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Over the past decade, advances in the field
of oncology have resulted in improved
outcomes for patients with early and ad-
vanced cancer.' These advances have oc-
curred in concert with increases in the cost
and complexity of delivering oncology
care.” Toaddress costs, many insurers have
implemented prior authorization (PA) re-
quirements for multiple aspects of cancer
care, including surgery, imaging, molecular
testing, infusional and oral antineoplastic
agents, and supportive care medications.
However, whether PAs reduce overall
health care expenditures is unclear, par-
ticularly when considering that not paying
for one service (eg, growth factor) could
lead to greater spending for associated ad-
ministrative and downstream services (eg,
hospitalization for febrile neutropenia).®™®
In 2017, ASCO conducted an oncology
practice census survey that 395 practices
(18%) completed, representing 58% of the
US hematologist/oncologist workforce
(n = 7,203).” Results of the survey are
sobering: Payer pressures rose to the top of
practice pressures (up from fourth position
in 2016) and were felt acutely by academic,
physician-owned, rural, and urban practices
alike. Of payer pressures, PAs (78%) and
coverage denials/appeals (62%) were the
most frequently cited pain points (Fig 1).
The administrative burden for PAs
cannot be overemphasized. A 2017 Amer-
ican Medical Association survey of 1,000
physicians (40% primary care, 60% spe-
cialists) found that medical practices com-
pleted approximately 29 PAs per physician
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weekly and took an average of 16 hours of
physician or staff time.® More than 90% of
physicians reported care delays as a result
of PAs, 78% reported that PAs led to
treatment plan abandonment at least some
of the time, and 61% reported a significant
effect on patients. Processes and forms can
be cumbersome and vary tremendously
among health plans. To procure outpatient
medications, the breast oncology team at
one academic health center documented
17 process steps and 10 decision points that
involved four to five staff members, in-
cluding nurses, pharmacists, and physi-
cians, for each PA.” Of note, 97.5% of PA
requests were approved on the first at-
tempt, almost one quarter of requests were
for on-label use of growth factors in the
setting of curative intent chemotherapy,
and nearly 15% of requests were for generic
endocrine therapy. In addition, the delays
and uncertainties associated with PAs im-
pose significant stress on patients at a
vulnerable point in their lives.

The initial clinical review typically is
managed by a registered nurse, who in our
experience, often seems unfamiliar with
oncology and/or is not empowered to de-
viate from basic scripts. In addition, despite
requirements to send medical records and
detailed clinical information, the initial
reviewer often has not reviewed medical
recordsinadvance. Ifa case is notapproved
at the initial review, it is typically sent for
peer-to-peer review. Some insurers sched-
ule peer-to-peer reviews in advance, but
more frequently, clinicians must either call
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Fig 1. Payer pressures by ownership type. Reprinted with permission from Kirkwood et al.”

and wait on hold or interrupt a busy clinic day to speak with a
reviewer. Either way, the process requires clinicians to take
precious time away from their clinical practices. In many cases,
the physician-reviewer approves the peer-to-peer request upon
provision of 100% identical information (and no additional
information) submitted in the initial request. Moreover, like
nurse-reviewers, many physician-reviewers often do not seem
to have oncology expertise.

A number of studies have estimated that US practices spend
nearly four times as much money in interacting with payers
than do Canadian practices, and these costs may be as high as
$80,000 to $90,000 per 1.0 full-time equivalent (FTE) physician

10-12
per year.

Thus, perhaps not surprising is that in the 2017
ASCO survey, hematology/oncology practices reported a
requirement for an average of 6.1 FTE staff (range, 0 to 100
staff members) to manage PAs.” The administrative burden
and frustrations can and do lead to burnout among providers
and staff. Although not scientific, it is telling that a Google
search (June 26, 2018) using the key words burnout, prior
authorization, and oncology returns 150,000 hits, with many
describing in the first person clinicians’ negative experiences
with the current PA process.

Finally, although we understand the impetus to require PAs
for expensive new medications, payers also are requiring
approval for supportive care or antineoplastic medicines that
have been on the market for along time and/or the use of which
falls squarely within ASCO and National Comprehensive
Cancer Network treatment guidelines. For example, in 2015,
nearly 15% of outpatient medication PAs processed in the
breast oncology practice at Dana-Farber Cancer Institute were
for generic endocrine therapies (inexpensive medications) for
which there is category 1 evidence for survival benefit and for
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which small barriers (eg, copayments) substantially reduce
adherence rates.”"? In addition, payers’ coverage criteria and
step guidelines sometimes conflict with best available evidence
and/or consensus clinical guidelines. For example, many
insurers require opioid treatment failure before covering
topical lidocaine patches (which in the setting of a national
opioid epidemic seems particularly self-defeating) or require
both opioid and gabapentin treatment failure before cover-
ing duloxetine for peripheral neuropathy, despite a stronger
evidence base for the latter and endorsement by ASCO
guidelines.'*

Clearly, the system is broken. Although PAs may reduce
spending on targeted medications or procedures, a legitimate
concern exists that PAs may worsen outcomes for patients.
Specifically, PAs may contribute to treatment abandonment,
treatment delay, patient stress, clinician/staff burnout, and
administrative costs/burden.”®'"'*'” Perversely, PAs may
create barriers to the use of proven and effective medications;
limit clinicians’ abilities to deliver optimal supportive care;
and, in some cases, incentivize financially the use of more-
toxic, less-patient-centered, and sometimes more-expensive
alternatives. More studies should look at the effect of PAs on
patient outcomes, overall costs for the health care system, and
financial toxicity experienced by patients.

How can we move forward? We believe that everyone
involved in the delivery of cancer care, including providers,
payers, and patients, would agree that the goals of cancer care
are to deliver timely, high-quality care that includes cure and/
or prolongation of life when possible and that optimizes quality
of life for all. In addition, the locus of cancer care should rest
with the oncology team and the patient. We also believe that
there is widespread agreement about the need to address the

Copyright © 2018 by American Society of Clinical Oncology

Downloaded from ascopubs.org by 106.51.226.7 on August 4, 2022 from 106.051.226.007
Copyright © 2022 American Society of Clinical Oncology. All rights reserved.



Editorial

financial effect of cancer care for the system and for each | and enforced? Third, what approaches can be taken to mit-

individual patient as well as the belief that payer-based | igate the high unit costs of individual services?

coverage guidelines should be the exception rather than Value frameworks from ASCO, the National Compre-

the rule. hensive Cancer Network, and others and the ASCO
The challenge is translating cost containment into clinical | choosing wisely guidelines may help to guide coverage

practice (Table 1). First, how and who decides what services | determinations and provide targets for cost reduction ef-

are covered ? Second, how are those decisions operationalized | forts that are clinically justified."®'® Oncology providers

Table 1. Key Principles to Guide Cost-Containment Strategies in Oncology

Principle

The goals of cancer care are to deliver timely, high-quality
care to patients with cancer. This includes cure and/or
prolongation of life when possible and optimizes quality
of life for all.

The locus of cancer care should rest with the oncology team
and the patient.

A real need exists to address the financial effect of cancer
care both for the patient and for the system as a whole.

Payer-based coverage guidelines should be the exception
rather than the rule and when they do exist, should be
held to the same standards as for providers and reflect
the best and most up-to-date evidence.

To the extent that payers continue to require PAs, they
should improve, simplify, and standardize methods of
requesting and granting PAs.

Greater collaboration among oncology organizations,
providers, patients, and payers has the potential to
reduce the adversarial nature of many current
physician-payer interactions and to improve the
delivery of cancer care.

Abbreviation: PA, prior authorization.
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Comments

Burdensome, inflexible processes contribute to treatment delays,
abandonment of therapy plans, and potential for significant
patient harm.

Direct interactions between patients and clinicians provide a level
of information and capture patient preferences in a way that is
critical to the delivery of optimal care.

Value frameworks, such as those from ASCO, the National
Comprehensive Cancer Network, and other organizations, may
help to prioritize targets for utilization reduction efforts that are
clinically justified. Alternative payment models, such as clinical
pathways and bundled payments, are being piloted. However, as
with any other cost-containment measure, before widespread
adoption, a key question will be whether new approaches
achieve the dual goals of reducing costs and supporting high-
quality cancer care. In addition, it will be critical to ensure that
new models do not further increase already high administrative
burdens. Finally, although PAs or other mechanisms to reduce
utilization may reduce some costs, they do not address per-unit
costs for drugs, procedures, and services.

Utilization reduction efforts should focus on expensive
medications, testing, or procedures for which there is evidence of
overuse in the oncology population. Robust systems to
incorporate high-level evidence regularly should reduce
unnecessary paperwork and appeals.

When the majority of PAs for a specific intervention are approved,
payers should consider waiving PAs for that intervention.
Simplified or waived processes for supportive care medications
may help to avoid emergency department use or
hospitalizations. PA requirements that take providers out of
direct patient care are disruptive to clinical care. Burnout of
physicians, nurses, and medical staff is real and has negative
downstream consequences.

Focusing on shared goals, developing innovative strategies
together, and being committed to evaluating and learning from
the successes and failures of new approaches have the potential
to alter the current adversarial dynamic in a way that provides
benefits to patients while constraining increases in health care
expenditures.
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ideally would be positioned to weigh in on coverage de-
cisions both on an individual case-by-case basis and on a
larger policy basis.

To the extent that payers continue to require PAs, they
should improve, simplify, and standardize the methods of
requesting and granting PAs. When PAs are required, they
should focus on areas where there is evidence of inappropriate
overuse and reflect the best, most up-to-date evidence. Many
oncologists hope that participating in value-based models
and clinical pathways will eliminate the need for PAs.
However, these may create different burdens, particularly if
imposed by payers rather than designed and implemented by
the clinical practice. As with the proposal to increase stan-
dardization around PAs, pathways programs must avoid the
need for clinicians to adhere to multiple payers’ individual
pathways. The alternative is not practically feasible, medi-
cally safe, or medically justified in a busy clinical practice.
Alternative payment models, such as the Oncology Care
Model developed by the Center for Medicare & Medicaid
Innovation, place more financial risk in the hands of pro-
viders. As with other cost-containment strategies, a key
question will be whether these or other approaches will
achieve the dual goals of reducing costs and supporting high-
quality cancer care.

Finally, recognition that PAs and other utilization man-
agement strategies do not lower per-unit drug or procedure
costs is important. Given the high per-unit costs for drugs and
services in the United States, effective cost-containment
strategies likely will require reductions not only in utiliza-
tion but also in the unit cost of necessary and appropriate
medical services.

Oncology is advancing on many fronts. Physicians
and medical providers are not blameless in the escalating
costs of oncology care, and insurers want to do right by
patients. Rather than perpetuating what has become a
somewhat adversarial relationship between clinicians and
insurers, the time is right to consider new, collaborative
modelsin which medical teamsand insurersare aligned with
patients to achieve timely, appropriate, and cost-effective
care. [

Acknowledgment

We thank Catherine Rhinehart, RN, and Christine Agius, NP, for their thoughtful
insights and critiques of the manuscript.

Authors’ Disclosures of Potential Conflicts of Interest

Disclosures provided by the authors are available with this article at
jop.ascopubs.org.

528 Volume 14 / Issue 9 / September 2018

Journal of Oncology Practice

Author Contributions

Conception and design: Nancy U. Lin, Harvey Bichkoff
Collection and assembly of data: Nancy U. Lin, Harvey Bichkoff
Data analysis and interpretation: All authors

Manuscript writing: All authors

Final approval of manuscript: All authors

Accountable for all aspects of the work: All authors

Corresponding author: Nancy U. Lin, MD, Department of Medical Oncology,
Dana-Farber Cancer Institute, 450 Brookline Ave, Boston, MA 02215; e-mail:
nlin@partners.org.

References

1. Siegel RL, Miller KD, Jemal A: Cancer statistics, 2018. CA Cancer J Clin 68:7-30,
2018

2. Mariotto AB, Yabroff KR, Shao Y, et al: Projections of the cost of cancer care in the
United States: 2010-2020. J Natl Cancer Inst 103:117-128, 2011

3. Law MR, Lu CY, Soumerai SB, et al: Impact of two Medicaid prior-authorization
policies on antihypertensive use and costs among Michigan and Indiana residents
dually enrolled in Medicaid and Medicare: results of a longitudinal, population-based
study. Clin Ther 32:729-741, 2010, discussion 716

4. Soumerai SB, McLaughlin TJ, Ross-Degnan D, et al: Effects of a limiting Medicaid
drug-reimbursement benefits on the use of psychotropic agents and acute mental
health services by patients with schizophrenia. N Engl J Med 331:650-655, 1994

5. Christian-Herman J, Emons M, George D: Effects of generic-only drug coverage
in a Medicare HMO. Health Aff (Millwood): w455-w468, 2004

6. Wickizer TM, Lessler D: Utilization management: Issues, effects, and future
prospects. Annu Rev Public Health 23:233-254, 2002

7. Kirkwood MK, Hanley A, Bruinooge SS, et al: The state of oncology practice in
America, 2018: Results of the ASCO practice census survey. J Oncol Pract 14:
e412-e420, 2018

8. American Medical Association: 2017 AMA prior authorization physician survey.
https://www.ama-assn.org/sites/default/files/media-browser/public/arc/prior-auth-
2017 .pdf

9. Agarwal A, Freedman RA, Goicuria F, et al: Prior authorization for medications in a
breast oncology practice: Navigation of a complex process. J Oncol Pract 13:
e273-e282, 2017

10. Morra D, Nicholson S, Levinson W, et al: US physician practices versus Cana-
dians: Spending nearly four times as much money interacting with payers. Health Aff
(Millwood) 30:1443-1450, 2011

11. Casalino LP, Nicholson S, Gans DN, et al: What does it cost physician practices to
interact with health insurance plans? Health Aff (Millwood) 28:w533-w543, 2009

12. Sakowski JA, Kahn JG, Kronick RG, et al: Peering into the black box: Billing and
insurance activities in a medical group. Health Aff (Millwood) 28:w544-w554, 2009

13. Neugut Al, Subar M, Wilde ET, et al: Association between prescription co-
payment amount and compliance with adjuvant hormonal therapy in women with
early-stage breast cancer. J Clin Oncol 29:2534-2542, 2011

14. Smith EM, Pang H, Cirrincione C, et al: Effect of duloxetine on pain, function, and
quality of life among patients with chemotherapy-induced painful peripheral neu-
ropathy: A randomized clinical trial. JAMA 309:1359-1367, 2013

15. Hershman DL, Lacchetti C, Dworkin RH, et al: Prevention and management of
chemotherapy-induced peripheral neuropathy in survivors of adult cancers: Amer-
ican Society of Clinical Oncology clinical practice guideline. J Clin Oncol 32:
1941-1967, 2014

16. Dickens DS, Pollock BH: Medication prior authorization in pediatric hematology
and oncology. Pediatr Blood Cancer 64:¢26339, 2017

17. Niccolai JL, Roman DL, Julius JM, et al: Potential obstacles in the acquisition of
oral anticancer medications. J Oncol Pract 13:e29-€36, 2017

18. Schnipper LE, Davidson NE, Wollins DS, et al: Updating the American Society of
Clinical Oncology value framework: Revisions and reflections in response to com-
ments received. J Clin Oncol 34:2925-2934, 2016

19. Carlson RW, Jonasch E: NCCN evidence blocks. J Natl Compr Canc Netw 14:
616-619, 2016 (suppl)

Copyright © 2018 by American Society of Clinical Oncology

Downloaded from ascopubs.org by 106.51.226.7 on August 4, 2022 from 106.051.226.007
Copyright © 2022 American Society of Clinical Oncology. All rights reserved.


http://jop.ascopubs.org
mailto:nlin@partners.org
https://www.ama-assn.org/sites/default/files/media-browser/public/arc/prior-auth-2017.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/arc/prior-auth-2017.pdf

Editorial

AUTHORS' DISCLOSURES OF POTENTIAL CONFLICTS OF INTEREST
Increasing Burden of Prior Authorizations in the Delivery of Oncology Care in the United States

The following represents disclosure information provided by authors of this manuscript. All relationships are considered compensated. Relationships are
self-held unless noted. | = Immediate Family Member, Inst = My Institution. Relationships may not relate to the subject matter of this manuscript. For
more information about ASCO’s conflict of interest policy, please refer to www.asco.org/rwc or ascopubs.org/jop/site/ifc/journal-policies.html.

Nancy U. Lin Harvey Bichkoff
Research Funding: Genentech, Cascadian Therapeutics No relationship to disclose
Patents, Royalties, Other Intellectual Property: Royalties for chapter

from Up-to-Date regarding management of breast cancer brain I’illllchaleI‘J. thssettd‘ ‘
metastases o relationship to disclose

Copyright © 2018 by American Society of Clinical Oncology Volume 14 / Issue 9 / September 2018 - jop.ascopubs.org
Downloaded from ascopubs.org by 106.51.226.7 on August 4, 2022 from 106.051.226.007
Copyright © 2022 American Society of Clinical Oncology. All rights reserved.


http://www.asco.org/rwc
http://ascopubs.org/jop/site/ifc/journal-policies.html
http://jop.ascopubs.org

	Increasing Burden of Prior Authorizations in the Delivery of Oncology Care in the United States
	Over the past decade, advances in the field of oncology have resulted in improved outcomes for patients with early and adva ...
	REFERENCES


