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Title: Equitable access to CAR-T cell therapy: an analysis of patient demographic and socioeconomic
factors from cellular therapy trials at a single institution

Background: Demographic factors, such as race, ethnicity, and socioeconomic status (SES), have been
shown to be associated withinferior outcomes in pediatric acute lymphoblastic leukemia (ALL) patients.
Low SES is an independent predictor of relapse and previous studies have shown that patients with low
SES are alsoless likely to enroll on clinical trials. However, these studies have primarily focused on
conventional chemotherapytrials, and data regarding trial participation for novel cellular therapies is
lacking. Given the limited number of pediatric cellular therapy centers and associatedtravel-related
costs, these therapies may not be equally accessible toall patients.

Objective: Todescribe the demographic and socioeconomic characteristics of patients accessing
chimeric antigen receptor-T cell (CAR-T) trials for pediatric ALL.

Design/Method: Retrospective chart review was performed on all patients with ALL that enrolled on a
CAR-T cell trial at Seattle Children’s Hospital from 2012 to 2018. Demographic data (including self-
reported race/ethnicity and distance traveled to receive treatment) were collected for each patient and
analyzed using descriptive statistics. For patients residing within the United States, ArcGIS NSES Index
software was usedto assign SES score by census tract (0-100, with 50 as the national average).

Results: Our cohort included 117 patients with 77 males (65.8%). The majority (56.4%) of patients
identified as non-Hispanic Whites, while a minority identified as Hispanic (18.8%), Black (4.3%), Asian
(6.8%), Hawaiian/Pacific Islander (1.7%), American Indian/Alaskan Native (1.7%), and other (15.4%).
Almost one-fourth (24.8%) of patients traveled from outside the United States to receive treatment. The
median distance traveled to CAR-T therapy was 1118 miles (IQR: 191, 2802) and 731 miles (IQR: 81.5,
1636) for the entire cohort and domestic patients, respectively. Median SES score was 53.3 (IQR: 46.45,
65.75), with only 2.5% of patients falling in the lowest quartile (SES <25).

Conclusion: Only 2.5% of domestic patients treated at our center were in the lowest SES quartile,
suggesting economic barriers to participation in CAR-T cell trials. Patients traveled long distances to



participate, likely representing a financial burden which could deter patients with lower SES from
enrolling in CAR-T cell trials. We plan to collect similar data from additional institutions to assess
whether these findings are consistent across regions.



