
EDITORIAL
Please mind the gapdabout equity and access to care in oncology
Health care disparities have been described as differences
in the quality of care received by those people who have
equal access to care and no difference in preferences or
needs for treatment,1 representing a serious public health
concern.2 While most literature has shown how ethnic mi-
norities do experience health care disparities and poorer
clinical outcomes,2-4 inequalities are also encountered ac-
cording to gender, age, socioeconomic status, sexual
orientation, patients in rural areas, or the presence of
disabilities.1

While good health and well-being for all at all ages stand
as one of the 17 Sustainable Development Goals promoted
by the United Nations,5 the abovementioned barriers are
commonly fostered by geographic isolation and destitution.
Such gaps represent a severe challenge in oncology,
considering that cancer might be not only a cause but also a
consequence of poverty. Indeed, low- and middle-income
countries generally experience a high level of health care
disparities with scant access to cancer screening and pre-
vention services, vaccinations, as well as state-of-the-art
oncological treatments. Particularly, a greater discrepancy
is flagrant in the location of radiotherapy (RT) facilities and
technologies considering that up to 70% of all the RT hubs
are in high-income countries, with 30 countries, in the
world, without RT.6 Moreover, the chronic impairments due
to cancer as well as the oncological treatment costs cast
people into poverty.

The recent coronavirus disease-19 (COVID-19) pandemic
has sadly confirmed the trend, with the literature
recording higher death rates among minority communities
in wealthier countries.7 Moreover, of the 3.3 billion
COVID-19 vaccines administered globally, thus far, only 1%
of people in the low-income countries have received at
least the first dose, and, dramatically, in Africa, they
remain out of reach.8

The literature of several medical specialities reported
some themes around health care disparities. For example,
in surgery,1 the dominant themes have been recognized as
patient-related factors, provider-related factors, system and
access issues, clinical care and quality, and post-operatory
care and rehabilitation.9 While many research works have
tried to address several problems and efforts around each
of the main topics,9 the COVID-19 crisis,7 with its related
disruptions,10,11 delays in cancer diagnosis and treat-
ment,12,13 and higher mortality rate for certain commu-
nities,7 has proved that there is still much work to be done
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to limit the phenomenon of health care disparities. Several
types of vulnerable patients are constantly at risk, despite
the theoretical opportunity to get the same overall
outcomes of those who experience more favourable
conditions.

The situation looks extremely complex. While we still
believe that one size cannot fit all,14 a call for investments,
practical tools, tailored solutions, and best practices
emerges.6,9

Starting from the results from the previous literature, the
present work identifies some major topics with the aim to
include the whole spectrum of themes that might lead to
disparities in cancer care, highlighting the tentative strate-
gies to facilitate equity and access to care for oncological
patients.
SYSTEM-RELATED FACTORS

Under the umbrella of system-related factors, several ele-
ments have been discussed by the literature, including
sociodemographic factors (like gender, culture, ethnicity),
economic situation, geographic locations (low-/middle-in-
come versus high-income countries, rural areas versus city),
behaviours (lifestyle, self-monitoring abilities), and care
processes (including testing, screening, and counselling
services).1

In such a scenario, social determinants of health (SDOH)
play an essential role. They represent “the conditions in the
environments in which people are born, live, learn, work,
play, worship, and age that affect a wide range of health,
functioning, and quality-of-life outcomes and risks”.15 Ac-
cording to the literature, most SDOH can be included in five
categories, namely economic stability, education, social and
community context, health and health care, neighbour-
hood, and built environment.

A worrying gap emerges when considering the situation
of developing countries. As highlighted by the Global Task
Force on Expanded Access to Cancer Care and Control, five
crucial points magnify the disparities in oncology between
high- and low-/middle-income countries.6

The first difference is represented by risk-factor preven-
tion, which stands as one of the winning strategies for
fostering lifestyles and behaviours that can prevent the
onset of the disease (like avoiding smoking or unhealthy
food or stimulating regular fitness activity).15

The second difference concerns preventing infection
related to cancers for which there are no available treat-
ments (human immunodeficiency virus) or for which there
are currently vaccines (human papillomavirus, hepatitis B
virus).
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The third factor is the availability of screening programs
for early diagnosis (for instance, promoting tests or checks
regularly, or self-assessmentdlike palpation for breast
cancer, Pap test screenings).

The fourth factor relates to the physical and psychological
consequences and social matters of survivorship, which can
lead to impoverishment, prejudice, and discrimination.

Last but not least, low-income countries often lack the
availability of treatment to face cancer-related symptoms
and pain (i.e. palliative care, pain control) as well as end-of-
life care.6

Closing the gap in outcomes for preventable and treatable
cancers requires a global effort. While low-/middle-income
countries need investments in terms of adequate willingness
for health care resources, knowledge, and tools to increase
the number of available treatments, a general call for pre-
vention programs emerges worldwide. Free access to
counselling services, community engagement,16,17 and
sensitivity as well as social campaigns might be organized
and tailored according to the target population, employing
adequate knowledge translation tools18 to ensure that citi-
zens can understand the importance of prevention,15

regardless of gender, age, economic status, and race16,19

stimulating also co-production dynamics20-22 in a multi-
stakeholder scenario18,23 that become more walkable
when the health care resources are fairly allocated.

Psycho-oncological treatment (POT) may improve patient
quality of life by reducing stress allowing patients to have
clear and well-based decisions. Although POT has been the
standard of care in developed countries such as Austria and
Germany (OnkoZert), identifying and measuring clinical
distress by continuous screening tools could be challenging
in countries with fewer resources.24
PROVIDER-RELATED FACTORS

Provider-level factors may refer to issues like implicit or
unconscious biases, cultural competencies, years of training
and experience, supportive hospital policies, motivation,
and awareness of health disparities.1

Even when considering this topic, worrying differences
emerge when investigating different areas of the world.

Seruga et al.25 reported disparities in clinical oncologist
workload around Europe with a significantly higher work-
load of medical oncologists in Eastern European countries
(EECs) than in Western European countries (WECs). This was
reflected by a higher median number of annual consults
(225 in EECs versus 175 in WECs, P < 0.001), daily consults
(25 in EECs versus 15 in WECs, P < 0.001), and the time
spent per patient (25 min per new consultation in EECs
versus 45 min in WECs). In a comprehensive survey on 93
countries, 66 (71%) exceeded the optimal international
standard of 150-175 annual caseload per medical oncolo-
gist.26 Alarmingly, in 39 (42%) countries, an oncologist
would provide care for >500 patients with cancer, and in 27
(29%) countries (of which 25 in Africa and 2 in Asia), a
clinical oncologist would provide care for >1000 new cases
of cancers.26 In Honduras, there are fewer than 20
2

oncologists for a population of 8 million and, in Ethiopia, 4
oncologists for >80 million people.6 In contrast to the data
of mortality-to-incidence ratio in the high-income countries,
Africa presented an exceeding >70% mortality-to-incidence
ratio in 21 countries (66%) and Asia in 5 countries (26%).26

Available treatment options can increase the complexity of
treatment decisions, inducing high psychological distress,
making patients less adherent to treatment recommenda-
tions. Undoubtedly, higher capital invested in oncological
health care may support low-income countries in defining
better screening tools, therapies, and general oncological
care.27 The different speeds of development in high- versus
middleelow-income countries concern the availability of
technology. While developing nations still struggle with the
absence of assigned hubs and non-qualified staff and struc-
tures, developed countries are experiencing an exciting
technological revolution. New technologies like artificial in-
telligence, machine learning,28 and mixed and augmented
reality29 represent today the next frontier to ease and
expedite cancer diagnosis30 and surgical decision-making.31

Searching for the best humanemachine interaction is one
of the major challenges to enjoy the benefits provided by the
new technologies,32 including fostering equity and social
sustainability in the best cancer care. Indeed, developing
countries lacking resources may upskill their staff and pro-
cedure through telemedicine devices6 and free e-resources.33

The recent literature has underlined how tele-oncology has
proved to be effective to train and create collaboration be-
tween low- and high-income countries as well as mitigating
the gap in access to care and clinical outcomes in developing
nations,34,35 as reported by the Cambodian experience.36

Exchange programs among hospitals and health care in-
stitutions around the world have also proved to be worth-
while to fuel human resources capability.37

Considering the health care staff, the literature has
stressed how a diverse clinical workforce can facilitate the
sensitiveness and attention towards the inequalities in
care.14,38,39 Ensuring diversity in clinical staff has proved to
reach higher patient satisfaction and better clinical out-
comes,40,41 as professionals who are already keen on
bridging the gaps with their peers14 may be more willing to
do so also in dealing with their patients.

If diversity can support the sensitivity and engagement
towards the management of different patients, knowledge
and skill gaps of clinicians may remain, opening up to the
topic of clinical education and training.
ACCESS ISSUES

The improvement of globally equal access to cancer treat-
ment, vaccines, and high technologies needs financial re-
sources, political cooperation, adequate management
processes, and cost optimizations. International efforts
should speed up to flatten differences in screening, diag-
nostic, surgical, oncological, and RT willingness around the
world. Indeed, high costs and scant availabilities of cancer
treatments are the greater barriers in developing countries.
To face this gap, an international consensus with a list of
Volume 6 - Issue 6 - 2021
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essential drugs, vaccines, and treatment technologies is
needed to achieve more affordable and sustainable access
to oncological care. Since 1977, the World Health Organi-
zation (WHO) created a Global Action Plan for non-
communicable diseases with the aim to cover at least 80%
of essential medicines and technologies in 2025. Leading
societies, such as the American Society of Clinical Oncology,
the European Society of Medical Oncology, and the Union
of International Cancer Control, have been involved in this
outstanding task force providing a list of essential medicines
for adult and paediatric oncological care. The above-
reported list aimed to allow for greater access to anti-
cancer agents fostering therapies, especially in low- and
middle-income countries.42 Even if, in the last years, the
WHO improved access to antineoplastic agents world-
wide,43 accessibility in lowemiddle- and low-income
countries remains insolvent leading to high out-pocket
costs for oncological medicines on the WHO list of essen-
tial medicines.44 To note that new, more expensive targeted
agents appear very infrequently available or not available at
all in the middle- and low-income countries except for
Brazil, Colombia, and Turkey, exposing that the WHO goal
remains distant.44 Systemic therapies need sustainable
costs (also considering that a more significant number of
essential chemotherapy are off-patent) as well as support-
ive infrastructures, adequate management processes and
information systems, and skilled personnel in their safe
preparation and administration.

Among oncological treatments, RT is indicated in w50%
of tumours, and it is crucial for locally advanced and inop-
erable cancers. Still, as underlined, it remains insufficient or
nonexistent in many countries. To offer safe and effective RT
treatment is fundamental to provide equipment, specific
structures, trained staff for treatments, and adequate
maintenance of RT tools. To exemplify, in 2020, Ethiopia had
only six radiation oncologists and a single cobalt-60 tele-
therapy machine for a population of around 100 million
inhabitants. As a consequence, the median waiting time in a
curative setting was around 150 days, and most RT treat-
ments ended up as palliative.45 In Nigeria, the average
waiting time before RT could be nearly a year for prostate
and breast cancers since the country only has three cobalt-
60 teletherapy machines for a population of >200 million
inhabitants.46 Such delays before RT may hamper the pa-
tient’s prognosis. It should be stressed that such low-
income countries heavily rely on outdated RT equipment,
such as cobalt-60 teletherapy machines, which may increase
RT-induced toxicity compared with modern RT techniques
currently available in other places of the world.

Palliative and compassionate care also play a worldwide
role in oncology, but above all, in the low-income countries
where patients are often firstly evaluated when the tumour
is advanced.

In countries where most health care services are on the
National Health System, the issues related to access to care
may be mitigated. Still, even in developed countries,
adequate access to care may be influenced by current
health care and hospitals’ policies and guidelines, cost
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containment strategies following continuous budget cuts,47

data systems, and electronic records.1,16 Worldwide, finan-
cial mitigation policies6,16 can constitute alternative pay-
ment models and assistance programs to ensure equitable
receipt of high-quality cancer care.48
CLINICAL CARE AND QUALITY

Clinical care and quality factors refer to patient-centredness
attitudes (e.g. patient satisfaction, shared decision mak-
ing,49 and perceived quality of care50), the presence of
supportive technology (including electronic health records),
quality improvement strategies, and hospital characteristics
(including regionality, volume and quality, safety, and
practice variation). Therefore, clinical care and quality fac-
tors may be responsible for a large proportion of between-
hospital differences in clinical outcomes.1 In the face of
treatment resource scarcity, oncological programs might be
controlled from the beginning and retrospectively in order
to understand the room for improvement.

Policies, systems, environments, and practices that
improve equitable participation in all research activities
should be promoted, including clinical trials, population
science, health services research, and community-based
participatory research.48 The Global Task Force on
Expanded Access to Cancer Care and Control highlights how
the research questions look different in oncology world-
wide. While in the wealthier countries, oncologists are
interested in studying new treatment approaches, in the
low- and middle-income countries, the topics concern
epidemiology, ramp-up technological services, and creation
of oncological guidelines in resource-restricted settings.6

Therefore, more specifically, researchers and scientists
should employ recruitment strategies able to grant
adequate representation of key groups at risk of disparate
toxicity or mortality outcomes for the disease or treatment
of interest. Individual patient factors such as socioeconomic
status, race or ethnicity, and location of residence should
not represent barriers in the recruitment process.48 Again, a
multi-stakeholder approach, partnering with universities,
other research centres, private organizations, and non-
profit entities,51 may help overcome the inequalities in
access to experimental trials,48 as well as a diverse clinical
workforce. Nevertheless, conducting clinical trials in devel-
oping countries is challenging both for organizational rea-
sons, notably lack of financial resources, managerial culture,
and dedicated personnel and infrastructures, and presence
of diverse regulatory obstacles.52 In addition, cancers are a
leading cause of mortality not only in high-income countries
but also in the less developed part of the world, where
although infectious disease and starvation burden remain
predominant, cancer incidence and mortality rates are
increasing most rapidly. Indeed, the expected progression in
the following 20 years is 28.4 million cases (47% increase)
with a significantly higher increase in low-income countries
as compared to high-income countries (64% to 95% versus
32% to 56% respectively), placing cancer burden as the
greatest health issue in developing regions.53
3
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REHABILITATION AND SURVIVORSHIP

Post-operatory care and oncological rehabilitation pertain
to patient management beyond hospital stays or after
discharge. Health care disparities may arise on longer-term
outcomes according to post-operative care and rehabilita-
tion experience.1 The long-term morbidities due to cancer
as well as treatments often lead to disabilities causing a
high psychological and financial cost for the patients and
caregivers. Oncological patients often need to go back to
their everyday life as soon as possible. If survivorship pro-
grams also using specific co-production dynamics23,54 is a
rising standard of care in developed countries,55 the equity
in the access of survivorship services should be the standard
in the poorest countries where disabilities related to cancer
often cause further discrimination.6 In his perspective,
telemedicine can become precious and an effective tool to
train patients, communities, and health care staff.

CONCLUSIONS

The oncological gap worldwide stands as a painful reality,
involving several aspects of health care: prevention, diag-
nosis, treatment, incidence, mortality, survivorship, mana-
gerial culture, and personnel training. Closing this gap is an
ethical imperative. Considering that ‘one size does not fit
all’, a realistic analysis of the long-term and short-term
needs of each country is crucial to define better plans of
action that should and could be adopted so that good
health and well-being can be ensured to everybody.

The recent COVID-19 pandemic with its related health
care disruptions has further stressed the need to ensure
equity in access to high-quality cancer care. In this work, a
renowned thematic framework has been adapted to un-
derline the main barriers and issues that can prevent cancer
patients from enjoying the same level of health care. While
inequalities can be generated from different patients’
characteristics, providers’ factors, issues in the access to the
system, different levels and quality of care, and opportu-
nities for rehabilitation after cancer treatments or survi-
vorship programs, some tentative strategies can be
identified as summarized in their national and policy rec-
ommendations by Prager et al.56 In particular, as authors
reported, it is crucial: (i) to use the financial resources
efficiently; (ii) to encourage the geographic accessibility to
cancer services; (iii) to incentivize collaborative projects on
cancer management; (iv) to offer tools to providers; (v) to
build cancer service packages (including practice guide-
lines); (vi) to accomplish long-term care program; (vii) to
guarantee adequate insurance coverage; (viii) to invest on
cancer registries and health information systems.56

Low- and middle-income countries should represent a
priority in the global scenario, as most of them experience a
worrying lack of equipment, oncology-related structures,
adequate health care management processes, and staff. As
a result, most of the population does not get access to
oncological care. Ensuring sufficient financial resources may
4

represent only part of the solution, as, in several countries,
the organization gaps, as well as cultural issues, may still
undermine the final results. International cooperation of
knowledge sharing, education through scholarships for
young clinicians and health care managers, exchange pro-
grams, e-resources, free mentoring through the use of
technology, and awareness campaigns for the population
may stand as accompanying measures to mitigate the gaps,
along with equipment availability.

Still, inequalities in access to oncological care affect also
high-income countries. First of all, there is a need to promote
prevention using adequate knowledge translation tools.
Recent experiences have proved how the outcomes can be
more satisfactory if cancer patients are supported by their
community with a multi-stakeholder approach, including
financial plans and aids when treatments are on patients.
Diversity in the clinical workforce can improve the sensitivity
towards inequalities, also in the access to clinical trials.
Technologies can support both clinical staff and patients in
gathering, transferring, and sharing knowledge, supporting
clinical and shared decision making, monitoring rehabilita-
tion, and fostering co-production of oncological care.

While the gap is to be minded, there is a call for the
scientific and clinical communities to share their efforts,
experiences, best practices, lessons learned, and solutions
around the five themes to mitigate inequalities.
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