
11th Edition

The 2019 
Genentech 
Oncology 
Trend Report
Perspectives from Managed Care  Organizations, Specialty 
Pharmacies, Oncologists, Practice  Managers, and Employers

©2019 Genentech, South San Francisco, CA





The 2019 Genentech Oncology Trend Report

Editorial Board

Dean H. Gesme, MD, FACP, 
FACPE, FASCO
President 
Minnesota Oncology

Scott McClelland, PharmD
Vice President, 
Commercial and Specialty 
Pharmacy Programs 
Florida Blue

Bruce Sherman, MD, FCCP, 
FACOEM
Medical Director, Private 
Exchanges, 
Conduent HR Services 
Medical Director, Employers 
Health Coalition, Inc.

Gary J. Weyhmuller, MBA, 
SPHR
Executive Vice President/
Chief Operating Officer 
National Comprehensive 
Cancer Network® (NCCN®)

Mike Seiden, MD, PhD
Chief Medical Officer 
McKesson Specialty Health/
US Oncology Network

Kim Thiboldeaux
President/Chief 
Executive Officer 
Cancer Support Community

Roy S Herbst, MD, PhD
Ensign Professor of Medicine, 

Professor of Pharmacology, 

Chief of Medical Oncology 

Yale Cancer Center 

Jonathan Hirsch
Founder and President Syapse

Mission Statement 
The mission of the 2019 Genentech Oncology Trend Report is to provide timely 
and useful information on the latest cancer care trends and developments. 
The publication is designed to serve as a unique resource for those seeking an 
understanding of the issues surrounding cancer management and practice. The 
content of this report was prepared with the guidance of an editorial board and 
is based on primary research of key stakeholders, as well as published literature. 
Statements and opinions contained in the report do not necessarily reflect those of 
Genentech or the editorial board.

Table of Contents

Acronyms  ..................................................................................................................         5

Introduction  ...............................................................................................................        6

Key findings  ...............................................................................................................        8

1. Where and how is oncology care provided?  .......................................................     10

2. What services are provided to patients and by whom? ......................................     26

3. How are care decisions being determined?  .......................................................     39

4. How are care decisions being influenced and managed?  .................................     61

5. How is quality being measured and reported?  ...................................................    89

6. Cost of care  ..........................................................................................................    98

Methodology and Demographics  ............................................................................. 104

Suggested Citation
2019 Genentech Oncology Trend Report. 11th ed. South San Francisco, CA: Genentech; 

2019.



4 The 2019 Genentech Oncology Trend Report



ACA Affordable Care Act 

ACO Accountable care organization 

AE  adverse event

AMC academic medical center

APM alternative payment model

APP advanced practice provider

ASCO American Society of Clinical Oncology

ASP average sales price

AWP average wholesale price

CMS Centers for Medicare & Medicaid Services

COEs centers of excellence 

COST Comprehensive Score for Financial Toxicity

CPT current procedural terminology 

EGFR epithelial growth factor receptor

EHR Electronic health record

FFS fee-for-service 

FDA Food and Drug Administration

GPO group purchasing organization

HE  hospital-employed 

HIX health insurance exchange

IDN integrated delivery network

LDD Limited distribution drug

MCO managed care organization

MDT multidisciplinary tumor board

MIPS Merit-based Incentive Payment System

MOA mechanism of action

MRD minimal residual disease

NCCN National Comprehensive Cancer Network

NCI National Cancer Institute

NGS next-generation sequencing 

OCM Oncology Care Model 

OOP out-of-pocket 

OPM oncology practice manager

P&T Pharmacy and Therapeutics

PA  prior authorization

PAPs patient assistance programs

PBM pharmacy benefit manager

PM precision medicine

RWE real-world evidence 

SCP survivorship care plan 

SP  specialty pharmacy

TA  therapeutic area
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2018 was a year of dynamic change, showcasing the balancing 
act of delivering high-quality patient care, while integrating 
emerging payment models, shifting business models and 
novel cancer treatments into oncology practices. While major 
issues such as the aggregate cost of cancer care remain 
unresolved priorities, the cancer community has made great 
strides in improving cancer outcomes with the cancer death 
rate down 25% since its peak in 1991, making nearly one in 20 
Americans a cancer survivor1. 

A new wave of medical innovation
A key contributor in the improvements in survival is the 
accelerated rate of innovation in oncology therapies. In 2018, 
there were 39 new oncology drug approvals—a rate of more 
than one drug every 2 weeks2. Through this wave of new drug 
launches we are seeing the promise of cancer immunotherapy 
come to fruition, as well as precision or personalized medicine 
continuing to gain adoption and broaden in scope. Oncology 
practices are eager to offer new cancer treatments to their 
patients, however integrating these innovations can add strain 
to already complex clinical protocols and payment systems.

Technology and consolidation streamlining delivery of care
The industry is integrating technology to help address the 
complexity of delivering cancer care. Practices are interested 
in gaining efficiency by leveraging electronic data records 
and seeking methods of monitoring patients remotely, but 
few have yet to fully harness this promise of technology. There 
has also been an increase in speciality pharmacies sharing 
data with payers and pharmacy benefit managers to improve 
compliance and patient care. Some oncologists and managed 
care organizations are looking at real-world evidence when 
considering therapy decisions and coverage determinations 
but there are also concerns about the lack of methodological 
rigor in the data. 

1 Heymach J. et al. “Clinical Cancer Advances 2018: Annual Report on Progress Against Cancer From the American Society of Clinical Oncology”. Journal of Clinical 
Oncology. 36:10 (2018). 

2 Evaluate Pharma, 2019
3 McKinsey Research, 2018
4 SEER 2018, https://seer.cancer.gov/statfacts/html/all.html
5 Genentech Oncology Trend Report 2019, Key Findings

Managed care organizations continue to consolidate and 
integrate. Now five major payers (Aetna-CVS, Cigna-ESI, 
Humana-Walmart, United-Optum, and Anthem-Ingenio) 
control the market, processing over 90% of pharmacy claims 
and managing approximately 25 to 50% of lives across lines of 
business3. We expect to see further streamlining of oncology 
care and services as these mega-care organizations seek to 
support members consistently across their entire care journey 
and to increase retention.

Multiple approaches to contain costs
The healthcare community has continued to grapple with 
managing the costs and complexity of delivering cancer care 
to over 1.7 million new cancer patients every year in the U.S4. In 
2018 we saw a slowdown in the growth of cancer spend, with 
the same percentage of budget allocated by employers and 
MCOs as the year prior.

Market-level initiatives to reduce costs while delivering 
higher quality care to oncology patients abound, however 
no single solution has emerged as the new paradigm for the 
industry. Participation in the Merit-based Incentive Payment 
System (MIPS) and Oncology Care Model (OCM) significantly 
increased in 2018. While practices believe that participation 
is improving the quality of patient care, it is also increasing 
practice workload with variable impact on profitability5. 
Looking across all the alternative payment models we track, 
we see practices finding payments for pathway adherence as a 
feasible way to ensure quality care.

We continue to be excited and challenged by the 
developments in oncology. Based on the trends we see, we 
are confident that through partnerships across the industry, 
we can work toward a cure for cancer, and improve the lives of 
those impacted by the disease.

Introduction
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Top-of-mind oncology trends
This report discusses key aspects of oncology across the care 
continuum, grouped into six sections:

1.  Where and how is oncology care provided?

2. What services are provided to patients and by whom?

3. How are care decisions being determined?

4. How are care decisions being influenced and managed?

5. How is quality being measured and reported?

6. Cost of care

Questions were asked to critical stakeholders: oncologists, 
oncology practice managers (OPMs), managed care 
providers, employers, and SPs. When asked about their top-
of-mind trends, there was strong consensus around the most 
negative trends, namely the increasing cost of care. On the 
positive side, there is excitement for increased use of real-
world data and use of guidelines and pathways in patient care.

Increasing use  
of guidelines  

and pathways  
in patient care

Rise of LDD drugs

Increasing OOP 
costs for patients

Increasing cost  
of care

Increasing cost  
of oncology  

drugs

Increase in the use 
of and availability of 
biomarker testing 
for personalized 

therapy

How are care 
decisions being 

determined?

What services 
are provided to 
patients and by 

whom?

Where and how 
is oncology care 

provided?
Cost of care

Top-of-mind  
oncology  

trends

How is quality 
being measured 
and reported?

How are care 
decisions being 
influenced and 

managed?

Lack of PBM access

Increasing  
influence  

of SP in drug 
selection

Increase in 
oncologist  
workload

Shifting patient 
payer mix

Increasing use  
of measurable 

quality outcomes  
in practice

Increase of RWD 
data for clinical 

decision making/
sophistication  

of CDS tools

Increase in number  
of drugs approved 

with similar 
characteristics  

in the same  
class

Increasing 
availability  

of biosimilars

Increasing 
survivorship  

and palliative care 
programs  

for patients

Expanded services  
to support cancer 

patients
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Practices increasing efficiency through Advanced Practice 
Providers (APPs) and digitization efforts

 — OPMs reported that practices are open less hours 
while seeing the same number of patients per week. 
On top of this, they are noticing a decrease in patient 
appointment delays.

 — Practices are leveraging efficiencies through an increase 
in hiring APPs, giving them greater responsibilities for 
patient consults and communication.

 — Practices are embracing digital, reporting near ubiquitous 
use of electronic health records (EHRs), some data 
sharing and a willingness to share data, desire to use 
telemedicine (albeit this is currently at a low level), and 
increasing use of electronic communication to monitor 
patients as a substitute for additional visits. 

MCOs are becoming more sophisticated
 — Coverage decisions are increasingly being integrated 

across pharmacy and medical benefits.

 — MCOs view real-world evidence (RWE) as important for 
coverage decisions; while they are concerned about site-
of-care shifts to hospitals and academic center settings 
increasing costs, they are excited about the potential for 
more data collection.

 —  The use of biomarker testing for personalized medicine is 
picking up speed. The majority of MCOs cover some type 
of biomarker testing and decide on coverage for other 
precision medicine–related tests on a case-by-case basis. 

Growth in cancer spend and patient costs beginning to slow
 — This year sees a slowdown in growth of cancer spend, with 

the same percentage of budget allocated by employers 
and MCOs compared to last year, plus a decrease in the 
percentage of revenue for specialty pharmacy; at the 
same time, OPMs are also perceiving a slower spend 
growth rate than last year.

 — There has been a fall in the number of MCOs that are 
very concerned about patients’ quality of care as a result 
of out-of-pocket (OOP) costs—down to 58% this year 
compared to 71% in the previous year; in parallel, there 
has been an increase in those “not concerned.”

 — Meanwhile, more patients are applying for and receiving 
co-pay assistance, and there has been a decrease in the 

percentage of patients who have had to discontinue or 
delay treatment due to OOP costs. 

Biosimilars: willingness to adopt, but limited excitement
 — Oncologists will prescribe biosimilars for some, but by 

no means all situations, and few are willing to switch 
existing patients.

 — Fewer than half of OPMs believe that adopting biosimilars 
will boost profitability, and plan to defer decision making 
on the use of biosimilars to physicians and payers.

 — MCOs are split on how biosimilars will impact total 
oncology drug spend: 42% believe biosimilars will 
moderately increase oncology drug spend, while 38% 
believe they will lead to a moderate decrease in oncology 
drug spend. 

Increasing use of incentives to influence care decisions
 — Although the use of prior authorizations (PAs) remains 

high, use of other utilization management tools such as 
peer-to-peer treatment review has decreased.

 — Instead, we are seeing increased use of value-based 
incentives and payments for pathway adherence. At the 
same time, it is also common to influence via electronic 
or EHR notification, though this is not seamless for all 
practices. 

 — Only half of physicians see a correlation between quality 
and cost of care.

Update on MIPS and OCM
 — Participation in MIPS and OCM is rapidly increasing; 

however, practices are split on whether or not either one 
helps with profitability. 

 — Many practices have oncologists as part of the working 
team to determine which metrics to track; at the same 
time, others are obtaining support from Centers for 
Medicare & Medicaid Services (CMS) or external 
consultants.

 — The majority of practices believe that MIPS participation 
has increased practice workload, and are split on whether 
not it’s a positive or negative driver of profitability.

 — More practices are also participating in OCM but fewer 
oncologists are made aware when they are treating an 
OCM patient.

Key findings

8 The 2019 Genentech Oncology Trend Report



K
ey

 fi
nd

in
gs

 — A significant majority (almost 90%) of practices believe 
that quality has improved as a result of OCM participation, 
and plan to continue participation next year.

Dramatic acceleration of innovation and complexity within 
the clinical landscape

 — In response to the need to fuel the clinical pipeline, there 
has been an increase in clinical trial activity—this increase 
has been especially significant among community 
oncologists and multidisciplinary teams (particularly with 
specialists).

 — This year we detect increasing excitement around PM 
and its adoption, with practices perceiving PM to be an 
important differentiator: 37% of practices believe PM to be 
a primary differentiator for their practices, while 55% see it 
as a secondary differentiator.

 — Novel oncology therapies are on the rise, and oncologists 
believe that checkpoint inhibitors and cell therapies 
will have a significant impact on treatment in the next 2 
to 3 years.

SPs change data-sharing practices
 — SPs are much more likely to share data with payers or 

PBMs than last year, either through periodic customized 
reports or directly reaching out to care managers.

 — However, SPs are less likely to have periodic reports or 
meetings with practices to discuss performance.

 — SPs report MCOs are more likely to share data with them 
(potentially as a mutually beneficial gesture); in contrast, 
oncologists are less likely to share data compared to 
last year. 

9The 2019 Genentech Oncology Trend Report



This survey looked at multiple aspects of oncology care, ranging from overall demand of services, through oncologist 
specialization, to practice reorganization, digitization, and approaches to manage spend. As expected, oncologists report 
an increase in workload, but practices are finding ways to increase bandwidth through hiring of APPs and increased 
digital communication with patients. Use of EHRs is near ubiquitous, and many practices would consider data sharing 
 if provided with sufficient incentive and rationale. Still, there is room for additional technology adoption and improvement 
 particularly in the mitigation of the growing administrative burden faced by oncologists.

Oncologist Workload 

The workload of oncologists continues to increase. Despite 
this, practices are finding ways to increase bandwidth while 
reporting a slight reduction in the availability of extended hours. 
This includes hiring more APPs and increasing the use of 
digital communication with patients outside their office visits. 
Oncologists are seeing the same number of patients as last 
year but report a decrease in appointment delays, suggesting 
improved practice efficiency. The majority of oncologists 
expect no change or an increase in their income from last year 
to this year. 

Oncologist workload continues to increase
Oncologist workload has continued to increase for the sixth 
year in succession: in 2018, 62% of oncologists reported 
an increase in workload over the previous 12 months, while 
only 8% reported a decrease. The most common drivers 
contributing to an increased workload are: paperwork/
administrative tasks (62%), increase in patient volume (44%), 
PAs for new therapies (31%). Fortunately, oncologists report 
that their incomes increase concurrently; of those surveyed 

(n=200), 40% report their individual net income increased in 
2018. A similar figure (39%) report their incomes will increase 
next year. 

While oncologists report an increase in patient volume to be 
one of the major drivers of workload, other data suggest that 
patient volume may have decreased or stayed the same. 
When oncologists were asked if their number of patients had 
increased or decreased in the past year, they were most likely 
to answer that the number of patients had stayed the same or 
increased slightly (57% of respondents). However, on average, 
oncologists report seeing approximately 85 patients each 
week: 12 new patients, 53 established patients undergoing 
treatment, and 20 post-treatment survivorship patients. 
This is fewer than the ~92 patients per week reported last 
year. Overall, we take this to indicate that the number of 
patients seen per week has remained relatively constant, but 
oncologists may perceive a greater number of patients as part 
of their increased workload.

1. Where and how is oncology care provided?

Exhibit 1

Change in oncologist workload over the past 12 months
% of survey respondents

Oncologist

Decreased workload No change Increased workload

10% 13%
8% 7% 8% 8%

40% 30% 30%

55%
48%

57%
49%

63% 62%
60%

50%

40%

30%

20%

10%

0%

70%

35% 44%36%

2013 
N=200

2014 
N=200

2015 
N=205

2016 
N=202

2017 
N=200

2018 
N=200

Oncology Trend Report study year
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OncologistExhibit 2

Oncologists who reported an increase in personal workload over the past 12 months
% of survey respondents

+14% Commonly cited drivers of workload increase
% of survey respondents, N=123

2017 
study year 

N=200

63%

2018 
study year 

N=200

62%

2016  
study year 

N=202

49%

+14%

Paperwork/administrative tasks 62%

Increase in patient volume 44%

PAs for new therapies 31%

Work associated with clinical trials 15%

Work associated with payment models 12%

Keeping up to date on new therapies 11%

Other (please specify) 3%

Exhibit 3

Average number of patients oncologists saw in a typical week
Average # patients

Oncologist

2017 study year, N=200 2018 study year, N=200

Survivorship patients  
per week (post-treatment)

Established patients  
per week (treating)

New patients per week

26
20

53
52

14
12

Exhibit 4

Average lead times for patient appointments
Average # days, mean of responses

OPM

2016 study year, N=201 2017 study year, N=202 2018 study year, N=205

New patients Established patients Infusion center visit Survivorship program care

11

6

5

7

11

8

6

88

6

4

6

of oncologists report that 
their individual income  
increased in the last year, 
and 39% predict their  
income will increase 
next year.

40%

11The 2019 Genentech Oncology Trend Report



1.
  W

he
re

 a
nd

 h
ow

 is
 o

nc
ol

og
y 

ca
re

 p
ro

vi
de

d?

Increased hiring of APPs
In response to an increased workload, OPMs report increased 
employment of APPs (up from 63% of practices in 2016 to 
84% of practices in 2018) rather than the implementation of 
longer open hours. APPs may potentially provide sufficient 
mid-week bandwidth to limit additional weekend hours—in 
2018, only 29% of practices offer patient visits at the weekend 
compared to 45% of practices in 2017. Moreover, increased 
patient contact throughout the treatment course may limit the 
need for additional opening hours—for example, an increase 
in email and text communication is observed (41% compared 
to 32% last year) in addition to increased communication 
through EHR-linked patient portals (48% in 2018 compared 
to 41% last year). Overall, the number of practices offering an 

expanded schedule to accommodate walk-ins or urgent care 
visits has decreased slightly from 38% to 34% of respondents. 
According to OPMs, 66% of practices close at 5pm or earlier, 
while a decreasing number are staying open until 6pm (19%) 
or 7pm (9%) on weekdays.

Despite the consistent number of patients seen per week, 
practices may be achieving greater efficiency leading to 
reductions in appointment delays. The average lead time 
for new patient appointments is 8 days compared with 11 
days in previous years. The average appointment lead time 
for established patients is 6 days (versus 8 days in last year’s 
study); for an infusion center visit the lead time is 4 days 
(compared to 6 days in 2017); for survivorship program care 
the lead time is 6 days (compared to 8 days in 2017).

Exhibit 5

Oncologist and OPM responses to increased workload

Oncologist OPM

2016 study year, N=201 2017 study year, N=202 2018 study year, N=205

Hours worked in a typical week 
Average # hours

Extended practice hours
% of survey respondents

Offer infusion 
services on the 

weekend

Offer patient 
visits on the 

weekend

Infusion center open  
until 6PM or later

Employ advanced practice 
providers

40%
55%

45%

29% 38%44% 49%
63%

77%
84%

Total hours worked

53 55 56

Exhibit 6

Initiatives to expand patient contact outside of scheduled visits
% of survey respondents

OPM

2017 study year, N=202 2018 study year, N=205

Hired/assigned staff for proactive outbound patient contact at predetermined points 
during treatment

Expanded schedule to accommodate walk-ins /and urgent care visits

Designated set times during workflow to manage patient contact

Hired staff for outreach to targeted patients deemed at high risk of complications due  
to disease/stage/treatment

Using secure text message responses involving standardized follow-up queries to reduce 
number of follow-up telephone calls

Hired outsourced service for proactive outbound patient contact at predetermined points 
during treatment

Have not undertaken any initiatives

Increased contact via patient portal linked to EHR

Increased email and text communication

41%
48%

7%
5%

15%
19%

16%
19%

19%
17%

29%
18%

32%
41%

33%
38%

23%
17%
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Exhibit 7

Latest time practice is open for in-practice visits with oncologists 
and/or nurse practitioners/PAs
% of survey respondents

OPM

2016 study year, N=201

2017 study year, N=202

2018 study year, N=205

5PM or earlier 6PM 7PM 8PM or Later

13% 15%
9%

23%
28%

19%

8% 6% 5%

56%
53%

66%

Exhibit 8

Oncologist tumor specialization
% of survey respondents, N=200

Oncologist

Practice general oncology Specialize in specific tumor types 

1   For oncologists who said they specialize in specific tumor types, specialization was determined based on the tumor type for which they saw the highest percentage of 
patients.

42%58%

Top 5 specializations1

% of oncologists who specialize in each tumor type, N=84

Breast Lung Prostate LeukemiaLymphoma

20%

12% 10%
7% 7%

Oncologist Specialization

The trend towards specialization continues, with half of 
oncologists becoming more specialized; in contrast, only 7% of 
oncologists have become more general in their practice. This 
increasing specialization is most acute amongst academics 
or those who have already specialized to some degree. 
Interestingly, generalists see more patients per week while 
specialists report working more hours per week.

Specialization trend continues
Similar to last year, oncologists are continuing to become 
more specialized, with 42% of respondents reporting that they 
specialize in a specific tumor type. Top tumor types reported 
this year are: breast (20% of specialists), lung (12%), prostate 
(10%), lymphoma (7%), and liver (7%). Compared to last 
year, the most common tumor types reported were breast, 
lung, leukemia, lymphoma, and colon. Only 7 percent of 

oncologists—and 0% of specialized oncologists—report they 
are treating a wider mix of tumor types.

Interestingly, there is a divide in the specialization trend 
between specialists and generalists. Specialization is 
increasing for oncologists who already focus on specific tumor 
types—71% report increasing specialization, compared to 
64% last year—but slowing for generalists: 33% compared to 
40% last year. Compared with community-based oncologists, 
academics are more likely to become specialized (61%) 
with only 3% reporting they are becoming more generalized; 
in comparison, 37% of community-based oncologists are 
becoming more specialized and 10% more generalized. When 
looking at workload between generalists and specialists, we 
see that generalists typically see more patients per week than 
specialists (98 versus 67, respectively); however, specialists 
report working more hours per week compared to generalists 
(60 versus 50, respectively). This may be because specialists 
are expected to spend significant time performing research.

 48%
of OPMs have increased 

the use of patient portals 

linked to EHRS, and 41% 

have increased email  

and text communication.
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Practice Reorganization

The majority of practices have recently reorganized and even 
more practices expect reorganization over the next 2 to 3 
years. While historically the major reorganizations have been 
hospital/academic medical center (AMC) integration and group 
purchasing organization (GPO) affiliation, going forward the 
most common strategies will be consolidation of community 
practices and joining/restructuring as an oncology accountable 
care organization (ACO) or oncology medical home. These 
reorganizations are giving practices increased scale, helping 
them reduce overhead costs and improve bargaining power 
with manufacturers and insurers. 

Practice reorganization is touching most practices
Similar to last year, nine out of ten oncology practices have 
either reorganized in the past 2 to 3 years or are planning to do 
so in the next 2 to 3 years —67% have already implemented a 

reorganization, and 73% are considering doing so in the next 
2 to 3 years. However, the reorganization strategies differ 
between those that have already implemented versus those 
under consideration for the future. As an example, there has 
been a growth in popularity of the following reorganization 
strategies: restructure as an ACO, join or combine with 
another community practice, and join or restructure as an 
oncology medical home. Notably, future-looking OPMs are 
more interested in joining other practices or restructuring 
versus integration or joint ventures with a hospital. That being 
said, the top goals for reorganization are consistent across 
strategies: reduce overhead costs (66% of respondents), 
improve prices with drug and device manufacturers (51% 
of respondents), improve treatment coordination (51% of 
respondents), and increase bargaining power with insurers/
employers (50% of respondents).

Exhibit 9

Changes in specialization by subtype (over the past 5 years)
% of survey respondents

Becoming more generalized Becoming more specialized 

Overall  
N=200

Generalists  
N=116

Specialists  
N=84

Community-based  
N=82

Academic/medical center-based 
N=87

37%10%

61%3%

71%

33%12%

49%7%

Oncologist

Exhibit 10

Differences in reported workload by generalist and specialist

Oncologist

Average number  
of patients per week

Median number of 
hours worked per week

98

67

50

60

Generalist, N=116 Specialist, N=84

v71% 64%20
17

while more generalists are staying general 
(only 33% moving to specialization).

Specialists are further specializing
20

18
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Exhibit 11

Oncology practice reorganization
% of survey respondents, N=205

OPM

OPMs who 
have already 
implemented 
a reorg in the 
last 2–3 years

OPMs who 
will consider 
a reorg in the 
next 2–3 years

OPMs who have 
not reorganized 
and are not 
considering one

67%

73%

10%

Reorganization strategies 
implemented in the past 
2–3 years
% of respondents, N=138

Reorganization strategies 
under consideration
in the next 2–3 years
% of respondents, N=149

Affiliate with a GPO

Join/restructure as an oncology ACO

Integrate or enter a joint venture with 
a hospital/academic center

Join or combine with another 
community practice

Affiliate with a practice management 
organization

Sell your practice to hospital/
academic center

Join/restructure as an oncology 
medical home

4%

11%

11%

12%

13%

23%

26%

19%

7%

19%

18%

10%

13%

14%

Exhibit 12

Oncology practice reorganization goals
% of survey respondents, N=205

Oncologist

Enabling scale for hiring practice manager

Enabling 340B designation

Enabling scale for hiring practice manager

Acquire complementary capabilities  (e.g.,radiation oncology, interventional oncology)

Acquire complementary talent (e.g., missing specialties)

Increased bargaining power with insurers/employers

Better treatment coordination

Improved prices with drug and device manufacturers

Reduced overhead costs

8%

13%

24%

24%

27%

50%

51%

51%

66%
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Digitization

As EHR usage becomes universal, the top considerations 
now are if and how practices share their data. While few 
currently share their data, many practices report they would be 
willing to do so given appropriate incentives. Similarly, use of 
telemedicine is low today, but oncologists express high interest 
in its future use.

Wider interoperability requires improvement
Today, 95% of practices use an EHR; there has been an 
increase in the use of oncology-specific EHRs, with 53% of 
OPM respondents using oncology-specific EHR compared to 
43% last year. Currently, these EHRs are fairly interoperable 
within practices; however, there is room for improvement in 

terms of their wider interoperability. While 71% of practices 
report that EHRs can be used across multiple sites within a 
practice, only 26% say they can be used with other oncology 
practices. Furthermore, 40% can be used with area hospitals 
outside of the practice, but only 13% can be used with out-of-
area hospitals and centers of excellence (COEs).

The most commonly used EHR is Epic (35% of EHR users), 
followed by Flatiron’s OncoEHR (15%). Interestingly, 20% of 
OPMs report they have more than one EHR, most often one 
that is oncology-specific and one for general usage.

The majority of OPMs (79%) are happy with their EHR and 
are not looking to switch. However, should they decide 
to switch, the primary reasons are the quality of the user 
interface, interoperability, patient management, and billing 
functionality.

EHR interoperability (i.e., data exchange capability) with other departments  
and practices 
% of survey respondents, N=194

Exhibit 13

Oncology practices that use EHRs
% of survey respondents

OPM

General EHRUse an oncology-specific EHR 

84%

58%

26%

97%

43%

54%

95%

53%

42%

2016  
study year 

N=168

2017  
study year 

N=202

2018  
study year 

N=205

With out-of-area hospitals and COEs

With area hospital(s) out-side of practice

With other oncology practices

Across multiple sites within a specific practice

13%

40%

26%

71%

OPMExhibit 14

Current EHR use
% of respondents, N=194

1  OncoEMR from Flatiron Health

20%  
of respondents have 
more than one EHR

iKnowMed

Other

Epic

OncoEMR1

Cerner

ARIA

MOSAIQ

Athena

Allscripts

35%

15%

13%

12%

10%

10%

9%

3%

11%

71%
of OPMs report 
interoperability across 
sites within a practice, 
but only 13% are 
interoperable with out-of 
area hospitals and COEs.
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OPMExhibit 15

Oncology practice satisfaction with EHR

No Yes

21%

79%

Primary reasons practices would consider switching
% of survey respondents, N=40

Are you considering switching your 
EHR/EMR vendor?
% of survey respondents, N=202

We would like an EHR/EMR with better user interface 

We are considering an EHR/EMR with better 
interoperability with our partners (other clinics or hospitals) 

We are considering an EHR/EMR with better patient 
tracking/management 

We are considering an EHR/EMR with better billing 
functionality 

We are considering an EHR/EMR with better pathway 
adherence monitoring

We are considering an EHR/EMR with build in clinical 
decision support tools

55%

43%

35%

35%

30%

20%

Willingness to share data
Some 40% of OPMs are not currently willing to share data; 
this is surprising given recent notable efforts to support data 
sharing. Biden Cancer Initiative has said, “Right now—if we 
stopped research entirely, if we never spent another dime on 
finding new cures—we could still save thousands more lives 
by doing one thing: sharing data and knowledge that already 
exists.”6 However, this may be specific to practice managers 
versus clinicians. Oncologists typically report more interest in 
sharing data particularly for purposes of sharing data between 
sites of care. If sharing for commercial purposes, practice 

6 BCI chair, https://bidencancer.org/issues/working-groups/data-sharing/

managers want to be compensated for the value of data. While 
only 17% of OPMs report sharing their EHR data, 37% would 
consider doing so for the following reasons: if it were part of a 
software solution that solved practice needs, if they received 
sufficient monetary compensation, or to align incentives with 
an integrated delivery network (IDN) or payer. In the coming 
years, more and more practices will be sharing or willing to 
share their EHR data with pharmaceutical companies or 
others for research and/or commercial purposes if given 
sufficient motivation—such as a financial incentive or 
alignment with an IDN. 

Exhibit 16

Are you willing to share your deidentified EHR/EMR data with pharmaceutical companies or others for research and/or  
commercial purposes?
% of respondents, N=194

OPM

No we are not willing Yes

40%

60%

6% Other

37%

17%
Currently sharing data (via a third party or directly with 
pharmaceutical companies)

Would consider sharing for the following reasons:

 — If it were part of a software solution that solved practice needs

 — If I received sufficient monetary compensation

 — To align incentives with an IDN or payer
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Telemedicine soon to gain traction?
Today, telemedicine use is limited—only 19% of oncologists 
use telemedicine—but many would like to use telemedicine 
for remote follow-up via video call (37%), sending patients 
home with electronic monitoring device (35%), patient 
symptom and adverse event (AE) monitoring (48%).

Exhibit 17

Oncologist usage and interest for digital patient communication
% of survey respondents, N=200

Oncologist

Would like to use telemedicine for thisCurrently use telemedicine for this

Remote follow-up via video call

Sending patients home with electronic monitoring device

Patient symptom and AE monitoring (e.g., MoovCare)

37%15%

8% 35%

8% 48%

Patient Payer Mix

The patient payer mix continues to trend from commercial to 
Medicare, while health insurance exchanges (HIX) have seen 
a slight drop in enrollment the past year; this is likely due to 
political volatility in policies around the Affordable Care Act 
(ACA). In more positive news, practices are, overall, facing 
fewer exclusions from narrow networks than last year. Of those 
that do, practices with mostly commercial patients face the 
most exclusions.

Decrease in move to HIX
Overall, there has been a continuing shift in payer mix from 
commercial plans to exchanges during the past 5 years. 
In 2018, OPMs estimated that 3% of their patients fall into 
health exchanges (representing a slight decrease from 4% in 
2017). Meanwhile, use of Medicaid held steady over the last 
6 years (11% in 2012 to 10% in 2018). Given pressure on the 
ACA and the lack of a mandate, we expect further volatility 
in the exchange numbers going forward. Within this picture, 
academic practices see a similar proportion of commercial 
and Medicare patients (37% and 36%, respectively); in 
contrast, community practices and hospitals typically see 
a greater number of Medicare patients compared to those 
within commercial, Medicaid, or HIX groupings.

Exhibit 18

Reported payer mix
% of patients (average of estimates)

OPM

2012 study year, N=100 2018 study year, N=205

3% 2%

Charitable Care

3%

HIX

4%4%

Self-pay/cash

11% 10%

Medicaid

40%
36%

Commercial

43% 44%

Medicare
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Revenue is increasing in Medicare practices
Of the 205 OPMs who responded to the survey, 70 report 
their practices to be primarily Medicare (those with more than 
50% Medicare patients), and 24 report their practices to be 
primarily commercial (more than 50% commercial patients). 
Practices with mostly Medicare patients are more likely to 
report an increase in revenue in 2018 from 2017 (49%) than 
practices that serve mostly commercial patients (33%). 

Exclusions are more common in practices focused  
on commercial patients
Narrow networks—practices that mostly serve commercial 
patients—are more likely to be excluded from a significant 
number (more than 20%) of covered lives: 13% of practices 
with mostly commercial patients. In contrast, practices with 
mostly Medicare patients are more likely not to have any 
exclusions (61% of practices) compared to commercial-
dominant practices (50% of practices). There is an overall 
decrease in exclusions compared to 2017: 65% of primarily 
commercial practices report small or significant exclusions 
in 2017, down to 50% in 2018. At the same time there are 
regional differences, with exclusions more likely in the 
Midwest (51% experienced a small or significant exclusion) 
and least likely in the Northeast, where 64% report no 
exclusions.

Exhibit 19

Reported payer mix by type of oncology practice
% of patients (average of estimates) Community, N=107Academic, N=37 Hospital, N=60

37%

33%

46%

16%

3%

38%
36%

47%

10%

4%4%

8%

HIXMedicaidCommercial Medicare

OPM

of predominantly 
Medicare practices 
expect an increase 
in revenue this year, 
compared to only 
33% of predominantly 
commercial practices.

49%

Exhibit 20

Exclusion from payers’ “narrow-networks”
% of survey respondents

Mostly (>50% patients) Commercial, N=24

Mostly (>50% patients) Medicare, N=70

OPM

Excluded for a significant number 
(>20%) of covered lives in our 
catchment area

Excluded for a small number 
(1–20%) of covered lives in our 
catchment area

Not excluded; we can accept 
nearly any patient with insurance

3%

13%

36%

38%

61%

50%
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Exhibit 21

Narrow-network exclusion based on practice geography
% of survey respondents, N=205

OPM

Northeast, N=45 West, N=28Midwest, N=41 South, N=91 

Yes, for a small 
number (1–20%) of 
covered lives in our 
catchment area

No, we can accept 
nearly any patient 
with insurance

Yes, for a significant 
number (>20%) of 
covered lives in our 
catchment area

5%

8%
2%

7%

46%

34%
33%

39%

64%
49%

58%
54%

Exhibit 22

Percentage of healthcare budget represented by cancer
% of budget (average of estimates)

Employer MCO

1  % of healthcare costs related to cancer treatments

Breakdown of total medical benefit cancer spend
% of spend (average of estimates)

Imaging

Drug and drug administration

Physician and clinical services (i.e., non-drug)

Inpatient hospital care

Radiation therapy

Cancer care (i.e., condition) management programs

Palliative care and hospice

Molecular/biomarker testing

Genetic testing and genetic counseling in oncology

Cancer survivorship program care

All other services

Employers1  
N=100

MCO  
pharmacy  

benefit  
N=83

MCO  
medical 
benefit 
N=97

17%

21%

18% 24%

20%

19%

9%

7%

5%

5%

3%

3%

2%

2%

less exclusions from 
narrow networks for 
Medicare practices: 
52% excluded in 2017 
compared to 39%  
in 2018.

25%

Cancer Spend 

The spend on cancer is already high and continues to grow, 
albeit more slowly than last year. The largest portion of medical 
spend was on drugs and drug administration, and the vast 
majority of specialty pharmacies report that cancer drugs 
represent over a fifth of their revenues. However, the rapid 
growth seen in previous years is slowing: this is reflected in a 
relatively flat percentage of budget for employers and MCOs 
compared to last year, and a decrease in the percentage of 
revenue for specialty pharmacy.

Growth in cancer spend is slowing but remains very significant 
Cancer continues to make up a significant portion of health 
costs: 17% of employers’ healthcare budget, 21% of MCO 
pharmacy benefit, 18% of MCO medical benefit. A breakdown 
of MCO medical benefit cancer spend shows the same top 
three costs as last year: drug and drug administration—24%; 
physician and clinical services (non-drug)—20%; and 
inpatient hospital care—19%. However, the year-over-year 
growth rate in cancer spending is slowing for pharmacy 
benefit, from 17% in 2016 to 11% in 2018. At the same time, 
medical benefit cancer spend growth has slightly decreased 
from 14% in 2016 to 12% in 2018.
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Cancer revenue growth is slowing for specialty pharmacy
SP is also showing a slow-down in revenue from cancer spend: 
47% of respondents reported 21–40% of revenue came from 
cancer drugs in 2016, while 43% said only 0–20% of revenue 
came from cancer drugs in 2017. While still growing, year-
over-year growth has shrunk, with only 55% of SP reporting 
year-on-year growth over 10%, compared to 63% in 2017.

Exhibit 23

Year-over-year growth in cancer spending (pharmacy vs medical benefit)
Average % growth 

MCO

Pharmacy benefit Medical benefit

1  Pharmacy benefit, N=83, Medical benefit, N=97.

2016  
study year  

N=103

2017 
study year  

N=100

2018  
study year  
N=83/971

16

12

8

4

2

6

10

14

18

0

Exhibit 24

Percentage of total revenues that came from cancer drugs
% of survey respondents, N=30

2016 2017

0–20%

21–40%

41–60%

61–80%

81–100%

SP

23%

43%

47%

33%

16%

13%

6%

10%

7%

SPExhibit 25

Year-over-year growth (2018 vs 2017) in revenue from dispensing 
cancer drugs 
% of survey respondents, N=24 20182017

7%

Negative  
1–10%

3%

8%

No change

23%

38%

<10%

63%

55%

>10%

8%
YoY growth in MCO cancer 
medical benefit spend 
from 2017 to 2018, a 
decrease compared to 
13% YoY growth from 
2016 to 2017.
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Exhibit 27

What percentage of your  
organization’s overall medical  
benefit budget is spent on cancer? 
% of budget, N=97

Meanxx

25%

20%

15%

10%

5%

0%

23%

10%

15%
18%

Upper quartile

Median

Lower quartile

MCOEmployerExhibit 26

What percentage of your healthcare  
costs would you say are related  
to cancer treatments? 
% of costs, N=100

Meanxx

25%

20%

15%

10%

5%

0%

20%

10%

15%
17%

Upper quartile

Median

Lower quartile

30%

25%

20%

15%

10%

5%

0%

MCOExhibit 29

What percentage of your  
organization’s overall pharmacy  
benefit budget is spent on cancer?
% of budget, N=83

Upper quartile

Median

Lower quartile

Meanxx

30%

18%
21%

10%

Exhibit 30

What is the year-over-year growth  
(2018 vs 2017) in spending on  
cancer pharmacy benefit?
% of growth, N=83

MCO

Meanxx

13%

8%

25%

20%

15%

10%

5%

0%

Upper quartile

Median

Lower quartile

5%

11%

MCOExhibit 28

What is the year-over-year growth  
(2018 vs 2017) in spending on cancer
drugs under the medical benefit?
% growth, N=97

Upper quartile

Median

Lower quartile

Meanxx

25%

20%

15%

10%

5%

0%

5%

15%

8%

12%
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Exhibit 31

Measures used to control oncology spend 
% of survey respondents, N=100

Employer

Top ways employers are controlling oncology spend

We’re not applying measures to specifically control oncology drug spend

Use a separate PBM for all specialty drugs (including cancer)

Encourage employee “consumerism” (e.g.,high deductible plans that encourage 
less outof pocket costs if employees are moreconservative with their spend)

40%

29%

44%

Exhibit 32

Employers who use cancer-specific design
% of survey respondents, N=100

Offer cancer-specific benefit design

Do not have cancer-specific benefit design
What features do you have in your cancer benefit design?
% of survey respondents, N=47

Cancer-specific education and wellness programs

Support services (e.g., subsidized medical transportation, 
disability care, life insurance,financial advocacy)

Personalized nurse navigators forcancer services and care

Access to a distinct cancer provider network

Cancer-specific online portals

62%

53%

53%

38%

19%

47%53%

Employer

Employer Cancer Focus

Employers are using special tactics for managing cancer 
spend and feel comfortable with the complex financial 
concepts of cancer care. Many employers are implementing 
cancer-specific benefit design, including features such 
as cancer-specific education, support services, and 
personalized oncology nurse navigators. However, employer 
understanding of some cancer care topics is limited, such as 
biosimilars and APMs.

Employee consumerism and PBMs help employers manage 
oncology spend
Employers are predominantly using two ways to control 
oncology spend: by encouraging employee “consumerism” 
(for instance, high deductible plans that encourage fewer 

OOP costs if employees are more conservative with their 
spending)—44% of respondents; and by using a separate 
PBM for all specialty drugs (including cancer)—40% 
of respondents. That being said, 29% of employers are 
NOT using any measures to specifically control oncology 
drug spend.

When asked how well they understand different cancer care 
topics, employers responded similarly to last year—they 
understand the finances of cancer care, but need help 
understanding biosimilars and APMs.

47% of employers offer cancer-specific benefit design. 
Common features include: cancer-specific education 
and wellness programs (62%), support services such as 
subsidized medical transportation, disability care, life 
insurance, financial advocacy (53%), and personalized nurse 
navigators for cancer services and care (53%).

1.
  W

he
re

 a
nd

 h
ow

 is
 o

nc
ol

og
y 

ca
re

 p
ro

vi
de

d?

23The 2019 Genentech Oncology Trend Report



Exhibit 33

Employer understanding of topics related to cancer care 
% of survey respondents, N=100

Employer

Poor Fair Good Excellent

Comfortable 
with these 
concepts

Don't know

Need help 
understanding 
these concepts

Alternative payment models used in Cancer Care  
(eg, bundled payments, episodes, pathways)

Diagnostic testing and personalized medicine

Differential costs by site of service

Cancer cost trend relative to other disease trends  
(e.g., diabetes, cardiovascular disease, back pain)

Level of financial impact incurred by your employees 
undergoing cancer treatment or survivorship care

Cost trend in cancer specialty drugs as a driver  
of the company’s total health care spending

Quality of cancer care

Biosimilars

Workforce burden resulting from employees who are 
serving as caregivers to family members with cancer

Cancer expenditures as a percentage  
of the company’s total health care spending

47%

41%

37%

25%

21%

24%

44%

47%

41%

38%

12%

12%

9%

29%

26%

27%

15%

12%

14%

18%

21%

23%

36%

34%

31%

31%

32%

21%

25%

30%

16%

22%

16%

10%

6%

16%

8%

17%

18%

13%

4%

2%

2%

2%

16%

2%

1%

3%

2%

1%

Site of Care

The shift from community clinic practices to the hospital/AMC 
setting continues. Both employers and payers are worried 
about the impact on cost of care and OOP costs for patient 
but are excited about the opportunity for more data collection, 
better access to therapies, and value-based agreements. 
Academic and hospital sites report greater use of published 
guidelines, reference to the academic literature, and use of 
molecular tumor boards when treating their oncology patients. 

As alluded to in the practice reorganization section, a 
significant number of practices have consolidated/joined a 
joint venture or are considering consolidating over the next 
2 to 3 years. This is consistent with the broader trend of 
healthcare consolidation—the top 140 networks represent 
58% of revenue, and the top 10 systems alone represent over 

7 McKinsey Research, 2018

20% of total health system revenue in the U.S7. In oncology, 
this has contributed to a shift in oncology services from 
community-based practices to large hospitals and AMC. 
Employers and MCOs are concerned about the impact of 
this shift on cost of care. However, employers do believe 
that AMCs/hospitals may provide patients access to more 
innovative therapies, and MCOs believe the shift will provide 
them with more opportunities for value-based agreements. 

Clinical decision making also differs by site of care. 
Oncologists at AMCs and hospitals are more likely to use 
collaborative resources for clinical decision-making support, 
such as guidelines, academic literature, and molecular 
tumor boards. 
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Exhibit 34

What impact is the shift in oncology site of care (e.g., from community to hospital/AMC settings) having for your organization?
Number of survey respondents

77

48

29

… it gives our organization the 
opportunity to collect more 
data to better understand 
impact of care

… it provides my employees 
with better access to 
innovative therapies and care

Trend is 
beneficial 
because…

Positive

Positive
38

… for the opportunity to better 
understand impact of care through 
data collection

… we can better negotiate with a 
few larger hospital provider systems

… it provides more opportunities to 
develop value-based agreements

20

10

8

85

39

42
… it could increase cost  
of care per patient

… it could increase OOP 
costs for my employees

Trend is 
concerning 
because…

Negative

Negative
50

19
… our ability to negotiate costs 
because of increased bargaining 
power by the hospital provider

… the increase in cost of care 
per patient

31

MCOs
N=104

Employers
N=100

Employer MCO

Exhibit 35

Tools used for clinical decision support after biomarker tests

Oncologist

Community practice, N=82AMC/hospital, N=116

Differences in AMC/hospital versus community practice oncologists
Number of survey respondents

Software-based clinical decision support tools

Others

Molecular tumor boards

Guidance from pathways

(Non-molecular) tumor boards

Therapy options listed on test reports from biomarker 
testing vendors

Academic literature

Published guidelines

15
11

4

16
50

36
36

38
31

38
37

41
81

68
84
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This section examines various aspects of the oncology services being provided to patients, including: patient support 
services; in-office infusions and in-practice dispensing; survivorship, palliative, and advance care planning; and 
clinical trials. While practices are still offering in-office infusions and survivorship care, many other services have 
plateaued or decreased, including in-practice dispensing. OPMs are also less likely to employ care navigators.

Expanded Services to Support Cancer Patients

Practices and MCOs continue to offer a plethora of services 
to cancer patients. Compared to last year, practices are more 
likely to offer survivorship care, while MCOs are more likely to 
reimburse telemedicine. Interestingly, employers are using 
fewer mechanisms to educate employees about services, and 
more likely to rely on insurers to send appropriate reminders. 
MCOs and employers continue to support and encourage 
screening and early detection.

Growth in survivorship care and smoking cessation services
OPMs continue to offer additional services to cancer patients, 
most commonly in-office infusions (82%), clinical trials (61%), 
pain management (61%), and survivorship care (61%). Key 
changes from last year include: a 10 percentage point growth 
in survivorship care, a 10 percentage point growth in smoking 
cessation, and an 8 percentage point drop in prehabilitation 
services. See exhibit 36.

Drop in services provided to cancer patients
MCOs provide services to improve quality of care, most 
commonly care managers/navigators (81%), cancer screening 
and early detection programs (78%), and individualized, 
high-touch case management (67%). Key changes from last 
year include: a reduction in case managers/care navigators—
down 15 percentage points; a drop in second-opinion consult 
programs—down 13 percentage points; and a slight growth 
in transparency tools—up 6 percentage points. The reduction 
in care managers/navigators is concerning as they are an 

important guide for patients. Nonetheless, they still remain 
the most universally offered service amongst MCOs. See 
exhibit 37.

Similarly, MCOs report a slight decrease in reimbursement 
of provider services. The largest decreases include: new 
patient treatment planning—down 14 percentage points; end 
of treatment summary preparation—down 11 percentage 
points; and practice-based pharmacy services—down 7 
percentage points. See exhibit 38.

Reduction in education services from employers
Employers are using fewer ways to educate employees than 
they did previously, with a drop in the top five mechanisms 
used in 2017: an 18 percentage point decrease in sponsor 
health fairs, a 6 percentage point decrease in health coaching 
services, a 14 percentage point decrease in third-party 
communications from health plans and cancer awareness 
organizations, an 11 percentage point decrease in education 
regarding screenings, and a 19 percentage point decrease in 
company intranet reminders. See exhibit 39.

Second opinions offered by majority of employers 
but not MCOs
MCOs are less likely to offer second opinion consult 
programs—down from 62% in 2017 to 49% in 2018. In 
contrast, the majority of employers still offer second-opinion 
services (72%) which is similar to the 75% reported in 2017. 
See exhibit 40.

2. What services are provided  
to patients and by whom?
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Exhibit 36

Services provided by oncology practice or hospital 
% of survey respondents

OPM

In-office infusions

Clinical trials

Pain management

Survivorship care

Nutrition counseling

Palliative care

Radiation therapy

Smoking cessation

Advanced care planning

Behavioral/mental health counseling

Physical therapy

Occupational therapy

Respiratory therapy

Speech therapy

Prehabilitation services

86%

82%

59%

61%

68%

61%

61%

64%

61%

56%

58%

54%

57%

43%

53%

52%

52%

40%

40%

40%

40%

33%

33%

34%

29%

27%

19%

44%

45%

51%

2018 study year, N=2052017 study year, N=202
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Services MCOs provide to members with cancer or at high risk for cancer
% of survey respondents

MCO

2018 study year, N=1042017 study year, N=100

Case managers/care navigators

Cancer screening and early detection program

Individualized, high-touch case management

Patient satisfaction surveys

Patient education materials on your website

Second-opinion consult programs

Treatment cost estimators

General mobile health apps

Financial counseling

Transparency tools to show estimated costs 
and/or quality by procedure by provider

Survivorship programs

Reimbursement for extraordinary travel costs

Cancer-specific mobile apps

Reimbursement for regular travel costs

96%

81%

84%

78%

71%

67%

71%

62%

62%

49%

67%

57%

43%

43%

41%

37%

25%

24%

24%

18%

23%

14%

15%

16%

38%

39%

30%

31%

28 The 2019 Genentech Oncology Trend Report



2.
  W

ha
t s

er
vi

ce
s 

ar
e 

pr
ov

id
ed

 to
 p

at
ie

nt
s 

an
d 

by
 w

ho
m

?MCOExhibit 38

Provider services reimbursed by MCOs
% of survey respondents

2017 study year, N=100 2018 study year, N=104

SCP preparation
15%

12%

Patient care management during treatment
60%

58%

Oncology care coordination
57%

52%

Telemedicine visits (e.g., remote follow-up)
46%

49%

New patient treatment planning
52%

38%

Patient care monitoring during active monitoring phase 
following treatment

44%

42%

Advance care planning
34%

37%

Practice-based pharmacy services
30%

23%

End of treatment summary preparation
31%

20%

Oral oncology drug education and adherence monitoring
20%

24%

E-communication with patients (e.g., e-mails, texting)
23%

18%

Prehabilitation assessments and interventions
15%

15%

Clinical trial participation
14%

15%
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Describe how you educate employees and support the importance of cancer screenings and early detection
% of survey respondents

Employer

63%

45%

58%

52%

55%

41%

54%

43%

51%

32%

48%

49%

46%

24%

44%

19%

41%

32%

35%

28%

30%

32%

29%

19%

25%

30%

21%

19%

8%

17%

7%

13%

6%

3%

Sponsor health fairs

Third-party communications from health plans and cancer awareness organizations 

Health coaching services 

Education regarding screenings and recommendations by age, sex, and risk factors

Company intranet reminders 

Conduct annual workplace campaigns in conjunction with national campaigns 
(October for breast cancer, March for colon cancer, etc)

Company newsletter 

Paid personal days off for medical appointments 

Flexible schedules for medical appointments 

Provide screenings at on-site health clinic or other on-site events (e.g., 
mammography vans, fecal occult blood test)

Financial incentives to undergo cancer screenings and biometric assessments 

Educate employees about mHealth mobile and Web apps to prevent cancer (e.g., risk 
assessment tools, screening exam reminders)

Require insurers to send age-appropriate reminders to all enrolled members 

Social media to engage and communicate information to employees 

Publicize patient testimonials 

Subsidize the cost of mHealth mobile and Web apps to prevent cancer (e.g., risk 
assessment tools, screening exam reminders)

Financial penalties if fail to undergo cancer screenings and biometric assessments 

2017 study year, N=101 2018 study year, N=100
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Second opinion services

1  For members with cancer or at high risk for cancer.

Considering in next 2–3 yearsYes2018 study year, N=1042017 study year, N=100

62%

49%

Yes

2017 study 
year, N=101

2018 study 
year, N=100

75%11%

72%11%

Second opinion services offered as part of the employer benefit package
% of survey respondents

Second opinion consult programs offered by MCO1

% of survey respondents

EmployerMCO

In-office Infusions & Drug Dispensing 

In-office infusions continue to be nearly universally offered, 
with increasing capacity for patients. In-practice oral drug 
dispensing has decreased since last year: approximately 
half of practices do not dispense, compared to 41% in 2017. 
In contrast, oncologists increasingly see the advantages of 
in-practice dispensing, especially as a mechanism to monitor 
patient treatment.

In-office infusion continues to be the norm but in-practice 
dispensing is declining
In-office infusions remain near universal (82% of practices), 
but perhaps with more capacity than in previous years.  

The majority of OPMs (70%) say they are full for a few hours 
each day, but always have slots available if the patient can be 
flexible; this compares with 63% in 2017. At the same time, 
there has been a clear decrease in in-practice dispensing, 
with approximately 50% of OPMs engaging in this, compared 
to 59% last year. PBMs have increasingly prevented practices 
from dispensing, particularly after the first fill, so reducing 
its attractiveness to practices. Nevertheless, the majority 
of drugs are still filled in-office for the first script (48% on 
average), dropping to 41% on average for refills. Generally, 
oncologists would like to be able to offer more in-office 
dispensing in order to monitor patient treatment and ensure 
adherence. 

Exhibit 41

Interest in new and emerging cancer screening
% of survey respondents, N=100

Employer

Existing molecular screening tests (e.g., at-home fecal 
test for colorectal cancer such as Cologuard)

21%36%

Emerging molecular screening tests (e.g., pan-cancer 
blood test such as GRAIL)

16%22%

Very interestedInterested

Screening and early detection programs
While the majority of MCOs still offer cancer screening 
programs, this has decreased slightly compared to last year. 
Meanwhile employers continue to educate their employees 
on the importance of screening, typically using five to 
ten channels to access employees. Many employers are 
embracing molecular diagnostics for early screening: 57% 
of employers are “interested” or “very interested” in existing 
molecular screening tests; meanwhile 38% are “interested” 
or “very interested” in emerging molecular screening tests.

78%
of MCOs offer cancer 
screening/ early detection 
programs, and employers 
are using 5 to 10 channels 
to educate and incentivize 
empoyees on the importance 
of screening and  
early detection.
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Patient convenience is key factor for dispensing in-practice
The greatest benefit of in-practice dispensing remains the 
convenience for patients. Since 2017, oncologists report an 
increase in other advantages, such as: patient preference 
(increase of 25 percentage points), patient adherence 
and monitoring (increase of 17 percentage points), and 
additional revenue for the practice (17 percentage points). 
However, payers are increasingly limiting OPM’s ability to 
fill prescriptions and requiring them be filled at a different 
pharmacy—up from 50% in 2017 to 64% in 2018. This 
struggle between payer policy and oncologist preference 
continues, but many practices have either reached the scale 
to ensure they can keep dispensing or have had to close 
down. Oncologists are increasingly aware of the importance 
of patient education in relation to oncology drugs dispensed 
in-practice, reporting increased responsibility for all members 
of the practice.

Exhibit 42

Level of utilization of infusion chairs
% of survey respondents, N=OPMs’ practices that are offering in-office infusions

OPM

2017 study year  
N=171

2018 study year 
N=168

63% 5%32%

70% 7%21% 2%

We are full for a few hours each day, but always have slots available  if patient can be flexible

We very rarely are using all of our infusion chairs

We almost always have slots available at the time that is preferred by patients

We are nearly full most of the day and we sometimes need to refer patients elsewhere

Exhibit 44

In-office oral drug dispensing
% of patients, mean of responses provided, N=205

OPM

For the first script Ongoing after  
first script

48%

41%

Declines after 
first script

Exhibit 43

Practices that engage in in-practice drug dispensing
% of survey respondents

No

Did previously, but no longer

Currently investigating

Yes, closed-door license pharmacy

Yes, under an NPI

OPM

2017 
study year 
N=202

2018 
study year  
N=205

23%

30%

15% 21% 38%

19% 20% 28%

3%

2%

Exhibit 45

Payer restrictions on drug prescriptions 
% of survey respondents

OPM

2017 study year, N=202 2018 study year, N=205

Payers limit ability to fill prescriptions/
require prescriptions be filled  

by a different pharmacy 

50%

64%
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75%
of onclogists say 
convenience for patients 
is a major advantage of 
in-practice dispensing, 
while 45% also see it as 
important for monitoring and 
improving patient adherence 
to therapy.

Exhibit 46

Responsibility for patient education of oral oncology drugs 
dispensed in-practice 
% of survey respondents

Oncologist

Oncologist

Nurse

APP (NP/PA) 

Pharmacist

2017 study year, N=200 2018 study year, N=200

37%

60%

31%

44%

22%

38%

19%

38%

Survivorship, Palliative, and Advance Care Planning

As seen in the last section, oncology practices are increasing 
survivorship care services. Going forward, OPMs expect to 
add or expand survivorship services, demonstrating continued 
commitment to patient coordination and quality of care. The 
majority of oncologists have palliative care consultations and 
advance care planning discussions with their patients.

More than half of practices provide a survivorship care 
plan (SCP)
Approximate six out of ten oncology practices provide a SCP 
to patients upon discharge from active cancer treatment, and 
an additional two in ten have launched a pilot program to do so 
(or plan to) next year. The oncologist view is consistent: most 
oncologists (55% plus) interact with a patient’s primary care 
team and are responsive to questions and concerns; however, 
fewer provide a SCP (26–47%), depending on treatment 
stage. We may see this increase next year as practices 
continue to add services: around 49% of oncology practices 

expect to add or expand survivorship program services over 
the next 2 to 3 years, an increase of 7 percentage points from 
2017. See exhibit 47 and 48.

Palliative care consultation
While there is variation amongst oncologists on when to 
conduct a palliative care consultation, the largest number 
of oncologists (33%) reported performing the consultation 
within the first month after diagnosis. However, this has 
decreased from 2017. In 2018, oncologists were more likely to 
consult after failure of first line therapy or when they had run 
of therapeutic options.See exhibit 49.

Advance care planning
Oncologists are now more likely to have advance care 
planning discussions with patients: 76% compared to 68% 
last year. Of those doctors, 58% bill Medicare using advance 
care planning current procedural terminology (CPT) codes. 
See exhibit 50.

Exhibit 47

Provision of written/printed SCP upon discharge from active 
cancer treatment 
% of survey respondents

OPM

Not provided

Not currently provided, but planned for 2019

Have launched a pilot program

Provide to some cancer patients

Provide to all cancer patients

2018 study year 
N=205

19% 15% 8% 27% 32%

49%
of OPMs expect to add 
or expand survivorship 
program services in the 
next 2-3 years, compared 
to 42% last year.
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Exhibit 48

How do you interact with primary care for your oncology patients? 
% of survey responses, N=200

Oncologist

Provide a written SCP

Hold a single transition meeting

Hold regular check-ins (e.g., annual biannual)

Responsive interactions to questions and concerns of PCP

Do nothing

Patients at initiation of oncology care Patients undergoing treatment Patients at the end of  treatment

35%

8%

16%

59%

11%

26%

5%

29%

62%

9%

47%

10%

20%

55%

6%

Exhibit 49

How soon do you conduct a palliative care consult or refer the patient to a palliative care clinic after diagnosis of advanced stage cancer? 
% of survey responses, N=200

Oncologist

When the decision is made to move from active 
treatment to palliation

When we run out of therapeutic options

After failure of first-line therapy

Closer to end-stage/end of life

Within the first month after diagnosis1 
46%

33%

24%

25%

12%

15%

12%

17%

5%

4%

2017 study year, N=200 2018 study year, N=200

1  Grouped responses "immediately", "within 2 weeks", and "within one month"
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 Palliative care clinics
The majority of OPMs refer patients to palliative care clinics 
in the hospital they are affiliated with/owned by; however, 
this is fewer in 2018 compared to 2017 (32% versus 37%, 
respectively).

Exhibit 50

Patient advance care planning discussions 
% of survey respondents

Oncologist

Yes, I personally have these discussions with patients

No, but someone else in the practice does

No

¹  Oncologists who personally discuss advance care planning with their patients.

NoYes

Bill Medicare using the ACP CPT codes
% of survey respondents who personally discuss ACP, N=151

42%58%

2017 study year 
N=200

2018 study year 
N=200

76%68%

21%27%

4%5%

Exhibit 51

Do you have specialists in palliative care who are part of your practice to handle the ongoing needs of your patients? Select all that apply 
% of survey respondents

OPM

Note: Two respondents selected "other".

None currently and not in plans

None currently, but planned for next year

Practice staffing includes a board-certified oncology pharmacist with expertise in pain/
palliative care

We refer patients to a home health service that has an integrated palliative care program

Practice staffing includes an advance practice provider(s) with certification in palliative care

Practice staffing includes a physician board-certified in palliative care

We refer patients to the palliative care clinic in the hospital we are affiliated with/owned by

15%

10%

8%

15%

11%

22%

22%

25%

20%

29%

25%

37%

32%

2017 study year, N=202 2018 study year, N=205
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Practice Staffing

While recruiting and retaining oncologists remains problematic, 
the issue has decreased from last year with fewer than half 
of practices having trouble in recruiting. Practices have 
worked to decrease oncologist workload by hiring more APPs 
whose primary role is increasingly including in-person patient 
management. However, fewer practices are employing care 
navigators than in previous years, coinciding with the decrease 
in care navigator services provided by MCOs. 

Oncologist recruitment and retention still remain a challenge
While a large amount of OPMs still experience difficult 
recruiting and/or retaining oncologists in their practice, this 
number has decreased slightly since last year: 44% compared 
to 48% in 2017.

More APPs and with expanded roles
Overall, we see an increase in OPMs hiring APPs: 84% 
compared to 77% in 2017. Simultaneously, the role of APPs 
is significantly expanding from not only care coordination, 
but in-person patient encounters and EHR maintenance. 
Additionally, the primary role of APPs is often patient 
communication, including telephone triage and email 
communication. Practices are generally finding it easier to 
recruit and retain APPs than previously—up from 45% to 50% 
this year. 

Exhibit 52

OPM difficulty in recruiting oncologists
% of survey respondents

OPM

Experienced difficulty recruiting/
retaining oncologists to their practice 

48%
44%

2017 study year, N=202 2018 study year, N=205

Exhibit 53

Practice employment of APPs (i.e., nurse practitioners, physician assistants)
% of survey respondents

OPM

2017 survey year, N=202

2018 survey year, N=205 2018 survey year, N=171

Primary role(s) of APPs (i.e., NPs, PAs)
% of survey respondents

OPMs who said 
they employ APPs

84%
77%

EHR maintenance, notes, test monitoring/follow-up  
(e.g., lab, radiology)

In-person patient encounter (e.g., scheduled or walk-in/urgent 
care, hospital inpatient; patient education, procedures)

Care coordination as a result of a patient encounter

Telephone triage with patients on clinical issues

Email communication related to clinical 

48%

88%

70%

52%

42%
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Care navigator hiring is down
There has been a decrease in OPM hiring of care navigators, 
with 51% employed by OPMs compared to 58% in 2017. 
More often, care navigators are in-practice versus hospital-
employed (HE) individuals.

Exhibit 54

Does your practice employ APPs (i.e., nurse practitioners, physician assistants)? 
% of survey respondents 

OPM

Yes – able to recruit/retain in my marketYes – but challenging to recruit/retain in my market

No – we have not seen it as a priorityNo – we’d like to, but too challenging to recruit/in short supply in my marketNot currently, but planned for next year

2017 study year, N=202

2018 study year, N=205

16%4%
2%

3%
11%

45%32%

50%34%
2%

of OPMs do NOT 
employ care navigators, 
compared to 26% 
last year.

32%

Clinical Trials 

Clinical trial activity continues to grow…
The number of clinical trials in the US continues to climb—
in 2008, there were under 50,000 trials registered on 
clinicaltrials.gov. In 2018, there were over 250,000, and the 
number continues to grow8. Oncologists report discussing 
clinical trials with their patients who may be eligible. 
Approximately half of these patients actually get referred to 
trials, and less than a third actually enroll in clinical trials. 

8 https://clinicaltrials.gov/ct2/resources/trends#RegisteredStudiesOverTime

Exhibit 55

Extent of participation in clinical trials (in the past month) 
Number of patients in the past month, mean responses provided, N=200

Oncologist

Number of patients I discussed clinical trials with

Number of patients I referred to clinical trials

Number of patients I enrolled in clinical trials

17

5

8
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Exhibit 56

Frequent barriers to patients participating in clinical trials 
% of survey respondents

Oncologist

Growing trial complexity and increasingly narrow recruitment criteria

Lack of appropriate incentives to patients to encourage participation

Lack of patient awareness on value of participation in clinical trials

Sites of clinical trials are too far away

Lack of awareness of relevant clinical trials

Lack of awareness that patient is eligible to participate in clinical trial

Patient fear of being placed in placebo arm in randomized trials

2018 study year, N=2002017 study year, N=200

39%
54%

30%
27%

28%
30%

25%
39%

19%
23%

16%
20%

36%
50%

… but there are more barriers to overcome
There are common barriers that prevent patients from 
enrolling in clinical trials. Top barriers include: growing trial 
complexity (54%)—up 15 percentage points; patient fear 
of a placebo (50%)—up 14 percentage points; and sites too 
distant (39%)—up 14 percentage points compared to 2017 
study year.
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This section considers the ways clinical care and coverage decisions are made, looking at how policy is being developed  
for pharmacy and medical benefit, interchangeability and use of biosimilars, the growing influence of multidisciplinary 
panels and tumor boards (MDTs), and the role of SPs. This section also explores the impact of innovations such as surrogate 
endpoints and RWE, personalized medicine, and the impact of novel therapies. 

Policy Development—Pharmacy & Medical Benefit

The majority of MCOs are integrating coverage decision making 
across pharmacy and medical benefits and employers are also 
integrating reports across benefit types. MCO use of guidelines 
(when making both medical and pharmacy benefit decisions) 
continues to grow, with the National Comprehensive Cancer 
Network (NCCN) Clinical Practice Guidelines in Oncology 
being the most used guidelines among MCOs. In addition to 
using guidelines to develop policy, the majority of MCOs involve 
oncologists; however, compared to last year, fewer MCOs are 
using specialists for assistance in coverage decisions, with the 
exception of genetic testing and counseling.

MCOs use an integrated approach to pharmacy  
and medical benefit
Over half (59%) of MCOs use an integrated approach towards 
drug coverage decisions across medical and pharmacy 
benefit—this is similar to 2017 survey data. Additionally, the 
vast majority (74%) of employers are now integrating reports 
for medical and pharmacy benefits—an increase compared 
to 67% in 2017. 

3. How are care decisions being determined?

Exhibit 57

Integrated reports across benefit types 
% of survey respondents

Employer

We receive separate reports for medical benefit and pharmacy benefits,  
and we think about them separately

We receive separate reports for medical benefit and pharmacy benefits,  
but merge and analyze them ourselves to create a consolidated view

Our health insurance administrator merges reports into a consolidated view

Our PBM merges reports into a consolidated view
74%  
integrate  
reports

2017 study  
year, N=100

2018 study  
year, N=100

33%

36%

30%

67%  
integrate  
reports

74%  
integrate  
reports

25%

45%

3%2%

26%

59%
of MCOs have a 
consistent, integrated 
approach across medical 
and pharmacy benefit.
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Exhibit 58

Oncologist involvement in the development of policies for medical benefit cancer drug coverage (e.g., PAs)
% of survey respondents, N=87 (MCOs with cancer drug coverage under medical benefit)

MCO

Oncologists are not directly involvedOncologists are directly involved

22%

78%
We have a specialized P&T 
committee or clinical policy 
unit that includes multiple 
practicing oncologists

We use a cross–therapeutic 
area P&T committee or clinical 
policy unit that includes at least 
1 oncologist

Of the 78% that said oncologists  
are directly involved

78%

49%

29%

Of the 22% who said oncologists aren’t  
directly involved

We use a cross–therapeutic 
area P&T committee or clinical 
policy unit, which does not 
include an oncologist

Other

22%

6%

16%

Exhibit 59

Use of cancer treatment guidelines (e.g.,NCCN) to inform policy and coverage decisions 
% of survey respondents

MCO

We always defer to guidelines

We usually defer to guidelines with some exceptions

We consider guidelines, but make our own independent assessment

24%

21%

43%

51%

29%

27%

Medical benefit, N=96Pharmacy benefit, N=82

3.
  H

ow
 a

re
 c

ar
e 

de
ci

si
on

s 
be

in
g 

de
te

rm
in

ed
? Oncologists provide input into policy development

The majority of MCOs (78%) note that oncologists are directly 
involved in the development of policies for medical benefit 
cancer drug coverage. Among the MCOs without direct 
oncologist input (22%), the majority use a cross-therapeutic 
area Pharmacy and Therapeutics (P&T) committee or clinical 
policy unit (without an oncologist). 

Increased use of guidelines and value frameworks  
for coverage decisions
An increased proportion of MCOs make coverage policy 
decisions based on guidelines: 67% of MCOs “usually” or 
“always” defer to guidelines to inform pharmacy benefit policy 
and coverage decisions, and 72% of MCOs do so for medical 
benefit (versus 57% and 53%, respectively, in 2017). The 
majority of remaining MCOs do consider guidelines but make 
their own independent assessments—29% for pharmacy 

benefit and 27% for medical benefit—while no MCOs 
report that they do not consider guidelines in the coverage 
decision process. 

The top three guidelines reviewed among MCOs are the 
NCCN, the American Society of Clinical Oncology (ASCO), and 
the National Cancer Institute (NCI). Of these, NCCN is by far 
the most referenced, with 88% of MCOs using it for pharmacy 
benefit and 81% for medical benefit. 
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Which cancer treatment guidelines are reviewed and considered as part of your policy and coverage decisions (select all that apply)?
% of survey respondents

MCO

NCCN Clinical Practice 
Guidelines in Oncology 

(NCCN Guidelines®)

ASCO Clinical 
Practice Guidelines

NCI Clinical Practice 
Guidelines in Oncology™

Cancer Clinics of 
Excellence (CCE)

Children’s 
Oncology Group

88%

57%

81%

46%
39%

35% 35%
32%

24% 27%

Medical benefit, N=97Pharmacy benefit, N=83

Exhibit 61

Which Cancer Treatment Guidelines are reviewed and considered as part of your policy and coverage decisions on the medical benefit? 
% of survey respondents

Develop our own guidelines with MCO-employed oncologists

Guidelines developed independently by network oncologists

Develop our own guidelines in collaboration with network oncologists

19%

6%

28%

Medical benefit 
N=97

MCO

In addition to referencing these leading national guidelines, 
some MCOs develop their own guidelines for medical benefit: 
28% of MCOs do so in collaboration with network oncologists, 
19% do so with MCO-employed oncologists, and 6% have 
guidelines developed for them independently by network 
oncologists. 

Cost is not a major driver when deciding whether  
to cover a drug
MCOs report that cost is not a major concern when deciding 
whether to cover a drug. Only 7% of MCOs report denying 
coverage of a pharmacy benefit drug within its approved 
indication due to cost (down from 25% in 2017); for medical 
benefit drugs this is 10% (down from 18% in 2017). 

However, MCOs expect to deny coverage of drugs due to cost 
significantly more over the next 3 years: 30% of MCOs that 
have not yet denied coverage based on cost expect to do so 
for pharmacy benefit cancer drugs in the next 3 years (31% of 
MCOs for medical benefit drugs). 
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Exhibit 63

Medical policy/coverage decisions that have input from practicing oncologists
% of survey respondents

MCO

Molecular/biomarker testing  
in oncology

Genetic testing  
and counseling

Advance care planning  
and palliative care

Survivorship  
program care

53%

59%

66%

57%

49%
53% 55%

62%

32%

40%

61%

39%

18%

25%
20% 20%

2017 survey year, N=88 2018 survey year, N=972016 survey year, N=1032015 survey year, N=100

MCOs are turning to specialists for emerging areas
There is a dramatic increase in complexity in the treatment 
landscape in oncology, in part driven by the emergence of 
precision medicine (PM) with availability of genetic biomarker 
information to direct clinical practice and coverage decisions. 
MCOs are addressing this complexity by drawing on specialist 
experts to help them design and administer coverage 
policies. Across all medical policy and coverage decisions, 

MCOs seek input from practicing oncologists particularly 
within the context of genetic testing and counseling (62%), 
molecular/biomarker testing in oncology (57%) and advanced 
care planning (39%). While genetic testing and counseling 
decisions have increasingly required input from practicing 
oncologists, other decisions have remained consistent in 
terms of oncologist input over the past 4 years.

3.
  H

ow
 a

re
 c

ar
e 

de
ci

si
on

s 
be

in
g 

de
te

rm
in

ed
? Exhibit 62

MCOs who declined to cover an oncology drug for its approved indication due to cost: pharmacy & medical benefit

MCO

NoYes

Have you ever decided not to cover an oncology drug 
for its approved indication because of cost?
% of survey respondents, N=83

Do you expect to not cover an oncology drug for its approved 
indication because of its cost in the next 3 years?
% of survey respondents, N=77

7%

93%

Of the 93% 
that said “No”

% of survey respondents, N=97 % of survey respondents, N=87

30%

70%

31%

69%

90%

Pharmacy Benefit

Medical Benefit

10%

Of the 90% 
that said “No”
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Exhibit 64

Medical policy decisions that have input from clinical pathologists with expertise in molecular testing 
% of survey respondents

MCO

2017 survey year, N=88 2018 survey year, N=972016 survey year, N=1032015 survey year, N=100

Molecular/biomarker testing in oncology NGS in oncology

42%

63%

31%

58%

38%

60%

23%

44%

Surrogate Endpoints and Real-World Data

Compared to MCOs, oncologists are more comfortable 
evaluating surrogate endpoints, with around half as many 
MCOs expressing confidence in their readiness to evaluate 
gold-standard endpoints (e.g., overall survival). MCOs view 
real-world data and patient-reported outcomes as important 
for determining coverage, though many consider real-world 
data to have limited usefulness due to a lack of methodological 
rigor. Oncologists are divided on the matter of prescribing drugs 
in the absence of traditional clinical evidence and, overall, are 
less comfortable to do so compared to 2017 responses.

Readiness for surrogate endpoints
At the end of 2018, the Food and Drug Administration (FDA) 
updated guidance on endpoints for the first time in a decade. 
From Scott Gottlieb (FDA Commissioner): “Applying the 
most efficient clinical trial designs and using meaningful 
endpoints that measure benefits important to patients is 
key to our efforts to modernize clinical trial development 
programs … Today, we’re revising guidance for the first time 
in more than a decade that outlines our thinking on oncology 
endpoints based on the specific context of use, as well as the 
advantages and disadvantages of these endpoints in clinical 

9 https://www.fda.gov/NewsEvents/Newsroom/FDAInBrief/ucm628853.htm
10 FDA news release, “FDA expands approval of Blincyto for treatment of a type of leukemia in patients who have a certain risk factor for relapse,” March 29, 2018,  

https://www.fda.gov/NewsEvents/Newsroom/PressAnnouncements/ucm603151.htm.
11 Yutao Gong, et al. “ Time to treatment discontinuation (TTD) as a pragmatic endpoint in metastatic non-small cell lung cancer (mNSCLC): A pooled analysis of 8 trials.”  

J Clin Oncology 2018;36(S15):9064.

development programs.”9 Of note, 2018 also saw the first 
oncology drug approval based on minimal residual disease 
(MRD) as a novel surrogate endpoint (Blincyto in MRD+ ALL)10. 

Overall, the majority of oncologists (86–92%) are at least 
“somewhat ready” to evaluate established surrogate 
endpoints such as response rate and time to progression. 
Fewer oncologists are “ready” to evaluate emerging 
endpoints (such as MRD) compared with traditional 
endpoints. Their responses indicate that 70% of oncologists 
are at least “somewhat ready” for MRD and 69% feel the 
same for immune-related response criteria. The landscape 
for emerging endpoints will become more complex as more 
pragmatic endpoints are found to correlate with established 
endpoints. For example, time to treatment discontinuation is 
found to correlate with progression-free survival in metastatic 
non-small cell lung cancer, and may be a more appropriate 
way to measure outcomes in RWE studies11. 

Expertise is coming from not only oncologists, but also 
pathologists. For medical policy decisions that have input 
from clinical pathologists with expertise in molecular testing, 
MCO respondents show a plateauing need for input with a 5 
percentage point drop for molecular/biomarker testing and 
a 16 percentage point drop in next-generation sequencing 
(NGS) after 3 years of growth across both categories.
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Exhibit 66

Comfort level/readiness to evaluate the meaning and importance of traditional and emerging endpoints
% of respondents, N=104

MCO

Somewhat ready ReadyNot readyKnow where to solicit outside expertise as needed

MRD

Immune-related response criteria

Overall survival

Progression-free survival

Time to progression

Response rates (ORR,CR)

Patient-reported outcomes 

36%

37%

31%

42%

44%

49%

45%

38%

31%

26%

27%

28%

14%

16%

9%

12%

7%

20%

30%

36%

3%

5%

6%

10%

16%

16%

15%

5%

MCOs remain somewhat less ready for surrogate endpoints 
compared with oncologists. Approximately half as many MCO 
respondents feel confident in reporting being “ready” for 
evaluating gold-standard endpoints such as overall survival. 
Additionally, only 14% of MCOs report being “ready” for 
immune-related response criteria, compared with 32% of 

oncologists. One notable exception is that MCOs surpass 
oncologists in their readiness for evaluating patient-reported 
outcomes—75% of MCOs and 72% of oncologists are at least 
“somewhat ready.”

Exhibit 65

Comfort level/readiness to evaluate the meaning and importance of traditional and emerging endpoints
% of respondents, N=200

Oncologist

Somewhat ready ReadyNot readyKnow where to solicit outside expertise as needed

25% 62%Time to progression

25% 61%Response rates (ORR, CR)

37% 35%

MRD 35% 35%

Immune-related response criteria 37% 32%

Patient-reported outcomes

19% 70%Progression-free survival

8%

8%

8%

9%

9%

5%

6% 20% 72%Overall survival 2%

6%

17%

18%

19%

5%

5%
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Exhibit 67

Comfort level/readiness to evaluate the meaning and importance of traditional and emerging endpoints
% of respondents answering “Somewhat ready” and “Ready” 

MCO

Oncologists, N=200 MCOs, N=104

Overall survival

Progression-free survival

Time to progression

Response rates (ORR. CR)

Patient reported outcomes

Immune-related response criteria

MRD

81%
92%

75%
89%

72%
87%

63%
86%

75%
71%

51%
69%

47%
70%

Real-world data and patient-reported outcomes
RWE and patient-reported outcomes are both important to 
the majority of MCOs (79% and 69%, respectively). In fact, 
61% of MCOs at least “somewhat agree” that, within 5 years, 
drugs that fail to demonstrate real-world benefits will lose 
coverage—a significant departure from the oncology world 
of today. 

Despite the majority of MCOs supporting the use of real-world 
data, there remains a healthy degree of skepticism: 44% of 
MCOs “somewhat or strongly agree” that real-world data 
lack the methodological rigor of randomized controlled trials, 
thereby limiting their usefulness in coverage determinations. 
Additionally, 28% of MCOs “somewhat or strongly agree” that, 
at present, the resources and costs needed to collect real-
world data outweigh the benefits.

Exhibit 68

Value of real-world data in coverage determinations concerning cancer treatments
% of respondents, N=104

MCO

Undecided Somewhat agree Strongly agreeSomewhat disagreeStrongly disagree

Real-world data are essential for sound coverage and reimbursement 
decisions about cancer treatments

Patient-reported outcomes and health-related quality-of-life surveys 
in real-world settings are an important consideration in coverage 
determinations

Within the next 5 years, products that are unable to show benefit in 
real-world setting within a reasonable timeframe after launch will 
lose coverage

Real-world data lack the methodological rigor of randomized, controlled 
trials, and this limits their usefulness in coverage determinations 

Currently, the resources and costs to collect real-world data outweigh 
the benefits to guiding coverage decisions

10%

21%
13%

15%

30% 20%

25%

8%

3%

6%

7%

13% 35%

36% 43%

39% 30%

46% 15%

34% 10%

21% 7%

4%

10%
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Exhibit 70

Comfort level prescribing a therapy with the following clinical evidence available 
% of respondents who feel comfortable or very comfortable

Oncologist

2018 survey year, N=2002017 survey year, N=200

Marketed drug that lacks approval for this indication but 
1–2 case studies in literature suggested positive outcomes

Conditional accelerated approval that failed confirmatory 
trial in a subset of patients

Marketed drug that lacks approval for this indication but 
targets a mutation that your patient has (e.g., EGFR)

Conditional accelerated approval based on a single study

Marketed drug that lacks approval for this indication but 
RWE indicated positive outcomes

29%

37%

36%

24%

50%

47%

54%

47%

59%

54%

Approximately half of oncologists would prescribe therapy 
based on RWE that indicates positive outcomes 
The majority of oncologists are comfortable with the validity 
of real-world data: 54% would prescribe a marketed drug that 
lacks approval for a given indication (where RWE indicates 
positive outcomes). Similarly, 47% would prescribe a therapy 
with conditional accelerated approval based on a single 
study, and 47% would prescribe a marketed drug that lacks 
approval for a given indication but targets a mutation that their 
patient has (for example, the epithelial growth factor receptor 
protein [EGFR]). 

In comparison to 2017 data, there is a greater level of 
discomfort amongst oncologists in prescribing therapies with 
conditional accelerated approval but failure of a confirmatory 
trial in a subset of patients (24% in 2018 versus 36% in 2017). 
In addition, oncologists are less likely to be comfortable 

prescribing marketed drugs that lack approval for a given 
indication despite real-world case studies suggesting positive 
outcomes (29% in 2018 versus 37% in 2017).

Younger oncologists appear more willing to extrapolate 
clinical decision making from a broader set of data 
sources: 50% of oncologists aged 54 years and younger 
are comfortable using a drug with conditional accelerated 
approval based on a single study (compared with 38% 
of oncologists aged 55 years and older). Additionally, 
oncologists aged 54 years and younger are notably more 
comfortable prescribing marketed drugs that lack approval 
for a given indication (despite availability of one or two case 
studies suggesting positive outcomes), and prescribing drugs 
that have conditional accelerated approval but have failed a 
confirmatory trial in a subset of patients.

Exhibit 69

Value of real-world data in coverage determinations concerning cancer treatments

MCO

MCO respondents that somewhat or strongly disagree with the statements 
% of respondents

Real-world data lack the methodological rigor of randomized, 
controlled trials, and this limits their usefulness in coverage 
determinations

Currently, the resources and costs to collect real-world data 
outweigh the benefits to guiding coverage decisions

41%

44%

31%

28%

2017 survey year, N=100 2018 survey year, N=104
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Exhibit 71

Oncologists who would feel comfortable prescribing a therapy that only had the following clinical evidence available
% of respondents, N=200

Oncologist

55 and older, N=6054 and younger, N=140

Marketed drug that lacks approval for this indication but RWE 
indicated positive outcomes

Conditional accelerated approval based on a single study

Marketed drug that lacks approval for this indication but 
targets  a mutation that patient has (e.g., EGFR)

Marketed drug that lacks approval for this indication but 1–2 
case studies in literature suggested positive outcomes

Conditional accelerated approval that failed confirmatory trial  
in a subset of patients

54%

55%

50%

38%

48%

42%

31%

23%

29%

13%

Personalized Medicine & Software Support

Biomarker testing for personalized medicine is on the rise 
among oncologist practices; however, approximately one 
third of eligible patients still do not receive testing due to cost 
and lack of tissue availability. While MCOs are split on the 
types of biomarker testing they cover, almost all MCOs cover 
at least one form of biomarker testing. At present, OPMs 
typically outsource NGS testing but many believe they will shift 
to performing NGS in-house in the next 3 years. This likely 
comes with expectations of improved coverage, as most MCOs 
cover NGS testing on a case-by-case basis. The majority of 
oncologists believe NGS testing has a moderate to significant 
impact on patient outcomes.

Emergence of biomarker testing
The use of biomarker testing for personalized medicine is 
picking up speed, with 92% of oncologist practices noting 
that personalized medicine is either a primary or secondary 
differentiator for their practice.

Exhibit 72

Extent to which personalized medicine differentiates  
your practice
% of respondents, N=165

OPM

37%

55%

8%

Secondary differentiatorNot a differentiator Primary differentiator
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Exhibit 74

Biomarker-applicable patients who receive a biomarker test 
% of patients, mean of responses provided by survey respondents, N=200

Oncologist

No biomarker test Receive a biomarker test

Note: Oncologists say biomarker testing is applicable for 47% of patients on average

34%

66%

Desire to use a therapy that requires use  
of a companion diagnostic

Testing is recommended by guideline

Required by payer for specific tumor types

Testing to recommend a patient for clinical 
trials and/or academic research purpose

Patient has a genetic predisposition

Patient request

48%
33%

35%
32%

21%
11%

18%
28%

15%
13%

8%
8%

Community
Academic & hospital

Reasons to administer biomarker test 
% of patients, mean of responses from survey respondents, N=200

This year, oncologists report biomarker testing is applicable 
(on average) for 47% of treatment-eligible oncology 
patients. This is broadly applicable to responses provided 
by community site-of-care oncologists (45%) and academic 
and hospital site-of-care oncologists (48%). Of biomarker-
applicable patients, 66% receive a biomarker test. 

The top two reasons for administration of biomarker tests 
are: firstly, the desire to use a therapy that requires use of a 
companion diagnostic (48% of community oncology patients, 
33% of academic/hospital oncology patients); and secondly, 
testing is recommended by guidelines (35% of community 
oncology patients, 32% of academic/hospital oncology 
patients).

Exhibit 73

Treatment eligible oncology patients for which biomarker testing is applicable (i.e., actionable biomarkers/tests are available) 
% of patients, mean of responses provided by survey respondents, N=200

Oncologist

Biomarker testing not applicable Biomarker testing applicable

Treatment eligible patients for which biomarker testing is applicable 
% of patients, mean of responses from survey respondents, N=199

Biomarker-applicable patients that receive a biomarker test 
% of patients, mean of responses from survey respondents, N=200

No biomarker test

Biomarker test

34% 66%

53%

47%

Community

Academic & hospital

45%

48%
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Exhibit 75

Biomarker-applicable patients who receive a biomarker test
% of patients, mean of responses provided by survey respondents, N=200

Oncologist

Note: Oncologists say biomarker testing is applicable for 47% of patients on average

Patient OOP burden

Lack of tissue availability

PA request denied by payer

Burdensome PA process for testing

Amount of reimbursement is insufficient  
to cover cost of test 

Turnaround time too long to  be useful

23%
25%

23%
26%

20%
17%

16%
10%

12%
7%

8%
8%

No biomarker test Receive a biomarker test

66%

34%

Community
Academic & hospital

Reasons not to administer biomarker test 
% of patients, mean of responses from survey respondents, N=200

Nevertheless, there remain approximately 34% of patients 
who do not receive a biomarker test despite their suitability—
rationale includes: patient OOP burden (23% community, 
25% academic/hospital); lack of tissue availability (23% 
community, 26% academic/hospital), and PA request denied 
by payer (20% community, 17% academic/hospital). It is 

clear payment is a significant factor: of patients who remain 
untested (despite eligibility), 51% face payment challenges 
such as an OOP burden, a PA request denied by payer, and 
the amount of reimbursement being insufficient to cover the 
cost of the test. 

In-house NGS testing is anticipated to increase
There is a growing proportion of OPMs who intend to conduct 
NGS testing in-house: 16% report conducting the majority of 
their NGS testing in-house today; in 3 years’ time, 38% plan to 
conduct the majority of their NGS testing in-house. 

The majority of OPMs who conduct (or plan to conduct) the 
majority of their NGS testing in-house believe that biomarker 
testing has a positive impact on their practice economics 
(50%). However, 86% of the same group view PM as a 
differentiator for their clinic. It will be interesting to explore 
whether regulatory and reimbursement changes affect 
perceptions of in-house NGS testing in the future. The FDA 
has proposed a new framework to regulate certain diagnostic 
tests that would require a more stringent review process but 
may also come with more robust coverage12. See exhibit 76.

12 Scott Gottlieb, M.D., “Blueprint for breakthroughs—charting the course for precision medicine,” September 2018. https://www.fda.gov/NewsEvents/Speeches/
ucm620375.htm

Payer coverage 
Most MCOs (at least 94%) cover at least one form of biomarker 
testing. See exhibit 77.

However, NGS coverage is more limited. For the 58% of MCOs 
that cover NGS on a case-by-case basis, biomarker testing is 
denied, on average, 21% of the time. Reasons for the denial 
of biomarker testing include: lack of validation (33%); lack of 
clinical utility (21%); and not enough information for which 
test would be run (17%). See exhibit 78. 
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Exhibit 77

Coverage policy for NGS testing
% of respondents, N=97

MCO

Case by case

Cover all FDA-approved tests for all approved companion Dx indications

Cover FDA-approved tests for select companion Dx indications

Cover FDA and non-FDA approved tests where actionability of test has been shown

No coverage

58%

19%

10%

7%

6%

Exhibit 78

Coverage for NGS testing and reasons for denying
% of respondents, N=97

MCO

Specific FDA coverage policyNo coverage Case by case

58%

36%

6% Lack of clinical utility

Not enough information for which test was/would be run

Lack of validation (either for the test or for the biomarker)

Cost of test not justified for patient population compared 
to the benefit/prevalence

21%

17%

33%

16%

Reasons not to cover biomarker tests
% of time, mean of responses, N=56

Percentage of time denying biomarker tests
% of time, mean of responses provided by survey respondents, N=56

Approve biomarker testing

Deny biomarker testing

79% 21%

Exhibit 76

Location of NGS testing
% of respondents, N=205

OPM

Today In 3 years

16%
5
5
5

20%

13

4
2

64%

34

20

10

38%

16

14

8

48%

27

12

8

In house Don’t offer  
NGS tests

Outsource In house Outsource Don’t offer  
NGS tests

15%

3
9

2

Academic/meHospitalCommunity
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Patient receipt of monitoring diagnostics

Few patients are currently recipients of monitoring 
diagnostics: 21% MRD (MRD negativity); 17% liquid biopsy.

Patient outcomes and biomarker testing 
Most oncologists have found biomarker testing to be 
impactful for patients, with 59% and 72% finding single and 
multi-biomarker tests/panels (respectively) to have had a 
“moderate” to “significant” impact on patient outcomes. 
Oncologists are similarly optimistic regarding NGS—62% 
believe NGS panel tests are moderately-to-significantly 
impactful for patients.

Decision-support tools in a complex landscape
Many oncologists are turning towards third-party resources 
to help them understand biomarker test results. The most 
popular resources are published guidelines (used by 79% of 
oncologists), academic literature (63%), and therapy options 
listed on test reports from biomarker testing (38%). Currently, 
14% of oncologists use software-based clinical decision-
support tools to help them make decisions on biomarker 
tests—a number that is expected to increase moving forward. 

of oncologists on average 
see a moderate to 
significant impact of 
biomarker testing on 
patient outcomes.

62%

Exhibit 80

Supporting resources used to help with clinical decision making based on biomarker test results 
% of respondents, N=196

Oncologist

Published guidelines

Academic literature

Therapy options listed on test reports from biomarker testing

Guidance from pathways

(Non-molecular) tumor boards

Molecular tumor boards

Software-based clinical decisions support tools

79%

63%

38%

37%

35%

34%

14%
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Exhibit 79

Patients being monitored with a diagnostic test
% of patients, mean of responses provided by survey respondents, N=196

Oncologist

MRD negativity testing for monitoring of hematological malignancies

Liquid biopsy for monitoring of solid tumors

21%

17%
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Exhibit 82

When choosing between 2 drugs for the same target (e.g., PD-1) which of the following factors do oncologists consider? 
% of respondents, N=200

Oncologist

Important to very importantLow to moderate importanceNot considered

Efficacy

Safety

My personal experience with the therapies

RWE

Cost of therapy

Pathway recommendation

Guidance from practice

Differences in demographics of clinical trial populations

Guidance from payers

90%9%1%

13% 87%1%

33% 66%2%

30% 68%3%

53% 45%3%

44% 48%9%

49% 39%12%

62% 26%13%

54% 34%13%

Use of Multidisciplinary Tumor Boards

The use of multidisciplinary tumor boards (MDTs) is 
increasingly significant and widespread and they are especially 
likely to be used by specialist oncologists.

Increasing use of MDTs
As oncology care becomes more complicated, we are seeing 
increasing use of MDTs to manage clinical decision making: 

 — On average, oncologists report that 36% of patients have 
their treatment decisions made via a MDT discussion. This 
option is more popular for specialized oncologists (43% of 
patients) versus general oncologists (32% of patients). 

 — MDTs are more popular for academic and hospital site-of-
care oncologists (42% of patients) versus community site-
of-care oncologists (28% of patients).

Hyper-Competitive Mechanisms of Action (MOAS)

The majority of payers are deploying more restrictions on 
competitive therapeutic classes with drugs that share many 
clinical characteristics. After efficacy and safety, oncologists 
are most likely to consider their personal experience with a drug 
or RWE when deciding between two drugs in the same class. 

Decision-making between competitive drugs  
with similar MOAs
Several drug classes are becoming increasingly crowded, 
with numerous competitor drugs that use the same MOA—
for example, PD-(L)1 or ALK. When choosing between two 
drugs for the same target, oncologists consider the following 
factors to be “important to very important”: efficacy (90%), 
safety (87%), RWE (68%), and personal experience with the 
therapies (66%).

Exhibit 81

Patients who have their treatment decisions made via a tumor 
board or multi-disciplinary team discussion
% of patients, mean of responses provided by survey respondents  

Oncologist

Note: Ranges are non-inclusive of the upper bound (e.g., between 5% and less 
than but not equal to 15%).

Academic 
& hospital 
site of care 

N=116

Community  
site of care  

N=82

Specialized 
oncologists 

N=84

General 
oncologists 

N=116

All 
oncologists  

N=200

42%

28%

43%

32%
36%
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Exhibit 83

Management tools for drugs with similar profiles in the same class (eg, PD-L1 drugs)
% of respondents, N=58 MCOs that use management tools

MCO

More restrictive

Less restrictive 

Different management tools (neither more 
nor less restrictive)

14%

41%

45%

Exhibit 84

Expected impact from biosimilars in 2018 on overall practice economics
% of survey respondents, N=205

OPM

We do not expect to adopt any biosimilars in 2018

Minimal impact (+/-2% increase in practice profitability)

Moderate positive driver (3–10% increase in practice profitability)

Significant positive driver (>10% increase in practice profitability)

Moderate negative driver (3–10% decrease in practice profitability)

8% 4% 29% 30% 8%

Of the 56% of MCOs that use management tools, they are split 
on whether they are more restrictive with these types of drugs: 
45% are more restrictive when using management tools 
specifically for drugs with similar profiles in the same class, 
and only 14% are less restrictive; the remainder (41%) use 
some kind of management tools with this group of drugs, but 
not more or less restrictive than other drug classes.   

Biosimilars

Oncology stakeholders are still waiting for the promise of 
biosimilars. Fewer than half of OPMs consider biosimilars as a 
way to boost profitability, a clear decrease from last year. MCOs 
believe biosimilars will only moderately affect total spend on 
oncology drugs, but are divided on whether the effect will be an 
increase or a decrease.

When it comes to using biosimilars, almost all oncologists will 
prescribe biosimilars to a subset of their patients; however, the 
majority would prefer to avoid switching existing patients onto 
biosimilars. Around half of MCOs plan to actively drive the use 
of biosimilars, and the majority of SPs are actively stocking the 
ones currently available. Most employers say they do not have a 
position on biosimilars or will defer the decision to their PBM or 
health plan administrator.

Impact on the bottom line 
The overall near-term outlook on the impact of biosimilars on 
practice economics is moderate. Only a few OPMs and MCOs 
expect biosimilars to have a significant impact on their bottom 
line in 2018:

The majority of OPMs (59%) expect biosimilars to have a 
“minimal” or “moderate” impact on practice profitability.

Most MCOs (78%) believe that biosimilars will have a 
moderate impact on total spend on oncology drugs; however, 
they are divided about which direction this will take—42% 
believe biosimilars will result in a moderate increase spend, 
while 36% believe biosimilars will decrease spending on 
oncology drugs. It is unclear in what ways MCOs are expecting 
biosimilars to increase spend in oncology; this will be a topic 
for future investigation. See exhibit 85.
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Exhibit 86

Oncologist comfort with using biosimilars 
% of respondents

Oncologist

I am comfortable starting new patients on biosimilars, but would prefer notto switch existing patients from reference drugs to biosimilars

I am very comfortable prescribing biosimilars in place of the reference productin almost any setting

I am comfortable using biosimilars for supportive care, but am unlikely to usethem in high-stakes settings (e.g., with curative intent)

I prefer not to use biosimilars

2018 survey year
N=200

2017 survey year
N=200

39%

39%

8%

15%

9%

18%

43%

31%

Exhibit 87

Oncologist comfort with using a biosimilar with fewer indications than the reference product
% of respondents, N=200

Oncologist

Willing to use regardless of clinical data, if it is deemed interchangeable by the FDA

Willing to use regardless of whether there is clinical data for all indications

I am unsure

Willing to use only in indications with clinical data 36%

28%

26%

10%

Oncologist comfort and timing of biosimilar use 
Oncologists seem willing to adopt biosimilars for some, but 
not all, situations: 92% of oncologists are willing to prescribe 
biosimilars in at least one type of situation, with 39% of 
oncologists comfortable prescribing biosimilars in any setting. 

However, few oncologists are willing to switch existing patients 
over to biosimilars: 39% of oncologists say they would prefer 
not to switch existing patients onto biosimilars and 15% would 
only use biosimilars for supportive care. It is unclear from 

this data whether oncologists would prescribe differently for 
biosimilars of therapeutic versus supportive care products.

For biosimilars with fewer indications than the reference 
product, 26% would be willing to use the biosimilar in all 
indications of the reference product, regardless of whether 
there is clinical data for the biosimilar for all indications. In 
contrast, 36% of oncologists would require clinical data in the 
given indication to use it, while 28% would only be willing to 
use the biosimilar if deemed interchangeable by the FDA. 
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What impact do you expect from biosimilars on total spend on oncology drugs over the next 5 years?
% of survey respondents, N=104

No impact

Significant increase (>10%)

Minimal to moderate increase (1–10%)

Minimal to moderate decrease (1–10%)      

Significant decrease (>10%)

10%

42%

9%

36%

3%

MCO
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of oncologists will adopt 
biosimilars after they 
have been available for 
several months and there 
is positive anecdotal 
experience.

46%

Exhibit 88

As new biosimilars become available in 2019, how do you expect to use them in your practice? 
% of respondents, N=205

OPM

14%

57%

21%

8%

We will require all physicians in our practice to use biosimilars

We will leave it up to each physician to decide which product they want to use

We will allow payer utilization management to determine when biosimilars are used

We do not expect to adopt any new biosimilars in 2018

Exhibit 89

Employer position on oncology biosimilars
% of respondents

Employer

Don’t know/not following the emergence of biosimilars in oncology

We will encourage our health plan administrator or PBM to negotiate 
the best deal for us

We plan to cover both reference products and biosimilars equally 
and let physicians decide

We will actively encourage use of biosimilars to lower costs

36%

42%

35%

32%

15%

16%

14%

10%

2017 survey year, N=99 2018 survey year, N=100

In general, oncologists are self-reporting a lower rate of 
expected biosimilar adoption in 2019 than the rate that OPMs, 
MCOs, and SPs expect. They might appreciate biosimilars 
in theory but most remain unwilling to jump straight into 
using them—nonetheless, this number is increasing: 38% 
of oncologists say they would use biosimilars as soon as they 
are available, up from 30% last year. Nearly half of oncologists 
say they would use biosimilars only several months after they 
become available, and only if there existed positive anecdotal 
experiences amongst colleagues.

Oncology practice, employer, and payer approach  
to biosimilars 
For new biosimilars available in 2019, the majority of OPMs 
(78%) will leave the decision to individual physicians or to 
payers, with only 14% requiring all physicians in their practice 
to use biosimilars. 

Employers will defer decision making to their PBM or health 
plan administrator, with only 10% of employers actively 
encouraging the use of biosimilars to lower costs (down 4 
percentage points on last year). Meanwhile, the proportion of 
employers stating “don’t know” is up by 8 percentage points 
on 2017 to 42% of employers.
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Exhibit 90

MCO expected approach to biosimilars
% of survey respondent, N=104

MCO

We expect to drive use of biosimilars in newly treated patients We expect to drive use of biosimilars in all patients

We plan to negotiate rebates with manufacturers of the reference productWe plan to wait and see how pricing evolves before taking meaningful actionOther

14% 33%13%38%3%

60% of MCOs plan to take an active approach to biosimilars

46% of MCOs expect to drive biosimilar use in patients

Exhibit 91

Do you currently stock or dispense any biosimilars (e.g., Zarxio, Inflectra)?
% of respondents

SP

NoYes

2017 survey year
N=30

2018 survey year
N=30

73%

27%

77%

23%

Most MCOs (60%) plan to take an active approach to 
biosimilars: 46% of them plan to drive the use of biosimilars 
in new or all patients, and 14% plan to negotiate rebates with 
manufacturers of the reference product. Compared to the 
2017 survey, MCOs report a shift from those who expected to 
drive use of biosimilars in newly treated patients only (24% last 
year down to 13% this year) over to driving use in all eligible 
patients (23% last year up to 33% this year).

SP Role in Therapy Selection

SPs are increasingly supporting patients and oncologists by 
recommending drugs that are cheaper or better covered by 
insurance—nonetheless, there is a slowdown in oncologists 
accepting SP recommendations. 

Growing influence of SPs 
With rising patient OOP costs (see Section VI), SPs are now 
playing an influential role in oncology therapy selection: 90% 
of SPs report playing a role in therapy selection, and 44% 

of SPs report suggesting an alternative cancer product to 
the physician for at least 15% of their cancer drug referrals. 
Additionally, there was a growth in the frequency of SPs 
suggesting an alternative product to oncologists compared 
to last year, up from 17% of drug referrals on average in 2017 
to 23% this year. That being said, there may be a slowdown in 
the frequency of oncologists accepting SP recommendations. 
This year, oncologists accepted the SP recommendation 50% 
of the time, down from an average of 68% of the time in 2017. 

SP response to biosimilars 
SPs are increasingly stocking biosimilars (77%), up from 73% 
last year. 
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Exhibit 92

Role of SP in the selection of therapies
% of survey respondents

SP

We suggest alternative products that may be preferred/covered by payers

We suggest alternative products with lower OOPt costs

We suggest alternative products with fewer drug-drug interactions

We suggest alternative products with better efficacy or safety

We suggest alternative products in cases of supply shortages

We suggest alternative products that may have enhanced services

We suggest alternative products we have in inventory that will have fewer delays

No role, we dispense what the physician prescribes

70%
73%

10%
10%

13%
30%

40%
50%

40%
50%

53%
43%

60%
50%

60%
73%

2017 survey data, N=30 2018 survey data, N=30

Exhibit 93

For what percentage of cancer drug referrals will you suggest an alternative product back to the physician?  
% of survey respondents

SP

Under 15%

15–30%

48%

44%

44%

33%

7%

22%
Over 30%

2017 survey data, N=27 2018 survey data, N=27
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Exhibit 94

SP drug suggestions

SP

2017 survey data, N=27 2018 survey data, N=27

23% 50%

17% 68%

Frequency of oncologist accepting the recommendation  
and changing the drug
% of time, mean of responses

Frequency of suggesting an alternative product back  
to oncologist’s cancer drug referral
% of drug referrals, mean of responses
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Exhibit 95

How many oncology drugs SPs have contract with drug manufacturers for across the following services
% of survey respondents, N=30

SP

80% 13Compliance and adherence services

73% 12Side-effect management services

57% 8Manage patient-services hub programs

57% 9Volume based contracts for select cancer drugs

80% 14Data

Average # of drugs SPs have contracts forxx

SPs are expanding contracts with manufacturers for data 
and services
SPs are exploring a variety of services to drug manufacturers. 
The three most common services are compliance and 
adherence, data, and side-effect management services. For 
each of these services SPs typically have quite a few drugs 
under contract: 13, 14, and 12 respectively. 

 Novel Therapies

Most oncologists believe that technologies such as checkpoint 
inhibitors, antibody drug conjugates, and cell therapies will 
have a moderate to significant impact on oncology treatment in 
the next 2 to 3 years. Looking at other trends, OPMs, SPs, and 
employers have little consensus as to the top oncology trends 
with the exception of increasing use of guidelines and pathways 
in patient care. Most MCOs are interested in using outcomes-
based payment for oncology therapies; however, many lack the 
capability to do so. 

When it comes to checking information sources about new 
approvals, oncologists check them much more frequently than 
MCOs, and find that it is difficult to keep up to date with the 
latest approvals. Once drugs are approved, MCOs are split on 
whether or not there is a delay between the approval and when 
oncologists can get PA approval for the new drug. 

Influence of technologies on oncology treatment in the next 
2 to 3 years
According to oncologists, the following technologies will have 
a moderate to significant impact on oncology treatment in 
the next 2 to 3 years: checkpoint inhibitors (95%), antibody 
drug conjugates (89%), and cell therapies (86%). The top 
two technologies that will soon have a “significant impact” 
(e.g., cure) are checkpoint inhibitors (49%) and cell therapies 
(39%). See exhibit 96.

MCO stance toward use of management tools with newly 
approved drugs
A third (32%) of MCOs use more restrictive management for 
new approvals; however, approximately half (48%) of MCOs 
do not use management tools differently for newly approved 
drugs. See exhibit 97.

MCO interest in outcomes-based payments for oncology 
therapies 
This year’s report indicates that 22% of MCOs already 
have outcomes-based payments, while an additional 30% 
would like to have them and have the capabilities to do so. 
Overall, 90% are interested in having them, but 38% lack the 
capabilities to do so. See exhibit 98.
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Exhibit 96

To what extent do you believe the following technologies will have an impact on oncology treatment in the next 2–3 years?
% of survey respondents, N=200

Oncologist

1 (no impact) 2 3 4 5 (significant impact: e.g., cure)

Cancer vaccines

Oncolytic viruses

Surgical innovations

Radiopharmaceuticals

Radiation oncology innovations

Checkpoint inhibitors

Cell therapies (e.g.,CAR-T)

Bispecific antibodies

Interventional oncology

Antibody drug conjugates

28% 31% 15% 12%9%

20% 37% 18% 7%12%

5% 27% 39% 20% 7%

5% 18% 35% 24% 14%

5% 18% 38% 23% 14%

2% 10% 36% 49%

9% 24% 23% 39%3%

12% 31% 31% 20%2%

21% 35% 23% 12%4%

9% 25% 41% 23%2%

2%

Exhibit 97

Stance toward use of management tools with newly approved drugs 
% of survey respondents, N=104

MCO

Yes, we use different management tools for newly approved drugs but they are neither more nor less restrictive

No, we don’t use management tools differently for newly approved drugs

Yes, we are less restrictive with newly approved drugs

Yes, we use more restrictive management tools with newly approved drugs

13%32% 7% 48%

Exhibit 98

Interest in outcomes-based payments for oncology therapies 
% of survey respondents, N=104

MCO

We’re interested but we lack the capabilities or have reservations about how to negotiate and execute

We’re not interested because it’s too complicated to negotiate and execute

We’re not interested even though we have the capabilities to do it

We’d like to have them and we have the capabilities to negotiate and execute, but haven’t done it yet

We’re already doing it

38% 5%22% 30% 5%
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Frequency of checking information sources about 
new approvals
About half of MCOs check information sources about new 
oncology approvals infrequently—51% check at least once 
a quarter or less often. The remaining 49% check at least 
once a month or when alerted of a new approval. However, 
oncologists check information sources much more frequently 
than MCOs: 80% of oncologists check at least monthly or with 
each approval. Most oncologists (65%) think it is “somewhat 
difficult” to “very difficult” to keep up to date with the latest 
oncology approvals. 

of oncologists say that’s 
it’s somewhat or very 
difficult to keep up to 
date with latest oncology 
approvals.

65%
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Exhibit 100

Frequency of checking information sources about new oncology approvals
% of survey respondents, N=200

Oncologist

17% 12% 5% 3%9% 28%28%

At least once a month At least once quarterly At least once annually Less than once annually

At least once a weekTriggered based on each approval (e.g., email alert of new approval) Daily

Exhibit 101

What is the delay between a new drug approval and when oncologists can get PA approval for the drug?
% of survey respondents, N=104

MCO

8%18%38% 36%

No or limited delay Within one month of a new approval Several months after a new approval Other

Exhibit 102

With an increase in new oncology drugs, what is your biggest consideration for your employees?
% of survey respondents, N=100

Employer

Managing potentially ballooning costs as a result of new therapies

Ensuring employees have insurance coverage for newly approved therapies

Ensuring that the providers your employees see know and effectively use the latest therapies

Have not considered impacts of new therapies on cost or access

15%48%10% 26%

Delay between new drug approval and when oncologists 
can get PA approval for the drug
Asked about the delay between a new drug approval and 
when oncologists can obtain PA approval for a drug, 38% 
of MCOs record no or limited delay, while 36% say it takes 
several months—there is an even split on this issue.

Consideration for employees with increased use  
of oncology drugs

For half of employers (48%) their biggest priority with new 
therapies is managing potentially ballooning costs.

Exhibit 99

Frequency of checking information sources about new oncology approvals
% of survey respondents, N=104

MCO

14% 33% 15% 3%4% 12%19%

At least once a month At least once quarterly At least once annually Less than once annually

At least once a weekTriggered based on each approval (e.g., email alert of new approval) Daily
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Oncologists are at the center of cancer care decision making and continue to focus on efficacy and safety 
above cost concerns. Other members of the cancer care ecosystem (payers, quality organizations, and 
pharmacies) each influence oncologists through unique and changing mechanisms. This section focuses on 
physician decision making, then highlights notable developments from key influencers, including:

13 Jessica K. DeMartino, PhD and Jonathan K. Larsen, MPP, “Equity in cancer care: Pathways, protocols, and guidelines,” JNCCN, October 2012, http://www.jnccn.org/
content/10/Suppl_1/S-1.full.

Payers: MCOs continue to use PA as a drug management 
mechanism but may be shifting away from expensive tools 
such as peer-to-peer treatment reviews towards incentive-
based risk-sharing models. APMs, such as the CMS MIPS, 
and the Center for Medicare and Medicaid Innovation’s 
OCM have grown in popularity but may not provide uniform 
financial benefit to oncologists or oncology practices.

Quality organizations and data sources: Guidelines and 
pathways continue to be mechanisms with which to influence 
clinical decision making and encourage consistency of care. 
Oncologists continue to use guidelines, but their utilization 
appears to be plateauing at around 75%. Oncologists 
are encouraged to use guidelines13 by their practices and 
primarily use the NCCN Guidelines. Cancer treatment 
pathways are protocols for delivering cancer care to patients 
that reduce cost and variability in care13. Interestingly, usage 
is plateauing at around 50%, and internally developed 
pathways are becoming more popular compared to industry 
options (e.g., AIM, Via Oncology Pathways). Only 36% of 
MCOs encourage providers to use a specific pathway, likely 
due to a lack of evaluation on which pathway is superior. 

SPs: While SPs do not have widespread influence over 
oncologist decision making they often suggest alternative 
products back to the physician (on average, this is the case 

for around one quarter of drug referrals). Approximately 40% 
of SPs report that they receive performance incentives for 
certain drugs, a slight decrease from 2017 (47% of SPs). 

Oncologist Decision Making

By far, efficacy and safety play the most important role for 
oncologists when making clinical decisions around therapies. 
Cost, on the other hand, plays a very minimal role. As the 
complexity of the treatment landscape grows, information 
is increasingly coming from multiple sources—particularly 
published data from observational studies for real-world data, 
and journals and publications for a source of information on 
new therapies. While many oncologists interact with SPs, most 
oncologists are consistent in saying SPs do not influence their 
decision making.

Oncologists focus on data rather than cost
For therapy selection, oncologists primarily consider efficacy, 
safety, RWE, and guidelines placement as opposed to cost. 
Efficacy and safety are by far the most important factors for 
oncologists: 84% flag efficacy and 75% consider safety as 
primary considerations. Meanwhile, overall cost and list price 
are primary factors for only 22% and 10% of oncologists, 
respectively.

4. How are care decisions being 
influenced and managed?
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Payer restrictions on oncology treatment decisions
According to the majority of oncologists, the number of 
restrictions placed on their treatment decisions by payers 
has increased in 2018, although some oncologists report no 
change: 56% flag an increase of some kind, while 39%  
of oncologists record no change. 

Overall, 91% of oncologists report that payers have limited 
their ability to prescribe their top-choice therapy to a patient 
at least once in the past year. The primary reason was a payer 
reimbursement challenge, such as required PA. 

Exhibit 103

Level of influence of the following factors on oncologist therapy selection decision making
% of survey respondents, N=200

Oncologist

Secondary consideration Primary consideration

Efficacy

Safety

RWE

Guideline placement

Patient OOP burden

Supportive care requirements

Convenience / formulation

Overall cost of therapy

Drug being “on pathway”

PAs/other reimbursement challenges

Practice economic considerations

List price (WAC) of drug

Value assessment framework scoring

Perception of manufacturer-provided services

Patient requests (e.g., based on DTC ads)

5%

4%

15%

24%

16%

31%

26%

31%

29%

34%

38%

35%

35%

46%

42%

10%

21%

46%

41%

55%

54%

52%

45%

40%

42%

34%

35%

40%

24%

28%

84%

75%

36%

29%

28%

12%

17%

22%

22%

14%

12%

10%

6%

6%

5%

Considered, but rarely 
impacts choices

Primary consideration Top 4 primary considerationsSecondary consideration Top 4 secondary considerations
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Change in the volume of restrictions placed on oncology treatment decisions by payers (over the past 12 months)
% of survey respondents

2017 study year, N=200 2018 study year, N=200

No change

Increased slightly

Increased moderately

Increased significantly

Decreased slightly

Decreased moderately

41%

39%

30%

30%

17%

19%

6%

7%

5%

4%

3%

2%

Exhibit 105

Oncologists who were limited by payers from prescribing their top-choice therapy to a patient (in the past year)
% of survey respondents, N=200

Oncologist

2018   
study year  

N=200

Yes

No

91%

9%

Usage prompted by
% of patients, mean of responses provided by survey respondents, N=182

Payer reimbursement challenge (e.g., PA)

Preferred drug has high OOP burden

Drug not on pathway

Drug only available via limited distribution network

Supply shortage

26%

24%

19%

15%

12%
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Quality organizations and data sources
When deciding which therapies to prescribe to patients, the 
majority of oncologists are primarily informed by published 
data from observational studies (89%). When seeking 
information for new therapies and changes to standards of 
care, 70% of oncologists prefer journals and publications—
this is a large increase compared to 2017, when these sources 

were preferred by only 45% of oncologists. More than 50% of 
oncologists also use live conferences and guideline updates 
as a primary source of information for new therapies. Those 
who listed sales representatives as a top three source of 
primary information for new therapies were all generalists and 
split between community-based and academically-based.

Exhibit 106

Top primary sources of information for new therapies and changes to standards of care
% of survey respondents

Oncologist

2017 study year, N=200 2018 study year, N=200

Live conferences/congresses (e.g., ASCO, ASH)

Guidelines updates (e.g., NCCN)

Journals/publications

Online services (e.g., UpToDate)

Colleagues

Continuing Medical Education Programs

Medical news sites (e.g., Onclive)

Dinner/speaker programs

Manufacturer sales representatives

Manufacturer medical representatives

61%

51%

45%

70%

34%

28%

23%

26%

22%

22%

12%

6%

63%

57%

4%

6%

14%

7%

13%

8%
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oncologists use 
published data 
from observational 
studies to inform 
decision making.

9out of 10
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Influence of SP on treatment decisions
For the majority of oncologists (63%), SPs never—or only in 
very rare circumstances—influence treatment decisions. The 
influence of SPs has remained consistent across the past 2 
years, with the same percentage of oncologists reporting that 
SPs do frequently or occasionally influence decisions (37%) 
as those that rarely or never influence (63%). 

Payers: MCOs

Although PAs remain common among MCOs for controlling 
oncology drug spend, use of other utilization management tools 
(such as peer-to-peer treatment review) has decreased. More 
often, MCOs are using incentives and having providers take on 
more risk.

Utilization of oncology drug management tools has shifted 
for medical benefit
For MCOs, use of traditional utilization management tools 
such as PAs remains high; overall, however, the use of 
others—such as peer-to-peer treatment plan reviews, step 
therapy, and requiring use of SP—has dropped. It is likely 
that utilization tools that can be easily digitized and simplified 
remain strong (e.g., PA), while those that are more manual or 
costly are losing favor (for example, peer-to-peer). Regulatory 

14 https://www.cms.gov/Medicare/Health-Plans/HealthPlansGenInfo/Downloads/MA_Step_Therapy_HPMS_Memo_8_7_2018.pdf

changes will also impact utilization tools; for example, we 
expect to see an increase in the use of step-edits next year, 
with CMS allowing Medicare Advantage plans to use step 
therapy for Part B drugs starting in 201914. 

PAs and precertification remain high though are declining 
slightly with 80% of MCOs reporting usage; this is down 
3 percentage points on 2017 and 7 percentage points on 
2016. Peer-to-peer treatment plan review use has dropped 
significantly from 65% in 2017 to 44% this year. Step editing 
and therapy tool use has dropped 9 percentage points 
to 54%, while requiring use of a SP has decreased 12 
percentage points to 40%.

MCOs are perhaps switching to different techniques, for 
example, narrow networks (up 6 percentage points) and 
incentives for adherence to pathway (up 5 percentage points).

 

Exhibit 107

How often do SPs influence your treatment decisions? 
% of survey respondents, N=200

Oncologist

2017 study year 

2018 study year 10%27%35%28%

7%30%28%36%

SPs frequently make recommendations (e.g., based on patient ability to pay)

Occasionally, SPs play a role in treatment decisions

None—I don’t consider the role of SPs when making treatment decisions

Only in very rare circumstances (e.g., drug shortages or unavailability from my preferred SP)
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Increase in efforts to integrate drug management across 
medical and pharmacy benefits
There is a considerable increase (up 15 percentage points 
to 55%) in MCO efforts to integrate the PA process across 
medical and pharmacy benefits. MCOs are also increasing 
their use of external help in these integrations, with a 10 
percentage point increase (to 41%) in the use of help from 
an external PBM/SP in efforts to aggregate data across both 
benefits. These efforts should help streamline access to 
drugs covered under both types of benefit plan.
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MCO usage of medical benefit oncology drug management tools
% of survey respondents 2017 study year, N=93 2018 study year, N=97

¹ E.g., no copay for preferred/generics/biosimilar, 20% coinsurance for non-preferred)

PA/precertification
83%

80%

Peer-to-peer treatment plan reviews
65%

44%

Step therapy
63%

54%

Quantity limits
48%

42%

Steer to lower-cost site of care via care management referrals
42%

35%

Require NDC for billing medical benefit drugs
35%

35%

Steer to lower-cost site of care by narrowing network of providers
28%

34%

Incentives for adherence to pathways
25%

30%

Require use of SP (instead of buy and bill) for some drugs
52%

40%

49%

43%
Formulary tiers with differential patient copays/co-insurance1
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Shifting reimbursement approach
When asked about reimbursing private practices through 
medical benefit plans, MCOs report a continued decrease 
in the use of average sales price (ASP) as a reimbursement 
metric, dropping from 51% of products to 19% in the last 2 

years. Maximum allowable cost has increased from 1% to 13% 
of products within the same timeframe, but this increase does 
not offset the overall increase in other metrics. This suggests 
MCOs are increasingly using other metrics, such as maximum 
allowable cost, for reimbursement to private practices.

Variation in private practices versus hospitals 
On average, MCOs offer a higher proportion of average 
wholesale price (AWP)-based (22% versus 17%) and ASP-
based (19% versus 12%) reimbursements to private practices 
compared with hospitals. In contrast, “of billed charges” 
are reimbursed 11 percentage points more at hospitals 
versus private practice. These hospitals are likely those with 
entrenched contracts and the scale to make it difficult for 
payers to negotiate to the ASP- or AWP-based system. 

Exhibit 110

Branded oncology medical benefit product reimbursement for private practices
% of products reimbursed by each mechanism, mean of responses provided by survey respondents

MCO

ASP-based AWP-based WAC-based Maximum allowable cost

51%

21% 19%

28%

21% 22%

10% 8% 7%

1%

11% 13%

2016 study year, N=103 2017 study year, N=93 2018 study year, N=97
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Identify the efforts underway to integrate oncology drug management across the medical and pharmacy benefits
% of survey respondents

MCO

Aggregating data across both benefits with the help of the internal PBM/SP

Aggregating data across both benefits with the help of the external PBM/SP

Analyzing data with the help of a medical benefit management vendor to improve data visibility

Implementing a claims validation process on medical benefit oncology drugs

No efforts underway

Integrated the PA process across the medical and pharmacy benefits

2017 study year, N=93 2018 study year, N=76

37%
34%

33%
41%

31%
32%

29%
29%

9%
13%

43%
53%
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Consistent use of rebates across medical and pharmacy 
benefit drugs
MCOs are receiving similar rebates from manufacturers 
across medical and pharmacy benefit drugs: the majority 
receive rebates for under 25% of drugs, but some receive 
rebates for over 75%. On average, they receive rebates 
on 28% of medical benefit oncology drugs and on 31% of 
pharmacy benefit oncology drugs. These numbers are 
consistent with 2017 data.

Exhibit 111

Estimate the mix of how your branded oncology medical benefit products are reimbursed
% of products reimbursed by each mechanism, mean of responses provided by survey respondents, N=97

MCO

AWP-based

ASP-based

WAC-based

Acquisition cost

Capitated

Of billed charges

Maximum allowable cost/reference pricing

22%
17%

19%
12%

7%
9%

5%
6%

12%
14%

13%
24%

12%
13%

Private practices Hospitals

MCOExhibit 112

For what percentage of oncology drugs do you receive rebates from the manufacturer?
% of medical or pharmacy  benefit drugs

Medical benefit drugs
N=93, 97 respondents

Pharmacy benefit drugs
N=79, 83 respondents

53%

2017 study year 2018 study year

Under 25%

25–50%

51–75%

Over 75%

57%

59%

29%

22%

8%

13%

46%

38%

25%

9%

14%

8%6%

7%6%
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Payers: APMS

Practices are seeing a shift from bundled payments to value-
based incentives and payments for pathway adherence. 
Participation in the MIPS has skyrocketed since 2017 with 
more than three quarters of practices participating or planning 
to do so in the next year. While most practices agree that 
participation has tended to increase their workload, practices 
are split on whether or not this helps to improve profitability. 

Continuing increase of APM penetration
Consistent with MCO insights, OPMs are more likely to receive 
alternative payments from payers (55% in 2018 compared to 
50% in 2017), most often in the form of value-based quality 
performance incentives (60%) and bundled payments (50%). 
While value-based performance incentives continue to 
grow—by approximately 20% compared to 2017 data—use 

of bundled payments and savings sharing have decreased (by 
18% and 25% compared to last year, respectively), and use 
of fully capitated payments has dropped from 34% in 2017 to 
19% in 2018. 

This decrease in bundled payments is consistent with MCO 
perspectives. In 2018, 44% of MCOs said they use bundled/
episode-based payments with oncology providers, compared 
to 65% in 2017. This makes sense given the difficulty to 
“bundle” oncology care which can have long treatment 
cycles. MCOs are consistently using incentives to lower the 
total cost of care, similar to 2017. There has been a decline in 
all other forms of alternatives payments: capitation decreased 
13 percentage points while care management fees decreased 
11 percentage points. It is clear that, currently, there is no 
single winning model for oncology—34% of MCO respondents 
are using three or more different APMs, while 20% are not 
using any. 

Exhibit 113

Practices receiving alternative payments from payers (not fee for service)
% of survey respondents, N=205

OPM

YesUnsureNo

30%

16%

55%

Types of alternative payments
% of survey respondents, N=112

Value-based quality performance incentives

Bundled payments (e.g., episode-of-care-based)

Management fees for specific clinical services (i.e., not including traditional 
E&M1, chemotherapy administration, and drug reimbursement)

Shared-savings payments

Payments for pathways adherence

Global payments (i.e., partial capitation/ risk sharing)—no quality incentives

Global payments (i.e., full capitation/risk sharing)—no quality incentives

¹ Evaluation and management

60%

50%

31%

30%

29%

22%

19%
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MCOExhibit 114

APMs used with oncology providers compared to 2017 study year
% of survey respondents 2017 study year, N=93 2018 study year, N=97

65%

44%

39%

40%

49%

36%

45%

31%

38%

27%

Bundled/episode-based payments

Incentives for lowering total cost of care

Capitation agreements with providers

Incentives for adherence to pathways

Care-management fees (with reimbursement of drugs at cost)

Exhibit 115

Practices receiving alternative payments from payers (not fee for service)
% of survey respondents, N=205

OPM

Percent of total collected revenue that can be attributed to APMs
% of total collected revenue

11–20% More than 20%5–10%Less than 5%Unsure
30%

55%

16%

UnsureYes None

2017 survey  
year, N=100

2018 survey  
year, N=112

6%25%32%24%13%

28% 36% 17% 4%15%

While common, APMs remain a small proportion of 
overall revenue: 55% of oncology practices receive some 
alternative payments from payers, however, 79% of these 
practices receive 10% or less of their revenue from APMs. 
Notably, the APM share of revenue appears (if anything) 
to be shrinking: oncology practices receiving alternative 

payment reimbursements of 10% or less represented a 
larger percentage this year (79% in 2018 versus 69% in 
2017). This may indicate that the majority of new oncology 
practices receiving alternative payments are only taking a 
small amount. 
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Exhibit 116

Do you receive performance incentives for achievement of quality goals?
% of survey respondents

OPM

Yes, upside only

Yes, upside and downside

No, but we have downside risk if we don’t meet them

No, we do not use performance incentives based on quality metrics

Unsure

68% of OPMs say yes

43% of OPMs say yes

2018 study year 
N=112

2017 study year 
N=139

32%36%17%4% 12%

22%21%16%9% 10%

Increased incentives for quality
OPMs report some growth in the use of performance 
incentives for achievement of quality goals—up from 43% in 
2017 to 68% in 2018, with an increased focus on upside only 
(32% in 2018 compared to 22% in 2017). 

Exhibit 117

Participation in the MIPS
% of survey respondents

OPM

Yes, we are participating in MIPS as a group

Yes, all of our clinicians are participating in MIPS as individuals

Yes, some of our clinicians are participating in MIPS as individuals

No, we are not participating in MIPS now, but expect to next year

No, we do not have plans to register for MIPS

Unsure

2018 study year  
N=202

2017 study year 
N=200

41%

18%

10%

14%

15%

28%

9%

14%

26%

24%

1% 1%

Growth in MIPS participation
As expected, OPM participation in MIPS has grown 
significantly since 2017, with 69% of OPMs having some or all 
of their clients participate in MIPS; this is up from 51% in 2017. 

OPMs participating in the MIPS track a large number of 
metrics, notably, quality metrics which are particularly high at 

an average of 16 metrics per OPM. When determining which 
MIPS metrics to track, the most popular decision-making 
method for OPMs is the inclusion of oncologists as part of a 
working team (28% of OPMs), followed by the receipt of help 
from CMS (25%), or external consultants (24%). 
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OPMs state that the MIPS has increased their workload 
(although opinions are mixed on whether it improves 
profitability). Most OPMs (56%) consider following MIPS 
to have increased their practice workload, with only 27% 
reporting a positive improvement in workload. At the same 
time, 28% of OPMs using the MIPS consider it a positive 
profitability driver—nonetheless a similar percentage (29%) 
consider it to have a negative impact on profitability.

Exhibit 118

How many of the following MIPS metrics does your practice track today?
# of metrics, mean of responses provided by survey respondents, N=142

OPM

Quality

Advancing care information

Improvement activities

Cost

16

12

13

13

Exhibit 120

How has following MIPS affected practice workload?
% of survey respondents, N=142

OPM

Positive Driver

No change in workload

Negative Driver

27%

56%

17%

Exhibit 121

How has following MIPS affected practice profitability?
% of survey respondents, N=142

OPM

Positive Driver

No change 

Negative Driver

28%

29%

43%

Exhibit 119

Which of the following do you use to help decide which MIPS metrics to track?
% of survey respondents, N=142

OPM

Include oncologists as part of the working team that determines which MIPS metrics to track

Get help from CMS

Get help from external consultants

Have an internal department that determines metrics using their own sources

Get help from societies and trade groups (e.g., ASCO)

Engage oncologists using surveys, emails, or other non face-to-face interaction methods

We don’t receive any external help

Get help from GPO (e.g., Onmark, US Oncology)

28%

25%

24%

23%

18%

11%

11%

6%

believe MIPS is a negative 
drive on practice workload, 
and many (43%) believe it  
has no affect on practice 
profitability.

56%
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OCM

This year, oncology practices are more convinced of quality 
improvement, stemming in part from participation in the 
OCM. Developed by the Center for Medicare and Medicaid 
Innovation, OCM is an episode-based payment system—as a 
multipayer model it combines fee-for-service (FFS) payments 
for established services, monthly payments for additional 
care under a structured guideline, and performance-based 
payments measured against quality metrics and benchmarks. 
While the majority of practices are now seeing quality 
improvement, most do not see a cost benefit, and more often 
see an increase in cost from participation.

Progress on implementing OCM
In 2018, 21% of oncology practices were participating in the 
OCM pilot. Of those, OPMs are split on the type of instructions 
they give to physicians on how to treat the OCM differently, 
with 35% giving very specific guidance, 47% giving broad 
guidance, and 19% giving no guidance. 

However, fewer physicians report being aware that they are 
treating an OCM patient. 2018 data reinforce this trend, with 
a 15 percentage point decrease in oncologists saying they are 
aware when they are treating an OCM patient (down from 41% 
in 2017 to 26% in 2018). This suggests a disconnect between 
practice managers and oncologists.

OCM effect on quality and costs
OPMs broadly agree that while the OCM increases quality it 
also increases costs. 79% believe that quality has improved 
since participating in the OCM, but 47% note that it has 
increased costs, and only 12% report a decrease in costs. In 
addition, most OPMs (53%) received no performance-based 
payout for cost of care coming in below the benchmark, 
providing no external financial incentive for the program. In 
spite of these negative financial effects, 86% of participating 
practices plan to stay in the OCM in 2019.

of oncology practices 
participated in OCM in 
2018, compared to 15% 
of practices in 2017.

21%
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Exhibit 122

Are you made aware when you are treating an OCM patient?
% of oncologists (of those participating in OCM)

Oncologist

2017 study year, N=51 2018 study year, N=138

Yes Sometimes No

41%

26%
28% 28%

31%

46%

79%

9%

9%
2%

Exhibit 123

Has participating in OCM met original expectations around 
improving quality?
% of survey respondents, N=43 (oncology practices participating  
in OCM)

OPM

Quality improved

No change

Quality has been worse

I did not expect quality improvements  
from participating in OCM
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Quality Organizations: Guidelines

While oncologists continue to rely on guidelines, their use 
appears to have plateaued. The majority of oncologists are 
encouraged to use guidelines although fewer are required to do 
so in 2018 compared to 2017 (by both payers and practices). 
The NCCN Guidelines are most popular and are used by 90% of 
oncologists.

Usage of treatment guidelines remains high  
and are promoted by practices
Among oncologists, a high percentage (72%) use cancer 
treatment guidelines, although this year’s data saw a 6 
percentage point decrease. Usage tends to be encouraged 
rather than mandatory. This year, 77% of oncologists say 
guideline usage is encouraged by practices, while only 5% 
note that it has been prompted by payers. A smaller number of 
oncologists are required to use guidelines by their payers (1%) 
or practices (16%)—this is not a significant change from 2017.
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Has participating in OCM affected your costs?
% of survey respondents, N=43 (oncology practices participating  
in OCM)

OPM

47%

19%

23%

12%

Increased costs

Did not affect costs

Unsure

Decreased costs

2016 study year, N=202

2017 study year, N=200

2018 study year, N=200

Payer Practice

Encouraged use Required use

Usage prompted by
% of survey respondents, N=156 (2017), 146 (2018) 

Don’t use guidelines Use guidelines

53%

78%
72%

47%

22%
28%

2017  
study year

2017  
study year

2018  
study year

2018  
study year

3%

19%

4%

74%

5%

77%

16%
1%

Exhibit 125

Use of cancer treatment guidelines
% of survey respondents

Oncologist

74 The 2019 Genentech Oncology Trend Report



Drivers of guidelines uptake
Large and small practices use guidelines at roughly the same 
rate, although smaller ones are more likely planning to begin 
their adoption. It is possible that those who are going to adopt 
have already done so, while smaller practices have lagged but 
are catching up.

Top oncology guidelines remain influential
As with 2017 data, the top source of guidelines for oncologists 
in 2018 are NCCN Guidelines (used by 90% of oncologists), 
followed by ASCO Clinical Practice Guidelines (47%). 
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Exhibit 126

Use of cancer treatment guidelines
% of survey respondents Practices with <10 sites, N=175 Practices with 10 or more sites, N=25

Oncologist

Don’t use guidelines

Plan to use in 2019

Use guidelines
76%

73%

20%
16%

11%
4%

Oncologist

2017 study year, N=166

Exhibit 127

What are the sources of guidelines that you use?
% of survey respondents 2018 study year, N=146

NCCN Clinical Practice Guidelines in Oncology 
(NCCN Guidelines®)

ASCO Clinical Practice Guidelines

NCI Clinical Practice Guidelines in Oncology™

Internally developed

Hospital/cancer center

Children’s Oncology Group

Cancer Clinics of Excellence (CCE)

Oncology practice management firm

84%

90%

53%

47%

25%

23%

19%

16%

14%

12%

11%

8%

8%

4%

4%

2%
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Frequency of review
Oncologists continue to review cancer treatment guidelines 
frequently, with 85% reviewing them at least quarterly. This 
does not represent a significant shift from 2017. 

Quality Organizations: Pathways

As observed with guidelines, oncologist use of pathways is 
on a similar plateau trend. However, unlike guidelines, we are 
seeing a consistency in practices and payers requiring the use 
of pathways year to year. Practices and MCOs are finding ways 
to enforce and incentivize use of pathways, including electronic 
or EHR notification. While the most popular incentives used 
by MCOs are still to share cost savings and streamline PA 
processing, use of these has decreased from 2017 to 2018.

Pathway usage trends
After an increase in oncologist use of cancer treatment 
pathways in 2017, usage dropped again to 2016 levels: 47% 
of oncologists (compared with 52% in 2017). Similar to 2017 
data, 73% of oncologists are encouraged by practices to use 
pathways, while only 6% are encouraged to do so by payers. 
Practices mandate pathway usage for 18% of oncologists. 
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2017 study year, N=166 2018 study year, N=146

Exhibit 128

Frequency of reviewing cancer treatment guidelines
% of survey respondents

Oncologist

I have visibility into guidelines for every patient visit via our EMR

Weekly

Monthly

Quarterly

Annually

Only when I hear about changes

16%
18%

22%
21%

23%
21%

23%
25%

5%
5%

10%
10%

2016 study year, N=202

2017 study year, N=200

2018 study year, N=200

Payer

Practice

Exhibit 129

Use of cancer treatment pathways
% of survey respondents

Oncologist

Usage prompted by
% of survey respondents, N=103 (2017), 93 (2018) 

55%

48%
53%

45%

52%
47%

3%
18%

2%
18%

7%

72%

6%

73%

Don’t use pathways Use pathways 2017  
study year

2017  
study year

2018  
study year

2018  
study year

Encouraged use Required use
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This year, a greater proportion of OPMs report using cancer 
treatment pathways compared with oncologists (62% versus 
47%). Among OPMs, there remains limited change in use of 
cancer treatment pathways since the previous year. In 2018, 
84% “use” or “plan to use” cancer treatment pathways next 

year; last year, the proportion was 86%. Oncologists report 
that practices with ten or more sites are more likely to use 
pathways, with 56% doing so compared to 45% of those with 
under ten sites.

Move towards internal sources of pathways
NCCN Value Pathways are dropping in popularity amongst 
oncologists: in 2018, there was a 9 percentage point fall 
in oncologists using NCCN pathways (down to 34% from 
2017). Internally developed pathways are emerging as the 
most popular approach in 2018 at 38%; however, following 
pathways from an affiliated hospital or cancer center is also 
increasingly common (30%). Overall, 2018 showed a fairly 
even split among oncologists in relation to the sources of the 
pathways they use. 

 Roadblocks to future adoption by MCOs
Among the 64% of MCOs that do not request network 
oncologists to use a preferred oncology pathway, 48% report 
that this is because they have not evaluated which pathway 
is best for different cancers. Additionally, 34% of MCOs note 
not having a mechanism for monitoring compliance as the 
reason for not recommending a preferred pathway to network 
oncologists. Among the 36% of MCOs that do have a preferred 
pathway for their oncologists, the most popular pathway 
source is NCCN (used by 32% of this group).   See exhibit 132.
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Exhibit 130

Use of cancer treatment pathways
% of survey respondents Practices with <10 sites, N=175 Practices with >10 or more sites, N=25

Oncologist

Don’t use pathways

Plan to use in 2019

Use pathways

35%

32%

45%

56%

19%

12%

Exhibit 131

Source of pathway(s) used
% of survey respondents 2017 study year, N=1262016 study year, N=90 2018 study year, N=93

Oncologist

NCCN Value Pathways Hospital/cancer center Internally developed

35%

43%

34%

19%

25%

30%

44%

33%

38%
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Reasons for not encouraging pathways
Lack of evaluation is declining as a reason for MCOs not 
encouraging pathways. In 2017, 61% of MCOs who do not 
push pathways cited lack of evaluation of the best pathway for 
different cancers as their reason. While this continues to be 

the main roadblock to pathway use, it has decreased slightly 
to 55% in 2018. Other common reasons for not encouraging 
pathways in 2018 are a lack of mechanism to monitor 
compliance (40%) or a lack of resources (38%).
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MCOs that encourage network oncology providers to use a preferred oncology pathway
% of survey respondents, N=104

Have not evaluated which pathway is 
the best for different cancers

No mechanism to monitor compliance

Lack of resources

Objections to use by network 
oncologists

Too expensive/not worth the expected 
savings or quality improvement

55%

40%

38%

17%

7%

Reason for not encouraging specific pathways
% of survey respondents, N=58

Source of pathway(s) used
% of survey respondents, N=37

Value Pathways Powered by NCCN 
(McKesson/US Oncology)

Internally developed

AIM Specialty Health

Via Oncology™ Pathways

Oncology practice management firm

Hospital/cancer center

New Century Health

GPO

eviti, Inc.

32%

24%

8%

5%

5%

3%

3%

3%

5%

21%

43%

36%

We have a pathway that we ask our network oncologists to follow

We allow our network oncologists to select their preferred pathway

We do not currently incorporate pathways into our oncology management program

MCOExhibit 133

If you do not use or encourage pathways, why not? 
% of survey respondents

Have not evaluated which pathway is the best for different cancers

No mechanism to monitor compliance

Lack of resources

Objections to use by network oncologists

Too expensive/not worth the expected savings or quality improvement

Other

61%
55%

34%
40%

32%
38%

18%
17%

11%
7%

4%
9%

2017 study year, N=56 2018 study year, N=58

78 The 2019 Genentech Oncology Trend Report



Pathway sources
For oncologists and MCOs that do use pathways, the 
same sources of pathways are most popular among both 
oncologists and MCOs: NCCN, internally developed, and 
those provided by hospitals and cancer centers.
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Oncologist MCOExhibit 134

What is the source of the pathway(s) you use? Please select all that apply
% of survey respondents Oncologists, N=93 MCOs, N=37

New Century Health3%New Century Health

Value Pathways Powered by NCCN 
(McKesson/US Oncology)

32%
Value Pathways Powered by 
NCCN (McKesson/US Oncology)

34%

Internally developed24%Internally developed 38%

Hospital/cancer center5%Hospital/cancer center 30%

Via Oncology™ Pathways5%Via Oncology™ Pathways 13%

AIM Specialty Health8%Anthem/AIM Specialty Health 4%

GPO3%GPO 4%

eviti, Inc.3%eviti, Inc. 4%

Oncology practice  
management firm

5%
Oncology practice 
management firm

10%

Cardinal pathways program0%

N/A

P4 Pathways program 3%

PayerPayer 9%

0%
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MCOExhibit 135

Level of agreement with the following statements related to cancer treatment pathways
% of survey respondents, N=104

Strongly disagree Disagree Agree Strongly agree

Undecided

13%61%

54% 15%

40% 15%

55% 8%

45% 10%

41% 8%

37% 10%

38% 5%

36% 4%

35% 5%

23% 5%

The pathway development process should mirror the transparent and consensus-based 
guidelines development process

Discussion and consideration of clinical trials should be a required on-pathway element

The full value of pathways is yet to be realized

Pathways are here to stay and are an integral tool for alternative payment mechanisms 
(e.g., bundled payments)

Cost containment should not be the central organizing principle for clinical pathways

Controlling our own pathway would enable us as an MCO to negotiate with drug 
manufacturers

Pathways should aim to be as broad as possible to ensure physicians can select the 
appropriate therapy for each patient

It should be possible to create a single or national pathway for each type of cancer/stage 
which all payers can adopt

Pathways should aim to be as narrow as possible to ensure consistency of care

On-pathway treatment selection should be considered automatically authorized or 
certified, thereby eliminating the administrative burden of PA

Oncologists do not need financial incentives to make treatment decisions based on 
evidence. However, they should be paid a fee to account for the time spent participating 
in the pathway process (e.g., data input, reporting, outcomes measures, etc)

1%

2%

4%
18%

3% 28%

4% 21%

4% 30%

6%18%

9% 39%

11%

2%

1%

18%

24%

27%

38%

23%

38%

23%

33%

27%

37%

24%

8%

6%

5%

10%

Encouraging pathways
In 2018, 74% of MCOs “agree” or “strongly agree” that the 
pathways development process should mirror the transparent 
and consensus-based guidelines development process. 
That being said, half of MCOs believe that oncologists need 

financial incentives to make treatment decisions—50% 
“disagreed” or “strongly disagreed” with the statement that 
oncologists do not need such incentives.
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Pathway impact on cost and quality
Surprisingly, fewer MCOs than last year are measuring 
the impact of cancer pathways on cost or quality of care 
improvements. This year, 18% are not measuring cost and 
11% are not measuring quality. Nevertheless, some MCOs 

are reporting a “moderate” to “major” impact from treatment 
pathway programs in enabling them to improve the cost or 
quality of cancer care: 20% report improving cost and 26% 
report improving quality.

Exhibit 136

How effective are the cancer treatment pathways program(s) in enabling your MCO to improve cost or quality of cancer care?
% of survey respondents 

MCO

Cost

2017 study year, N=100 2018 study year, N=104

Not measuring impact at this time
12%

18%

Too early to tell/still measuring program impact
41%

35%

No impact
7%

5%

Minor impact (1–4% of total drug costs)
12%

13%

Moderate impact (5–20% of total drug costs)
14%

17%

Major impact (>20% of total drug costs)

4%

3%

Quality

11%

11%

39%

34%

2%

6%

13%

14%

19%

22%

3%

4%
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Exhibit 137

Incentives offered by MCOs to oncologists to encourage use of cancer treatment guidelines and/or pathways
% of survey respondents

MCO

2017 study year, N=100 2018 study year, N=104

Share of cost savings

Faster processing of PA/precertifications

Reduced PA or precertification requirements

Expedited utilization reviews and reimbursement processing

Preferred provider status within the network

Lump sum bonus payments (i.e., individual or group)

Per-member monthly fee

Improved/higher evaluation & management (E&M) reimbursement

Improved/higher drug reimbursement for the oncologist

Initiation fee

Do not incentivize oncologists to use  treatment pathways
31%

29%

4%

11%

10%

13%

15%

15%

9%

16%

13%

17%

31%

21%

26%

21%

31%

25%

27%

28%

33%

25%

Incentives…
The most popular incentives used by MCOs to encourage 
treatment guidelines or pathways are reduced PA 
requirements (31%) and preferred provider status within 
the network (31%). Interestingly, a share of cost savings has 

decreased significantly as a form of incentive (down from 33% 
to 25%), while preferred provider status within the network 
has increased from 21% in 2017 to 31% in 2018.
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… and adherence

The most common enforcement mechanism for pathway 
or guideline adherence is the use of practice compliance 
reports shared with peers. Interestingly, discussion during 
tumor boards has become the next most commonly used 
mechanism, up 12 percentage points from 2017.

Informing patients of applicable pathways
Among oncologists, informing patients when a pathway 
applies to them is not standard practice: 41% always ensure 
patients are informed when a pathway applies to them, 26% 
sometimes inform, and 33% do not inform such patients. 

OPMExhibit 138

Enforcement of adherence to guidelines, pathways, or value frameworks (as applicable)
% of survey respondents that reported use pathways

26%
27%

24%
17%

17%
18%

16%
28%

16%
13%

37%
39%

12%
9%

Practice reports regarding compliance are shared with peers

Group (i.e., practice) payment is tied to compliance

Individual physician payment is tied to compliance

Requires peer review (i.e., by another physician at your practice)

Discussion during tumor boards

Adherence is not enforced

IT system’s step edit requires internal approval on exception before  
you can proceed

2017 study year, N=135 2018 study year, N=127

Yes, all patients for whom a pathway is applicable are informed as a matter of practice policy 14%

Yes, I or someone on my staff usually inform them 27%

I will sometimes inform patients 26%

I don’t inform them and I don’t know if anyone else does 15%

No, patients are not informed 18%

OncologistExhibit 139

Do you inform patients when a pathway applies to them?
% of survey respondents, N=93 oncologists who use pathways
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EHR notifications
More OPMs (49%) than oncologists (16%) report that EHR 
notifications are checked when working with multiple 
pathways. However, more oncologists (25%) report they 
always use the same pathway in comparison to OPMs (13%). 

This highlights a discrepancy in what OPMs may prefer 
oncologists to use when working with pathways (check EHR 
notifications) versus what oncologists are actually using when 
treating patients (using the same pathway, if applicable). 

Use of tools to inform oncologists of the pathway to use 
has increased
This year, fewer OPMs (28% in 2018 versus 39% in 2017) 
expect physicians to look up pathways themselves or to ask 
a staff member. Instead, OPMs increasingly report making 
physicians aware of which pathway to use for each patient 
through EHR, email, or notes—an 11 percentage point 
increase overall. 

Exhibit 140

Oncologist and OPM information sources when working with multiple pathways
% of survey respondents

Oncologist OPM

Oncologists, N=93 OPMs, N=127

I’m not always sure which pathway should be used for which patient 22%

Check with staff
28%

28%

Check EMR notification
16%

49%

Always use the same pathway
25%

13%

Check for an email/note
10%

10%

Exhibit 141

How do you make physicians aware of which pathway they should be following?
% of survey respondents

OPM

2017 study year, N=105 2018 study year, N=127

4%

10%

44%

49%

39%

28%

13%

13%

An email or note that tells which pathway should be used for each patient

A notification in the EMR that tells which pathway should be used

Physicians can look up the pathway themselves or ask a staff member

We expect physicians to use the same pathway for all patients
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Quality Organizations: Value Assessment Frameworks 

As part of efforts to ensure optimal value, there has been a 
push towards shared decision making between oncologists and 
patients regarding the provision of treatment options. 

Use of assessment blocks is stable, however, oncologists 
are switching sources
Currently, 21% of oncologists use value assessment 
frameworks, while 16% plan to use them next year. Of those 

who use frameworks, 89% were encouraged or required to do 
so by their practice, and the remaining 11% were encouraged 
or required to do so by payers. 

Meanwhile, the specific source of assessment blocks 
is evolving. Last year the majority of oncologists (63%) 
reported NCCN Evidence Blocks to be the source of value 
assessment frameworks used. However, this year, oncologists 
who use value assessment frameworks say that they use 
NCCN evidence blocks (40%) and ASCO Value Framework 
(40%) equally. 

Exhibit 142

Use of value assessment frameworks
% of survey respondents, N=200

Oncologist

Don't use Plan to use next year Use Payer Practice

2017 study year 
N=200

2018 study year 
N=200

Encouraged use Required use

Usage prompted by
% of survey respondents, N=44 (2017), N=42 (2018) 

2017  
study year

2018  
study year

2017  
study year

56%

22%

22%

100%

21%

16%

63%

100%

2%

70%

10%

79%

23%

5%

10%
2%

2018  
study year

Exhibit 143

Source(s) of value assessment frameworks used
% of survey respondents

Oncologist

2017 study year, N=44 2018 study year, N=42

NCCN Evidence Blocks

ASCO Value Framework (v2.0)

Memorial Sloan Kettering Cancer Center Drug Abacus

Institute for Clinical and Economic Review Value  
Assessment Framework

63%

40%

29%

40%

5%

7%

1%

7%
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NCCN Categories of Preference relatively unknown among 
oncologists
Among all oncologists, knowledge about the NCCN 
Categories of Preference remains limited: 60% do not know 
what the NCCN Categories of Preference are or do not plan 
on using them. Only 16% know what they are and use them 
frequently15.

15 Categories of preference stratify therapies into preferred intervention, other recommended intervention, and useful in certain circumstances: see “NCCN Categories 
of Preference Frequently Asked Questions,” National Comprehensive Cancer Network, 2017, https://www.nccn.org/images/guidelines/PDF/NCCN_Categories_of_
Preference_FAQ.pdf.

SP

While SPs may not have widespread influence over oncologist 
decision making, they are interacting with oncologists more 
often. It is in their best interests to do so, as most SP referrals 
come from physician offices. One way in which SPs influence 
oncologists is by suggesting alternative products back to the 
physician (on average, this is done for approximately one 
quarter of drug referrals). 

Source of patient referrals for SPs
For SPs, 62% of referrals are, on average, from physician 
offices. Less frequently, SPs receive patient referrals from 
payers (23% of referrals), and 13% from drug manufacturers. 
These numbers are consistent with 2017 data.
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Exhibit 144

What is your awareness and expected usage of the NCCN Categories of Preference?
% of survey respondents, N=200

Oncologist

I don’t know what the NCCN Categories of Preference are or don’t know enough about 
them to have an opinion

I know what the NCCN Categories of Preference are and will use them in a limited manner

I know what the NCCN Categories of Preference are but do not plan on using them

I know what the NCCN Categories of Preference are and will use them frequently

38%

26%

22%

16%

2018 study year

Exhibit 145

Cancer patient referral sources
% of patient referrals, mean responses of survey respondents

SP

2017 study year, N=30 2018 study year, N=30

Physicians offices prefer and choose your SP

Your SP is preferred by a certain payer

The drug manufacturer recommends your SP (i.e., via a hub  
or enrollment form)

67%

62%

19%

23%

13%

13%
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Exclusions and access
The vast majority of SPs (97%) are excluded from drug 
manufacturer networks for at least one type of oncology drug, 
with 16% excluded for more than 30% of oncology drugs. On 
average, 23% of drugs were excluded in 2018, compared to 
25% in 2017. Meanwhile, SPs are able to keep more patients 
compared to 2017, with less triage due to reimbursement or 
drug access.

Alternative product suggestions
SPs reported that for almost a quarter (23% on average) 
of cancer drug referrals they will suggest an alternative 
product back to the physician. Similar to last year, SPs 
are split on whether or not they have a field force to call on 
physicians—33% do have a field force, while an additional 
33% report they do not.

33%

23%

3%

13%

3%

23%

1–10%

31–40%

Excluded from 
manufacturers’ 
network >40% 
of oncology 
drugs

21–30%

11–20%

Excluded from 
manufacturers’ 
network for no 
oncology drugs

Exhibit 146

SP exclusion from the drug manufacturer network
% of survey respondents, N=30

SP

Exhibit 147

What percentage of your cancer patient referrals do you need to triage to a different SP? 
% of patient referrals, mean responses of survey respondents

SP

Can’t get satisfactory reimbursement from payer/not in payer network

Can’t get access to the drug/ not in manufacturer network

2017 study year, N=30 2018 study year, N=30

39%

35%

39%

29%

SPExhibit 148

For what % of cancer drug referrals will you suggest an alternative product back to the physician? 
% of drugs, mean of responses provided

30

25

20

15

10

 5

0

35

40 39%

20%

10%

2017 study year, N=27

25%

20%

15%

10%

5%

0

30%

35%

28%

15%

8%

2018 study year, N=30

Upper quartile

Median

Lower quartile

Meanxx

23%25%
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Performance based incentives and metrics
Just under a third (30%) of SPs report that they receive 
performance incentives based on specific metrics for more 
than three drugs. That being said, the majority of SPs (60%) 
still report that they do not receive performance incentives for 
any drugs. 

Exhibit 149

Do you have a sales force that calls on oncology practices?
% of survey respondents

SP

2017 study year, N=30 2018 study year, N=30

Yes, a field sales force

Yes, an inside telesales force

Yes, both a field and inside telesales force

No, we do not have a sales force

No, we have a sales force for other TAs, but they do not call on oncology practices

30%

33%

3%

7%

23%

27%

37%

33%

7%
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SPExhibit 150

Estimate for how many oncology drugs (if any) you receive 
performance incentives based on specific metrics (e.g., market 
share, adherence)
% of survey respondents, N=30

60%

10%

30%

0 1–3 >3
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Data on quality of care is increasingly important. Here, we explore the type of quality metrics tracked, which 
organizations track them, what this information is used for, and the breadth and comprehensiveness of reports. 
We examine how such information is shared amongst stakeholders, as well as the progress being made in 
automating the capture of quality data. Lastly, we look at the impact of quality reporting on oncologists and 
practices. Fewer than a quarter of oncologists study these reports closely and try to identify how to improve 
their quality scores, whereas most oncology practices set specific targets based on quality metric reports.

Quality Report Content

Employers, MCOs, and practices are tracking several 
measures of quality such as hospitalization admissions, 
patient satisfaction, and outcomes data. MCOs and practices 
are further ahead in their tracking efforts compared with 
employers, although almost all employers express interest in 
tracking more quality measures and will likely push for more 
and improved quality tracking. SPs are also collecting patient 
outcome data, with all surveyed SPs collecting at least two 
types of evidence.

Quality metrics
Employers, MCOs, and oncology practices are tracking a 
variety of quality metrics; however, the top-quality metric 
tracked by all three is hospital admissions/emergency room 
visits. Interestingly, while employers and MCOs report similar 
levels of tracking for hospital admissions, far fewer employers 
than MCOs and practices report tracking additional metrics 
such as adherence to guidelines, patient satisfaction, 
or outcomes data. That said, employers expressed 
comparable interest in tracking such metrics, which may 
indicate that employers would track these if they had the 
resources to do so.

 — Hospital admissions/emergency room visits. Currently, 
71–73% of all MCOs, OPMs, and employers monitor 
hospital admission and/or emergency room visits. This 
quality metric is the most consistently tracked across all 
three groups. 

 — Patient satisfaction. While 73% of MCOs and 26% of 
employers track patient satisfaction, this quality metric is 
almost universally tracked by oncology practices—93% of 
all practices. 

Compared to last year, MCOs decreased their reported 
monitoring of quality metrics across the board, with the 
exception of a small increase in overall cost of care tracking, 
making this the most monitored quality metric at 85% 
of MCOs. Notable drops include: a 15 percentage point 
reduction in monitoring pathway/guidance compliance, and 
a 10 percentage point fall in monitoring rate of hospitalization 
and cancer screening. 

Meanwhile, oncology practice tracking of quality metrics 
remain largely the same over the course of the 2017 and 2018 
surveys, with one exception: 2018 has seen an 11 percentage 
point drop in OPMs tracking outcomes. 

5. How is quality being measured and reported?

Exhibit 151

Do you monitor or track the following quality measures?
% of survey respondents 

OPM Employer MCO

OPM, N=151MCO, N=104 EMP, N=100

Hospital admissions/
emergency room visits

Adherence to guidelines/ 
best practices

Patient satisfaction Outcomes data (survival)

71% 71% 73%

52%

68%

35%

73%

93%

26%

48%

62%

30%
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Which types of quality measures do you monitor among your network oncology providers? 
% of survey respondents

MCO

2017 study year, N=100 2018 study year, N=104

Rate of hospitalization/ED visits

Cancer screening

Overall cost of care (e.g., average cost per episode)

Patient satisfaction

Usage/cost of adjacent services (e.g., labs, radiology)

Pain management

Pathway/guideline compliance

81%

71%

80%

70%

79%

85%

77%

73%

73%

65%

68%

61%

67%

52%

Exhibit 153

Tracking quality measures
% of survey respondents

OPM

2017 study year, N=157 2018 study year, N=151

Patient satisfaction

Compliance with documented pain management procedures

Rate of hospitalization/ED visits

Outcomes (e.g., 3-year survival rates by tumor type)

Pathway/guideline compliance

Overall cost of care (e.g., average cost per episode)

End of life measures (e.g., % prescribed chemotherapy in last 2 
weeks of life, enrolled in hospice less than 3 days before death)

Usage/cost of adjacent services (e.g., labs, radiology)

92%

93%

72%

68%

74%

71%

62%

66%

75%

76%

69%

64%

73%

62%

60%

57%
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Quality reports
Overall, 74% of OPMs regularly generate and distribute 
quality reports. Very few (5%) do this only on an annual basis; 
the majority do it monthly (47%) or quarterly (49%). Within 
these reports, the most popular quality measures tracked 
for OPMs are patient satisfaction (93%), compliance with 
documented pain management procedures (76%), and rate of 
hospitalization/ER visits (71%). 

Just over half (54%) of MCOs are satisfied with the breadth 
of quality measures network oncology providers offer—a 
7 percentage point improvement over 2017. Only a small 
number of MCOs report active efforts to encourage 
implementation or improvement of quality metrics. 29% 
of MCOs have incentives for achieving quality measures in 
contracts with their network oncology providers, and 17% 
pay them an implementation fee in exchange for submitting 
quality metrics. 
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What measures of quality are you or would you be interested in tracking?
% of survey respondents, N=100

Employer

Currently trackNot interested in tracking Interested in tracking

Hospital admissions/Emergency Room visits

Adherence to guidelines/ best practices

Cost comparisons across sites of care

Outcomes data (survival)

Patient satisfaction

Absenteeism/days off work

23%

57%

59%

60%

62%

39% 47%

35%

31%

30%

26%

73%

14%

8%

10%

10%

12%

4%

OPMExhibit 155

Do you regularly generate and distribute quality reports?
% of survey respondents, N=205

1 For example, % prescribed chemotherapy in last. 2 weeks of life, enrolled in hospice less than 3 days before death.

Yes No

26% 74%

Frequency of generating/distribution quality reports
% of survey respondents, N=151

Annually 5%

Quarterly 48%

46%Monthly

Quality measures tracked
% of survey respondents, N=151

Patient satisfaction 93%

Compliance with documented pain management procedures 76%

Rate of hospitalization/ED visits 71%

Pathway/guideline compliance 68%

End-of-life measures1 66%

Overall cost of care (e.g., average cost per episode) 64%

Outcomes (e.g., 3-year survival rates by tumor type) 62%

Usage/cost of adjacent services (e.g., labs, radiology) 57%
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Importance of outcomes information to SPs
Patient outcomes information is also important to SPs. As 
in the 2018 Oncology Trend Report, SPs are continuing to 
routinely collect oncology patient outcomes data, with some 
data increasing in importance and other data becoming less 
so. Moreover, 100% of SPs surveyed are collecting at least two 
forms of oncology patient outcomes data.

For SPs, the most common outcomes or real-world data 
collected were adherence (87%), side-effect/AE data (87%  
of SPs), and patient satisfaction with SP services (77%). 

Compared to 2017, SPs have shifted the type of outcomes 
data they routinely collect. For example, side-effect/AE data 
grew in popularity, with the number of SPs collecting this up 
by 20 percentage points (now standing at 87%). Collection of 
patient satisfaction data also grew by 10 percentage points 
to 77% of SPs in 2018. In contrast, some data declined in 
importance for SPs: tracking of patient OOP costs dropped 
to being routinely collected by only 47% of SPs (from 
70% in 2017).

MCOExhibit 156

Quality metrics 
Mean of responses provided 2017 study year, N=100 2018 study year, N=105

With what percent of your network oncology providers are you 
satisfied with the breadth of the quality measures they report?

With what percent of your network oncology providers have contracts 
with incentives for achievement of specific quality measures goals?

With what percent of your network oncology providers do you pay 
an implementation or infrastructure fee in exchange for submitting 
quality metrics? 

53%

54%

32%

29%

16%

17%

SPExhibit 157

Types of outcomes or real-world-data routinely collected regarding oncology patients
% of survey respondents, N=30

Patient OOP costs after PAP financial support

Adherence (e.g., medication possession ratio)

Side-effect data/AE data

Patient satisfaction with SP services

Time to fill

Patient satisfaction overall with treatment

Medication discontinuation rates and/or reasons

Medication switch rates and/or reasons

Pain scores

Quality-of-life data/patient-reported outcomes

Response rates

Laboratory data

87%

87%

77%

73%

70%

67%

57%

53%

50%

47%

47%

47%
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Report Utilization and System Integration

Sharing quality and outcome data among different 
stakeholders has declined, and many existing options for 
electronically collecting and sharing data remain outdated. 
Sharing quality metrics continues to be burdensome for 
OPMs as most practices require manual pulling of data and/
or analysis. Many oncologists similarly report collecting quality 
metrics still requires extra work such as submitting outside 
the EHR. SPs sharing data are also using little technology, with 
most still faxing or calling physicians to communicate patient 
status, and fewer than a fifth providing online self-serve tools to 
physicians. 

Report sharing 
Sharing of quality reports between different oncology 
stakeholders has declined. In 2017, 79% of oncologists 
received quality reports specific to their patients (versus the 
practice as a whole), but this declined to only 45% in 2018. 
67% of employers received cost or quality reports from 
payers about their employees’ cancer care in 2017, similar to 
2018 (68%). 

MCOs report that over half (54% on average) of providers 
submit and share quality reports on a quarterly basis or more 
frequently, while about a third (32% on average) do not share 
quality measures at all. 

While 55% of MCOs create quality reports, very few employers 
(20%) receive quality-focused reports at least once a year. 
Although 48% of employers receive high-level reports, these 
focus on cost and volume as opposed to quality of care. On 
average, SPs receive patient data on 27–32% of patients from 
oncologists and MCOs. 

Exhibit 158

Types of outcomes or real-world-data routinely collected regarding oncology patients
% of survey respondents

SP

2017 study year, N=30 2018 study year, N=30

Adherence (e.g., medication possession ratio)

Medication discontinuation rates and/or reasons

Patient OOP costs after PAP financial support

Side-effect data/AE data

Patient satisfaction with SP services

Laboratory data

Time to fill

70%
47%

70%
73%

67%
77%

60%
47%

67%
87%

90%
87%

67%
73%

Exhibit 159

Quality reports being shared with employers and oncologists 
% of respondents

OncologistEmployer

Employers who receive cost/quality reports about their 
employees’ cancer care

Oncologists who receive quality reports specific to their 
patients versus whole practice

68%67%

45%

79%

2017 study data  
N=101

2018 study data  
N=100

2017 study data  
N=117

2018 study data  
N=181
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Method of collection of quality metrics 
Collecting and analysis of quality metrics is burdensome. 
Only 20% of OPMs collect quality metrics automatically 
from the EHR or other automation tools. Although 46% 
(down from 56% in 2017) have data available in the EHR, 
this requires manual analysis to generate reports. For a third 
of respondents (32%), however, quality metrics involve a 
significant amount both of manual collection and analysis.

For oncologists, collecting quality metrics is additional work 
for about half, but no additional work for the other half: 47% 
report that they must review and collect information and 
then submit it either within or outside the EHR while 53% say 
they do not have to do anything different than before when 
collecting quality metrics.

SPs outcomes data sharing
57% of SPs share data with physician practices by faxing or 
calling to communicate patient status. Compared to 2017, the 
occurrence of SPs sending regular reports to physicians about 
overall performance is down from 47% to 30%, although 
the same proportion are sending customized reports with 
information relating to the physician’s specific patients. 
Meanwhile, the percentage having periodic meetings with 
physicians has reduced from 2017—down from 47% to 33%.  

In comparison to 2017, SPs are sharing more data back 
with payers this year, as only 27% (versus 37%) report not 
sharing back data at all. SPs are now sharing outcomes data 
with payers and PBMs primarily by communicating directly 
with the care managers when needed (40%)—this is a 7 
percentage point increase from 2017. There is a smaller 3 
percentage point increase in SPs providing online self-serve 
reporting tools to payers and PBMs (now 13% of SPs). One 
method of sharing outcomes data has decreased, however: 
SPs using the data selectively during contract negotiations 
dropped down to only 17% of SPs versus 30% in 2017.

Exhibit 160

Frequency of quality reports
% of network oncology providers, mean of responses provided, 
N=104

MCO

Providers share continuously via real-
time data links

Providers submit quality measures 
periodically (quarterly/annually)

Providers review quality measures during 
contract negotiations

Providers do not share quality measures

Other

14%

40%

12%

3%

32%

The reports we receive do not breakout cancer care specifically

We receive a high-level report,but it focuses mostly on cost  
and volumes as opposed to quality

We receive a detailed report at least once a year on the cost  
and quality of cancer

Other

2017 study year 
N=101

2018 study year 
N=100

31% 52% 15%
2%

31% 48% 20%
1%

EmployerExhibit 161

Does your health insurance administrator create reports on the 
cost and quality of cancer care provided to your employees?
% of survey respondents

OPMExhibit 162

How burdensome has collecting quality metrics been?
% of survey respondents 2017 study year, N=157 2018 study year, N=151

It is all automatically pulled and reported from the 
EMR or other automation tools

Most data is available in the EMR but requires 
manual analysis to generate the reports

Requires a significant amount of manual collection 
and analysis

56%

46%

24%

32%

20%

20%
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Exhibit 163

How do you share outcomes data with physician practices?
% of survey respondents

SP

We provide online, self-serve reporting tools to physicians

We send periodic customized reports to physicians about our overall performance 
and our performance for their patients

We have periodic meetings with physician practices to discuss our performance

We send periodic reports to physicians about our overall performance

We do not share data back with practices

We fax or call to communicate patient status or critical updates when needed

23%
20%

30%
27%

47%
33%

47%
30%

13%
10%

57%
57%

2017 study year, N=30 2018 study year, N=30

Exhibit 164

How do you share outcomes data with payers/PBMs?
% of survey respondents

SP

We communicate directly with payer/PBM care managers when needed

We use this data selectively during contract negotiations with payers/PBMs

We send periodic customized reports to payers/PBMs about our overall 
performance and our performance for their patients

We provide online, self-serve reporting tools to payers/PBMs

We have periodic meetings with physician practices to discuss our 
performance

We do not share data back with payers/PBMs

33%
40%

30%
17%

23%
30%

7%
13%

37%
27%

10%
13%

2017 study year, N=30 2018 study year, N=30
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Exhibit 165

What is your role in collecting quality metrics?
% of survey respondents

I fill in additional information/new fields into the EMR/EHR

I do not need to do anything differently than before

I must review/collect information and submit it outside the EMR/EHR

Oncologist

2018 survey year 
N=200

2017 survey year 
N=117

30%53% 17%

19%30%51%
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Report impact

Sending quality reports is not sufficient to inspire change from 
oncologists. Increasingly, fewer oncologists study these reports 
closely and try to identify how to improve their quality scores. 
Oncology practices, however, are taking quality metric reports 
seriously with most practices setting specific targets based on 
these reports. MCOs are also adopting a similar position and 
continuing to tie financial compensation to quality of care—a 
connection that around half of oncologists see clearly.

Oncologist use of quality reports
The use of quality reports is reduced among oncologists in 
2018. Among physicians who receive quality reports, 45% are 
provided with reports specific to them individually, while the 
remainder get quality reports applicable to the practice as a 
whole. Compared to 2017 data, fewer oncologists examine 
quality reports closely in order to identify ways of improving 
their quality scores—23% versus 34% in 2017. Similarly, 15% 
of oncologists now generally ignore quality reports (up from 
6% in 2017).
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Are you provided with quality reports specific to you  
as a physician?
% of survey respondents, N=181

45% 55%

Yes, I can see data based just on my patients

No, only for the practice as a whole

Oncologist

OncologistExhibit 167

How do you use quality reports?
% of survey respondents 2017 study year, N=117 2018 study year, N=181

I generally ignore them

6%

15%

I look at them occasionally, but don’t take actions  
as a result of them

30%

27%

I look at them closely, but haven’t made changes  
to how I treat patients as a result of them

32%

31%

I study them closely and try to identify opportunities 
where I can improve my quality scores

34%

23%
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Oncology practice use of quality reports
OPMs, in contrast to oncologists, do tend to use quality 
metrics. The majority (80%) set specific goals for quality 
metrics, up 3 percentage points from last year. Of OPMs that 
receive quality reports, 80% say they provide breakouts by 
payer, while 20% say the reports only provide breakouts for 
patients for whom they have APMs.

Linking quality to compensation
While OPMs continue to focus on quality, MCOs are only 
providing financial incentives associated with quality 
metrics to a minority of their network oncology provider. This 
year, 29% of MCOs are aligning quality goals with financial 
incentives within their network of oncology providers—up 
from 19% in 2016, but a small decrease of 3 percentage 
points from 2017.

Only 13% of oncologists, however, clearly understand 
how improving specific quality metrics could increase 
their compensation. Surprisingly, this is down from 22% 
in 2017, which indicates there has not been progress on 
communicating on this connection. Nonetheless, in 2018, 
85% of oncologists are aware a connection exists between 
quality metrics performance and overall financial impact 

(versus 78% in 2017). 
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Yes, only for patients for whom 
we have APMs

Yes, by payer

OPMExhibit 168

Do the reports provide break-outs for different types of patient 
segments? 
% of survey respondents

2018  
survey year 

N=151

80%

2017  
survey year 

N=157

64%

20%25%

OPMExhibit 169

Does your practice set specific goals or targets for the quality 
metrics that are reported on?  
% of survey respondents

2018  
survey year 

N=151

2017  
survey year 

N=157

77%

23%

80%

20%No

Yes

MCOExhibit 170

Network oncology providers with financial incentives associated 
with quality metrics
% of providers, mean of responses provided

2016 study 
year, N=103

2017 study 
year, N=100

2018 study 
year, N=104

32%

19%

29%

Exhibit 171

Clarity of the connection between quality metric performance  
and financial impact
% of survey respondents 

Oncologist

2017  
study year  

N=117

2018 
study year 

N=181

22%

32%

23%

22%

13%

15%

33%

39%

I can see how improving specific 
quality metrics could increase my 
compensation (e.g., through bonuses 
or incentives) and by how much

I understand how improving specific 
quality metrics as a practice would 
increase our practice's overall 
reimbursement from payers, but the 
connection to my compensation is 
less clear

Connection, but not clear

Not aware of any connection
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Over the previous several years, an overall trend can be observed of increasingly rapid growth in the cost of oncology care, 
significantly impacting patients, payers, employers, and providers. While still increasing, this year sees the growth 
in oncology spend slowing, as shown in Section 1. With that we are noting a decrease in treatment delay or discontinuation 
for low-income patients since 2017. Patients are also receiving increased support from OPMs and more patients 
are applying for financial assistance programs than last year. 

Financial Toxicity to Patients

The financial toxicity effect of growing OOP expenses continues 
to prompt concern among both payers and providers. Most 
MCOs continue to express concern, although fewer than last 
year. On the provider side, most OPMs have had at least one 
patient discontinue or delay treatment due to their financial 
situation. SPs are also concerned, with the majority screening 
some to all of their patients for financial toxicity. 

Lower concern among MCOs
Although MCOs are still highly concerned about growing OOP 
costs for their members, this is to a lesser extent than last 
year. Compared to 2017, fewer MCOs are “very concerned” 
(58% of MCOs versus 71%) that members may not receive the 
highest-quality care due to growing OOP costs. In fact, the 
proportion of MCOs that are “not concerned” has increased 
from 6% last year to 11% in 2018. 

6. Cost of care

OPMs reporting similar instances of delayed or 
discontinued treatment, impacting a smaller percent  
of patients than 2017
Equally, while concern among OPMs about higher OOP costs 
is prevalent—and especially pronounced among OPMs in 
practices that serve primarily low-income patients (that is, 
patients who earn less than $40,000 a year)—the situation 
is improving. Overall, 82% of oncology practices have had 

at least one patient discontinue or delay treatment due to 
payment challenges, similar to 2017 (83%). However, the 
proportion of patients who delay or discontinue treatment has 
decreased from 26% (2017) to 18% (2018) in practices with 
primarily low-income patients, and from 18% to 10% in all 
other practices over the course of the two studies.

MCOExhibit 172

How concerned are you that your members may not receive the highest quality care because of growing OOP costs?
% of survey respondents, N=100

Very concerned, and believe MCOs play an important role in addressing this situation for oncology patients by waiving or lowering OOP costs

Moderately concerned as most patients will receive foundations or patients assistance programs

Not concerned

Very concerned, but higher OOP costs help address the rising cost of care

2018 survey year, N=104

2017 survey year, N=100

31% 22% 36%

58%

45%23%

11%

6% 26%

71%
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SPs screening for financial toxicity
Most SPs are screening patients for financial toxicity: 40% of 
SPs screen all patients for financial toxicity; 20% of SPs screen 
some to most patients; and 40% of SPs don’t screen patients 
as a practice but will do so if an OOP payment is required for a 
high-priced drug. 

Among SPs that screen patients for financial toxicity, the 
majority (67%) use financial toxicity tools developed in-house; 

22% use the Comprehensive Score for Financial Toxicity 
(COST) tool; and the remainder (11%) use other tools. 

Similar to the findings in the 2017 survey year, SPs report 
that on average 19% of patients are delaying or discontinuing 
expensive treatment due to cost. 
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Exhibit 173

Patient need to discontinue or delay treatment either due to an inability to pay insurance premiums or OOP expenses  
for treatment/drugs

OPM

2017 study year, N=103

2018 study year, N=114

Percentage of patients who have done so
% of patients, mean of responses from survey respondents

Practices with at least one instance of patient 
discontinuing or delay treatment
% of respondents

1 Practices with greater than 50% of the patients who are low-income (<$40K/year)

2017 study year, N=8

2018 study year, N=27

2017 study year, N=75

2018 study year, N=55

83%

82%

Practices that serve 
primarily low-income 
patients1

26%

18%

18%

10%

All other practices

Exhibit 174

Screening of patients for financial toxicity
% of respondents, N=30

SP

40%40%

3%
17%

Tools used for screening
% of respondents, N=18

COST tool

Financial toxicity tool 
developed in house

Other

22%

67%

11%

Yes, we screen all patients We screen most patients We screen some patients No, we don’t screen patients but it usually comes up
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Patient Support for Cost Burden

With rising OOP costs, patients are increasingly turning towards 
support programs to help recover treatment costs; about 
half of those who apply receive assistance either from drug 
manufacturers or external foundations. 

Patients applying for support
OPMs estimate that a slightly higher percentage of patients 
are applying for patient-assistance programs (PAPs) via 
drug manufacturers—32% on average of patients this year 
versus 27% last year. Among patients that sought support 
from assistance programs, 50% received support (versus 
47% last year). Among those seeking support from external 
foundations, 46% of patients who applied received support, 
up from 38% last year. 

6.
  C

os
t o

f c
ar

e

Exhibit 175

Patient financial toxicity 2017 study year, N=30 2018 study year, N=30

SP

Screen all patients for financial toxicity
% of survey respondents

Delay/discontinue expensive treatments due to cost
% of patients, mean of responses provided

37%
40%

18% 19%

Exhibit 176

Estimate the percentage of your drug-treated cancer patients who applied for patient assistance  
through drug manufacturer patient assistance programs or foundations
% of patients

OPM

Upper quartile

Median

Lower quartile

Meanxx

2017 study year, N=86 2018 study year, N=126
60%
50%
40%
30%
20%
10%

0%

35%

60%
50%
40%
30%
20%
10%

0%

15%
25%27%

14%
20%

32%
40%

Exhibit 177

What percentage of patients who sought support from assistance programs were approved  
and received support?

OPM

2017 study year, N=86 2018 study year, N=108

From drug manufacturer PAPs
% of patients

From external foundations
% of patients

2017 study year, N=97 2018 study year, N=97

60
50
40
30
20
10

0

70
80

60
50
40
30
20
10

0

70
80 80%

50%

19%

60
50
40
30
20
10

0

70
80

60
50
40
30
20
10

0

70
80 80%

46%45%

12%

Upper quartile

Median

Lower quartile

Meanxx

80%

15%

38%

60%

30%

10%

50%47%
40%
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Types of support
In comparison to last year, oncology practices across the 
board are stepping up their approach in support of low-
income patients struggling with the cost of therapy. The 
leading tactic among practices this year is now referral 

to manufacturer patient assistance and copay/coupon 
foundations (reported by 74% of OPMs). This is followed by 
referring patients to a financial counselor (65% of OPMs) and 
offering a payment plan (64% of OPMs). 

Copay cards are another method of support for low-income 
patients; however, 72% of employers are either concerned 
about their use or have not considered them in the design 
of their benefits. Only 25% of employers are actively 
working with their plan administrators to increase copays 
for employees, under the assumption that this will limit 

the financial burden for patients (since they will mostly be 
covered by copay cards); nevertheless, this represents an 
7 percentage point increase over last year. While support 
for copay cards has increased, the proportion of employers 
working to limit or prevent them has stayed the same: 13% in 
2018 compared to 10% in 2017. 
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Exhibit 178

What tactics does your practice undertake for low-income patients struggling with the cost of therapy?
% of survey respondents

OPM

2017 study year, N=202 2018 study year, N=205

59%

64%

57%

65%

48%

56%

46%

58%

29%

40%

16%

21%

12%

8%

8%

10%

4%

4%

57%

74%

Offer a payment plan

Refer to a financial counselor

Refer to a social worker

Refer to a private, charitable foundation

Change therapy to lower-cost alternatives

Select an infusible, medical benefit therapy option instead of an oral, 
pharmacy-benefit option

Do not collect drug copayment

Delay treatment to new year (e.g., to avoid doubling deductibles, or to 
wait for foundations to reopen)

None of the above

Refer to manufacturer patient assistance & copay/coupon foundations
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How SP patients receive help for expensive cancer drugs 
SPs report that among patients who need relatively expensive 
cancer drugs (more than $5,000 per month), the primary 
avenue for support is receipt of help from a manufacturer’s 
PAP (31% of patients on average), followed by receiving help 
from foundations or independent non-profit PAPs (26%). 

Exhibit 179

Tactics undertaken for low-income patients struggling with the cost of therapy

1 Excluding OPMs who weren't allowed to say or didn’t know.

OPM

Of those 
who apply 

Receive 
support

50%

Apply 32%

25%

Patients who apply to and receive support from drug 
manufacturer PAPs 
% of patients, mean of responses provided, N=1261

Employer

We appreciate that copay cards lower 
patient financial responsibility, but 
haven’t considered them in the design  
of our benefits

We work with our benefit consultants 
and plan administrators to increase our 
plans’ copays since they will mostly be 
covered by copay cards anyway

We are concerned that copay cards may 
cause overuse of particular therapies 
and are working on solutions to prevent 
or limit the impact of copay cards

We are concerned in general about 
copay cards, but not in oncology

Other

2018 study year, N=205

2017 study year, N=202

2016 study year, N=195

74%

57%

56%

OPMs who refer low income patients to manufacturer 
patient assistance & copay/coupon foundations 
% of survey respondents

12%
3%

13%
47%

Stance on copay cards
% of survey respondents, N=100

SPExhibit 180

For relatively expensive cancer drugs (>$5k/month), what percentage of your referred patients:
% of patients, mean of responses provided 2017 study year, N=30 2018 study year, N=30

22%

18%

35%

31%

19%

26%

11%

12%

12%

8%

6%

5%

Do not require any help in paying out of pocket

Receive help from manufacturer’s PAP

Receive help from your SP (charitable care,  
waived copays)

Do not qualify for or can’t find help, but are able  
to pay OOP anyway

Do not qualify for or can’t find help, and are 
unable to start treatment

Receive help from foundations/independent  
non-profit PAP
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 Billing

In general, oncology continues to be treated the same as other 
therapeutic areas (TAs) by MCOs, while fewer than half have 
specific patient cost-sharing benefit designs. 

MCOs with patient cost-sharing benefit designs
Currently, 39% of MCOs have specific patient cost-sharing 
benefit designs for oncology. In around 60% of these MCOs, 

the key difference is that they adhere to oral oncology parity 
laws; this limits their ability to charge in the normal way for 
oncology patients for some pharmacy-benefit oncology 
products. About 30% of these designs differ in that the OOP 
maximum is different for oncology. The remainder differ 
by waiving deductibles or copays for oncology products. 
Compared to last year, oncology is generally being treated 
in the same way as other TAs (61% of MCOs versus 57% 
last year). 
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Exhibit 181

MCOs with specific patient cost-sharing benefit designs for oncology (compared to other TAs)
% of survey respondents, N=104

MCO

39%61%

Type of difference
% of survey respondents, N=41

No Yes

59%
Adhere to oral oncology parity laws, which limits our 
ability to charge patients our typical cost shares for 
some pharmacy-benefit oncology products

29%Different OOP max for oncology

20%Waive deductibles for oncology products

Waive copays for oncology products 15%

Exhibit 182

In which ways (if any) do your patient cost-sharing benefit designs vary from those in other TAs?
% of survey respondents

MCO

2017 study year, N=100 2018 study year, N=104

57%

61%
No, oncology is treated the same as other TAs

36%

23%

Adhere to oral oncology parity laws, which limits our ability to charge patients 
our typical cost shares for some pharmacy-benefit oncology products

16%

8%
Waive deductibles for oncology products

8%

6%
Waive copays for oncology products

5%

12%
Different OOP max for oncology
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Methodology

2019 Genentech Oncology Trend Report Methodology
The 2019 Genentech Oncology Trend Report is sponsored by 
Genentech, a member of the Roche Group. 

Survey development
Surveys were developed to collect information from five 
core stakeholder groups in the United States that are 
responsible for the delivery and coverage of quality cancer 
care: MCOs, SPs, oncologists, OPMs, and employer health 
benefit sponsors.

Survey questions across the stakeholders primarily 
investigated the policies and services delivered by these 
organizations and medical practices during 2017 and 
2018, and possible changes forecast for 2019 and beyond. 
Occasional qualitative survey questions asked stakeholders 
to think about policies and services over a longer timeframe 
(such as questions asking participants to reflect on the past 
ten years). Questions also required quantitative information 
related to purchase, coverage, and reimbursement of types 
of cancer agents. Surveys are updated each year to reflect 
changes in cancer care. This year, we had a mix of questions 
that were asked previously for longitudinal assessment, and 
some that were reworked for clarity. Further, several new 
survey questions were introduced, and a number of less 
relevant questions were retired. 

Recruitment and fielding
Potential participants in the United States were sent 
information about the research study and the time frame 
for responding via email. They were assured that individual 
survey information and responding company and participant 
names would be held in strict confidence, and the final 
report would reflect blinded and aggregated data. Those who 
agreed to participate were directed to a web-based survey. 
The five surveys were in the field on an overlapping schedule 
from the fourth week of November to mid-December 2018. 
Respondents had to meet specific screening criteria to 
ensure they had the experience to respond to the survey and 
to ensure the integrity of their responses. MCO respondents 
were screened based on organization type, line of business 
information, role, mandatory P&T committee involvement, as 
well as mandatory oncology medical policy or care coverage 
decision-making involvement. Oncologists were screened 
based on mandatory oncology medical specialty (no primary 

care physicians, cardiologists, and so on, who are tangentially 
involved in cancer care). OPMs were screened based on 
role. SP respondents were screened based on organization 
type and role. Employer health benefit sponsor respondents 
were screened based on role, number of employees in the 
workforce (minimum of 1,000 employees), mandatory 
involvement in determination of employee health benefits 
offered by the company, and mandatory self-insured status 
for either medical or pharmacy benefit. Honoraria were paid 
to those who submitted a completed survey.

Some of the same respondents in each stakeholder 
group may participate from year to year. However, each 
year’s sample is considered independent of the previous 
year’s sample. 

Data analysis and reporting
All data were blinded and aggregated across the entire 
sample of respondents, as well as by specific demographic 
characteristics, as applicable. The data are general and rarely 
include information about specific cancer therapies. Survey 
responses could not be independently verified for accuracy 
regarding actual operations and practices in place across the 
stakeholder groups represented.

The Oncology Trend Report editorial board reviewed the 
data analyses, resulting interpretations, and the final 
manuscript. For many questions, respondents were allowed 
to pick more than one option. Any statements and opinions 
contained within the report reflect the responses of the 
survey participants and do not necessarily reflect those of 
Genentech or the editorial board.

Methodology and demographics
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Demographics

MCO
Between November and December 2018, 104 MCO 
representatives completed a survey that collected 
information about their organization. All survey respondents 
passed specific screening criteria, such that only MCO 
representatives who were involved in drug formulary decision 
making and oncology medical policy or care coverage 
decision making were included in the survey. Approximately 
half (45%) of the survey respondents were voting members 
of their plan’s P&T committee; 87% of respondents were 
director-level or above in their organization, with 32% of 
respondents serving as either a pharmacy director (12%) or 
medical director (20%).
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Position within MCO
% of survey respondents, N=104

MCO

Executive

Medical director

Pharmacy director

Clinical pharmacist/clinical 
program manager

Other

55%

20%

12%

7%

7%

MCOExhibit 184

MCO enrollment distribution by line of business and type of benefit
% of survey respondents, N=104 Pharmacy Benefit Medical Benefit

Commercial (fully insured)

Commercial (employer-sponsored/self-insured)

Exchange (ie. state HIX)

Managed Medicaid

Medicare Advantage

Other (Indemnity, TRICARE, VA…etc.)

21%

28%

42%

26%

5%

1%

12%

1%

15%

34%

14%

Exhibit 185

MCOs who serve members in the following regions
% of survey respondents, N=104

MCO

West 
24%

Midwest 
14%

South 
28%

Northeast 
20%

National 28%
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Employer
Between November and December 2018, 100 employer 
representatives from self-insured employers with more 
than 1,000 employees completed a survey that collected 
information about their employer. All survey respondents 
passed specific screening criteria, such that only employer 
representatives who were involved in employee benefit 

decision making were included in the survey. The majority 
(78%) of survey respondents worked in HR, with 33% working 
in employee benefits. There was a slight skew to larger 
companies, with 40% of respondents having 1,000–5,000 
employees and 60% with more than 5,000 employees. 
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EmployerExhibit 186

Position within employer
% of survey respondents, N=100

Manager/Director/VP of Human Resources/
Personnel

Manager/Director/VP of Employee Benefits

Benefits Specialist or Manager

Manager/Director/VP of Talent Management, 
Staffing, Diversity, or related

Manager/Director/VP of Wellness, or related

Benefits Analyst/Administrator

Other

45%

33%

7%

4%

2%

1%

8%

EmployerExhibit 187

Level of involvement in the determination of benefits
% of survey respondents, N=100

Determine the benefit design features and spending level for the health 
benefit plans that will be sponsored by the company

66%

Work directly with insurers, brokers, health plans, PBMs,  
and/or wellness vendors to request/review bids/proposals

64%

Sit on the compensation/benefits committee, which  
determines compensation and benefit strategies

59%

Administer the health benefit offerings approved by senior management 48%

Union negotiation and/or involvement in benefit design 34%

Other 2%
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Oncologists
Between November and December 2018, 200 oncologists 
completed a survey that collected information about 
themselves and their practice. All survey respondents 
passed specific screening criteria, such that only physicians 
who specialized in oncology were included in the survey 
(no primary care physicians, cardiologists, etc., who are 
tangentially involved in cancer care). The majority (58%) of 
oncologists surveyed practiced general oncology, and the 
rest (42%) specialized in treating a specific tumor type. On 
average, oncologists worked in a practice with five practice 
sites that employed 36 oncologists. Academic/medical 
center-based oncology practices employed a higher average 
number of oncologists compared to community-based or 
hospital-based practices (55 vs 17 vs 11, respectively). 

M
et

ho
do

lo
gy

 a
nd

 d
em

og
ra

ph
ic

sOncologistExhibit 188

Oncologist age
% of survey respondents, N=200

45-54 years

Younger than 35 years

65 years and above

35-44 years

55-64 years

8%

23%

35%

33%

2%

OncologistExhibit 189

Oncologist practice setting
% of survey respondents, N=200

Practice setting

Community-based

Community-based solo private practice

Community-based group private practice

Hospital-based

Hospital-integrated private practice

Hospital-owned, non-academic practice

Academic/medical center-based

Academic/medical center-based practice that is physician-owned (private)

Academic/medical center-based practice that is hospital/institution-owned

Government institution/clinic

41% 5 17

5% 1 2

36% 6 20

15% 4 11

6% 5 11

9% 3 11

44% 6 55

4% 5 38

40% 6 56

1% 1 7

% of sample
Mean number  
of sites

Mean number  
of oncologists

Exhibit 190

Oncologists who treat patients in the following regions 
% of survey respondents, N=200

Oncologist

West 
24%

Midwest 
18%

South 
35%

Northeast 
24%
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OPM
Between November and December 2018, 205 OPMs 
completed a survey that collected information about their 
practice. The majority (58%) of OPMs surveyed were 
practice/executive administrators or CEOs, and worked in a 
multisite oncology outpatient operation (66%). On average, 
the oncology practices of the OPMs surveyed employ 28 
oncologists.
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OPMExhibit 191

OPMs whose practices are in the following settings
% of survey respondents, N=205

Single practice of a single-site oncology outpatient operation

Single practice of a multi-site oncology outpatient operation

More than one practice of a multi-siteoncology outpatient operation

All practices of a multi-site oncologyoutpatient operation

34%

29%

17%

20%

OncologistExhibit 192

Oncologists who treat patients in the following regions 
% of survey respondents, N=200

West 
14%

Midwest 
20%

South 
44%

Northeast 
22%
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SP
Thirty representatives from SPs with $1 million or more of 
annual revenue completed a survey between November and 
December 2018. The majority (60%) of survey respondents 
were director level or above; 33% of survey respondents held 
a pharmacy role with 20% being pharmacy directors and 

13% being pharmacy managers; 37% of survey respondents 
worked for an independently owned SP, 27% worked for a SP 
owned by a retail pharmacy chain, and 27% worked for a SP 
owned by a hospital/hospital system. On average, the SPs of 
the survey repsondents treated 1,453 patients in 2017, 629 of 
which were cancer patients. 
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Exhibit 193

Position within SP
% of survey respondents, N=30

SP

Director (e.g., Clinical Services,Specialty/Infusion operations, etc.)

Pharmacy Director

Vice President 

Clinical staff

President

Pharmacy Manager 

Other

23%

20%

20%

13%

13%

3%

7%

Exhibit 194

SP ownership
% of survey respondents, N=30

SP

Independent

Hospital/hospital system

Wholesaler

Retail pharmacy chain

Home health care company

Integrated health care delivery/ACO

37%

27%

27%

3%

3%

3%

Note: ranges are non-inclusive of the bound (e.g., between $5M and less than but not equal to $10M)

SPExhibit 195

Total revenues from SP operations in 2017
% of survey respondents, N=30

$0-$.9M $1-4.9M $5-19.9M $20-49.9M $50-99.9M $100-500M More than $500M

13%30%23%10%13%7%3%
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