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Map of life expectancy: disparities in New Orleans, Louisiana. NOTE: The average life expectancy gap for 
babies born to mothers in New Or- leans can reach up to 25 years. SOURCE: RWJF, 2013b. 
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Negative 
Impact of 

unmet needs; 
not addressed 
anywhere

Factor Magnitude of problem Impact

Cancer Health 
Disparities

34% preventable deaths $230 Billion over 3 years
Additional $1 trillion in 
direct cost

Cancer screening 86% eligible patients did not receive 
lung cancer screening

Adverse outcomes
Additional spending

Lack of access to trials Adverse outcomes Yes

Precision Medicine 
(biomarker testing)

Worsened CHD, extra spending and 
worse outcomes

Both financial and worse 
outcomes

Germline testing Very inadequate Worse outcomes; extra 
spending

Social Determinants of 
Health

Contributes to CHD and worse 
outcomes

Results in extra spending

Part B Drug Prices Current trend in drug prices is 
unsustainable

Access and financial 
toxicities

Payer related factors National issues; multi state AG 
investigations; legislations, LBM

Delayed care; excess 
spendingPrivate and confidential



Some clinical trials are only available in major cities and require substantial travel
for patients; 40% of patients drive more than 60 minutes one way

Galsky, JAMA, 2015;175(2):293-295

Access to Clinical Trials



 individuals have the highest incidence and mortality rates for CRC. About half of the racial disparity in CRC mortality rates is 
attributed to a combination of less screening and lower state-specific survival among Black individuals.4

 Cervical cancer incidence and mortality rates are highest among non-HispanicBlack, American Indian, Alaska Native, and
Hispanic individuals, largely reflecting socioeconomic disparities and a lack of access to care, including cervical cancer
screenings.4

Black individuals with cancer are more likely than white individuals to be diagnosed at later stages for breast, CRC, and cervical
cancers, partly due to lower screening rates and timely follow-up for abnormal results (Source: ACS)

Disparities in cancer screening



Biomarker (CGP) and Germline testing
• NCI and the National Human Genome Research 

Institute, sequenced the genome of close to 1,100 
lung cancer patients (with only 7% AA 
population.

• There are socio‐economic inequalities in predictive 
biomarker tests and biological and precision 
therapy utilization

• Only 1 in 4 Black patients with advanced or 
metastatic NSCLCA underwent NGS before 
first‐line therapy compared with one in three 
white patients, according to results of a 
retrospective study (ASCO 2021)

• Germline testing (INTERCEPT)
• A cohort study of 2,984 unselected patients 
with cancer, universal germline genetic 
testing found that 13.3% harbored a 
pathogenic germline variant (PGV) — and 
48% of those PGVs would not have been 
detected using standard guidelines

• 30% of patients with a high‐penetrance PGV 
received modifications to their treatment 
based on the finding

• Study Finds Universal Genetic Testing 
Uncovers More Inherited Mutations vs 
Guideline‐Based Genetic Testing
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Lack of Screening and impact on individual and 
population health
• Cancer screening saves lives and reduces total cost of care during lifetime of beneficiaries

• 87% of Eligible Seniors Do Not Receive Lung Cancer Screenings; Lung cancer screenings were 
higher among Medicaid beneficiaries in states that covered the preventive service.

• Over 7,600 Medicaid beneficiaries—or 15.7 percent—received a screening, leaving 
approximately 84 percent that did not. Nearly 41,500—or 12.5 percent—of the Medicare 
beneficiaries received the screening. Over 292,400 Medicare beneficiaries who were eligible for 
a lung cancer screening—or 87.1 percent of eligible patients—did not get screened.

• Breast cancer is the most common cancer worldwide and the most common cancer diagnosed 
in American women. It is second leading cause of cancer death in American women.

• Even though curable when caught earlier (close to 99%), close to 30% women did not get  
mammography for breast cancer between 2017‐2019
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The impact of 
high cost of 
cancer care  on 
patients, 
limiting access 
to care

• A 2018 payer survey of US 
health plans representing 
105 million medical 
pharmacy lives  shows that 
51% of commercial payers 
require a coinsurance for 
specialty drugs covered  
under medical benefit

• Coinsurance ranges from 23‐
26% (according to Serono 
survey representing 76 
million lives); 

• With increased cost‐sharing, 
patients are less likely to 
initiate therapy and more  
likely to discontinue existing
therapy

• 19% or 6 million Medicare 
FFS beneficiaries do not 
have supplemental
coverage

• Annual OOP costs may 
reach up to approximately 
58% of the median per 
capita income  of Medicare 
beneficiaries in the United 
States; 

• These prices may impact 
300k patients annually

• Annual OOP cost varies 
between $2500 to $15K



Core 
components To 

Solve CHD 
through AAPM Patient  Centered 

Approach

Reduce CHD;
Address 

SDoH;reduce
financial 
toxicities

Expanded 
Access 

including after 
hours and 
weekend

Improve clinical 
trial participation

Biosimilars and 
generics

National 
Guidelines and 

Choosing 
Wisely; EOLC 
and palliative 

care

Precision 
Medicine 

Biomarkers 
driven treatment
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How this 
model differs 
from current 
OCM or even 
projected OCF

Factor OCM OCF Palmetto AAPM

Cancer Health 
Disparities

No NO Addresses to the core

Cancer screening No No Address to the core; 
mandatory

Lack of access to 
trials

Encourage
d 

? Encourages participation of 
ethnic minorities

Precision Medicine 
(biomarker testing)

No No Mandatory

Germline testing No No Mandatory when indicated

SDoH No No Mandatory data collection

Palliative and EOLC Yes; still 
only 3 days 
hospice 
stay

Yes More aggressive approach
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OCF information based on 
public hearing Nov 2019 at 
HHS/CMMI
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