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Abstract
Purpose: As one solution to reducing costs and medical bank-
ruptcies, experts have suggested that patients and physicians
should discuss the cost of care up front. Whether these discus-
sions are possible in an oncology setting and what their effects
on the doctor-patient relationship are is not known.

Methods: We used the National Comprehensive Cancer
Network (NCCN) Guidelines and the eviti Advisor platform
to show patients with metastatic breast, lung, or colorectal
cancer the costs associated with their chemotherapy and/
or targeted therapy options during an oncology consulta-
tion. We measured provider attitudes and assessed patient
satisfaction when consultations included discussion of
costs.

Results: We approached 107 patients; 96 (90%) enrolled onto the
study, three (3%) asked if they could be interviewed at a later date, and
eight (7%) did not want to participate. Only five of 18 oncologists (28%)
felt comfortable discussing costs, and only one of 18 (6%) regularly
asked patients about financial difficulties. The majority of patients (80%)
wanted cost information, and 84% reported that these conversations
wouldbeevenmore important if their co-payswere to increase. In total,
72% of patients responded that no health care professional has ever
discussed costs with them. The majority of patients (80%) had no
negative feelings about hearing cost information.

Conclusion: In an era of rising co-pays, patients with cancer want
cost-of-treatment discussions, and these conversations do not lead to
negative feelings in the majority of patients. Additional training to pre-
pare clinicians for how to discuss costs with their patients is needed.

Introduction
As a result of the significant treatment advances in the last
decade, the number of cancer survivors in the United States will
increase from 13.8 million in 2010 to 18.1 million in 2020.1

Unfortunately, with great progress also comes increased costs,
and cancer care expenditure is soaring, with costs expected to
increase from $125 billion in 2010 to at least $173 billion in
2020.1 With drug prices now commonly exceeding $5,000 to
10,000 a month2,3 and expensive end-of-life care becoming
more intensive,4 the current system is unsustainable.5 Medical
bankruptcies are increasing; patients with cancer are twice as
likely to file for bankruptcy as people without cancer, and
younger patients appear particularly vulnerable to “financial
toxicities.”6 The current marketplace and the Affordable Care
Act have led to an increase in high-deductible health plans,
which may exacerbate the significant financial hardships expe-
rienced by patients with expensive chronic conditions such as
cancer.7

We know that most physicians recognize their obligations to
help control costs.8 Most doctors, however, feel ill prepared to
discuss costs with their patients because they either do not know
the costs or do not have the training.9 The primary objective of
this study was to learn if it was possible for patients and oncol-
ogists to discuss treatment costs in real time and to determine
whether these discussions upset patients.

Methods
We approached 107 patients with previously treated metastatic
breast, lung, or colorectal cancer who were either on active

treatment or surveillance about participating in the study be-
tween February 2013 and October 2013. Each week, we iden-
tified patients by contacting participating providers to provide a
list of eligible patients attending their clinic. All the physicians
who contributed were faculty members at Johns Hopkins spe-
cializing in the treatment of these malignancies. If patients were
to receive news of disease progression during their consultation
or if their doctor felt they were too unwell, then we did not
approach them at that time, but many of these patients were
invited to participate at a later date. At the time of registration,
every patient received information about the study and signed a
consent form in the presence of a member of the study team.
Patients completed a baseline questionnaire evaluating their
need for cost of treatment information before their consulta-
tion. At the end of the clinical encounter, all participating pro-
viders were asked to discuss with their patients whether they
had any financial difficulties with their treatments to date. Phy-
sicians did not receive formal training but were provided with a
prescripted text to help them introduce cost discussions and
were aware that patients had been approached to participate
before their appointment. Chemotherapy and targeted therapy
costs for evidence-based National Comprehensive Cancer Net-
work (NCCN) metastatic regimens for breast, lung, or colorec-
tal cancer were provided to the patient by their oncologist
during the consultation using the Web-based eviti Advisor on-
cology decision-support platform (Figure 1). The eviti system
shows the outcomes and cost per cycle of the evidence-based
regimens appropriate for the cancer type, pathology, biomark-
ers, treatment intent (curative/noncurative), and line of treat-
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ment. The cost shown includes both treatment and supportive
care drugs. For purposes of benchmarking and comparison,
cost is based on the average sales price �6 (for infused chemo-
therapy agents, community-based oncologists are paid at the
average sale price plus a 6% mark up under Medicare Part B).
Both doctors and patients could see and discuss the costs of care.
It was explained to patients that the costs shown were not their
personal responsibility but rather the cost of drugs to the health
care system and that the costs did not take into account other
considerations such as facility fees, co-pays for ancillary drugs
(eg, ondansetron), their deductible status, or other out-of-
pocket costs.

The primary objective was to assess the satisfaction ratings
among prescribers and patient’s when the cost of chemotherapy
was introduced into the doctor-patient relationship. We mea-
sured satisfaction using questions adapted from the Satisfaction
with Decision Scale.10 We measured needs for cost information
during the consultation using questions adapted from a needs
assessment questionnaire for patients with cancer.11 Items most
relevant to communication and involvement in decision mak-
ing and endorsed as important by more than 20% of the pa-
tients in the original study were included.12 We asked subjects
to rate communication about costs during the consultation us-
ing questions adapted from a validated questionnaire on com-

munication in serious illness.13 Subjects ranked their level of
need for cost information during the consultation using ques-
tions adapted from a goals questionnaire for patients with seri-
ous illness.14 A protocol amendment adding an additional
question to evaluate whether rising copays or deductibles would
affect a patient’s need for cost information was included after 32
patients had enrolled.

Statistics
We originally planned to enroll 150 patients with metastatic
cancer (50 breast, 50 lung, and 50 colorectal cancers) and to
summarize our results via descriptive statistics. The introduc-
tion of a new electronic medical record to our institution sub-
stantially decreased patient flow and accrual, so we examined
the data with the first 96 patients. The results indicated that
with the accrual of 50 more patients no substantial differences
would have been observed. With 96 patients, precision (half-
width of a 95% CI) of proportions is 10% instead of 8% with
150 patients.

Results
Before interviewing patients, we questioned 18 oncology spe-
cialists about how often they discuss cost of treatments with

Figure 1. Sample screenshot of first-line treatment options and the costs per chemotherapy cycle for stage IV non–small-cell lung cancer as
generated by the eviti Advisor system. The costs include both treatment and supportive care drugs and represent what the patient and/or insurer would
be billed for the treatment.
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their patients (Figure 2). No physician said they always dis-
cussed costs with patients, and only one (6%) admitted to fre-
quently asking patients. Ten physicians (55%), said they
discuss costs a little, and three (17%) reported they sometimes
discuss costs. Significantly, four oncologists (22%) reported
that they never ask patients about costs of treatment. Only five
physicians (28%) felt comfortable discussing costs with pa-
tients.

We approached 107 patients about participating in the
study, and 96 (90%) gave written consent. Only eight (7%) did
not want to participate, and three (3%) asked if they could
complete the questionnaire during their next clinic appoint-
ment because of personal time constraints. Patient characteris-
tics are described in Table 1. Over 80% (78 of 96) of
respondents reported that it is “quite important” or “extremely
important” for them to know what they will be personally re-
sponsible for paying (Figure 2). A similar percentage of patients
(81.2%) reported that they felt no negative feelings or conflicts
(graded 1-2 on 10-point Likert scale) when they discussed cost
of treatments with their oncologist, saying financial discussions
were a “normal part of life” (Figure 2). Surprisingly 72% of

patients reported that no health care professional had ever dis-
cussed costs with them for any medical problem. When asked
“If in the future you have to pay more of a co-pay or a deductible
than you do now, how important would it be for you to know
upfront how much you would be responsible for paying?” the
majority (54 of 64; 84%) of patients felt that they would like
upfront cost discussions about the implications such increases
would have on their out-of-pocket expenses (Figure 2). Of note,
15 of 18 oncologists (83%) stated that the NCCN clinical
practice guidelines should include costs.

Discussion
In this study, we provided actual cost of drug per cycle infor-
mation using the eviti Advisor system to oncology patients and
their doctors. We have demonstrated that patients do want to
know the costs of their treatment, and that these costs are not
being routinely discussed in academic medicine. In addition,
we show that there are minimal conflicts and no harm to the
doctor-patient relationship when costs are introduced. Our re-
sults show that patients want to discuss costs now and even
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Figure 2. The frequency, importance, and impact of cost of care discussions between physicians and patients, as indicated by responses to (A) How
frequently do you discuss costs of treatment with patients? (B) Level of conflict when discussing costs with providers. (C) Importance of understanding
what patient will be responsible for paying. (D) Importance of advance notices for increases in copayment.
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more so if they are asked to bear more of the cost responsibility
in the form of higher co-pays or deductibles.

Access to high-quality cancer care for all Americans is the
goal of recent legislation. Unfortunately patients with cancer
who cannot pay for their treatment have worse outcomes for the
same diseases.15,16 Additional research addressing insurance-
and cost-related barriers to cancer care is a critical component of
efforts to ensure that all patients benefit from the progress
achieved in recent years. We do know that medical bankruptcy
rates are increasing and younger patients seem particularly at
risk from cancer-related financial toxicity.6 A greater emphasis
on the shared decision-making process involving upfront cost
discussions with an emphasis on personal cost responsibility
combined with evidence-based outcomes should empower pa-
tients to make better educated choices and may ultimately help
bend the cost curve downward.

Our study has several weaknesses, including the small sam-
ple size and the fact that it is a single-institution study. Because
it was not possible for this study to generate the final out-of-
pocket expenses for patients, we concentrated on the larger
simple question: can we even discuss costs of drugs with patients
in the clinic? We did not have resources to audio-tape clinical
encounters, and although each provider was educated via a

standardized script as to how to introduce costs, we cannot
comment on what physicians told their patients about chemo-
therapy expenses. Professional interviewers were not used. We
did not assess patient comprehension. Our questionnaires may
have had some ceiling effects.

There are, however, some strengths to the study as well.
We concentrated on simple yet important questions: can we
discuss treatment costs in the clinic, and will the discussion
disrupt the patient-physician relationship? Our broad inclu-
sion criteria, together with a variety of educational, racial,
and economic backgrounds as well as differing insurance
coverage, suggest that these data represent a real-world on-
cology clinic and the interactions that take place on a daily
basis in a large academic cancer center. Five health care
professionals conducted all the patient-doctor surveys using
a standard questionnaire and met on a weekly basis in an
effort to ensure consistency across the study team. Our re-
sults are straightforward and understandable.

Oncologists are increasingly aware of escalating treatment
costs,5 most notably for targeted and immunotherapeutic
agents, and are now tasked with discussing them with pa-
tients.17 Significant difficulties that will need to be addressed
are that cost information is not routinely available, patient out-
of-pocket expenses vary considerably, doctors feel poorly
trained to discuss costs with patients, and these discussions take
time. To ensure the delivery of high-quality cancer care, pa-
tients and their families must be knowledgeable about their
illnesses and prognoses, so they can make informed decisions
about their care.18,19 Increasingly, this will include costs. Pa-
tients often believe they can be cured when cure is not possi-
ble,20 but the evidence shows that patients with advanced
cancer and their families prefer to receive accurate and truthful
information about their illnesses.21

The Affordable Care Act and the individual mandate have
made the cost of health care front and center news in the United
States. A national conversation, guided by the best information
and decision aids22 including costs embedded in the ASCO,
NCCN, and other guidelines, aimed at explicit understanding
of choices, tradeoffs, and expectations is needed. The ASCO
Value in Cancer Care Task Force is currently in the process of
developing an algorithm to determine the relative value of can-
cer drugs. The first therapies being evaluated include those for
advanced non–small-cell lung cancer, prostate cancer, and mul-
tiple myeloma. This much-needed approach will define the
clinical benefit as defined by overall or progression-free survival
in addition to quality of life improvement, toxicity profile, and
costs associated with drug administration. Now more than ever
before, patients should be empowered to ask their physicians
about their therapeutic options and to understand the personal
financial implications of the recommended treatments.
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Table 1. Characteristics of Patients Enrolled (N � 96)

Characteristic No. (%)

Sex

Female 62 (64.6)

Male 34 (35.4)

Median age, years (range) 59 (33-83)

Tumor type

Colorectal 22 (22.9)

Lung 37 (38.5)

Breast 37 (38.5)

Race/ethnicity

Black 17 (17.7)

White 67 (69.8)

Latino 3 (3.1)

Asian 8 (8.3)

Native American 1 (1.0)

Annual household income, $

� 30,000 12 (12.5)

30,000-60,000 14 (14.6)

60,000-100,000 16 (16.7)

100,000-150,000 9 (9.4)

150,000-200,000 15 (15.6)

� 200,000 9 (9.4)

Did not wish to disclose 21 (21.8)

Insurance type

Medicare 7 (7.3)

Medicare with supplemental 25 (26.0)

Medicaid 5 (5.2)

Private 55 (57.3)

Managed care 4 (4.2)
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