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Andrew and Peggy Cherng,
founders and CEOs of Panda Express
restaurants, have donated $100 million to
City of Hope National Medical Center to
create an integrative oncology program
that will unite Eastern and Western
medicine,

A May
conclave in Charlotte, North Carolina,
produced draft recommendations on how to
respond to apparent connections between
long COVID and cancer. Meeting organizer
Kashyap Patel, MD, the associate editor
Evidence-Based Oncology, discusses the
findings and a call to action,

Today's consensus is that screening should
start, or at least be considered, by age 50
years; however, Black men may want to start
screening at younger ages,
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Recent sessions found the

team in Tampa, Florida, for
presentations on bringing
clinical research to community oncology
practices; at Vanderbilt University Medical
Center for updates from multidisciplinary
cancer teams; at Columbus, Ohio, for
discussions on collaboration with primary
care; and in Minneapolis, Minnesota, for
sessions about the latest advances in
treating melanoma,

FDA has taken
recent action on therapies
including momelotinib,
motixafortide, talquetamab,
ivosidenib, and elranatamab,
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CLINICAL PATHWAYS

A Mission to Cure "All the Cancers":
Crystal S. Denlinger, MD, FACP,
Is Named CEO of NCCN

Mary Caffrey

CRYSTAL S. DENLINGER, MD, FACP, who served for 2 years as

senior vice president and chief scientific officer of the National
Comprehensive Cancer Network (NCCN), on October 9, 2023,
became CEO of the 28-year-old alliance, whose Clinical Practice
Guidelines in Oncology (NCCN Guidelines) have become the gold
standard for payers in making coverage decisions in cancer care and
serve as the starting point for many clinical pathways tools.

NCCN announced Denlinger’s appointment in a statement August
23, 2023, following a national search for a successor to Robert W.
Carlson, MD, who will retire after leading the organization for a
decade. Carlson announced his retirement plans in January.!

As CEO, Denlinger will oversee more than 150 employees at
the NCCN global headquarters, located outside Philadelphia,
Pennsylvania. The group’s chief job is maintaining the library of
NCCN Guidelines, which outline clinical standards for managing
all types of cancer, as well as policy directives. Panels made up of
leaders from NCCN'’s 33 member institutions meet regularly to
review the latest research and update guidelines as needed.?

Crystal S. Denlinger, MD,
FACP, has been named the
new CEO of the National
Comprehensive Cancer
Network, effective October
9, 2023.
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THERAPEUTIC ADVANCES
Navigating Decision-Making
When Treating Lymphoma
With Bispecific Antibodies
vs CAR T-cell Therapy

Ryan Flinn

TODD WISEMAN WAS GETTING anxious. The Olathe,
Kansas-based musician and construction worker
had been through 18 weeks of chemotherapy to
manage his diffuse large B-cell lymphoma (DLBCL)
only to have the disease surge back a month later.
His physician recommended a chimeric antigen
receptor (CAR) T-cell therapy, axicabtagene cilo-
leucel, or axi-cel (Yescarta; Kite Pharma). Wiseman,
who had spent more than 4 decades recording,
performing, producing, and teaching guitar while
more recently picking up construction projects for
house flippers, had understood the therapy to be a
potentially one-and-done durable treatment for his
aggressive disease.

CONTINUED ON SP752 »
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The Challenges of Treating
Cancer When the Patient

Lives Far From Care
Peter Page

A CANCER DIAGNOSIS is a depressing shock for every
person who receives the bad news. Many factors
determine the outcome of the diagnosis but, all

else being equal, a rural patient who lives a 2-hour
drive from treatment is in a worse situation than an
urban or suburban patient whose treatment options
are nearby.!

CONTINUED ON SP677 »
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Expert Panel Addresses Prostate Cancer Misconceptions,
Importance of Screening

ALTHOUGH COMMON, PROSTATE CANCER remains misunder-
stood, and Prostate Cancer Awareness Month in September
served as an important reminder to consider prostate health
and learn about the facts, myths, risks, and treatments available.
With advanced prostate cancer incidence on the rise, educating
the public is increasingly important, as experts from the
American College of Surgeons (ACS) and the American Urological
Association emphasized in a panel discussion hosted by Newswise
on September 11, 2023.

The panel included James Eastham, MD, FACS, governor
of the ACS and chief of urology service at Memorial Sloan
Kettering Cancer Center, New York, New York; Kara Watts, MD,
associate professor of urology at Montefiore Medical Center,
Bronx, New York; and Kevin Koo, MD, MPH, associate professor
of urology at Mayo Clinic College of Medicine and Science,
Rochester, Minnesota.

Misconception: There Are Clear Signs and Symptoms
After a brief overview of the prostate and its functions by Eastham,
Watts opened the discussion by highlighting that early-stage
prostate cancer is not accompanied by many symptoms and is
easily overlooked. “It can get confused with benign enlargement
of the prostate, which happens over time—it’s very common,
especially as male patients are to be over [age] 50 years.... And so,
it can be confused sometimes with some of the urinary symptoms
that come with enlargement of the prostate such as changes in
your urinary flow, slow stream, hesitancy or pushing to urinate, or
having to urinate more frequently,” Watts said.

Prostate cancer is most manageable in early stages when it may
be asymptomatic. Because the warning signs are vague and often
go unnoticed, men should feel encouraged to initiate conversa-
tions with their clinicians. Identifying risk and treatment paths
early is potentially lifesaving. “I think it’s important for men...to
think about prostate cancer screening exactly for the reasons that
my colleague Dr Watts has mentioned,” Koo remarked.

The consensus among urologists is that screening is beneficial
to begin—or at least consider—at age 50 years; however, other
factors may place individuals at higher risk for developing prostate
cancer. Black men are the most at-risk population; genetic
components also affect one’s vulnerability.

Societal Issues Contribute to Inequities, Reluctance
Each expert weighed in on potential challenges men of all back-
grounds face when it comes to prostate health. Eastham noted the
hesitancy of minority groups to seek health care, whether due to
past events causing mistrust of clinicians and the health system,
or financial barriers limiting their access to services and resources.
Koo echoed these points and, in a similar thread, mentioned
how geographical hurdles can physically hinder access to forms
of care. He also commented on how misunderstood and intimate
prostate concerns can be. Both factors may make these conversa-
tions difficult or uncomfortable to have with a physician.
“I'd like to also mention that there are broader policy and
societal factors at play here, too,” Koo continued. “It wasn’t
too long ago, about 10 to 15 years ago, when the advice about
prostate cancer screening really took a dramatic turn and health
professionals were being advised that prostate cancer screening
might do more harm than good. We know now that some of those

KYLE MUNZ

recommendations were misguided or based on misinterpretations
of the best evidence we had at the time.”

Eastham described old screening processes that detected
elevated prostate-specific antigen (PSA) levels that seemingly
necessitated prostate biopsies. Many low-risk prostate cancers
were identified, and this led to the overtreatment of many
individuals who possibly never needed it. He mentioned alter-
native routes that are now available because “it’s not simply you
have PSA, you need a biopsy, and if you have any cancer, we
need to treat it.”

"It wasn’t too long ago, about 10 or 15
years ago, when the advice about prostate
cancer screening really took a dramatic
turn and health professionals were being
advised that...screening might do more
harm than good.”

—Kevin Koo, MD, MPH,
associate professor of urology,
Mayo Clinic College of Medicine and Science

Watts largely agreed with her colleagues; however, her experi-
ence has given her a unique perspective when it comes to thinking
through the multifactorial nature of disparities affecting under-
served populations. In the Bronx, where she works, the population
enduring the greatest mortality ratio is that of non-Hispanic White
men: “So while African American Black men do have a higher risk
of more aggressive prostate cancer, it is not those men who are
being disproportionately affected here ... the point I want to make
here is you have to look at what'’s happening around you and not
assume based on big numbers and studies that we have that that’s
exactly what'’s playing out in your area around you.”

Whether an individual is affected by any of these factors, the
panelists emphasized the value of connecting with a primary care
physician, stating that these conversations will open doors to
essential education and treatment paths for patients and clini-
cians to assess their health needs.

“Ilike to encourage patients in my clinic to think about their
urological health the same way they might think about their
car’s health,” Koo added. “You wouldn’t necessarily want to
wait until there’s a major transmission problem before going to
seek some care.” He believes regular checkups provide a great
opportunity to raise concerns about any issues, no matter how
uncomfortable, because urologists encourage it and “it’s easiest to
engage in these conversations when we are all advocates for men'’s
urological health.”

Patient Awareness and Education Are Crucial
Prostate biopsies are associated with negative adverse effects and,
as Koo mentioned, previous controversies about the efficacy of
biopsies can lead some patients to “shy away from the conversa-
tion about prostate cancer screening.”

Two beneficial innovations in prostate cancer treatment
include active surveillance and focal therapy. Eastham detailed »
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how “active surveillance is a management strategy.
It’s not benign neglect.” This approach involves
intermittent check-ins that usually analyze PSA
levels to reassess a patient’s risk. This treatment is
applied for those identified with low-risk prostate
cancers to monitor any progression that could
inform next steps.

Focal therapy is when treatment is solely applied
to the most aggressive or critical area of a patient’s

prostate cancer, Watts explained. She noted how this
method minimizes adverse effects and is especially
beneficial because it preserves the rest of the organ.
There are many options within this therapy as
well, including cryotherapy, needle-based therapy,
irreversible electroporation, focused energy ablation
with heat, and photodynamic therapy.

Eastham particularly believes in earlier PSA
testing between ages 40 and 50 years. Getting a

A
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baseline risk assessment, he commented, can

help indicate the future course of your treatment,

whether you will need treatment, or if you are at risk.
Even if screening leads to a diagnosis, Watts and

Koo encouraged patients to “take a deep breath.”

No decisions on treatment need to be made right

away, and taking the time to get informed by trusted

officials and clinicians will be a tremendous tool for

managing care moving forward. ¢

Genetic Alterations Are Seen
in Hispanic Men With Prostate Cancer

FINDINGS FROM A RECENTLY PUBLISHED study
revealed differences in gene alterations occurring
in Hispanic White men with prostate cancer (PCa)
compared with non-Hispanic White men. This
research addresses an important demographic gap
in the literature on Hispanic men with PCa.

In the United States, PCa is the most prevalent
form of cancer affecting Hispanic and Latino men,
as well as the No. 1 cause of cancer death for men
in Latin American countries. Despite this, research
on the pervasiveness and implications of altered
DNA in Hispanic men—and their associations with
PCa—is still relatively understudied.

For this study, researchers analyzed patient
samples of primary and metastatic adenocarci-
nomas from Memorial Sloan Kettering Cancer
Center. Men with targeted next-generation
sequencing genomic profiles were identified,
and a gene was considered altered if it exhibited
at least 1 reported point mutation, structural
variant, or copy number alteration. Hispanic
White and non-Hispanic White categories were
also created after analyzing available ethnicity
and primary race data from a plethora of contrib-
uting institutions.

"

We accept original research/informed commentary that can
help translate clinical discoveries into better health outcomes
and examine the impact of medical interventions on clinicians’

KYLE MUNZ

Data from Memorial Sloan Kettering Cancer
Center included 1412 samples of primary tumors
(n = 78 Hispanic White; n = 1334 non-Hispanic
White) and 818 samples of metastatic tumors (n =40
Hispanic White; n = 778 non-Hispanic White).

Results from primary tumor analysis evaluated
465 genes and revealed significant differences in
10 genes between the 2 groups. Non-Hispanic
White men were less likely to have alterations than
Hispanic men in the following genes:

In primary adenocarcinomas, 2 gene alterations
were less common in non-Hispanic White men than
Hispanic men. They were TMPRSS2 (31.86% vs.
51.28%, odds ratio [OR] = 0.44 (0.27-0.72), P=.0007);
and ERG (25.34% vs. 42.31%), OR = 0.46 (0.28-0.76),
P=0.002. In metastatic tumors, the KRAS and CCNE1
alterations were less prevalent in non-Hispanic
White men. Data for KRAS were (1.03% vs. 7.50%),
OR=0.131{0.03, 0.78] p = 0.014, and for CCNE],
(1.29% vs. 10.00%), OR = 0.12 (0.03, 0.54), P=.003.

No significant differences were found in action-
able alterations and androgen receptor mutations
between the groups. Due to the lack of clinical
characteristics and genetic ancestry in this dataset,
correlation with these could not be explored. The
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total number of actionable mutations and total
mutations in DNA repair genes was higher in meta-
static samples than in primary tumors. However,
there were no significant differences in prevalence
between the 2 cohort groups.

The authors noted that their small cohort size made
it difficult to fully assess race- and ethnicity-specific
tumor diversity. Despite this limitation, they empha-
sized the importance of their research as the first to
investigate the genomic patterns of Hispanic men
with metastatic and primary PCa tumors.

Although racial and ethnic differences cannot fully
explain patient outcomes, the researchers stressed
how meaningful future studies can be for under-
standing the extent to which genetics influence PCa
behavior. They also wrote that they hope their study
sparks interest in further research on non-White and
non-European populations and on the implications
that gene-targeting therapies, prostate-specific
antigen levels, cancer grade, and stage have on
assessing potential risks for certain patients. ¢
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Joseph Mikhael, MD, MEd, FRCPC,
FACP, on Strategies to Increase
Diversity in Multiple Myeloma Trials

Produced by Skylar Jeremias

JOSEPH MIKHAEL, MD, MED, FRCPC, FACP,
chief medical officer, International Myeloma
Foundation; professor, Applied Cancer
Research and Drug Discovery, Translational
Genomics Research Institute, an affiliate of
City of Hope.

MIKHAEL

Joseph Mikhael, MD, MEd, FRCPC, FACP, chief medical officer of
the International Myeloma Foundation, highlights several potential
strategies to address the historic lack of diversity in multiple
myeloma clinical trial populations.

EVIDENCE-BASED ONCOLOGY: What efforts are being made to
ensure diversity and representation of underrepresented groups in
clinical trials for multiple myeloma studies?

MIKHAEL: This is a great disparity in multiple myeloma, where
now, in the United States, we estimate that approximately 20%

of all patients with myeloma are of African American descent like
myself. And yet representation in clinical trials has historically been
somewhere between 5% to 8% and arguably even less in pivotal
trials that have led to drug approval.

This is a grave problem, because it's not only a lack of repre-
sentation in those trials but also a lack of understanding of the
efficacy and toxicity of these agents in different patients. We're
already starting to see in immunotherapies [that] there can be
differences in the rates of cytokine release syndrome and neuro-
logical toxicities in patients of African descent and in Hispanic
patients, for example.

So this is a huge problem, and | think there isn't going to be a
simple and rapid solution, but many solutions are being proposed
that include addressing the hierarchical system of systemic racism,
of access to health care, of trust within the system. But [we] also
[have] very pragmatic answers of ensuring that clinical trials have
a diversity officer, that the materials are designed to be able to
be read by and supported by a diverse population, [and] that we
as health care providers are trained in understanding culturally
sensitive care so that we cannot be a barrier but be a facilitator
of the best care [for] our patients, which very often includes
clinical trials.

These are just some of the highlighted issues that | think will
help solve the problem as we try to develop a system that has
much greater community engagement. | think that has been a
missing piece in our health care systems: We've been so focused
on explicit health care that we haven’t looked at the greater
interest of engaging our communities at large, which will build
that trust [and] which will build that confidence to be able to work
together more. «
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Sigrun Hallmeyer, MD,

Says Precision Medicine
Must Become More Efficient
Produced by Maggie L. Shaw

SIGRUN HALLMEYER, MD, medical oncologist,
Advocate Health Care.

HALLMEYER

In this interview with Evidence-Based Oncology (EBO), Sigrun
Hallmeyer, MD, medical oncologist with Advocate Health Care,
addresses logistical holdups in precision medicine that may

be preventing all patients who need this care from being able
to access it. Among the top issues are inappropriate care and
wasteful health care spend.

EBO: Can you discuss potential policy priorities to increase equi-
table access to health care?

HALLMEYER: Curing cancer is, of course, the headline—that's what
we're all wanting to do. But where we sort of fail and have an
issue is the logistics of how you translate that. Precision medicine
certainly plays a huge role in that, and health equity plays a huge
role in that because access to care is one big problem that we
have in this country. Another big problem, which | think is equally
large, is that we have a lot of waste within our system. | would
say probably a good one-third of our health care dollar is stuck

in our system because we duplicate care or we have care that is
inappropriate, too late or early, wrong, etc. With all that, we need
to become better in becoming efficient and automated.

The [appropriate discussion of precision medicine or personal-
ized care should not be a boutique situation that is only offered
to wealthy, highly educated patients who have the resources to
come to the oncologist and ask for it or conversely for patients
who are seen in higher-level centers of care where the physi-
cians are familiar with the precision medicine approach and
have the [appropriate] logistical background, where you have
all the pieces in place where such tests can actually lead to an
impact on their care.

And so what | think would probably be the very best sort of
societal approach to equity in care would be that we need to find
a way to reflex these type of things. Very simply put, if you have,
say, a lung cancer diagnosis, it shouldnt matter if you [receive
a diagnosis] in South Chicago, [lllinois], or at [The University of
Texas] MD Anderson [Cancer Center] in Houston or at [Memorial]
Sloan Kettering [Cancer Center] in New York, [New York]. Your
specimen should be reflexively tested for targetable mutations,
and the patient and physician should be equally enabled to
use that information to define a targeted or precision medicine
approach to their therapy.
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Regional Disparities Remain in Breast Reconstruction
for Patients With Breast Cancer

REGIONAL VARIATIONS IN THE UTILIZATION, compli-
cation rate, and cost of breast reconstruction for
patients with breast cancer exist; however, there does
not seem to be regional variation in implicit bias that
is associated with these differences, according to a
study published in JAMA Network Open. The inves-
tigators sought to understand whether differences

in breast reconstruction rates for White patients and
patients of other racial and ethnic groups were a
result of implicit racial bias by region.

Although there is evidence that breast recon-
struction improves quality of life after breast
cancer, the procedure is underutilized following
mastectomy, the authors explained. “Understanding
drivers of disparities, such as biases among physi-
cians, may serve as the basis for more equitable
care,” they wrote.

General structural issues in the US health care
system are known to result in disparities in access to
care, but the study found that implicit racial bias by
region did not correlate with these differences.

The study used data from the National Inpatient
Sample from 2009 to 2019 on 52,115 adult women
with a diagnosis of or a genetic predisposition for
breast cancer. To measure implicit bias, they used
the Implicit Association Test (IAT) data from Project
Implicit. The investigators linked the 2 databases to
evaluate whether implicit bias was associated with
any regional variations identified in breast recon-
struction utilization rates.

LAURA JOSZT, MA

The analysis included 38,487 White patients and
13,628 patients of underrepresented racial and
ethnic groups. The majority had private insurance
(76%), although White patients were more likely to
be privately insured than underrepresented racial
and ethnic groups (79% vs 69%). Most patients
received implant-based reconstruction (72%).

The ratio of White to underrepresented racial and
ethnic group utilization for breast reconstruction
was 1.03 for all regions. The ratio was highest for the
East South Central division (2.17) and lowest for the
West South Central division (0.75).

Although there were differences in the compli-
cation ratio by region, the ratio was highest for the
East South Central division (1.73) and lowest for the
West South Central division (0.73). “Spearman rank
correlation between the [weighted average] IAT score
and breast reconstruction complication rate ratio
for all divisions was 0.1 (P=.81), indicating annual
complication rates did not correlate with changes in
IAT at the division level,” the authors noted.

In an unadjusted analysis, White patients had a
lower mean cost of care compared with patients
of underrepresented racial and ethnic groups
($24,934 vs $25,256). However, cost was higher for
White patients in the New England division. Again,
Spearman rank correlation indicated no correlation
with IAT changes at the division level.

Among the limitations listed by the authors is the
accuracy of the data in the database and the lack of

information on potential confounding factors for
the implicit bias data. In addition, more detailed
categorization of the patients beyond just White or
underrepresented race and ethnicity could better
help guide policy, they noted.

According to the authors, the overall findings
show “implicit racial bias by region did not correlate
with differences in breast reconstruction utilization
or complication rates between White patients
and patients [of underrepresented] racial and
ethnic groups.”

Because of general structural issues in the
US health care system that result in disparities
in access to care, policies targeting physicians
may not be enough to combat these dispari-
ties, they wrote.

“Despite evidence that some of these disparities
are decreasing, efforts to reduce the observed
inequities should remain a national priority,”
the authors concluded. “Efforts from individual
institutions and national surgical organizations
are needed to provide culturally competent,
evidence-based care to individuals of all racial and
ethnic backgrounds.”
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The Challenges of Treating Cancer
When the Patient Lives Far From Care

CONTINUED FROM COVER

There is vast literature on the challenges of
oncology in rural America,'* which is one part of
the immense challenges of delivering health care
of all kinds in sparsely populated regions. One
problem is simply defining rural. It is a subjective
term; what people call rural in a state like New
Jersey would likely be called suburban in sparsely
populated states. The US Department of Agriculture
categorizes 74% of the United States as rural (or
approximately 2.85 million sq mi) but just 15% of

PETER PAGE

the US population (or approximately 50 million
individuals) live there.® That averages out to fewer
than 6 individuals per sq mi. Other definitions of
rural push the estimated rural population closer to
20% of the US total. However, whatever definition is
applied, the cancer care challenges in rural America
are formidable.®

Although rural has many definitions, everyone
understands remote. Montana is the fourth-largest
state geographically but 43rd largest in population,
with approximately 1.12 million residents.” There

are 56 counties in the state, but the approximately
30 oncologists practicing there are concentrated in
just 6 of those counties, according to Jack Hensold,
MD, an oncologist in Bozeman who is a leading
researcher on how traveling long distances compli-
cates cancer treatment for patients.

“What you have is large sections of the state
where there’s not an oncologist in a county,” said
Hensold, who was the first author on a 2022 paper
that examined how distance to care affects cancer
treatment in Montana.® Many of his patients drive »
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up to 125 mi to receive care at his office, then drive back home.
“We routinely had people sandwiching a 250-mile round trip
around chemotherapy,” he said.

Hensold, who chairs the American Society of Clinical Oncology
(ASCO) Rural Cancer Care Task Force,® says there is a statistical
correlation between the distance a patient is from a Commission
on Cancer (COC)-certified treatment center and the likelihood of
the patient receiving treatment. His research indicates that when
a patient lives farther than 60 miles from a COC treatment facility,
the probability of that patient leaving the state for care, or skipping
care entirely, dramatically increases.®

In counties with a certified treatment facility, approximately
18% of patients with cancer receive no treatment, which Hensold
noted is the same as the national average and is appropriate for
cancers when “watchful waiting” is acceptable. By contrast, in the
50 Montana counties without a COC facility, Hensold detected
“a highly statistically significant increase” in the rate of nontreat-
ment, as high as 30% at the extreme and on average 20.5%.°
“That was a 16% increase in not receiving care, following a cancer
diagnosis,” he said.

"The best explanation | can come up with
is proximity to a site with good cancer
care delivery educates both the primary
care providers in an area as well as their
patients regarding options for care.”

—Jack Hensold, MD,

oncologist, Bozeman, Montana;

chair, Rural Cancer Task Force,
American Society of Clinical Oncology

“The best explanation I can come up with is proximity to a
site with good cancer care delivery educates both the primary
care providers in an area as well as their patients regarding
options for care,” Hensold said of the data. “If you're not in
proximity to those sites, you could either make a decision that
either there’s no good treatment for [your] cancer, [so you're]
not going to pursue treatment,” or, if there is no good treatment
in the state to the patient’s knowledge, the patient may need to
leave the state.

The solution, he believes, is to provide treatment nearer to
patients and their primary care doctors. Hensold is the head of a
pilot project announced by ASCO in October 2022° to develop a
hub-and-spoke treatment model, linking a hub (Bozeman Health
Cancer Center) with the spoke (Barrett Hospital & HealthCare).
Barrett Hospital is a community-based nonprofit Critical Access
Hospital and medical clinic provider in Dillon, a city of approxi-
mately 4000 individuals 120 mi from Bozeman.

Living far from an oncologist is not unique to patients in
the far west. Only 3% of medical oncologists practice in rural
communities, and at least 70% of US counties do not have a single
practicing oncologist.!® Disturbingly, there are strong indications
that access to oncology care is continuing to shrink. A 2020 report
by the Community Oncology Alliance found that 1748 community
oncology clinics merged, closed, or reported struggling financially
in the 12 years from 2008 to 2020."

Simply getting to where care is delivered and back home takes
a lot of time for patients with cancer, wherever they live. One
study on the time cost of cancer care estimated that the typical
patient undergoing cancer treatment spends 15.8 hours per

month on care, of which fully a third—5.3 hours per month—is
devoted simply to getting to where care is delivered and back
home. The authors of the study conceded their estimate is “likely
underestimated.”'?

Another study found that older patients with breast cancer who
live in rural areas traveled 40.8 mi to care on average compared
with 15.4 miles for patients who reside in urban areas.® The
average patient with cancer in a rural area is nearly 22 mi from
the nearest treatment facility compared with less than 5 mi for
patients with cancer in urban areas.

“Follow the Money”

Barbara McAneny, MD, former president of the American Medical
Association (AMA), is CEO of New Mexico Oncology Hematology
Consultants (NMCC), which operates New Mexico Cancer

Care. NMCC operates a main, full-service cancer care facility in
Albuquerque, which has by far the largest city in the state with a
population of 560,000, and a second clinic in Gallup, which has a
population of not quite 21,000, in the heart of the Navajo Nation.
Doctors from the Albuquerque facility make the 4-hour round trip
drive to Gallup and back home daily.

McAneny traveled the country during her tenure as AMA
president, visiting clinics and hospitals in impoverished inner
cities and left-behind rural areas. She has simple advice to anyone
trying to understand the challenges of delivering oncology, and
health care generally, to rural America: “Follow the money.”

“There aren’t [enough] primary care doctors in the US because
primary care, under the Physician Fee Schedule,* is paid so badly
that if the primary care doctor sees 4 patients an hour, 7.5 hours
a day, 50 weeks a year, and pays the usual 50% overhead, they're
going to come home with maybe $150,000. And they can go to a
hospital system and make $300,000. What would you do?”

Reimbursements are a big obstacle to persuading doctors to
work in rural areas, but it is not the only one, McAneny explained.

“Burnout is a huge problem for rural physicians,” she said. “When
they go to the grocery store, their patients are in the grocery store.
[They’ll say], ‘Doc, I've been meaning to get to your office.” Then
you're answering questions at the grocery store. Everyone needs
time off from their day job.”

Other considerations that aren’t solved simply with higher
reimbursements are the isolation of living in remote communities,
poor local schools for the children of physicians, and few job
opportunities for their spouses. “Doctors are educated profes-
sionals who value education for their children, and nobody can
get by on one income anymore, so those are major barriers to
persuading a doctor to move to a rural community,” McAneny
said. When asked whether rural oncology and health care generally
is getting better or worse, she didn't hesitate.

“It’s gotten worse,” she said. “It’s gotten worse because it used to
be in rural communities, [where] there would be a bunch of inde-
pendent practice doctors clustered around the local hospital. That
was where they lived. They owned their practices; that was their
life and their career. The local hospitals benefited and it worked
pretty well. But over time, the hospital Outpatient Prospective
Payment System fee schedule has increased [more than] 60%.
Over the past 20 years, the Physician Fee Schedule has had an
increase of 6%. They've made independent practices nonviable, so
doctors leave to join a hospital system in a city.”

The Demographics of Cancer in Rural America
Just as there are more challenges than low reimbursements
confronting oncologists in rural areas, the challenge of living a
long distance from care is not the only challenge for rural patients.
The population of rural America is generally older,'> more
inclined toward unhealthy behaviors such as smoking and
drinking, and less likely to pursue or have access to preventive
care than those living in urban and suburban areas.’® According to

SP678

OCTOBER 2023

| AJmc.com



a CDC study, the more rural the area a person lives
in, the more likely they are to smoke, drink in excess
of recommended guidelines, be overweight or obese,
and exercise less than the recommended levels for
weekly aerobic activity.!®

Additionally, rural residents are more likely to live
in poverty and less likely to have access to health
insurance.' Ten states have not expanded Medicaid
to households earning 133% of the federal poverty
level: Alabama, Florida, Georgia, Kansas, Mississippi,
South Carolina, Tennessee, Texas, Wisconsin, and
Wyoming. According to the Center on Budget and
Policy Priorities, that leaves more than 2.1 million
individuals in the coverage gap, meaning they do
not qualify for Medicaid but would if their states
used the option to expand coverage under the
Affordable Care Act."”

Investigators at the CDC found a lower incidence
of cancer of all types in rural counties but higher
death rates compared with nonmetropolitan urban
and metropolitan counties.!® In addition, the study
showed that the differences in death rates between
rural and urban areas are increasing over time.

Lung and colorectal cancers occur more often in
rural populations. The higher rate of lung cancer is
attributed to higher rates of tobacco use;' this gap
in death rates is occurring amid a period of rapid
innovation in targeted treatment of lung cancer.

The elevated incidence of colorectal cancer rates are
mostly attributed to obesity and lower adherence

to screening.?!

The rates of breast cancer and prostate cancer
tend to be higher in urban areas because a greater
percentage of the population is screened regularly,
which means a patient in an urban area is typically
diagnosed earlier than a patient in a rural area.?
However, death rates for lung, colorectal, pancreatic,
and breast cancers are higher in rural areas, with
particularly large disparities for lung cancer and
relatively small disparities for breast and pancreatic
cancers. Evidence suggests that progress in reducing
cancer death rates for all cancers combined and
for most common cancers has been slower in rural
than in urban areas, further widening the disparity
in mortality.®

Oncology care often starts with a referral from an
alert primary care doctor, but rural access to primary
health care is only somewhat better than the access
to oncology care. A recent overview of the medical
care workforce in rural areas found there are only
10.9 physicians per 10,000 rural residents compared
with 31.7 per 10,000 urban residents.?* The shortage
of primary care doctors in rural areas often means
patients with cancer are diagnosed at a later stage
of the disease.

A Problem Oncology Cannot Solve Alone
All over the United States, oncologists and oncology
practices are working to bring care to patients who
lack the stamina, and often the gas money, to travel
to where care is available.

Telehealth, which had been hobbled by regulatory
constraints until the COVID-19 pandemic, has great
potential to at least partially solve the problem
of patients with cancer living very far from care.?
Oncologists at Sevier Valley Hospital in Richfield,
Utah, published a paper in 2020 that details the

benefits and potential of telehealth for both patients
with cancer and the hospital.?® Patients were treated
via real-time video-based telehealth under the care
of an oncologist at a tertiary medical center. They
calculated that from 2015 to 2018, patients saved
4 hours, 40 minutes, and 332 mi round trip per
encounter on average, as well $333,074 cumulatively
on related costs. Sevier Hospital “retained $3,605,500
in revenue” over the 4-year period.

Telehealth has promise, agreed Hensold, but he
warned it “is not a panacea.”

“Telehealth can certainly be part of the solution,
but a comprehensive approach to address the
existing barriers is needed,” he wrote in an email.

"Doctors are educated
professionals who value
education for their children,
and nobody can get by on
one income anymore, so
those are major barriers to
persuading a doctor to move
to a rural community.”

—Barbara McAneny, MD,

CEO, New Mexico Oncology Hematology
Consultants;

former president,

American Medical Association

McAneny, frustrated that patients abandon
treatment because of the costs and difficulties
of transporting themselves for care, founded the
New Mexico Cancer Center Foundation to assist
patients with up to $2000 in nonmedical costs. It’s
helped a lot of patients, but she is quick to admit
that it has not solved the biggest problem. “We pay
cell phone bills, we fix their roof, we put hot water
heaters in their houses—we do whatever patients
tell us they need that makes it possible for them
to continue fighting their medical problem,” she
said. “We can take care of the patient in front of
us, but we can't take care of everybody. We can’t
solve poverty.” ¢
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