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If the Choices Are All the Same, Why Not Prefer the 
Less-Expensive Option?

Cancer treatment guidelines contain many things: exhaustive references, highly 
detailed treatment algorithms, careful delineation of treatment doses and schedules, 
layered stacks of evidence ratings, and footnotes with additional nuggets of clarification 
or explication. But you can search most guidelines in vain to discover the most basic of 
all consumer information—the price. That glaring absence needs to be rectified if we 
ever hope to make rational choices in providing effective and affordable health care.

Some have argued that the true costs of oncology treatment are difficult to assess. 
Consider, for instance, administration of chemotherapy for metastatic breast cancer. 
One would have to know the price of the chemotherapeutic agent; cost of shipping, 
storing, and preparing the chemotherapy and supportive care drugs; costs of laboratory 
tests necessary to safely administer the drug; anticipated costs of adverse effects; and 
price of human labor from pharmacists, nurses, clinic assistants, and physicians to 
evaluate and treat the patient. Of course, estimating and calculating all of this is really 
quite doable. The average neighborhood restaurant determines how to price a meal 
made with many hands and using many ingredients, and an aircraft manufacturer 
knows the costs of assembling a plane created by thousands of people using millions 
of parts.

A fear of cost determinations is that they readily lend themselves to cost 
comparisons. And the further fear—not applicable in restaurants or manufacturing—
is that cost comparisons imply serious contemplation of trade-offs between cost and 
efficacy for patients with cancer.

However, there are situations in which cost comparisons can be easily made 
without any concern about trade-offs. Those situations are frequently found in 
guidelines. Consider treatment of first-line metastatic breast cancer, colorectal 
cancer, and lung cancer—all situations commonly encountered by community 
oncologists. The current NCCN Clinical Practice Guidelines in Oncology (NCCN 
Guidelines) list more than 10 “preferred” chemotherapy options for advanced breast 
cancer. First-line treatment for colorectal and lung cancer shows 3 or 4 options each. 
Noting these options as equally preferred implies that they are comparably effective 
and safe, according to the best available evidence and scholarly review. Under these 
circumstances, wouldn’t it make sense that a simple cost comparison would identify 
the less-expensive choices? Then, safety and efficacy being equal, wouldn’t those 
choices be the ones truly “preferred?”

Let’s focus on one clear-cut instance of using price to identify a preferred 
regimen. Recently, ASCO updated its guideline for the use of bone-modifying agents 
in metastatic breast cancer.1 The guideline recommended using 1 of 3 treatments: 
denosumab, zoledronic acid, or pamidronate. The NCCN Guidelines for Breast 
Cancer2 also recommend the exact same 3 drugs (to view the most recent version 
of these guidelines, visit the NCCN Web site at NCCN.org). These agents are each 
administered in the outpatient clinic on the same monthly schedule. They each require 
the same laboratory monitoring. They each have similar side effect profiles. They are 
each considered equally effective based on randomized trials of one versus another. Two 
separate expert panels have endorsed using any one of these agents, finding in their best 
professional opinions that the evidence suggests equal utility and tolerability. Thus, 
there is no question of compromising clinical care when considering these choices.

As pointed out in both the ASCO and NCCN guidelines, these drugs do differ 
markedly in convenience of administration. Denosumab is a subcutaneous injection. 
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Zoledronic acid is a 15-minute intravenous infusion. Pamidronate is a 2-hour 
intravenous infusion. An even more marked difference, and one not pointed out 
in either set of guidelines, is in price. Denosumab costs approximately $1650 per 
treatment; zoledronic acid, $887; and pamidronate, $90.3 

If one equally effective drug costs twice the price of another, why is the cheaper 
drug not the preferred option? If convenience or chair-time are critical factors in 
treatment decisions by clinicians and patients, should they not pay something for that 
convenience? 

Here then is a clear example of where the oncology community could better 
inform treatment decisions by factoring in price, without in any way asking patients to 
compromise their care or jeopardize their health. It is also a situation in which expert 
panels could identify a preferred option based on economic considerations. Those 
who want to factor in the value of a treatment based on convenience or infusion-time 
also have the data at hand to do so. Miraculously, this example defines a formula that 
links time and money.

It is time for serious dialogue on cost-effective care, and a good place to start 
would be a situation in which you can have the best of both worlds.
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Join the Debate
What do you think? We welcome your comments about this article, any of the 
materials in JNCCN, or any topic relating to cancer prevention, detection, 
treatment, supportive care, or survivorship. Please e-mail correspondence (include 
contact information if you would like your comments considered for possible 
publication) to JNCCN@nccn.org or mail to JNCCN, 275 Commerce Drive, 
Suite 300, Fort Washington, PA 19034.


