
COMMENTARY

The Home is the New Cancer Center

Nathan R. Handley, MD, MBA; Justin E. Bekelman, MD; and Adam F. Binder, MD

As oncologists in the era of coronavirus disease 2019 (COVID-19), we are tasked
with caring for patients who are at high risk for adverse effects from the novel

coronavirus (SARS-CoV-2).1 Patients with cancer face fear and anxiety related to their
immunocompromised status, and early data suggest patients with cancer may be
more susceptible to infection with SARS-CoV-2.2 During this pandemic, a new vu-
lnerability has arisen: how can patients receive life-sustaining treatment for cancer
if they cannot get to the clinic or if the system is overwhelmed by patients with
COVID-19? How can patients stay in what may be the safest place for them—the
home—while still receiving high-quality care?

COVID-19 provides an opportunity to recognize and improve on shortcomings
in our cancer care delivery system: interacting with the health system puts already
tenuous patients at risk for nosocomial infection, high-quality cancer care requires a
high level of coordination that is challenging to achieve, and accessing care can be
difficult or impossible for some individuals. Moving components of cancer care into
the home can facilitate high-touch care, minimize risk by reducing unnecessary
exposures to the health system, and improve access to treatment. Cancer care at
home can augment or replace current models for clinic visits, chemotherapy, and
acute care, deleveraging healthcare facilities as primary sites of care while ensuring
safety for patients and providers, and improving patient-centeredness of care. Al-
though important during a pandemic, cancer care at home can also have a lasting
impact when healthcare returns to “normal operations.” This commentary de-
scribes home-based approaches for clinic visits, chemotherapy, and acute care;
examines concerns stakeholders have raised about implementation of these
approaches; and evaluates needs for the sustainability of cancer care at home
after resolution of the pandemic.

Clinic Visits
The transition from in-person clinic visits to telemedicine-based virtual visits has been
rapid and dramatic since the pandemic began. At Jefferson Health, JeffConnect, a
telemedicine platform for virtual visits, has seen a 20-fold increase in use. This
modality is appropriate for patients presenting for routine follow-up care or receiving
oral chemotherapy, and can be readily adapted for patients receiving infusional
treatments. Similarly, we have found that supportive care services—including
peer support groups, patient-facing educational courses, and palliative care
appointments—readily lend themselves to the virtual format.

Hollander and Sites3 recently outlined 5 concerns regarding telemedicine: it’s
too difficult, it’s too transactional, the physical examination is inadequate, it’s
ineffective, and it’s not financially viable. As the uptake of telehealth during the
pandemic has soared, clinicians and patients are now recognizing the many positive
attributes of telehealth and its clinical effectiveness. Although some of the mo-
mentum telemedicine has experienced during COVID-19 is due to temporary waivers
that facilitate reimbursement, telemedicine has now been thrust into the mainstream,
and the gains will inevitably pave the way for broader uptake in the future.

Chemotherapy
Patients are encouraged to shelter in place to minimize exposures to SARS-CoV-2.
For patients who require infusional chemotherapy, however, some interaction with
the health system is inevitable. Yet receiving treatment within a hospital or an infusion
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center carries nosocomial risk: in the infusion suite, dozens of potentially immuno-
compromised patients are collocated with a variety of healthcare providers who
may be vectors for SARS-CoV-2. For these patients, home-based chemotherapy,
administered by a trained team, can be considered. Chemotherapy at home remains
uncommon in the United States, although models for its use exist globally.4 In these
models, home-based chemotherapy has been safe, was preferred by patients, and
could be administered at lower cost. The Christie NHS Foundation Trust, the largest
single-site cancer center in Europe, recently described “Christie at Home,” a model
of home-based anticancer therapy designed to reduce pressure on clinics and
improve the patient experience.5 In this model, a trained nurse can deliver 7 sub-
cutaneous or intramuscular treatments or 4 or 5 intravenous treatments per day, with
real-time documentation completed via 4G-enabled laptops. Christie at Home
delivered 11,906 in-home treatments between 2015 and 2019; in 2018, 100% of
surveyed patients receiving care at home rated their care as excellent and indicated a
preference for home-based care over other sites. In some cases, a physical care team
may not be required for administration of therapy, which may further streamline
treatment. For instance, at Jefferson Health, our specialty pharmacy can deliver
certain injectable agents, such as leuprolide, to the patient’s home for self-
administration.

Concerns surround home-based chemotherapy as well. These concerns include
fear that it is not safe, that logistics are insurmountable, that it cannot be reimbursed,
and that patients do not want it. Successful models, both domestically and abroad,
address these concerns. For example, PennMedicine is now scaling a home-infusion
demonstration program called “Cancer Care at Home” (CC@H). This program
provides 13 different cancer drugs, which are typically provided in outpatient cancer
settings, to patients with lymphoma or breast, prostate, lung, or head and neck
cancer for home administration. Patients discuss CC@Hwith their provider, who then
prescribes home treatment in the electronic medical record. After insurance au-
thorization and discussion of out-of-pocket costs by Penn Home Infusion Therapy, a
courier delivers the treatment to the patient’s home (up to 2 days in advance); the
treatment is then administered in the home by a nurse.6

Acute Care
In the era of COVID-19, minimizing unplanned and potentially preventable acute
care use for patients with cancer is particularly important. These encounters, in-
cluding emergency department (ED) visits, acute hospitalizations, and 30-day
rehospitalizations, use limited resources and put patients, staff, and providers at
increased risk for infection. However, the desire to prevent unnecessary acute care
use by patients with cancer is not unique to the pandemic.

Many of these patients can be managed in the home setting via hospital-at-
home models.4 Although these programs are currently uncommon in the United
States, they do exist and are increasing in number. For example, Huntsman Cancer
Institute currently operates Huntsman at Home (H@H), which provides acute care
services for oncology patients who live within 20 miles of the institute. This program
was born out of a need to address full bed occupancy and after-hours ED visits. Both
of these problems are highly pertinent during a pandemic. H@H reports reduced
hospitalizations, ED visits, and total costs among patients who participate in the
program.7

Concerns about safety, feasibility, patient-centeredness, and reimbursement
exist for cancer hospital-at-home programs as well. Despite these concerns, how-
ever, hospital-at-home models exist and are expanding. Reimbursement may be the
biggest barrier, but payment models are developing. For example, in 2017, the
Physician-Focused Payment Model Technical Advisory Committee recommended a
bundled payment for home-based acute care (consisting of acute hospital-level care
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and 30 days of transition services) to be implemented as an alternative payment
model.8 Similar payment models exist in collaborations between health systems and
private payers.9

Cancer care at home is not a replacement for all care. Much of cancer care
should not transition to the home, and identifying which treatments, and for which
patients, can be safely and effectively delivered at home is crucial. Cancer care at
home may not be appropriate for every eligible patient and will not be appropriate
for every treatment. Shared decision-making between clinicians, patients, and family
members can help tailor care to the needs of the individual patient. Ultimately,
however, reserving facilities for those who truly need facility-level care will best serve
all stakeholders.

Conclusions
COVID-19 has illuminated the need for reform of the cancer care delivery system. By
moving components of care to the home, the current system could effectively
engage patients and improve access to care while reducing unnecessary and risky
exposure to the healthcare system. Furthermore, increased time at homewould align
with a new proposed patient-determined quality indicator for cancer care: days at
home in the last 6 months of life.10

Challenges remain if cancer care at home, which has the potential to be of
critical importance during the pandemic, is to become a standard option for cancer
care delivery after the pandemic. To be sustainable, virtual visits, chemotherapy, and
acute care at home require reallocation of resources, development of infrastructure,
and durable payment reform. COVID-19 can be a catalyst for such change. We
should leverage this momentum to transform care for our patients.
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