training. What we found was that the lowest-hanging 
fruit was to look at the existing patients’ access to 
care, because that was [affected by] financial reasons. 
In the article [in EBO] based on data in 2021, we saw 
that between the [assistance for] oral and intravenous 
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drugs and the free drugs, we were able to get direct 
and indirect help amounting to $2.3 million.5 But the 
outcome was that not a single patient had to worry 
about their out-of-pocket cost. So, going back to us as 
philanthropists who actually have supported different 
initiatives, I felt that by putting a process in place 
and by identifying out-of-pocket cost as the patients’ 
burden, we appointed 3 employees whose exclusive 
role was to find the resources, go after the resources, 
and make sure that no patient ends up abandoning 
treatment. That was a huge learning experience for us. 

But then we realized that was not enough, because 
I could find resources for a patient with myeloma 
who has $4000 in out-of-pocket costs, but if the 
same patient went to hospital and had 15% to 20% in 
out-of-pocket costs for the hospital bills, they still are 
vulnerable to bankruptcy because the hospital debts 
are not forgivable. We figured out that our next [area 
of] attention should be, “How can we prevent that?”

There are other buckets of disparity that we felt we 
needed to work on. One was access to clinical trials, 
another was access to biomarker testing, another 
was social determinants of health. And the last one 
was actually the cancer screening. 

Our first focus was on the immediate need—the 
out-of-pocket costs—and we took care of that. On 
the other initiatives, we started looking at the lag in 
screening [rates]. Out of 2000 patients for whom we 
collected information, we found 1000-plus patients 
did not have cancer screenings based on US Preventive 
Services Task Force recommendations. We are working 
on that—how do we raise awareness for that? 

Now what we are looking at is how we can support 
uninsured patients through a separate foundation. 
That’s something that I should not control, but we 
can work with a separate foundation that would cover 
out-of-pocket costs for patients whose costs are not 
covered by [the Affordable Care Act] plans. This way, 
not only are they protected at our clinic but they also 
don’t have to face bankruptcy from the hospital bills…. 

This is a wake-up call. I mean, this actually keeps 
me awake at night.

EBO: It sounds as though social determinants 
of health is the next major area of uncharted 
territory—not just for your practice, but for many 
providers in cancer care.

PATEL: It’s big uncharted territory. When you look 
at the large database that will emerge as a part of 
[CMS’ effort to] collect information on social needs, 
that’s going to actually wake up the society,  because 
studies are emerging now showing that same-stage 
cancer, same treatment outcomes may be different 
for 2 patients, [depending on SDOH]. In addition to 
social determinants of health, through epigenetics—
maybe from chronic stress-related inflammation—
that itself can become an oncogenic driver. I do feel 
that…we are realizing that by not investing in the 
social infrastructure in rural areas that we have a 
2-tiered health care delivery system.

EBO: Now that you are no longer president of COA, 
what is next for you in the area of health equity? 

PATEL: It’s easier now, because I don’t have to worry 
about going to Washington, DC, every other week. It 

was a very big honor for me to be [president] of COA. 
But I do feel that there’s a time for everything in life….
To paraphrase a line from a poem by Sir Walter Scott, 
“A tear in the eye and a smile on the lips.” I had a tear 
in my eye when I stepped down as COA president, but 
I smile because I can do more things independently….

I’m going to focus on creating a pathway, creating 
a guidebook on how every practice, even ones as 
small as ours, can bring an in-house solution to 
address health care disparities, because solutions 
are going to be all local. Neither the federal govern-
ment nor the state government will solve all these 
issues. Patients come to us, and we become what we 
call “the voice.” We become the custodian, trustees, 
and stewards of their life. If they give me the right 
to inject poison into their body, imagine how much 
trust they have. And if I can—by spending 2 hours or 
more every week—I am going to help facilitate some 
of their social issues such as homelessness, food 
insecurity, housing insecurity. 

EBO: You were pleased to see that CMS has added 
the requirements to gather health equity data—and 
develop strategies—as part of the Enhancing 
Oncology Model (EOM).7 But I know you continue to 
have discussions with the Center for Medicare and 
Medicaid Innovation (CMMI), part of CMS, about 
giving practices fair compensation for their participa-
tion in the model. Do you feel that CMMI and CMS are 
moving to a point of greater fairness in how practices 
will be compensated for taking on these tasks?

PATEL: I did make it very clear to the CMMI team, 
and in all candor, I do feel that if they do not create 
some kind of compensation, [our practice] may not 
even go for the EOM. The reason is because they 
want us to collect the data, but if I come across 
100 patients in a month who have food insecurity, 
this falls on me to find resources for food. It’s going 
to be time intensive, and I’m not going to sit tight 
on that. For now, we still will do what CMMI 
[asks].…We already are probably about 15 months 
ahead, because we already are collecting the 
information that CMMI wants us to collect. We have 
a much wider depth and breadth of information.

But I do feel that CMMI has [perhaps] not a legal 
but a moral obligation to look into compensation for 
practices that must now make time to call a nearby 
food bank, the utility company, the insurance 
company, [and other] foundations to make sure that 
we take care of the social issues [that are not health 
related]. This takes many hours, so I think these are 
actually things that I would recommend strongly 
that CMMI should consider. 

At the same time, I was going over patterns for 
existing patients. Some of my patients who had 
COVID-19 have been hospitalized 15 times in 2 years 
because of atrial fibrillation or heart failure. They were 
perfectly fine before. What this tells me is that because 
they went to the hospital 15 times, they took time off 
from work. They needed child care; they spent more 
in out-of-pocket costs. It’s going to make things worse 
and worse. Health-related social needs will get worse 
and worse with ongoing chronic, postpandemic 
illness. And it’s an area where CMMI should [consider] 
making an adjustment. I don’t think CMMI has looked 
into adjusting the benchmark price for patients who 

have had COVID-19; the postacute sequela of COVID-
19. These are the 2 big challenges that I face that have 
me thinking, “Do I want to be 
part of this or not?”

EBO: That brings us to the intro-
duction of the Center on Health 
Equity & Access, which arises 
out of the disparities in access 
to care that were highlighted 
during the pandemic. You have 
been advocating for this type of initiative for a long 
time. What are some topics that you would like to 
see the Center on Health Equity & Access address?

PATEL: I’ve spent close to 2000 hours studying these 
issues, and I feel that there are several areas that we 
could focus on:

• The first is teaching doctors how to create a 
mechanism for getting out-of-pocket costs 
reduced, whether it be through a foundation 
or some other means.

• A second area of focus is cancer screening. 
Approximately 85% of eligible beneficiaries 
who are on Medicare do not get screened 
for lung cancer.8

• A third is social determinants of health, which 
are independent prognostic markers for 
multiple diseases.

• Finally, there should be a focus on biomarker 
testing and clinical trials, which need to reach 
a more diverse population.

We also need to address post–COVID-19 
complications, because they make all these issues 
worse and they will impact the most vulnerable 
in our society. ◆
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