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Preface
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• Both economic status, (wealth), and level of 
educational achievement strongly correlate with 
patterns of disparity. They also correlate with 
likelihood of having health insurance.

• People identifying as Black are more likely to be 
poor but not all Black people are poor. 

Disparities Exist Across Many Dimensions
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Being Black in 
America 
confers an 
independent, 
higher risk of 
dying from 
cancer.
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* Rates were age standardized to the 2000 US standard population
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Slide courtesy: Ahmedin Jemal, DVM, PhD

The Impact Of Eliminating Racial Versus Educational Disparity In Cancer 
Mortality Within Blacks: Overall Cancer Death Rates By Race And Sex, 
2016 
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In this talk, whenever possible, I will show disparities 
related to wealth/poverty or education.  These 
disparities impact individuals from all ethnic and 
racial groups.

Some disparities are reported based on race, and I will 
show the Black population vs. White population 
disparity. 
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The Root Causes of Health Disparities – and a Path Forward
Richard C. Wender

Professor and Chair, Department of Family Medicine and Community Health

Perelman School of Medicine

University of Pennsylvania



Everything 
you need to 
know about 
cancer 
disparities 
in one 
graph.
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Seven Key Observations
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Cancer death rates were 
highest in the wealthiest 

group in 1950.
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And remained largely unchanged in the 
wealthiest group from 1950 to around 

1986
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In this same time period, cancer 
mortality was steadily rising in all 

poorer quintiles.
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In 1988, there were 
essentially no cancer 

mortality disparities based 
on wealth.
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But cancer mortality 
was high in every 

wealth group.
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Cancer mortality started to fall in the 
wealthiest quintile but continued to 

rise in the poorest groups 
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Cancer mortality was falling – at a 
roughly equal rate in all wealth 

groups from 2000 to 2014. 
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Why were cancer death rates associated with 
wealth in 1950? 
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Cancer As a Disease of Affluence

• Cancer mortality in 1950 reflected the behaviors of the 
population from 1900 to 1950.

• Patterns of food intake, physical activity, and smoking 
were substantially determined by level of affluence and 
wealth. 
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Tobacco Use
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“When smoking first swept the United States in the 
early decades of the 20th century, it took hold among 
the well-to-do.  Cigarettes were high-society symbols 
of elegance and class, puffed by doctors and movie 
stars.  By the 1960’s, smoking had exploded, helped 
by the distribution of cigarettes to soldiers in World 
War II.  Half of all men and a third of women smoked.”
Smoking Proves Hard to Shake Among the Poor – The New York Times (nytimes.com)
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Dietary Patterns



Am J Clin Nutr, Volume 91, Issue 5, May 2010, Pages 1530S–1536S, https://doi.org/10.3945/ajcn.2010.28701G

The content of this slide may be subject to copyright: please see the slide notes for details.

FIGURE 1. US per capita red meat, poultry, and fish availability 

(kg/y). Data are from reference 6.

https://doi.org/10.3945/ajcn.2010.28701G


27

Why did cancer mortality start to go up in
poorer groups? 
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Life Expectancy in the United States: 1950-2102

68.14

76.75
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Life Expectancy: 1950 vs. 2015 for Black and 
White Population

White

1950:

- Men:               65.6

- Women:          71.1

- Both sexes:    69.1

2015:

- Men:               76.3

- Women:          81.1

- Both sexes:    78.9

Black

1950:

- Men:               59.1

- Women:         62.9

- Both sexes:    60.8 

2015:

- Men:               72.2

- Women:          78.5

- Both sexes:     75.5

8.3 years 
lower

3.4 years 
lower
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Poverty decreased
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Poverty fell 
substantially through 
the 1950’s and 1960’s.
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Real Family 
Income 
Growth by 
Quintile and 
for Top 5%, 
1947-1979

Source: faireconomy.org. Data sources: Analysis of Census Bureau data from The State of Working America, 1994-95, Mishel, 
Lawrence and Bernstein, Jared. p.37, Income ranges in 1979 dollars, from March 2000 Census Current Population Survey Table F-1.
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Modern day obesity patterns started to emerge
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We’re Number 1!!

We’re Number 1!
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1988: Cancer Disparities Are Eliminated
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We Eliminated Cancer Disparities Associated 
with Wealth in 1988 – in the Wrong Way

• Everyone, in all sub-groups, faced a high risk of 
dying from cancer. 

• It looked like cancer would bypass cardiovascular 
disease to become the leading cause of death in the 
U.S.
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1988-1995: Cancer Disparities Invert
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What Explains This Reversal in Cancer 
Disparities?

1. Cancer mortality continued to rise, to the highest rate 
in history, in poorer, less educated sub-group.

• This group is more likely to be Black

2. Cancer mortality started to go down in the wealthier 
and more educated sub-group.
• This group is more likely to be White
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White men and 
wealthier men 
started smoking 
earlier and 
started giving it 
up earlier. This 
led to dramatic 
changes in lung 
cancer 
mortality. 
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Until 1990, cancer mortality trends were dominated by 
lifestyle factors which, in turn, were related to wealth, 
income, race, ethnicity, and other social factors.

Then a new tool in the fight against cancer emerged that 
has been a game-changer: 
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Until 1990, cancer mortality trends were dominated by 
lifestyle factors which, in turn, were related to wealth, 
income, race, ethnicity, and other social factors.

Then a new tool in the fight against cancer emerged that 
has been a game-changer: 

Cancer Screening
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• Mammography:                          1976

• Colorectal cancer screening:    1970’s with sigmoidoscopy

Colonoscopy in 2001

• Pap smears:                                 1950’s – encouraged.  

On a regular schedule in 2001

• Prostate cancer with PSA:         2001                                           

• Lung cancer with CT:                  2013

When Were Cancer Screens First 
Recommended by the ACS?
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*Rates are per 100,000, age-adjusted to the US standard population.

Data Source: National Center for Health Statistics, Centers for Disease Control and Prevention, provided by the SEER program.
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The more we have to offer for a particular 
cancer, the greater the disparity. 
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Pancreas: 1% gap

Breast: 11% gap

Colon: 9% gap

Non-Hodgkin 
Lymphoma: 8%
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We need to understand the sources of 
disparities in outcomes associated with 

screening.
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Screening 
Rates May 
Not be the 
Main Source 
of Disparities
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Up-to-date (women 45+ years)** 66 64

Mammogram within the past two years 74 73
(women 50-74 years) (USPSTF guideline)

Up-to-date 88 86

BREAST CANCER SCREENING BLACK WHITE

CERVICAL CANCER SCREENING (women 25-65 years)
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ADULT 50+ YEARS 65 68

MALES 64 69

FEMALES 66 66

ADULTS 45+ YEARS 57 58

MALES 58 59

FEMALES 57 57

Within the past year 33 37

COLORECTAL CANCER SCREENING BLACK WHITE

PROSTATE-SPECIFIC ANTIGEN TEST (MEN 50+ YEARS)
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Slide courtesy: Ahmedin Jemal, DVM, PhD
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Slide courtesy: Ahmedin Jemal, DVM, PhD



54



55

“A higher proportion of black persons (52.8%) than 
white persons (46.2%) received colonoscopy from 
physicians with lower polyp detection rate.”

“The probability of interval CRC by the end of follow-
up was 7.1% in black persons and 5.8% in white 
persons.” 

Key Findings 
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1995 - Today: Cancer Mortality Is Falling in All 
Income Groups. 

A Cause for Cautious Optimism
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Cancer Disparities: Summary

1. Lifestyle factors related to social aspects of life are the 
overwhelming determinants of risk of dying from 
cancer.

2. Smoking trends account for many aspects of disparity 
trends.

3. Advances in cancer screening, and to a lesser extent 
advances in treatment, have helped all sub-groups –
but have driven increasing disparity between high 
and low income and education groups. 
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We Must Confront This Reality

Unless we can tackle the root causes of health 
disparities: access to high quality care, affordability, 
the income gap, and lack of health insurance, 
advances in cancer care will increase cancer disparities. 
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• Cancer mortality trends from 1950 to 1975 show 
that reducing poverty and narrowing income gaps 
led to a convergence of cancer mortality rates.  

• Doesn’t that suggest that further narrowing of 
income gaps can ensure that everyone benefits from 
technologic advances?

Reducing Economic Barriers to Care
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Real Family 
Income 
Growth by 
Quintile 
and for Top 
5% & 1%, 
1979-2009

Source: faireconomy.org. Data sources: Historical Income Tables, F-1, F-3. 
https://www.census.gov/hhes/www/income/data/historical/families/index.html. Data for top 1% from Emmanuel Saez, 

http://elsa.Berkeley.edu/~saez/ is for 2008 and excludes income from capital gains.

But The Income Gap is Widening
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Moving Forward
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We Must Confront A Painful Choice in 
the Future of Cancer Care

Stand still – and work on narrowing disparities for 
the cancer care that is available to us today.

Or

Move forward – and do everything we can to 
ensure that everyone benefits, as quickly as possible, 
from the remarkable advances in cancer care that are 
emerging.
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I believe we must keep marching 
forward.

But we must move forward with deliberate, 
coordinated efforts to minimize the emergence of 
disparities and to shorten the period where only 
some people benefit. 
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Moving Forward:  Blood Tests To Screen for Cancer

• Multi-cancer early detection (MCED) tests

• Single cancer early detection tests

Both technologies rely on detecting cell-free DNA, 
proteins, or other blood markers of cancer.  The 
difference between the two approaches reflects both 
differences in technology and differences in strategies 
pursued by the various companies involved in this work.  
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• Circulating DNA can find deadly cancers in 
asymptomatic people.

• The public will embrace the concept of a blood test 
for cancer.

• Can increase screening rates even for cancers for 
which we already have screening tests.

• These tests are coming. Watch closely!   

These Tests May Hold Real Promise
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• A highly accurate and affordable blood test for 
colorectal cancer holds promise:

- Medicare has already defined a pathway for coverage
- More likely to be included in screening guidelines
- More likely to be included in insurance coverage without 

too long of a delay

And blood tests for cancer will be appealing to 
a lot of people!

What About Blood Tests for a Single 
Cancer?
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• People with a positive blood test will need to have a 
colonoscopy to accrue any benefit.

• And if they have cancer, they will face all of the 
sources of disparities that other cancer patients 
face. 

But Don’t Forget . . . 
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Steps To Limit Emergence of Disparities: 
Foundational Principles
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1. Do not oversimplify   
solutions.
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Health Behaviors and Social Determinants 
Are the Leading Causes of Health Disparities

• Policies that reduce tobacco, promote access to and 
consumption of healthy food, reduce caloric intake, 
promote physical activity, increase access to health 
care services, and reduce poverty hold more potential 
to reduce cancer mortality and disparities than 
improvements in therapy. 
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2. Embrace and 
support policy 
solutions.
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Expanding Medicaid Is a Proven Strategy
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5. Efforts to expand 
Medicaid and reduce 
uninsured rate are 
vital to reducing 
disparities.  
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3. Solutions to 
slow the 
inexorably 
increasing costs 
of healthcare must 
be one of our 
highest priorities.
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The health care paradox.  
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The paradox 
of health care 
vs. the health 
of the public 
in the United 
States. 
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The Paradox: Summarized

• Reliance on the free market to deliver health care 
services has driven up the cost of health care.

• This has led to substantial inequality in the ability of 
individuals to access advanced care from the best 
health centers.
• Incentives discourage health professionals from seeking public 

health or primary care careers.

• Medical advances contribute to disparities.
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The Paradox (cont)

• Spending on health care has severely limited dollars 
available to invest in public health and social needs.

• But has also adversely impacted personal wages and 
contributed to today’s wealth gap.  
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Many People are Opposing Policies that 
Would Improve Health

• Medicaid expansion.

• Universal access to health insurance.

• Investment in social programs and programs that 
reduce poverty.
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Our journey to build a 
sense of cohesion and a 
willingness to act for the 
common good – to truly 
advance public health 
– will be arduous and 
very long. 
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We must take the first 
step – and then keep 
going. 
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Steps To Limit Emergence of Disparities: 
Clinical Interventions
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4. Quality of care is 
critically important. 
Lower quality care for 
poorer patients and 
for people of color 
contributes to health 
disparities.
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We Must Be Measuring and Reporting Quality 

• Report quality according to:

• Race

• Ethnicity

• Income

• Insurance type

• Educational achievement

• Neighborhood
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5. Expand efforts 
to create and 
address social 
needs confronted 
by individual 
patients. 
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Key Reports Outline a Path Forward
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Steps To Limit Emergence of Disparities: 
A Roadmap for Health Care Systems and 

Organizations
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6. Place a commitment 
to health equity at the 
center of your vision 
and mission 
statements. 
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7. Hire a diverse 
workforce, drawing 
from the 
communities 
you’re serving. 
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8. Co-create 
health care 
priorities and 
solutions with 
communities.
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9. Act with courage. 

Be persistent.

Do not compromise.
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Cancer care is entering an extraordinary era.

We will not tolerate progress for some but not 
for all. 

Achieving equitable cancer outcomes will be 
very difficult. 
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Cancer care is entering an extraordinary era.

We will not tolerate progress for some but not 
for all. 

Achieving equitable cancer outcomes will be 
very difficult. 

We must not settle for anything less. 



Q&A
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Thank You!95



WRAP UP AND ADJOURN


