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NOA treatment guidelines: interactive 
clinical and business support for the  
21st-century oncology office
Kim Bergstrom, PharmD | National Oncology Alliance, Inc., Rafael, CA 

A cancer diagnosis invokes immediate fear and uncertainty among patients, family members, and their friends. Everyone 
concerned—from patients and family members to employers who pay the major premium costs and health plans—wants 
to be assured that the most appropriate work-up, treatments, and follow-up will be used to achieve the best outcome. 
Physicians are challenged to deliver compassionate, comprehensive, state-of-the-art care while running increasingly 
complex community-based medical practices. But they have a powerful tool—practical, evidence-based work-up, treat-
ment, and follow-up guidelines for cancer, specifically tailored to the needs of the community oncology practice.
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T 
he July/August 2004 issue of 
Community Oncology featured an 
interview with Dr. William Mc-
Givney about the National Com-
prehensive Cancer Network’s 
oncology practice guidelines. An-

other set of comprehensive, nationally recognized 
oncology treatment guidelines has been developed 
by the National Oncology Alliance (NOA). Both 
sets of guidelines represent the best input of na-
tional academic and community-based cancer ex-
perts. They are both based on scientific review of 
published studies and expert opinions. However, 
the NOA guidelines come with an additional ar-
ray of Web-based support tools that give commu-
nity and academic-based doctors immediate access 
to detailed toxicity data on regimens, in addition to 
detailed literature support for the regimens, which 
can speed the authorization process and ensure ap-
propriate payments for care. The NOA guidelines 
also have embedded clinical trial references, as well 
as a detailed financial analytic tool called NOA Com-
pare, which will help practices contract fairly for 
the payments necessary to deliver evidence-based, 
guideline-directed comprehensive cancer care. 

Most importantly, this electronic technology 
provides oncologists with the ability to standardize 
care within multiple practices and to stay abreast 
of evolving therapeutic choices, thereby improving 
quality of care for patients across the board. It also 
allows oncologists to assess treatment costs, among 
other variables, of applicable drug-regimen options 
for a specific indication, leading to sound drug 
selections. 

The following article explores how the different 
features of the NOA treatment guidelines support 
the business and clinical decisions of today’s com-
munity oncology practice.

NOA treatment guidelines: history, 
development, and validation

NOA has provided treatment guidelines cover-
ing cancer and supportive care for more than 10 
years. The current offering of 46 guidelines, cover-
ing more than 95% of cancer patients treated in the 
office setting, is written from a highly practical per-
spective for the community oncologist. 

All guidelines are developed and updated in-
house by NOA clinical staff and then reviewed by 
panels of internationally and nationally renowned 
experts. These diagnosis-specific, multidisciplinary 
review panels include oncologic surgeons, radiation 
oncologists, and medical and gynecologic oncolo-
gists from academic centers and from practices in 
the community.

The NOA treatment guidelines are developed 
with a high standard of scientific validation. In 
order to be included in the guidelines, treatment 
recommendations must be generally supported in 
peer-reviewed literature. When there are no rep-
utable studies supporting a guideline recommen-
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dation, such as a diagnostic test or 
monitoring parameter, NOA bases 
inclusion on expert opinion and stan-
dard-of-practice considerations.

Within some guidelines, NOA 
also identifies “emerging issues,” such 
as information on cutting-edge ther-
apeutic and diagnostic developments 
that may lack support from random-
ized controlled trials but that show 
compelling data in smaller, phase II 
trials or in abstracts. 

The clinical components of the 
NOA guidelines are updated at least 
yearly or more often as needed to re-
flect significant clinical advances. 

Guidelines go beyond 
providing clinical advice

As a World Wide Web-based plat-
form, the NOA treatment guidelines 
include a suite of interactive features 
designed for complete practice sup-
port. These enhancements help on-

cology practices fully grasp how clini-
cal habits can impact the business side 
of the practice. 

Links to primary literature abstracts

Throughout the NOA treatment 
guidelines, Web hyperlinks connect 
healthcare professionals to National 
Library of Medicine primary litera-
ture abstracts supporting each treat-
ment recommendation.

Using these links, physicians 

N ATIONAL ONCOLOGY ALLIANCE, 
Inc. (NOA) is a member-based 

group services organization provid-
ing oncology practices with a com-
prehensive support network of com-
petitive pricing, business assistance, 
and clinical services. Through part-
nerships with major pharmaceuti-
cal manufacturers and the Oncol-
ogy Therapeutics Network, NOA 
leverages its 3,500-oncologist mem-
ber base purchasing strength to of-
fer market-competitive pharmaceu-
tical contract pricing to its physician 
members and their practices across 
the country.

A wholly owned subsidiary of 
Broadlane, a large, acute-care group 
purchasing organization, NOA is 
managed by four PharmDs (Kim 
Bergstrom, Mike Cunningham,  
Toby Herfindal, and Kevin Rodon-
di) and Warren Dodge.

Clinical services at NOA
The clinical services offerings at 

NOA include access to the NOA-
Online Collaborative Oncology 
Group (OCOG) clinical trials net-
work; practical tools for use in the 
office-based setting: continuing edu-
cation programs for physicians, phar-
macists, and nurses; and access to 
evidence-based Clinical Treatment 

Guidelines through the NOA Web site 
(www.noainc.com). NOA’s guidelines 
are reviewed by multidisciplinary pan-
els of oncologic surgeons, radiation on-
cologists, and medical and gynecologic 
oncologists from both academic cen-
ters and the community setting. They 
provide scientific evidence to support 
therapeutic recommendations, as well 
as a structured framework from which 
to access additional tools and resourc-
es used by healthcare professionals and 
busy practice administrators in the day-
to-day running of practices and in in-
teractions with patients. 

Each year, all of NOA’s 46 treat-
ment guidelines are updated by the 
internal clinical staff of five PharmDs 
after a thorough review of the previ-
ous year’s literature. Multidisciplinary 
expert panel members from academic 
and community-based practices then 
review the modified guideline via a 
conference call to discuss changes to 
the current draft. Each of the clinical 
studies incorporated into the guide-
line is then ranked according to four 
levels of evidence: 
■ Level I: evidence obtained from 
meta-analysis of multiple, well-de-
signed, controlled studies.
■ Level II: evidence obtained from 
at least one phase III trial.
■ Level III: evidence obtained from 

at least one phase II multicenter  
trial (± open label, ± randomization)
■ Level IV: evidence obtained from 
at least one phase II single-institution 
trial (± open label; ± randomization).

Studies utilized in the guidelines 
with level III and IV evidence are 
categorized as “emerging issues” on 
the guidelines. These levels repre-
sent studies that offer cutting-edge 
therapeutic and diagnostic consid-
erations for use but lack support 
from higher level evidence. 

Having five NOA clinical staff 
members who regularly review the 
literature, as well as the flexibility of 
expert panel members who can meet 
via teleconferencing, enables NOA to 
update its guidelines as often as sig-
nificant data, new drug indications, 
and US Food and Drug Adminis-
tration approvals are made public. 
Thus, in some cases, a guideline may 
be updated several times during the 
year. In the past 8 years, NOA guide-
lines have been written on the leuke-
mias (acute and chronic lymphocyt-
ic, acute and chronic myelogenous, 
hairy cell, and prolymphocytic), brain 
tumors, cervical and ovarian cancers, 
head and neck cancers, Hodgkin’s 
and non-Hodgkin’s lymphomas, and 
prostate cancer. 

For a listing of NOA’s expert 
panel members, see the Web ver-
sion of this article on www.Com-
munityOncology.net. 

What is National Oncology Alliance?

continued on page 53
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Editor’s note

Delivering quality oncology care:  
the case for national treatment guidelines
Linda D. Bosserman, MD, FACP | Wilshire Oncology Medical Group, La Verne, CA

T HE 33 YEARS since the pas-
sage of the National Cancer 
Act of 1971 have seen dra-

matic changes in cancer care, for bet-
ter and for worse. New, more effica-
cious treatments mean patients are 
surviving (and enjoying their lives) 
longer. And the location of care de-
livery has shifted—today, more than 
85% of cancer care in America is de-
livered near patients’ homes by on-
cologists practicing in community-
based offices, rather than in just a 
few academic centers.

But with those gains have come 
new challenges. We are seeing in-
credible jumps in healthcare costs, 
ever-increasing interference in treat-
ment decisions by managed care, en-
hanced regulatory scrutiny regard-
ing medical errors and care quality, 
and decreased trust in the healthcare 
system from patients. We have also 
seen the growth of clinical trial net-
works to ensure community patients 
have access to the promising treat-
ments under development, as well as 
the array of support services to en-
hance quality of life throughout the 
cancer experience. 

Add to these developments the 
coming changes to the reimburse-
ment landscape, and it’s clear that 
the community oncology practice as 
we know it is facing the need to re-
think the way we deliver community 
cancer care. The solutions lie in tak-
ing a comprehensive look at all as-
pects of a practice—from business 
decisions to quality control—in or-
der to stay in business and achieve 
our mission. 

Based on the experiences of my 
practice and many others, I’d like to 
state the case for adopting evidence-
based treatment guidelines as a way to 
overcome some of the obstacles to de-
livering the best possible patient care.

Reduce variability, 
improve quality

According to a report on the 2003 
National Committee for Quality As-
surance, “Unwarranted variation in 
medical practice is costly—and dead-
ly … 57,000 lives are lost annually be-
cause physicians aren’t using evidence-
based medicine to guide their care.”1

Furthermore, the President’s Ad-
visory Commission on Consumer 
Protection and Quality in the Health 
Care Industry found in 1998 that the 
four chief problems in quality delivery 
were underuse, overuse, variations in 
use of services, and outright errors.2

Studies by both government agen-
cies and industry bodies have conclud-
ed time and again that the use of evi-
dence-based standards in cancer care 
would reduce patient-to-patient vari-
ability and outright errors and improve 
outcomes and overall quality of care. 

For example, at the 2004 Annual 
Meeting of the American Society of 
Clinical Oncology (ASCO), Dr. Jane 
Weeks presented data extrapolated 
from the SEER and Medicare data-
bases revealing that “30% of Americans 
with Medicare with stage III colorectal 
cancer do not receive adjuvant chemo-
therapy, which has been shown to re-
duce morbidity and mortality, resulting 
in 2,000 unnecessary deaths annually.”3

So how do we improve this situa-

tion? The simple answer is that vari-
ability and errors can be reduced 
dramatically when practices fol-
low standardized, evidence-based 
guidelines that direct how patients 
are handled, from initial work-up 
through diagnosis and treatment to 
the eventual outcome, whatever that 
may be. 

Fortunately, oncology practices 
do not need to invest time and re-
sources developing their own guide-
lines de novo. The National Oncol-
ogy Alliance (NOA, www.noainc.
com) and the National Comprehen-
sive Cancer Network (NCCN, www.
nccn.org) both offer practical clini-
cal guidelines for all major cancers. 
ASCO (www.asco.org) provides 
guidelines that are more technol-
ogy assessments but can be helpful, 
and Cancer Care Ontario of Cana-
da (www.cancercare.on.ca) currently 
has a guideline project under devel-
opment. These guidelines can serve 
as a fine starting point, and practices 
can customize them based on their 
own unique preferences.

Examples of guidelines use
The utility of treatment guide-

lines goes beyond development of 
objective treatment plans. Their 
consistent use within a practice also 
pays other dividends.

Stronger negotiation with payers

In some regions of the country, 
the relationship among physicians, 
health plans, and for-profit inter-
mediaries (such as the Independent 
Physician Association [IPA]) is be-
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coming increasingly adversarial and 
focused more on the bottom line 
than on the delivery of quality pa-
tient care. 

Following evidence-based guide-
lines gives oncology practices bet-
ter leverage in negotiating contracts 
and payments and reviews with 
their payers because it shows that 
the treatment decisions made were 
reached objectively and consistent-
ly and are neither over- nor under-
treating a patient. 

Regimen pricing 

Another area in which guidelines 
can help is by shifting a practice’s 
focus from the cost of individual 
drugs to total regimen costs. There 
are cases in which a more expensive 
primary therapy actually turns out to 
be less expensive than another, sim-
ply because it requires less adjuvant 
therapy or supportive care. The abil-
ity to price regimens comprehen-
sively, including not only drugs but 
procedures, administration, evalu-
ation and management  (E&M), 
etc, will be an important capability, 
especially in light of new Medicare 
rules that promise to disrupt the 
current system of determining costs. 
The NOA Compare tool discussed in 
the accompanying article is a great 
example of new tools to help com-
munity practices remain financially 
sound, with the constantly chang-
ing reimbursement methodologies 
and constantly rising costs of doing 
business. 

Mitigation of legal risk

In the current payer system, 
health plans contract with interme-
diaries who incentivize poor treat-
ment through inadequate payments 
for full- or near full-risk oncology 
contracts. This system puts all par-
ties at high risk for bad-faith legal 
actions by patients with poor out-
comes. Following standard guide-

lines mitigates that risk by showing 
that physicians follow (and health 
plans pay for) a treatment plan that 
is based on the best available scien-
tific evidence, not on whim or profit 
considerations.

Establishing a 
quality standard

Doctors who use evidence-based 
guidelines signal their commitment to 
achieving the best outcome for their 
patients. Guideline use meets the 
health plans’ needs to ensure quality 
care for their members while mini-
mizing errors, avoiding under- and 
overuse, and limiting variation except 
as medically necessary. Use of guide-
lines should also maximize symptom 
management and enhance quality of 
life and survival rates in measurable 
ways that will distinguish practices 
much better than “slogan of the day” 
marketing campaigns!

Controversies
The concept of standard treat-

ment guidelines is not without its de-
tractors. Some physicians worry that 
“standardization” will force them to 
use treatment regimens that don’t fit 
with a patient’s individual circum-
stances. But this is not the point. 
Guidelines simply set up a framework 
in which the physician can customize 
a course of treatment in a systematic, 
evidence-based manner, ensuring that 
no patient is over-, under-, or incor-
rectly treated. Documenting appro-
priate deviations from guidelines will 
also be a key component in ensuring 
quality care. 

Many patients express the be-
lief that only “their treating doctor” 
can determine the best treatment 
for them, as if there is some “magic” 
in the decisions that are made, rath-
er than a considered, scientific basis. 
Although deviations from guidelines 
are appropriate for medical necessi-
ty and specific patient factors, there 

are guidelines for deviations as well. 
Guideline-based care means pa-
tients get many second opinions 
brought to their bedside in a cost-
effective manner. 

Some people will also debate as 
to which of the existing guidelines 
is “best” and whether all oncolo-
gists across the nation should follow 
the same set of guidelines. For now, 
we have two sets of very similar, 
comprehensive oncology treatment 
guidelines from NCCN and NOA. 
More important than whether one 
is better than the other is the abil-
ity to implement a set of guidelines 
by rethinking community oncology 
practice, embracing the technology 
solutions to facilitate guideline use, 
and then monitoring the outcomes 
to benchmark practice quality, while 
understanding the costs necessary to 
provide truly comprehensive oncol-
ogy care.

Conclusion
I believe it is clear that, going 

forward, guideline adoption and 
implementation and tracking will 
be essential to practices that wish 
to establish themselves as deliver-
ers of high-quality care. Practices 
who choose to go this route will find 
themselves in greater demand by pa-
tients, in a better position to nego-
tiate fair health-plan contracts, and 
closer to achieving the ultimate goal 
of offering patients the best treat-
ments for their cancers in a seamless 
practice system.
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can access relevant scientific stud-
ies for further analysis without the 
need for time-consuming literature 
searches. Furthermore, the availabil-
ity of highly credible scientific evi-
dence for each aspect of a treatment 
regimen provides strong leverage to 
support reimbursement claims to 
payers, especially for off-label in-
dications. It also helps to mitigate 
malpractice risks by demonstrating 
that a practice’s clinical decisions 
have been made based on valid sci-
entific evidence. 

The NOA-OCOG clinical 
research network

NOA offers a clinical research net-
work to help oncologists find new and 
promising therapies for patients with 
relapsed or refractory disease. From 
any particular treatment guideline, 
NOA members can link to a data-
base of ongoing trials—many of the 
same trials available through leading 
biopharmaceutical companies, hospi-
tals, and contract research organiza-
tions. Synopses of each trial include 
information on patient selection and 
exclusion criteria.

The NOA clinical research net-
work also provides extensive educa-
tional materials designed to help phy-
sicians understand the role of clinical 
trials in the community oncology 
practice and provides tools to help 
practices initiate and manage clinical 
research programs of their own. 

Patient educational support

From the NOA guidelines’ treat-
ment regimen sections, oncology 
physicians and nurses can print and 
review with their patients many regi-
men-specific drug monographs. Not 
only do these educational materials 
help ensure patients’ understanding 
of and comfort with each regimen, 
they also reduce administrative time 
by providing prepackaged, standard-

ized educational handouts for each 
treatment.

NOA’s total regimen analysis

Medicare reimbursement changes 
are expected to dramatically impact 
the margins on many chemothera-
peutic drugs while shifting previ-
ous overpayments on drugs into 
expanded codes for cancer services 
that have been grossly under recog-
nized and underfunded. This shift 
is forcing oncology practices to fo-
cus more attention on the economic 
implications of their treatment de-
cisions to ensure that their practic-
es remain financially solvent as new 
and unproven payment methods are 
implemented. 

Doctors need to fully understand 
their costs, not only for drugs but for 
the complex array of professional ser-
vices needed to care for patients with 
cancer. To do this, doctors need to 
analyze individual treatment regimen 
costs in their practices and for vari-
ous payers. However, effective anal-
ysis of the relative cost and/or reim-
bursement potential for multiple-drug 
treatment regimens is a complex and 
time-consuming task.

NOA Compare

To address this issue proactively, 
NOA has recently introduced NOA 
Compare, a computer-based assessment 
tool that compares the cost, reimburse-
ment, and clinical aspects of multiple 
regimens for a given diagnosis.

NOA Compare allows clinicians 
to examine the reported efficacy 
and toxicity of different treatment 
regimens, including their neutrope-
nic and emetogenic potential. NOA 
Compare then provides a comprehen-
sive economic analysis of the differ-
ent regimens, including comparative 
cost and reimbursement information 
for all aspects of treatment (drugs, 
supplies, administration and nurs-
ing procedures, necessary supportive 
care, evaluation and management, 
laboratory services, etc).

The default reimbursement lev-
els in NOA Compare are based on the 
average selling price (ASP) system 
adopted by the Centers for Medicare 
& Medicaid Services in 2005 and are 
updated quarterly. However, practices 
can customize their cost calculations 
based upon specific drug selections 
and additional pricing considerations 
if they prefer.

By bringing clinical information 
in the NOA treatment guidelines to-
gether with direct links to ASP data 
and evidence-based clinical infor-
mation from the primary literature, 
NOA Compare provides an objective 
evaluation of the real costs of thera-
peutic alternatives. It helps practices 
understand the impact of the total 
regimen cost rather than the cost of 
individual drugs, and it gives practic-
es the concrete information needed 
to begin establishing treatment stan-
dards that optimize a practice’s abil-
ity to deliver the highest-quality pa-
tient care. 

Conclusion
NOA’s deep offering of informa-

tion, resources, and analytical tools 
gives practices both the rationale and 
the means to move toward systematic, 
evidence-based clinical management. 
Under this model, improvements in 
practice efficiency positively impact 
quality of patient care, so practices 
can make economic and clinical deci-
sions that ensure the best possible pa-
tient outcomes.

NOA makes the information in 
the NOA treatment guidelines freely 
available to oncology practices, regard-
less of membership status. To view the 
NOA treatment guidelines and to find 
out more about membership, includ-
ing a demonstration of NOA Compare, 
visit www.noainc.com.
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