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ABSTRACT
The disruption caused by the COVID-19 pandemic has disproportionately affected cancer patients’ access to care. As a result,
many specialists in the United States, including oncologists, have adopted telemedicine—a transition largely made possible by
reforms to insurer reimbursement schemes. Years after the COVID-19 crisis, there will continue to be a steady demand for
remote outpatient visits, particularly in oncology. However, in a health system heavily influenced by reimbursements, strategies to
optimize remote oncology care will not be embraced without appropriate incentives. Here we propose that restructuring financial
incentives in three areas of cancer care—anticancer drug delivery, wearable health monitoring, and digital data-sharing tools—
has the potential to improve patient outcomes, reduce overall costs, and expand clinical trial access for patients in underre-
sourced areas. As with telemedicine, it is time for policymakers to recognize this need and adjust the incentives, both for routine
care and for clinical trials, to make it possible.
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T
he COVID-19 pandemic has disrupted patient care
across all disease settings, particularly oncology care.
In developed nations like the United States, cancer
patients have been disproportionately affected due

to the need for infusion center access, the complexity of radi-
ology and radiation oncology care, and interrupted opportu-
nities to enroll in clinical trials.1 These concerns, among
others, have given oncologists pause, exposing the challenges
of our reimbursement-centric health system, but also allow-
ing us to adapt for positive change in the future. One critical
example is the recent adoption of telemedicine. After the
Centers for Medicare and Medicaid Services as well as other
insurers issued waivers to relax restrictions on telemedicine
and ensured reimbursement parity, the use of telemedicine
increased nearly 350-fold among primary care Medicare pro-
viders in the United States between February and April
2020.2 The transition to remote care has proven to be a con-
venient, preferred, and cost-effective option for many cancer
patients,3 and there is no reason we should stop at patient
evaluation and management services. This article proposes

the strategy of financial restructuring after COVID-19 to
improve digital cancer care, at-home drug delivery, and clin-
ical trials.

ANTICANCER DRUG DELIVERY
Because much of the profit of oncology care is tied to

drug delivery, hospitals are incentivized to provide intravenous
infusions at outpatient centers. Although in-person
supervision of chemotherapy infusions may be important to a
patient’s health and safety due to associated toxicities, many
anticancer monoclonal antibody agents are becoming readily
available for administration via subcutaneous injections, which
are safe and possible at home. Randomized studies of
trastuzumab in HER2-positive breast cancer patients revealed
a positive preference, time savings, and equal efficacy for
subcutaneous injection compared to intravenous infusion.4

More agents are currently under investigation for
subcutaneous delivery, including pembrolizumab for patients
with advanced melanoma5 and atezolizumab for patients with
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stage IV non–small cell lung cancer.6 Disruption of this incen-
tive structure has the potential to increase remote access to
oncology care, improve convenience for patients in distant
locations, and lower long-term costs, with savings available to
expand other remote services like home nursing. It is time
that the mode of anticancer agent administration is no longer
tied to hospital profits.

DIGITAL PATIENT MONITORING
Amid the rapid transition to telemedicine at the onset of

COVID-19, oncologists did not have the opportunity or the
incentives necessary to deploy devices that can monitor and
assess their patients remotely. Using existing technologies,
oncologists can now implement digital monitoring tools,
including wearable devices, three-dimensional sensors, and
electronic patient-reported outcome metrics, to augment the
conventional physical examination. Not only is this transi-
tion cost-effective and convenient, but it also provides oncol-
ogists with hundreds of data points about a patient’s disease
status between visits, allowing for a more specific, data-
driven approach to oncology care and clinical trial metrics.
This transition will be effective not just for oncologists, but
also for many specialists managing chronic conditions,
including arthritis, diabetes, hypertension, and depression.
Upon further development of remote patient management
tools, such as wearable health monitors, additional random-
ized clinical studies will be needed to establish the efficacy
and preference of their use. By altering incentives around
digital health devices, physicians will have the opportunity to
optimize telemedicine visits and enhance their clinical deci-
sions with real-time data from remote monitoring devices.

DECENTRALIZING CLINICAL TRIALS
Traditional clinical trial regulations do not permit study-

related procedures, imaging, or laboratory work to be con-
ducted outside the main center where the study is based. As
a result, patients at rural hospitals and those living among
underresourced communities have been particularly disad-
vantaged and underrepresented in cancer trials for decades.
The COVID-19 pandemic, however, accelerated the US
Food and Drug Administration’s reforms in clinical trial
design, notably the relaxed restrictions on where routine
laboratory tests and imaging may be performed.7 This type
of continued legislation has the potential to enhance accessi-
bility and allow for greater diversity among clinical trial sub-
jects. Further financial investment in a secure, standardized,
universal data-sharing platform for trial patient data will be
crucial to promote the decentralization of clinical trials.
These changes have the potential to accelerate data-collection
times, enhance communication between distant collabora-
tors, lower costs, and allow underresourced patient

populations access to specialized expertise that was previously
unattainable.

CALL TO ACTION
The American health system has long awaited the transi-

tion to digital medicine and remote care for patients, and the
movement toward home drug delivery, remote patient moni-
toring, and trial data sharing is within our immediate fore-
sight. The transition to remote care has been a silver lining
for cancer patients and oncologists. But physician and hos-
pital compensation changes are required to successfully lever-
age this experience into a sustained and expanded benefit for
our patients. It is time for policymakers and payers to recog-
nize this need and adjust the incentives, both for routine care
and clinical trials, to make it possible.
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