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Background Tables and Figures

Table 1: Descriptive statistics (N=5,458) « Application of the inclusion and exclusion criteria resulted in 5,458 patients.
« Compared to Whites (W), African American (AA) men with prostate cancer (PCa) are more likely to be diagnosed -
. . Variable Mean or %
at a later stage (Marlow 2010) and are less likely to receive treatment (Onukwugha 2011; Cross 2008). TR E——— Figure 1: Crime factor vs. race (row percent) « Average age in the sample was 78y, 81% were W and 15% were AA.

Patient-level

1 1 1 1 1 1 1 i % o . . . . . . . . . .
. The're_ IS a de_bate In the literature as to whether these differences are related to patient preferences or physician :zzgtmgl chemotherapy, or XRT ;81; 90% « 22% of men diagnosed with M1 PCa did not receive androgen deprivation therapy (orchiectomy or luteinizing hormone-
decision making. No medical claims in 12 months pre-diagnosis 12% 30% releasing hormone), chemotherapy, or radiation therapy at any time during follow up: 34% among AA and 20% among White
CCI=0 53%
men.
« The debate tends to ignore the role of environment, which influences both patients and physician decision making. o o 70% —=a
_ _ o _ _ Hospitalization or walking aid or SNF or oxygen use or wheelchalr use in 12 month pre period 26% 60% — « The proportion of men who did not receive any treatment (22%) varied with whether or not the patient visited a cancer specialist
 Environmental factors such as crime rates have been shown to affect the individual’'s health and quality of life. Z‘S” i physician 12 months before diagnosis 68% following diagnosis: 7% vs. 78%; p<0.001
. . . . .- . . ounty-leve . .. ’ ' ' . - - .. . . : .
One potgnnal pathvyay |s'that fear of crime reduces physmal activity (Romar_m 2008) _and Increases feelings of_ Crime against person_factorl 0.007 50% 0 Proportion not receiving treatment among those with at least one specialist visit post-diagnosis (7%) varied according to
_depressmn and /or |soI<_':1t|on (Staff_ord_, _2007). Perceptions pf safety are partlcglarly |rr_1portan_t t_o old_er populations gz?:rzgzaeigS;?rzngay%f;ﬁion o 8812 10% o AA/non-AA race: 13% vs. 6%; p<0.001.
In terms of factors that impact their willingness to leave their home to engage in physical activity (King 2008). Faciltes. factor4 0.059 ° o Proportion not receiving treatment among those with no specialist visit post-diagnosis (78%) varied according to AA/non-AA
Services_factor5 0.069
—e | | 30% race: 85% vs. 76%; p=0.003.
. . . . . . . . . . . . S P t Population bel ty level 1999 (1 if >75th til 28%
« Individuals living in high crime areas may be less likely to receive treatment if crime reduces their willingness to Caucatonalatsnment - persons 25 years and ver compleing les than Sthgrade 2000 >75th »
: . : pentl 0 0 . . . . . . . . . .. . .. .
travel outside their home to receive treatment. Oceupied housing units with no vehicles available 2000 (sample) >75th pent 2754 20% « AA men live in counties with higher levels of crime, facilities, services, individuals below poverty level, individuals with
Occupied housing units with no telephone service available for 2000 (sample) >75th pentl 27% 10% less than 6" grade Education, households with no telephone, households with no vehicle (Table 1, Figure 1)
° ° African American sample (N=844)
Ob ectives Patient-level 0% - Among individuals with no specialist visit following diagnosis with M1 disease (Table 2):
Receipt of ADT, chemotherapy, or XRT 366% 9 _ p _ _ 9 9 :
Receipt of ADT 162% <-2 -2=<to<-1 -1=<to<0 0=<to<l 1=<to<2  2=<to<3 3=<to<4 o There was no AA/W disparity in treatment receipt.
. . o . N . . No medical claims in 12 months pre-diagnosis 122% Crime against persons_factorg o) Pre-diagnOSiS contact W|th a primary care phySiCian was StatiStica”y Signiﬁcantly aSSOCiated W|th h|gher OddS Of treatment
We evaluated the role of county-level crime in mediating AA/W disparities in treatment receipt among elderly men gg:‘l’ f;/" --AA -=White receipt.
diagnosed with metastatic (AJCC stage IV M1) PCa. CCi=+ 18%
Hospitalization or walking aid or SNF or oxygen use or wheelchair use in 12 month pre period 58% ° Among indiViduaIS Wlth a SpeCiaIiSt ViSit fO”OWing diagnOSiS Wlth Ml disease:
Visit t i hysician 12 ths before di i 60% . . . . . .
CSLnfyT;T:{y S o The covariate-adjusted odds of treatment receipt were lower among African Americans compared to Whites (Tables 2 and 3)
Crime against person_factor 10.837 - o Crime f - of either ADT ] YR 4 < b and varied with the level of the county-level generalized crime factor against persons.
Crine agarst property focior2 fo1s7 igure 2: Crime factor vs. receipt o e'(troe\)/; ercé’r:t;; emo or XRT post-diagnosis, by race o The covariate-adjusted rate of treatment receipt was lower among African Americans compared to Whites but did not differ by
Facilities_factor4 0.078 P the level of the county-level generalized crime factor against persons (Table 3).
° i i i I in- Services_factors -0.130 90%
StUdy InC|USI0n and eXCIUS|On Crlterla- Percent Population below poverty level 1999 (1 if >75th percentile) T49%
0O AJCC Stage |V Ml prostate cancer frOm 2000 and 2007 Educational attainment - persons 25 years and over completing less than 9th grade 2000 >75th 24%
pentl 80% /.\
(@) Age 66+ at the time of diagnOSiS Occupied housing units with no vehicles available 2000 (sample) >75th pentl 158% S
I 1 I I 1 @) ied housi its with no teleph i ilable for 2000 ( le) >75th tl 152% . . . . . . . . . —
o Continuously enrolled in Medicare Parts A and B for the 12 months before PCa diagnosis T ET——— 70% _ - In seeking to understand race disparities in treatment receipt, it may be important to consider the role of community characteristics
o Continuously NOT enrolled in an HMO for the 12 months before PCa diagnosis Patient leve (e.g. crime levels) in determining willingness to travel outside the home to seek and receive treatment.
o No history of cancer within 5 years prior to the prostate cancer diagnosis Receipt of ADT, chemotherapy, or XRT ?30% 60%
. . . Receipt of ADT 76% . L . . . o o
0 Excluded anyone with unknown diagnosis month No medical dlaims in 12 months pre-ciagnosis 111% .y « Among individuals with a post-diagnosis specialist visit:
o Prostate cancer not found on autopsy or death certificate ce=0 Tt ° o We find that AA with stage IV M1 disease were statistically significantly less likely to receive any treatment including androgen
Each individual enters at diagnosis and leaves dataset due to death, loss of Parts A&B coverage, HMO enroliment, CCl=2+ 15% 40% deprlv_atlon _the_rapy, radiation therapy, or chemotherapy. o o | _ | |
or alive at end of follow-up (12/31/2009). Hospitalzation of walking aid or SNF or oxygen use or wheelchairuse in 12 months pre period 25% o The dlqurlty In treatment receipt was Iov_ve_st among mqhwduals_ I|V|ng In _Iow crime counties and increased in
Visit to primary care physician 12 months before diagnosis 169% 30% ' monotonic fashion as we considered individuals living in counties with higher crime levels (Table 3).
C ty-I I . . . . . ; .
« Variables of interest: Crime against person_ facorl L0148 o We also find that AA live in counties with higher levels from crime.
0 No reciept of ADT, chemotherapy or radiation therapy Crime against property_factor2 i-o.om 20% N 0 Results suggest that crime against persons may affect patients’ decisions related to treatment receipt despite the diagnosis of
) Generalized crime against person_factor3 -0.045 . . . . . . . . . .
o Treated = { metastatic disease and that crime against persons may in part explain differences between AA and White patients in terms of
1 Reciept of ADT,chemotherapy or radiation therapy } Facilties_factord 0.071 o .
: : ) ! . : : : Services_factor 0.106 10% the likelihood of treatment receipt.
o0 Non-Hispanic African-American: an indicator for a non-Hispanic AA patient. Percent Population below poverty level 1999 (1 if >75th percentile) 124%
o Crimes against person: factor score based on analysis of county-level crime statistics Educational attainment - persons 25 years and over completing less than 9th grade 2000 >75th % 0 . . . : -
J P y y e 2600 (saml) =751 pent ffg// 0% <o e to<l  1o<t0<0 O=<to<l 1o<to<d  2m<to<3  3=<to <4  The use of the county as the area level may be most appropriate for representing the level at which resource allocation decisions
ccupie ousing units with no vehicles available sample) >75th pcnt % - -/ = O - -1 = O ju O ju— 0 = O ju— 0 . . . . . . . . y .
. Statistical analysis: Occupied housing units with o telephone service available for 2000 (sample) >75th pentl L23% Crime adainst bersons. factor regarding the provision of publlc_ services are made. However, from the |nd|V|duaI_s perspective, the county may b_e too broad an
“Includes W non-Hispanic, AA non-Hispanic, and other race/ethnicity groups 9 P — area for examining the role of crime and, if true, would lead to a dampened effect in our models for treatment receipt.
Analyses were stratified by whether or not the patient visited a specialist (i.e., urologist, medical oncologist, or *1 :Eis Va:ue s ';W:f “tf” ﬂtf Va'llle f?f”t‘he f‘fi"usamp'f
. . . . . . . c IS value IS higher than tne value 1or tne 1tull sample . . . .
radiation oncologist) at any time following diagnosis. SNE: Skilled Nurgng Faciliy g —--AA _no treatment-=AA_treatment received—+White no treatment-<White treatment received .
CCI: Charlson Comorbidity Index co n C I u S I O n S
ADT: androgen deprivation therapy
» County-level data: XRT: radiation thera
' : py
o Data from the United States census provided an array of measures used to examine poverty, educational ble 2 Logist | Hels of treatment receiot. siratified b et visit during foll od (N=5.458) * More than one-third of African American patients with metastatic prostate cancer do not receive any treatment, including hormone
. . cpe g . - aple Z: LogistiC regression moaeils or treatment recelpt, stratifie specialist visit auring 1oliow u erio =9, . i i i i i i i .. . . . . . . . . . .-
attainment, crime, facilities, services, transport mobility, access to telephone. o . D%, > TATET Y PhEH 0 OO B he - Table 3: Adjusted odds and rate ratios of treatment receipt for African American patients compared to White therapy. This is compared to one-fifth of White patients with M1 disease. The disparity persists despite specialist contact
) o . ; ' Sample with no specialist visit post-diagnosis Sample with specialist visit post-diagnosis patients, across levels of county-level crime ] ) . . . .
o Crime, facilities, and services: counties were characterized based on whether or not the value of the county-level (N=1,126) (N=4,332) following diagnosis with metastatic disease.
. Variables* Unadjusted Adjusted Unadjusted Main effects
measure exceeded the 90th percentlle value for that measure. African-American, non-Hispanic 0.57 (0.37 - 0.83)** 0.75 (0.46 - 1.22) 0.45 (0.34 - 0.59)**  0.45 (0.32 - 0.66)** AA effect across levels of Generalized Crime Logistic regression Cluster-adjusted Logistic ~Modified Poisson
o Poverty, educational attainment, transport mobility, access to telephone: counties were characterized using an CWihte, non-Hispanic (re 0.50(0.16-159) 1.92(0.6-291 against Person {2dds ratio) regression (Odds ratio) (Rate ratio) « Primary care physician contact prior to PCa diagnosis was particularly important for treatment receipt among those with no
indicator for whether or not the value of the county-level measure exceeded the 75th percentile value for that Factor 1: Crime against person 0.90 (0.67 - 1.16) 1.09 (089 - 1.32) owesterime [eve D052 non 042 D0 088- 10 specialist contact following PCa diagnosis.
Factor 2: Crime agalnst property- 0.88 (0.72 - 1.06) 0.97 (0.83 - 1.14) Q1 crime level from AA sample 0.48 (0.33 - 0.71)** 0.48 (0.34 - 0.70)** 0.94 (0.90 - 0.97)**
measure. | | o | | Factor 3; Generalized crme against person s g’-gg:;'ég* i 8'2‘21:1';‘;’;:* Q1,Q2,Q3 crime level from White sample 0.46 (0.32 - 0.68)* 0.46 (0.33 - 0.66)* 0.94 (0.90 - 0.97)* _ o _ _ _ o _ _
o Factor analyses were used _to gene_rate factor scores for crime, services, and facilities using measures. Higher Not married (ref) Avg crime level from White sample 0.45 (0.31 - 0.65) 0.45 (0.32 - 0.63) 0.94 (0.90 - 0.97) . Among thos,_e with _spe_mallst contact post-dlagn03|s, r_e_sults suggest that crime Characterlstlcs. may help explain AA/Whlte |
values corresponded to an increasing level of the factor. Well of moderately differentiated tumor (reh #E0(0r- 398 172 (1.34- 220 Avg crime level from AA sample 0.41(0.28 - 0.60)" 0.41 (0.3 - 0.57)" 0.93 (0.90 - 0.97)" differences in the likelihood of treatment receipt. Additional research at smaller area-levels will be needed to further investigate
CCI = missing 0.32 (0.19 - 0.56)** 0.34 (0.23 - 0.53)* Q3 crime level from AA sample 0.28 (0.15 - 0.53)* 0.28 (0.17 - 0.46)** 0.92 (0.88 - 0.96)** the potential role of crime in exacerbating AA/White disparities in treatment receipt.
.- .- . i : : CCl=1 0.83(0.54-1.28 0.64 (0.46 - 0.9)* : : " " "
» Descriptive statistics provided information (for the full sample, the AA sample, and the W sample) regarding CCl =2+ 0.72 §0_43_ 1,19§ 0.51 §0_36_0_7L)** Highest crime level 0.14 (0.04 - 0.55) 0.14(0.05-0.41) 0.90(0.81 - 0.99)
patient and county-level characteristics. CC1 = zero (ref) _ _ Model it stafistics: tain effects only « Crime levels may proxy for other community characteristics thus a better understanding of the role of community-level factors in
Age 70-74 0.53(0.28 - 1.01) 0.69 (0.41 - 1.16) AIC 20991116 = - ) O _ - _ ) _ _
Age 7579 085 §8§i'éé§§ 045 58'53'8'%* ol 100 2505 mediating treatment-related decision making among individuals with specialist contact can help guide service delivery aimed at
. . . . . . . . . . . . ge oL- . .31-0.98)* . 27-0.73)* . . . . . .
> Logistic regression with and without an adjustment (i.e. using generalized estimating equations) for cluster-level Age 85+ 0.47 (0.27 - 0.83)"* 0.28 (0.17 - 0.45)** 81 oA112708 reducing the AA/W treatment gap among men diagnosed with metastatic disease.
variation based on the patient’s county of residence at diagnosis was used to estimate odds ratios for the receipt Hﬁggi;ﬁngﬁi? or walking aid or SNF or Qic 2077.2976 117918.7592
heelchai in 12 th
Of treatment g)e;)r/i%Ejn us_e Ic_)rw_ w ;Na;r UsTk'.n Ir:on Pre 0.73 (0.48 - 1.09) 0.59 (0.43 - 0.8)** QIC;UI f ff 2099.151 1179223204 Refe re n ce S
o hospitalization, , walking aid, M it statistics: mai ts + int tion t
Wheelcﬁain or Oxygen Use - 129m0nth ore- AIC; el TIt StatiStliCSs: maln efrects + interaction terms ——
- . . . : : iod (ref) :
> Modified Poisson regression was used to estimate rate ratios for treatment receipt. it to PCP i o .
9 P Gingnoais 2 month before e 161 (1,06 - 2.4 1.26 (0.91 - 1.74) AICE 21006216 1. Gross CP et al. Racial disparities in cancer therapy: did the gap narrow between 1992 and 2002? Cancer. 2008 Feb 15;112(4):900-8.
NO visit o primary care prysican n 12 BIC 2424.2683 2. King D. Neighborhood and individual factors in activity in older adults: results from the neighborhood and senior health study. J Aging Phys Act.
Contact Information: Proportion (mean centered) speaking English Qe 2076.2239 117808.6374 2008 Apr;16(2):144-70.
i ) . -1. ) .97 - 0.99)** QIC 2099.4478 117869.5417 : e : : : : . .
Eberechukwu Onukwugha, PhD Vodian coms (Aandardod) for the census 0996 (0.976- 1.016) 0.98 (0.97 - 0.99) 51 25 orcentie: OZ medar O3 T rercentis 3. Marlow NM et al. Disparities associated with advanced prostate cancer stage at diagnosis. J Health Care Poor Underserved. 2010; 21(1):112-131.
Department of Pharmaceutical Health Services Research tract 1.14 (0.92 - 1.4) 0.95 (0.82 - 1.11) 4. Onukwugha E et al. Effect of urologists and medical oncologists on treatment of elderly men with Stage IV prostate cancer. Urology. 2011
University of Maryland School of Pharmacy pr— Mode Th statistics ¥ May;77(5):1088-95. Epub 2011 Mar 25.
220 Arch Street, Baltimore, MD 21201 Hosmer Lemeshow statistic (p-value) _ 71053 _ 115(047) 5. Roman CG and Chalfin A. Fear of walking outdoors. A multilevel ecologic analysis of crime and disorder. Am J Prev Med. 2008 Apr;34(4):306-12.
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