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Breast cancer is the most common female cancer and the sec-
ond leading cause of cancer death in the United States, affecting
more than 250 000 women each year (1). To date, annual breast
cancer-specific health system costs are estimated to reach $20
billion (2). The burden of treatment is multifactorial for patients
receiving care; this includes direct payments for health services,
such as high out-of-pocket expenditures related to cost sharing
(ie, co-payments, high deductibles), and the indirect costs sec-
ondary to lost productivity and wages. Individuals with cancer
are at a fourfold greater risk of work absenteeism and higher
risk of short-term disability when compared with matched non-
cancer controls (3). For those with metastatic breast cancer
(mBC), reduced incidence, changes in mortality, and the devel-
opment of novel systemic therapies have further complicated
the existing cost landscape. Prior research has demonstrated
that mBC is associated with more frequent and high complexity
health care, greater medical spending, and an increased risk of
cancer-related financial toxicity (4-6).

In this issue of the Journal, the study by Gogate et al. (7)
incorporates direct medical costs as well as lost productivity
costs to provide a societal perspective of the future financial im-
pact of mBC from 2015 to 2030. The study used real-world data
to inform the medical costs and estimates of incidence, sur-
vival, and progression, providing data that may be useful in the
future to help inform the potential implications of screening
programs, targeted drug approval, and policy-relevant insur-
ance programs for mBC patients. For example, a screening pro-
gram that is able to decrease the number of metastatic cases
could use the study’s estimated total costs to predict associated
savings. There may be one missed opportunity here in that the
study estimated the additional cost of metastatic breast cancer
as compared with noncancer controls. This comparison may
not be as directly relevant to screening programs, because they
do not turn metastatic disease into noncancer. Instead, the goal
is early detection or a shift in diagnosis from the metastatic
stage to earlier, curative stages of disease. Therefore, screening
programs that reduce the incidence of metastatic disease will
still have to take into account the cost of earlier stage disease,
which could also have been estimated using the reported study
cohort.

Limitations acknowledged by the authors include that cost
data was from a single state and spanned a time period from
2003 to 2014, during which practice patterns may have changed
(7). The study did not attempt the largely impossible task of pre-
dicting or incorporating specific advances or changes in cancer
care into future cost estimates. The costs of cancer care will
likely undergo dramatic changes in coming years with the in-
creased use of targeted agents, supportive growth factors, and
immune-targeted agents, which have begun to make inroads
into the care of triple-negative and HER2-positive disease.
Further, more effective and available therapies may translate to
longer and more costly total time on treatment. Extending the
continued phase of treatment among medically complex indi-
viduals with mBC has the potential to impact both the health-
care system and patients themselves. Conversely, costs may de-
crease with a lower risk of distant recurrence among women
with early stage disease, the introduction of biosimilars, off-
patent anticancer agents, proposed dose reductions, and de-
escalation of locoregional treatment in the metastatic setting,
now supported by level I evidence. Lastly, there is an increasing
awareness and support of shifting end-of-life care from an ex-
pensive inpatient setting at the hospital to home. The authors
recognize that revolutionary approaches to care and novel mod-
els of its delivery, such as telehealth and value-based reform,
may impact their estimates. Despite these limitations, the esti-
mated absolute costs of metastatic breast cancer for 2015 have
been solidly based on recent empiric cost and demographic
data.

Not surprisingly, the greatest challenge lies in predicting
costs in the future year 2030. The authors incorporate growing
costs in their models with the assumption that cancer costs will
increase 5% per year every year (7). Thus, these findings may
rest on a somewhat subjectively chosen growth rate. Given the
impact of this parameter, it ideally would be more objective and
supported by specific data or literature. Holding all other factors
constant, roughly three-quarters (108%) of the author’s pre-
dicted increase in cost (140%) can be attributed to an annual 5%
increase in treatment costs over the course of 15 years, assum-
ing a 2% annual increase would have resulted in only a 35% in-
crease in costs and closer to a 77% increase in costs by 2030.
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Alternatively, in the absence of any increase in treatment costs,
it appears that costs would have increased by about 32% be-
cause of shifts in incidence, survival, and age and might serve
as a baseline. Additional costs exceeding this baseline will be
highly dependent on current and future growth rates, which re-
main largely unknown.

Historically, efforts targeting the mBC population over-
whelmingly focused on interventions that improved survival,
limited disease progression, and managed symptoms and qual-
ity of life. Findings from Gogate et al (7), contribute to a growing
body of essential literature that addresses health services in
mBC. In 2017, Mariotto et al. (8) estimated that women aged
younger than 50 years with mBC experienced a twofold increase
in 5-year relative survival from 18% to 36% over the 20-year
study period (1992-1994 to 2005-2012). Using statewide cancer
registry data linked to claims (2003-2014), Trogdon et al. (4)
demonstrated that monthly costs for younger women with mBC
exceeded those of earlier-stage, older patients; notably, these
disparate costs were associated with the continued and termi-
nal phases of care.

These data ultimately emphasize the critical need for the
cancer community to prepare for the future of individuals with
mBC. As breast cancer outcomes improve among a growing pop-
ulation of individuals living with mBC, national survivorship
efforts in this population will become increasingly important.
Among Medicare beneficiaries, rising costs are best explained by
increased life expectancy and higher comorbidities across aging
beneficiaries, combined with increasing complexity of their care
(9). Health-care costs associated with the care of younger and
midlife women with mBC will disproportionately rise in coming
years and, presumably, so will their financial costs and care bur-
den. The evolution of mBC will require both fiscal and workforce
preparedness to adequately support affected individuals with
unique and potentially unfamiliar needs.
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