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The recent literature contains numerous reports of disparities in the diagnosis, treatment and
outcomes of lung cancer across a growing list of population subgroups, including race and
ethnicity, sex, income, place of residence, and more recently (non-cancer-related) disability
(1-13). Health policy makers identify reducing these disparities as a critical priority (14-15).
Designing interventions to achieve this end is hampered by limitations in research evidence
about causality. Some studies seemingly assume that treatment disparities reflect differential
access to the medical care delivery system, e.g., African-Americans have lower levels of
income and insurance coverage, which in turn limit their access to appropriate treatment (16—
17). Other studies emphasize genetic/ biological variability related to race and ethnicity that
leads to differential disease and treatment characteristics, e.g., non-white men metabolize
cigarette smoke differently and thus present with more complex squamous cell lung cancers
(8,11). To provide policy-relevant results, health disparities studies must account more fully
for health insurance coverage as well as actual therapy and follow-up care.
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This study examines the level and pattern of costs or resource consumption by lung cancer
patients covered by Medicare insurance to provide a common metric for judging how much
therapy and follow-up care different subgroups actually receive. These findings contribute to
determining whether resource differentials are associated with disparities. If disparities in lung
cancer outcomes arise uniquely from insurance-related barriers to access, they should not be
detected in this sample; other causal pathways may be suggested if they are. We test for cost
disparities across eight relevant patient subgroups, white and non-white men and women with
and without disabilities, controlling for other plausible cost drivers. Race differences in patterns
of lung cancer treatment costs may be detected if biological/genetic factors play a role and/or
if provider/patient behavior leads to variations in therapy regimens. Similarly, females are
generally expected to use more health care services than men, but whether they do when treated
for lung cancer and/or whether there are different cost profiles for men and women divided by
race is unclear. Finally, because we draw on the database (18) that links the Surveillance,
Epidemiology, and End Results (SEER) cancer registry files to Medicare claims files
(hereafter, SEER-Medicare) to conduct our empirical analysis, we also test for disability-
related disparities in lung cancer treatment costs. In brief, lung cancer cases that qualified for
Medicare benefits because they received a non-cancer-related Social Security Disability
Insurance (SSDI) award are compared to those who qualified for Medicare more
conventionally through the Social Security retirement program. If disabilities complicate lung
cancer treatment, we anticipate relatively higher cost profiles; if they lead to less aggressive
care, we anticipate lower ones.

Study Population and Subgroups

The initial study population was drawn from SEER-Medicare on individuals in 9 (later 11)
SEER areas diagnosed with a first primary lung cancer between January 1, 1986 and December
31, 1999, inclusive. Among others, cases who did not have pathologically-confirmed
diagnoses, who were younger than 45 or older than 85 years of age at diagnosis, who were
diagnosed before January 1, 1991, or who did not have a sufficient number of Medicare claims
to trace costs over time were in subsequent steps excluded from this population. These and
other sample exclusions are described below and summarized in Table 1. The eight sex, race,
and disability subgroups that are at the heart of the empirical work are also spelled out in Table
1. We note that the race variable was originally constructed as a threefold vector of dichotomous
variables: white (Caucasian), African-American, and all other race categories. Preliminary
analysis suggested that this threefold classification did not produce results appreciably different
from those using a twofold classification, white and all other races. In order to simplify the
narrative, results corresponding to the twofold classification are reported here. Each of the four
race-sex subgroups was then divided by disability status in reference to the “original reason
for Medicare entitlement” in the SEER-Medicare denominator file.

Specifically, lung cancer patients who originally qualified for Medicare through an SSDI award
were initially categorized as having a disability; all other cases were classified as not having
one (without disability). Cases with disabilities attributable to lung cancer were then excluded.
Because the Social Security Administration does not release information on causes for
disability determination to nongovernmental researchers, we had to infer whether lung cancer
was responsible for the SSDI award. This inference was based on the number of elapsed
calendar quarters between cancer diagnosis and the award. Only cases diagnosed with lung
cancer after at least 10 elapsed quarters were included, because persons awarded SSDI benefits
become eligible for Medicare only after waiting at least 29 total months after their disability
determination. Disability is thus interpreted as a non-cancer-related medical condition that was
sufficiently severe to have precluded gainful employment or to have potentially resulted in

Disabil Health J. Author manuscript; available in PMC 2009 October 30.



1duasnuey Joyiny vVd-HIN 1duasnue Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Chirikos et al.

Page 3

premature death at some point prior to the diagnosis of lung cancer. We acknowledge that the
“without disability” classification is not necessarily limited to healthy individuals free of any
pre-existing medical condition. Those categorized as without disabilities could have
experienced disabling health impairments before age 65, but for whatever reason did not apply
for or receive SSDI. For our purposes, the two key attributes of the subgroup with disabilities
are: 1) before age 65 they experienced non-cancer-related disability sufficient to prevent
employment and recognized by an SSDI award; and 2) after that point, they developed cancer.
Persons without disabilities did not have this history.

Finally, the study population was partitioned by age at diagnosis and when the diagnosis
occurred. The age “window” provides a means of narrowing the differential in the age at
diagnosis across the disability, sex, and race subgroups, particularly disability status. It bears
repeating that individuals included in the study population could have developed their lung
cancer at any age. Those with disabilities could have been diagnosed after age 65 (on top of
their work-limiting medical condition), whereas those who qualified for Medicare because of
normal retirement through the Old Age and Survivors Insurance (OASI) program could have
been diagnosed at a younger (<65) age. In addition to the age restriction, the study population
was limited to lung cancer cases diagnosed after January 1991 (Q21). This restriction provided,
among others, a means of constructing control variables for pre-diagnosis Medicare costs.

Cumulative Medicare Costs by Quarter and Treatment Phase

Because they reflect economic opportunity costs better than other variables created from
Medicare claims data, we use program reimbursements to quantify the economic value of scare
resources used to diagnose and treat lung cancer; for brevity throughout, we call these
reimbursed amounts “costs.” Costs recorded in each Medicare claims file were compiled for
each study subject by calendar quarter over relevant segments of the period January 1, 1986
to December 31, 2001, inclusive. Medicare files included: Part A Inpatient and Skilled Nursing
(Medpar); Hospice and Home Health; and Part B Physician/Suppliers, Outpatient and Durable
Medical Equipment. Each claim-specific observation was assigned either the sum of current
dollar reimbursements for each covered service used over the specific calendar quarter or a
zero if no services were used during that quarter. These quarterly cumulative totals were then
adjusted for both temporal and geographic variations in medical care prices (19). Temporal
price indices were rebased to year 2000, whereas the cross-sectional geographic indices were
left to reference the national average in any given year. Thus, the adjusted cumulative cost
variables are scaled in constant 2000-year prices; they also reflect the extent to which real
outlays in each SEER catchment area deviated from national norms in any year. The adjusted-
cumulative amounts of each relevant claim type were then aggregated to create Part A and Part
B cost variables for each quarter over the 64-quarter study period.

The next step in constructing dependent cost variables for the statistical analysis was to subset
or partition them by when study subjects were diagnosed and treated for lung cancer (treatment
phase) and by the type of services they received for treatment (treatment category). Our
approach to delineating treatment phases generally paralleled those of other investigators
(20). The initial treatment phase is defined as the four-quarter period post-diagnosis, i.e., the
quarter when the diagnosis occurred and the three quarters immediately afterward. The death
phase encompasses the quarter in which death occurred and the quarter immediately preceding
it. The follow-up phase is defined as the (het) number of quarters between the fifth quarter
post-diagnosis and the quarter immediately preceding the death-phase for decedents or quarter
64 for survivors. Cumulative costs incurred during each of these phases were then tallied.
Cumulative costs corresponding to the treatment phase were further divided four ways:
inpatient hospital services, other Medicare Part A services (skilled nursing, hospice, home
health), physician services, and other Part B services (outpatient and durable medical
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equipment). Death and follow-up costs were divided simply between Part A and Part B
services. Since follow-up quarters vary over the study population, cumulative follow-up Part
A and Part B costs were standardized by the number of Medicare-eligible quarters observed
for each lung cancer case over this treatment phase. Given the high case fatality rates of lung
cancer, the (net) number of follow-up quarters is also used as a prime outcome indicator as
well.

Regression Model

Multivariate regression techniques were used to estimate the net differentials in cumulative
costs, if any, across the disability, sex, and race subgroups. Because of their skewed
distributions, each of the cumulative cost dependent variables was first transformed into its
natural logarithm (In). Regressors in each (In) cost model included seven of the subgroups, the
eighth (white men without disabilities) always serves as the omitted or referent subgroup. Each
model also included a set of covariates designed to control for cost drivers that potentially
confound measured differentials across the subgroups. Table 2 summarizes the key covariates
included in the cumulative cost equations, two of which warrant brief comment here. These
are the high-expected cost and pre-diagnosis cost variables, which serve to control for the
presumptive impact of prior SSDI medical condition on current Medicare costs and, thereby,
provides a means of netting-out non-cancer-related reimbursements. High-expected costs are
based on predicted values generated from an auxiliary regression analysis of non-cancer
costs of a 5 percent random sample of Medicare beneficiaries without cancer residing in SEER
catchment areas. These predicted values indicate what non-cancer spending might be expected
had cases with specific age, sex, race and disability characteristics never developed cancer. A
dichotomous variable was created from the predicted values indicating whether the case would
be expected to have higher than average quarterly Medicare (Part A and Part B) reimbursements
in the absence of cancer. Complementing this variable is a measure of Medicare (Part A or Part
B depending on the cost category in question) cumulative costs actually incurred by cases in
the period prior to the diagnosis of lung cancer. We believe that the combination of these two
variables adequately controls for variations in non-cancer health costs across the study sample.

As expected, cumulative cost variables have many zero observations, mostly because Medicare
beneficiaries will not have utilized all types of covered services during a given treatment phase
equally. For example, whereas a large fraction of cancer cases will incur hospital costs during
the 4-quarter treatment phase, a much smaller fraction will incur costs for other Part A services
such as skilled nursing or hospice during that phase. However they arise, a major concern with
zero cost observations is that they are unlikely to be distributed randomly across the study
population. This means that significant (selection) bias may be imparted to the analytic results
unless they are otherwise taken into account (21). For this reason, the (In) cost regression
models are estimated in two-parts: the first yields predictions of the likelihood of observing a
positive cost for each study subject; the second is the (In) cost equation per se which includes
this predicted value as a covariate.

More formally, the two-part regression model may be summarized as follows: Let D j represent
the jth element of the vector of disparity-related disability, sex, and race subgroups; let C i,
represent the observed ith phase/program-specific cost of the nth lung cancer case,(I = 1, 2. .,
8;n=1,2,..,N);and let y;* be a dichotomous indicator variable taking the value of one if
Cin >0, zero otherwise. Suppressing study subject subscripts to simplify the exposition, the
regression model is:

Vi =((ZQ+Zk ag Yi+u) (1)
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and

InCi=(Bo+ ) AiDj+ ) BiXi+dite) (2)

where Y i is the kth selection covariate; In represents natural logarithm, and X j is the jth cost
covariate as discussed previously. The selection model is then set up in general terms following
Heckman’s method (21-22) First, a Probit estimate of (2) is used to generate “lambda” (inverse
Mill’s ratio, the selection parameter) which reflects the likelihood that a patient with given
socio-demographic and insurance characteristics will be observed having nonzero cumulative
costs of the ith type. Second, this predicted value A j is then incorporated into the cost equation
(2) to correct for potential selection bias.

Measuring Cost Disparities

Results

To simplify the narrative, the results of the statistical analysis presented below focus just on
the effects of disability, sex, and race subgroups on cumulative costs, net of the other covariates
in each (In) cost equation. Cost differentials are computed by first evaluating each In cost
equation at the subgroup means for the referent (white men without disabilities) subgroup,
reevaluating the equation in turn for each of the seven other subgroups, and then exponentiating
the results. We use standard smearing techniques to overcome issues arising from the
retransformation of geometric mean costs to arithmetic mean costs in the two-part model
(23). To facilitate comparisons across the full set of subgroups, cost differentials are cast as
index numbers (percentages) of the costs of white men without disabilities. Index values less
than 100 are interpreted as disparities favoring the referent subgroup, whereas values greater
than 100 favor the subgroup in question. Statistically insignificant regression coefficients
(alpha = .95, two-tailed test) are arbitrarily assigned the value of zero and, correspondingly,
an index value of 100. In order to provide an overall summary measure of cost disparities, we
also computed the expected total cost per case corresponding to each subgroup. These
expectations are based upon predicted costs of each type for each subgroup evaluated at
subsample mean values of the covariates. These predicted amounts were then scaled by the
probabilities of observing nonzero costs of that type in the corresponding subgroup and
summed over all eight cost types.

Table 3 summarizes key characteristics of each subgroup of lung cancer cases. As anticipated,
the numbers of white men and women without disabilities are much higher than the other
subgroups, in part because far fewer persons qualify for Medicare benefits via SSDI than OASI.
The racial subgroups had similar mean age at diagnosis, though the subgroups with disabilities
were diagnosed at slightly younger ages than persons without disabilities. Stage at diagnosis
was similar across the eight subgroups, though relatively fewer women were diagnosed at the
most advanced stages, especially compared with disabled men of other races. Roughly similar
proportions of each subgroup had non-small cell cancers, surgery, and radiation therapy. In
contrast, the subgroups differed substantially in the income, schooling and demographic
compositions of the census tracts in which cases resided when diagnosed with cancer. Although
not reported here in detail, we note that survival times differed by subgroup based on univariate
tests. The same patterns remained following adjustment for sociodemographic and tumor
characteristics through multivariate modeling. Briefly, white women had the most favorable
outcomes, and persons without disabilities did better than persons with disabilities.
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Table 4 shows the main findings from the regression analyses. Three findings stand out. First,
more than two-thirds of the cost-related subgroup differentials were statistically different from
the referent group at the conventional 5 percent confidence level, and several other coefficients
narrowly missed statistical significance at this level. Even if the much more rigorous p <0.005
criterion is used to reject the null hypothesis, a plurality of the coefficients differ from zero.
Most statistically insignificant coefficients involved subgroups with small numbers of cases.
Second, values that differ from zero were often higher than those for white nondisabled men;
for instance, costs of treating women of each race and disability status were generally higher
than for white men without disabilities. Inpatient hospital costs varied across subgroups more
than other Part B service costs. Finally, the estimated cost of treating the average lung cancer
case in each subgroup suggests that sex and race subgroups were higher than for white,
nondisabled men. Furthermore, with only one exception, white men without disabilities had
lower cumulative costs per case than the other subgroups. Men and women of other races had
the highest expected costs.

Discussion

Our analyses offer fairly compelling evidence of sex-related cost differentials in treating
Medicare beneficiaries with lung cancer. The health services research literature has repeatedly
documented that women utilize more medical care services than men at each point in the life
cycle and thus generally have higher costs at each point as well. But the cost differentials
detected here may also provide modest, indirect support for the argument that lung cancer in
women is a different disease than it is in men (12). Some women actually have lower costs
than their male counterparts during the initial year of diagnosis and treatment, but significantly
higher costs in the follow-up period and, for decedents, the death phase as well. Since
cumulative costs over the follow-up phase are scaled by the (net) number of Medicare-eligible
follow-up quarters, this suggests that women receive more intensive or perhaps different
follow-up care than men. This might stem from the nature of the disease, though it might also
stem from other factors such as better compliance with follow-up regimens. Since women enjoy
a slight advantage in being candidates for surgery, it may be that their initial treatment is more
cost-efficient, but requires them to be followed more closely after that treatment.

Racial differences in cumulative costs were unanticipated. The general expectation was that
non-white men and women would consume fewer treatment resources, because they have lower
lung cancer surgery rates (2,6), they appear to be less willing to undergo invasive procedures
(3), and, at least for NSCLC, they are less likely to receive “recommended” therapy (6). To be
sure, variations in the composition of treatment costs across the four subgroups of non-white
men and women were detected: Part B service utilization was presumptively lower for these
subgroups than the corresponding white subgroups, though in most cases the lower amounts
were offset by much higher use of (Part A) hospital inpatient services. Earle et al (7) found
that access to an oncologist differs by race, which may explain differences in referral patterns
and the locus of treatment. In view of these cost differentials, it is noteworthy that mostly
unfavorable race differences in the length of the (net) follow-up period and survivorship were
still detected. This contrasts sharply with a recent finding that outcome disparities disappear
when health care access is controlled by examining only patients treated in a single (military)
delivery system (11). The present analysis also implicitly controlled for access by investigating
lung cancer patients with the same (Medicare) insurance coverage; moreover, other insurance
and socio-economic characteristics of these lung cancer cases were also explicitly taken into
account. The unfavorable “cost-effectiveness” of treating non-white men documented here
warrants substantially more research in the future.

Finally, and perhaps most importantly, disability effects detected in the statistical analysis are
of interest from both clinical and policy perspectives. The consistent pattern of low resource
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consumption in treating white men with disabilities is most noteworthy. Not only were expected
case costs lower for this subgroup than all others, they were consistently lower across all but
one of the cost categories. This strongly suggests that the disabling medical condition
influences treatment options for this subgroup, which, in turn, may also account for their
generally poorer outcomes. In view of these differences, the polar case of non-white women
with disabilities is also striking. These women had outcomes generally comparable to all others
in the study population. But they also had substantially higher levels of resource consumption,
especially more expensive hospital stays for initial therapy and in the 6-months prior to death.
The small sample size of this subgroup, however, may have yielded imprecise estimates of
cumulative costs. The findings in regard to disability status and lung cancer clearly warrant
additional research.

Future studies must overcome several methodological limitations of our empirical analysis.
Our estimates of treatment costs were understated because they could be prepared only for
services covered by the Medicare benefits package prevailing over the study period. Costs of
long-term nursing care and outpatient prescription drugs are notable omissions. To the degree
these costs differ across the study subgroups, the measured magnitude and composition of the
cost differentials will change. The costs of these omitted services thus warrant further
investigation. The cost estimates were also understated because outlays by Medicare
beneficiaries in the form of deductibles and co-payments were also excluded from
consideration. These outlays require more detailed study as does the costs of some patients
who were eligible for other public sector support for their medical care. The empirical analysis
here did control explicitly for the patients who had at various points over the study period state
“buy-in” arrangements. Yet, the differences in the likelihood of having such an arrangement
differs greatly, say, between the race subgroups, and this may have influenced the magnitude
of observed outpatient costs. Finally, recall that the overall costs for the patient subgroups are
means adjusted for subsample characteristics. These adjusted figures might be higher or lower
depending on the characteristics of the sample in respect to stage distribution, socioeconomic,
and demographic characteristics. When these differences are factored in, our overall estimates
appear to be consistent with the few other studies on lung cancer treatment costs that have been
carried out (24). This suggests that the relative cost differentials are likely to depend equally
on the characteristics of the study population, so reconfirmation of the empirical findings
presented here must be obtained by analyzing other populations of lung cancer patients
potentially available in other data sets such as the Continuous Medicare History Sample File
as well.

Two general conclusions follow from the empirical results. First, resource disparities were
detected, albeit not across all of the lung cancer subgroups. The significantly lower level of
resource consumption by white men with disabilities is an important case in point, especially
in view of their comparatively poorer outcomes. But finding that non-white men had higher
levels of resource consumption and equally poor outcomes are also important from a policy
perspective. The link between medical care and outcomes is clearly a necessary component of
disparities-relating policy, but not a necessary and sufficient one. Moreover, the composition
of the services delivered to lung cancer patients may be as important as the level of services.
The analysis showed that the pattern of costs varied across the subgroups, generally being
higher for Part A services but lower for Part B services. Whether these variations should
concern policy makers depends on the degree to which they cancel-out and/or the extent to
which care received in different health care settings may lead to outcome differences. If they
do, disparity-related programming should target the locus of service delivery, e.g., by means
of patient navigation (16). Policies designed to improve physical access and travel to
ambulatory setting, especially for patients with disabilities, may also be indicated.
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Second, cost differentials were detected in a population fully entitled to Medicare benefits and
they involved the type as well as level of service use. Whether access to health care insurance
per se is the only, or even primary, policy instrument for improving care and outcomes is thus
open to some question. The effectiveness of other policy instruments must be examined to
ensure that patients and providers use available insurance to diagnose lung cancer as early as
possible and treat it in the most cost-efficient manner. The composition or blend of services
used to treat and follow cancer patients also warrants additional attention. More disaggregate
studies examining treatment costs alongside the specific types of treatment will help clarify
the extent to which additional resources might improve cancer outcomes.

Acknowledgments

This research was supported by Grant No. RO1 CA100029 from the National Cancer Institute. The study sponsors
were not involved in the study design, in the analysis or interpretation of the data, or in writing and submitting the
manuscript for publication. The study used the linked SEER-Medicare database. Approvals from the respective
Institutional Review Boards were obtained to analyze these data. The interpretation and reporting of the data here are
the sole responsibility of the authors. The authors acknowledge the efforts of several groups responsible for the creation
and dissemination of the Linked Database, including the Applied Research Branch, Division of Cancer Control and
Population Sciences, National Cancer Institute; the Office of Information Services, and the Office of Strategic
Planning, Centers for Medicare and Medicaid Services; Information Management Services, Inc.; and the Surveillance,
Epidemiology, and End Results Program Tumor Registries.

References

1. Shavers VL, Brown ML. Racial and ethnic disparities in the receipt of cancer treatment. J Natl Cancer
Inst 2002;94(5):334-57. [PubMed: 11880473]

2. Bach PB, Cramer LD, Warren JL, Begg CB. Racial differences in the treatment of early-stage lung
cancer. N Engl J Med 1999;341(16):1198-1205. [PubMed: 10519898]

3. Lathan CS, Neville BA, Earle EA. The effect of race on invasive staging and surgery in non-small -
cell lung cancer. J Clin Oncol 2006;243(3):413-18. [PubMed: 16365180]

4. Wang SJ, Fuller CD, Thomas CK. Ethnic disparities in conditional survival of patients with non small
cell lung cancer. J Thoracic Oncol 2007;2(3):180-90.

5. Smith TJ, Penberthy L, Desch CE, Whittemore M, Newschaffer C, Hillner BE, et al. Differences in
initial treatment patterns and outcomes of lung cancer in the elderly. Lung Cancer 1995;13:235-52.
[PubMed: 8719064]

6. Potosky AL, Saxman S, Wallace RB, Lynch CF. Population variations in the initial treatment of non-
small-cell lung cancer. J Clin Oncol 2004;22:3261-8. [PubMed: 15310770]

7. Earle CC, Neumann PJ, Gelber RD, Weinstein MC, Weeks JC. Impact of referral patterns on the use
of chemotherapy for lung cancer. J Clin Oncol 2002;20(7):1786-92. [PubMed: 11919235]

8. Gadgeel SM, Kalemkerian GP. Racial differences in lung cancer. Cancer Metastasis Rev 2003;22(1):
39-46. [PubMed: 12716035]

9. Flenaugh EL, Henriques-Forsythe MN. Lung cancer disparities in African-Americans: health versus
health care. Clin Chest Med 200;27(3):431-9. [PubMed: 16880053]

10. Silverstein MD, Nietert PJ, Ye X, Lackland DT. Access to care and stage at diagnosis for patients
with lung cancer and esophageal cancer: analysis of the Savannah River Region Information System
cancer registry data. South Med J 2002;95(8):900-8. [PubMed: 12190229]

11. Mulligan CR, Meram AD, Proctor CD, Wu H, Zhu K, Marrogi AJ. Unlimited access to care: effect
on racial disparity and prognostic factors in lung cancer. Cancer Epidemiol Biomarkers Prev 2006;15
(1):25-31. [PubMed: 16434582]

12. Belani CP, Marts S, Schiller J, Socinski MA. Women and lung cancer: epidemiology, tumor biology,
and emerging trends in clinical research. Lung Cancer 2007;55:15-23. [PubMed: 17084482]

13. McCarthy EP, Ngo LH, Chirikos TN, Roetzheim RG, Li D, Drews RE, et al. Cancer stage at diagnosis
and survival among persons with Social Security Disability Insurance on Medicare. Health Serv Res
2007;42(2):611-28. [PubMed: 17362209]

Disabil Health J. Author manuscript; available in PMC 2009 October 30.



1duasnuey Joyiny vVd-HIN 1duasnue Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Chirikos et al.

14.

15.

16.

17.

18.

19.

20.

21.
22.
23.

24.

Page 9

Edwards BK, Brown ML, Wingo PA, Howe HL, Ward E, Ries LA, et al. Annual report to the nation
on the status of cancer, 1975-2002, featuring population-based trends in cancer treatment. J Natl
Cancer Inst 2005;97(19):1407-27. [PubMed: 16204691]

National Healthcare Disparities Report. Full Report. Agency for Healthcare Research and Quality;
Rockville, MD: 2006. http://www.ahrq.gov/qual/nhdr06/report/

Freeman HP, Chu KC. Determinants of cancer disparities: barriers to cancer screening, diagnosis,
and treatment. Surg Oncol Clin N Am 2005;14(4):655-69. [PubMed: 16226685]

Siminoff LA, Ross I. Access and equity to cancer care in the USA: a review and assessment. Postgrad
Med J 2005;81:674-9. [PubMed: 16272229]

Warren JL, Klabunde CN, Schrag D, Bach PB, Riley GF. Overview of the SEER-Medicare data:
content, research applications, and generalizability to the United States elderly population. Med Care
2002;40(8 suppl):3-18.

MEDPAC. The Construct of Medicare Price Indices. The Commission; 2002. Report to the Congress,
Medicare Payment Policy, Appendix A.

Brown ML, Riley GF, Potosky AL, Etzioni RD. Obtaining long-term disease specific costs of care.
Med Care 1999;37(12):1249-59. [PubMed: 10599606]

Heckman J. Sample selection bias as a specification error. Econometrica 1979;47:153-61.

Greene, WH. LIMDEP. Version 8.0, Reference Guide. Plainview; New York: 2002.

Duan N. Smearing estimate: a nonparametric retransformation method. J Am Stat Assoc
1983;78:605-10.

Kutikova L, Bowman L, Chang S, Long SR, Obasaju C, Crown WH. The economic burden of lung
cancer and the associated costs of treatment failure in the United States. Lung Cancer 2005;50:143—
54. [PubMed: 16112249]

Disabil Health J. Author manuscript; available in PMC 2009 October 30.


http://www.ahrq.gov/qual/nhdr06/report/

Page 10

Chirikos et al.

"A11geSI YUAA S208Y JaUIO JO USI\ 03 [BIIIUSPI SOIISLISI0RIBYD JBUIO [[e ‘3[ewa) = Xas papod-y33Ss

*A111GBSIQ INOYMAA S328Y JUIO JO USIA 0} [BOIUSPI SONISLISIORIBYD JBLIO [[8 ‘B[ewa) = Xas Papod-y33S
"A11GeSIA YUAA UBIAl 3HIYAA 01 [e913USPI SONISLIBIORIBYD JAUO e pue ‘B[ewa) = Xas papod-y33s

*AN11gESIA INOYIAN USIN 8HUA 0) [B0NUSPI SIISHIBIIRIRYD JBU10 [[e PUE ‘B[ewa) = Xas Papod-433S

"eJep Juawanu3 Buissiw Jo ‘Afigesia snid @¥S3 ‘QUST 10 aAISNjoX8 ‘1SS = Juswanug

[euIBLIO 2JedIPsIA pue ‘a)Iym Uey) Jaylo saliobared adel || = 8.l Papodal . d,, YIS ‘oJel = Xas papod-y33s
ISVYO = luswispnuy

JeuIBLIO 81BJIP3IAl PUB ‘BMYM UeY) JaY10 SaLI0B81ed aoel || = 808l papodal .. g,, YIJS ‘ofew = Xas papod-y33s
“e1ep wawanug Buissiw 1o ‘Aljigesia snjd a¥s3 (@ys3) asessiq [euay abeis pug JO dAISN|OXd

‘]SS =1uaWwiaInug [eUIBLIO 2JeJIP3IA pUe ‘(3)1YM) UBISeINe) = 338 papodal . g, YIS ‘el = Xas papod-y33s
‘painseaw ale

sanedsip 1509 dnoiBagns Jayio [1e yaiym surebe dnoibigns Juaiagal ay si Siy L ‘siyauag (ISYO) JOMAINS pue aby
PIO = 1UsWaPIUT [eUIBLIO aJe2IPSA pUe ‘(SHYM) UelSeone) = 0.l Papodal . d,, Y33S ‘9jeW = Xas papod-y33s

Auigesia yim saoey Jayl0 Jo UsWo
Auj1gesia INoyuM s8Ry J8U10 4O UBWOM
Aunigesia yim uswom sHym

Au10esIQ INOYHM USWIOM SHUM
Anngesia ynm seaey 18410 Jo UIN
Auigesia moyum saoey J8Ui0 40 USIN
Auigesia ysm usinl suym

Au10es1a INOYUM USIN SHUM
sdnoubgns

"JUSWIINUB |ASS JO alep [eniul 8y} woly pasdela pey siauenb Jepuafes QT a10)aq
pasouberp alem oym‘(sportad Bunrem yiuow-z pue -G ayl BuiAysies pue ‘JabunoA 1o 19 abe ‘syyauaq soueinsu|
1 1 118-34e21p3IN) Aljigesip e Buiaey se paziiofiared sased Jaoued Bun| pawiyuod
*9ULI} JOAO SIS02 JUSLLIESI) SAIEINWING 831} 0] SWIE|D SIeIP3Al JO JaqUINU JUBIDLYNS B PeY oM pue ‘sisoubelp Jo
a1} 8yl Je G8 pue G Jo sabe au) Usamlaq a1am oym (aAISnjoul) 6E6T TE Jlaquiadad -T66T ‘T Atenuer pouad ay) ul
pasoubelp 81am Oym aseqelep a1edIpajN-4I3S 8yl Ul pap.odal Jadued Bunj Arewiid 1s11y JO S8Sed PaWIIUOI ||

:sapnjoxg

:sepnjou|
uone|ndod Apns

BI48111D UOISN|IX3/uoIsn|au| uol

sdnoibgnsy uorejndod

T3749vL

SdNOY949NS ANV NOILVY1NdOd AANLS 40 SNOILINIZ3A

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Disabil Health J. Author manuscript; available in PMC 2009 October 30.



Page 11

Chirikos et al.

"a)lym sem 1eyy uoirejndod

3y} Jo abejusalad ayl JO SWIB) Ul 10 YINS | 4O a]iienb 1Samo| sy Ul Sem eyl 19e11 SNSUad e Ul 000z Ul papisal Juaited ay 1eys Buliesipul ajgeLieA snowoioydlq
“Bu1jooyas Jo sresh ZT uey} SS3| UM JBA0 pue Gz suosiad

10 abeiuadiad ay} O Swia) Ul S19BJY Yans [[e Jo aj1ienb 1saybiy ay) ul Sem Jeyl 19eJ) SNsuad e Ul 000Z Ul papIsal Juaited ay Teys Buiresipul ajgeLreA snowoioydlq
‘(Aanuns paseq snsua) 000Z dY} WwoJy synsal pauodal-433s)

"awoaul eyided Jad Jo swis} Ul S}OB1Y YINS [[e O a)1enb 1S9MO] U3 Ul Sem Jey J9eJ] SNSUad e Ul 000g Ul papisal Juatied ay3 Jeyy Buiesipul sjgerieA snowoloydiq
‘pasoubelp sem Jaoued Bun| Jiayl Jeyy Janenb ayy 03 dn poriad Apnis ayl Jo BuluuiBag ayy wouy Juaied yaes Jo SIS0 aIedIPaIN g Med pue v Lied aAle|nwnD
"SO1ISLIa10RIRYD AN|IQESIP pUR 3kl ‘Xas ‘afie Ag seale JuaWYIed YIS Ul Buipisal Ja0Urd INOYIIM SaLIRIDIBUS( a1edIpalAl O $1S09 (g

pue \7) 3A13E|NWIND JO SISA[eUR AleljIXNe Ue U0 Paseq Jasn g Led J0 W Led aredlpalA 1509 ybiy e aq o3 Ajax| si juaned syl Jsylaym Buriedipul sajgeriea snowoloydiq
‘pouiad Apnis ayl Jano julod Aue Je g 1ed aledipay Bullanod yuawabuelle ui-Ang-alels e pey jusiied sy Jayiaym Buijedipul ajgerieA snowoioydiq

‘porsad Apnis ay) I8N0 81AI9S-104-984 dIRIIPAIAl Ul Pa]|0JUa A|Snonuiuod sem jualed ayl Jayiaym Buiyedipui sjgelieA snowoloydig

*Adelayy uonjeipes pajeja.l-Jaoued Bunj pey aAey 01 umouy sem uaited ayy Jayiaym Buiredalpul s|gerieA snowoloydiq

*A13bIns pajoalIp-1adued Bun| pey aAey 01 umouy sem juaired ayl Jayiaym Bunresipul ajgeLreA snowoioydlq

(D1DSN) J4eoued Buny [189-]jews -uou se paziiobiares sem Jaoued Bun| Arewid 1s114 8y Jo ABojolsy ayy Jayiaym Buiealpul ajgerieA snowooydiq

'sisoufelp Je aseasip | abels ‘A10Bayed Jualayas ay 1surebe pabneh Alobared (umouxun abels pue pabieisun) abels Jaylo jenpisal

' pue || abels ‘|1] abeis ‘A| abels yim ‘sajgerie afels snowojoydlp (DY) 122ued UO UOISSILUWOD JUIOL UedLBWY /86T-150d papod-y33S 4O J0108A P|oj-aAl)

1oR4] Snsua) AlouliN ybiH
104 Snsua) Buijooyas mo

1081 SNSU3D 8WOdU| MO
s10D) sisoubelq-ald

s1500 paoadx3 ybiH
ul-Ang a1e1s

S44d

Adeaay ] uoneipey
A1abans pajoasig-1aoue)d
O10SN

sisoubeiq 1e abels

suomuyeq

Se1RIIBAOD PB103]9S

SISATVNY T1VOILSILVLS IHL NI S31LVIEVAOD ATM

¢3714avlL

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Disabil Health J. Author manuscript; available in PMC 2009 October 30.



Page 12

Chirikos et al.

*SUONdLIIS3P PUB SUOIIULSP 10} Z d|qeL pue 1Xa) %S,

G'g L€ 9€ €Y 9C 6C 87 v'E s1apend dn-mojjo4 (18N) uesiy
922 8.1 Z'6T 89T 8'6T 18T A 6'LT (%) sesneD Jayio
199 9'89 g0L 689 82L €aL €L vl (96) 480uBD BunT :JUBPEIEQ
10T GeT €0T €Yl vl 06 gL L'6 (%) ¥90 Joninng
SawodINO
GEL 2's9 €61 €61 8'89 G99 78T ST (%) 10e1 L snsuaD Awouty ybiH
6'T9 T8y 7'se L'lT €09 90§ 092 0'8T (%) 10Ra1 snsuad Burjooyas moT
v'¥S 80y £'se L'8T L'vS STy 7’1z 012 (96) 1081 L SNSU3D BWODU| MO
095 vor 8.8 €11 2'6€ €ze 102 0L (%) ul-Ang s1e1s
T6L g€l 818 L'8L 0'6L €6. 118 118 (%) s44 snonunuod
Salistisloeley)d J1Wouod3-0120S/33ueinsu|
8Ty LTy 868 9'0¥ €9y 414 Tey 61y (%) Adessy L uoneipey
vz 092 R 74 0'6C 0Te €T T L'z (%) AsobBing pajosiIg-490URD PAWILIUOD
g8l 978 8's. an 6'G8 1'68 L'18 G'z8 (%) 010SN
SalIsLIslIoRIRYD JUBWIBaU | /asessIq
[ vzt YT 4Y 9'€T T€T Syl 6CT (%) abe1s Jayno
[ X v'12 02 T2 0'LT 102 v'02 §'TC (%) 1
r'e g€ r'e 8¢ 0€ ze 6 (04 (%) 1
6'2€ 608 092 192 €TE zTE €9¢ 8.2 (%)
§'82 8'Te 4 02 T'GE v'ze 6'7€ 8'ee (%) Al
sisoubelq 1e uonnguisiqg abeis
(08) €29 (69) v'zL (2'2) 589 (6'9) 6'2L (€'8) 899 (99) eeL (21) 629 (L9) reL ('ne@ "pis) sisoubeiq ye 8By uesiy
LTL 066' 88€'C 20€'92 02L'T 189'L v.6'v €79'TE $9SBD JO JaqUINN [e10L
Aungesia Aungesia Aungesia Aungesia Aungesia Aungesia Aungesia Aungesia
YUM INOUYNM YuM INOUYHNM UNM INOYNM UUM INOYNM o SONSLIBIORIRYD)
S80eY 19410 JO USWIOAA UBWOAA 3MYAA s80eyY 49410 JO UBIN ETNEMTYY

NIH-PA Author Manuscript

€3714avlL

NIH-PA Author Manuscript

dNOY94dNS A9 NOILVTNdOd AANLS FHL 40 SOILSIH31OVHVHO d3103713S

NIH-PA Author Manuscript

Disabil Health J. Author manuscript; available in PMC 2009 October 30.



Page 13

Chirikos et al.

s000>d,
'G000<d< 100,

'100<d< mo.oQ

"(S0°0 < d pajre1-omy) JuedIHIUBIS A|BO1ISIIEIS 10U SEA JUBIONB0D UOISSaIBa] 3yl 8sNeIaq ‘019z J0 anjeA ay paubisse AjLieaigie [enualayip 1500,

6V1T ¥'o1T 2001 0°€0T 9'80T 60T 2’88 0001 1€6'EE $1S00 858D Pajoadxy

5 V'STT p 7'eCT p €€8 p €76 g 00T p 2017 p 9'6L 0°00T i ZARS 90IAIBS g Med

q VLT e 00T p 0977 p 99¢T p 00T 5106 q T€6 0°00T 2I7'0T $80IAISS W Hed
(D) ureaq

e 00T e 00T g 00T p 6°L0T p €EeL q 6'68 p 6¢CL 0°00T we S80IAISS g Med

e 00T p TTeT p €GET 559201 p G'EET e 00T e 00T 0°00T 189 S80IAISS W Hed
Janend-91q16113 Jad dn-mojjo4 18N

ql'L8 e 00T pClL p €68 p€es q €80T pl6L 0'00T AR A4 S90INIBS g Led Jayl0

e 00T e 00T 5616 e 00T p 8'08 5966 p 6'8L 0°00T 91£'S S80IAIBS URIDISAYd

e 00T p viT e 00T p 0¢IT e 00T e 00T q 006 0°00T 199'T S92IAJIBS W Med 18yl

5 T'GCT p 6'TCT g 00T p 2'€6 p €eeT p V'TET q 0'¢6 0°00T evT'eT |endsoH juaiedu|
(Ov) wawyeas] pue sisoubelq

(T 109 %) (T 109 %) (T "102 %) (T 109 %) (T "102 %) (T "100 %) (T 102 %) (T 100 %)
Aungesia yum Aunigesia Aungesia yum Anpigesia Aupigesia yum Aungesia Aungesiayum Aigesta (1)
INOYNM INOYNM INOYUM moym  ($ passnlpy)
S150D UB3IA| sal10681e) 150D aAlRINWND
$90BY 19410 JO UBWOAA USWOAN SHMUAN sa0ey JaY1Q JO USIA UBIA SMUYM

NIH-PA Author Manuscript

¥ 374avl

(sampigesig Moy U BMYM = dnolD 80UBI3J8Y)
AH093LVYI Ad S1SOD IHVOIAIN FAILYTNIAND NO SNLVLS ALITIEVSIA ANV 30V ‘X3S 40 103443 TVNOILYOdO¥d L3N

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Disabil Health J. Author manuscript; available in PMC 2009 October 30.



