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Learning objectives:

• Current status of cancer care in the USA (focused on data from AACR, ACS 
as well as other scientific publications)

• Magnitude and impact of each factor leading to disparities in cancer care 

• NOLA (No one left alone) pilot outlines

• Initial results (Access to care and Precision Medicine):

• Phase II/III: Collect data and develop best clinical practice to address Social 
Determinants of Health and cancer screening related issues

• Phase IV: Clinical trials

• I do not have any COI to disclose, and I will not be using any brand names
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Summary of 
Disparities 
report from 
the AACR 
(American 
Association of 
Cancer 
Research)
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34% Of all cancer deaths 
could be prevented if 
socioeconomic disparities are 
eliminated

Eliminating healthcare disparities for 
racial and ethnic minorities would have 
saved $230 billion in direct healthcare 
costs and over $1trillion in premature 
deaths and illnesses between 2003-6
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Cancer Type

(Incidence Rates)

African 

Americans

Whites Rate 

Ratio
Multiple myeloma 14.3 6.4 2.23

Prostate, males 172.8 102.0 1.69

Stomach 9.6 5.7 1.68

Liver/Cholangio ca 11.9 7.4 1.61

Colorectal 45.5 36.5 1.25

Pancreas 15.7 12.7 1.24

Kidney/renal pelvis 19.2 15.7 1.22

Cervix uteri, 

females

7.4 6.3 1.17

Lung and bronchus 57.4 51.0 1.13

Breast, females 128.2 132.7 0.97

DEATH RATES with 

cancer types

African 

Americans

White Rate 

Ratio
Prostate, males 38.4 18.2 2.11

Stomach 5.3 2.6 2.04

Multiple myeloma 6.0 3.0 2.00

Cervix uteri, 

females

3.1 2.2 1.41

Breast, females 27.3 19.6 1.39

Colorectal 18.3 13.4 1.37

Liver/Cholangio 8.5 6.3 1.35

Pancreas 13.3 11.0 1.21

Lung and bronchus 40.2 39.3 1.02

Kidney/renal pelvis 3.4 3.7 0.92
Reference: Howlader N, Noone AM, Krapcho M, Miller D, Brest A, Yu M, Ruhl J, Tatalovich Z, Mariotto A, Lewis DR, Chen HS, Feuer EJ, Cronin KA (eds). SEER Cancer Statistics Review, 1975-2016, National 
Cancer Institute. Bethesda, MD, https://seer.cancer.gov/csr/1975-2016/, Accessed on July 31, 2022

Key statistics reflecting disparities in Cancer Care



Impact of disparities on disease and outcomes  
(racial, social and economic factors)

• African American men have 111 percent and higher risk of dying from prostate cancer compared to white men

• African American women have a 39 percent higher risk of dying from breast cancer, compared to white women

• Hispanic children and adolescents are 20 percent and 38 percent more likely to develop leukemia than non-Hispanic white

• Asian/Pacific Islander adults are twice as likely to die from gastric cancer as white adults 

• American Indian/Alaska Native adults are twice as likely to develop liver and bile duct cancer compared to white 
counterparts

• Men living in Kentucky have lung cancer incidence and death rates that are about 3.5 times higher than those for men 
living in Utah (socio economic factors)

• Men living in the poorest counties in the United States have a colorectal cancer death rate that is 35 percent higher than 
that for men living in the most affluent counties

• Bisexual women are 70 percent more likely to be diagnosed with cancer than heterosexual women

• Overall survival of uninsured patients with localized HCCs is less than half compared to insured patients
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Summary of 
Factors Leading 

to Disparities
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Cancer 
Health 

disparities 
(CHD)

Lack of 
Screening

Lack of 
Access to 

trials

Access to 
Care 

Financial 
Toxicities

Payer-
Related 
Factors

SDoH 
Impact on 
Outcomes

Lack of NGS 
and Other 

Testing (PM)
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Identified 600 plus 
patients who did not 

have cancer 
screening and 

arrangements being 
made for same

Raised close to $2.3 
million last year for OOP 

cost or free drugs; 
Created insurance fund 
and already supported 

20 plus patients

Pilot already in place 
with a large lab with 
purpose to identify 

gaps in germline tests; 
paper expected soon 

Three large studies; 
reached NGS 

testing rate to 80% 
plus

Starting 3 phase III  
studies soon
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Summary, conclusion and learning:

Teamwork, collaborative, cooperative and 
cohesive approach with consistency

All solutions are local; 

SDoH are very critical

Patient assistance programs and financial 
assistance will not be sufficient 

Trying to find insurance help (Medicaid, 
Marketplace and medigap) will be the best way 
to address financial toxicity

Biomarker testing (? Liquid biopsy); JIT studies, 
access to clinical trials are a must 

SCOS has an opportunity to lead all other states; 
share success stories

2021 Discussed with my 
team ; My partners; COA-
June (board, Ted, Mary), 
SCOS-August started phase I; 
Conceptualized NOLB; 
changed to NOLA with 
suggestion from a friend and 
colleague-

By the end of 2021, completed 
phase I with data and published 
data; formed NOLA; phase II by 
February; By August 2022; all 
phases active including 
partnering with CROs to start 
clinical trials; Coastal Cancer 
center will follow us, 

Pharma needs to do more to support local initiates, 
state and federal help would be a possibility; Need to 
thank JNJ, COA and Amgen for walking the talk

NOLA TIMELINE



EOM

• Will begin 2023 July

• Two-sided risk from day 1; two options for risk; 

• Option 1: 4% discount; Downside risk 2% of target price; Upside gain to 4%; MIPS APM

• Option 2: Downside risk limited to 6% of target price; Upside gain limited to 12%; 
Qualifies as an AAPM 5% 5% bonus

• A more limited set of cancer types
• Breast, lung, prostate, colorectal, lymphoma, multiple myeloma, and chronic 

leukemia
• Breast cancer patients on hormonal blockers; Prostate cancer patients on GNRH 

agonists only will not be included

• Better benchmarks unique to disease type, Her 2 status and metastatic status

• Emphasis on health equity; Socio demographic data (likely Z codes)

• Application due by September 30th
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Description OCM EOM

Beneficiary 

Population

Beneficiaries with a cancer 

diagnosis receiving 

treatment 

Beneficiaries (breast cancer, lung cancer, lymphoma, multiple myeloma, small 

intestine/colorectal, prostate cancer, and chronic leukemia) receiving 

systemic chemotherapy; Patients on hormonal therapies excluded

Redesign Activities
Six cross-cutting measures 

IOM

In addition; Gradual implementation of; Screening beneficiary’s SDoH (Z 

codes and intervention) data for CQI

Data Sharing and 

Collection

SDoH data was not 

required; 
Socio Demographic data will be aggregated 

PBPM
(MEOS) = $160 PBPM for 

each OCM beneficiary

MEOS) payment amount = $70 PBPM (beneficiary not dually eligible for 

Medicaid and Medicare); or $100 PBPM (beneficiary dually eligible 

Drug Payment No change ASP+6%; total cost of care includes Part B drug payment and certain Part D

Attribution 

Methodology for 

MEOS and PBP

Plurality of E&M claims 

with a cancer diagnosis 

Attribute to the PGP that provides the first qualifying E&M service after the 

initiating chemotherapy, PGP has at least 25% of the cancer-related E&M 

Novel Therapies 

Adjustment 

Aggregate across all cancer 

types
Calculated separately for each of the seven included cancer types

Risk Adjustment 
All cancer types clinical 

data 

Included cancer type-specific price prediction models; participant reported 

clinical and staging data in risk adjustment, 



• My personal journey with SCOS: 2002; joined SCOS; went on course to preside; along the journey have worked 
with excellent colleagues, Liz, Neil, Gary, Larry, Jeff, Emily, Gene, Julia, Charlie, Darrell, Mark, James Welsh, 
Bobby and others (apologies if I missed out anyone), SCOS roles allowed me to get involved in payer space, serve 
on CAC; ASCO leadership; then on to COA; ACCC board, congress, senate and WH; now leading social justice My 
colleagues at SCOS and COA has played key role and part of my DNA in encouraging me to do everything I have 
been able to do by now. My best compliments came when my fellow colleague messaged “I want to be like you 
when I grow up” What is next after NOLA? 
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• The Last quarter

• Erase my footprints for others to 
carve their own path; phase II and III of 
NOLA? Expand in SC and elsewhere

• Emily, Niyati, Julia, Suzanne, and 
anyone else willing to place efforts for 
becoming the voice for the voiceless and 
lead NOLA be led by women to become 
trail blazer

• For me to write 1) The Soul Genome    
2) Miraculous cure 3) Ecosystem to 
humanize cancer (already have open 
offers to write these titles by publisher)

Private and confidential

You are neitherearth, 

nor water, nor fire, nor

wind or space’ For the

sake of freedom, know

yourself as the

embodiment of pure

eternal consciousness

and witness thereof
You are unbound pure   
awareness, supreme eternal
bliss


