The Cost of Cure: Understanding Financial Toxicity in Head and Neck Cancer Survivors
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Background

* Financial Toxicity (FT) is defined as the objective and subjective
patient-level impact of the costs of cancer care.

* It can afflict individuals even those with health insurance - from any
socioeconomic background.'

 Compared to individuals with other chronic illnesses, cancer survivors
have been shown to have higher out-of-pocket expenses (OOPE)
which may persist years after initial diagnosis.?3

 Several large-scale studies have suggested a link between cancer-
related financial strain and decreased health-related quality of life
(HRQOL).#*

* For patients with advanced or potentially curable cancer, discussion of
treatment options vis-a-vis length of life, quality of life, and financial
burden is at the crux of shared decision-making.

 Rapid translation of breakthroughs in cancer biology into new
therapies has led to increasing complexity in treatment choices,
which often vary little in clinical effectiveness and toxicity, but have
wide disparities in cost.’

* Following treatment, up to 48% of head and neck cancer (HNC)
survivors reduced work, among whom 33% ceased employment.?

* |nability to return to work may reduce earnings or employment-based
health insurance options, thereby exacerbating FT and influencing
treatment choices and resources for medical care. .
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Materials and Methods

Retrospective chart review
Goal: Identify HNC-related objective FT data

Prospective patient enroliment
Jan 2018 — Aug 2018, UPMC HNC survivorship clinic
Goal: Acquire subjective FT data
Inclusion criteria:
18+ years old
* Primary HNC diagnosis
* Received treatment within a 2-year period
e UPMC Health Plan members with available insurance claims data
N=5,156 records

* Completed the COmprehensive Score for Financial Toxicity (COST) survey
o Continuous scale (0-44) with lower scores = worse subjective FT
e Completed the Financial Distress Questionnaire (FDQ)
o 2-item questionnaire allowing ordinal scoring of FT
N=252 patients

Study Sample
Had both claims and survey data available
N=71 patients

* The purpose of our study is to understand HNC survivors’ treatment-
related FT.

Figure 1. Patient selection flow diagram
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RT 2 (3%) 1(2%) . * Further work is needed to better understand the inability to return to
Surgery alone 9 (13%) 8 (15%) o . . .
Surgery + CRT 20 (28%) 18 (33%) 20 $8,000 S work after HNC treatment. This may be linked to critical work
_ Surgery +RT 16 (23%) 7(13%) 15 o ° functions (eg: speech) being affected, thus potentially contributing to
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years after treatment completion.




