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fter a cancer diagnosis, patients and families face many

stressors, including the possibility of significant short-

term and long-term financial consequences. Rising
premiums, deductibles, coinsurance, and co-payments for oral
oncology drugs, many of which cost over $10,000 per month,
expose patients and families to significant out-of-pocket (OOP)
healthcare spending. These direct medical costs, in combination
with the indirect costs related to patients’ and families’ decreased
work hours or loss of employment, create a perfect storm for
financial devastation. Indeed, up to 75% of patients with cancer
report experiencing high levels of anxiety or distress related to
the financial aspects of treatment. Many patients, particularly
younger, nonwhite, and lower-income individuals, experience
significant financial setbacks, including accrual of debt and loans,
loss of savings and assets, and personal bankruptcy, as a result
of healthcare costs.”” Recent studies have shown that patients
with cancer who experience financial hardship have a higher
risk of treatment nonadherence, poorer quality of life, and higher
mortality than those who do not experience such hardship.®®
Efforts to mitigate the financial burden of cancer treatment are
therefore desperately needed.

Many have argued that a critical step in addressing the financial
side effects of cancer care is improving communication about costs
between patients and oncologists.” However, most oncologists fall
short in providing adequate guidance to patients and families about
financial issues. In fact, although a majority of oncologists feel that
itis important to discuss how treatment may affect financial well-
being, nearly one-third feel uncomfortable doing so and one-fifth
do not think that cost should ever be considered when making
treatment decisions.”® Improving cost communication between
patients and oncologists is therefore not sufficient in order to
truly address patients’ and families’ financial issues; clinics must
either collaborate with outside organizations that have expertise in
financial counseling and medical costs or invest in internal financial
navigation resources to provide consistent and proactive financial
support to all patients beginning at diagnosis." The latter model is

ABSTRACT

OBJECTIVES: Patients with cancer often face financial
hardships, including loss of productivity, high out-of-pocket
(00P) costs, depletion of savings, and bankruptcy. By
providing financial guidance and assistance through specially
trained navigators, hospitals and cancer care clinics may

be able mitigate the financial burdens to patients and also
minimize financial losses for the treating institutions.

STUDY DESIGN: Financial navigators at 4 hospitals were
trained through The NaVectis Group, an organization that
provides training to healthcare staff to increase patient
access to care and assist with OOP expenses. Data regarding
financial assistance and hospital revenue were collected
after instituting these programs.

METHODS: Amount and type of assistance (free medication,
new insurance enrollment, premium/co-pay assistance)
were determined annually for all qualifying patients at the
participating hospitals.

RESULTS: Of 11,186 new patients with cancer seen across
the 4 participating hospitals between 2012 and 2016, 3572
(32%) qualified for financial assistance. They obtained

$39 million in total financial assistance, averaging $3.5
million per year in the 11 years under observation. Patients
saved an average of $33,265 annually on medication, $12,256
through enrollment in insurance plans, $35,294 with
premium assistance, and $3076 with co-pay assistance. The
4 hospitals were able to avoid write-offs and save on charity
care by an average of $2.1 million per year.

CONCLUSIONS: Providing financial navigation training to
staff at hospitals and cancer centers can significantly benefit
patients through decreased OOP expenditures and also
mitigate financial losses for healthcare institutions.
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appealing in that in-house navigators can work
with other members of the team and access
clinical information easily and quickly. Few
such models for providing financial navigation
within the clinical setting have been described.
In practice, the work of financial navigation
frequently falls on poorly trained staff who do

v

not have the required education or credentials
tobe able to offer true expertise in dealing with
the complexities of the insurance marketplace
and treatment-related costs." Therefore, a high
need exists to establish and evaluate the benefits associated with
different types of oncology financial navigation models.

The NaVectis Group is a company that provides education and
training to healthcare staff on how to improve patient access to
financial assistance. Key components of the program include training
staff who have higher levels of education, implementing systematic
processes for identifying patients in need, obtaining or improving
insurance coverage for patients, and using tracking software to
quantify benefits. Here, we show that by instituting a financial
navigation program using trained counselors, hospitals can save
money that would typically have gone to bad debt, and patients can
gain access to care that would otherwise have been unaffordable.

METHODS

Patient Population

Four hospitals in the United States participated in this study and
received training by The NaVectis Group to implement a financial
navigation program. Three hospitals trained current employees,
and the fourth hospital hired a new employee for the position. All
patients with cancer seen at the hospitals were eligible to be seen
by these NaVectis-trained financial navigators.

Data Collection

After training of staff by The NaVectis Group and implementation of
the financial navigator program, de-identified information regarding
the number of patients seen, number receiving assistance, types of
assistance, and amounts of assistance were tracked annually. Each
hospital instituted the program at different times, with Hospital
#1 having 1 year of operation (2016), Hospital #2 having 3 years
(2014-2016), Hospital #3 having 2 years (2015-2016), and Hospital
#4 having 5 years (2012-2016). Only new patients seen in a given
year were included in that year’s data.

Calculation of Cost Savings to Patients and/or
Hospitals: Categories of Cost Savings and Assumptions

Free medication. In cases where free medication was provided
directly to patients or to hospitals on patients’ behalf, we calculated
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TAKEAWAY POINTS

The use of trained oncology financial navigators can increase access to care and save money
for both patients and hospitals.

» Inthe 4 hospitals studied, patients saved a total of $39 million over 11 years.

» Patients, on average, received $33,265 in free medications per year and saved $12,256
through enrollment in insurance plans, $35,294 with premium assistance, and $3076 with
co-pay assistance each year.

Hospitals saved $2.1 million annually on care that would have previously been provided as
charity care or gone to bad debt.

patient cost savings as the amount that would have been charged
to the patient by the hospital or pharmacy. Hospitals were either
supplied with free medication on behalf of individual patients or
were reimbursed for the cost of previously dispensed medication.
In both cases, the benefit to the hospital was considered to be the
acquisition cost of the medication.

Co-pay assistance. Cost savings from co-pay assistance were
calculated as the total amount paid to hospitals to offset co-pays for
medications and other services by patient assistance foundations
or pharmaceutical industry programs.

Premium assistance. When hospitals paid insurance premiums for
a patient, the benefit to the hospital was calculated as the amount of
insurance reimbursement for the patient’s care minus the amount
the hospital paid for the premium. As hospitals’ insurance payments
for patient care are typically less than the initial charge, patient
savings were calculated as the cost of the premium payments in
addition to 150% of the insurance payments to the hospital, with
a likely range between 100% and 200%.

Insurance enrollment. Financial navigators educated patients
on insurance options and referred them to insurance brokers to
help them enroll in insurance plans, including Medicaid, Medicare
Part D, Medicare Supplement, Medicare Advantage, and Affordable
Care Act (ACA) Marketplace plans. Based on prior data collected by
The NaVectis Group, the patient benefit of enrollment in Medicare
Supplement or Medicare Advantage was estimated to be $5000
annually, with hospitals receiving increased payments of $4000
and $2500, respectively. When hospitals helped a patient to enroll
in a Medicaid or Marketplace plan, the benefit to the hospital was
recorded as the value of the insurance payments to the hospital.
The benefit to patients was estimated at 150% of the hospitals’
payments, assuming that direct-to-patient bills would be higher
than the insurance negotiated rate, with a likely range between
100% and 200%. For Medicare Part D, the benefit to patients was
recorded as the value of initial coverage under the Part D plan.

Marketplace maximization. Financial navigators helped patients
in ACA Marketplace plans to obtain the highest level of coverage
with the lowest OOP costs. Hospital #3 reported the actual cost
savings to the patient and hospital, but for Hospitals #1 and #2, it
was estimated that patients saved $2500 in OOP expenses from
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TABLE 1. Number of Patients Receiving Financial Assistance

Insurance

Percentage
Receiving

Marketplace Community

Total New
Patients at Free Premium Co-Pay
Hospital Medication Assistance Assistance
Hospital 1
2016 698 107 0 52
Hospital 2
2014 1506 5 16 96
2015 1691 10 27 156
2016 1673 25 41 169
Hospital 3
2015 703 42 8 37
2016 748 72 10 28
Hospital 4
2012 796 12 52 30
2013 804 10 136 85
2014 876 3 73 62
2015 843 4 18 43
2016 848 7 19 68
Total 11,186 297 400 826

Enrollment

Maximizing Assistance Total Assistance

192 12 244 607 87%
35 23 168 343 23%
35 15 243 486 29%
16 28 367 646 39%
17 8 30 142 20%
13 3 1 127 17%
22 — — 116 15%
27 = = 258 32%
174 — - 312 36%
181 = = 246 29%
203 — — 297 35%
915 89 1053 3580 32%

restructuring of their health plans and hospitals then received that
same amount in insurance payments. Hospital #4 did not assist
patients with Marketplace maximization.

Community assistance. Patients frequently received assistance
for other costs, such as transportation and medical equipment.
This was reported as the actual amount that the patient received,
with no benefit to the hospital.

RESULTS

A total of 11,186 new patients with cancer were seen across the
4 hospitals after financial navigation programs were instituted
(Table 1). Hospital #1 was able to obtain financial assistance for
87% of new patients seen in the first year of the program, whereas
other hospitals helped between 15% and 39% of new patients each
year. There were differences in the number of patients helped in
each assistance category (eg, free medication, premium assistance)
among hospitals. For instance, Hospital #1 provided free medica-
tion to 15% of new patients in 2016, whereas fewer than 1% of
patients at Hospital #4 received this benefit. All hospitals helped
patients to enroll in insurance plans, with hospital #4 seeing a
large increase, from 27 patients enrolled in 2013 to 174 in 2017,
after they began helping patients to enroll in health insurance
exchanges mandated by the ACA. Hospital #4 did not report data
on community assistance or Marketplace maximization, in which
financial navigators helped patients change to more appropriate
coverage using healthcare exchanges.

Financial navigators saved patients a total of $39 million (range,
$31-$47 million varying on the estimated cost savings) in the 11
total years of follow-up in the 4 hospitals. These savings consisted
of help covering OOP costs, such as medications, co-pays, and
insurance premiums, as well as helping patients obtain insurance
and receive medical care that they otherwise would not have been
able to afford (Table 2).

Medication costs were often covered by foundational support
or drug companies, which allowed patients to save an average of
$33,265 per year. Similarly, financial navigators helped patients
access co-pay assistance programs, which primarily helped with
co-pays for medications but also other types of care, totaling
$2.5 million in assistance. All hospitals instituted programs in which
they paid insurance premiums for patients who were unable to do
so; this allowed patients to maintain insurance coverage that paid
for their cancer care. This service provided $35,294 (estimated range,
$23,529-$47,058) per year in care to patients. Financial navigators
assisted patients in enrolling in insurance plans, such as Medicare
Supplement, Medicare Advantage, Medicaid, and ACA Marketplace
plans. As shown in Table 2, patients received medical care with an
estimated total cost of $11,214,225 (range, $7,948,370-$14,480,079)
or $12,256 (estimated range, $8687-$15,825) per patient annually as
aresult of gaining insurance coverage. Another service offered was
helping patients to change medical plans and coverage through
the ACA Marketplace plans in order to maximize coverage and
minimize costs. Aside from direct costs of medical care, patients
were frequently provided with community assistance to help with
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TABLE 2. Mean Patient Benefits and Savings, Per Patient

Free Premium Co-Pay Insurance Marketplace Community
Medication Assistance? Assistance Enrollment? Maximizing Assistance
Hospital 1
2016 $32,613 $4449 $7215 ($4960-$9470) $2500 $348
Hospital 2
2014 $28,629 $42,037 ($28,405-$55,670) $3339 $4285 $2500 $1828
2015 $31,101 $20,334 ($13,556-$27,112) $4505 $4081 $2500 $1176
2016 $144,816 $23,796 ($15,863-$31,726) $4571 $3883 $2500 $608
Hospital 3
2015 $12,167 $73,322 ($48,881-$97,762) $2818 $5000 $5231 $850
2016 $12,852 $29,427 ($19,618-$39,236) $2307 $4835 $7503
Hospital 4
2012 $24,308 $39,627 ($26,418-$52,836) $1417 $5000
2013 $26,228 $33,822 ($22,548-$45,096) $359 $5000
2014 $65,038 $29,513 ($19,675-$39,350) $451 $12,252 ($8345-$16,159)
2015 $42,621 $43,629 ($29,086-$58,172) $503 $15,335 ($10,555-$20,115)
2016 $40,838 $75,258 ($50,172-$100,344) $812 $20,559 ($14,215-$26,904)
Average $33,265 $35,294 ($23,529-$47,058) $3076 $12,256 ($8687-$15,825) $2914 $880
Total $9,879,779 $14.117.157 $2,541,105 $11.214,225 $259,357 $926,657

($9,411,438-$18,822,876)

($7,948,370-$14,480,079)

aWhen patient savings were not directly reported, they were estimated as 150% of hospital insurance payments, with a probable range from 100% to 200%.

expenses like transportation, accounting for nearly $900 in aid
per patient. As patient savings were only reported within the first
calendar year after establishing care, it is probable that the total
benefit to patients was much greater than these amounts, as many
patients were likely seen for several years.

Hospitals also benefited significantly from the financial naviga-
tion services provided to patients. This increase in revenue largely
consisted of payments from insurance companies or patient assistance
programs to cover costs that otherwise would have been provided as
charity care or written off as bad debt. With medications, hospitals
benefited either by having free medications provided specifically for
the patients or by having medication replaced after its use, worth
a total of $3 million across all hospitals (Table 3). Although the
hospitals had to pay several thousand dollars to help each patient
with insurance premium payments, the resultant insurance payments
more than made up for the initial spending, averaging $1 million
peryear per hospital in increased revenue. Hospitals also received
payments for medications and services through patient co-pay
assistance programs, which were reported as the actual amount
paid to the hospital. As with the benefit to patients, the benefit to
hospitals from enrolling patients in insurance plans was the actual
amount of insurance payments for some plans but an estimate for
others, such as Medicare Supplement and Medicare Advantage.
This amount varied greatly among hospitals, largely due to the
types of insurance and number of patients helped, with hospitals
claiming increased revenue between $43,500 and $2,823,704 per

year. For instance, once Hospital #4 began enrolling patients in ACA
Marketplace plans in 2014, the amount that it received in insurance
payments for patient care increased dramatically from $88,000
in 2012 to $2.8 million in 2016. Hospital #2 was able to increase
revenue after enrolling patients in Part D as it had a hospital-owned
retail pharmacy where oral oncolytic prescriptions were filled,
whereas patients at all other hospitals used independent mail-order
pharmacies. In total, the hospitals were able to increase revenue
or avoid bad debt by an estimated total of $23 million during the
11 years of follow-up.

DISCUSSION

By instituting financial navigation programs for patients, hospitals
were able to provide cancer care that previously would have been
unaffordable to many patients. OOP expenses for medications can be
alarge financial burden for patients, and financial counselors were
able to assist patients by procuring free medication and helping to
cover the high co-pays that insurance companies often charge for
expensive cancer medications. Although all Americans were at the
time mandated by the ACA to have health insurance coverage, many
remained uninsured or underinsured. Financial navigators were
successful in enrolling patients in many types of insurance plans,
including Medicare Supplement, Medicare Advantage, Medicaid,
and ACA Marketplace plans. Although this study did not specifically
look at the financial toxicity that these patients faced, we expect
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TABLE 3. Hospital Benefit of Medication and Insurance Assistance®

Premium Assistance

Co-Pay Insurance Marketplace Overall

Total Drug
Assistance Cost Revenue
Hospital 1
2016 $632,993 — —
Hospital 2
2014 $47,714 -$18,230 $436,244
2015 $103,671 -$20,827 $345,174
2016 $1,206,799 -$10,173 $640,210
Hospital 3
2015 $170,354 -$9460 $381,587
2016 $308,443 -$5976 $190,207
Hospital 4
2012 $97,233 = $1,373,750
2013 $131,479 — $3,066,509
2014 $65,038 — $1,436,280
2015 $58,161 — $523,543
2016 $268,242 — $953,268
Total $3,090,127 -$64,666 $9,346,772

Assistance Enrollment Maximizing Revenue

$231,325 $907,925 $30,000 $1,802,243
$320,500 $107,750 $57,500 $951,478
$702,669 $104,750 $37,500 $1,272,937
$772,500 $43,750 $70,000 $2,723,086
$104,250 $60,500 $41,849 $749,080
$78,075 $43,500 $22,508 $636,757
$42,500 $88,000 = $1,601,483
$60,931 $108,000 — $3,366,919
$64,851 $1,507,589 — $3,073,758
$53,156 $1,874,416 — $2,509,276
$110,348 $2,823,704 = $4,155,562
$2,541,105 $7,669,884 $259,357 $22,842,579

2Some data are missing because not all hospitals collected data for each category.

that the financial navigation services helped to decrease some
of the economic stresses associated with their care. As financial
toxicity is associated with noncompliance and poorer outcomes,
these patient navigation services would have the ultimate effect of
improving outcomes for patients with cancer.

Hospitals that treat patients with cancer, particularly those
with large underserved populations, can face millions of dollars
in losses by providing care for which they will not be reimbursed.
The services provided by trained financial navigators can help to
mitigate these losses through the same programs that help the
patients by increasing the number of insured patients, paying insur-
ance premiums to help keep patients insured, finding programs to
help patients with OOP costs that would not be otherwise be paid,
and obtaining free medications from patient assistance programs.

Limitations

Although the benefits to patients and hospitals are obvious, this
study did have several limitations. First, the only hospitals included
in this analysis were those that had already begun utilizing trained
financial navigators. We did not have data on the number of patients
who received financial assistance, types of assistance, or amount of
assistance at the same 4 hospitals before instituting the structured
programs. If a hospital already had a systemic, structured method
to identify patients who would benefit from financial counseling
and could provide those patients with similar types of assistance,
the addition of trained navigators may not result in a significant
increase in benefit to patients and hospitals. Additionally, there

was no comparison with similar hospitals that did not use trained
financial navigators over the same time period.

Our ability to accurately quantify the savings and benefits to patients
and hospitals was limited by several factors. First, only “new” patients
were included in the data for each year; therefore, even if a patient
received care, and financial assistance, over multiple years, the only
benefits recorded were those obtained by December 31 of the yearin
which they were first seen. This, however, would probably serve to
underestimate the amount of assistance given to patients. Second,
notall benefits were exact dollar amounts, particularly the benefit for
enrolling patients in various insurance plans. Enrollment in Medicare
Supplement and Advantage plans were estimated to provide $5000
in care to patients, but in actuality, the number was probably much
higher given the high cost of cancer care in the United States. Again,
this likely underestimated the total benefit to patients and hospitals.
Lastly, many of the estimates of benefit to patients were also based
on an assumption that the OOP costs to uninsured patients would
be much greater than the actual amount reimbursed to hospitals by
insurance providers, but this estimate was required because only the
reimbursement received by the hospital was recorded.

CONCLUSIONS

Hospitals that used trained financial navigators were able to provide
significant financial assistance for their patients with cancer and
hopefully alleviate some of the financial distress felt by many
patients that can lead to adverse outcomes. H
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