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Health disparities are differences in health among different 
groups of people. Generally related to socioeconomic factors, 
they culminate in differential outcomes among people suffer-
ing from similar conditions. Health disparities span all of health 
care—from management of chronic conditions (hypertension) to 
more acute conditions (cancer). An often-cited result is a widen-
ing gap in life expectancy between groups. Beyond survival, 
health disparities have a profound impact on general well-being. 
Multiple factors contribute to health disparities, including income 
inequality, which has increased dramatically and has been asso-
ciated with a widening gap in life expectancy.1 Wealthier indi-
viduals have greater flexibility when considering options. The 
relationship between health care outcomes and income is likely 
more complicated than available monetary resources. Education 
has consistently correlated with health outcomes. New technol-
ogy created a demand for skilled labor demanding higher wages 
while simultaneously decreasing demand for less skilled labor. 
Better jobs afforded by advanced education provide access to 
higher quality insurance. Education (in conjunction with finan-
cial potential) may increase access to and adaptation of healthful 
behaviors—smoking cessation, weight loss, etc—and improves 
compliance with complex therapies. Rising income inequalities 
promote geographic segregation of high- and low-income popu-
lations, resulting in differential diffusion of positive and negative 
influences. Health care access and type of insurance are other 
determinants of disparities. The article by Brown et  al in this 
issue reports that the type of insurance correlates with treatment 
and outcome in glioblastoma patients.2

In the United States, health insurance is categorized into 
Medicare, Medicaid, and “private insurance.” In addition 8.8% 
of the population is uninsured3 (Fig. 1). People aged >65 are 
covered by Medicare, which is broken down into 3  “parts.” 
Part A covers inpatient acute and skilled nursing care and hos-
pice. This is available to most without additional cost who paid 
Medicare taxes. Part B covers outpatient care, including phys-
ician services and medical supplies. Part D covers prescrip-
tion medications. Participants in Parts B and D pay a premium 
depending on their income. Medicaid provides coverage for 

low-income families, children, pregnant women, and the disa-
bled. Eligibility and extent of coverage is established by the 
state. Consequently, coverage varies widely. Private insur-
ance is purchased by individuals or provided by an employer. 
Policies vary widely, including covered services, patient-asso-
ciated costs, and extent of health care access.

A by-product of rising health care costs is increased “cost 
sharing” between the insured and the insurer. This includes 
higher premiums, deductibles, and co-pays. Cost sharing 
impacts all forms of coverage except Medicaid and results 
in another tier of patients—the underinsured. Out-of-pocket 
spending accounted for 11% of health expenditures ($352.5 bil-
lion) in 2016, a 3.9% increase, exceeding the average annual 
growth in 2008–2015 (2.0%).4 The high cost associated with gli-
oma management results in significant financial burden even 
if only a small proportion of cost is shared by the patient. For 
many, the problem is further compounded by frequent loss of 
employment associated with disability. Consequently, patients 
may experience significant financial toxicity, often having to 
choose between treatment and other essential life costs (food, 
utilities, etc).5 Either way, underinsurance potentially culmi-
nates in adverse outcomes for patients with gliomas.

In an effort to control insurance premiums, insurers restrict 
access to smaller networks of hospitals and physicians. Often 
excluded are tertiary programs. Data suggest that glioma out-
comes at high-volume referral programs, historically in aca-
demic programs, are superior to those at less experienced 
centers.6 Specialized centers have increased access to clinical 
trials and more rapidly adapt novel technology and therapies. 
As insurance networks shrink, so does access to more experi-
enced care, resulting in potentially worse outcomes. Patients 
seeking care outside of approved networks assume even 
greater responsibility for the financial burden associated with 
treatment.

In an attempt to improve health care access and delivery 
and decrease cost, the Affordable Care Act (ACA) was signed 
by President Obama in 2010. Among other mandates, the 
ACA required employers to provide “affordable” insurance to 
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employees and individuals to purchase insurance or pay 
a penalty. To assist low-income individuals, Medicaid was 
expanded to cover all individuals with incomes up to 138% 
of the federal poverty level. In 2012 the Supreme Court 
reversed this provision, allowing states to opt out of Medicaid 
expansion. Consequently, Medicaid eligibility remained 
unchanged in multiple states (18 states in 2017). Analysis has 
demonstrated that a large number of previously uninsured 
individuals obtained coverage, including a significant propor-
tion through Medicaid in states that chose to expand cover-
age. However, some physicians remain reluctant to accept 
Medicaid patients because of low reimbursement. ACA 
addressed this issue by improving reimbursement to primary 
care physicians. This benefit did not extend to specialties. 
Consequently, the impact of Medicaid expansion is nonuni-
form and potentially remains a barrier to access.

ACA created marketplaces through which individuals 
could purchase insurance. Plans available on the exchange 
must meet certain criteria. Marketplace plans must cover 
at least 60% of total medical expenses on average. As such, 
patients with plans providing the lowest allowable level 
of coverage (also the lowest premium) are still respon-
sible for 40% of medical expenses. Policies providing more 
comprehensive coverage are available at greater expense. 
Marketplace plans did not resolve cost sharing, as patients 
remain responsible for deductibles and co-pays. Analyses 
of the impact of the changes predict decreased costs to 
patients, although they remain high.7

The findings reported by Brown et al2 in their review of 
the National Cancer Database are consistent with previ-
ous reports—insurance impacts treatment and outcomes. 
Insurance is a surrogate for other socioeconomic factors that 
cannot be addressed in a registry review. Furthermore, not 
all private and Medicare policies are alike in terms of cost 

sharing and treatment access. Within these groups there is 
likely to be differences in outcomes. The review could not 
address disease-related financial toxicity and the result-
ing adverse impact on quality of life. A recent survey by the 
Federal Reserve Board reported that 46% of adults could not 
cover a $400 emergency expense. The magnitude of cost 
sharing far exceeds this value. In fact, 46% of respondents 
who experienced an unexpected medical expense were in 
debt as a result.8 Insurance is a critical element to individual 
well-being. The current trend of increasing cost sharing even 
among privately insured patients is problematic. Ultimately, 
the cost of care drives the challenges we face as a society. 
While it is critical to address how we pay for it, the discussion 
must also include cost containment. Although the merits of 
the ACA are debated, it is a first step toward addressing the 
significant shortcomings of health care in the US. The discus-
sion must continue, as the quality and quantity of coverage 
still falls well short of that of which we are capable.
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Fig.  1  Proportion of patients covered by main insurance cat-
egories. Obtained from the US Census Bureau, Health Insurance 
Coverage in the United States: 2016. Individuals may have more 
than one type of insurance.
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