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There has been increasing recognition of the need to

move toward a value-based healthcare system that opti-

mizes clinical outcomes while avoiding unnecessary care

and reducing excess costs. Moving toward value-based

healthcare within oncology presents unique challenges

given the psychological impact of a cancer diagnosis,

which can fuel patients’ and providers’ desire to employ

maximally aggressive therapy to prolong survival, some-

times irrespective of impacts on quality of life and overall

value to the patient. In their study, Allen et al. explore

similarities and differences in the perception of value

between cancer patients and providers, thus highlighting

the need to consider multiple stakeholders’ perspectives,

and where they may conflict, when developing and

deploying value metrics in oncology.1

The highest-rated value metric among patients and

providers was overall survival, and patients commonly

reported that survival had become more important to them

over time.1 This finding is not surprising among the

patients with gastric and pancreatic cancers, as these

aggressive malignancies have poor overall prognoses.

Extrapolating this finding to lower-risk cancers with an

excellent prognosis may reveal opportunities for improve-

ment in value. For example, for many breast, thyroid, and

prostate cancers, overall prognosis is excellent and maxi-

mally aggressive therapy does not improve survival.2–4

Despite national guidelines supporting the omission of

more aggressive surgery or adjuvant therapy in certain

contexts because they do not improve overall survival, such

care remains frequently offered.5–7 Providers cite other

reasons for recommending these treatments, such as

reducing the risk of local recurrence, which may or may

not be important relative to other outcomes for patients. In

cases where overall survival is equivalent, further clarifi-

cation of patients’ values can help to avoid overtreatment.

Patients and providers also identified functional and

emotional well-being among the highest-rated value met-

rics.1 As the authors note, these patient-reported outcomes

can be difficult to measure and collect.1 Despite validated

measures for depression, anxiety, and overall quality of

life, it can be difficult to operationalize these measure-

ments, or to measure more nuanced aspects of emotional

well-being such as patients’ and providers’ desire for peace

of mind.8,9 This gap highlights the need for additional

research to identify appropriate, quantifiable measures of

functional and emotional outcomes that are practical to

measure in the clinical setting.

Of interest, the lowest-rated value metric for patients

and providers was cost to the US healthcare system. This

finding is notable considering that healthcare spending in

the USA grew 4.6% in 2019, reaching a total of $3.8 tril-

lion or 17.7% of the gross domestic product—far outpacing

other developed countries.10 In the same year, the national

cancer-attributed medical care costs in the USA were over

$2 billion.11 The combination of an aging population,

expensive therapeutics, and improved survival for most

cancer types calls us to re-engage in consideration of the

societal-level costs of oncology care and to strategize ways

to improve value within it. Physicians have an obligation

not only to the patient in front of them, but also to all

patients of society to be responsible stewards of limited

healthcare resources.12,13 The reduction of spending on
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low-value care may allow redirection of those funds toward

more vulnerable patient populations from socioeconomi-

cally disadvantaged backgrounds or toward other services

that patients and communities value.

Decisions become difficult when, as Allen et al. explore,

patients and providers have conflicting perceptions of

‘‘value.’’1 For example, providers rated the active treatment

experience (e.g., pain, discomfort, and symptoms during

treatment) as significantly more important than patients

did.1 Differences between patients and providers illustrate

the inherent tension in value-based healthcare between

respecting patient autonomy and preventing overtreatment.

To resolve this tension, the authors suggest a multidi-

mensional value framework allowing patients to ‘‘decide

on options based on the endpoint that matters the most to

them.’’1 While engaging in value clarification is an

important and necessary step in moving toward value-

based oncology care, it is important to note the critical role

physicians play in driving healthcare decisions. Interven-

tions also targeting physicians will likely be necessary to

achieve optimal value.
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