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OVERVIEW

 Disparities in cancer care
 Issues in Precision Medicine
 SES/Race

 Intervention

 Future considerations and thoughts



RACIAL DISPARITIES IN HEALTH CARE

 Racial Disparities in health are well documented

 Racial and ethnic minorities receive a lower 
quality of health care even when income and 
access are accounted for

 Disparities exist through all sectors of the health 
care system



DISPARITIES FRAMEWORK

Kawaga-Singer CA, 2010







RACE: WHY IS IT HARD TO DISCUSS?



SOCIOECONOMIC STATUS AND CANCER



CANCER OUTCOMES AND SES

Walker et al, JCO 2014



CANCER OUTCOMES AND SES

Walker et al, JCO 2014



BRINGING SPECIALIST CARE TO THE
PATIENTS: ONCOLOGISTS SEEING

PATIENTS AT A COMMUNITY HEALTH
CENTER



QUESTIONS FOR CANCER CENTERS

1. Where do patients of color, low SES, and immigrants 
get their cancer care?
• Not getting treated?
• Community cancer centers
• Lack of data

2. How do we give high quality care to vulnerable 
populations while respecting fiscal realities?
• Other medical specialties do it (renal dialysis)
• Varied mix of payers (private insurers, Medicare, state 

safety net programs)



CANCER CARE EQUITY PROGRAM

 Focused effort to maximize research/and clinical 
efforts to combat racial disparities in cancer care 

 Supported at all levels of DFCI leadership in 
collaboration with External Affairs

 Funded by philanthropic gift from the Kraft 
Family Foundation (CVS x 2, individual donors)



CANCER CARE EQUITY PROGRAM

Rationale: 
Inequities in care are present at every level, and 

data corresponded with local needs assessment.

Goal: 
To improve local outcomes for the underserved 

across the spectrum of cancer-related disease by 
facilitating clinical access to the spectrum of 
preventive medicine, treatment, and clinical 
trials.



COMMUNITY HEALTH CENTER PARTNER

 Federally Qualified Heath Center:  Grant under PHS, 
goal to improve access to care for underserved patient 
populations. 25,000 individual visits. Majority under 
the poverty line. 

 Long-standing, existing relationships with DFCI and 
Brigham and Women’s Hospital

 New building created opportunity for an outreach 
program,  clinical facilities, onsite mammography and 
resource room



CANCER IN BOSTON

Source: Health of Boston, 2011-15
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Primary Care  
Physician (PCP)

Emergency 
Department (ED)

Patient sees ED physician

Scenario 2:  
Patient presents 
with non-urgent 
cancer-related 

symptoms

Scenario 1: 
Symptoms 

warrant in-
patient care
(referred to 
specialists)

Oncology and 
non-cancer 
specialists

Abnormal 
findings / 
further 

evaluation; 
referral to 
specialist

Normal 
findings; no 

referral 
needed / back 
to usual care

Scenario 2:
Symptoms 

warrant out-
patient care 
(referred to 
specialists)

Potential loss to follow-up / referral

Patient sees 
PCP

Scenario 1: 
Asymptomatic 

patient 
undergoes 

routine 
screening

Scenario 3:   
Patient presents 

with urgent 
cancer-related 

symptoms 
(referred to ED)

Evaluation follow-up

Outpatient treatment / follow-
up

Patient

Has PCP Does not 
have PCP

Waldman et al, Healthcare 2013



IMPLEMENTATION

Conceptualizing a clinical program:

• Oncology had limited physical presence in underserved 
communities

• Little interaction between oncology and primary care at 
the diagnostic stage of cancer

• Waiting for a “tissue diagnosis” before medical oncology 
involvement is problematic 

• Over 1yr process of gauging interest, resulted in a 
partnership

• Enter the Fast Track process…



WHAT IS FAST TRACK?

A problem-solving methodology that enables teams to:
• Solve problems quickly
• Implement solutions within 90 days
• Improve sustainable outcomes

Requirements for a successful Fast Track:
• Clearly defined problem statement and goals
• The right stakeholders: those closest to the problem
• Enough information to develop solutions
• Skilled facilitation throughout process
• Immediate decision making by senior sponsors
• Solutions and implementation by stakeholders

Key to Success: Implementation of strategies and action plans by 
those who are closest to the issues.

19Waldman et al, Healthcare 2013



SETTING THE FAST TRACK GOALS

Action
Verb What Will

Be Changed
Measurement

of Success
Time

Frame

Structure administrative processes 
and clinical care 

for 10 pilot 
patients to 

obtain a 
resolution of 
their cancer 
symptoms 

within 21 days

within 100 days

Fast Track Goal Criteria: Best Goals Are:
-Measurable and tangible -Results-Oriented
-Short-term, 90-100 day target -Quantitative
-A significant improvement -Simple and clear 
-Achievable with defined -Memorable
resources and authority -Inspiring

Fast Track goals for the clinical outreach program

Waldman et al, Healthcare 2013



Whittier Street Health Clinic (WSHC) Process Flow (Draft)      5/7/2012
DF

CI
 

Ac
ce

ss
 M

an
ag

em
en

t
DF

CI
 O

nc
olo

gy
 

Pr
og

ram
 N

urs
e

BW
H

Int
ern

al 
Me

dic
ine

, 
W

SH
C

DF
CI

 M
ed

ica
l O

nc
olo

gis
t

2. Program Nurse 
performs clinical 
assessment; also 

notifies DFCI Access 
Mgmt to obtain 

insurance clearance 
(provides facesheet)

1. Internal Medicine refers 
patient to DFCI Oncology 

Program at WSHC for 
screening/ treatment

3. Access Mgmt 
verifies patient’s 

insurance coverage 
and benefits 

(within 24 hours)

Insurance 
concerns? 

(BMC, Self-Pay, 
etc.)

Can/does 
patient want 

to switch 
insurance? 

13. BWH specialist 
provides work-up/

treatment

Yes

4b. Access Mgmt 
assists with/ 

confirms insurance 
switch/coverage

Yes

6. Access Mgmt 
notifies Program 

Nurse of insurance 
clearance

No

7. Program Nurse  
schedules appt. w/
Medical Oncologist 

at WSHC

8. Patient sees 
medical oncologist 

at WSHC

Work-up 
required?

4a. Access Mgmt 
notifies Program 

Nurse that patient 
has high-risk 

insurance

No

5. Program Nurse 
Schedules appt. w/

medical oncologist at 
WSHC and informs 
MD that patient has 
high-risk insurance

14. BWH bills 
insurance/

payer

End WSHC process;
 *Start DFCI “New Patient 
Process - No Insurance 

Follow-Up”

11. Program Nurse 
completes “Mini-

Registration”; 
schedules work-up, 
treatment, and/or 
follow-up appoint 

(provides facesheet); 

Yes

12.BWH registers 
patient in BICS; 
schedules work-

up/treatment

Does patient 
have high-risk 

insurance?

No

15. Program Nurse 
notifies Access Mgmt 

and BWH Referral 
Coord about pt work-
up/treatment required

Yes

16. Access Mgmt 
requests 

authorization for 
Imaging only

Authorization 
obtained?

17. Program Nurse 
works w/Internal 

Medicine/Referral 
Coordinator to 

schedule work-up/
treatment at BMC/

Other.

No

From 
Box 11

Yes

18. Medical 
oncologist 

reviews work-up 
results

Does patient 
have cancer?

10. Patient follows-up 
with PCP at WSHC

(No Cancer)

No

19. Patient sees 
medical oncologist 

at WSHC
(Cancer-Related)

Yes

9. Program Nurse 
refers patient back 

to Internal 
Medicine

No

Provide 
ongoing 

treatment?

No

Start 
Box 11 
or 15

Yes

Referral Coord. 
requests auth for 

work-up/treatment; 
excludes Imaging

12. TCAMC registers 
patient; schedules 

work-up / treatment

17. Program Nurse 
works w/ Internal 

Medicine / Referral 
Coordinator to schedule 

work-up / 
treatment at other 

facility

Insurance 
concerns? (Other 

Facility, Self-
Pay, etc.)

8. Patient sees 
medical oncologist at 

PHCC

7. Program Nurse 
schedules appt. w/ 
medical oncologist 

at CHC

2. Program Nurse 
performs clinical 

assessment; also notifies 
Cancer Center Access 
Management to obtain 

insurance clearance

8. Patient sees 
medical oncologist at 

CHC

5. Program Nurse 
schedules appointment 
with medical oncologist 

at CHC and informs 
medical oncologist that 
patient has high-risk 

insurance

15. Program Nurse 
notifies Access 

Management and 
TCAMC Referral 

Coordinator about 
patient work-

up/treatment required

10. Patient follows 
up with PCP at 
CHC (no cancer)

End CHC process; start 
Cancer Center “New 
Patient Process – No 
Insurance Follow-Up”

19. Patient sees 
medical 

oncologist at 
CHC (cancer-

related)

13. TCAMC 
specialist provides 
work-up/treatment

14. TCAMC bills 
insurance/payer

1. Internal Medicine refers 
patient to Cancer Center 
oncology program at CHC 
for integrated evaluation 

services

Patient Referral Process Flow
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Patient

Active Cancer-
Related Issue

No Active Cancer-
Related Issue

Provider-level
•Formal & informal provider-
provider consultations
•Didactic sessions

Patient-level
•Clinical consultations
•Education

Primary Care Provider(s)
•Referral for diagnostic evaluation
•Re-establishing connection with oncology
•Abnormal screening
•Selected non-chemo follow-up

•Treatment 
•Surveillance
•Supportive 
care
•Palliative Care

•Oncology 
specialists
•Surgeons

•Treatment 
completion
•Survivorship

Integrated Evaluation Services

Cancer Center

Community Cancer Clinic

Community-level
•educational sessions

Support Staff
•Access Management Coordinator
•Interpreter

Follow-up Follow-upPrimary Health Care Center

Oncology Provider(s)
•Program Nurse
•Oncologist

DECISION POINT

Navigators
•Program Nurse
•Patient Navigator



CLINICAL DATA COLLECTION

Clinic open for 6 yrs.

 Computerized New Patient intake form & Patient 
navigation database in Redcap

 Evaluation of data from the cohort

 Pre program data from the health center



EVALUATION OF THE INTERVENTION



BASELINE DATA: 
TOTAL NUMBER OF CANCER DIAGNOSES, 2005-11
Type of cancer # DX # Dx 2009-11 # Dx pre-2009 % Treated at BMC

Breast 35 11 24 57.14
GI (liver, colon, 
rectal)

21 13 8 66.67

GU (bladder, 
kidney, 
prostate)

42 14 28 42.86

Lung 6 5 1 66.67
Gyn (cervix,
ovarian)

19 4 15 13.79

Heme 
(lymphoma,
leukemia)

4 1 3 25.00

Other (skin, 
brain, thyroid)

9 1 8 33.33

Total 136 49 87 43.84



CLINIC VISIT DATA

869 total patient 
visits

• 479 new 
patients

• 390 follow-
ups

41%

59%

Percentage

Heme/Onc Dx Non Heme/Onc Dx



PATIENT DEMOGRAPHICS: OUTREACH

Age Category N Percentage
18 - 29 52 10.9
30 - 39 66 13.8
40 - 49 72 15.0
50 - 59 134 28.0
60 - 69 113 23.6
70 - 79 29 6.1
80+ 13 2.7
Total 479 100.0

Gender N Percentage
Female 285 59.5

Male 194 40.5

Total 479 100.0



PATIENT DEMOGRAPHICS: OUTREACH

Primary Race N Percentage

American Indian or 
Alaskan Native

4 < 1

Asian 2 < 1

Black or African 
American

311 67.0

Native Hawaiian or 
other Pacific 
Islander

1 < 1

White 110 23.7

Other 19 4.1

Two or more 17 3.7

Missing 15 2.8

Hispanic
Ethnicity

N Percentage

Yes 219 45.7
No 257 53.6
Missing 3 0.7

Total 479 100.0

Total 479 100.0



PATIENT DEMOGRAPHICS: OUTREACH

Insurance N Percentage

Commercial 
Insurance 53 11.0
Commonwealth 

Health
Care 18 3.8
HSN or Free Care 37 7.7
Medicaid 254 53.0
Medicare 112 23.3

Missing 2 0.4

Total 479 100.0

Other 3 0.7



PATIENT DEMOGRAPHICS: OUTREACH
Employment

Status
N Percentage

Employed 32 
hrs/wk or more

161 34.0

Employed less than 
32 hrs/wk

60 12.5

Full-time student 6 1.3

Unemployed, 
seeking work

77 16.0

Employed less than 
32 hrs/wk & part-
time student

3 0.6

Homemaker 28 5.8

Unable to work due 
to disability

74 15.4

Retired 65 13.7

Missing 5 1.0

Education
Status

N Percentage

Some primary or 
elementary school

35 7.5

Some secondary or 
high school

79 16.8

Secondary or high 
school graduate or 
GED equivalent

125 26.7

Vocational/technica
l school graduate

27 5.8

Some University, 
but did not 
graduate

98 20.9

Bachelors Degree 63 13.4

Graduate/Professio
nal Degree (e.g., 
MA, PhD)

32 6.8

Other 10 2.1

Missing 10 2.1
Total 479 100.0

Total 479 100.0



REASONS FOR REFERRAL

Reasons for Referral N(%)
Hematological consult 89 (20.6)
Evaluate for cancer 128 (29.7)
Genetic counseling and 
testing

88 (20.4)

Lung cancer screening 
/smoking cessation counseling

70 (16.2)

Follow up care for cancer 47 (10.9)
Cancer treatment 9 (2.1)
Total 479



CANCER DIAGNOSIS

103 oncology visits
90 heme visits
283 Non Onc/heme visits

21.5%
18.7%

59%

0%

10%

20%

30%

40%

50%

60%

70%

Oncology Hematology Non
Oncology/hematology

Percentage



PATIENT REFERRALS

54.3%

44.2%

1.4%
0%

10%

20%

30%

40%

50%

60%

DFCI BWH Other

% of Total Patient Referrals



FIRST DISEASE CENTER REFERRED TO

5.9% 5.9% 4.9%

22.5%

2.0%

42.2%

1.0% 1.0% 1.0% 1.0% 1.0% 1.0%

9.8%

0%

10%

20%

30%

40%

50%

Percentage



TYPE OF RESOLUTION

35.5% 33.7%

53.7%

49%

8.4%

17%

5%2%

0%

20%

40%

60%

80%

100%

Referred to PCP Surveillance Plan Treatment Plan Unresolved Other

% of those with Dx n= 193  % of total patients n= 479



EVALUATION OF ONCOLOGY PATIENT NAVIGATION

Core metrics during cancer 
screening and diagnosis 
• Diagnostic resolution
• Timeliness of care
• Patient education
• Continuity of care

Core metrics during cancer 
treatment
• Goals of treatment
• Timeliness of care
• Treatment adherence
• Guideline adherence
• Clinical trial participation



OUTCOMES OF INTEREST

 Most important outcome is time to resolution in days.

 Given the low N only the univariate non parametric 
test median test can be performed at this time due to 
small sample size.

 Days to resolution is defined as clinic date  -
date of resolution.

All patients (475): Mean: 32, Median:16
SD: ± 53.2 days
Oncology/heme patients (193): Mean: 29, 
Median:13.0, SD: ± 48.5 days (from WSHC median 32

days)



EARLY CONCLUSIONS AND
ACCOMPLISHMENTS

 Significant number of cancer patients in the primary 
care setting

 Patients and physicians recognize utility of the 
program. Clinical trial enrollment-7.4% of all patient 
with cancer Dx (14/193). 

 17% of pts on active treatment

 Formation of a clinical patient cohort with IRB 
approval of 364 patients with 89% (364/407) response

 Patient navigation database for tracking patient data



1. Clinic Utilization and Smoking Cessation Practices among 
Ethnic Minority Patients Referred for Paired Lung Cancer 
Screening and Tobacco Treatment Services at a Community 
Cancer Program. (AACR Conference on the Science of Cancer 
Health Disparities 2016)
 70 patients: 26% clinic no show rate. Despite expressing a 

willingness to participate, the no show rate of study participants 
for smoking cessation counseling (65%) was significantly higher 
than the no show rate for the LDCT screenings (8%).  

RESEARCH PROJECTS



Did not consent for research
10% (5/52)

Not recommended for LDCT
15% (7/47)
Former Smokers (2)        Current Smokers (5)

Recommended for LDCT
85% (40/47)

No show for LDCT
8% (3/40)
Former Smokers (0)  Current Smokers (3)

Received LDCT
92% (37/40)
Former Smokers (3)        Current Smokers (34)

Current smokers referred for smoking cessation counseling
N=42

Declined enrollment
5% (2/42)

Willingness to enroll in smoking cessation counseling
95% (40/42)

Attended smoking cessation counseling
35% (14/40)

No show for smoking cessation 
counseling 65%(26/40) 

No show at clinic 26%(18/70)

Referred by primary care 
provider N=70

Consented for research 
90%(47/52)

Summary of patients 
referred for lung cancer 
screening and smoking 
cessation counseling



2. Self-Reported Financial Stress Among Patients Evaluated at 
A Community Cancer Program. (ASCO Annual Meeting 2017)

o 288 participants: In an adjusted analysis, patients who reported 
financial stress were more likely to be younger in age (OR = 4.03, p 
< 0.001) unemployed (OR = 3.24, p = 0.002), have less than a 
bachelor’s degree (OR = 0.035, p=0.018), insured by Medicaid 
(OR=3.22, p < 0.011), and were more likely to rate their QOL (OR = 
3.76, p = 0.031) as poor, compared to those without financial stress.

o Race, gender, presence of cancer diagnosis and comorbidities were 
not associated with financial distress. 

o Independent predictors of poor QOL were disability (OR = 3.12, p = 
0.005), depression (OR=2.12, p=0.007) and extreme financial 
difficulty (OR = 2.57, p = 0.011). 

RESEARCH PROJECTS





3. Cancer Genetic Counseling, Testing, and Outcomes in Two 
Distinct Patient Settings. (Rana et al. Journal of Community 
Genetics)

o Compared outcomes of cancer genetics consultations at DFCI and 
WSHC (58 tertiary and 23 FQHC patients) from 2013-2015.  

o The two groups differed in race, ethnicity, use of translator 
services and type of insurance coverage. There were also 
significant differences in completeness of family history 
information, with more missing information about relatives in the 
FQHC group.

o In spite of these differences, genetic testing rates among those 
offered testing were comparable across the two groups with 74% of 
tertiary patients and 60% of FQHC patients completing testing

o Discussion focused on consideration for genetic testing in this 
populations even with less complete family history.



SUMMARY

 An integrated model service model
 Diagnosis—treatment—survivorship-end of life care

 Streamlined diagnostic services
 Diagnostic clinic
 Co-location in community health center

 Internal Medicine and Oncology 
 Prevention
 Screening
 Survivorship



CHALLENGES

 Changing health care climate
 Competition often dilutes the mission
 Academic centers community health centers
 The work tends to be personality driven not 

institution driven
 Community goals versus academic center goals
 Sustainability 



CONCEPTS

 This model can be used in both licensed and 
unlicensed health clinics

 Increases the flow of patient to the cancer center 
 Strengthens  bonds in the community
 Allows for integration of prevention/educational 

programs:
 Genetics
 Lung cancer Screening
 Dental Referrals for head and neck cancer
 Tobacco education initiative in residential addiction 

recovery programs



SUMMARY

 Descriptive research in disparities is useful, but the only 
way to try to address outcomes is via community based 
interventions.

 Community based interventions take time, and effort to 
establish relationships, and sustain efforts

 Our outreach initiative needs thorough prospective 
evaluation of the metrics, although some suggestion of 
improvement in clinical trial involvement, and time to 
resolution has been seen.

 Limited by small n. Cost effectiveness can follow after 
clinical effectiveness is evaluated.
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