ONCOLOGY WATCH

Taking Our Hands Oﬀ the Wheel
t happened ﬁrst in the airline industry: automated navigation was adopted as
standard practice in airplanes years ago. When you consider all forms of travel, we
are probably safest in the air. Now the automobile industry is moving in that direction.
Although we can’t drive “hands-free” quite yet, new cars have safety features now
standard that were formerly optional. I drive a new sedan that, among many features,
has a wheel that quivers if I get too close to the edge of the lane, will park itself if I ask
it to, sounds an alarm if I try to change lanes with a car in my blind spot, and refuses
to lock if I’ve left the key inside. I love this added level of safety.
Meanwhile, cancer medicine is way behind. Template treatment regimens with
built-in stops for safety, such as hepatitis or pregnancy testing, only became commonplace when electronic medical records (EMRs) came on board. But even that
could be improved with requirements for other safety measures, such as testing for
dihydropyrimidine dehydrogenase deﬁciency or UTG1A1 mutations. This is where
clinical pathways are needed. And I am completely in favor of this.
Ample examples of the implementation of clinical pathways resulting in better
outcomes are available. Dana Farber implemented pathways in stage IV lung cancer,
and survival improved post implementation.1 Of course, advances in treatment may
have contributed to improved outcomes as well. A retrospective analysis of patients
with colon cancer treated according to level 1 pathways also showed improved
survival and a lower rate of chemotherapy-related admissions.2 Regarding cost, when
efﬁcacy is similar, such as with cetuximab and panitumumab, giving the less expensive option in the pathway can save a lot of money.3
Guidelines, such as those from NCCN, take us only so far. [Editor’s note: NCCN
licenses NCCN content for use with technology systems like EMRs and pathways.] It is
still left up to the clinician to make the ﬁnal decision about an intervention. But because
we often don’t have time to look up every detail in a guideline, we may only explore
this when we aren’t sure. With treatment options changing so rapidly and new drugs
approved right and left, it’s easy to be a bit behind and out of date.
I maintain that every EMR should allow us to enter patient-speciﬁc details, such as
disease stage, comorbidities, and even molecular proﬁling. The EMR should then give us the
best regimen to use based on efﬁcacy, safety, and cost. And the recommendation should be
hyperlinked to source data, such as the registration trial for the drug in that indication, in case
the information is new for us and we need to review.
If you are worried that our positions could be assumed by robots, think again.
We will always need to be the ﬁnal arbiter in making decisions, because neither
guidelines nor pathways can “think” of everything. In time, we will get smarter and
incorporate more and more data into these algorithms, especially with regard to
safety and tolerance of therapy in older patients. Bringing value to safe and effective
therapy should be everyone’s goal. Clinical pathways are a start.
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