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The phenomenon of increasingly favorable outcomes for 
high volume centers that care for rare pathologies has been 
well documented across multiple medical disciplines (1-4).  
In their article, Volume-Outcome Relationship in Surgical 
Interventions for Spinal Metastases, Schoenfeld et al. should 
be commended for their contribution to this literature with 
regard to oncologic spine surgery (5). Their analysis brings 
to light a pervasive finding that echoes the very public 
discourse of the past regarding the differential mortality 
rates of African-American versus Caucasian women 
diagnosed with breast cancer.

Schoenfeld et al. performed a retrospective, comparative 
analysis of spine oncology surgical cases utilizing data from 
the Florida State Inpatient Database. They delineated high 
and low-volume surgeons and hospitals and compared 
these cohorts with respect to 90-day complication and 
re-hospitalization rates. Their analysis revealed that 
low-volume surgeons and hospitals were more likely to 
experience post-operative complications and readmissions. 
Although the author’s posit that the Florida States 
Inpatient Database is generally applicable to the United 
States, Florida’s age distribution is skewed towards the 
elderly, the proportion of Hispanic and African-American 
residents are higher, the median income is lower than the 
US average, and the number of Medicare beneficiaries 
relative to the state population as a whole is higher (6). The 
extent to which these factors may affect the study’s results 
is unknown, and the use of a national database may allow 
the generalizability of these findings. Furthermore, as the 

authors candidly admit, retrospective analysis of large, 
administrative databases are fraught with their unique set of 
limitations, including errors in coding and the inability to 
judge individual surgeon or hospital performance in surgical 
outcome. 

In spite of these limitations, the authors put forth 
several very important findings with regard to delivery and 
access to care. If we assume that the care of patients with 
oncologic spine pathologies should be delivered by high-
volume surgeons and hospitals, then one may logically 
conclude that all patients with such pathologies should be 
directed to these tertiary or quaternary care settings. This 
is especially true since the study demonstrated that there 
was a 40% greater risk for complications and readmissions 
with low volume surgeons at low volume centers. If you 
had a family member with spinal metastatic disease, you 
would want your family member treated by a high-volume 
surgeon at a high-volume hospital to optimize the chances 
of a successful outcome.

However, it is possible that such tertiary or quaternary 
referral practices can distort the health care system to 
produce expensive and convoluted referral patterns without 
consideration to the multi-morbid nature of individual 
patients (7,8). Overspecialization is not only an academic 
issue, as the media have published multiple reports to 
their purported costs and benefits (9,10). The merits and 
shortcomings of highly specialized care may be difficult to 
reach a consensus opinion upon, but medicine is heading 
towards increased specialization, for better or worse.
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With regard to access of care, the finding that Hispanic 
and African American populations had lower likelihood 
of receiving an intervention from a high-volume surgeon 
and high-volume hospital (in the case of African Americans 
only) is concerning. This is particularly the case given the 
broad population demographics that reside in Florida. The 
concepts of racial disparities to access of care and outcomes 
has been well documented in the breast oncology literature 
where nearly 25% of the racial difference in survival 
between African American women and white women can be 
attributed to sociodemographic variables (11).

Race is not the sole determinant to access to high volume 
surgeons and hospitals, but economic considerations come 
into play as well. The study demonstrated that Medicaid 
patients were 54% less likely to be treated in these 
settings as compared to Medicare. Given the exponentially 
escalating cost of health care in the U.S. and the high 
complexity and cost of these surgeries, these Medicaid 
patients may be a heavy economic burden to these high-
volume centers. Prolonged ICU stays with extended 
hospitalizations, need for extensive rehabilitation, greater 
risk for medical and surgical complications, and the need 
for a multidisciplinary approach with oncologists, radiation 
oncologists, radiologists, pathologists, and surgeons serve 
to tax an already overstretched health care system. High 
volume hospitals are disincentivized to take care of the 
Medicaid patient due to economic considerations.

Geographic location also contributes to this access 
problem since patients of low socioeconomic status that 
likely have Medicaid are likely to live in rural areas which 
serve these low volume hospitals. Once admitted to 
these hospitals, it may be difficult to transfer to the high 
volume hospital if there is a surgeon that can perform 
these surgeries, even if that surgeon may be a low volume 
surgeon. These patients may present to a public “county” 
hospital that is tasked to care for low income patients, 
patients without insurance, and the indigent population. 
These hospitals may not have the same resources or 
expertise as the tertiary or quaternary centers and outcomes 
may deteriorate as a result.

Access to care in the United States is a controversial topic 
with the philosophic core of this debate revolving around 
whether care is a right or a privilege. As the Obamacare 
controversy rages on, the fundamental question may not 
be whether care is a right, but whether access to superior 
care is a right. If the current landscape of healthcare is an 
indication as to what side our society has favored, access 
to superior care is a privilege as racial, socioeconomic, and 

geographical factors inexplicably drive certain patients to 
certain surgeons and hospitals. As such, improving access 
to superior care for all may require fundamental changes of 
our societal view of health care.
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