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Dr Wong kicked off the Congress on October 11, 2019, 
with a presentation of findings from the Journal of Clin-

ical Pathways (JCP) Oncology Clinical Pathways Survey of 
real-world pathways stakeholders regarding the current 
landscape of pathways use in oncology practice. He pro-
vided commentary around the results and explained how 
Congress presentations would address challenges identified 
in the survey. 

JCP: Could you provide a brief comment on this 
year’s Oncology Clinical Pathway Congress? 
In your opinion, what were some of the most 
notable themes or lessons you gleaned from the 
Congress?
Dr Wong: This is the fourth year for 
the Congress, and each year after at-
tending, I seem to really get re ener-
gized and more passionate about the 
concept of clinical pathways. What I 
gleaned as major advances in this year’s 
conference is that, as I reflect over the 
past 4 years, I actually see clinical path-
ways continuing to evolve from a more 
comprehensive standpoint.

I remember the focus of the first 
year was basically just talking about 
treatment decision support. Now we 
are talking about greater comprehen-
siveness, treatments like surgical on-
cology, radiation oncology, as well as 
bringing in the patient aspect.

In his presentations each year, Alan 
Balch, PhD, CEO of the National Patient Advocate Foun-
dation, always expands my thinking more and more about 
the patient aspect. When we start talking about personalized 
treatment pathways, I usually think more toward the diag-
nostics and personalized care. Bringing in all the other pa-
tient factors, like travel time to appointments, potential loss 
of work, and adherence, definitely is a new dimension for 
pathway consideration.

In light of these elements and others, it is exciting for me 
to see this continued evolution toward more comprehensive, 
personalized pathways. In addition, seeing the American As-
sociation for Cancer Research Project Genomics Evidence 
Neoplasia Information Exchange (GENIE) presentation 

about the genomic analysis was fascinating, which I think ul-
timately is going to lead to true, personalized treatments and 
personalized medicine in the future as well as even leading to 
more drug development.

JCP: Along with the Genie presentation, were 
there any other sessions, presentations, or even 
informal conversations that stood out to you 
that you benefited from?
Dr Wong: Thinking back to the first year, one of the 
major barriers that we have always seen—and even I saw 
it early on when I started getting into pathways some 12 
years ago—is electronic accessibility. The integration of the 
pathways into the electronic medical record is a challenge, 

so seeing what Moffitt has done, see-
ing what Dana Farber has done in 
building their own systems, is excel-
lent. They both succeeded in getting 
the engagement of their physicians to 
buy into putting a pathway together 
and then internally developing their 
own system for accessibility, which is 
truly remarkable. If I compare today 
to what was there 4 years ago, to what 
was there 10 years ago, I see major ad-
vancements.

Electronic integration is definitely 
something that needs to occur on a 
broad scale in the future to enable 
clinical pathways to become a stan-
dard of practice. Ultimately, as we start 
talking about the value-based benefit 

or contracting benefit designs for patients from payers, the 
reimbursement to these practices is going to be really pared 
down. They will need tools in place to help them become 
efficient, not only in treatment and workflow, but from a 
financial perspective as well.

The use of clinical pathways—comprehensive clinical 
pathways—is going to be a necessity for practices to be able 
to survive in the alternative payment models on the horizon.

JCP: Do you believe that more and more practic-
es, especially on the academic side, will heed the 
model set by Moffitt and Dana Farber and move 
toward their own in-house pathways or compre-

Advancements in Pathways Since Year 1 of 
the Oncology Clinical Pathways Congress
 An interview with Journal of Clinical Pathways editor-in-chief Winston Wong, PharmD, president, 
W-Squared Group, Longboat Key, FL.

Winston Wong, PharmD
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hensive pathway programs? Or, do you believe 
that the resource barriers to doing so will keep 
more practices from moving in that direction?
Dr Wong: As I mentioned in the State of Clinical Path-
ways presentation talking about the results of the clinical 
pathways benchmarking survey, a recent study looking at 
the level of penetration of clinical pathways in small to 
medium independent cancer centers and practices brought 
to light that clinical pathway utilization was minimal. It was 
found that this was partly due to the inability to engage 
the physician. But the primary barrier is because it is cost 
prohibitive for these practices to put in the systems that are 
needed to go and truly make the clinical pathway process 
or program successful. I think in-house pathways are going 
to be mostly driven by the academic centers such as the 
Moffitts and the Dana Farbers.

However, that is not a bad thing because ultimately 
what we have been seeing over the past 10 years is a reduc-
tion in community independent practice and a movement 
into the more integrated delivery systems. 

What we did find in that same study completed ear-
lier this year is that, as they are getting integrated into the 
health systems, the health systems are now taking their 
clinical pathway programs or platforms, and extending 
them out to the small practices. The penetration of clinical 
pathways is growing, but it is growing by consolidation as 
opposed to adoption.

JCP: How do you anticipate the conversation of 
pathways changing in the next year?
Dr Wong: If I had to forecast, I would probably suggest 
two different directions. First, I would predict that more real-
world evidence will be integrated into care and pathways 
to make pathways more personalized. We saw quite a few 
presentations that were talking about “real-world evidence.” 
For example, Dr Balch brought in real-world evidence from 
the patient perspective. Genie is bringing in the real-world 
perspective from a genomic diagnostic aspect. You have Mof-

fitt and Dana Farber bringing in their perspective in bringing 
in the patient experience of care. And Roswell brought in 
a patient education piece. As we bring in more patient and 
real-world aspects of care, increasing the comprehensiveness 
of a clinical pathway will then make it a tool that goes far 
beyond that of physician decision support.

The second focus, that I would anticipate seeing in fu-
ture years is that we will have more alternative payment 
models kicking in. For example, we have Oncology Care 
Model 2.0 coming in. We are probably going to hear a little 
more about how the practices are interacting with that and 
utilizing clinical pathways as a tool for success. We heard 
a comment from Robin Zon, MD, FACP, about how her 
practice, utilizing clinical pathways, is now going out to the 
large employers directly.

Of course, there are some barriers there, especially from 
a payer perspective, but I think that is really the way we 
are going to see large employers go, because they are con-
cerned about their oncology cost. Their perception is that 
payers are not managing oncology well.

Large employers would be willing to partner up with 
a local or regional oncology practice that is showing and 
demonstrating that they can provide quality care at a lower 
cost, which is probably going to be driven by the use of 
clinical pathways. While payers (insurerers), as we know 
them today, can be a barrier to this direct carveout model,  
there are options available as possible solutions. A possible 
solution that comes to mind is for large employers or co-
alitions to utilize a third-party administrator. Many of the 
third-party adminstrators already have clinically integra-
tion networks in place that would have the capability to 
carve out a specific specialty. Clinical pathways will allow 
an oncology practice to become more competitive, pro-
viding quality health care services and a positive patient 
experience at a controlled cost. Another way to look at this 
is that the use of clinical pathways will allow an oncology 
practice to complete and negotiate value-based contracts 
directly with the self-funded employer. 
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Dr Hassett was part of a 3-person session on October 
11, 2019, titled “The Evolution of Clinical Pathway 

Utilization: Lessons Learned and Future Directions.” Oth-
er speakers in the session included Carole Tremonti, RN, 
MBA, senior director, Clinical Pathways Operations, Dana-
Farber Cancer Institute (Boston, MA), and Karen Fields, 
MD, medical director, Clinical Pathways and Value-Based 
Cancer Care, Moffitt Cancer Cen-
ter (Tampa, FL). Panelists described 
how pathways have been developed 
and refined at their institutions, in-
cluding successes and failures en-
countered throughout the years. 
They also discussed how pathways 
have been utilized to incentiv-
ize clinicians and support a higher 
quality of care.

JCP: Could you could briefly 
explain how Dana Farber has 
positioned itself as a leader in 
clinical pathway development 
and utilization in recent years 
and the past year?
Dr Hassett: Dana Farber started 
working with pathways almost a de-
cade ago and it stemmed out of a 
desire to improve quality of care and 
care standards within the organiza-
tion. There is a long history of focus 
on patient safety, which is really part 
of the culture of Dana Farber.

During a strategic retreat that leadership had about 10 
years ago, one of the decisions that they made was to make 
clinical pathways a real focus to support care quality and 
patient safety. Since then, Dana Farber has gone through 
a process of developing its own pathways program. There 
has been a real concerted and coordinated effort to both 
measure and improve quality of care.

We have developed both content and software applications 
to deploy our pathways, so we now have that working both 
within our core practice site and all of our satellite locations.

JCP: As an individual working primarily in the 
informatics and quality space, how have you 

helped make these pathways fit seamlessly into 
the workflow? 
Dr Hassett: To do pathways correctly, you really need to 
have the workflow and the pathway program fit together, 
otherwise, it will just become added work. Anything that 
is added work is really a hard bridge to cross when you are 
talking about 400 to 500 busy clinicians. From the outset, a 

major focus of our effort has been 
to integrate the pathways program 
within the standard workflow.

That has been done in both big 
and little ways. On the big side, we 
have integrated our pathways pro-
gram with our electronic health 
record, so it is very easy for the 
clinician who is seeing a patient 
to jump right into the pathways 
program. In little ways, we try to 
provide added benefits. One ex-
ample of that is the pathways solu-
tion that we use not only makes 
a suggestion about a treatment 
recommendation but provides a 
full consent form with side effects 
around that treatment recommen-
dation. That is work that the clini-
cian does not have to go and do 
outside of the pathways program.

JCP: Do your clinicians share 
your same sense of satis-
faction with the pathways 

program and integration?
Dr Hassett: Many of the clinicians do like and appreciate 
the integration points, so I think it has been a big success. 
But they also want more integration. The clinicians who 
use the pathways program on a regular basis find a lot of 
value in that. So, they also constantly tell us about the ad-
ditional integration that they hope we can develop over 
time. It is still definitely a work in progress, but it will likely 
always be evolving.

JCP: Is there a need for studies that show cost 
benefits related to pathway use? What is the 
importance of that type of research?

Interoperability Needs for an Effective Clinical 
Pathways Program
An interview with Michael Hassett, MD, MPH, Medical Oncology, Dana-Farber Cancer Institute, 
Boston, MA.

Michael Hassett, MD, MPH
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Dr Hassett: We know a lot about what pathways can do. 
Pathways really stem out of this concept of disease man-
agement and decision support. Pathways are what I would 
think of as a next generation version of that. We know 
pathways can help standardize care and guide physicians 
to use one drug over another drug for evidence-based rea-
sons, which can improve outcomes.

But there are broader questions that further research 
can really help us with. Many pathways programs have 
a bigger impact than just saying, “We’re going to use  
the same treatment in the same situation.” Cost is a  
good example of that. How does a pathways program in-
fluence the cost of care? Specifically, not just the cost  
of the chemotherapy medicines that we prescribe but  
the costs of all the care that we provide. Making a  
better decision about chemotherapy will certainly change 
the cost of chemotherapy, but it might change hospital-
ization rates or side effects, which contribute to total cost 
of care.

Being able to do research to understand the full 
impact of a pathways program is really critical for un-
derstanding return on investment, so much more is  
needed on this in the near future. Prior studies have 
shown the value of pathways in reducing drug costs spe-
cifically. There are other costs that those studies have  
not included and other benefits that those studies have 
not evaluated. For example, what is the impact of a path-
ways program on a patient’s quality of life? How do we 
study that? We have not even started to scratch the sur-
face with that.

In the end, as a doctor who treats cancer patients, I 
want to try to improve my patients’ quality of life as much 
as possible. Being able to expand the analysis of the impact 
of the program is going to be really helpful.

JCP: What sort of technical innovation in soft-
ware tools are needed for better electronic 
health record interoperability and data analysis?
Dr Hassett: The technical innovation is a really critical 
part of pathways development. It is still a relatively new 
technology, so to make it work well, it must evolve over 
time, which is true for any software tool. Software is not a 
static thing; it is an evolving thing. Specifically with path-
ways, pathways programs require a lot of data. Getting the 
data right is really important, which means being able to 
pull information from the medical record and send infor-
mation back to the medical record—that data transfer in 
interoperability is really critical. 

Creating an efficient user experience is also very im-
portant. When a person sits down in front of a computer 
to enter a pathway, what is the fastest, most efficient way 
to do that? Many studies suggest that clinicians spend 
about half of their time in front of a computer and maybe 
a quarter to a third of their time with patients. Most cli-
nicians would like to flip that ratio, spending more time 
with patients and less time in front of the computer.

Anything that we can do on the technical innovation 
side to speed the amount of time that it takes to enter the 
information that we need for pathways programs and free 
up time for time with patients would be a big plus. 
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Dr Saunders spoke on October 11, 2019, at the Con-
gress. His presentation titled “The Convergence of 

Predictive Analytics & Evidence-Based Pathways Under 
Value-Based Care” addressed how predictive analytics—
artificial intelligence and machine learning techniques 
examining a wide variety of real-world data, including 
clinical, financial, genomic, and sociodemographic—are 
helping guide the choice of cancer treatment regimens 
based on the likelihood that a particular patient with his/
her unique characteristics will re-
spond to treatment, experience 
fewer adverse events, and incur 
lower total costs over the episode 
of care.

JCP: One of the points you 
brought up in your presen-
tation is that drug costs 
account for the majority of 
Oncology Care Model (OCM) 
episodes. In practices who 
are succeeding in OCM, what 
strategies are they using to 
drive down drug costs?
Dr Saunders: One of the strate-
gies being used to drive down cost 
is to switch from high-cost brand-
ed pharmaceuticals to biosimilars 
or generics where there is one 
available. In cases where there are 
multiple branded pharmaceuticals, 
one may be potentially better than the other, all things 
being equal, in terms of total cost.

I would say the largest potential opportunity in front 
of them are the emerging biosimilars. The impact on the 
total cost per episode can be significant. Those practices 
are disciplined about managing drug costs and making 
substitutions that impact total cost, see their drug costs 
rise at a slower pace than the rise in Centers for Medicare 
& Medicaid Services (CMS) targets, and have generally 
seen an improvement from OCM performance period 
(PP) 3 to PP4.

JCP: It is well documented that a small percent-
age of patients drive the majority of costs at 
a given hospital system. How can predictive 
analytics be used to identify and address these 
patients and help drive down costs?

Dr Saunders: In our experience, if you break your cancer 
population down into deciles, the first two deciles drive 
about 50% of the costs. Those are because of excess hos-
pitalizations, emergency room (ER) visits, consumption 
of resources at the end of life, and high drug costs. These 
costs can often be mitigated by proactive interventions, 
such as case management, education, supportive therapy, 
palliative care, and alternatives to the emergency depart-
ment. However, these activities are resource-intensive and 

need to be rationalized to those pa-
tients most likely to need them.

What you want to do is focus 
your precious resources on the pa-
tients who are likely to be those 
high utilizers who are likely to be 
the ones that have complications, so 
that you can intervene early with 
them and make a difference.

For example, if somebody has 
a high risk of hospitalizations, it is 
commonly going to be from neu-
tropenic sepsis, or nausea, vomiting, 
and dehydration, which are side ef-
fects of chemotherapy.

If you can predict the patients 
at highest risk in advance, you can 
make sure that they are on appro-
priate supportive therapy and on 
bone-marrow stimulating agents. 
They call you first if they get a fe-
ver because not all patients with a 

fever need to be admitted.
If they go to the ER, they often will be admitted. You 

can manage those patients and ensure that they have good 
home supportive therapy, are educated on symptom man-
agement, and have alternatives to the emergency depart-
ment. For those patients projected to be at high risk of 
death during the episode, introducing them appropriately 
early to palliative and hospice care can reduce hospitaliza-
tions and cost at the end of life, while improving satisfac-
tion and quality of life remaining.

We find that that the quality and cost measures 
across our network have steadily improved on aver-
age through the first 4 PPs. The exception is OCM 3, 
which is the percentage of patients with more than 3 
days of hospice care before death. On average, this metric 
has not moved much, and we still see a high percent-
age of chemotherapy administration and hospitaliza-

Predictive Analytics and Succeeding in OCM
An interview with Charles Saunders, MD, chief executive officer, Integra Connect.

Charles Saunders, MD
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tion in the last two weeks of life. We have found that 
introduction of and referral to a palliative care program 
can improve this metric greatly while reducing cost.  

JCP: Could you elaborate on how predictive ana-
lytics can enhance our data and understanding, 
as you mentioned in your session?
Dr Saunders: We use machine learning to link out-
comes of interest, such as adverse events, hospitalization, 
ER visits, and death, to a wide variety of input vari-
ables, including clinical, financial, lab, treatments, and de-
mographics. This drives the creation of algorithms that  
can draw inferences from the data and project the prob-
ability of these outcomes on a per-patient basis. Given 
enough data, one can determine the probability of treat-
ment failure and resource consumption, which in turn 
informs treatment options and approach to patient man-
agement. This same data can also be used to project out-
comes comparing treatment options in matched cohorts 

of patients with specific conditions and input variables. 
This can be useful in generating and testing hypotheses 
quickly and economically vs a randomized prospective 
clinical trial.

We are accumulating large, harmonized data sets for 
a wide variety of clinical and operational purposes. One 
use is simply to manage performance—cost, utilization, 
quality, performance—because practices have to report it 
to CMS, but they also have to use it internally so they can 
steer the ship. Then they can see how they are performing 
and what to do better.

That is one big part of the use of the data. The other 
one is to identify patients that need to be actively man-
aged. They are a higher risk; that is a predictive analytics 
part of it. It is hard to manage a population if you do not 
understand the population. And a particularly promising 
use case is to apply real-world evidence to compare treat-
ment options and care paths for their impact on outcomes, 
including total cost of care, adverse events, and mortality. 
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A fter close to two decades of use in oncology, clini-
cal pathways continue to be a valuable tool for 

health care organizations to drive value in cancer care. 
Last year the Journal of Clinical Pathways (JCP) con-
ducted its first survey to understand pathway usage in 
US oncology practices and cancer centers. That base-
line data provided a wealth of information on how 
health care providers in organizations of all sizes are 

using pathways to influence and improve patient care 
and enable data collection that can benefit public 
health. As we approached the second annual edition 
of the survey, those study results also informed our ques-
tions to better focus on specifics about clinical pathway 
implementation and use, and to look for more detailed 
patterns of continued adoption.

The use of clinical pathways continues to increase in 
oncology, as practices continue consolidating, and as alter-
native care models and value-based care are still part of the 
payment scheme. The landscape, as revealed by these stake-
holders involved day-to-day cancer care, can help clini-
cians, clinical administration decision-makers, payers, and 
academics better understand the current state of oncology 
care, providing a clearer perspective to move forward.

survey methodology
The second annual clinical pathways benchmarking sur-
vey was developed with input from the JCP Editorial Ad-
visory Board. It included questions focused on respondent 
demographics as well as questions focused on respondents’ 
use of clinical pathways within their organizations.

Invitations to respond to the survey were sent via email 
to the JCP digital audience. Survey recipients included the 
following types of professionals: oncology MD/DO, nurse 
practitioners/physicians assistants, and nurses; pathway or-
ganization professionals; cancer treatment center profes-
sionals; reimbursement specialists/oncology practice man-
agers; commercial/Medicare managed care organization 
payers; government payers (Medicaid/VA/DoD/Prisons); 
and group purchasing organization professionals.

survey respondent demographics
A total of 75 people responded to the 2019 survey. Of 
those 75 who took the survey, 62 answered completely 
(82.7%), and 13 gave partial answers. The majority of re-
spondents, 84%, were direct care providers. Almost half, 
49.3%, were medical or surgical oncologists, while 8.2% 
were nononcologist physicians (Figure 1). Nurse prac-
titioners, physician assistants, patient care nurses, nurse 
navigators, and pharmacists were the bulk of the addi-
tional respondents, with 8.15% of the others identifying 
as pathway administrators and consultants. Fewer prac-

The State of Clinical Pathways: Results 
From the Second Annual Oncology Clinical 
Pathways Survey
Winston Wong, PharmD – Editor-in-Chief
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Figure 1. Survey Respondent Roles
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tice or pathway administrators responded this year, 4.11% 
compared to 22% last year.

The percentage of respondents from community prac-
tices was similar to last year, with 30% from the cur-
rent study vs 35% in 2018 (Figure 2). At 62%, this year 
showed a higher percentage working in an institutional 
setting, like a hospital, health system or academic center, 
compared to 46% last year. The “other” category indicates 
alternative practicesettings, with 8% working in research, 
a hospital-owned practice, consulting, and government, 
an increase from 2% in the “other” category last year. 

In this year’s survey, about 35% of respondents are in 
oncology practices with fewer than five oncologists, while 
about 30% are in larger practices with more than 20 on-
cologists (Figure 3). This corresponds to the growing split 
between small and large practices. In between that range, 
17.6% work in practices with 6 to 10 oncologists, while 
9.5% are in practices with 11 to 20 oncologists.

The distribution of financial model participation did not 
change much from 2018, with fee-for-service as the pre-
dominant reimbursement model, at 64.9% compared to 69% 
last year (Figure 4). Small to medium practices are still using 
the fee-for-service model, without attempting to manage 
the financial risk associated with value-based care models. 
Medium to large practices tend to engage more in these 
financial risk arrangements, with pathway implementation 
potentially used to help meet reimbursement pressures. In 
the survey, 25.7% of responders said their organizations are 
using a pay-for-performance model for non-Medicare pa-
tients. This figure includes incentive-based programs for us-
ing clinical pathways. Also, 27% are involved in the Medicare 
Merit-based Incentive Payment System (MIPS) program, 
and 21.6% are using the Center for Medicare & Medicaid 
Innovation (CMMI) Oncology Care Model. Only 9.5% are 
accepting full financial risk while 12.2% accept partial fi-
nancial risk. About 13.5% accept bundled payments or are 
compensated for episodes of care. Of those who responded 

to the survey, 17.6% use a specialty accountable care orga-
nization model, and 16.2% are unsure what payment model 
their practice uses. These figures add up to more than 100%, 
as a practice may use more than one financial model.

26+4+32+5+24+9
Independent community practice

Independent community cancer center

Hospital-affiliated practice

Nonacademic health system

Academic medical center

Other

8%

26%

4%

32%
5%

24%

Figure 2. Survey Respondent Practice Settings
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current trends in clinical pathways
The current survey showed that overall clinical pathway 
use is increasing since last year. The 2019 survey showed 
that 66.2% have clinical pathways in place (Figure 5), 
compared to 55% of practices from last year’s survey. The 
percentages of practices planning to implement pathways 
in the next 12 months are about the same (13.5% for 2019, 
13.1% for 2018). About 5.4% plan to implement pathways 
in more than 12 months, while last year that figure was 
8.3%, though perhaps some of the respondents in 2018 
succeeded in implementation, which accounts for the rise 
in current usage. Those with no current plans to imple-
ment clinical pathways includes 12.2% of respondents.

While telling, the results of this implementation question 
could be skewed because those who are indifferent may not 
be motivated to respond to the survey at all, given the topic.

The drivers to implement clinical pathways have not 
changed significantly since 2018 (Figure 6), with less con-
sensus on the most important drivers. Improved outcomes 
were the most important driver for those using or planning 
to use them in the future. Secondary drivers include im-
proving toxicity management, reducing inappropriate treat-
ment, payer request/reimbursement, and reducing overall 
cost of care. All of the suggested factors appear to have some 
influenceon the decision to implement pathways. 

Oncology clinical pathways appears to be getting more 
comprehensive in types of treatments included (Figure 7). 
Last year’s survey showed that the majority of pathways  
focused on medical oncology. This year, the study in-
cluded more detailed questions about pathway compre-

hensiveness. A majority of pathways feature medical on-
cology, with 92.1% including pathways for solid tumors, 
and 84.2% including hematologic malignancies. This 
year, though, 36.8% offer pathways for surgical oncology 
(compared to 23% last year), 50% have pathways for radia-
tion oncology (compared to 38% last year), 31.6% have 
them for supportive care, and 31.6% for palliative or end-
of-life care. Pathways for nursing navigation is included in 
15.8% of pathways.

One surprise was the lower than expected levels of 
pathways for genetic profiling, nurse navigation, and 
end-of-life care. When asked whether genomic profil-
ing was included in pathways, 26.3% (vs 28% in 2018) 
said their pathways contained predictive companion test-
ing and 34.2% including prognostic testing pathways for 
issues like recurrence risk. It’s not clear whether this is 
already standard of care, thus not formally documented 
in pathways, or whether clinicians forgo testing due to 
reimbursement issues. One might anticipate that genetic 
testing would be conducted if there were predictive ele-
ments to determine whether targeted medications were 
appropriate, yet the figure barely changed in the last year.

For those who are using clinical pathways, 42.1% 
report adopting National Comprehensive Cancer Net-
work (NCCN) treatment guidelines or other recognized 
compendia (Figure 8), up from 38.1% last year. Fewer 
respondents (10.5%) indicated their organization is out-
sourcing development to a third-party vendor (namely 
Via Oncology Pathways, now known as Elsevier’s Clini-
calPath), compared to 16.7% last year. One explanation 

Figure 6. Reasons or Goals for Launching Pathways

Not a Factor Somewhat Important Very Important Most Important 

Payer request/reimbursement 18.9% 31.1% 28.4% 21.6% 

Physician request 27.0% 31.1% 29.7% 12.2% 

Parent organization request 25.7% 28.4% 35.1% 10.8% 

Alternative financial models 24.3% 36.5% 35.1% 4.1%

Quality tracking/documentation 14.9% 21.6% 50.0% 13.5% 

Improve clinical outcomes 8.1% 21.6% 33.8% 36.5% 

Improve toxicity management 10.8% 18.9% 45.9% 24.3% 

Reduce inappropriate treatment use 12.2% 18.9% 47.3% 21.6%

Reduce treatment variability 13.5% 32.4% 37.8% 16.2%

Reduce overall care costs 9.5% 31.1% 40.5% 18.9%
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Figure 8. Sources of Clinical Pathways
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Figure 7. Aspects of Care Captured in Clinical Pathways
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Figure 9. Evidence Considered in the Development of Clinical Pathways
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Figure 10. Frequency of Clinical Pathways Updates
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Figure 11. Tracking of Providers’ Consistency With Clinical Pathways in Prescribing Decisions
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could be that with continued consolidation of community 
practices into larger practices and health system models, 
these practices are forgoing third-party vendor programs 
in favor of strategic partnerships to create their own sys-
tems. Fewer reported developing pathways internally using 
a pathway committee, at 23.7% this year vs 35.7% last year. 
The parent organization is driving pathways development 

for 13.2% of this year’s respondents. A combination of ap-
proaches was reported by 7.9% of respondents this year, 
who said that their pathways are developed internally by a 
committee with input from NCCN guidelines and other 
medical evidence. What has remained consistent between 
the two surveys is the percentage of organizations using 
pathways provided by payers (~2.5% both years).

Just as was reported in last year’s survey, clinical practice 
guidelines/compendia are used as a basis for the majority of 
respondents’ clinical pathways (86.8%) (Figure 9). These-
treatment guidelines are used with all regimen options list-
edfor 34.2%, while about 24% have adopted a subset of the 
guidelines and can use regimens that are not included in 
them, with no restriction or barrier. Conversely, 18.4% use a 
subset of the guidelines but discourage use of regimens not 
listed by NCCN/American Society for Clinical Oncology 
(ASCO) guidelines. Another 15% of practices include treat-
ment regimens that are not based on NCCN/ASCO guide-
lines, relying instead on local practice preference. For orga-
nizations that develop their own clinical pathways, 84.2% 
include local oncologist input for pathway development.

In addition to compendia/clinical practice guidelines, 
the other top information sources include Level 1 evi-
dence (published scientific literature) at 68.4%, and Food 
and Drug Administration (FDA) approvals, with 55.3% 
of responders relying on them to inform pathways. Only 
23.7% consider scientific abstracts presented at confer-
ences, with 28.9% using scientific abstracts published in 
peer-review journals. This makes sense, as scientific ab-
stracts presented at conferences have not yet been peer-
reviewed for publishing, and additional information 
about the study participants and their circumstances may 
become available in the published version, which can af-
fect treatment of patients going forward.

Incentive for consistency

Penalty for non-consistency

Report card or come other internal reporting

Peer review/discussion requirements

Off-pathway decision documentation requirements

31.6%

7.9%

28.9%

44.7%

28.9%

None 5.3%

Figure 12. Use of Methods to Encourage Adherence With the Clinical Pathway
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Require peer review before approval

Allowed without peer review

Case by case
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Figure 13. Handling of Off-Pathway Treatment Decisions
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In most clinical pathway programs, the pathways are 
updated quarterly (31.6%) or semi-annually (15.8%), with 
some updates made as new evidence becomes available 
(Figure 10). Pathway changes would require a live meet-
ing of the pathway committee, which involves gathering 
the evidence, disseminating it, and potentially having a 

robust discussion with clinicians and other stakeholders.  
Another 21.1% said they update their guidelines within 
a few days or weeks of new evidence becoming available. 
That figure was higher than for those who update within 
days or weeks of a new FDA approval, reported at 7.9%. 
That is not to say that the clinicians will not change their 
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practices based on FDA approval, just that they may not 
quickly change the pathways. Only 5.3% of respondents 
say their organizations update pathways at least annually, 
though others added the introduction of new medical evi-
dence and workflow changes can influence that interval.

More than half of those using clinical pathways (55.3%) 
track the consistency of individual oncologist’s prescribing 
patterns with the pathway recommendations (Figure 11). 

Methods for encouraging providers to use clinical pathways 
varied quite a bit, though most use peer review and inter-
nal reporting (Figure 12). Using a carrot approach, 31.6% 
offer an incentive for consistency, while 7.9% use the stick 
approach, penalizing those who do not comply. Internal re-
porting or report cards are used for 28.9% of pathways moni-
toring, and off-pathways decisions require documentation in 
44.7% of systems.

About half (47.4%) reported being allowed to prescribe off-
pathway regimens without needing peer review, while 50% 
cannot prescribe off-pathway without approval and peer re-
view (42.1%), or they are not allowed at all (7.9%) (Figure 13).

Because payers determine what treatment methods they 
will financially support, it is important to understand how 
clinical pathways interface with payer authorization. The 
survey questioned whether health care system pathways are 
more or less stringent than payer authorization in terms of 
the number of allowed treatment options, and about 39.5% 
of respondents answered that they were about the same. For 
26.3% the organization’s pathways were more stringent than 
payer option, and for 23.7% they were less stringent. It is not 
known whether this is due to a large portion of practices us-
ing NCCN/ASCO guidelines as the basis for their pathways, 
and whether these are the same sources health plans rely on 
for utilization management as well.

To better understand interoperability in general, this 
survey asked about the connection between clinical path-
ways, the electronic medical record (EMR), and other soft-
ware. Responders noted that 52.6% of their EMR systems 
interfaced with financial billing options, and only 18.4% 
said the EMR and payer authorization interfaced (Figure 
14). From the start of clinical pathways programs, this low 
rate of payer authorization has been a source of adminis-

Figure 17. Barriers to Implementing Clinical Pathways

Not a Factor Somewhat Important Very Important Most Important 

Lack of integration of pathway content into current 
EMR systems

27.3% 31.8% 31.8% 9.1%

Lack of overall system integration between EMR, financial 
billing system, and payer authorization system

14.3% 28.6% 47.6% 9.5%

Lack of personnel resources to implement 13.6% 27.3% 40.9% 18.2%

Cost of program purchase or implementation 45.5% 40.9% 13.6%

Inability to gain consensus among oncologists 18.2% 54.5% 18.2% 9.1%

Focus on personalized medicine 27.3% 45.5% 18.2% 9.1%

Lack of transparency 28.6% 57.1% 14.3%

Lack of true evidence of ROI 18.2% 50.0% 22.7% 9.1%

Disruption of office workflow/administrative burden 9.1% 27.3% 63.6%

Patient resistance 31.8% 36.4% 18.2% 13.6%

8+66+26
Hard copy/paper

Integrated with the EMR

Software separate from the EMR

26%

8%

66%

Figure 16. How Clinical Pathways Are Accessed
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trative disruption. As payer authorization becomes a more 
automated process, the hope is that interoperability in gen-
eral will improve, but there does not appear to be much 
progress on this front. 

A clinical pathways program provides opportunities to 
capture real-world outcomes as they relate to treatment 
decisions and specific patient information. This survey 
asked respondents about the types of evidence captured 
by their clinical pathway platforms. Perhaps in response 
to an increase in internally developed systems with more 
comprehensive interfaces, there appears to be an increase 
in capturing rates of real-world evidence and patient ele-
ments (Figure 15). That includes patient demographics 
(63.2%, compared with 52% in 2018), treatment options 
listed based on key patient parameters and comorbidities 
(73.7%, vs 61% in 2018), lines of therapy (76.3%, vs 50% 
in 2018), clinical outcomes (47.1%, vs 18% in 2018), and 
safety/adverse effects (42%, vs 31% in 2018). EMRs have 
not evolved in the past year, however, in terms of being 
able to record patient-reported outcomes (18.4% this year 
vs 21% last year). Some basic elements like disease infor-
mation is captured at high rates, including 89.5% captur-
ing tumor type and 92.1% capturing cancer staging.

This survey showed improved ability to access path-
ways through EMR integration than in the past, with 
65.8% of respondents accessing clinical pathways via 
EMR this year (Figure 16) compared with 45% last year. 
Even electronic access improved, with 40% using paper 
copies in 2018 vs 7.9% this year. Some accessed path-
ways via software separate from the EMR, via a computer 
or medical device (21.1% of respondents) or a dedicated 
computer terminal (5.3%). 

Barriers to implementing pathways remain a persistent 
challenge (Figure 17). In the current survey, 100% of 
those responding found the cost to purchase or implement 
a pathways program to be a barrier. The most frequently 
cited barrier was administrative burden and disruption in 
office work. Of those surveyed, 63.6% said it was a “very 
important” factor/barrier. Across importance levels, more 
than 85% of those surveyed felt the lack of overall EMR 
integration with financial billing and payer authorization 
was a barrier to implementing clinical pathways. While 

technology continues to rapidly improve and advance, it 
still has a long way to go with interoperability and to 
help standardize and improve medical treatment through 
pathway use.

Despite these barriers, many respondents reported benefits 
of using clinical pathways (Figure 18). Those who already 
implemented pathways find that they positively impacted 
standardized treatment decision-making, increased the qual-
ity of care provided, improved clinical outcomes, controlled 
costs, and streamlined data collection/quality reporting. In 
these five areas, only 2.6% to 10.5% of respondents felt these 
were not potential benefits of clinical pathways.

discussion
Clinical pathways have multiple purposes. The drivers to use 
them were perceived in similar ways between the two sur-
veys. With continued consolidation into larger health care 
system in oncology, pathways may take on increased impor-
tance in the coming years. With greater financial responsibil-
ity for treating via value-based care models, those shoulder-
ing more risk may find that well-designed pathways provide 
more cost-effective care while the evidence-based approach-
es improve patient outcomes. Whether adopting NCCN or 
ASCO guidelines, purchasing pathways from a third-party 
vendor, or developing them in-house, there is a financial and 
labor cost to implement a program. Updates must be made 
at regular intervals, requiring buy-in and meeting time from 
stakeholders. Administrative time is needed as well, including 
from technology staff.

Clinical pathways are becoming more comprehensive 
for all areas of oncology, not just for sequencing medica-
tion treatment options. The more information that can be 
fed into them, with tumor stage, prior treatment, current 
treatment, and patient-reported outcomes, the more ac-
curate pathways can become. As EMR systems increase 
interoperability, it will get easier to plug pathway programs 
in, to gather needed information and to access next steps, 
while making them a part of the workflow. By under-
standing the barriers to implementation and the drivers 
behind their use, organizations not currently using them 
can make a more informed decision should they decide to 
consider them going forward. 

Figure 18. Perceived Benefits of Implementing Clinical Pathways

Not a Factor Somewhat Important Very Important Most Important 

Standardized treatment decision-making 5.3% 23.7% 50.0% 21.1%

Increased the quality of care provided 5.3% 31.6% 44.7% 18.4%

Improved clinical outcomes 10.5% 23.7% 47.4% 18.4%

Controlled costs 7.9% 39.5% 44.7% 7.9%

Streamlined data collection/quality reporting 2.6% 36.8% 47.4% 13.2%




