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W ith the exception of skin cancer, lung cancer is the most 
common malignancy and is the leading cause of cancer-
related mortality worldwide.1 An estimated 222,520 

Americans were diagnosed with lung cancer in 2010, while an estimated 
157,300 died of the disease.2,3 There are 2 major subtypes of lung can-
cer: non–small cell lung cancer (NSCLC) and small cell lung cancer 
(SCLC). The majority (85%-90%) of lung cancers fall into the NSCLC 
subtype; a smaller percentage (10%-15%) are classified as SCLC or oth-
er cell types (up to 5%).2 For NSCLC, the 5-year survival rate is 46.9%, 
26.1%, 8.4%, and 1.6% for stages I, II, III, and IV, respectively.4

National treatment guidelines (NTGs) provide evidence-based recom-
mendations for treatment, and are available from a number of organizations, 
including the National Comprehensive Cancer Network,5 the American 
Society of Clinical Oncology,6,7 and McKesson Specialty Health.8

Treatment for NSCLC has evolved over the past 20 years to include 
chemotherapy, surgery, and radiation therapy. Chemotherapy plays an 
important role in both early and advanced disease. The treatment for 
early-stage NSCLC has evolved to include multimodality therapy utiliz-
ing chemotherapy and/or radiation therapy in addition to surgery, if the 
tumor is operable, in an effort to improve survival. Advanced NSCLC is 
often managed with chemotherapy or chemoradiation, which has been 
shown to prolong survival.9 

 Doublet chemotherapy regimens, particularly platinum-containing 
regimens, have emerged as standard treatment and are recommended 
by NTGs for neoadjuvant, adjuvant, initial, or first-line metastatic 
treatment for NSCLC.5,7,8 Cisplatin-containing regimens are more 
commonly recommended in NTGs in the adjuvant setting than 
carboplatin-containing or other chemotherapy combinations.5,7,8 A 
meta-analysis demonstrated that, compared with surgery alone, cis-
platin-based regimens are superior to non–cisplatin-containing regi-
mens, based on a 13% reduction in the risk of death and a 5% absolute 
improvement in 5-year survival for patients receiving cisplatin-based 
regimens and a 15% increase in the risk of death for patients receiving 
non–cisplatin-containing regimens.10,11 However, no specific platinum-
based cytotoxic combination is clearly superior.5 

Use of chemotherapy varies 
greatly across the United States.12 
Many different regimens are avail-
able, with varying efficacy, side ef-
fect profiles, and costs.13
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Objectives: To evaluate chemotherapy regimen  
utilization in patients with non–small cell lung 
cancer (NSCLC) treated in US community 
oncology practices, to examine the relationship 
between evidence-based guideline adherence 
and the follow-up monitoring period (FUMP) over 
1.5 years, and to understand the relative costs of 
commonly administered chemotherapy regimens.

Study Design: Retrospective data analysis. 

Methods: Using a large US medical oncology 
clinical database derived from a proprietary web-
based drug dispensing technology, we identified 
adult patients with NSCLC who started adjuvant 
therapy for early-stage disease or first-line 
therapy for advanced and metastatic disease from 
July 1, 2009, through June 30, 2010. Adjuvant or 
first-line regimen utilization and the FUMP within 
1.5 years were analyzed with respect to national 
evidence-based guideline adherence. Costs for 
commonly administered regimens based on 2010 
Medicare reimbursement were compared.

Results: A total of 3505 patient treatment 
regimens were included in this study. Rates of 
guideline adherence were 75.0% and 61.3% for 
the first-line and the adjuvant treatment groups, 
respectively (P <.0001). Treatment with guideline-
based regimens correlated with a significantly 
longer FUMP in the first-line treatment group 
compared with non–guideline-based regimens  
(P = .005). Regimen costs for the top 11 regimens 
in the adjuvant and first-line treatment settings 
varied greatly. Low-cost regimens were pre-
scribed more commonly. 

Conclusions: Rates of guideline adherence were 
significantly higher in the first-line than in the 
adjuvant NSCLC treatment group. First-line treat-
ment with guideline-based regimens correlated 
with an extended FUMP for advanced NSCLC 
patients. 
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There is increasing interest in better understanding the 
value obtained from specific cancer treatments. Value can be 
determined by examining quality (using physician adherence 
to evidence-based NTGs as a surrogate), treatment outcome 
(eg, survival), and cost of different cancer treatment options.14 
Previous studies have demonstrated significant variability in 
adherence to guideline-driven care in oncology.15 When at-
tempting to define the benefits of clinical practice guidelines, 
evidence for improvement in 1 of the 3 major outcomes is 
used as a primary determinant for the recommendations: (1) 
survival, (2) qualify of life, and 3) cost-effectiveness.16 The 
purpose of this retrospective study was to compare adjuvant 
and first-line NSCLC treatments prescribed by US commu-
nity oncologists with the NTGs for this condition. Treatment 
regimen cost and the follow-up monitoring period (FUMP) 
as a surrogate for survival were examined too. Quality-of-life 
measurements, which have been shown to benefit little from 
chemotherapy in this population, were beyond the scope of 
this study.17,18 

METHODS
Data Sources and Patient Population

Data were collected from Lynx Mobile, McKesson Spe-
cialty Health’s web-based drug inventory management tech-
nology. The Lynx Mobile data warehouse contains data from 
oncology patients treated in more than 750 US community 
oncology practice sites since 2001. The data warehouse con-
tains patient clinical and demographic data as well as drug 
transactional data.

Eligible study patients were 18 to 80 years old with a di-
agnosis of NSCLC (utilizing International Classification of 
Diseases, Ninth Revision, Clinical Modification billing codes of 
162.0-162.9 and NSCLC as a clinical diagnosis supplied by 
the clinician in the Lynx Mobile system) and with treatment 
for NSCLC started between July 1, 2009, and June 30, 2010. 
Patients were included if they started neoadjuvant/adjuvant 
treatment (defined as the adjuvant treatment group) for stage 
I-IIIa disease, or if they started first-line treatment including 

initial treatment of locally advanced 
disease and first-line metastatic treat-
ment (defined as the first-line treat-
ment group) for stage IIIb-IV disease. 
Patient data, including diagnosis, tumor 
stage, height, weight, and drug-related 
transactional data (doses and days of 
administration), were collected. Addi-
tional inferred information was added 
to the data set by a team of clinicians 
at McKesson, including the patients’ 

treatment regimen (utilizing a regimen library matched to 
drug dose and dosing patterns) and treatment line of therapy 
(LOT) (eg, neoadjuvant, adjuvant, initial/induction, first-
line metastatic) using LOT rules and staging information. 

Treatment was analyzed based on treatment intent. Pa-
tients were excluded from the study if their sex was unknown 
or if they received only 1 cycle of chemotherapy. Patients were 
excluded from the FUMP analysis if the FUMP was shorter 
than 21 days. If patients were given more than 1 regimen for 
the same treatment (eg, 2 regimens given in the adjuvant set-
ting), only the first regimen was eligible for data analysis. 

Treatment regimen cost information was derived from 
Onmark Regimen Profiler, a web-based tool developed by 
McKesson Specialty Health that evaluates, on a pro forma 
basis, regimen-associated costs for different payers includ-
ing Medicare. Regimen costs were based on the first quarter 
2010 Medicare Drug Fee Schedule and the 2010 National 
Average Procedure Fee Schedule. The regimen cost was the 
Medicare-allowable cost for a regimen in this study. Only ad-
juvant and first-line regimens were analyzed. First-line regi-
men costs assumed 4 cycles of therapy. Typical Evaluation & 
Management, administration procedures (such as injection 
method and infusion time), and basic lab tests were included.  
Dose calculations were based on an average patient body sur-
face area of 1.7 m2 and weight of 70 kg. Pegfilgrastim (6-mg 
injection) and an antiemetic regimen (palonosetron 0.25 mg 
[intravenous infusion] and dexamethasone 20 mg) were in-
cluded in the costs for all regimens associated with a high risk 
of febrile neutropenia or a high to moderate risk of emesis, 
respectively. 

Rules to Define Regimen Category, Line of  
Therapy, Guideline Adherence, and  
Follow-up Monitoring Period

Regimen Category. Regimens containing either carbopla-
tin or cisplatin were categorized as carboplatin- or cisplatin-
containing regimens, respectively. 

Line of Therapy. Adjuvant patients were new to the prac-
tice, had stage I-IIIA disease, received therapy consistent 

Take-Away Points
Retrospective analysis of a large US medical oncology clinical database indicated that 
rates of guideline adherence for community oncology practices in adjuvant and first-line 
treatment of non–small cell lung cancer (NSCLC) were 61.3% and 75.0% (P <.0001), 
respectively. 

n	 First-line treatment with guideline-adherent regimens correlated with a longer follow-
up monitoring period in advanced NSCLC. 

n	 Regimen standardization would increase rates of guideline adherence and lower treat-
ment costs.

n	 Onmark Regimen Profiler is a financial tool to help clinicians to compare costs of treat-
ments at the regimen level.



VOL. 19, NO. 3	 n  THE AMERICAN JOURNAL OF MANAGED CARE  n	 187

Rates of Guideline Adherence

A total of 661 patients received adjuvant treatment. Of 
this group, 24.5% (n = 162) had valid staging information 
in the database. The proportions of patients with stage IIIA, 
II, and I disease were 46.9%, 31.5%, and 21.6%, respectively. 
More than 80% (n = 2844) of the patients in the sample 
received first-line treatment for advanced/metastatic dis-
ease. Among the patients in the first-line treatment group, 
37.1% (n = 1056) had valid staging information. Two cases 
in the adjuvant group and 3 in the first-line group had invalid 
staging information and were eliminated from valid staging 
analysis. Table 1 shows the demographic characteristics of 
the patients. 

Rates of Guideline Adherence
In this study, about 70% of patients had their body surface 

area, body weight, and height data recorded. When these data 
were absent, assumptions about drug dose and regimen selec-
tion were based on default values. 

National treatment guidelines recommended 22 possible 
regimens for adjuvant treatment and 72 possible regimens for 
first-line treatment of advanced/metastatic NSCLC.5,8 Pa-
tients in the adjuvant and first-line treatment groups received 
41 and 126 different regimens, respectively. In the adjuvant 
group, 13 regimens given to 405 patients (61.3%) were guide-
line adherent (Figure). In the first-line treatment group, 46 
regimens given to 2133 patients (75%) were guideline adher-
ent (Figure). The rate of guideline adherence in the first-line 
treatment group was significantly higher than that in the ad-
juvant group (P <.0001 by the c2 test).

Impact of Guideline Adherence on  
Follow-up Monitoring Period

In the first-line treatment group, 23 and 35 cases in the 
guideline-adherent and nonadherent groups were removed 
from the FUMP analysis because their FUMP was fewer than 
21 days. The mean (SE) FUMPs in the guideline-adherent 
and non–guideline-adherent treatment groups were 276.1 

with neoadjuvant or adjuvant treatment, and did not receive 
chemotherapy again within 90 days. First-line patients were 
either new to the practice, had stage IIIB or IV disease, had 
no previous chemotherapy, and received a regimen consistent 
with initial or first-line treatment, or were patients who had 
been previously treated with an adjuvant regimen and then 
received new therapy with a gap of >90 days.

Current staging, when available, was one of the factors 
used to determine appropriate LOT.

Maintenance treatment and second-line or higher meta-
static treatment were not included in this study.

Guideline Adherence. Guideline adherence refers to regi-
mens referenced in evidence-based NTG sources during the 
time of the study.5,8

Follow-up Monitoring Period. The FUMP was examined 
for the first-line patients only and was measured from the first 
date of first-line treatment to last clinical contact recorded in 
our database by the end of 1.5 years of monitoring. These data 
were accessed on January 13, 2012.

Statistical Analysis 
The rates of guideline adherence for adjuvant and first-

line treatments, the percentages of carboplatin- and cispla-
tin-containing regimens, and the regimen drug counts were 
evaluated statistically by c2 test without correction.19 The 
FUMP was evaluated by 1-way analysis of variance (ANO-
VA) test with MedCalc software.20 A 2-tailed P value of <.05 
was considered significant.

RESULTS 
Patient and Practice Demographics

Between July 1, 2009, and June 30, 2010, a total of 3505 
NSCLC patient regimens met the inclusion criteria. Median 
patient age was 68 years (SD 8.7 years). These patients were 
treated by 336 community oncology practices across 41 states 
in the United States. 

n Table 1. Patient Characteristics

Line of Therapy 

Characteristic Adjuvant  (n = 661) First Line (n = 2844) Total (n = 3505)

Sex, n

    Male 366 1492 1858

    Female 295 1352 1647

Age, y

    Range 40-80 26-80 26-80

    Median ± SD 69 ± 8.1 67 ± 8.8 68 ± 8.7

SD indicates standard deviation.
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(3.9) days and 253.5 (7.0) days, respectively; P = .005 (F-ratio 
7.922 by the ANOVA test). In addition, the FUMP rates at 
the 6th, 12th, and 18th month improved from 54.7%, 30.2%, 
and 14.8% to 59.4%, 34.0%, and 16.8%, respectively. 

Regimen Administration 
Common Regimens Administered and Their Costs. Regi-

mens containing carboplatin and paclitaxel were the most 
common regimens administered in the adjuvant and first-line 
treatment groups. The top 5 regimens utilized were given to 
68.8% and 36.5% of patients in adjuvant and first-line groups, 
respectively, while the top 11 regimens were given to 84.7% 
(n = 560) and 61.1% (n = 1737) of patients in adjuvant and 
first-line treatment groups, respectively (Table 2). Of the top 
11 regimens in the adjuvant and first-line treatment groups, 6 
and 10, respectively, were guideline recommended.

Treatment regimen costs based on Medicare national reim-
bursement rates for the top 11 regimens in the adjuvant and 
first-line settings varied considerably (Table 2). A standard 
course of therapy in the adjuvant setting ranged from $2716 
for carboplatin (AUC5) D1–etoposide (100 mg/m2) D1-3 
every 28 days to $16,729 for carboplatin (AUC5) D1–gem-
citabine (1200 mg/m2) D1,8 every 21 days (Table 2). Regimen 
costs in the first-line treatment setting ranged from $3395 for 
carboplatin (AUC6) D1–paclitaxel (200 mg/m2) D1 every 
21 days to $46,228 for carboplatin (AUC6) D1–pemetrexed 
(500 mg/m2) D1–bevacizumab (15 mg/kg) D1 every 21 days 
based on 4 cycles of therapy (Table 2). The median treat-
ment costs within the top 11 regimens utilized were $4666 
and $16,729 for the adjuvant and first-line treatment groups, 

respectively. The high cost of treatment in the first-line group 
was caused by several expensive drugs (eg, pemetrexed, beva-
cizumab, docetaxel, gemcitabine). A total of 425 (75.9%) and 
895 (51.5%) patients in the adjuvant and first-line treatment 
groups, respectively, received regimens with median treat-
ment costs equal to or lower than those of the top 11 regimens 
utilized. These data showed that community oncologists pre-
scribed lower-cost regimens for most of their patients. 

Regimen Drug Count. The number of antitumor drugs 
in a regimen was evaluated. The percentages of patients re-
ceiving a 2-drug regimen in the adjuvant and first-line treat-
ment groups were 98.5% and 67.7%, respectively, which were 
significantly higher than the percentages of patients who re-
ceived regimens containing 1, 3, or more drugs (P <.0001 by 
the c2 test; Table 3). 

Cisplatin-Containing Versus Carboplatin-Containing 
Regimens. In the adjuvant treatment group, 72.9% (n = 
482) and 26.2% (n = 173) of patients received carboplatin-
containing and cisplatin-containing regimens, respec-
tively. In the first-line treatment group 65.2% (n = 1853) 
received carboplatin-containing regimens and 17.8% (n = 
505) received cisplatin-containing regimens. Carboplatin-
containing regimens were administered significantly more 
often than cisplatin-containing regimens in both groups 
(P <.0001 by the c2 test). The rate of utilization of carbo-
platin-containing versus cisplatin-containing regimens was 
similar between the guideline-adherent and non–guideline-
adherent groups. 

Regimen Drug Combination. The adjuvant treatment 
group received 19 drug combinations, and the first-line treat-

n  Figure.  The Guideline-Adherent Rate in the First-Line Treatment Group Was Significantly Higher Than in the 
Adjuvant Treatment Group
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ment group received 71 drug combinations. The top 5 drug 
combinations utilized in the adjuvant group were given to 
87.1% of patients, and the top 5 drug combinations utilized 
in the first-line treatment group were given to only 50.1% of 
patients. The most common drug combination utilized was 
carboplatin-paclitaxel in both adjuvant and first-line treat-
ment (Table 4).

DISCUSSION 
National treatment guidelines provide evidence-based 

treatment recommendations for specific diseases. Adherence 
to NTGs is a key step in improving the quality of care and 
outcomes for cancer patients. It has been reported that adher-
ence rates for chemotherapy guidelines can reach 60% to 80% 

n Table 2. Most Utilized Regimens and Their Costsa  

 
 
Line of Therapy and Regimen

 
Patients,  

n (%)

 
Medicare  

Cost

Cycles in  
Treatment  
Course, n

Adjuvant

Carboplatin(AUC2)D1–paclitaxel(45 mg/m2)D1 RT q7d 154 (23.3) $4666 7

Carboplatin(AUC6)D1–paclitaxel(200 mg/m2)D1 q21d 113 (17.1) $3395 4

Carboplatin(AUC5)D1–etoposide(100 mg/m2)D1-3 q28db 86 (13.0) $2716 3

Carboplatin(AUC2)D1,8,15–paclitaxel(75 mg/m2)D1,8,15 q28db 66 (10.0) $5445 3

Cisplatin(50 mg/m2)D1,8–etoposide(50 mg/m2)D1-5 RT q28d 36 (5.4) $3291 2

Cisplatin(100 mg/m2)D1–etoposide(100 mg/m2)D1-3 q28d 20 (3.0) $2847 3

Cisplatin(50 mg/m2)D1,8–vinorelbine(25 mg/m2)D1,8,15,22 q28d 20 (3.0) $4870 3

Cisplatin(80)D1–gemcitabine(1000 mg/m2)D1,8 q21d 19 (2.9) $14,580 4

Cisplatin(75 mg/m2)D1–etoposide(100 mg/m2)D1-3 q21db 16 (2.4) $3763 4

Carboplatin(AUC5)D1–gemcitabine(1200 mg/m2)D1,8 q21db 15 (2.3) $16,729 4

Carboplatin(AUC6)D1–docetaxel(75 mg/m2)D1 q21db 15 (2.3) $12,367 4

Other on-guideline regimens (n = 7) 43 (6.9) NA NA

Other off-guideline regimensb (n = 23) 58 (8.8) NA NA

Total 661 (100.0)

First line

Carboplatin(AUC2)D1,8,15–paclitaxel(75 mg/m2)D1,8,15 q28db 265 (9.3) $7260 4

Carboplatin(AUC5)D1–pemetrexed(500 mg/m2)D1 q21d 245 (8.6) $20,638 4

Carboplatin(AUC6)D1–paclitaxel(200 mg/m2)D1 q21d 208 (7.3) $3395 4

Carboplatin(300 mg/m2)D1–etoposide(100 mg/m2)D1-3 q28d 173 (6.1) $3621 4

Pemetrexed(500 mg/m2)D1 q21d 147 (5.2) $20,115 4

Carboplatin(AUC5)D1–gemcitabine(1200 mg/m2)D1,8 q21d 145 (5.1) $16,729 4

Carboplatin(AUC6)D1–pemetrexed(500 mg/m2)D1–bevacizumab(15 mg/kg)D1 q21d 141 (5.0) $46,228 4

Cisplatin(75 mg/m2)D1–pemetrexed(500 mg/m2)D1 q21d 109 (3.8) $20,800 4

Cisplatin(100 mg/m2)D1–etoposide(100 mg/m2)D1-3 q28d 104 (3.7) $3796 4

Carboplatin(AUC6)D1–paclitaxel(200 mg/m2)D1–bevacizumab(15 mg/kg)D1 q21d 100 (3.5) $28,946 4

Carboplatin(AUC6)D1–paclitaxel(200 mg/m2)D1–bevacizumab(7.5 mg/kg)D1 q21d 100 (3.5) $17,455 4

Other on-guideline regimens (n = 36) 661 (23.2) NA NA

Other off-guideline regimensb (n = 79) 446 (15.7) NA NA

Total 2844 (100.0)

AUC indicates target area under the concentration versus time curve in milligrams/milliliter per minute; D, day; NA, not available; RT, radiotherapy. 
aNon–small cell lung cancer patients received guideline-adherent or non–guideline-adherent regimens as adjuvant or first-line treatment.  
bNon–guideline-adherent regimen.
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based on various diseases and treatment settings, whereas the 
general goal is 80% to 90%.21 Bergstrom et al22 investigated 
7444 breast cancer patients treated with chemotherapy in US 
community practices and reported chemotherapy guideline–
adherent rates of 85.4% and 69.4% in adjuvant and first-line 
treatment groups, respectively. Moreover, after investigat-
ing 3976 patients with breast cancer in Germany, Wockel 
et al14 reported that only 71.4% of chemotherapeutic treat-
ment was guideline adherent, although guideline-adherent 
chemotherapy improved the 5-year recurrence-free survival 
and overall survival. After investigating 2976 colon cancer 
patients treated with chemotherapy as adjuvant and first-line 
treatment in US community practices, Wang et al23 reported 
that chemotherapy guideline–adherent rates were 80.9% and 
76.6% in the adjuvant and first-line treatment groups, respec-
tively. Our study showed that prescribing guideline-adherent 
regimens was correlated with a significantly longer FUMP in 
the first-line treatment group even though our study’s rate of 
guideline adherence (75.0%) did not reach 80% in the first-
line treatment setting. 

Also, we found a large number of distinct regimens: 41 
and 126 different regimens were prescribed in the adjuvant 
and in the first-line treatment groups, respectively. Regimen 
standardization could help to reduce the variety of regimens 
prescribed and improve the rate of guideline adherence. Regi-
men standardization would encourage the practice of best 
evidence-based medicine, offer better toxicity management 
and fewer chemotherapy administration errors, and improve 
operational efficiency.21 Regimen standardization also would 
provide measurable and predictable outcomes. 

There is wide variation in the choice of chemotherapy 
regimens for NSCLC,11 but 2-drug regimens are commonly 
utilized in both the adjuvant/neoadjuvant and first-line treat-

ment settings.5,8,10,24 Our data showed that 98.5% and 67.7% 
of patients received doublet-based regimens for adjuvant and 
first-line treatment, respectively. This finding was consistent 
with guideline recommendations and other reports.25

 Additionally, cisplatin-based regimens have consistently 
shown better outcomes than carboplatin-based regimens in 
randomized controlled trials,7,11,24 and guidelines recommend 
cisplatin-based regimens over carboplatin-based regimens.5,7,8 
Literature has shown that cisplatin-based regimens were as-
sociated with more gastrointestinal and renal adverse effects, 
while carboplatin-containing regimens were associated with 
more severe thrombocytopenia. According to published re-
ports, cisplatin-containing regimens used in first-line treat-
ment produce higher response rates, inconsistent survival 
benefit, and more toxicity than carboplatin-containing regi-
mens.25 After reviewing various trials, Lilenbaum24 suggested 
that cisplatin-containing regimens were preferred when che-
motherapy is intended to be curative (ie, the adjuvant treat-
ment group in this study), whereas carboplatin-containing 
regimens were appropriate for the majority of patients with 
advanced disease, for whom quality of life is an important con-
sideration. However, our study found that in the community 
setting, carboplatin-containing regimens were administered 
significantly more often than cisplatin-containing regimens 
in both the adjuvant and first-line groups. 

Our analysis of the top 11 regimens utilized in this study 
suggests that US community oncologists might have consid-
ered treatment cost and prescribed regimens with low treat-
ment costs for the majority of patients in both the adjuvant 
and first-line groups. Neubauer et al26 reported that the total 
1-year treatment cost for NSCLC patients receiving on-guide-
line adjuvant or first-line treatment was significantly lower 
than the cost for off-guideline treatment.

As we move toward value-based care, it is important to 
consider the cost of care when the quality of care (balanc-
ing efficacy and toxicity) might be difficult to distinguish 
among regimens.25 In the advanced/metastatic disease set-
ting, toxicity and costs become important factors when 
selecting a specific therapy for patients. Considerably less 
effort has been focused on the cost of cancer care than on 
the development of treatment options. Although tools like 
Onmark Regimen Profiler are widely available to commu-
nity-based oncology clinics, they are often not tied to regi-
men utilization patterns to better understand how regimen 
choice and regimen cost together can drive value in cancer 
care. As can be seen in this study, the cost of guideline-
based therapy varies widely. 

If healthcare reform is going to succeed by improving qual-
ity while lowering cost, these twin components of value-dri
ven healthcare will need to be carefully examined. 

n Table 3. Drug Count in Administered Regimens

Line of Therapy and Regimen Drug Count Patients, n (%)

Adjuvant

    1 drug 9 (1.4)a

    2 drugs 651 (98.5)

    3 drugs 1 (0.2)a

Subtotal 661 (100.0)

First line

    1 drug 426 (15.0)a

    2 drugs 1926 (67.7)

    3 drugs 484 (17.0)a

    4 drugs 8 (0.3)a

Subtotal 2844 (100.0)
aP <.0001 compared with patients receiving a 2-drug regimen in the 
same treatment setting by the χ2 test.
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Limitations
There are several limitations to this study. As noted, this 

study was performed using drug-dispensing and patient diag-
nosis information. Radiation therapy data were not available 
in this database. Chemoradiation regimens were determined 
through business rules based on drug dose and schedule. With 
this methodology, an underestimate of radiation use was likely. 
Both the LOT and the specific regimen needed to be inferred 
in this study. However, in a separate pilot study of similar pa-
tients, LOT and treatment regimen that were inferred were 
matched to related data in clinical records provided by the 
clinicians with 90% to 95% accuracy (unpublished data). 

Patient performance status and comorbidity were not 
known for the study population. Therefore, patient character-
istics might not be balanced between the guideline-adherent 
and nonadherent treatment groups. 

In addition, because no direct survival data were available 
in our database, FUMP was examined as a surrogate for sur-
vival in this study. According to Surveillance, Epidemiology, 
and End Results and other data, median survival for stage IIIB 

and IV NSCLC patients is 13 months and 7 to 8 months, 
respectively.3,9,27 For the first-line treatment group, we moni-
tored each patient’s drug and other clinical activity through 
the Lynx Mobile system for at least 1.5 years and evaluated 
their FUMP for 1.5 years. Patients who had no activity for 90 
days may have died, but due to limitations of the data set we 
could not confirm this. Therefore we could only report on the 
1.5-year FUMP.

CONCLUSIONS
US community oncologists prescribed high rates of guide-

line-recommended regimens for first-line treatment more 
often than they did for adjuvant treatment for NSCLC pa-
tients. This study showed that the first-line treatment with 
guideline-adherent regimens may correlate with a significant-
ly longer FUMP compared with treatment with nonadherent 
regimens in patients with advanced NSCLC. Community on-
cologists prescribed lower-cost regimens more often. Based on 
our findings, there is still room for US community oncology 

n Table 4.Top Drug Combinations Utilized in Regimensa 

Line of Therapy and Rank Drug Combination Patients, n (%) Accumulated Patients,b %

Adjuvant

1 Carboplatin-paclitaxel 344 (52.0) 52.0

2 Carboplatin-etoposide 91 (13.8) 65.8

3 Cisplatin-etoposide 89 (13.5) 79.3

4 Cisplatin-vinorelbine 27 (4.1) 83.4

5 Carboplatin-docetaxel 25 (3.8) 87.1

6 Cisplatin-gemcitabine 20 (3.0) 90.2

7 Cisplatin-docetaxel 20 (3.0) 93.2

8 Carboplatin-gemcitabine 16 (2.4) 95.6

9 Cisplatin-pemetrexed 9 (1.4) 97.0

10 Carboplatin-pemetrexed 4 (0.6) 97.6

First line

1 Carboplatin-paclitaxel 572 (20.1) 20.1

2 Carboplatin-pemetrexed 245 (8.6) 28.7

3 Bevacizumab-carboplatin-paclitaxel 231 (8.1) 36.8

4 Cisplatin-etoposide 201 (71) 43.9

5 Carboplatin-etoposide 175 (6.2) 50.1

6 Carboplatin-docetaxel 171 (6.0) 56.1

7 Pemetrexed 147 (5.2) 61.3

8 Carboplatin-gemcitabine 146 (5.1) 66.4

9 Bevacizumab-carboplatin-pemetrexed 141 (5.0) 71.3

10 Cisplatin-pemetrexed 110 (3.9) 75.2
aNon–small cell lung cancer patients received various drug combinations in regimens as adjuvant or first-line treatment. 
bValues represent the accumulated percentage of patients receiving the most utilized drug combinations in the same treatment setting.
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providers to improve rates of guideline adherence in terms of 
regimen selection. Regimen standardization can increase rates 
of guideline adherence and reduce treatment costs. Consider-
ing both guideline regimens and their associated treatment 
costs, as provided in the Onmark Regimen Profiler, would 
help oncologists select appropriate regimens to treat NSCLC 
patients.  
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