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Keynote speaker, Electra Paskett (center), with Christopher Lathan (left) and Karen Burns, at the fourth 

annual Cancer Disparities Research Symposium.  

 

Since Dana-Farber Cancer Institute began its patient navigator program in 2005, these important members 

of the health care team have been helping individuals facing language barriers, financial hardships, 

racial/cultural biases, and other challenges as they access cancer care. Now there is evidence that 

navigators not only enable underserved patients to better understand and fight their disease, but they can 

also have a profound impact on a region’s cancer disparity and mortality rates. 

 

As keynote speaker at the fourth annual Cancer Disparities Research Symposium, held in the Yawkey 

Conference Center on April 5, Electra Paskett, PhD, MSPH, director of the Division of Cancer Prevention 

and Control at The Ohio State University, gave a powerful example of the value of patient navigators. 

Under the Delaware Cancer Consortium, she explained, that state offered 5,000 free colorectal screenings 

and colonoscopies from 2002-2011 to underserved individuals at risk for the disease – mostly African-

Americans. All those diagnosed with colorectal cancer were then given free access to patient navigators 

during their treatment.  The results were dramatic. Screening rates increased and incidence rates 

decreased for all groups during the 10-year intervention, and racial disparities disappeared. In 2002, for 

instance, African-Americans age 50 or older in Delaware were 10 percent less likely to have a 

colonoscopy than their Caucasian counterparts; within 10 years, the gap was gone. 

 

“Delaware eliminated the disparity in how early and often African-Americans were screened, eliminated 

the incidence disparity between blacks and whites, and almost eliminated a huge mortality disparity – 

with mortality decreasing by 20 percent overall in 10 years,” said Paskett. “The program cost $7 million 

annually, but with the increased screenings, there were fewer incidences of cancer and cancers caught at 

earlier stages – which saved Delaware $8.5 million a year. That’s a net cost savings of $1.5 million 

annually for the state.” 

 

The symposium was held during National Minority Cancer Awareness Week, and is part of an ongoing 

effort by Dana-Farber's Cancer Care Equity Program and the Initiative to Eliminate Cancer 

Disparities(IECD) at Dana-Farber/Harvard Cancer Center to raise awareness of these issues. Other 

sponsors included the Harvard Catalyst Health Disparities Research Program, the Harvard Medical 

School office for Diversity Inclusion and Community Partnership, and the Harvard T.H. Chan School of 

Public Health Lung Cancer Disparities Center. 

http://www.dana-farber.org/Adult-Care/Treatment-and-Support/Patient-and-Family-Support/Patient-Navigator-Program.aspx
http://www.dhss.delaware.gov/dph/dpc/consortium.html
http://www.dana-farber.org/Adult-Care/Treatment-and-Support/Treatment-Centers-and-Clinical-Services/Gastrointestinal-Cancer-Treatment-Center/Colon-and-Rectal-Cancer-Center.aspx
http://www.dana-farber.org/Research/Departments-and-Centers/Cancer-Care-Equity-Program.aspx
http://www.dfhcc.harvard.edu/research/cancer-disparities/overview/
http://www.dfhcc.harvard.edu/research/cancer-disparities/overview/


 

“Cancer has, and continues to have, a disproportionately severe impact on minorities and the 

economically disadvantaged,” Karen Burns White, MS, IECD deputy associate director and co-host of 

the symposium, said in her opening remarks. “It is without question that although we are making strides 

at Dana-Farber, and across the broader cancer center, there continue to be opportunities to enhance our 

role and to create the necessary and deliberate outcomes that are needed to reduce unequal burden.” 

One suggestion, posed by Paskett, is a national program similar to the Delaware Consortium Plan. If such 

a program were enacted, she said, there would be 4,200 fewer African- Americans diagnosed with 

colorectal cancer each year – and 2,700 fewer deaths. Citing the $14 billion annual cost of colorectal 

cancer incidence and mortality across the United States, Paskett asked the crowd to “imagine if we can 

save billions in costs and reduce pain and suffering. It is possible.” 

 

“Dr. Paskett’s work is an excellent example of utilizing the research process not just to describe 

disparities but also to take action to alleviate the disparities,” says Christopher Lathan, MD, MS, 

MPH, Faculty Director of Cancer Care Equity and co-host with Burns White. “We have the opportunity 

here to make an incredible impact on equity in cancer care, right in own proverbial back yard. We were 

honored to be able have her share her passion and perspective.”  

- Saul Wisnia 

 

Group breakout sessions after Paskett’s talk centered on three key areas within disparities research: 

 

Group 1: Risk/Prevention 

Leader: Marcela Del Carmen, MD, Medical Director of the Massachusetts General Physicians 

Organization  

Examples of obstacles: 

• HPV vaccine and Pap tests have reduced incidence of and mortality from cervical cancer. 

However, women of color diagnosed with cervical cancer at higher rates and have less access to 

quality health care.  HPV vaccines are framed as a means of preventing sexually transmitted 

disease.  This message needs to be changed to one that touts the vaccine as a means to prevent 

cervical cancer. Women of color often receive first dose of HPV vaccine but do not continue to 

receive until they complete 3 series of HPV vaccine. Many women of color miss appointments 

due to language barriers and busy work schedules. Additional support is needed to communicate 

benefits and means of prevention and to address transportation and scheduling difficulties 

Best practices  

• Population health manager/coordinators 

o Continuous communication initiated by nurse practitioners or medical student to 

communicate importance of follow-up care and to provide support for keeping 

appointments 

o Identifying and targeting patients that are especially at risk for not following up on care. 

• Patient navigator  

o Many Asian women mistrust doctors in the U.S. and do not pay attention on preventative 

care such as screening. They think that they do not need screening because they are 

healthy, they do not want to know if they are not healthy. However, Asian women are 

often encouraged by peers or mothers. It would be efficient to train peers or family 

members so that intergenerational approach is possible.  

o Media is very influential to educate about- and promote health. Benefit fashion show with 

models who are all cancer survivors is one of examples.   

• Community level engagement 

o Meetings with health professionals on different health topics facilitated by community 

partners.  



 

• Work place education  

o Health education sessions at community workplaces, such as nail salons, hair salons, and 

construction sites. 

o Telenovellas, radio programs 

• Re-educate medical professionals 

o Culturally sensitive language training for physicians. 

o Cultural diversity in the curriculum of medical school education.   

Next Steps 

• Renewed focus on patients currently outside of system (eg, young immigrants)  

• Culturally responsive peer health education and intergenerational prevention 

Learn from examples like a recent health promotion campaign in Thailand. Volunteers from 

community advocate about health within their families.  

• Use media and story-telling to deliver message   

• Community level engagement  

• Targeted Funding: 

o Patient navigators 

o Stress-relief program; wellness program such as yoga and massage  

o Story-telling and use social media such as info graphics in order to just let people 

understand about the language (medical terms). Also, promoting art integration and 

health literacy.  

 

Group 2: Outcomes 

Leader: Jennifer Tseng, MD, MPH, Chief of the Division of Surgical Oncology and Clinical Co-

director of the Cancer Center at Beth Israel/Deaconess Medical Center  

“Outcomes”:  

• Measures of success of various programs to eliminate cancer disparities 

• Measurable outcomes can include: screening, prevention, detection, timely treatment, survival, 

quality of life, access to end of life care, cost (to society, to hospitals, to patients), survival of 

institution 

Best Practices: 

• Boston Breast Cancer Equity Coalition: large and diverse group of stakeholders 

collaborating to address breast cancer mortality disparity in Boston area African American 

population 

Next Steps: 

• Need to establish a “safe” space for the free exchange of ideas at DF/HCC, getting beyond 

competition for patients and grant dollars. 

• More frequent communication across DF/HCC 

• Universal deployment of patient navigation 

• Determine the most important data to collect and how to address  

• Multi-factorial issues 

• Standardized patient tracking 

• Communicate findings to clinicians and involve in deployment of improvements 

 

Group 3: Intervention/Navigation                                         

• Leader: Karen Winkfield, MD, PhD, Director of Hematologic Radiation Oncology at 

Massachusetts General Hospital 

Patient navigators 

• Training background and the types of work are very diverse and unique.  



• Navigators see the problems from the patient’s point of view, which is often different from 

physicians’ point of view. 

• However, navigators and physicians have the patient in common and discuss all decisions with 

every team member. 

• Navigators break barriers for language and culture, bridge the people and build good relationships 

between patients and doctors. 

Best practices: lung cancer free screening program 

Everybody, regardless of his/her race/ethnicity, is tracked and outcomes are monitored carefully.  

This process reveals the real problem (patients who don’t show up to follow-up appointments) 

We need to directly ask and identify what happened to patients. 

Next Steps: 

• How to establish new screening programs 

Greatest barrier is how to pay. Others are false positive issues, compliance issues and lost to  

follow-up issues.  We need to tackle problems as a system, from enrolling patients to tracking  

patients. 

• Patient navigation for treatment  

Although the screening rate is similar between races, access to treatment is profoundly different. 

If we have a central database in hospital, navigators can interact more with patients.  

We also need to establish the interaction with primary care physicians (PCPs). 

• Addressing screening/treatment barriers 

o Transportation is a big issue for appointments. 

o Cultural issue. Trust, relationship with doctors. The patient might have a specific 

orientation towards faith in decision making and that orientation might not be embraced 

by care providers. 

o Financial stability. It takes nearly a full day to visit the doctor. Hourly employees are at a 

disadvantage. 

o Medical and mental co-morbidities. 

o Systematic approach to addressing barriers is required 

o Barriers will change during the course of care. We have to navigate the patients at each 

step. 

• Patient navigation as education 

o Purpose of follow-up appointments 

o Help with integrating large volume of information 

o FAQ sheets 

o Informational videos before appointments can lead to more focused conversations 

• Acquiring funding 

o Clear communication of benefit of patient navigation 

o Evidence, quantitative data, eg., cost of no-shows 

o Need better approaches for communicating costs/benefits of patient navigation 

• Clinical trials 

o Clinical trials should be an option for everyone. 

o Navigators and PCPs need to know and understand that clinical trial is an alternative 

therapy.  

o Misconceptions and misunderstanding should be corrected. 

o Clinical trials might cause huge differences to patient outcomes, eg. access to targeted 

therapy. 

• Team-based approach 

o Racial concordance: at least one of the team members should be the same race/ethnicity 

as the patient. 

o Patient navigator can facilitate patient sense of inclusion in the team. 


