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Outline of Talk

• Background
• Recommendations:

• Data needs to expand cancer economics 
research capacity

• Training needs to expand cancer economics 
impact

• Integrating economic endpoints into clinical trials
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Halpern et al. A framework for Cancer Health Economics Research. Cancer. 2021. 
https://acsjournals.onlinelibrary.wiley.com/doi/epdf/10.1002/cncr.33343

Health Economics Research Framework

https://acsjournals.onlinelibrary.wiley.com/doi/epdf/10.1002/cncr.33343


Background: Treatment

• Multiple types of cancer treatment (surgery, radiation therapy, systemic therapies) 
that vary by cancer site, stage, and molecular characteristics

• Cancer treatments are evolving rapidly
• Novel treatments, including targeted therapies, rapidly introduced
• Treatment intensity and duration increasing

• Cancer treatments are increasingly expensive
• Insurers and payers need information about value
• Patient financial hardship/toxicity a growing concern
• Economic data especially relevant for decision making



Background: Treatment

• Many economic studies of cancer treatment use existing health insurance 
claims data and EHR data

• Data have limitations in terms of relevance and timeliness
• Health insurance coverage benefit design rapidly changes
• Data linkages (e.g., SEER-Medicare) provide information about cancer 

characteristics and treatment for select populations
• Few prospective economic studies, including as part of clinical trials



Data limitations in conducting health economics research 
focused on cancer treatment: Unavailability of Key 
Measures

• Treatment eligibility measures
• Functional and performance status
• Molecular data
• Treatment recommendations and factors affecting decision-making 

• Key treatment outcomes
• HRQOL, treatment-specific utility estimates, and other PROs
• Treatment intent, reasons for switching, dose changes, and discontinuation
• Recurrence, recurrence location, and recurrence timing
• Survival and cause-specific mortality

• Other patient characteristics
• Granularity on race/ethnicity
• Sexual orientation and gender identity
• Social determinants of health

• Non-medical economic data 
• Financial distress, food and housing insecurity
• Productivity loss

• Provider characteristics 

Absence of these 
measures limit 
observational 
studies as well as 
comparative 
studies of 
payment models



Data limitations in conducting health economics research 
focused on cancer treatment: Comprehensiveness
• Population-based data generally defined by geography, 

age, and insurance coverage type 
• Detailed information about treatment and many 

outcomes end when health insurance coverage ends or 
changes, especially for <65 years without Medicare 
coverage

• Median enrollment for Medicaid in 8 months
• Transitions in coverage can be meaningful (switch to disability, 

unemployed due to cancer)
• Information about vital status frequently unavailable
• Area-level identifiers missing (e.g., zip code, census tract) 

and some vendors offer two versions of data requiring 
investigators to chose between key economic factors and 
other identifiers

• Caregiving data largely absent

Lack of 
comprehensive 
data limit 
understanding of 
disparities and 
evaluation of many 
outcomes in 
observational 
studies as well as 
comparative 
studies of payment 
models



Data limitations in conducting health economics 
research focused on cancer treatment: Timeliness

• Timeliness especially challenging with rapid 
changes in treatments

• Tradeoffs between timeliness and representativeness
• Data linkages provide rich data, but are even less 

timely

• Reliance on historical data less useful for 
research to inform changes in benefit design 
(e.g., high deductible health insurance plans, 
bundled payment, value-based payment)

Lack of “real time” data 
means harder for research 
to inform policy and 
practice

Institute of Medicine Conceptual Model for a High-Quality 
Cancer Care Delivery System. Delivering High-Quality Cancer 
Care: Charting a New Course for a System in Crisis. Washington, 
DC: National Academies Press; 2013.



Training needs: For clinicians
• Health economics research requires 

multiple diverse skillsets
• Economic analytic expertise is not taught 

in medical school – to understand and 
measure economic inputs and outcome

• Training intensity can vary depending 
on the end goal

• Fellowship level training / K award for 
clinicians who are interested in a career 
in health economics

• Health economics MPH programs 
• Policy issues can be learned in 

partnerships with clinical and advocacy 
groups

• Meetings and seminars may help 
clinicians who want to collaborate 
without necessarily being the analytic 
engines for research



Training needs: For Health Services 
Researchers and Economists

• Clinical knowledge of cancer 
treatment is difficult to obtain 

• Knowledge of the rapidly changing 
cancer control continuum will likely 
require partnering with clinicians

• Meetings and collaborative seminars 
may be optimal combination of 
efficiency and timeliness



Other 
opportunities 
for 
collaboration

• Meetings and Seminars to increase interactions
• Sessions for cancer health economics research in clinical AND economic and 

health services research meetings
• Annual or biennial meeting of cancer health economics

• Partnerships
• CCDR within cooperative groups
• Professional organizations (ASCO, Academy Health, ASHEcon)
• Examples from Dissemination and Implementation Science
• Collaboration in increasing utility of large datasets and research resources

• Improve treatment and economic data available in large prospective 
cancer cohorts (e.g. add economic and behavior data to ASCO Cancer 
LinQ)

• Including standardized economic data collection at baseline and follow-
up 



Economic Analyses Alongside Clinical Trials
Can this new treatment work?
RCTs still offer most unbiassed estimate of whether a treatment can 
work

What is the incremental value of this new treatment?
What does it cost to deliver this treatment?

Individual/Society Direct Costs Indirect Costs

Medical Costs Immunotherapy
MD visit

Premature death

Non-Medical Costs Taxi to hospital
Family caregiver 

Sick leave
Early retirement



Integrating Economic Analyses Alongside RCTS
Is it worthwhile?

• Are anticipated differences in economic resource utilization 
meaningful from a societal perspective?

• Will adding an economic component influence clinical 
practice or health policy?

• Is collecting of good economic data feasible within the 
context of the overall trial design?

• Does the trial design have external validity from an economic 
perspective?

General Strategy:
• Capture baseline information on all participants
• Track resource utilization (big ticket items) for participants
• Estimate costs from resource utilization using CMS data
• Nice to add some indirect cost info with baseline data collection



Proposed Economic Companion May 2020:
What is the incremental cost-effectiveness of continuation of ICI 

therapy for patients with metastatic bladder cancer



Current state: 
Infeasible to integrate economic companions alongside clinical trials 



Strategies to Get Economic Data on Indirect Costs Exist

Direct Medical 
Costs

Resource Utilization from EHRs or 
Patient Reporting
Use Administrative data to estimate 
costs

Indirect 
medical costs

Surveys of trial participants 
(with consistent elements across 
studies)

Indirect costs New data linkages
Surveys of trial 
participants/caregivers



What would transform the ability to evaluate the economics of 
cancer treatment?

The Fundamental Research Question Transformational Intervention Desired State/Outcome

What is the ICER of Treatment A vs. Treatment B? Provide clear mechanism to support integration 
of economic analyses alongside clinical trials

Straightforward to integrate CEA into relevant 
RCTs
Cross-trial comparisons are possible

What does it cost the health system to deliver 1 
month, 1 year, typical course of this treatment?

Develop standard methods that facilitate 
comparisons across treatments

Costs for delivering standardized units of all 
cancer treatments are available in league tables-
--downstream pressure on prices

What does it cost the patient to obtain 1 mo, 1 
year, typical course of this treatment in terms of
time?

Develop/deploy standard methods to estimate 
the economic burden of treatment. Eg: 4 visits, 
16 hours per month

Patients have access to clear information about 
what it takes to get a specific treatment over 
standardized courses

What does it cost the patient to obtain 1 mo, yr, 
typical course of this treatment in terms of $$

Develop/deploy standards based on CMS pricing 
and average co-pay/coinsurance.

Patients have access to clear information about 
what it costs to get a treatment over 
standardized courses (adjustable based on plan-
specific cost-sharing requirements)

What does it cost society to have patients get this 
treatment with respect to productivity?

Develop/deploy standard methods to estimate 
missed work/return to work usual activities

Society and employers paying for Rx are able to 
compare treatments in terms of anticipated lost 
productivity

How do economic factors influence treatment 
outcomes?

Deploy standardized evaluations that include 
Social Determinants of Health for all trial 
participants—more important than the bilirubin 
and CTCAE grading!

The risk of disparate outcomes can be identified 
from RCT experience and remediation strategies 
introduced to mitigate risk of exacerbating 
disparities 
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