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Abstract
Social inequalities are concerning along the bladder cancer (BC) continuum
especially within the malignancy outcomes and treatment effects and complications. Moreover, the COVID-19 crisis and its variants have uncovered
major inequalities between communities and added more pressure on socioeconomic (SE) status along with the COVID-19-associated variants.
Within this global situation, discerning the societal risk factors that render
specific communities vulnerable is crucial to ensure more effective management of BC malignancy. In this paper, we aimed to investigate the status and
the impact of SE variables and disparities on BC survival as reported in recent
studies and give an update on the impact of social environment on treatment
outcomes within COVID-19 pandemic. Several studies showed that SE status
is a significant predictor of survival for BC patients. Recent evidence found
that BC outcomes are directly affected by social deprivation. Our results confirm that there are major and recurrent SE disparities in BC survival. Together, the findings demonstrate the considerable impact in public data-based
centers, albeit reportings are partial and inaccurate, of SE and health inequities in severely segregated neighborhoods under the weight of the COVID-19.
The findings show the major influence of healthcare inequalities SE deprivation in a distinctly segregated community within the COVID-19 burden and
death in centers according to public statistics, even if reports are unfinished
and partial.
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1. Introduction
Even though global health indicators of bladder cancer (BC) treatment change
often in response to socioeconomic (SE) factors such as the patient’s economic
and social status, a social gradient of premature mortality persists across the
world, including developed countries [1] [2]. A statistically significant incidence
gradient increasing with social deprivation was observed for BC in both sexes. Its
incidence is steadily increasing across the world. BC is one of the pathologies
that contribute the most to this SE gradient and reducing health inequalities is a
prime concern [3].
Although fighting health inequalities has been a priority for international
health organizations for many years, their focus on the agenda of health and social policy is still new, as evidenced by recent public and global health laws and
missions entrusted to regional, national, and international health agencies [4].
BC remains a significant public health concern. The standardization of clinical
practices and therapeutic approaches to combat BC serves as the foundation and
point of reference for patient triage and personalized care [5]. As a result, by incorporating the patient’s preferences into the therapeutic decision-making
process for his disease, the treatment outcomes are significantly improved [6].
Furthermore, many problems have emerged since the economic and social global health crisis caused by the COVID-19 pandemic [7]. To ensure that the benefit of early intervention for BC outweighs treatment side effects combined with
the risk of contracting COVID-19 in the healthcare environment, clinicians and
patients must participate in a joint decision-making [8]. On the other hand, due
to SE constraints that impose and affect the effects of the prescribed treatments
and, as a result, the expected outcomes, the patient’s, and treatment’s choice are
not always what is desired. The expected outcomes are primarily the treatment’s
effect and adverse events, which are then conditioned by the decision made on
the basis of the SE impact of improving or worsening the situation [9]. This has
an indirect effect on the rate of survival and mortality, making it a public health
concern. According to a recent review of data from the International Agency for
Research on Cancer (IARC), estimating that the global cancer burden has increased to 19.3 million cases and 10 million cancer deaths in 2020, as reported on
December 14th [10]. Non-muscle invasive bladder cancer (NMIBC) represents
65% - 75% of the detected cases, however, muscle invasive bladder cancer
(MIBC) represents 20% - 30% [11]. Moreover, it was claimed that one in every
five people gets cancer at some point in their lives, and one in every eight men
and one in every eleven women dies from it. According to these recent figures,
DOI: 10.4236/oalib.1107921

2

Open Access Library Journal

C. Barki et al.

more than 50 million people are alive within five years of a previous cancer diagnosis [12]. Globally, aging demographics and SE risk factors continue to be
the key drivers of this rise. According to the new global cancer observatory
(GCO) database, the estimated number of worldwide patients diagnosed with
BC is 573,278 people, making BC the tenth most widely diagnosed cancer on the
planet [13] [14]. Statistics indicate that 4.4% of the total new detected cases
(440,864 new cases around the world) were diagnosed in men which make BC,
the sixth most frequently diagnosed cancer in men around the world [15]. Based
on the latest 5-year prevalence results, 1,720,625 BC patients are living five years
after a previous diagnosis [16].
While BC has distinct demographic characteristics, the impact of the SE status
and factors such as age, gender, race, and ethnicity on the results of the disease is
not well known and poorly explained. There are few thorough inquiries into
these topics, with social inequality possibly attracting the least attention as studies made by Ahmadi et al., Shackley et al., Yee et al. and Haque et al., which
needed further study of SE variables status, access and quality of care and treatment decision making among BC patients to better explain the impact and
manage these disparities. [17] [18] [19] [20]. The present and ongoing literature
and epidemiological research on the impact of SE status on the outcome of BC
are reviewed in this paper.
To ensure more effective care of BC malignancy in this worldwide environment, it is critical to identify the SE risk factors that make individual groups
vulnerable. The goal of this research was to look at the current state and influence of SE determinants and disparities on BC survival as reported in recent studies, as well as provide an update on the role of the social environment on
treatment results in the COVID-19 pandemic. Moreover, we aimed to look at
new evidence about how social deprivation affects BC outcomes and the prevalence of SE disparities in BC survival.

2. Materials and Methods
SE status can be measured using various methods of different features. Special
indexes including social class, domiciles or living quarters, occupation or employment status, wage, transport information and personal living status are
commonly used in the recent European and American studies [21]. Moreover,
indexes based on education and geographical areas indicated by the zip codes of
patients were lately included in the studies [22]. To create a SE status ranking for
a given region, these indexes merge several factors, most of which are derived
from national census data. The underprivileged area score (UAS) as identified by
Jarman et al. [23], the material and social deprivation score as described by
Townsend et al. [24], the classification SE confounding index used in spatial epidemiology as developed by Carstairs et al. [25], and the index of multiple deprivation (IMD) according to Abel et al. [26] and the European deprivation index (EDI) as reported by Launoy et al. [27], are all common methods for estiDOI: 10.4236/oalib.1107921
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mating deprivation defined as indexes for measuring SE disparities between
areas. Commonly, data is divided into quintiles for an entire area, resulting in
the five SE status stages between the least (Q1) and the most (Q5) deprived
quintile [28]. The home zone will be assigned to one of these quintiles and will
be ranked accordingly. Obviously, using such area-based indicators stands for
personal patient SE status. Thus, when people with high SE status live in disadvantaged areas or the inverse, confusions about estimations with possible inaccuracies can happen. In spite of the diversity of SE status indexes used worldwide, it has been shown that they have a tendency to be coherent in healthcare
research studies to reach a common level of agreement [29].

3. Results
3.1. The Impact of Socioeconomic Status Disparities on Cancer
Survival and Mortality Rates
Several research studies indicate a strong direct relationship between premature
death, comorbidity, and the poor SE conditions [30] [31] [32]. A wide comprehensive search was made using keywords and domain terms. We used references
to extend and collect more knowledge about the topic. Within a systematic review, we included the most relevant studies from which we extracted the most
appropriate outcomes. A patient’s demographic circumstances or SE status may
influence the disease’s prognosis, especially within the COVID-19 crisis. Several
observational findings in recent years have found that low SE status may have a
negative impact on cancer patient survival [33] [34]. In a study directed by Kuhn
et al., results showed that social conditions as well as SE status influence
COVID-19-cancer patients’ survival and similar impacts of SE status on cancer
survival have been identified in other studies [35]. While inequalities in cancer
survival can be best correlated with indexes specific to patient’s SE status, aggregated indicators data may help understand the impact of the social factors.
On the other hand, SE status can impact the cancer survival indirectly,
through a variety of mediating indexes: Low-wage patients do not have convenient and available access to healthcare services that will let them benefit from
an early clinical assessment or a high-quality treatment with a high level of efficiency and low risk of complication. Many experiments used mediation assessment to explore the indirect impact and the implication of a mediator index. In
their studies, Russell et al. [36], Luo et al. [37], and Richiardi et al. [38], found
that the impact of the SE status on patient survival time can be identified by mediator indexes involving patient’s life and work ecosystem, cancer treatment type
namely radiation therapy [39] and immunotherapy, cancer treatment possible
side effects or further malignancy risk factors including demographics.
According to a recent study carried out by Bryere et al., the SE environment is
strongly associated with the risk of developing certain cancers [40].
The published data made it possible to measure the strength of this correlation. This could be explained by the inequality of access to healthcare services,
DOI: 10.4236/oalib.1107921
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the occurrence of cancers which are often more severe within the most disadvantaged populations, or even by other health problems. A prospective French
observational study explained this fact, in which a total of 5331 BC patients over
109,071 men diagnosed with cancer cases were observed closely for 4 years [41].
Almost 58% of the cases are dead, and COVID-19 variant D empowered this
rate. Moreover, they reported that the most death percentage is found in the Q5
most deprived quintile with 23.4% compared to 16.5% in Q1 as the least deprived quintile with 3 years medium follow-up time and the detected median age
is 73 years. The study published by Guy et al., using data from the Francim network, provides more details about the impact of SE status on the risk of occurrence of different cancer locations and post-therapy survival rates within the
prescribed or the received treatments [42].
The Caen researchers looked at the most frequent 18 different cancers, using
the Francim network, to analyze a population of 189,144 cancer cases [43]. For
each patient, the status of social deprivation was assigned using an index calculated with reference to the place of residence. By comparing the incidence of the
considered cancers and the deprivation index, several important results
emerged: Statistically, BC and cancers of the stomach, liver, ENT (Ear, Nose,
Throat) and lung in both sexes; cancers of the esophagus, pancreas in men; and
cervical cancers in women, occur more frequently in socio-economically disadvantaged populations (Q5). Conversely, melanoma in both sexes, prostate and
testicular cancers in men, and ovarian and breast cancer in women are more
common in more advantaged populations (Q1). Thus, results estimating the
impact of the SE factor showed how crucial it is to improve the living conditions
and promote the health within the most disadvantaged populations: around 25%
of BC and laryngeal cancer cases are thought to be attributable to social deprivation, 27% of cases of ENT cancer, 20% of lung cancer cases and almost 15,000
cases of cancer in total according to the study.
Cancer stage and extension in time and space have been identified as the most
significant predictive factors, and many studies have examined and confirmed
the close relationship between the SE status, the stage of cancer and survival rate
[44]. Considering the physical loss and damages caused by COVID-19, in tests
on BC and other types of cancer such as prostate, breast, kidney, skin and stomach, patients with lower SE status typically have a more advanced cancer stage
at diagnosis with less treatment effectiveness and more adverse events. This was
shown in results indicating that patients with a lower SE status are more likely to
experience more serious complications, as reported in the studies of Golombos

et al., Sun Seog et al., Sung et al. and Mihor et al., [45] [46] [47] [48]. This research emphasized the importance of stage as a significant predictor associated
with SE status in terms of survival. Hence, the indirect impacts of SE status on
cancer condition involve the required mechanisms that need to be investigated
further. Besides, healthcare researchers and providers must consider the causal
process that links a planned management change to a possible effect on patient
DOI: 10.4236/oalib.1107921
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safety in order to predict the effects of a procedure or treatment protocol that
has not yet been implemented [49]. Assessing the direct or indirect impact of social and demographic indexes on survival time applying a decomposition approach will include the high-quality evidence needed to make management decisions regarding the distribution of health care services.
Furthermore, previous studies were able to associate the risk of cancer mortality and the cancer survival with occupational class disparities and a poor SE status. Lee et al., found that, within Korean men of different occupational classes
observed for 13 years, men in manual labor and compensation by an hourly
wage occupation had lower survival of cancer than men who worked in technical
and administrative roles which had [50]. The manual labor class had a death rate
adjusted for age and year of diagnosis/treatment of 1.48 [95% confidence interval: 1.45 - 1.51] compared to the higher occupational classes. Tumors with a favorable prognosis, such as the urinary tract cancer, demonstrated a greater disparity throughout professional classes. Among Korean citizens, there were more significant differences in cancer survival based on profession within the COVID-19.
Cancer prevention policies should place a greater emphasis on the lower SE
occupational community. In another study carried out by Silvia et al., observations about a study involving British men of different SE positions for 24 years,
found that men with a low SE position had higher cancer mortality [51]. The
lowest SE position men had a death rate adjusted for age of 1.07 [95% confidence interval: 0.76 - 1.52] compared to the highest SE position. A relationship
between SE status and mortality was significantly explained by adjusting for
health behaviors, particularly when the behaviors were tested repeatedly. Evidence built on results and conclusions report that patients from higher SE backgrounds had greater survival rates across a large spectrum of cancers [52] [53].
Nina et al. carried out a study about trends and SE disparities in cancer survival by SE deprivation at the local level [54]. In their study, they targeted a population of 331,419 Victorian people aged 15-99 and diagnosed with cancer between 2001 and 2015. It showed that cancer survival depended on SES (as evaluated by Socio-Economic Indexes for Areas, SEIFA, Index of Relative Socio-economic Disadvantage (IRSD)/quintiles). A low IRSD score refers to a high
proportion of economically and socially deprived individuals in a community.
Patients of the most deprived communities have less survival rates with a 5-year
relative excess mortality rate ratio 1.40 [95% confidence interval: 1.32 - 1.49]
compared to patients of fewer disadvantaged areas. Particularly, the disparities
in survival were generally larger in younger patients under 55 years old within
BC, lately devasted by the COVID-19 virus.
Although cancer survival has increased in recent years, there has been a widening unavailability disparity, particularly after the great financial recession,
which was an acute fall in economic activity and was the most serious economic
slowdown since the great depression in the late 2000s [55]. It has been reported
that the survival rate increases for patients who live in comfortable areas comDOI: 10.4236/oalib.1107921
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pared to those who live in impoverished areas. This troubling note has already
been observed as well as in the developed countries, even after improving the
growing disparities in the global mortality rate between social classes [56] [57].

3.2. Socioeconomic Status Factors Influencing Cancer
and Treatment Outcomes
Several alternative explanations and causes have been proposed for the lower
survival rate found in patients diagnosed and treated for cancer from more deprived areas. Studies showed that lower social classes with poor income get
access to the healthcare system to benefit from medical services less than their
need would really suggest [58]. Adding to that, other studies found that some
patients of the Q5 most deprived quintile category seek unnecessary services and
may not target the proper destination which makes them waste time, money,
and efforts. When investigating this issue within COVID-19 crisis, they reported
that the lack of financial resources is one the reasons pushing them for example
to buy medicines and drugs randomly without medical prescription or consult a
general practitioner rather than finding a specialist so that they can spend less
money [59] [60]. This complicated the cancer treatment workflows and extended therapies duration and more side effects including the highest risk grade
of mortality appeared especially within urinary tract cancers. Access limitation
factors may be related to a lack of knowledge and evidence about the disease and
its treatments, time and place issues, patient’s level of consciousness and awareness about cancer therapy and possible side effects or adverse events. Generally,
even when symptoms appear, these patients prefer to postpone their medical
visits and their access to healthcare services later compared to patients within
higher SE status who are more vigilant, available, and clinically interactive [61].
The deprivation gradients identified for all-cause survival of BC and
COVID-19 infection have also been proposed to act as a key-index that reflects a
non-cancer-related death. There have been several studies investigating correlations between or adapting to suffering and such causes [62].
Patients in rural areas suffer from higher death rates due to poverty, inefficient health risk management, less immunization actions, and poor prognosis
with low screening frequency compared to urban areas, in line with the widespread gap in survival and lifetime expectations between rural and urban regions.
Vanthomme et al., found that, in under-secondary men aged 40 - 64 the mortality rate is about 167 per 100.000 person-years [95% confidence interval:
164-171] for lung cancer deaths. This number has increased almost 2.4 times
compared to tertiary education men with 68 per 100,000 person-years [95% confidence interval: 65-72]. For older patients, the death risk among the under-school men is about 3.3 times higher 566 per 100,000 person-years [95%
confidence interval: 558-575]. Higher educated patients have a protective effect
on cancer mortality risk thanks to their behavioral and SE resources [63]. SE
status is an important factor and a major index to identify and predict cancer
DOI: 10.4236/oalib.1107921
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mortality within patients. An estimation presented by Siegel et al., mentioned
that one fifth of all deaths would not happen if patients were affiliated to tertiary
education according to the American cancer society epidemiologists [64] [65].
Despite factors related to ethnicity and race, the survival of cancer is well witness
and highly perceived within patient of a better SE status [66].
However, SE trends have shifted significantly in terms of cancer mortality
within the COVID-19. Many years ago, the SE condition was highly linked to
carcinogenicity rates, which showed a higher risk of cancer death among the
prosperous population [67]. In the late years, this association has gone the other
way, with wealthier patients having a less chance to die from cancer than other
patients with private and special health care thanks to the improvements in preventive care, early cancer diagnosis and cancer treatments.
Previously, death from urinary tract or prostate cancers did not change significantly in SE condition. Now, there is an inverse SE gradient [68] [69]. This inequality is identified as a lead cause for the over mortality of people living in the
impoverished regions, due to cancer [70].
SE impoverishment of the environs can also be associated with shorter telomere length, fatal cancer sign and a premature aging [71]. In most cancer types,
cancer disparities and death rates are obvious and show SE imbalance and considerable risk factor vulnerability variations [72]. Emerging research has raised
concerns about the disproportionate impact of COVID-19 morbidity and mortality among racial and ethnic minorities, which has been linked to SE factors
that put low-income people at higher risk of infection. The impact of racial and
SE characteristics on COVID-19 transmission and illness severity is yet unknown and needs to be investigated further. The rise in COVID-19 patient volume resulted in more missing data on key covariates such smoking status and
race.

3.3. COVID-19 and Socioeconomic Disparities within Bladder
Cancer Patients
The widespread of the COVID-19 infectious disease caused by the SARS-CoV-2
virus, had a devasting impact on already established cancer care disparities [73].
Moreover, the pandemic caused significant delays in cancer treatments and led
to an unexpected social upheaval. Emerging studies reveal that the COVID-19
pandemic can increase social inequities, particularly in cancer patients. In a
study carried out by Kamal et al. on 18,650 patients with both COVID-19 and
cancer found that the risk of death is considerable for cancer patients with
COVID-19 [74]. Researchers reported that 22% of this population died with a
death probability of 25.6% [95% confidence interval: 22.0% - 29.5%]. Access to
healthcare platforms, treatments, telemedicine, quick diagnosis, and availability
to therapy may be potential factors of unequal survival of the pandemic cancer.
Although the cancer guidelines proposed by oncology society during a pandemic
are greatly impacted by the extent of prospective treatment advantages, treatment intention and availability to care and the prioritization of delivery of canDOI: 10.4236/oalib.1107921
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cer medicines [75].
Even more, SARS-CoV-2 variants appeared in high populated cities and
countries with deprived quintile and many observations mentioned that this
disease when associated to SE inequalities made it possible for other diseases to
appear and be more dangerous such as cancers and Mucormycosis (black fungus) to use them as deadly weapons and increase mortality rates in this social
category. The Indian government declared that more than 8800 COVID-19 cases
died with Mucormycosis rare infection [76]. According to the Centers for Disease Control and Prevention (CDC), the B.1.617 Indian variant of COVID-19
increased black fungus infection probability with a death rate of 54% [77]. Scientists found that the use of steroids for COVID-19 treatment may be one these
causes [78]. This derived infection is life-threatening in cancer patients at the
first place. The treatment is very expensive and up to death rate may reach 90%
as expected in India within the coming days, especially with the SE disparities
and the extended deprived quintile areas, according to local physicians. Strong
departmental disparities are always seen according to every single variant. It has
been progressively obvious that the densely populated cities are most affected by
this disease, since the first reported case of COVID-19 [79]. Although
COVID-19 has had widespread influence, the revelation of SE status layered statistics has validated worries over its disproportionate influence on minority
communities. The causes have been extensively examined, including medical
history illnesses, living circumstances and healthcare status.
Cancerologists and oncologists had to make tough judgments to weigh up the
advantages of treatment and deal with hazards of infection with COVID-19 and
the high possibility of mortality for cancer patients. Chemotherapy, surgery, and
radiation regimens have been postponed or adjusted to speed up treatment and
reduce risks of coronavirus infection. According to a study carried out by Dai et
al., among patients COVID-19 patients with cancer, over 33% death rate was
witnessed within patients receiving immunotherapy and 25% for those who underwent surgery procedures [80].
The COVID-19 pandemic will worsen existing cancer differences in deprived
areas and will determine diverse paths for neighborhood cancer patients through
the SE partition and disparities. Worries are predicated on the fact that minorities are more susceptible to engage in important manual labor without having
the chance to work from home. The requirement to work outside in this global
crisis, raises the danger of SARS-CoV-2 infection risk and death. Furthermore,
this category of people is at a high probability to have low-paying occupations
that offer minimum or no medical insurance care.
Patients who need to leave their houses and be present at the workplace during the pandemic are at danger of contracting the virus and may suffer from
cancer care delays, as well as the uninsured patients who may lose their employment and health during the pandemic.
The implication of Telemedicine has been enhanced by the present health crisis but limitations and difficulties in using technology, have left deprived paDOI: 10.4236/oalib.1107921
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tients at danger of fragmented treatment and loss of care. Several observations
reported that patients with less education and lower SE status are with less intentions to be involved in telemedical services [81] [82]. Moreover, low knowledge rates on health, limits effective advocacy by patients. All these variables
and circumstances will probably exacerbate their cancer results.
Although infectious disease is causing the present health crisis, the rising infection rates among cancer patients raises the chance of get COVID-19, leading
to treatment delays and serious complications.

3.4. Knowledge-Based Bladder Cancer Outcomes
and Socioeconomic Impacts
The main recent studies assessing the results of BC related to SE differentiated
deprivation have been found in the literature. All of them were directly linked to
poor survival and low SE status.
Russel et al. [83], have studied the link between BC survival and SE deprivation by discovering possible mediation agents for relationships in the survival of
BC patients with a differing SE level. Based on the BC Database in Sweden, more
than 37,000 people were diagnosed with Tis and Ta-T4 BC as observed closely
for 17 years. Educational degree was employed as a SES substitute. In order to
study the relationship between SES and survival, accelerated failure time models
were used. Observations showed that almost 50% of patients had low SE status
levels, 35% with a moderate SE status level, and around 15% with a high SE status level. To study the interaction mediators of the relation, mediation analysis
was assessed. The overall and BC-specific survival of patients with high SE status
was at a rise in this research compared to individuals with low SE status. The total survival of the first quintile NMIBC patients was 1.93 [95% confidence interval: 1.82 - 2.05] and for MIBC it was 2.14 [95% confidence interval: 1.92 - 2.39]
compared to 1.00 [95% confidence interval] for both types of patients for quintile five. In patients with NMIBC, the Charlson Comorbidity Index mediated
10% of this association and 4% of the hospital type. In MIBC patients, the period
after the reference to TURBT was a significant mediator 14%. Even after making
adjustment to independent pronouncements (age, CCI, marital status, hospital,
clinical N phase, clinical M stage, and WHO class). This conclusion was kept
accurate. The researchers observed that many factors might explain the relationship between SE status and BC survival. Nevertheless, the mediators revealed
could not explain the fully proposed causal relationships. These results emphasize the necessity of healthcare uniformity within SE categories. The risk to BC
was high with low treatment outcomes to smokers of fifth quintile (19.5%)
compared to the first quintile smoker patients (12%). This work is crucial since
it has particularly looked at causal relationship between death/survival and SE
status.
Although many cancer tumors show a relationship between poor SE status
and lower survival rates, there were some research that reported survival results
related to SE status and BC. An American research team carried out a study to
DOI: 10.4236/oalib.1107921
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identify the differences in advanced BC diagnosis and treatments [84]. Researchers detected inequalities in overall survival, therapy, and time for treatment among the patients. Patients diagnosed with urothelial BC, were selected,
and extracted from the National Cancer Database. The relationship between variables and prognosis of the cancer was evaluated using multivariable logistic regression. In this investigation, Cox proportional tests, log-rank and Kaplan-Meier were also applied to assess inequalities of overall survival. Treatment
and processing delays between subgroups were also studied.
The study revealed that lower levels in education and incomes were linked to a
high risk of progressive illness and poorer overall survival. Patients of the fourth
quartile also were less treated within the first months of being diagnosed with
MIBC. Of the selected 328,560 individuals, almost 8% were found with and advanced BC. The elevated probabilities of severe illness were linked to women
more than men, race, and regions with lower incomes. The overall survival of
women was poorer than men 1.16 [95% confidence interval: 1.12 - 1.20]. Moreover, it was lower for the fourth quartile regions 1.08 [95% confidence interval:
1.02 - 1.16]. The increased survival was found within chemotherapy and radical
cystectomy 0.55 [95% confidence interval: 0.53 - 0.57] and radical cystectomy
0.61 [95% confidence interval: 0.59 - 0.64]. According to gender, race and lower
region incomes, therapy was lower in time and quality. Patients with quartile of
low levels of education and income had considerably increased delayed care and
treatment 16% compared to those with first quartile levels 12%. Patients with no
insurance were at a high rate of time to treatment delays 13% than insured patients. Prognosis and therapy of BC are subjects to significant differences.
Another study carried out by David et al., investigated if SE status is a risk
factor for post-treatment adverse events and oncological results following BC
therapy [85]. In 383 BC patients who received the treatment in a tertiary referral
facility, a retrospective examination was carried out for the period of 13 years. In
addition to clinical and pathological indicators for risk classification, prospective
social health factors were assessed. The SE status using region indexes included
average yearly income and educational degrees. Based on SE factors, patients were
assessed on possible disparities. In order to find the 3 months post-treatment adverse events predictors, multivariate logistic regression was then employed. Results showed that more than 45% of patients developed problems and significant
predictors of side effects were: Income, duration of stay, lower revenue group
and lowest education grades. In terms of education as well as income there have
been no big variations in the overall survival estimates. With a low income and
low education level, post-treatment complications were separately combined,
but no influence was identified on overall survival for 37 months. The likelihood
of perioperative problems is within patients with lower SE level undergoing BC
treatments. The rate of patients with side effects has raised from 11.2% in the
least deprived quintiles to 16.1% in the most deprived after the identification of
SE deprivation ratings. For patients within the most deprived quartile, the
DOI: 10.4236/oalib.1107921
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probability of major complications was two times higher [86]. It is of a high importance to ensure the communication with patients, motivation and adherence
to post-treatment follow-up and support systems. The authors claim that the effect may have minimized the influence on oncological results for patients being
carefully attended at a large tertiary facility. Azadeh et al. created a measuring
index of SE status and compared outcomes of all BC patients on which it was
based besides the insurance status. Even when tumor characteristics were controlled, low SE status with no insurance was associated with worse overall survival [87].

3.5. Bladder Cancer Treatment Effects and Costs
Recently, substantial progress in new treatments for BC types has been made
with reference to the efficacy and side effects constraints. Diagnostic and staging
tests, targeted treatments, immunotherapies, and a variety of local innovations
and techniques have all been linked to increased patient lifespan and quality of
life [88]. Accordingly, five more effective immunotherapy drugs (avelumab, atezolizumab, durvalumab, pembrolizumab, and nivolumab) and one targeted
therapy (erdafitinib) have been approved. These drugs, adding to more accepted
medications [89], could be used in a wide range of situations, from NMIBC to
metastatic treatments, including adverse events management periods and maintenance interventions. But, these treatment breakthroughs, come at a high price
for BC as one of the highest per-patient lifetime care costs. Concerns about quality
and cost are particularly important in the diagnosis and treatment of BC. Particularly the urothelial carcinoma of the bladder has the most expensive lifetime therapy compared to other cancer with average costs of around $187,000/case and a
total treatment cost of BC is projected to be $4 billion/year as reported by Zlatev
et al. and the US Food and Drug Administration [90] [91]. Clinical management
of BC varies widely among providers, raising concerns that compliance with care
recommendations should be improved to enhance patient outcomes. Adding to
that, these extremely high costs were estimated when the majority of BC therapies were substantially less expensive than they are now. Adding to their noticeable high monthly costs, drugs are often used for much longer periods of time.

4. Discussion
The public’s response to the social gradient of premature mortality must be
based on a deep knowledge and focused on a detailed understanding of the
processes that underpin societal health disparities. Differences in BC mortality
per type are the result differences in incidence and lethality. The factors that
trigger SE incidence or survival inequalities are widely different. Therefore, it is
crucial, to be able to study them separately according to the BC stage. Nowadays,
BC data registries made it possible, using representative large samples of the
overall population.
The factors that impact the SE environment are manifold and are influenced
DOI: 10.4236/oalib.1107921
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by a patient’s economy, cultural, and social resources. Even if the intellectual and
educational status, earnings, or professional situation seem to be good indicators
of this setting, they are unable to summarize it. Moreover, a growing number of
studies emphasize the importance of SE contextual factors within the patient’s
life ecosystem. As a result, synthetic indices are increasingly being used in works,
allowing for an integrative study of the impact of patients’ SE environment on
their health as long as the statistical models used are tailored to the structure of
the data.
A growing focus has been placed on the importance of health care by enhancing the quality or outcomes of treatment while lowering costs. BC management
and care are expensive, but some areas of change may have a significant effect on
outcomes and costs. Cost-cutting methods, such as using a cost-effective hybrid-technique rather than one simple expensive intervention, will help reduce
costs without compromising results. Moreover, quality improvement practices
in the management of NMIBC and MIBC by improving compliance with guideline concordant treatment, will improve outcomes, and avoid excessive costs.
Will reduce possible side effects occurrence incidence and increase effectiveness
rates.
Within all these factors, proactivity helps in preventing the potential harmful
impacts especially with the COVID-19 global pandemic crisis. This acute health
outbreak progressed randomly to be both health crisis and a serious
wide-reaching global financial and economic concern. According to the International Monetary Fund (IMF), a global slump and a financial collapse are expected to happen starting from 2021. Thus, the frequency of major poverty
might grow by 0.7% [92]. Yet, the cancer care of patients whose treatment was
postponed must be fulfilled. Concerning low-income occupations, the economic
consequences of COVID-19 will have a disproportionately large impact. Hence,
losing a job is losing health insurance. According to Elkadhi et al., the two-year
employment rate is over 12% less in Tunisia since the pandemic hit and this
empowered the SE deprivation status which had a negative impact on healthcare
services [93] [94]. It is important to deliver the right care at the right time for
patients with cancer complications, even if they have loss of insurance coverage
as supported by alternative federal or organizational funds.
Telemedicine was quickly introduced within the global health crisis with visits
in patients being deferred or converted to distant virtual appointments. Nevertheless, Telemedicine is not uniformly accessible, and follow-ups can be interrupted to patients without internet connection or technological background.
Involving health care providers, community relations are crucial to undertake
strong follow-up actions. Anxiety and worries exacerbate the cancer results.
Thus, managing patients’ psychological effects is of big importance to reduce the
pandemic’s emotional impact, particularly for patients who are not able to express their worries when treating cancer.
Health behaviors describe an important portion of social disparities in morDOI: 10.4236/oalib.1107921
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tality, indicating the significance of considering the continuous transformation
in health behaviors while investigating their impact on social disparities.
Social determinants of health strongly influence an individual’s life expectancy. Lower SE status and insurances were associated with a greater risk of mortality, while rural residence was a weak factor. Male sex workers were associated
with both higher overall mortality and bladder cancer-specific mortality. Moreover, the implementation of public health programs could assist close the mortality gap in the treatment of muscle-invasive bladder cancer for these at-risk
populations.

5. Conclusions
The size and profile of cancer incidence, mortality, and prevalence that will
emerge over the next decades will be driven by ongoing shifts in population
structure, the conditions in which people live, and the degree to which health
systems can provide successful cancer prevention strategies.
BC patients following regular protocol of treatment are different in quarantine
adherence amid epidemics of infectious diseases. Acceptance of pandemic outbreaks and quarantine rely on psychological, practical, and SE reasons. When
quarantine is deemed to be necessary, public health officials should take steps to
minimize the risk of non-compliance by establishing timely, clear quarantine rationales and information on protocols especially for cancer patients within the
high deprived quintiles. The stress should be placed on social standards in order
to encourage this altruist behavior.
In all genders, for patients with BC, the SE status was an important indicative
predictor of the overall survival and mortality estimations. The available studies
focusing on the impact of poverty and SE status on BC treatment outcomes, or
the overall survival still limited. But, in the wave of the COVID-19 outbreak,
these studies have been accelerated, especially those investigating this parameter
within all types of cancer. This pandemic spread worsened the status of all quintiles and added a pressure on the most deprived areas to register worrying numbers in mortality rates. Estimations were more serious for BC patients. Moreover, BC is the unique frequent disease that has a less pronounced prevalence for
females than males. Although, recent data indicate that the high women mortality rates can be limited to those in more disadvantaged quintiles to discover poor
survival rates.
The overall BC survival has improved more in wealthier patients in poorer
communities, despite the management attempts of the widespread mortality
discrepancies across the rich and the poor. More investigations are needed to
explore and rectify these discrepancies between the affluent and the most deprived areas in BC survival.
Further research into the interaction between the hypothesized mediators and
SES is needed to acquire a better understanding of the relationship between SES,
treatment outcomes and survival that has been discovered in various observaDOI: 10.4236/oalib.1107921
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tional studies. Furthermore, modifiable factors underscore the significance of
standardized clinical care for all bladder cancer patients across SES levels.
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