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S U M M A R Y

Background: The high costs of new disease-modifying, but non-curative, treatments in

advanced cancer are increasingly regarded as problematic. Little is known about oncolo-

gists’ beliefs regarding their ethical obligations for cost considerations about these types

of treatments.

Participants and Methods: This study used in-depth interviews to explore how physicians in

The Netherlands view their role regarding the cost of potentially beneficial but expensive

drugs, especially for new disease-modifying treatments in advanced cancer. Thirty-six

physicians, 19 physicians caring for patients with advanced cancer and 17 physicians par-

ticipating in four national oncology guideline committees, were interviewed.

Results: Physicians identified cost considerations on three levels: individual patient care,

hospital policies and national guideline development. Generally, physicians were reluctant

to consider costs in individual patient care, believing this compromised their ethical obli-

gations. They did consider costs relevant at the level of hospital policies regarding coverage

for drugs. They were divided regarding the role of cost considerations in national practice

guideline development.

Conclusions: The distinctive levels of decision-making were understood to be morally rele-

vant as physicians separated their role as direct care provider from that of taking part in

decisions about coverage. Because of the fundamental tension between the physician obli-

gation to act in the best interest of the individual patient, the vulnerability of having a life-

threatening illness and the inevitability of sharing resources in modern health care, cost

considerations will always be problematic for physicians. The roles physicians play at dif-

ferent levels, especially at the levels of hospital policies and national practice guidelines,

should further be developed and explicated.

� 2007 Elsevier Ltd. All rights reserved.
er Ltd. All rights reserved.
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mailto:s.j.dekort@amc.uva.nl
mailto:susannedekort@hotmail.com


1984 E U R O P E A N J O U R N A L O F C A N C E R 4 3 ( 2 0 0 7 ) 1 9 8 3 – 1 9 8 9
(biweekly fluorouracil plus leucovorin in 48-h infusion with

1. Introduction

The debate about whether physicians should consider costs

in treatment decisions is a recent one. In the Hippocratic tra-

dition, the ethical obligations of the physician are defined

exclusively in terms of the potential benefits to each individ-

ual patient. That central commitment is still a crucial consid-

eration. However, modern health care operates in complex

systems of funding and health care delivery. The physician

is no longer responsible for all resources necessary for provi-

sion of the patient’s well-being and benefit. These resources

are now shared not only by the other patients of a physician

but by the other patients of other physicians as well. More-

over, there are many different types of funding for necessary

care, both public and private, for profit and many different

forms of physician payment. Some payment schemes provide

financial incentives to reduce the number of tests, treat-

ments, referrals and use of expensive drugs. The Hippocratic

tradition offers no clear direction as to doctors’ duties in this

complex environment.

The growing literature in this area identifies two compet-

ing conceptions of physician duty: physicians should adhere

to the Hippocratic ideal of clinical loyalty to each individual

patient,1,2 or physicians must balance obligations to the inter-

ests and wishes of patients with those regarding the health

care system in which they practice.3–7 According to the first

ideal, physicians should promote the well-being of every pa-

tient regardless of costs. According to the second ideal, how-

ever, physicians need to recognise these shared resources and

balance their duty to specific patients with that to at least

some (potential) other patients. Concern has been expressed

about the erosion of patient trust in physicians as a result

of issues of payment and funding.2

Physicians are the gatekeepers to health care and health-

care expenditures. The financial consequences of their treat-

ment decisions may be enormous.8,9 Physicians are caught in

policy and practice decisions that mirror both understandings

of their ethical obligations. Dutch physicians have little per-

sonal financial incentives for prescribing treatments. In The

Netherlands all patients have a compulsory insurance that

provides for a standard package of essential healthcare. The

package provides essential curative care tested against

the criteria of demonstrable efficacy, cost-effectiveness and

the need for collective financing (http://www.minvws.nl/

en/themes/health-insurance-system/default.asp). However,

insurance companies are not obliged to cover costs of very

expensive new disease-modifying drugs, especially when

coverage agreements are not yet available.

Little is known about how physicians themselves view

their role and ethical obligations regarding expensive treat-

ments and cost-control obligations and arrangements. In this

qualitative study, we have explored this issue in the complex

and value-laden area of physician attitudes toward the costs

of new, expensive chemotherapy with limited benefit for pa-

tients with advanced cancer such as gemcitabine (Gemzar�),

irinotecan (Campto�), and monoclonals such as cetuximab

(Erbitux�) and trastuzumab (Herceptin�) (all active cancer

treatments together will be called: disease-modifying treat-

ments). The cost issue in advanced cancer treatment is urgent

for at least three reasons: firstly, these new drugs are usually
very expensive. For example, an eight weeks treatment

biweekly irinotecan with weekly cetuximab) for metastatic

colorectal cancer costs 30.675 dollars in the US.8,10–12 Sec-

ondly, financial agreements for the coverage of these new

drugs by both public and private insurance schemes are not

yet generally available; and thirdly, the use of disease-modify-

ing treatments with palliative, rather than curative intent at

the end of life is increasing.13,14 In addition, the emotional

and ethical considerations for ‘last chance therapies’ make

this area an especially problematic one for physicians.15 Our

research question was ‘‘how do physicians in The Nether-

lands view their role regarding the cost of potentially benefi-

cial disease-modifying treatments in advanced cancer?’’

2. Materials and methods

2.1. Study design

The present study is part of a research project examining

treatment decision-making processes concerning chemother-

apy in advanced cancer at both the level of the individual pa-

tient and guideline development in The Netherlands. We used

a qualitative design and performed semi-structured in-depth

interviews with two groups of physicians:16 one providing di-

rect care to patients with advanced cancer; another group of

physicians involved in the development of national oncology

guidelines (who were also directly providing cancer care to

patients). We were particularly interested in how participants

viewed their role and responsibilities regarding recommenda-

tions to patients and the costs of expensive treatments in ad-

vanced cancer. All participants were assured that the

interview data would be used anonymously and confiden-

tially. The Medical Ethics Committee of the Academic Medical

Center in Amsterdam granted a waiver.

2.2. Participants

All 36 physicians who were approached for an interview were

informed that the interview concerned treatment decisions in

advanced cancer. Attending physicians were selected via the

medical oncology department of an academic medical centre

(see Table 1). Physicians involved in guideline development

were selected from three national oncology guideline com-

mittees at the CBO (Dutch Institute for Healthcare Improve-

ment) and at the BOM (a national medical oncology

committee: Committee for Evaluation of New Drugs in Oncol-

ogy). We purposefully sampled for guideline developers who

worked in academic as well as in non-academic hospitals be-

cause of the leading position of academic hospitals with re-

gard to new treatments.

2.3. Interviews and data collection

The interviews were conducted in a confidential 1:1 setting

leaded by a physician–interviewer (SdK). The topic list (see

Table 2) used was adapted per respondent and included

examples of individual patients or specific guideline texts

on the basis of which questions about decision-making were

asked. The interviewer introduced the cost subject (which

http://www.minvws.nl/en/themes/health-insurance-system/default.asp
http://www.minvws.nl/en/themes/health-insurance-system/default.asp


Table 1 – Characteristics of physician respondents

Respondents Coded as

Attending physicians

Oncologists (medical oncologists,

oncology surgeons, radiotherapists)

Respondent 1–11

General physicians Respondent 12–19

Guideline developers

CBO (guideline of treatment of breast,

lung and oesophagus carcinoma)

Respondent 20–31

BOM Respondent 32–36

E U R O P E A N J O U R N A L O F C A N C E R 4 3 ( 2 0 0 7 ) 1 9 8 3 – 1 9 8 9 1985
constituted, as a whole, about 25% of the total interview) by

stating that health-care costs are increasing, followed by open

questions, such as ‘Can you tell me how you think these high

costs should be dealt with?’, ‘What should the decision-mak-

ing process look like?’, and ‘How do you feel about talking

about costs with your patient?’

2.4. Coding and analysis

All interviews were audiotaped and transcribed. Analysis and

data collection were performed simultaneously as is usual in

qualitative research. For the initial analysis, SdK and DW con-

ducted multiple readings of the interviews. MAXqda� soft-

ware was used for open coding of relevant parts of the

interviews and then categorising these open codes by con-

stantly comparing the codes in the different interviews.17

Examples of codes were ‘avoiding waste’, ‘comparison with

other expenses (of a fighter jet)’ under category ‘distribution’;
Table 2 – Interview topics

Topics

General

Guideline developers • Can you give examples of ethical

a drug?

• In the . . . guideline text was writt

up with this recommendation? W

Attending physicians • What determines a good treatme

• I remember a case from my obse

your considerations?

Cost considerations • Can you tell me how you think th

• What should the decision-makin

• Do you consider costs in setting p

• Does scarcity affect your acting/t

• How do you feel about talking ab

• To what extent will you inform th

• Do you have any clue about wha

• How does oncology relate to othe

modest/small benefits specific fo

• Why do many doctors don’t like

Guideline developers • Were cost considerations involve

• Do you think cost-effectiveness n

• There are people who believe tha

involved. What do you think?

Probing questions • Can you tell a bit more about tha
and the codes ‘physician’ and ‘patient’ under category

‘responsibility’. SG, PD, NK and DR reviewed the provisional

analyses; disagreements were discussed and used to sharpen

the analysis process.

3. Results

3.1. Is the cost of expensive chemotherapies with
palliative rather than curative intent a problem for
physicians in the Netherlands?

The physicians we interviewed said that for them cost was

never an issue when prescribing the best-perceived treat-

ment. However, they also said that for colleagues in other

hospitals cost sometimes did pose a problem in the sense that

they were forced to prescribe sub optimally.

‘Until now we have been in the reasonably luxurious

position of being able to prescribe what we think is best.

Fortunately we don’t have to give people inferior treat-

ments because of cost considerations. Apparently that

is not the case in all hospitals.’ (Respondent 31, oesoph-

agus carcinoma guideline, about his own clinical

practice)

This comment refers to recent attention to regional

inequalities in treatments in the Dutch media after the publi-

cation of a survey about the use of certain medical treatments

in breast cancer.18 One respondent said that the problem of

inequality in treatment access is a very delicate matter be-

cause of the fear of potentially negative publicity which, in
discussions during the guideline developing process/evaluation of

en: ‘it can be considered to use. . . as a therapy’ How did you come

hy did you decide so?

nt (decisions)? Can you give an example?

rvation in which. . . happened. How did this develop? What were

ese high costs should be dealt with?

g process look like?

rotocols? Why and if so, how?

reatment? In which way? Can you give an example?

out costs with your patient?

e patient about cost considerations?

t a ‘gained month of life’ might cost? What about 15,000€?

r disciplines? Is the problem of expensive treatments with

r oncology?

to speak about costs? What can they do?

d in developing the guideline and how?

eeds to involved?

t the judgments of the BOM become more trustworthy if costs are

t issue? Why? How? What do you believe is important?



g This example of a research design may not be a realistic issue
in clinical practice, but illustrates that the motivation for using a
very expensive treatment is not always that convincing and
leaves room for other considerations like cost-effectiveness.

1986 E U R O P E A N J O U R N A L O F C A N C E R 4 3 ( 2 0 0 7 ) 1 9 8 3 – 1 9 8 9
his opinion, might be a reason why some physicians said that

colleagues were having problems and they themselves did not

(respondent 35).

Although respondents said that the scarcity problem had

not yet affected them, they said they expected problems in

the future. Factors such as the ageing of the population, the

development of increasingly expensive medicines, public

expectations and cancer’s transformation to a chronic disease

for many were considered relevant developments. Physicians

said they needed to think about the scarcity problem because

‘If we, as professionals, don’t regulate things amongst ourselves,

they will be forced on us by politicians’ (respondent 32, BOM).

This physician pointed to the importance of the use of physi-

cians’ substantial medical knowledge in the decision-making

about cost.

3.2. At what level of decision-making should the cost of
expensive drugs in disease-modifying treatments for persons
with advanced cancer be considered?

Respondents’ comments could be categorised into three lev-

els of cost consideration: individual patient care, hospital pol-

icies and national guideline development.

3.2.1. Individual patient care
Physicians felt that cost considerations do not belong in the

consultation room. They referred to the Hippocratic Oath say-

ing it is always their duty to do everything possible in the pa-

tient’s best interest.

‘I will always refuse to judge how much one gained year of

life might cost. I think it is an obscene question to a physi-

cian because it is our duty to help a patient. It is not our

duty to say that a certain treatment would be very good

for the patient but is a bit too expensive. In that case you

will no longer be able to do your job with the conviction

that you are doing the best you can for your patient.’

(Respondent 33, BOM)

Some physicians indicated they had problems with expen-

sive, marginally effective drugs.

‘If there is a possibility for treatment, patients often want

it. That is difficult with a drug that is very expensive and

hardly works. So you always have to wonder whether the

things that are possible are also obligatory.’ (Respondent

19, general practitioner)

The ‘rule of rescue’ was another argument mentioned by

one respondent: ‘If someone has fallen into a well and calls for

help, you will try to save him, no matter what the cost’ (respondent

35, BOM). He clarified that as long as there is no societal

agreement about cost restrictions, it will be virtually impossi-

ble for a physician to refuse a patient an expensive treatment

that he needs.

Some respondents felt that all possible treatments should

be discussed with the patient even if they were not reim-

bursed, while others felt that expensive treatments should

not be discussed if they could have important financial conse-

quences for the patient.
‘If a treatment is expensive and will not be reimbursed you

should not inform a patient about this possibility. The

treatment could improve the quality of life of the patient,

but the rest of the family might no longer have anything

to eat.’ (Respondent 1, medical oncologist)

3.2.2. Hospital policies

Hospital policies regarding expensive treatments are the re-

sult of discussions among physicians and physicians with

their hospital administrators, about the proportion of the to-

tal budget which goes to each department. Respondents gave

examples of agreements among colleagues to not prescribe

certain expensive marginally effective treatments.

‘Topetecan is registered for the treatment of ovarian can-

cer after other therapies have failed. It is a toxic and also

an expensive drug. We do not give this treatment in our

hospital because we think that the costs and toxicity really

do not outweigh the benefits – I mean, if the treatment

would cost only 1.5 euro, I would think about it. So this

is an example in which costs are absolutely considered.’

(Respondent 2, medical oncologist)

‘Through hospital budgets you are forced to work within

certain margins. And of course you can choose between

5-FU or Gemcitabine in combination with radiation.g

Maybe it has been an unconscious process, because 5-FU

is a lot cheaper than Gemcitabine and in this combination

is almost as effective, which made us decide to take 5-FU

as the chemotherapeutic in our study design. Evidence

that you need the most expensive treatment is often not

that strong. Although I can imagine that this is harder

for medical oncologists whose budgets are spent entirely

on chemotherapeutics. For example, if they have one

expensive new medicine their budget will already be spent

by April. . .’ (Respondent 9, radiotherapist)

None of the physicians indicated having financial restric-

tions imposed by the hospital administration. In one exam-

ple toxicity was mentioned and in another example, the

fact that the most expensive drug was almost as effective

as a cheaper drug was mentioned as reason to not use it.

The following quote refers to the interaction between physi-

cian and hospital management, which also illustrates that

the hospital management did not restrict the physicians in

their expenditures.

‘Our director told us that as oncology is the spearhead of

our hospital, we more or less have a carte blanche. He said

that the costs spent by the department of oncology are his

responsibility. Because of this I feel responsible and want

agreements with my colleagues about what we offer

patients and what we won’t offer them.’ (Respondent 36,

medical oncologist)
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3.2.3. National guideline development
CBO and BOM are national practice guideline development

bodies which have different approaches to cost benefit and

cost-effectiveness in their policy development. CBO some-

times considers the cost issue, whereas BOM explicitly disre-

gards cost as irrelevant to their decision regarding standard of

care.

‘In the section ‘remaining considerations’ we want the

working group to not just look for effectiveness but to

also weigh side effects, costs, and involve the health-care

system in the Netherlands in the decision-making pro-

cess. As a guideline committee you can prescribe some-

thing, but if it is not practicable at all, there’s nothing

more to be said.’ (Respondent 23, breast carcinoma guide-

line CBO)

‘We want to take our responsibility about what we feel to

be reasonable results from a therapy. But we have never

refused a treatment that met our criteria because we

thought it was too expensive. We have decided that it is

not up to us to judge about the value of a certain treatment

in terms of costs.’ (Respondent 36, BOM)

The views about the goals of a good guideline turned out to

differ substantially among guideline developers. Some guide-

line developers who did not consider cost as a decisive issue

felt that only the best possible treatment should be included

in a guideline.

Respondent (R): ‘Trastuzumab is terrifically mild stuff.’

Interviewer (I): ‘But very expensive.’

R: ‘In the guideline we’ll say that every HER2-positive met-

astatic breast cancer patient ought to get Trazucimab

somewhere in the disease course. That’s it.’

I: ‘No matter what the health-care budget? Is that a con-

sciously made decision?’

R: ‘Yes, it is wonderful stuff and if it works, and you can

find that out quickly, it works for a longer period of time.

We indeed try to break stand up for this mild treatment.

No one in our group questions this.’

I: ‘No one asks whether this recommendation is realistic in

terms of the possibility to apply it in practice?’

R: ‘Whether it is affordable? That is not our problem. The

issue is that if something turns out to be unaffordable in

health care – and if this is the case in the future, I can live

with it – physicians are not the ones to decide about these

issues. Politicians are the ones who need to decide about

health-care expenditures.’ (Respondent 26, breast carci-

noma guideline CBO)

Other guideline developers, however, felt that a guideline

should be realistic and applicable in practice and therefore

affordable.

‘In the BOM committee people quickly say that costs are

not an issue. However, if drugs are becoming very expen-

sive I think that, as a committee, you are no longer credible

if you hold on to this principle.’ (Respondent 35, BOM)
3.3. Additional findings

We want to report two additional results. First, at least some

physicians assume that patients want a treatment regardless

of cost. Second, physicians did not want to give an estimate

about cost per treatment because they said that others should

decide about this kind of issues.

4. Discussion

This study offers insights into how physicians viewed their

role in considering costs of expensive oncology treatments

with limited benefit for patients with advanced cancer in

The Netherlands. Physicians are active at three levels of

cost-containment: individual patient care, hospital policies

and national guideline development. They do not want to

consider costs when they are face-to-face with individual pa-

tients. However, as soon as there is a little more distance be-

tween physician and patient, e.g. at the hospital policies level,

costs often are understood to be important considerations. At

a national guideline level, opinions differ regarding the role of

cost-effectiveness and cost benefit analysis in determining

standards of care. These findings mirror those from the few

other studies in this area.19–21 Generally, physicians do not

discuss the cost of expensive treatments with their patients

because of their sense of ethical obligation and their reluc-

tance to judge about the value and the quality of life of their

patients.22,23 However, the situation in the US is different

from most countries in Europe because of the very different

health care system in which even patients with good health

insurance have substantial co-payments. Schrag and Hanger

found that in the US there is heterogeneity in medical oncol-

ogists’ attitudes towards discussing chemotherapy treatment

costs with patients.24 They found that 42% did so always or

most of the time, 33% did sometimes and only 26% rarely or

never did.

The strength of this study is that physicians’ views

regarding cost are assessed in the context of questions about

treatment decision-making in general in advanced cancer.

By doing so we explored the subject in a way that was con-

sistent with the physicians’ day-to-day experiences and

judgments. We were aware of the political sensitivity of

the topic of financial considerations with patients facing

life-threatening disease. We ensured a confidential face-to-

face interview setting to facilitate honest answers. A poten-

tial disadvantage of interviewing one person at a time could

be difficulty in recalling problems. It would be interesting to

repeat this study in, for example, focus groups or with obser-

vations of the actual practice. Another limitation is that

exploration of cost considerations of expensive treatments

is dependent on the local context of public or private fund-

ing and delivery of care as well as societal expectations. As

we showed already findings may be different in other health

care systems, and also across other specialties and practice

settings.

Physicians feel that distinctions should be made among

the different levels of cost consideration. We believe that

these distinctions are morally relevant. In a Dutch vignette

study about the opinions of physicians on cost issues, the

authors reported a discrepancy between the physicians’ idea
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that rationing should be done by politicians, whereas the

same physicians were not always willing to work within

the imposed limitations.25 We believe that this ‘discrepancy’

is not strange and can be explained by the different roles

physicians play at different levels of cost considerations.

Playing different roles fits in with the concept of being a

good doctor. However, we believe that physicians need

conceptual tools to assist them in identifying their ethical

obligations in their different roles and decision-making pro-

cesses. Doctors should not be required to do bedside ration-

ing. Because of their primary obligation, they should

recommend what they believe to be in the patients’ best

interest. Even if the preferable drug is not subsidised, they

should discuss it with the patient and they should be

patients’ advocates towards hospital management and

insurance companies. The issue of potential restrictions in

using expensive drugs with limited benefits should be expli-

cit at the level of hospital policies and national practice

guidelines. At these levels physicians are able to balance

patients’ interest with the welfare of the health care system

in which they practice. In considering costs, ‘Dunning’s fun-

nel’26 might be a useful tool, except for the last criterion.

The funnel, which was originally meant for the government

to assess the coverage of treatments, works with four crite-

ria: necessity, efficacy, cost-effectiveness and the extent to

which patients could pay for treatments themselves. The

risk of considering costs at a hospital policies level is that

money issues may generate inequalities in treatments

between different hospitals. With regard to equal treatment

access we believe that it is advisable to consider costs on a

national guideline developing level rather than on a hospital

policies level, as is already the case in the United Kingdom.27

It is, however, questionable whether we can still talk about

a medical practice guideline if allocation decisions become

part of national guideline development.28,29 However, this

is where physicians may bring in their medical knowledge

as one of the parties involved in national guideline

development.

In general, we were surprised at the little explicit reflec-

tion of the respondents on the goals of medicine, and, more

specifically, on the goals of disease-modifying cancer treat-

ment.30,31 The tendency of patients, and more strongly,

families to believe in expensive treatments rather than the

acceptance of the limits of medicine has unfortunately not

been fully explored by us. Because of the fundamental

tension between the physician’s obligation to act in the best

interest of the individual patient, the vulnerability of having

a life-threatening illness and the inevitability of sharing

resources in modern health care, cost considerations

will always be problematic for physicians. This study

demonstrates that physicians are confronted with cost con-

siderations at the three distinguished levels of cost consid-

erations. The roles physicians play at different levels,

especially at the levels of hospital policies and national

practice guidelines, should further be developed and

explicated.
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Schadé for their comments on the draft version of this man-

uscript. The contributors who designed this study are S.K.,

D.R. and D.W. S.K. collected all data. S.K. and D.W. led the

analysis to which N.K., P.D., S.G., and D.R. contributed. S.K.

and D.W. led the writing of the paper to which all other

authors contributed. The study was funded by the Dutch Can-

cer Research Fund (Koningin Wilhelmina Fonds).
R E F E R E N C E S
1. Angell M. The doctor as double agent. Kennedy Inst Ethics J
1993;3:279–86.

2. Mechanic D. The functions and limitations of trust in the
provision of medical care. J Health Polit Policy Law
1998;23:661–86.

3. Daniels N, Sabin JE. Setting limits fairly: can we learn to share
medical resources? Oxford: Oxford University Press; 2002.

4. Kenny NP. What good is health care? Reflections on the Canadian
experience. Ottawa: CHA Press; 2002.

5. Minogue B. The two fundamental duties of the physician.
Acad Med 2000;75:431–42.

6. Morreim EH. Balancing act: the new medical ethics of medicine’s
new economics. Boston: Kluwer Academic Publishers; 1991.

7. Reagan MD. Physicians as gatekeepers. A complex challenge.
N Engl J Med 1987;317:1731–4.

8. Eddy DM. Clinical decision making: from theory to practice.
Three battles to watch in the 1990s. JAMA 1993;270:520–6.

9. Tunis SR. Why Medicare has not established criteria for
coverage decisions. N Engl J Med 2004;350:2196–8.

10. American Society of Clinical Oncology. Can society afford
state-of-the-art cancer oncology treatment? ASCO Annual
Meeting; 2005.

11. Schrag D. The price tag on progress–chemotherapy for
colorectal cancer. N Engl J Med 2004;351:317–9.

12. Uyl-de Groot CA, Giaccone G. Health economics: can we
afford an unrestricted use of new biological agents in
gastrointestinal oncology? Curr Opin Oncol 2005;17:392–6.

13. Earle CC, Neville BA, Landrum MB, et al. Trends in the
aggressiveness of cancer care near the end of life. J Clin Oncol
2004;22:315–21.

14. Emanuel EJ, Young-Xu Y, Levinsky NG, et al. Chemotherapy
use among Medicare beneficiaries at the end of life. Ann Intern
Med 2003;138:639–43.

15. Menzel P, Gold MR, Nord E, et al. Toward a broader view of
values in cost-effectiveness analysis of health. Hastings Cent
Rep 1999;29:7–15.

16. Britten N. Qualitative interviews in medical research. In: Mays
C, Pope C, editors. Qualitative research in health
care. London: BMJ Books; 1996. p. 28–35.

17. Eisenhardt KM. Building theories from case study research.
Acad Manage Rev 1989;14:532–50.

18. Breast Cancer Society [Undertreatment of metastatic HER2-
positive breastcancer.] Utrecht; 2005.

19. Jefford M, Savulescu J, Thomson J, et al. Medical paternalism
and expensive unsubsidised drugs. BMJ 2005;331:1075–7.

20. Thomson J, Schofield P, Mileshkin L, et al. Do oncologists
discuss expensive anti-cancer drugs with their patients? Ann
Oncol 2006;17:702–8.

21. van Delden JJ, Vrakking AM, van der HA, van der Maas PJ.
Medical decision making in scarcity situations. J Med Ethics
2004;30:207–11.



E U R O P E A N J O U R N A L O F C A N C E R 4 3 ( 2 0 0 7 ) 1 9 8 3 – 1 9 8 9 1989
22. Marcus R. Should you tell patients about beneficial
treatments that they cannot have? Yes. BMJ
2007;334:826.

23. Firth J. Should you tell patients about beneficial treatments
that they cannot have? No. BMJ 2007;334:827.

24. Schrag D, Hanger M. Medical oncologists’ views on
communicating with patients about chemotherapy costs: a
pilot survey. J Clin Oncol 2007;25:233–7.

25. Wouters MW, Timmermans DR, Kievit J. [Financial limits to
care; a survey among physicians]. Ned Tijdschr Geneeskd
1997;141:206–10.

26. Ministry of Welfare, Health, and Cultural Affairs.
[Choices in health care: a report by the government
committee on choices in health care.] Rijswijk, The
Netherlands; 1992.
27. Devlin N, Parkin D. Does NICE have a cost-effectiveness
threshold and what other factors influence its decisions? A
binary choice analysis. Health Econ 2004;13:437–52.

28. Gevers S. Legal issues in the development and use of clinical
practice guidelines. Med Law 2001;20:183–91.

29. Saarni SI, Gylling HA. Evidence based medicine guidelines: a
solution to rationing or politics disguised as science? J Med
Ethics 2004;30:171–5.

30. The goals of medicine. Setting new priorities. Hastings Cent
Rep 1996;26:S1-27.

31. de Kort SJ, Willemse PH, Habraken JM, et al. Quality of life
versus prolongation of life in patients treated with
chemotherapy in advanced colorectal cancer: a review of
randomized controlled clinical trials. Eur J Cancer
2006;42:835–45.


	Cost issues in new disease-modifying treatments for advanced cancer: In-depth interviews with physicians
	Introduction
	Materials and methods
	Study design
	Participants
	Interviews and data collection
	Coding and analysis

	Results
	Is the cost of expensive chemotherapies with	palliative rather than curative intent a problem for	physicians in the Netherlands?
	At what level of decision-making should the cost of expensive drugs in disease-modifying treatments for persons with advanced cancer be considered?
	Individual patient care
	Hospital policies
	National guideline development

	Additional findings

	Discussion
	Conflict of interest statement
	Acknowledgement
	References


