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Understanding the impact of health insurance coverage on ac-
cess to and quality of cancer care, as well as the implications for
cancer outcomes, is critically important for informing practice
and policy within the complex and changing health-care con-
text. In this issue of the Journal, Yabroff et al. (1) conducted a
systematic review of 29 studies, published between 1980 and
2019, evaluating health insurance coverage disruptions and
cancer care and outcomes in the United States. They found cov-
erage disruptions strikingly common across studies and associ-
ated with lower quality of care and poorer outcomes. This
thorough synthesis of the literature is an important step toward
understanding the role of continuity of health insurance cover-
age and points to the immense heterogeneity across studies, in-
cluding variation in cancer sites studied, definitions of
insurance disruptions, and periods of interest across the cancer
care continuum. Their important review suggests a number of
opportunities for improving measurement of continuity of cov-
erage to inform improvements in cancer care delivery and
quality.

Understanding the contributions of continuity of coverage
and continuity of care to cancer outcomes is critical to inform-
ing policy and practice change, particularly those focused on
specific transition points throughout the care continuum, in-
cluding abnormal screening to diagnosis and diagnosis to treat-
ment. For most adults younger than age 65 years, coverage is
tied to employment, which may be impacted by a cancer diag-
nosis or the prescribed course of cancer treatment (2,3). For low-
income adults younger than age 65 years and eligible for public
coverage, changes in employment or income (own or family)
can change eligibility for Medicaid or subsidized private cover-
age leading to insurance disruptions. In the general population,
switching between insurance plans is common and associated
with higher rates of new physician visits, as well as increased

emergency department visits for Medicaid patients, suggesting
coverage disruptions can impact continuity of care even for
those who do not become uninsured (4). Few studies to date
have focused on insurance change or instability within the can-
cer context other than Freund et al. (5), who examined insur-
ance history among women with abnormal cancer screenings
pre– and post–Massachusetts Health Insurance Reform and
found a nonstatistically significant but suggestive decline in in-
surance switches from 608 per 1000 women prereform to 479
per 1000 women postreform. Yabroff and colleagues (1) note
that measurement of coverage disruptions varied widely across
studies, including metrics of coverage gaps, timing, and dura-
tion. Consistent measurement of continuity of insurance cover-
age and disruptions will require linking longitudinal patient-
level data across private payers and public programs. In a low-
income breast cancer patient, for example, follow-up of abnor-
mal screening and diagnosis claims could come from state-level
breast and cervical cancer screening program data, whereas
treatment claims could come from private insurance or
Medicaid claims as seen in prior studies within individual states
(6,7). This complexity due to the fragmented US health insur-
ance system results in frequent coverage gaps and transitions
that require a longitudinal examination of insurance status and
experiences of care across different stages of the cancer
continuum.

Despite substantial improvements in the proportion of
adults in the general population who have insurance coverage
under the Affordable Care Act (ACA), with overall uninsurance
rates as low as 8%-12% in recent years, the majority of studies
on the impact of the ACA and cancer focus on screening and
stage at diagnosis and almost all rely on repeated cross-
sectional data. For example, there is a growing literature pro-
viding evidence of increased rates of cancer screening (8–12)
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and a shift to earlier stage at diagnosis (13–16), suggesting posi-
tive effects of recent insurance expansions. A few emerging
studies have examined the impact of the ACA on cancer treat-
ment and quality, with inconsistent findings about timeliness
(17) and receipt of treatment (18). In the systematic review by
Yabroff and colleagues (1), only 4 studies looked at treatment-
related outcomes, all using state-specific data, and of these, 3 cov-
ered a study period ending more than a decade ago, highlighting
the lack of recent evidence on insurance coverage and quality of
care.

There is a need to build partnerships between state pro-
grams and academic researchers (19) and leverage cross-state
collaborations to fill a critical research gap and inform
evidence-based policy and population-based outcomes for
cancer. In particular, strengthening partnerships with state
Medicaid programs to improve cancer care quality and out-
comes among low-income populations, a segment that is
more likely to experience disruptions in health insurance cov-
erage and a disproportionate burden of cancer, is critical.
Adapting current models of shared data analyses, such as
those using methods for distributed research networks
(20,21), to examine Medicaid data across states can also
strengthen the evaluation of the impact of Medicaid policies
on cancer. Ultimately, increasing capacity to link Medicaid
and cancer registry data that extend beyond single states and
single time points, similar to the Surveillance, Epidemiology,
and End Results–Medicare linked database, is necessary to
examine population-level cancer epidemiology and cancer
health services research among nonelderly, vulnerable
populations.

There is growing attention among researchers, providers, and
policy makers to the impact of insurance on cancer care access,
quality, and outcomes within the shifting and uncertain health-
care financing and delivery landscape. Achieving “improved data
infrastructure,” as proposed by Yabroff et al. (1), and conducting
translational research to address cancer disparities (22) will re-
quire engagement of stakeholders beyond the field of cancer pre-
vention and control. This includes building rapport and
transparency within the public sector, including state Medicaid
agencies and social service programs, and the private sector, in-
cluding insurance companies and health-care organizations, to
find shared interests for practice improvement and policy change.
A learning health systems approach (23) that integrates the per-
spectives of medical care, public health agencies, and other social
and economic sectors is needed to fully understand the longitudi-
nal impact of insurance coverage and disruptions in insurance
coverage across the cancer care continuum.
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