
IMPROVING HEALTH EQUITY. Developing practice-based solutions 
for reducing barriers and improving outcomes. Making the case 
for supportive care. Building a culture that supports professional 
well-being. Championing resiliency.

This would be an important agenda for any president of the 
Association of Community Cancer Centers (ACCC), but given the 
year that health care workers have just experienced, the ACCC has 
the right message at the right time. And that’s because the group has 
selected a timely messenger: For only the third time in its history, 
the ACCC president is a social worker.

Krista Nelson, MSW, LCSW, OSW-C, took the reins of ACCC on 
March 5, 2021, during the group’s 47th Annual Meeting and Cancer 
Center Business Summit, held virtually.1 Nelson’s theme for her 
presidency “Real-World Lessons from COVID-19: Driving Oncology 
Care Forward,” incorporates a mission of promoting psychosocial 
and supportive care, not just externally but also among internal 
stakeholders. This fits with her call to support the needs of the 
multidisciplinary cancer care team. From Nelson’s vantage point, 
the emerging care model is one where the case manager is far from 
an afterthought, and may, in fact, be the patient’s first stop.
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Introduction
IN THE UNITED STATES, CMS is the single largest payer 
for health care. In 2019, Medicare enrolled more than 
60 million beneficiaries, and enrollment is expected 
to exceed 80 million by 2030.1,2 Medicare Part B 
provides coverage for beneficiaries for drugs and 
biologics that are administered in physician offices or 
hospital-based clinics by infusion or injection. It also 
covers certain other drugs, including some oral anti-
cancer therapies, oral antiemetics, immunosuppres-
sive drugs, and home infusions.3 In 2017, 7 of the top 
10 drugs reimbursed by Medicare Part B were mainly, 
or exclusively, for oncology or related supportive 
care indications and accounted for over $8.7 billion 
in spending.4 This amount is expected to increase as 
the majority of new cancers in the United States are 
diagnosed in the Medicare-aged population, which is 
expanding as baby boomers age.5

PAYMENT MODELS

Biosimilars Drive Savings 
in Medicare’s Oncology 
Care Model
Keely Macmillan, MSPH

MEDICARE VALUE-BASED care programs are under 
great scrutiny to ensure that they can drive demon-
strable savings and quality improvement. Adoption 
of higher-value biosimilar drugs by participants in 
Medicare’s Oncology Care Model (OCM) could drive 
the pilot program closer to its goal of generating net 
savings to Medicare.1
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WHAT FDA GIVETH … 
In 3 days of hearings, FDA 
panelists recommended 
that a pair of accelerated 

approvals should be withdrawn, after 
subsequent trials did not confirm early 
findings that led to the indications, SP126.

IN SCLC, NOW WHAT? 
Practically speaking, what does 
it mean when 2 well-known PD-1 
inhibitors are no longer indicated 
in small cell lung cancer (SCLC)? 
Fox Chase’s Martin J. Edelman, 
MD, weighs in, SP128.

CONFERENCE COVERAGE

In its second virtual annual 
meeting, the Community 
Oncology Alliance tackles 
pricing and payment 

reform, SP130-SP134.

Recent advances and new 
methodologies in treating 
cholangiocarcinoma, SP134.

Overcoming hurdles 
to biosimilar uptake in 
oncology, SP136.

PATHWAYS BY PAYERS. Findings 
presented at the Academy of Managed 
Care Pharmacy 2021 meeting showed that 
despite the growth of oncology clinical 
pathways, there are still plenty of barriers 
to adoption, even when doctors want to 
use them, SP124. 
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EDELMAN

Krista Nelson, MSW, LCSW, OSW-C, has made resiliency and well-being of the 
cancer care team a core tenet of her term as president of the Association of 
Community Cancer Centers.
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Nelson spoke with Evidence-Based Oncology™ (EBO) about her 
goals as ACCC president and why her timing couldn’t be better. 
This interview is edited for clarity. 

EBO: Your year as ACCC president comes at a time of unprece-
dented stress on the health care system due to the pandemic. Why 
is this the right time for a person with a social work background to 
lead the organization?

NELSON: As clinical social workers, we’re trained in systems, 
we’re collaborators, and we’re really good listeners. Right now, the 
suffering is so great within our community—meaning our commu-
nity of providers, the people who are taking care of patients with 
cancer. Our workforce needs attention, and a social work perspec-
tive brings this to light. Our values as social workers teach us the 
dignity of the human person: to challenge injustice, and to be 
present with the people we work with and those we serve. I think 
the role of the social worker is perfect to lead ACCC at this time.

EBO: One of the agenda items you listed is working on resiliency 
in the cancer care workforce. Can you discuss specifically you how 
you want to address the issue of resiliency?

NELSON: First, I will say that resiliency is multifaceted. It’s the role 
of the person, and the organization, and the community. Often, we 
put the burden on the person [when] people are not coping well 
[or] are having a hard time. And I’d be remiss if I didn’t say it’s OK 
to be having a hard time right now. This work is really hard: It was 
hard before COVID-19, and it’s even harder now. People are being 
pulled in so many [different] ways. 

At ACCC, we’re working to, first, listen to the experts—the 
people who are living it. [We’re] reaching out to our various 
communities, and hearing best practices of what people are 
doing: how they’re helping support their team, the changes they’re 
making, and how they’re addressing [issues]. One way we’re doing 
that is by offering coffee chats: I’m having these virtual smaller 
group meetings to hear how ACCC can improve the care of the 
provider, and therefore improve the care of the patient. 

Second, we’re creating a meditation series for people within 
the ACCC community, and that’s something I’m passionate 
about. Just even taking a mindful pause can really help with 
resilience in our teams. 

What are the other things? We’re creating business case studies 
to show the value of supportive care for our patients. The truth is, 
if we provide avenues for more supportive care for our patients 
and remove barriers on the provider side, then the providers 
will not have such a heavy burden, because a team of people is 
supporting the patients.

EBO: Obviously, the pandemic has affected cancer care in count-
less ways. What are some specific challenges you’re hearing about 
today that you weren’t hearing about a year ago?

NELSON: First, the staffing shortages. There have been furloughs 
all through this experience, and the workforce has been through 
[a lot] of stress. It’s hard to find new people to replace those who 
have left because of stress and burnout. 

What we hear the most now are concerns about screening 
delays and the impact this will have—we’re anticipating that 
patients may be diagnosed with more advanced cancer. 

There’s also the financial landscape, and [the need for] miti-
gating the losses that the health care system experienced during [a 
period] of not having surgeries [and other procedures]. I think we 
are gaining ground, but that’s going to take time. And [the finan-
cial losses] have this downstream effect of supportive services 
being cut or limited. For patients, it’s probably one of the most 
challenging times they’ve ever experienced. 

Another exciting but challenging opportunity has been tele-
medicine. Here, we are talking on video instead of face to face, 
and I think that’s the new world of how we’re working with our 
patients—and looking at the reimbursement issues of telehealth 
is really important. It’s especially important when we think 
about how we’re supporting our more rural communities, and 
making sure we’re removing barriers [to ensure] that everyone 
has access to quality cancer care. I think I’ve said this before, 
but it’s about really listening to the membership: People are 
doing creative things out there, and we want to hear what we can 
learn from them.

EBO: Let’s follow up on your point about the delays in screening. 
Almost from the very beginning of the pandemic, experts 
predicted this—and that these delays would lead to downstream 
delays in cancer diagnoses. Does ACCC have any specific initia-
tives that they’ll work on this year on this issue?

NELSON: One of our greatest strengths is that we do work within 
our communities, including something unique ACCC has called 
Innovator Awards. In the past 3 years, we’ve heard from many 
innovative programs around cancer screening, including ways to 
address health equity and injustices in cancer treatment and care. 
[From there], we solicit learnings from within the community and 
invite our members to hear those—through podcasts, through 
meetings, through publications. It’s really a way to share the best 
practices in the community. Our past president published an 
article in USA Today about the ways to stress the importance of 
cancer screening in the lung cancer population—and not to stop 
because of COVID-19.2 Number 1, however, is the responsibility 
to just get the word out to patients in our community that 
screening is safe, and that it’s important. I think that is the best 
place to start.

“As clinical social workers, we’re 
trained in systems, we’re collaborators, 
and we’re really good listeners. Right 
now, the suffering is so great within 
our community....Our workforce needs 
attention, and a social work perspective 
brings that to light.”

—Krista Nelson, MSW, LCSW, OSW-C,
president, Association of Community Cancer Centers

A Social Worker Leads ACCC,  
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EBO: You also mentioned the health equity issue, 
which has been an ongoing theme at ACCC even 
before the pandemic. Would you like to discuss 
progress in this area, or plans for things that you’d 
like to do over the next year?

NELSON: Number 1, for ACCC and providers—I hope—
the community is changing how we look in the 
lens that we see through. We need to be looking for 
opportunities for inclusion, We need to be educating 
ourselves. ACCC has an amazing collaboration going 
right now with the American Society of Clinical 
Oncology, and we’re looking at implicit bias training 
and a research assessment tool, both of which are 
designed to address barriers to patients participating 
in clinical trials, specifically for Black and Latino 
patients.3 We’re really looking at ways we can collabo-
rate in innovative ways to work with our communities 
to improve access to clinical care for these patients.

EBO: Will this initiative produce data that you’ll 
report on, maybe in 2 years?

NELSON: Absolutely.

EBO: So, to conclude, how you see the role of the 
social worker in the cancer care team evolving, say, 
over the next 3 to 5 years?

NELSON: The role of the oncology social worker has 
always been central, but maybe not the most visible 
out in the community. But some amazing innovative 
models are happening right now.

Both the University of Washington and the 
University of Texas at Austin have programs— 
I believe the Austin program is called CaLM—that 
are reinventing how we look at cancer care. They 
recognize that the person as a whole is the central 
reason why we’re here.4 It’s why we’re providing 
cancer care, and the programs make sure that that 
person has wraparound services, and the social 
worker is more central in that role.

It’s really looking at, “How does this person access 
care? Do they have any barriers? How are they 
coping? Are they interested in fertility?” It’s looking 
at all these things, plus—can they pay their rent? All 
these things are important in cancer care, and but 
sometimes they aren’t as visible.

EBO: Are ongoing studies showing how this 
approach will affect patient outcomes compared 
with the more traditional approach?

NELSON: Absolutely. A lot of work is being done on 
the research side. Unfortunately, there’s not as much 
funding for that research. But yes, it is being done in 
in smaller groups.

I think one of the barriers to this model of care is 
the soft money to fund supportive care for patients. 
You know, the dietitians, the physical therapists, 
speech therapists: We know they—and social 
workers—are essential to be able to support a patient 
through cancer treatment, and they don’t necessarily 
charge for their services. So, we’re looking at how we 
can demonstrate the value of this, because this will 
also help support our patients in the long run. ◆
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For 2021, Cell, Gene Therapies Make Prime’s “Drugs to Watch” List
Allison Inserro

DURING THE ACADEMY OF MANAGED CARE 
PHARMACY 2021 meeting on April 22, 2021, 
a pair of researchers from Prime Therapeutics 
reviewed new specialty therapies, including 
biologics and cell and gene therapies, that 
may reach the market this year. 

Catherine Starner, PharmD, BCPS, senior 
principal health outcomes researcher, and 
Nicole Kjesbo, PharmD, BCPS, clinical 
program development director--pipeline said 
that the biologics in their forecast have been 
submitted to the FDA and are expected to 
have a high impact based on per member 
per month, given their internal claims 
data, which draw from commercial lines, 
Medicare, and Medicaid, depending on the 
proposed indication.

In cell and gene therapies, Prime starts 
observing the drugs before they are 
submitted to the FDA. In their presentation, 

the researchers reviewed 3 candidates that 
they believe have the highest likelihood of 
being submitted:

• Eladocagene exuparvovec, for 
aromatic l-amino acid decarboxylase 
(AADC) deficiency

• Microdystrophin, or SRP-9001, for 
Duchenne muscular dystrophy (DMD)

• Etranacogene dezaparvovec, or 
AMT-061, for severe and moderately 
severe hemophilia

ELADOCAGENE EXUPARVOVEC. This drug, 
from PTC Therapeutics, provides a working 
copy of the DDC gene. AADC deficiency is 
extremely rare, affecting about 100 patients in 
the United States; one report said the 1-time 
infusion, surgically injected via MRI, will cost 

$4 million. Infants born with AADC deficiency 
fail to develop normally and have shortened 
life expectancy.

MICRODYSTROPHIN. This candidate is 1 of 60 
in the DMD pipeline and 1 of 2 from Sarepta 
Therapeutics. The gene transfer therapy is 
given by a single intravenous infusion. DMD 
affects about 1 in every 3500 male births 
worldwide. Other companies in the space 
include Pfizer, Solid Biosciences, and Astellas.

ETRANACOGENE DEZAPARVOVEC. Severe and 
moderately severe hemophilia B affects 4000 
individuals in the United States. There are 66 
candidates for this indication in the pipeline; 
this one is from uniQure. Current treatment 
options are limited to factor IX products. 
Genentech has a similar therapy in develop-
ment (fidanacogene elaparvovec). ◆
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