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Background:

According to the NCI, Cancer health disparities (CHD) are defined as adverse differences between certain population groups in cancer measures, such as: incidence (new
cases), prevalence (all existing cases), morbidity (cancer-related health complications), mortality

(deaths), survivorship and quality of life after cancer treatment, burden of cancer or ... (NCI)1

Cancer disparities reflect the interplay among many factors, including social determinants of health (SDoH)2, behavior, biology, and genetics—all of which can have profound
effects on health, including cancer risk and outcomes. (NCI)1

Despite understanding and knowing about CHD for over five decades since the establishment of SEER3 in early part of 1970s, the progress has been slow in addressing the
factors and impact of CHD on disadvantaged and marginalized population groups. In the monumental inaugural re-port, AACR Cancer Disparities Progress Report 20204
Steering Committee and the AACR Minorities in Cancer Research Council (representing the collective effort of a number of the world’s foremost thought leaders in cancer
health disparities research provided a comprehensive base-line understanding of the progress that’s been made toward recognizing and eliminating cancer health disparities
from the standpoint of bio-logical factors, clinical management, population science, public policy and workforce diversity. The COVID-19 pandemic has exacerbated existing
cancer health disparities because of the disproportionate impact of COVID-19 on racial and ethnic minorities and other underserved populations.

Covid 19 associated Global Public health Emergency (GPHE) has brought to surface many public and population health issues. The most glaring issue it brought was the
vulnerability of humanity to an unknown biological factor that can bring down the entire human race to a screeching halt. More glaring was disparities and difference in
susceptibility of different ethnicities not only to virus and infection but also massive disparities in prevalence, biology, prognosis and outcomes of cancer based on socio
economic background and social determinants of health (SDoH). CHD has been debated and discussed at several levels beginning from multiple local counties to
congressional and senate level as well as CMS. However outside of debates and recommendations, a clear path forward is difficult to carve out due to complexities of the
factors involved in leading to disparities that include but not limited to access to care due to financial reasons, biological and genetic factors, access to screening, access to
NGS testing, access to clinical trials and impact of SDoH.

At the CBCCA, our team decided to study issue in depth and bring solutions of one step at a time under the broader umbrella of No One Left Alone (NOLA) Project. A
comprehensive approach (after very detailed analysis of multiple factors leading to CHD) was developed and as a part of stepwise implementation plan was created. This
included attending to each factor leading to CHD at a local level with development and implementation of Innovative Interventions under to project “No One Left Alone” to
identify and address Cancer Health Disparities (CHD) for Medically Underserved Communities in the counties of York, Chester, Kershaw, Chesterfield and Lancaster in the
South Carolina, regardless of ability to pay, in accessing all things related to cancer - screening, diagnostics, treatment, resources, insurance options, as well as emotional,
social and spiritual support - in an effort to reduce preventable mortality - early mortality and significant individual and community financial burden.

Contributing Factors:

Factors contributing to these disparities are complex and multifactorial. In addition to systemic level factors inherent to multiple complex healthcare ad-ministrative and
coverage structure,
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Importance and relevance of Social Determinants of Health in addressing CHD: Social determinants of health (SDOH) — including lev-el of education, occupation, income,
sex, race, ethnicity, place of residence, access to food as well as access to health maintenance resources and social support presence, among others — have been strongly
linked to cancer prevalence, outcomes, and rates of morbidity, mortality, and survivor-ship. Less favorable SDOH have also been shown to impact access to care,
representation in clinical trials, and the ability to fully participate in health care decision making and treatment financing. Ethnically diverse populations suffer from
multiple factors that cumulative result in the lack of access to adequate measures interfering with cancer diagnosis and treatment. This includes reduced screening rates
and staging at diagnosis along with the financial challenges people often face following a diagnosis of cancer. Our unique approach of identifying multiple factors limiting
ac-cess to care, transportation, food insecurity (and other similar factors) and addressing them by connecting patients to local philanthropic organization is a feasible
option and perhaps can fill the gap in unmet HrSN. There is a need to study the impact of social determinants of health (SDoH) and address them appropriately as a very
important step in bringing Failure to address these will lead to drug development processes lacking demo-graphic diversity in clinical trials.



