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•	 Review	the	oncology	treatment	landscape,	drug	trends,	and	potential	cost	impact

•	 Evaluate	referral	patterns	and	how	patients	transition	through	care	before	receiving	chemotherapy	for:

•	 Highlight	 collaboration	 and	 partnership	 opportunities	 that	 may	 assist	 patients	 in	 making	 informed	
decisions regarding their cancer care

objectives

Breast cancer Lung cancer Colorectal cancer
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Past

Prior	to	the	1970s,	the	combined	incidence	rate	for	new	cancer	cases	was	400	for	every	100,000	people	in	
the	population.	During	this	time,	cancer	mortality	was	high—199	deaths	for	every	100,000	persons	in	the	
United	States	(US).	Survival	for	all	cancers	combined	was	at	an	alarmingly	low	5-year	relative	survival	rate	
of	50%.1	For	the	4	most	common	adult	cancers,	the	5-year	survival	rates	rapidly	declined	for	breast	(75%),	
prostate	(69%),	lung	(13%),	colorectal	(51%),	and	bladder	(74%)	cancers.1

Present

To	date,	as	the	cancer	treatment	continuum	shifts,	mortality	rates	have	fallen	to	less	than	178	deaths	for	
every	100,000	persons.	Among	adults,	the	5-year	relative	survival	rate	for	all	cancers	combined	is	now	68%.	
The	5-year	 relative	survival	 rates	 for	breast	cancer	 (90%)	have	 improved,	 in	addition	 to	prostate	 (100%),	
lung	(16%),	colorectal	(67%),	and	bladder	(81%)	cancers.1

the iMPetus

The	improvements	in	survival	from	the	mid-1970s	to	present	reflect:	

1)	 A	greater	understanding	of	genetic	and	molecular	changes	allowing	for	earlier	detection	and	
diagnosis	of	cancers;	and	

2) An increase in therapies that target these specific molecular changes and cancerous processes.1  

To	 date,	 the	 US	 Food	 and	 Drug	 Administration	 (FDA)	 has	 approved	 approximately	 30	 molecularly	 targeted	
agents	 for	 cancer-related	 indications,1	 bringing	 the	 total	 number	 of	 drugs	 now	 available	 on	 the	 market	 to	
effectively	fight	cancer	to	almost	150.2 Additionally, nearly 900 products are currently being evaluated in the 
treatment	of	cancer	(Figure	1-1).3

introduction
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Figure 1-1: Medicines in Development for Cancer 

This	evolving	treatment	landscape	promises	to	increase	the	number	of	effective	treatment	options,	which	
should	further	improve	cancer-related	outcomes.	

the shock 

These	improvements	in	cancer	care	unfortunately	come	with	a	negative	societal	consequence:	the	increased	
economic	 burden	 placed	 on	 the	 healthcare	 system	 and	 affected	 families.	 Total	 direct	 costs	 to	 society	
exceed $226 billion each year.4	Including	chemotherapy	costs,	one	study	found	that	the	cumulative	costs	
associated	with	treating	breast	cancer	averaged	$128,556	per	patient	over	the	course	of	an	average	of	495	
days	of	follow-up,	with	25%	of	those	costs	being	derived	from	the	cost	of	chemotherapy	and	another	20%	
related to inpatient care.5 This tremendous increase in costs has resulted in various healthcare decision 
makers	more	closely	scrutinizing	the	benefits	and	incremental	costs	of	newer	oncology	agents,	while	also	
assessing	if	efficiencies	in	care	can	be	achieved.				
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a Patient-oriented cost solution? 

Over	 the	 years,	 cancer	 care	 has	 shifted	 from	 a	 hospital-dominated	
care	 setting	 to	 a	 community	 practice	 setting,	 thus	 minimizing	 some	
of	 the	practical	 burdens	of	 cancer	 for	patients	 and	 caregivers,	while	
greatly	reducing	costs	by	eliminating	the	need	for	a	hospitalization.6,7 
Given	market	dynamics	over	the	last	5	years,	however,	hospitals	have	
begun	purchasing	community	practices,	consequently	moving	the	care	
of	these	patients	from	a	community	setting	back	to	a	hospital-based	
setting.8	Although	this	 shift	 is	not	expected	 to	change	the	quality	of	
care	a	patient	receives,	there	is	evidence	that	the	economic	burden	for	
patients	and	payers	is	influenced.		

A	recent	study	suggested	that	the	cost	of	administering	chemotherapy	
in	a	hospital	setting	is	24%	to	34%	higher	than	when	chemotherapy	
is administered in a community setting.9 On average, an individual 
chemotherapy	 session	 for	 a	 Medicare	 patient	 is	 $900	 more	 in	 the	
hospital	setting	than	in	the	community	office	setting.10  This substantial 
difference	in	costs	is	alarming,	particularly	if	the	same	treatments	are	
provided	and/or	cancer-related	outcomes	are	similar.	Given	the	large	disparity	in	costs,	one	must	consider	
if	it	is	possible	to	advise	patients	of	these	differences,	allowing	them	to	make	informed	decisions	regarding	
their	care	and	potential	financial	consequences.	And	even	if	it	is	possible	to	inform	patients	of	these	costs	
differences,	could	this	information	actually	result	in	patients	preferentially	seeking	care	in	the	community	
setting vs the hospital outpatient setting?   

the investigation

To	explore	 this	possibility,	 it	 is	necessary	 to	understand	how	patients	 transition	 through	 the	healthcare	
system	prior	to	receiving	chemotherapy	treatment.	Of	primary	interest	are	what	physician	specialties	are	
seen	and	the	timing	between	these	visits.	This	understanding	is	imperative,	as	any	information	given	to	
patients	regarding	site	of	care	selection	must	be	provided	after	the	patient	understands	that	there	 is	a	
potential	diagnosis	for	cancer,	but	before	visiting	an	oncologist	or	receiving	chemotherapy.	Additionally,	
it	is	critical	to	understand	the	patient’s	perspective	on	this	transition	and	whether	providing	information	
on	potential	financial	implications	of	the	setting	of	care	would	even	resonate,	given	the	emotional	impact	
and	 trauma	 associated	 with	 the	 diagnosis	 of	 cancer.	 This	 study	 sought	 to	 provide	 insights	 into	 these	
questions	by	evaluating	the	real-world	transition	of	breast,	colorectal,	and	lung	cancer	patients	prior	to	
receiving	chemotherapy.	Additionally,	patient-reported	observations	about	their	transitions	were	collected,	
including	whether	providing	information	on	site	of	care-related	cost	differences	would	motivate	them	to	
seek	care	in	a	community	setting	rather	than	a	hospital	setting.

on average, an individual 

chemotherapy session for 

a Medicare patient is $900 

more in the hospital setting 

than in the community 

office setting.10
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Methodology

overview

The	primary	objective	of	this	study	was	to	determine	the	feasibility	of	providing	site	of	care	cost	information	
to	patients	to	influence	their	choice	of	oncologist	and	if	such	information	would	be	welcomed	by	patients.	
To	accomplish	this	objective,	we	analyzed	the	medical	claims	of	patients	diagnosed	with	breast,	colorectal,	
or	lung	cancer	to	determine	type	and	timing	of	physician	visits	prior	to	cancer	diagnosis	and	chemotherapy	
administration.	We	augmented	 this	objective	evaluation	of	 claims	data	with	 interviews	 from	20	patients	
diagnosed	 with	 either	 breast,	 lung,	 or	 colorectal	 cancer	 and	 treated	 with	 chemotherapy.	 Patients	 were	
asked	about	their	patterns	of	care	leading	up	to	their	cancer	diagnosis	and	initial	medical	oncologist	visit,	as	
well	as	what	influenced	their	choice	of	a	medical	oncologist.

Medical claiMs database

A	10%	random	sample	of	medical	claims	were	obtained	from	IMS	LifeLink	database.	This	database	includes	
inpatient	and	outpatient	diagnoses	 (in	 ICD-9-CM	format)	and	procedures	 (in	CPT-4	and	HCPCS	formats).	
Both	 paid	 and	 charged	 amounts	 are	 available	 for	 all	 services	 rendered,	 along	 with	 dates	 of	 service	 for	
all	 claims.	 The	payer	 type	distribution	 for	 this	data	 source	 is	80%	commercial,	 3%	Medicaid,	 and	1.7%	
Medicare	 Risk,	 with	 the	 rest	 categorized	 as	 “other.”	 Because	 all	 patient	 information	 in	 this	 database	 is	
encrypted	 and	 de-identified,	 and	 no	 patient	 contact	 was	 involved,	 no	 informed	 consent	 or	 approval	 by	
an	 institutional	 review	board	was	 required	or	 sought	 (the	data	 source	 is	 fully	 compliant	with	 the	Health	
Insurance	Portability	and	Accountability	Act	[HIPAA]).



5

*	Included	clinicians	who	stated	their	specialty	as	geriatrics,	general/family	practice,	internal	medicine,	nurse	practitioner,	 
   obstetrics and gynecology, or physician assistant
† Included	endocrinology,	gastroenterology,	infectious	disease,	or	pulmonology

‡	Included	any	outpatient	or	inpatient	hospitalization	visit	where	the	practitioner	was	not	classified	as	any	of	the	above

PriMary care*

Pathology

radiology

saMPle selection FroM Medical claiMs

Patients	receiving	chemotherapy	and	diagnosed	with	breast,	lung,	or	colorectal	cancer	between	2006	and	
2011	 were	 identified	 for	 this	 study.	 The	 first	 date	 of	 chemotherapy	 served	 as	 the	 index	 date	 for	 each	
patient.	 Patients	were	 then	 required	 to	be	eligible	 for	 services	 for	at	 least	1	 year	prior	 to	 chemotherapy	
administration	 to	 ensure	 that	 a	 comprehensive	 view	 of	 all	 services	 leading	 up	 to	 cancer	 diagnosis	 and	
treatment	were	captured.		

Visits	and	services	rendered	to	the	patients	in	the	year	prior	to	chemotherapy	administration	were	classified	
into	7	distinct	categories:

sPecialist care†

surgery

oncology

hosPital‡
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Within	each	category	above,	the	first	and	last	claim	prior	to	chemotherapy	administration	was	captured	for	
each	patient.	The	 time	between	 these	claims	and	 the	chemotherapy	administration	date	was	calculated.	
Results	were	summarized	by	percentages	when	appropriate	and	by	reporting	mean	number	of	days	prior	to	
chemotherapy	administration	for	specific	utilization	or	patterns.				

Patient interviews

To	augment	the	claims	analysis,	patients	diagnosed	with	breast,	 lung,	or	colorectal	cancer	were	recruited	
and	interviewed.	Patients	were	required	to	be:

Diagnosed	within	the	last	12	months;

Currently	receiving	chemotherapy	from	a	medical	oncologist;

Covered	by	commercial	or	Medicare	health	insurance;	and

1
2
3
4 Have	an	annual	household	income	of	≥$25,000.	

Based on these criteria, an external recruiting agency used its proprietary database to recruit patients. Verbal 
informed	consent	for	participation	was	obtained	for	all	interviewees	prior	to	the	start	of	the	interviews.	One-
hour	interviews	were	conducted	by	telephone	by	healthcare	consultants.	Patients	were	asked	about	the	timing	
and	 type	of	physicians	 they	were	 referred	 to	prior	 to	 cancer	diagnosis	 and	chemotherapy,	 as	well	 as	 their	
preferences	for	receiving	information	on	the	cost	differences	between	community	and	hospital	practices.
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results 

the claiMs PersPective

A	total	of	3,479	patients	were	identified	in	the	claims	analysis;	2,140	(61.5%)	were	diagnosed	with	breast	
cancer;	825	(14.8%)	with	lung	cancer;	and	514	(23.7%)	with	colorectal	cancer.	The	mean	age	of	patients	
was	59.2	years	and	78.5%	were	female.	Patients	were	primarily	located	in	the	Southern	and	Midwestern	
regions	of	the	US	(Table	1-1).

Cancer Type

Breast Colorectal Lung Total

Sample size (N) 2,140 514 825 3,479

Mean age 57.3 58.8 64.4 59.2

% Female 99.5% 45.5% 44.5% 78.5%

Region

East 18% 15% 18% 19%

Midwest 29% 29% 29% 31%

South 42% 45% 42% 40%

West 11% 11% 11% 10%

Table 1-1: Claims Analysis: Patient Sample Characteristics

When	evaluating	the	types	of	physicians	seen	within	the	year	leading	up	to	chemotherapy	initiation,	over	
90%	of	patients	were	seen	by	a	primary	care	physician	or	radiologist.	Almost	80%	of	patients	were	treated	
by	a	surgeon	(Figure	1-2).
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Figure 1-2: Percentage of Patients With at Least 1 Claim for Physician Type Prior to Chemotherapy
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Seventy	percent	of	patients	were	represented	by	10	specific	patterns	of	physician	utilization	and	sequencing,	
with	2	patterns	representing	40%	of	patients.	After	being	treated	by	their	primary	care	physician,	most	
patients	had	an	inpatient	or	outpatient	hospital	claim,	where	laboratory	tests	were	likely	conducted	to	aid	
in	the	diagnosis	of	the	patient.	Patients	then	typically	received	imaging	from	a	radiologist,	followed	by	a	
surgical	visit.	Chemotherapy	administration	typically	began	approximately	90	days	after	their	first	visit	to	an	
oncologist.	Assuming	that	a	confirmatory	diagnosis	of	cancer	would	likely	occur	after	specimens	are	sent	
to	the	pathologist,	this	moment	may	represent	the	first	realistic	opportunity	to	provide	patients	information	
on	the	cost	implications	of	being	treated	in	a	community	vs	hospital	setting.	On	average,	pathology	visits	
occurred	between	100	and	90	days	before	chemotherapy,	but	only	70%	of	patients	had	a	claim	from	an	
institution designated as pathology.



Timing of First Claim for Breast Cancer Patients (Days)

Percent  
of Pts

Primary Hospital Radiology Specialist Surgery Pathology Oncology ChemoTx

29.0% -238 -155 -150 − -103 -97 -88 0

11.2% -261 -211 -191 -177 -138 -131 -126 0

7.7% -234 − -141 − -107 -94 -51 0

7.2% -248 -190 -174 − -139 − -138 0

3.9% -232 − -147 − -139 − -78 0

2.5% -242 -190 -177 − -131 -110 − 0

2.3% -235 − -126 − -111 -99 − 0

2.2% -268 − -173 -177 -140 -127 -100 0

2.2% -226 -150 -153 − − -101 -118 0

2.1% -247 -223 -193 − − − -229 0

Table 1-3: Top 10 Referral Pattern Results for Breast Cancer Patients
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Timing of First Claim (Days)

Percent  
of Pts

Primary Hospital Radiology Specialist Surgery Pathology Oncology ChemoTx

20.6% -236 -155 -148 − -103 -96 -85 0

19.6% -246 -182 -167 -138 -113 -102 -99 0

5.6% -233 − -132 − -103 -88 -48 0

5.4% -243 -192 -169 − -133 − -134 0

3.8% -240 − -156 -128 -109 -101 -67 0

3.7% -235 -137 -137 -100 − -66 -73 0

3.1% -241 -164 -162 -153 -131 − -115 0

2.9% -228 − -142 − -141 − -77 0

2.2% -235 -137 -140 − − -85 -104 0

2.2% -243 -199 -180 − -118 -96 − 0

Table 1-2: Top 10 Referral Pattern Results Across All 3 Tumor Types

Since	breast	cancer	patients	represented	61.5%	of	the	total	sample,	the	analysis	was	stratified	by	cancer	
type	to	determine	if	referral	trends	differed	substantially	across	the	3	cancers.	When	stratifying	the	analysis,	
the	 top	 2	 referral	 patterns	 represented	 40%	 of	 breast	 and	 lung	 cancer	 patients,	 while	 almost	 50%	 of	
patients	were	represented	by	the	top	2	patterns	in	colorectal	cancer	(Table	1-3;	Table	1-4;	Table	1-5).



Although	 there	 were	 slight	 differences	 in	 the	 timing	 of	 these	 visits,	 the	 sequencing	 of	 the	 top	 pattern	
remained	consistent,	except	 for	 the	absence	of	a	specialist	visit	 in	breast	cancer	patients	 (specialists	were	
defined	as	gastroenterologists,	pulmonologists,	endocrinologists,	or	infectious	disease	specialists)	(Table	1-3).		

The	pathology	visit	for	the	top	10	patterns	ranged	from	130	to	100	days	before	chemotherapy	in	breast	
cancer,	100	to	60	days	in	colorectal,	and	90	to	50	days	in	lung	cancer.	Patients	were	generally	referred	to	
an	oncologist	within	2	weeks	of	this	pathology	visit.		

Timing of First Claim for Colorectal Cancer Patients (Days)

Percent  
of Pts

Primary Hospital Radiology Specialist Surgery Pathology Oncology ChemoTx

37.2% -219 -141 -128 -101 -90 -81 -76 0

10.1% -204 -164 -136 − -95 -84 -69 0

8.0% -211 − -138 -103 -80 -85 -57 0

7.6% -177 -111 -109 -87 -79 − -100 0

3.5% -190 − -80 − -70 -58 -44 0

3.3% -223 − -119 -109 -114 − -42 0

2.5% -274 -238 -198 − -103 − -160 0

2.0% − -121 -106 -97 -104 -67 -60 0

1.6% -106 -144 -155 − − − -231 0

1.6% -273 -236 -135 -78 -73 -101 − 0

Table 1-5: Top 10 Referral Pattern Results for Colorectal Cancer Patients
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Timing of First Claim for Lung Cancer Patients (Days)

Percent  
of Pts

Primary Hospital Radiology Specialist Surgery Pathology Oncology ChemoTx

30.6% -252 -187 -174 -129 -105 -90 -91 0

11.2% -229 -137 -129 -85 − -55 -57 0

5.3% -245 -147 -146 -85 -110 -96 -57 0

5.1% -238 − -158 -102 -102 -86 -49 0

3.3% -299 -188 -191 -160 -152 − -81 0

3.0% -244 -150 -163 -119 − − -103 0

2.9% -252 − -139 -119 -172 − -41 0

2.8% -237 -106 -97 − − -48 -72 0

2.4% -188 -183 -109 − -107 − -83 0

2.4% -244 − -168 -109 − -75 -62 0

1.8% -246 -134 -113 − − -50 − 0

Table 1-4: Top 11 Referral Pattern Results for Lung Cancer Patients
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Patient interview Findings  

Three-quarters	 of	 the	 patients	 interviewed	 indicated	 that	 they	 went	 to	 their	 primary	 care	 provider	 for	
initial	symptoms	that	turned	out	to	be	cancer.	This	pattern	of	care	supports	the	most	frequent	sequencing	
patterns	 observed	 within	 the	 claims	 assessment.	 Additionally,	 about	 60%	 of	 colorectal	 patients	 were	
referred	to	a	gastroenterologist,	similar	to	the	68%	of	patients	who	had	a	claim	for	a	specialist,	which	
included	gastroenterologists.	Only	25%	(n=5)	of	patients	indicated	that	they	were	provided	a	choice	of	
oncologists,	 with	 2	 patients	 (10%)	 selecting	 their	 medical	 oncologist	 through	 research	 and	 1	 utilizing	
the	 same	medical	oncologist	who	 treated	a	 family	member	 the	year	prior.	 Even	when	provided	with	2	
oncologists	 to	choose	 from,	patients	noted	 that	1	oncologist	was	more	highly	 recommended	 than	 the	
other.	The	majority	of	patients	(12	of	20)	reported,	in	hindsight,	that	they	would	do	nothing	differently	
when	looking	for	a	medical	oncologist,	while	only	20%	(4	patients)	said	they	would	change	their	approach	
by doing more research.

Doctor referred

Own research

10%

90%

Patients	 also	 noted	 that	 the	 health	 plan	 had	 little	 to	 no	 effect	 on	 the	 referral	 process;	 they	 typically	
received	referrals	to	physicians	covered	by	their	health	plan.

Figure 1-3: Patient Connection to Medical Oncologist (N=20)
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cost decisions 

Twelve	patients	 (60%)	 stated	 that	 if	 the	 cost	of	 chemotherapy	 varied	by	 location,	 it	may	 change	 their	
preference	for	where	to	receive	treatments.	These	patients	felt	that	costs	would	have	to	increase	by	$50	
to	$500	in	order	to	change	their	location	preference.	Patients	who	stated	that	their	preference	on	where	
to	 receive	 chemotherapy	would	not	have	 changed	cited	 reasons	 such	as	“convenience”	and	 the	 small	
likelihood	that	their	out-of-pocket	expenses	would	increase,	given	they	had	reached	their	maximum	out-
of-pocket	limit.

For	 the	 60%	 of	 patients	 who	 had	 a	 favorable	 response	 to	 receiving	 information	 on	 the	 costs	 of	
chemotherapy	by	 treatment	 location,	 64%	 stated	 they	 favored	 verbal	 communication	 from	a	 clinician,	
while	the	remaining	36%	equally	supported	the	sole	use	of	pamphlets	and	website	information.

Website

Pamphlet

Verbally from clinician

18%

64%
18%

Figure 1-4: Patients’ Preferred Mechanism of Receiving Cost of Chemotherapy Information (n=12)
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discussion/conclusion

Previous	studies	indicated	that	the	cost	of	administering	chemotherapy	in	a	hospital	setting	can	be	one-third	
more	costly	than	when	chemotherapy	is	administered	in	a	community	setting.9 As such, this study sought 
to	evaluate	if	it	was	possible	to	inform	patients	on	these	cost	differences	and	if	such	information	would	
actually	change	the	patient’s	 treatment	setting	preference.	To	 investigate	 this	 feasibility,	2	perspectives	
were	evaluated:	

•	 Would	the	timing	and	sequencing	of	visits	leading	up	to	cancer	diagnosis	and	subsequent	
chemotherapy	administration	allow	for	such	information	to	be	shared?

•	 If	 sharing	 information	 is	 possible,	 would	 patients	 themselves	 be	 open	 to	 receiving	 this	
information?

Our	 analysis	 indicated	 that	 70%	 of	 patients	 were	 represented	 by	 10	 referral	 patterns,	 with	 the	 vast	
majority	of	patients	initiating	care	through	a	primary	care	physician.	Overall,	the	timing	and	sequencing	
of	 these	 visits	 indicate	 that	 there	 is	 ample	opportunity	 to	 inform	patients	 regarding	 the	differences	 in	
chemotherapy	costs	by	the	site	of	care.	However,	we	also	found	that	the	most	effective	way	to	 inform	
and	influence	patients	may	be	through	the	primary	care	physician.	It	 is	the	primary	care	physician—not	
the	 patients—who	 generally	 drives	 the	 choice	 of	 the	 oncologist.	 Overall,	 75%	 of	 patients	 received	 1	
referral	option	for	a	medical	oncologist,	with	only	10%	of	patients	doing	any	research	prior	to	selecting	
their	medical	oncologist.	Although	60%	of	patients	stated	they	would	be	 interested	 in	 information	on	
the	cost	of	 chemotherapy	and	 that	 this	 information	may	change	 their	preference	 for	where	 to	 receive	
their	 treatments,	 82%	of	 patients	 preferred	 for	 this	 information	 to	 come	 from	 the	physician	or	 nurse,	
either	 verbally	 (64%)	 or	 via	 pamphlets	 (18%).	 These	 findings	 underscore	 the	 trust	 that	 patients	 have	
with	their	primary	care	physician	and	identify	primary	care	practitioners	as	an	essential	component	in	any	
information	disseminated	on	patient	care.		
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Patients	facing	a	new	cancer	diagnosis	are	confronted	with	multiple	physical,	mental,	educational,	and	
psychological challenges.11	 There	 are	many	 factors	 that	may	 influence	 a	patient’s	 choice	of	oncologist,	
such	as	accessibility,	distance	to	the	office,	wait	times,	other	patient	experiences,	and	cost.	

Accordingly,	 community	 practice	 oncologists	 have	 a	 great	 opportunity	 to	 partner	 with	 primary	 care	
physicians	and	healthcare	care	plans	to	adequately	inform	patients	about	the	costs	of	chemotherapy	and	
other	aspects	of	care.	One	patient	stated:

“When you are diagnosed with cancer, you are in a state of shock and 
denial; so much is going through your mind, you are not really looking 
at the numbers. It is only when you get the bill later on, when you have 
to make the payments, [that] you wish you had been more informed.” 

It	is	these	patients	who	are	required	to	pay	out-of-pocket	expenses	for	a	percentage	of	their	care	who	are	
likely	to	benefit	the	most	from	having	cost	information.	

Although	the	implications	for	the	patient	have	been	our	primary	focus,	there	is	a	cost-savings	component	
that	could	be	realized	by	healthcare	plans	as	well.	Treatment	patterns	show	that	younger	cancer	patients	
and	those	with	Medicaid	were	more	likely	to	visit	hospital	clinics.12,13	If	these	populations	disproportionately	
utilize	the	hospital	practice	for	oncology	care,	healthcare	plans	that	cover	these	patients	may	be	incurring	
additional	costs	without	any	incremental	benefit	in	outcomes.		

If	 community	practices	decide	 to	partner	with	healthcare	plans	and	primary	care	physicians,	additional	
information	 beyond	 the	 costs	 of	 care	 will	 need	 to	 be	 included.	 It	 will	 be	 imperative	 to	 demonstrate	
equal	or	better	outcomes	of	care	in	community	practices	compared	to	the	hospital	setting.	Ensuring	that	
patients	understand	that	their	quality	of	care	and	access	to	specific	types	of	treatment	will	not	vary	by	site	
will	be	critical	in	any	communication.	Patient	needs,	both	cost	and	quality,	are	at	the	center	of	oncology	
care.	With	the	rise	of	patient-centered	healthcare	and	the	push	for	medical	cost	control,	the	findings	of	
this	analysis	 indicate	 that	patient	oncology	 site	of	 care	decisions	may	be	 impacted	 in	 the	primary	care	
setting.	Providing	this	information	to	patients	at	the	time	it	is	needed	most—in	a	comfortable	setting	and	
by	a	trusted	practitioner—is	likely	to	be	the	most	impactful.	Therefore,	close	alliances	between	primary	
care	and	community	oncology	practitioners	will	be	critical	to	the	dissemination	of	this	information.
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