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Me, Too

Every year at the annual ASCO meeting, the
economic unfeasibility of anticancer therapies
becomes a hot topic of discussion. The skyrocket-
ing cost of newer therapies, especially the targeted
drugs and immunotherapeutic agents, has taken
cancer treatment beyond the reach of themajority.
At the ASCO Annual Meeting in 2015, a speech at
the plenary session by Dr Leonard Saltz on the cost
of anticancer therapies provoked a big discussion,
both in the oncology community and the media.1

Some points raised by Dr Saltz are particularly
noteworthy. That the median monthly price for
new anticancer drugs has risen from $4,716 in
2000 to 2004 to $9,900 in 2010 to 2014 is stag-
gering. The fact that there are no regulations on
pricing of new anticancer drugs is both absurd and
sad.Thatapharmaceutical company is free toprice
its drug at whatever price it deems appropriate, on
the basis of what themarket will bear,2 and that the
US Government, via Medicare, is obligated to pur-
chase the drug at that price and is barred by law
from negotiating price, is illogical, baffling, and
inhumane. The affordability of cancer treatment
cannot be treated similarly to that of commodities
such as cars or paintings.3,4

Dr Saltz commented on a study presented earlier in
that same plenary session, which showed that the
combination of nivolumab and ipilimumab resulted
inamedianprogression-freesurvivalofnearly1year
in patients withmetastaticmelanoma,5 but at a cost
ofnearly$295,000per yearperpatient just for those
two drugs. In 2012, of the 13 new drugs approved
for cancer, 12 were priced at more than $100,000
per year.6 Yes, progress comes at a price, but there
is a limit to what we, as a society, can afford.

As spokespersons for the pharmaceutical industry
often point out, the research required to develop
newdrugs requires investment and risk, withmany
agents ultimately notmaking it tomarket. However,
the industries’ estimates of drugdevelopment costs
are often highly inflated and rarely, if ever, sup-
ported by an open sharing of corroborating data.2,3

The disconnect between development costs and
drug price is exemplified by the price of imatinib,
which started at $30,000 per year in 2001 but
increased to $92,000 per year in 2012, despite
therebeingnoadditional development costs during

that time. Further, the price did not drop but rather
rose when newer competing agents, such as dasa-
tinib and ponatinib, came on the market.
In addition, as new indications for imatinib were
added, making the potential market larger, the
price continued to increase, further demonstrating
the disconnect between drug pricing and develop-
ment and production costs.3,7,8

Recently, there was a Comments and Controver-
siesarticlepublished in Journal ofClinicalOncology
regarding the inequalities in approval of the same
drug across different countries.9 The authors
expressed their concern that bevacizumab, though
approved in the United States and Europe for
epithelial ovariancancer, isnotapproved inCanada
or theUnitedKingdom.However, the issue Iwant to
highlight is that not only bevacizumab but nearly
all anticancer drugs, both old and new, are out of
reach for people living in low- and low-middle–
incomecountries (LLMICs). I representNepal,asmall
country sandwiched between India and China,
which was poor even before the recent devastating
earthquake.While oncologistsat theASCOmeeting
were debating the value and affordability of new
targeted drugs and immunotherapies, patients in
my country were deciding whether to sell their
house for the treatment of their mother’s ovarian
cancer with paclitaxel and carboplatin, or to accept
best supportive care as first-line treatment. There
would be no point in talking about bevacizumab; it
would be out of the realm of consideration. The
affordability of generic paclitaxel and carboplatin is
what would be in question.

In 2014, a Lancet Oncology Commission high-
lighted the status of cancer epidemiology, treat-
ment, and research in the developing countries of
India, China, and Russia.10 These countries con-
stitute one-third of the world’s population and one-
half of the total cancer burden, with a mortality rate
nearly twice that of the United States or the United
Kingdom.10But these countries are sidelinedwhen
it comes to accessibility of cancer therapies. When
countries as large as India and China receive in-
sufficient attention, it is not at all a surprise that a
small country sandwiched between them is com-
pletely forgotten. GLOBOCAN estimates that more
than 65% of cancer deaths occur in low-income
countries (LICs),11 although only 5% of global
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cancer-care resources are directed toward these
countries.12

Nepal sharesmany similarities with India, includ-
ing religions, culture, values, and languages, as
well as the lack of a national health insurance
scheme. This 100% pay-from-the-pocket model
severely cripples oncologists from providing even
themost basic services to patients, most of whom
livewell below thepoverty line. Thegovernment of
Nepal has allocated an allowance of 50,000
rupees (approximately US$500) for each cancer
patient, which is not enough to purchase even
one vial of trastuzumab.13 Countries like Nepal
and India need a different model of national in-
surance, in concordancewith the local economic
capacity and feasibility.13 However, even if an
insurance system were to come into place, the
government of Nepal, and even that of India,
could never bear the current high costs of newer
anticancer therapies.

Despite such difficult circumstances, Nepal had
been slowly trying to raise its oncology standards
with the popularization of outpatient chemother-
apy, as well as beginning bonemarrow transplant
services in 2012.13a However, the aftermath of
theearthquake is sure todivert the attention of the
government to rebuilding and to the most basic
health care. Concerns are already arising re-
garding vector-borne communicable diseases
and maternal-child care in the postearthquake
era.14,15 No article, however, has yet raised the
question of cancer care inpostearthquakeNepal.
This lack of attention, aswell as other high-priority
issues after the earthquake, will further limit the
oncology services in this small nation, already
crippled by lack of resources, difficult geography,
and a severe lack of education. It should be
remembered that we are discussing providing
cancer-care access to populations who truly be-
lieve that the earthquakes are due to our moun-
tains getting angry.16

How to incorporate the newer agents in the
United States or European health systems should
not be the only priority; how tomake these agents
affordable even in LLMICs like Nepal should also
be a matter of discussion. There is no denying
that the accessibility of expensive cancer drugs
to all is still a problem in countries like the United
States17; however, the oncology community can-
not and should not move forward ignoring half of
the patients with cancer in the world. How or why
should anyone be excited about these advances if
nearly half of those who need them are not going
to receive them because of cost?

Lack of educated manpower has been identified
as an important challenge for cancer control in
developing nations.10 However, I am at a loss as to
what the education of oncologists in Nepal should
constitute. Being well versed in the major cancer
treatment guidelines is more of a pain than solace
in such a resource-limited setting. While the de-
veloped world is worried about the economic
viability of incorporating sipuleucel-T, we oncolo-
gists in the South Asian Association for Regional
Cooperation region are worried about the eco-
nomic feasibility of incorporating generic doce-
taxel into the management of prostate cancer.
Pertuzumab and trastuzumab emtansine are
not the concerns in our world, where people are
not able to afford even trastuzumab. For the pa-
tients and oncologists of Nepal, the finding that
palbociclib is effective in breast cancer10 is similar
to the discovery of black holes: quite exciting
from a scientific point of view, pointless from
practical point of view. Under such circum-
stances, practice of evidence-based medicine
seems a far-fetched dream. If oncologists in Can-
ada feel sad about not being able to prescribe
bevacizumab,3 consider how it must feel to be
unable to prescribe nearly 100% of targeted and
immune therapies because of unaffordability! The
era of targeted therapieshasnot yet dawned inhalf
of the world. I, although in Japan now, get excited
about every new drug discovery in cancers. But
when I am back home in Nepal, such news brings
despair because that is onemore drug that I could
use, if only we could afford it.

Sohowcanweenablepoorpatients fromLLMICs to
benefit fromprogress incancer treatment?Oneway
is to bring awareness and attention to the problem.
The recent earthquake serves as a good metaphor
for cancer control in LLMICs. The media did an
excellent job of covering the natural catastrophe,
which brought the national and international au-
thorities and aid agencies together to deal with this
disaster. Lack of access to anticancer treatment is
also a catastrophe but on an international scale
involvingmorepeople.4Oncologistsmust bring this
issue forward and encourage the media and re-
sponsible authorities to take notice. Other ap-
proaches need to focus on the costs of cancer
care and what can be done to mitigate them.
The high costs of cancer care in the developed
world serve as the starting point from where prices
in the undeveloped world are established.

Tabernero18 recently highlighted that there are
too many “me too” drugs being developed in
oncology. Developing many drugs belonging to
the same category with little or no difference adds
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to development costs but adds little benefit. Al-
though we can hope that such agents will stim-
ulate competition and drive downprices, we have
yet to see evidence of this.

Another opportunity that has yet to be explored
and could have important positive global eco-
nomic impact is early-phase clinical trials con-
ducted in countries like Nepal and India, as we
have previously proposed.8 Because the cost of
supportivemanagement is lowcomparedwith that
in other nations, and the health system in these
countries is English-language based, conducting
phase I and II trials in these nations is much
cheaper.8 This helps reduce the cost of cancer-
drug development globally and also allows earlier
access to these newdrugs for thepoor patients—a
win-win. There certainly are some peculiar chal-
lenges to conductingclinical trials in LLMICs, such
as overly enthusiastic endeavors from both the
patients and the oncologists for inclusion in the
trial, because the alternative is bleak best support-
ive care as a result of unaffordability of the stan-
dard treatment. However, such challenges could
be addressed by rigorous monitoring of the trials
andeducationof theoncologists andpatients.One
important but frequently neglected strategy is
conducting research to explore cheaper alterna-
tives to expensive therapies. Finding a cheaper
alternative to an expensive therapy should be
considered as important as finding a new drug.
The impact on global health of the discovery of
visual inspection with acetic acid to screen for
cervical cancer is more significant than discover-
ing ramucirumab’s efficacy in gastric cancer, be-
cause 85% of cervical cancers occur in low
income countries (LICs)11 and these results from
India are directly translatable to Nepal and other
LICs.19,20 One more example is the recent publi-
cation from India of elective versus therapeutic
neck dissection in oral cancers.21 Although it may
not translate directly to high-income countries
because the observation cohort underwent clini-
cal palpation instead of imaging studies during
follow-up, it is of high importance to countries like
Nepal. The presentation of the paper by D’Cruz in
the plenary session of ASCO and its subsequent
publication in the New England Journal of Med-
icine represents a pleasant paradigm-shifting ac-
ceptance of the global community to the need and
importance of research in LLMICs.

We recently reported that a cheaper version of
amphotericin B emulsified in lipids could be used
as a substitute for expensive liposomal ampho-
tericin for antifungal prophylaxis during induc-
tion chemotherapy in patients with leukemia

in Nepal.9 Research done in countries like Nepal,
exploring the cost-effective approaches to treat-
ment, can be easily translated to the West.22 The
recommendations made by the International
Agency for Research on Cancer regarding the
futility of ultrasonography, mammography with
tomosynthesis and magnetic resonance imaging
in breast cancer screening also present an impor-
tant cost-saving finding,23 given thatbreast cancer
is the leading cause of death in LICs.24

LLMICs provide a unique opportunity for cancer
research because certain cancers (e.g., virus-
associated cancers) have a higher incidence in
these regions. An active collaboration between
researchers from developed countries and
LLMICs could help elucidate unique strategies
to combat these challenges.25 LLMICs like Nepal
also provide a unique opportunity to conduct
clinical trials on cheaper options of supportive
care, such as olanzapine for chemotherapy-
induced nausea and vomiting, that are unlikely
to be industry sponsored and conducted in the
developedworld.26Olanzapine isacommonlyused
antipsychotic easily and cheaply available even in
countries like Nepal and has already shown prom-
ising results in trials of chemotherapy-induced
nausea and vomiting.27,28

Oncologists themselves cannot completely solve
these problems. Nevertheless, oncologists can
indeed play a pivotal role if they are organized
and united. Although oncologists cannot change
rules and make policies, we are not entirely
powerless. Just as an example, the price of
ziv-aflibercept was reduced by half within 1 week
of publication of an editorial in The New York
Times that highlighted the ridiculous expensive-
ness of ziv-aflibercept compared with bevacizu-
mab despite similar benefits in colorectal
cancer.29 Similar to the control of profiteering by
the government of Nepal after the earthquake,
oncologists should join hands to protest the
inflated pricing of drugs by the companies, be-
cause cancer is also a natural disaster and exces-
sive pricing of drugs is profiteering to that end.3

We must also promote research not just on new
drug development but also on the cost efficacy of
availabledrugs; for example, theeconomicanalysis
of adding ixabepilone to capecitabine30 or the
economic analysis of CALGB/SWOG 80405.31 In
fact, the journals should require all the phase III
positive trials to report economic analyses as a
part of their publication, similar to reporting of ad-
verse effects. Financial burden should also be
acknowledgedasan important adverseevent, not
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just for thepatientbut thewhole family,country,and
humanity.

Some common cost-saving measures oncologists
all over the world can individually accomplish in-
clude avoiding tumor-marker surveillance, which
hasnobenefit inmost cancers, stopping the use of
chemotherapy for patients with a performance
status of greater than 2, and curbing the rampant
use of granulocyte-colony stimulating factors de-
spite the lack of evidence of meaningful benefit.32

Another area in which we oncologists can change
is our own behaviors. It has been demonstrated
that more generously reimbursed physicians tend
to prescribe more expensive regimens.33

ASCO has slowly but surely been expanding its
network of responsibility across the globe. Along
with the frequent International Clinical Trial Work-
shops they hold in developing countries (there
was one in Nepal in 2014), ASCO has also now
launched anew journal to particularly address the
developing world, Journal of Global Oncology.
Furthermore, I am hopeful that ASCO’s first ever
clinical trial, Targeted Agent and Profiling Utiliza-
tion Registry (TAPUR) study, will be a blessing to
many poor patients who would otherwise never
have access to these drugs. ASCO has also
recently published a framework to assess the
value of cancer treatment options.34 This is a
helpful strategy to make treatment decisions in
both developed and developing countries, al-
though further work is needed to make it more
easily and swiftly usable in busy clinics. Such
academic organizations also have a role to moti-
vate the industry to fund research in LLMICs and

pressure the companies on their corporate social
responsibilities.35 It is no wonder that a recent
surveyamongoncologists showed that oncologists
from high-income countries were more involved
in industry-sponsored research than those from
LICs, and oncologists from LICs cited lack of
funding as the most important obstacle.36 The
Breast Health Global Initiative is another example
of how oncologists can work together to make
some difference.37,38 After the Breast Health
Global Initiative, theNationalComprehensiveCan-
cer Network panel has also recently announced
the launch of its guidelines on the basis of eco-
nomic feasibility; the cervical cancer guidelines
are already in place.39 Similarly, the International
Federation of Gynecology and Obstetrics staging
system for gynecologic cancers does not involve
expensive imaging and yet can help inform im-
portant decisions.40

In conclusion, the underdeveloped world cannot
be ignored in our planning of the global combat
against cancer. The fundamental step is acknowl-
edging the problem. I have found a number of
editorials and perspective pieces in highly reputed
journals on the issue of economic feasibility of
anticancer treatment, but all of them focused on
developed countries alone, ignoring more than
half of the global cancer burden, which occurs
in LLMICs.3,4,6,29,32,41-46 Acknowledgment of the
global problem is the first step. As a representative
of the oncologists and our patients from the un-
derdeveloped world, I am saying “Me, too.”

DOI: 10.1200/JGO.2015.000588
Published online on jgo.ascopubs.org on January 20, 2016.

AUTHOR’S DISCLOSURES OF
POTENTIAL CONFLICTS OF INTEREST

The following represents disclosure information provided by
authors of this manuscript. All relationships are considered
compensated. Relationships are self-held unless noted.
I 5 Immediate Family Member, Inst 5 My Institution.
Relationships may not relate to the subject matter of this
manuscript. For more information about ASCO’s conflict

of interest policy, please refer to www.asco.org/rwc or
jco.ascopubs.org/site/ifc.

Bishal Gyawali
No relationship to disclose

ACKNOWLEDGEMENT
I thank Dr Leonard Saltz for his assistance with this paper.

REFERENCES
1. Walker J: High prices for drugs attacked at meeting. http://www.wsj.com/articles/high-prices-for-drugs-attacked-at-

meeting-1433119411

2. DiMasi JA, Hansen RW, and Grabowski HG: The price of innovation: New estimates of drug development costs.
J Health Econ 22:151-185, 2003

3. Kantarjian HM, Fojo T, Mathisen M, et al: Cancer drugs in the United States: Justum pretium–the just price. J Clin
Oncol 31:3600-3604, 2013

4. Kantarjian H, Steensma D, Rius Sanjuan J, et al: High cancer drug prices in the United States: Reasons and proposed
solutions. J Oncol Pract 10:e208-e211, 2014

5. Larkin J, Chiarion-Sileni V, Gonzalez R, et al: Combined nivolumab and ipilimumab or monotherapy in untreated
melanoma. N Engl J Med 373:1270-1271, 2015

102 Volume 2, Issue 3, June 2016 jgo.ascopubs.org JGO – Journal of Global Oncology

http://dx.doi.org/10.1200/JGO.2015.000588
http://jgo.ascopubs.org
http://www.asco.org/rwc
http://jco.ascopubs.org/site/ifc
http://www.wsj.com/articles/high-prices-for-drugs-attacked-at-meeting-1433119411
http://www.wsj.com/articles/high-prices-for-drugs-attacked-at-meeting-1433119411
http://jgo.ascopubs.org


6. Light DW and Kantarjian H: Market spiral pricing of cancer drugs. Cancer 119:3900-3902, 2013

7. HealthWatched: US patient petition calling for reduction of Gleevec price. http://healthwatched.org/2012/05/09/
us-patient-petition-calling-for-reduction-of-gleevec-price/

8. Huang X, Cortes J, Kantarjian H: Estimations of the increasing prevalence and plateau prevalence of chronic myeloid
leukemia in the era of tyrosine kinase inhibitor therapy. Cancer 118:3123-3127, 2012

9. Hoskins PJ, Fung-Kee-Fung M, Miller D, et al: Time for a level playing field: Inequalities in regulatory/approval
processes—The example of bevacizumab in epithelial ovarian cancer. J Clin Oncol 33:1539-1542, 2015

10. Goss PE, Strasser-Weippl K, Lee-Bychkovsky BL, et al: Challenges to effective cancer control in China, India, and
Russia. Lancet Oncol 15:489-538, 2014

11. Ferlay J, Soerjomataram I, Dikshit R, et al: Cancer incidence and mortality worldwide: Sources, methods and major
patterns in GLOBOCAN 2012. Int J Cancer 136:E359-E386, 2015

12. Farmer P, Frenk J, Knaul FM, et al: Expansion of cancer care and control in countries of low andmiddle income: A call
to action. Lancet 376:1186-1193, 2010

13. Gyawali B: Argument for a national health insurance system. Development Advocate Nepal: UNDP 2014:28-33, 2014

13a. SharmaPoudyal B, Gyawali B, Tuladhar S, et al: Inspiration amidst the challenges: The first report of successful bone
marrow transplantation in the Himalayan country Nepal. Brit J Haematol doi: 10.1111/bjh.13645

14. Gulland A: Nepal earthquake gives rise to fears over poor sanitation. BMJ 350:h2430, 2015

15. Khanal V, Khanal P, Lee AH: Sustaining progress in maternal and child health in Nepal. Lancet 385:2573, 2015

16. Goodman A: The mountains are angry. N Engl J Med 373:203-205, 2015

17. Furlow B: US cancer centres hit hard by deteriorating economy. Lancet Oncol 10:448-449, 2009

18. Tabernero J; ESMOExecutive Board: Proven efficacy, equitable access, and adjusted pricing of anti-cancer therapies:
No ‘sweetheart’ solution. Ann Oncol 26:1529-1531, 2015

19. Sankaranarayanan R, Nene BM, Shastri SS, et al: HPV screening for cervical cancer in rural India. N Engl J Med 360:
1385-1394, 2009

20. Shastri SS,Mittra I, Mishra GA, et al: Effect of VIA screening by primary health workers: Randomized controlled study in
Mumbai, India. J Natl Cancer Inst 106:dju009, 2014

21. D’Cruz AK, Vaish R, Kapre N, et al; Head and Neck Disease Management Group: Elective versus therapeutic neck
dissection in node-negative oral cancer. N Engl J Med 373:521-529, 2015

22. Buonaguro FM, Gueye SN,WabingaHR, et al: Clinical oncology in resource-limited settings. Infect Agent Cancer 8:39,
2013

23. Lauby-Secretan B, Scoccianti C, Loomis D, et al; International Agency for Research on Cancer Handbook Working
Group:Breast-cancer screening–viewpoint of the IARC Working Group. N Engl J Med 372:2353-2358, 2015

24. Sankaranarayanan R, Swaminathan R, Brenner H, et al: Cancer survival in Africa, Asia, and Central America: A
population-based study. Lancet Oncol 11:165-173, 2010

25. Gopal S, Achenbach CJ, Yanik EL, et al: Moving forward in HIV-associated cancer. J Clin Oncol 32:876-880,
2014

26. Ishiguro H, Kawaguchi K, Nishimura T, et al: Antipsychotics-containing regimen as an alternative to standard an-
tiemetics for delayed nausea induced by highly emetogenic chemotherapy. J Clin Oncol 31:1377-1378, 2013

27. Navari RM, Gray SE, and Kerr AC: Olanzapine versus aprepitant for the prevention of chemotherapy-induced nausea
and vomiting: A randomized phase III trial. J Support Oncol 9:188-195, 2011

28. Hocking CM and Kichenadasse G: Olanzapine for chemotherapy-induced nausea and vomiting: A systematic review.
Support Care Cancer 22:1143-1151, 2014

29. Bach P SL and Wittes R: In cancer care, cost matters. The New York Times, October 15, 2012: A25.

30. Reed SD, Li Y, Anstrom KJ, et al: Cost effectiveness of ixabepilone plus capecitabine for metastatic breast cancer
progressing after anthracycline and taxane treatment. J Clin Oncol 27:2185-2191, 2009

31. Schrag D, Dueck AC, Naughton MJ, et al: Cost of chemotherapy for metastatic colorectal cancer with either bev-
acizumab or cetuximab: Economic analysis of CALGB/SWOG 80405. J Clin Oncol 33: 2015 (suppl; abstr 6504).

32. Smith TJ and Hillner BE: Bending the cost curve in cancer care. N Engl J Med 364:2060-2065, 2011

33. JacobsonM, O’Malley AJ, Earle CC, et al: Does reimbursement influence chemotherapy treatment for cancer patients?
Health Aff (Millwood) 25:437-443, 2006

34. Schnipper LE, Davidson NE, Wollins DS, et al; American Society of Clinical Oncology American Society of Clinical
Oncology Statement: A conceptual framework to assess the value of cancer treatment options. J Clin Oncol 33:2563-
2577, 2015

35. Hogerzeil HV: Big Pharma and social responsibility–the Access to Medicine Index. N Engl J Med 369:896-899,
2013

103 Volume 2, Issue 3, June 2016 jgo.ascopubs.org JGO – Journal of Global Oncology

http://healthwatched.org/2012/05/09/us-patient-petition-calling-for-reduction-of-gleevec-price/
http://healthwatched.org/2012/05/09/us-patient-petition-calling-for-reduction-of-gleevec-price/
http://10.1111/bjh.13645
http://jgo.ascopubs.org


36. SerugaB, Sadikov A, CazapEL, et al: Barriers and challenges to global clinical cancer research. Oncologist 19:61-67, 2014

37. Cazap E, Distelhorst SR, and AndersonBO: Implementation science and breast cancer control: A Breast Health Global
Initiative (BHGI) perspective from the 2010 Global Summit. Breast 20: S1-S2, 2011 (suppl 2)

38. Echavarria MI, Anderson BO, Duggan C, et al: Global uptake of BHGI guidelines for breast cancer. Lancet Oncol 15:
1421-1423, 2014

39. National Comprehensive Cancer Network: Preliminary NCCN Guidelines® for Global Resource Stratification™:
Cervical cancer now available. http://www.nccn.org/about/news/newsinfo.aspx?NewsID5497

40. Benedet JL, Bender H, Jones H III, et al; FIGO Committee on Gynecologic Oncology: FIGO staging classifications and
clinical practice guidelines in the management of gynecologic cancers. Int J Gynaecol Obstet 70:209-262, 2000

41. Fojo T and Grady C: How much is life worth: Cetuximab, non-small cell lung cancer, and the $440 billion question.
J Natl Cancer Inst 101:1044-1048, 2009

42. Elkin EB and Bach PB: Cancer’s next frontier: Addressing high and increasing costs. JAMA 303:1086-1087, 2010

43. Hillner BE and Smith TJ: Efficacy does not necessarily translate to cost effectiveness: A case study in the challenges
associated with 21st-century cancer drug pricing. J Clin Oncol 27:2111-2113, 2009

44. Mariotto AB, Yabroff KR, Shao Y, et al: Projections of the cost of cancer care in the United States: 2010-2020. J Natl
Cancer Inst 103:117-128, 2011

45. Bach PB: Limits on Medicare’s ability to control rising spending on cancer drugs. N Engl J Med 360:626-633, 2009

46. Siddiqui M and Rajkumar SV: The high cost of cancer drugs and what we can do about it. Mayo Clin Proc 87:935-943,
2012

104 Volume 2, Issue 3, June 2016 jgo.ascopubs.org JGO – Journal of Global Oncology

http://www.nccn.org/about/news/newsinfo.aspx?NewsID=497
http://www.nccn.org/about/news/newsinfo.aspx?NewsID=497
http://jgo.ascopubs.org

