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BACKGROUND. The purpose of this study was to determine whether racial dispari-

ties in cancer therapy had diminished since the time they were initially docu-

mented in the early 1990s.

METHODS. The authors identified a cohort of patients in the SEER-Medicare

linked database who were ages 66 to 85 years and who had a primary diagnosis

of colorectal, breast, lung, or prostate cancer during 1992 through 2002. The

authors identified 7 stage-specific processes of cancer therapy by using Medicare

claims. Candidate covariates in multivariate logistic regression included year,

clinical, and sociodemographic characteristics, and physician access before can-

cer diagnosis.

RESULTS. During the full study period, black patients were significantly less likely

than white patients to receive therapy for cancers of the lung (surgical resection

of early stage, 64.0% vs 78.5% for blacks and whites, respectively), breast (radia-

tion after lumpectomy, 77.8% vs 85.8%), colon (adjuvant therapy for stage III,

52.1% vs 64.1%), and prostate (definitive therapy for early stage, 72.4% vs 77.2%,

respectively). For both black and white patients, there was little or no improve-

ment in the proportion of patients receiving therapy for most cancer therapies

studied, and there was no decrease in the magnitude of any of these racial dispa-

rities between 1992 and 2002. Racial disparities persisted even after restricting

the analysis to patients who had physician access before their diagnosis.

CONCLUSIONS. There has been little improvement in either the overall proportion

of Medicare beneficiaries receiving cancer therapies or the magnitude of racial

disparity. Efforts in the last decade to mitigate cancer therapy disparities appear

to have been unsuccessful. Cancer 2008;112:900–8. � 2008 American Cancer

Society.

KEYWORDS: disparities, access, race, breast cancer, colon cancer, prostate
cancer, lung cancer.

R acial disparities have been demonstrated at each step of the

cancer-care continuum, ranging from the unequal distribution

of cancer risk factors to inequities in prompt diagnosis and appro-

priate therapy.1–3 Even among patients who have Medicare insur-

ance, for whom a substantial proportion of cancer therapy costs are

reimbursed, there is abundant evidence of inequity in cancer care

among patients diagnosed in the early and mid-1990s.2,4–11

Increased recognition of the prevalence of healthcare disparities

during the 1990s has led not only to increased attention but also to

substantive initiatives promoted by foundations and by all levels of

government.1,12–16

Given the recent attention and investment in ensuring access to

appropriate cancer care, it is important to address 2 key knowledge

gaps. First, there is a need to assess whether access to cancer therapies
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has increased in the overall population. Second, it is

unclear whether there has been any reduction in

cancer disparities. Some analyses have reported that

racial therapy disparities persisted from 1992 through

1999 among patients diagnosed with early stage

prostate or breast cancer.11,17–19 Conversely, a sepa-

rate analysis of colorectal cancer therapy in the

National Cancer Data Base suggested that while a

racial disparity in receipt of adjuvant therapy existed

in 1990–1991, it no longer existed in 2001–2002.20

However, these findings were not adjusted for

patient, tumor, or health system characteristics.20

We, therefore, evaluated the cancer care received

by Medicare beneficiaries who were diagnosed with

common cancer types from 1992 through 2002. We

identified cancer therapies for which racial dispari-

ties had been previously recognized and determined

whether there had been a temporal change in cancer

care for the overall Medicare population or in the

magnitude of racial disparities.

MATERIALS AND METHODS
We assessed patterns of care from 1992 through 2002

among Medicare beneficiaries diagnosed with malig-

nant breast, colorectal, lung, and prostate cancer,

which represent the 4 most common causes of can-

cer death.21 We obtained data from the Surveillance,

Epidemiology, and End Results (SEER)-Medicare

database, which links SEER cancer registry data to a

master file of Medicare enrollees at the individual

patient level.32

For each cancer type, we identified curative or

adjuvant therapies that were recommended or widely

used from the early 1990s or earlier. These included

surgical therapy for early stage (I/II) breast or lung

cancer, adjuvant chemotherapy for breast (hormone

receptor negative, stage II/III) and colon cancer

(stage III), radiation after lumpectomy in breast can-

cer (stage I/II), and (neo)adjuvant radiation and ad-

juvant chemotherapy in rectal cancer (stage II/III).

We also assessed the use of ‘‘definitive therapy’’ for

patients with early stage prostate cancer (defined as

prostatectomy, brachytherapy, or external beam

radiation therapy), despite the limited evidence of ef-

ficacy, because of the substantial burden imposed by

prostate cancer on black men.4,8,9,22–31 Because both

mastectomy and lumpectomy with radiation are con-

sidered definitive therapy for early stage breast can-

cer, we focused on the rate of mastectomy among

women not receiving a lumpectomy and the rate of

radiation usage among women receiving a lumpect-

omy. However, preliminary analysis demonstrated no

clinically significant disparity in mastectomy usage

and probabilities of therapy that were near 100% in

all race-time combinations; therefore, we excluded

mastectomy.

Study Sample
We included only patients with specific cancer types

and stages for which the relevant process measures

were recommended in our study sample (Table 1).

Several of the process measures required specific

previous courses of therapy to be eligible for the

study. For example, adjuvant chemotherapy for colon

cancer presumes that the patient has already under-

gone surgical resection of the tumor. Furthermore,

because we were unable to assess the suitability of

therapy for individual study subjects, we required

that nonlung cancer subjects survive 6 months after

their eligibility for a process measure. For lung can-

cer, we waived the survival requirement because of

the high operative mortality associated with lung

resection. Initially, we had 14,071 colon, 8701 rectal,

41,570 lung, 65,126 breast, and 129,415 prostate can-

cer patients; all were classified as malignant, primary

cancers in the relevant stage groups, diagnosed from

1992 through 2002, between the ages of 66 and

85 years, and had a known month of diagnosis. To

incorporate into our analysis healthcare claims from

the full year before cancer diagnosis, we excluded

patients who had not been enrolled in fee-for-service

Medicare part B for the 12 months before their can-

cer diagnosis (17,593 patients were excluded.). We

also excluded patients who died before or during the

month of cancer diagnosis (6 patients), who were not

black or white (17,638 patients) because prior

authors have questioned the validity of ethnicity data

in SEER-Medicare, who did not receive required

therapies in the 6 months after diagnosis (203

patients), who lost Medicare A and B coverage or

entered a health maintenance organization (HMO) in

the 6-month period after diagnosis (for lung and

prostate cancer) or previous therapy (all other) (9311

patients), or who died during that period (except

lung cancer; 5369 patients), yielding 7775 colon, 1745

rectal, 11,207 lung, 40,457 breast, and 82,238 prostate

cancer cases.32

Construction of Variables
Cancer therapies were identified by using Medicare

claims codes including International Classification of

Diseases (ICD-9-CM),28 Current Procedure Terminol-

ogy (CPT),23 and SEER therapy codes (Table 1).52–54

Comorbid conditions that comprise the Charlson

index were identified based on combined inpatient,

outpatient, and physician claims from 12 months

before cancer diagnosis until the month preceding

Race and Cancer Therapy/Gross et al. 901
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diagnosis.33 Median household income, an ecologic

measure, was drawn from the smallest geographic

unit available (patients’ census tract if available,

otherwise zip code). State buy-in of Medicare cover-

age was defined as having 2 or more months of state

buy-in coverage (a sensitive, but not specific, indica-

tor of poverty) in the calendar year of cancer diagno-

sis and the preceding year. We defined subjects as

having seen a physician for evaluation and manage-

ment if there was at least 1 claim for a physician visit

for evaluation and management (CPT/HCPCS codes:

99,201–99,205, 99,211–99,215, 99,387, 99,397, 99,401–

99,404, and 99,241–99,245) in the window beginning

12 months before diagnosis and ending the month

before diagnosis.34 Among women with breast can-

cer, we defined hormonal receptor status as negative

if both the estrogen and progesterone receptor status

variables were recorded as negative. Tumors were

staged by using the American Joint Committee on

Cancer 3rd edition (for breast, colon, lung, and rectal

cancer); for prostate cancer we used historical

stages.2

Statistical Analysis
Bivariate associations between the process of care

measures and candidate covariates were assessed by

likelihood ratio chi-square tests for categorical cov-

ariates and Student t test for continuous covariates.

Time was grouped into 3 periods a priori as follows:

Period I from 1992 to 1994, Period II from 1995 to

1999, and Period III from 2000 to 2002.

Separate multivariate analyses were conducted

for each cancer type and therapy. We estimated a se-

ries of logistic regression models to assess the rela-

tion between race, time period, and each cancer

therapy. The first model assessed the relation

between the process measure and basic demographic

information (age, sex, and martial status, geographic

region, urban or rural residence, and presence of a

physician visit in the previous year) in addition to

TABLE 1
Cancer Therapies, Therapy Eligibility Criteria, and Administrative Claims Codes

Therapy Cancer type (characteristics) Procedure Claims codes

Radiation after lumpectomy Breast Stage I, II29,52 (post-lumpectomy) Lumpectomy11,29,52 ICD-9-CM 85.20–85.23, 85.25

HCPCS 19110, 19120–6, 19160–2

SEER 1* 10, 20

SEER 2y 10–17
Radiation11,29 ICD-9-CM V58.0, V66.1, V67.1, 92.20–92.29

HCPCS 77400–499, 77750–99

Revenue 330, 333, 339, 973

Adjuvant chemotherapy Breast Stage II, III (post resection, HR-) Chemotherapy53 ICD-9-CM V58.1, V66.2, V67.2, 99.25

HCPCS Q0083–5, J9000–9999, 96400–450

Revenue 331, 332, 335

Adjuvant chemotherapy Colon Stage III (post-resection) Resection9 ICD-9-CM 45.71, 45.73–45.95, 48.41–48.69

HCPCS 44140–44147

SEER 1* 30, 40, 50, 60, 70, 80, 90

SEER 2y 30–31, 40, 50–51, 60, 70, 80, 90
Chemotherapy9 See above

Adjuvant chemotherapy and

(neo)adjuvant radiation

Rectum Stage II, III (post-resection) Resection8 See above

Radiation8 See above

Definitive therapy (prostatectomy.

external radiation, or brachytherapy)

Prostate Stage I Surgery2,54 ICD-9-CM 60.50, 60.60

HCPCS 55810–5, 55840–5

SEER 1* 10, 20, 30, 40, 50, 60, 70, 80, 90

SEER 2y 10–17, 30, 40, 50, 70, 80
Radiation2,19 ICD-9-CM V58.0, V66.1, V67.1, 92.20–92.26, 92.29

HCPCS 77400–499

Revenue 330, 333, 339, 973

Brachytherapy19 ICD-9-CM 92.27–92.28

HCPCS 55859, 55862–5, 77750–77799.

Surgical resection Lung Stage I, II Surgery28 ICD-9-CM 32.09–32.10, 32.29–32.90

HCPCS 32440–32500, 32520–5, 32999

SEER 1* 10, 20, 30, 40, 50, 60, 70, 80, 90

SEER 2y 10–14, 20–22, 30–32, 40, 50–54, 60, 70, 80

* SEER site-specific surgery codes through 1992–1997.
y SEER site-specific surgery codes from 1998–2002.
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race and time period. The second model also

included characteristics defining the tumor (cancer

stage and grade). The third model included the 18

conditions comprising the Charlson comorbidity

index (model 3) and was the primary model for ana-

lytic purposes because this model is in keeping with

the Institute of Medicine definition of racial dispari-

ties.35 Subsequently, we also incorporated socioeco-

nomic status (SES) (model 4) to see if SES explained

part of the disparity. For each cancer care process,

we also estimated alternative models that included

race-by-time and race-by-SES interactions; the final

models did not include these terms because none of

them were found to be significant.

To estimate the magnitude of disparities asso-

ciated with race, we computed predicted probabil-

ities of receipt of care for each process measure.

Predicted probabilities were computed by manipulat-

ing the relevant variables (black or white race and

time—Period I or Period III) while holding all other

variables at the marginal distribution for the sample,

with the exception of age, which we standardized to

75 years. Standard errors for predicted probabilities

and absolute disparities were computed by the delta

method.

RESULTS
The final study sample consisted of 143,512 patients

(Table 2). The most common cancer type was pros-

tate (82,328 patients), followed by cancer of the

breast (40,457), lung (11,207), colon (7775), and rec-

tum (1745). Compared with white patients, black

cancer patients were significantly more likely to have

state buy-in coverage and to reside in areas with the

lowest quintile for median income (Table 2). Black

patients were significantly more likely to have had

no visits to a physician before their cancer diagnosis

(P < .001 for each pairwise comparison). Black patients

tended to have a higher burden of comorbidity for

TABLE 2
Patient Characteristics

Patient characteristic

Cancer type

Colon Rectal Lung Breast Prostate

White Black P White Black P White Black P White Black P White Black P

Total 7434 707 2825 145 10,397 810 38,118 2336 74,288 8040

% 64.1 52.1 <0.001 48.9 35.2 0.001 78.5 64.0 <0.001 92.8 88.7 <0.001 77.2 72.4 <0.001

Mean Age (SD) 75.3 74.5 <0.001 74.3 73.5 0.078 73.8 72.6 <0.001 74.3 73.7 <0.001 73.5 72.9 <0.001

Gender %

Female 55.3 64.6 <0.001 44.7 49.7 0.24 47.5 42.7 0.008 100.0 100.0 NM 0.0 0.0 NM

Socioeconomic status
Low Income* 1328 420 <0.001 539 93 <0.001 1858 528 <0.001 7120 1483 <0.001 12,928 4857 <0.001

State buy-iny 537 176 <0.001 198 38 <0.001 753 247 <0.001 2679 747 <0.001 2832 1077 <0.001

Physician visits

None 421 77 <0.001 131 23 <0.001 478 90 <0.001 828 87 <0.001 3103 834 <0.001

1 or more{ 7013 630 2694 122 9919 720 37,290 2249 71,185 7206

Comorbidity

Myocardial infarction 2.2% 2.0% 0.76 1.3% § 0.94 1.9% 2.3% 0.43 0.7% 0.9% 0.21 1.0% 1.1% 0.84

Old MI 3.7% 2.0% 0.018 2.6% § 0.68 4.7% 4.1% 0.44 1.4% 1.6% 0.26 2.0% 1.9% 0.53

Heart Failure 11.4% 12.0% 0.63 6.2% 6.9% 0.72 9.3% 12.0% 0.013 4.4% 8.0% <0.001 3.9% 5.9% <0.001

Peripheral vascular disease 3.7% 4.0% 0.74 2.9% § 0.27 6.7% 7.3% 0.49 1.8% 3.6% <0.001 2.1% 3.6% <0.001

Stroke 5.4% 7.4% 0.03 3.6% 5.5% 0.22 7.1% 8.6% 0.11 3.4% 5.6% <0.001 3.5% 4.7% <0.001

COPD 15.0% 12.4% 0.072 12.4% 12.4% 0.99 43.4% 42.8% 0.77 9.3% 9.8% 0.41 8.6% 10.2% <0.001

Diabetes 15.8% 25.5% <0.001 12.9% 17.9% 0.082 11.2% 20.4% <0.001 11.2% 24.2% <0.001 9.5% 16.7% <0.001

Diabetes w/sequelae 3.0% 4.1% 0.096 1.8% 5.5% 0.002 2.4% 5.1% <0.001 1.8% 5.8% <0.001 1.5% 3.2% <0.001

Chronic renal failure 1.1% 2.4% 0.002 1.0% § 0.69 1.4% 4.0% <0.001 0.6% 2.7% <0.001 0.9% 2.1% <0.001

Ulcers 2.5% 3.5% 0.088 1.2% § 0.58 1.8% 2.8% 0.038 0.9% 1.5% 0.002 0.8% 1.6% <0.001

Rheum 1.6% 1.4% 0.65 1.4% § 0.49 2.9% 1.9% 0.082 2.0% 2.2% 0.53 1.0% 0.7% 0.002

* Low income indicates patient resides in an area with the lowest quintile for median income.
y State buy-in indicates patient had 2 or more months of state buy-in Medicare coverage in the year of and the year preceding diagnosis.
{ Patient had 1 or more evaluations and management visits in the period beginning 12 months before and ending one month before diagnosis
§ In concert with Surveillance, Epidemiology, and End Results – Medicare policy, cell sizes less than 5 have been suppressed.

Comorbid conditions with prevalence (across all cancer types) of less than 2% are suppressed: Surgical Peripheral Vascular disease, Dementia, Paralysis, Various Cirrhodites, Moderate-Severe Liver Disease,

Ulcers (2), and AIDS.

Race and Cancer Therapy/Gross et al. 903
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all cancer types, with particular differences for diabe-

tes and diabetes with sequelae.

During the full study period, there were racial dis-

parities for 6 of the 7 cancer therapies investigated

(Table 3; mastectomy not shown). Among women who

had undergone a lumpectomy, black women were less

likely to have received radiation therapy (adjusted rela-

tive risk [RR], 0.97; 95% CI, 0.94–1.00). There were no

racial differences in receipt of adjuvant chemotherapy

for women with breast cancer (RR, 1.09; 95% CI, 0.93–

1.24). Significant racial disparities were also noted for

resection of lung cancer (RR, 0.87; 95% CI, 0.81–0.93),

adjuvant therapy for colon cancer (RR, 0.83; 95% CI,

0.75–0.90), adjuvant chemotherapy and (neo)adjuvant

radiation for individuals with rectal cancer (RR, 0.75;

95% CI, 0.56–0.95), and definitive therapy for prostate

cancer (RR, 0.91; 95% CI, 0.89–0.93).

Therapy rates increased for some cancer care

processes during the study period (Table 4). For

example, during Period I (1992–1999), the crude rate

of adjuvant chemotherapy for breast cancer was

40.1% for whites and 42.4% for blacks, whereas in

Period III (2000–2002), the crude therapy rate

increased to 61.5% for whites and 65.1% for blacks;

this trend was also seen on an adjusted basis as

adjusted therapy rates increased from 33.6% to 60.9%

for whites and from 38.0% to 65.4% for blacks

(P < .001). Other changes were more modest. Crude

and adjusted therapy rates increased for adjuvant

chemotherapy among colon cancer patients and

adjuvant chemotherapy with radiation therapy

among rectal cancer patients, whereas the effect was

smaller for receipt of radiation after a lumpectomy

to treat breast cancer. In contrast, therapy rates for

lung resection and definitive prostate cancer care

showed a downward trend over the same time

period.

Racial disparities persisted throughout the study

period for most tumor types and process measures

even after standardizing by age and other patient

factors (Fig. 1). For instance, the adjusted percentage

of black women who received radiation after lum-

pectomy was about 5% lower than that of white

women during both Period I and Period III (P < .005

TABLE 3
Receipt of Cancer Therapy According to Race (1992–2002)

Cancer type & stage

(prior therapy) Therapy

% of Patients receiving

therapy

Relative risk of receiving therapy

(black vs white)

Black White Crude Adjusted

Stage I, II Breast

(lumpectomy)

Radiation 77.8 85.8 0.91 (0.87, 0.94) 0.93 (0.90, 0.96)

Stage II, III Breast HR (-)

(any resection)

Adjuvant chemotherapy 52.0 53.3 0.98 (0.86, 1.09) 0.99 (0.84, 1.13)

Stage I, II Lung Resection 64.0 78.5 0.82 (0.77, 0.86) 0.81 (0.76, 0.87)

Stage III Colon Adjuvant chemotherapy 52.1 64.1 0.81 (0.75, 0.87) 0.76 (0.68, 0.83)

Stage II, III Rectum (neo) Adjuvant radiation

1chemotherapy

35.2 48.9 0.72 (0.57, 0.89) 0.73 (0.55, 0.92)

Stage I Prostate Definitive therapy 72.4 77.2 0.94 (0.92, 0.95) 0.89 (0.87, 0.90)

Adjusted for age, gender, time period, martial status, region, urbanity, previous physician visits, stage, grade, and comorbid conditions. Relative risks calculated from odds ratios by using Zhang’s method.

HR indicates hormone receptor (estrogen/progestin); Definitive therapy, prostatectomy, brachytherapy, or external beam radiation therapy for patients with early stage prostate cancer.

TABLE 4
Percentage of Patients Receiving Cancer Therapy by Race and
Time Period

Patient group

Period I (1992–1994) Period III (2000–2002)

Crude Adjusted Crude Adjusted

Breast: Radiation post-lumpectomy

White 85.2 85.8 85.3 86.8

Black 78.2 79.7 79.0 81.0

Breast: Adjuvant chemotherapy (HRT-; Stage II/III)

White 40.1 34.4 61.5 61.6

Black 42.4 33.7 65.1 60.9

Lung: Resection (early stage)

White 81.9 84.9 75.3 79.3

Black 68.6 73.1 59.8 64.9

Colon: Adjuvant chemotherapy (Stage III)

White 60.4 61.9 67.0 72.0

Black 46.2 46.2 56.9 57.6

Rectal: (neo)Adjuvant chemo/ radiation therapy (Stage II/III)

White 44.5 40.3 50.2 49.2

Black 41.0 28.0 41.5 35.8

Prostate: Definitive therapy (localized disease)

White 81.1 81.7 75.5 77.9

Black 76.4 74.1 70.7 69.3

Adjusted for age, gender, marital status, physician visits, geographic region, cancer stage and grade,

and comorbid conditions.HRT-indicates hormone replacement therapy negative.
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for black to white difference in receipt of radiation

during each time period). Furthermore, the magni-

tude of the dispariteiy did not change significantly

across time (P 5 .67 for change in magnitude of dis-

parity across time periods). Adjuvant chemotherapy

for breast cancer did not show significant disparities

in either time period (Period I, P 5 .87; Period III,

P 5 .86). In contrast, the other process measures not

only had significant racial disparities during both

time periods (P < .01 for all processes and periods)

but also a lack of significant change in the magni-

tude in the disparities across time. The P-value for

the race*time interaction term for colon cancer was

highly insignificant (P 5 .90), whereas that for rectal

cancer, with a trend toward widening the disparity,

barely missed achieving significance (P 5 .063). Simi-

larly, the results for lung and prostate cancer also did

not support a narrowing of the racial disparity during

the study period (P-value for race*time interaction

terms for lung was .94; for prostate, P 5 .16).

Sequential models were constructed on the sub-

group of patients in the final study period (2000–

2002, data not shown). Racial disparities were not

significantly mitigated by adjusting for age, sex, mari-

tal status, geography, or prior visits to a physician

(model 1), cancer stage and grade (model 2), or

comorbid conditions (model 3). Adjusting for SES

(model 4) did narrow the disparity in Period III by 1

to 5 percentage points across the different cancer-

care processes. However, disparities persisted in 4 of

the 5 treatments with significant disparities noted

(adjuvant colon, rectum, and primary lung, prostate

treatment) in model 3.

DISCUSSION
We found that the overall utilization of care had not

improved substantially for most of the care processes

we investigated. Moreover, there was no notable

decrease in racial disparities over a 10-year period in

FIGURE 1. Adjusted disparities in absolute rates of receipt of therapy by time period are depicted. For each cancer treatment, the upper symbol represents
Period I (1992-4) and the lower symbol represents Period III (2000-2). Disparities are adjusted by standardizing age (at 75 years) and holding the following vari-

ables at the distribution in the study sample: sex, marital status, physician visits, geographic region, cancer stage and grade, and comorbid conditions.

Race and Cancer Therapy/Gross et al. 905
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any of the cancer therapies for which a disparity was

noted. The inability to close the racial gap in can-

cer therapy is particularly disappointing given the

substantial attention to and investment in identifying

and reducing racial disparities in cancer incidence,

screening, and outcomes during the study period.36,37

There was substantial variation in the unadjusted

magnitude of racial disparities across cancer types.

The largest disparity—about 15% difference between

black and white patients—was noted among

patients with early stage lung cancer, for which 76%

of white patients and only 60% of black patients

underwent surgical resection. The disparity com-

pared with a 2% absolute difference in receipt of ad-

juvant chemotherapy for breast cancer. This variation

suggests that racial disparities in cancer care are

unlikely the result of a singular, consistent culprit

such as overarching Medicare policies or geographic

variation in patterns of care. Rather, the complex

relation between race and cancer treatment may

vary across cancer types, with differential impact of

access to care, bias, cost, and health beliefs or prefer-

ences. Future work should determine whether factors

that have historically been linked to disparities, such

as patient preferences or physician bias, vary across

cancer types.

Black patients were substantially more likely

than white patients to reside in areas with low me-

dian income and to have no documented physician

encounters. However, when we constructed sequen-

tial models, we found that access and SES did not

entirely ‘‘explain away’’ racial disparities in therapy.

For the care processes for which disparities were

demonstrated, disparities were notable even when

the sample was restricted to patients who had had a

recent physician encounter. Furthermore, these dis-

parities did not decrease across time for either the

low or higher physician access groups, suggesting

that there was no specific subgroup that may

have benefited from targeted initiatives to decrease

disparities.

It is important to note that Medicare data are

created to serve an administrative rather than a clini-

cal function and may not accurately capture comor-

bidity and therapy data. However, prior studies have

demonstrated the validity of claims data in identify-

ing the receipt of cancer therapy.38,39 Furthermore, it

is unlikely that the accuracy of claims data with

regard to classifying therapy status changed during

the time period, particularly in a differential manner

between racial groups. It is also reassuring to note

that our findings concerning utilization rates from

the early 1990s were similar to previously published

studies.9,11,20,40,41 Finally, ecologic measures of SES

may misclassify some patients, and given the racial

inequities in supplemental coverage among Medicare

beneficiaries, the inability to afford out-of-pocket

therapy costs and indirect costs may not be fully

captured with these data.42 Furthermore, SES is also

affected by factors such as education and community

resources that are not captured by income measures.

Our results suggest that racial disparities in can-

cer care have not lessened over the past 10 years.

Our findings are consistent with recent analyses of

racial patterns of noncancer care over time, which

also note little improvement in disparities.43–45 Why

has there been little improvement? It is notable that,

unlike investments in tobacco-reduction and cancer-

screening programs, investments in the field of can-

cer treatment disparities have only recently evolved

from documentation and understanding of dispari-

ties to assessment of interventions.46,47 A recent anal-

ysis of Medicare HMO data may provide further

insight.48 Unlike other studies of trends in disparities,

the authors found a significant decrease in the mag-

nitude of racial disparities between 1998 and 2002.

In addition, there was a significant increase in qual-

ity for all patients; this overall increase in quality has

been suggested as an important factor in reducing

disparities.48,49,50 This is in stark contrast to our find-

ings; not only were disparities persistent, but overall

quality, as defined by the receipt of the cancer-care

processes we assessed, has not improved. Perhaps a

rising tide will raise all boats; future efforts to reduce

disparities should be incorporated into a larger qual-

ity improvement framework, as our results suggest

that all patients would benefit from greater attention

to measuring and improving quality of cancer care.51
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