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Healthcare costs in the United States have risen dramati-
cally during the past several decades, now exceeding $2 tril-
lion annually, or approximately 16% of the gross domestic
product.1 The costs of cancer care represent approximately
10%, or roughly $200 billion, of which approximately 40% are
direct medical expenditures.2-5 Although age-adjusted cancer
incidence and mortality rates seem to have plateaued or even
decreased during the past decade, the growth and aging of
the population continue to present an expanding burden of
newly diagnosed patients with cancer in the United States
and worldwide. The American Cancer Society has estimated
that during 2008 more than 1.4 million Americans will be
newly diagnosed and that approximately 565,000 will die of
this disease, with 45% of men and 38% of women expected to
develop cancer during their lifetime.6 Cancer is the second
leading cause of death in the United States but is expected to
become the leading fatal disease within the next decade. Even
now, cancer is the leading cause of death among those younger
than 85 years.6 Lung cancer is the leading cause of cancer mor-
tality among men older than 40 years and among women older
than 60 years, second only to breast cancer among women aged
40 to 60 years. Although older persons may respond well to
cancer treatment, they often experience a disproportionate
degree of toxic effects associated with cancer treatment
because of the effect of age on critical organs (such as bone
marrow), requiring more aggressive support measures.7,8

PROGRESS AGAINST CANCER
Cancer Screening

The decrease in cancer mortality rates observed during the
past decade, particularly among older persons, can be attrib-
uted in part to improvements in cancer screening, with earli-
er diagnosis. Early diagnosis among persons with access to
effective cancer screening programs remains a critical factor
in determining the stage of disease and subsequent mortality.
The effectiveness of screening programs among older patients
has been demonstrated. However, many clinical trials of can-

cer screening did not extend to the very old or to those with
serious comorbidities. Providers of cancer care among older
persons are often faced with difficult decisions in weighing the
balance between the potential benefit and a patient’s limited
life expectancy because of age and various comorbid medical
conditions.9 Cancer screening programs are cost-effective
among an otherwise healthy older population because of the
greater prevalence of the disease and increasing life expectan-
cy among the aging population.10

In an article in this issue of The American Journal of
Managed Care by Resnick and McLeskey,11 the authors discuss
the complex dynamics that clinicians must consider in cancer
screening among older patients. They encourage providers to
take an individualized approach to screening, balancing the
benefits of early diagnosis with the potential harms, consider-
ing the patient’s health status and life expectancy, preferences,
and quality of life. Cancer screening recommendations have
been incorporated into various quality-of-care measures. 

In another study in this issue, Sarfaty and Myers12 discuss
how the incorporation of quality-of-care measures for colorec-
tal cancer screening into the Healthcare Effectiveness Data
and Information Set by the National Committee for Quality
Assurance resulted in many health plans revising their screen-
ing guidelines accordingly, with almost half establishing new
or updated reminder and tracking systems.

Effect of Disparities
Although cancer is largely a disease of aging, it affects all

age groups, both sexes, and every socioeconomic stratum.
Cancer mortality rates among African Americans exceed
those among white subjects, a gap that continues to widen and
is tied to educational and socioeconomic attainment. It
should come as no surprise that the uninsured and under-
insured, Medicaid enrollees, and racial/ethnic minorities are
more likely to be diagnosed at advanced stages of disease.13

As reported by Roetzheim and colleagues14 in this issue,
even among Medicare recipients with disabilities, there is
heterogeneity of cancer care based on the type of insurance
arrangement. Women with
continuous health mainte-
nance organization cover-

www.ajmc.com
Full text and PDF

 



Optimal Cancer Care Across the Spectrum of Life and Disease

age manifested earlier-stage breast cancer and experienced
better survival than those with mixed or fee-for-service
insurance. Although variations among the patient popula-
tions in these settings may largely explain these differences,
Medicare enrollees with cancer represent a heterogeneous
population clinically and demographically and in their
healthcare coverage.

Cancer Treatment
Although recent reductions in cancer mortality rates are in

part the result of better screening, other findings suggest that
more than half of these improvements are attributable to innova-
tions in cancer treatment, particularly adjuvant therapy of early-
stage disease.15 The effect of subsequent therapy for recurrent or
metastatic disease remains less clear and is often measured in
smaller improvements in progression-free or overall survival.

In the study reported in this issue by Ramsey and col-
leagues,16 patients who initially received first-line chemother-
apy for lung cancer went on to second-line (25%) and
third-line (10%) regimens with systemic therapy, often with
newer and costly agents. Although second-line and third-line
regimens are less commonly used because of their uncertain
value, the authors point out that direct medical costs associat-
ed with these regimens are substantial and increasing. On the
other hand, considerable data indicate that early-stage
patients with curable malignant neoplasms often receive inad-
equate treatment, particularly among older populations.17-20

Drug expenses are not the only costs associated with cancer
chemotherapy. Also included are the time and resources con-
sumed in the administration of chemotherapy. The study by
Aboumatar et al21 in this issue evaluates wait times, which affect
patient satisfaction and overall efficiency of busy chemotherapy
centers. This study from the Sidney Kimmel Comprehensive
Cancer Center at Johns Hopkins Hospital demonstrated a sig-
nificant reduction in patient wait times following implemen-
tation of an electronic chemotherapy dispensing system that
prioritizes orders based on anticipated patient arrival time for
more efficient processing by the pharmacy.

Supportive Care
The costs of cancer care include not only cancer-directed

treatments of surgery, radiation therapy, and systemic
therapies but also the costs of managing disease- and
treatment-related complications. Myelosuppression and its
complications, including neutropenia, anemia, and thrombo-
cytopenia, represent most of the dose-limiting toxic effects
of cancer treatment. The economic toll of these complica-
tions and their treatment and prevention have been well
studied.8,22,23

Lage and colleagues24 in this issue address the costs of treat-
ing skeletal complications, which may have a major effect on
patient morbidity and mortality and on the cost of care in
many types of cancer, including prostate cancer. The authors
found substantial costs associated with conventional treat-
ments such as radiation therapy and surgery. Increasingly,
clinicians are turning to medical therapies to prevent these
complications in high-risk patients with cancer. Although bis-
phosphonates remain the first-line choice for prevention of
skeletal complications, concern about the toxic effects and
costs associated with this class of drugs has led to the search
for more effective or safer agents.25-27

TOTAL COSTS OF CANCER CARE

Nonmedical and Out-of-pocket Expenditures
When evaluating the economic effects of a disease or its

treatment, it is important to look beyond direct medical costs
to consider nonmedical costs such as the time required in
seeking, traveling to, and waiting for medical care. Likewise,
consideration should be given to indirect expenses or loss of
productivity in the workplace or at home. Unfortunately, such
studies are labor-intensive and require access to individual
patient information that is not readily available. Nevertheless,
such costs are very real to the patient and his or her family.
Nonmedical costs have been found to approach almost half of
the direct medical costs during the terminal phase of illness.5

In fact, nonmedical and indirect costs may create the greatest
barrier to appropriate healthcare among the uninsured and
even among insured but economically less advantaged citi-
zens.5,28 The distribution of direct medical costs and patient
time costs has been found to concentrate in the initial year
following diagnosis and in the year before death.

Complementary and Alternative Medicine
Few clinicians are unaware that many patients with cancer

turn to alternative therapies to complement or to replace con-
ventional cancer treatments. These choices may be driven by
lack of effective therapies, fear of serious toxic effects, or dis-
trust of conventional medicine and belief in naturopathic
approaches. Direct costs associated with complementary and
alternative therapies are a small proportion of direct medical
costs but add substantially to the total costs of cancer care,
including out-of-pocket expenditures.29,30 As pointed out by
Lafferty et al31 in this issue, the use of alternative and comple-
mentary therapies is frequent, exceeding 50% of patients with
breast cancer in their study. The use of these providers was
similar across the natural history of cancer and was not limit-
ed to end-of-care situations.
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CONCLUSIONS

The studies in this oncology issue of The American Journal
of Managed Care highlight the rapidly changing healthcare
environment faced by patients and families, healthcare
providers, and payers. Great enthusiasm stems from new
understanding of the molecular and genetic mechanisms of
cancer, providing potential targets for effective diagnostic and
therapeutic interventions. However, the continuing rapid rise
in the costs of healthcare is a reality check on the relentless
march toward a cure for cancer. Solid evidence of clinical effi-
cacy and safety must remain the foundation for the approval
and use of cancer therapies. The potential for managed
healthcare plans to be leaders in the dissemination of effective
cancer treatment and prevention strategies is considerable.
Efforts aimed at improving the quality of life of patients with
cancer may begin with something as simple as decreasing wait
times for treatment. In addition, we can learn from national
health systems abroad that are providing greater access at
lower per capita spending and are achieving better global
healthcare outcomes.32
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