
350 COMMUNITY ONCOLOGY ■ May 2007 www.CommunityOncology.net

Nursing Management

Manuscript received August 14, 2006; accepted November 9, 
2006.
Correspondence to: Victoria C. Lucia, PhD, Department of 
Outcomes Research, Research Institute, William Beaumont 
Hospital, 3811 West 13 Mile Road, Suite 501, Royal Oak, MI 
48073; telephone: 248-551-8687; fax: 248-551-5069; e-mail: 
victoria.lucia@beaumont.edu. 

Telephone contacts between triage 
nurses and cancer patients: an integral 
part of a community oncology practice 
Victoria C. Lucia, PhD,1 Veronica B. Decker, APRN, BC, MBA,1  
Cynthia E. Israel, RN, OCN,2 and David A. Decker, MD3

1 Research Institute, William Beaumont Hospital, Royal Oak, MI; 2 Cancer Care Associates, Royal Oak, MI;  
3 William Beaumont Hospital, Royal Oak, MI 

The telephone has become almost as important as the stethoscope in managing cancer patients. Telephone contacts 
between triage nurses and patients seen in a community oncology office are an integral part of healthcare coverage. 
These calls focus on everyday concerns, such as pain management and chemotherapy side effects. They alert nurses 
to early signs of cancer recurrence. Unfortunately, telephone contacts are not normally billed directly to patients or 
indirectly through third-party payers. Although currently these telephone contacts are not a reimbursable expense, 
they provide a service that often helps avoid the high cost of an emergency room visit or hospitalization. 
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Telephone contacts between triage nurses and 
cancer patients have become an integral part 
of the overall treatment process in a community 
oncology practice.

Treatment information, symptom management, 
prescription refill/change, and test/laboratory 
results are common reasons for patient-related 
telephone calls to triage nurses.

According to a study conducted in a community 
oncology practice, triage nurses were able to 
address patients’ concerns over the telephone 
almost 90% of the time.

Telephone contacts often avoid the high cost of 
an emergency room visit or hospitalization. 
Currently, telephone contacts are not routinely 
billed directly to patients or indirectly through 
third-party payers.

����������M 
ost medical oncologists un-
derstand that office staff, 
particularly nurses, spend 
numerous hours on the 
telephone assisting patients 
with various problems that 

arise during the course of disease diagnosis, treat-
ment, and follow-up. These telephone calls are a 
fundamental part of a community oncology practice 
and have a very real procedural and financial impact 
on any private practice office, particularly since tele-
phone consultations are a nonreimbursable expense. 
However, research related to the nature and volume 
of such patient-related calls is limited.

A few studies have focused on patient-related calls 
and subsequent telephone consultation in a specialty 
headache practice,1 a pediatric infectious disease sub-
specialty program,2 a women’s health clinic,3 and gen-
eral practice.4–6 Research in the general family practice 
setting has shown that a majority of patient-related 
calls do not require a face-to-face visit.4,5 In addition, 
research in the areas of pediatric infectious disease and 
headache has indicated that telephone consultations 
are an “integral and important part”2 of a practice and 
“contribute significantly to the burden of caring for pa-
tients.”1 Given that 2%–28% of all healthcare is con-
ducted over the telephone,7 it is likely that the con-
clusions of these two studies can be extended to other 
specialty care offices.
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In cancer care, research has focused 
on the nature of calls to a telephone 
helpline for cancer patients in the 
United Kingdom.8 In this study, most 
calls (55%) over a 20-day period to 
the cancer nurse specialist in urology 
were from patients. Of these patient 
calls, 55% were focused on psycho-
logical support, 24% concerned symp-
tom management, and 21% regarded 
treatment information. These British 
studies have yielded interesting find-
ings; however, because of differences 
in the healthcare system in the Unit-
ed Kingdom and in the United States, 
these results may not reflect the pa-
tient population in the United States.

The purpose of our study was to 
identify the nature, volume, and treat-
ment characteristics of all patient-re-
lated telephone calls to a cancer nurse 
at a community oncology practice 
during a 1-week period.

Methods

Sample and data

The study was conducted in a pri-
vate medical oncology practice adja-
cent to William Beaumont Hospital, 
Royal Oak, Michigan, one of the larg-
est and busiest hospitals in the Unit-
ed States. The practice consists of 7 
medical oncologists, who teach in the 
medical oncology fellowship program 
with the hospital system, and a staff of 
71 (including 18 nurses). The practice 
registers 50% of the National Can-
cer Institute’s Beaumont Community 
Clinical Oncology Program patients. 
Eighty-five percent of the nurses at 
this community oncology practice are 
certified oncology nurses, and most 
have a Bachelor of Science in Nursing 
degree. The practice sees approximate-
ly 1,600 new cancer patients annually, 
nearly 35% for breast cancer.

Nurses rotate responsibilities of 
patient care and telephone triage. Pa-
tient care consists of chemotherapy 
infusion and treatment; patient and 
family teaching and support activi-
ties; as well as linkage to hospital, ra-

diologists, and hospice services. The 
triage telephone nurses received ed-
ucational training on how to handle 
patient and family concerns, includ-
ing guided counseling and matrixes 
used to identify when patients should 
see a physician or a mid-level provid-
er as well as when emergency care at 
a hospital emergency room (ER) is 
warranted. During the study period, 
17 nurses rotated, 2 at a time, to field 
patient-related calls.

This study was a collaboration be-
tween this community oncology prac-
tice and the William Beaumont Hos-
pital Research Institute to identify 
the nature of telephone contacts and 
assess clinical effectiveness in caring 
for these needs. An audit was con-
ducted of all patient-related calls to 
oncology registered nurses at a com-
munity oncology practice during the 
week of January 30, 2006, through 
February 3, 2006. The Institutional 
Review Board of William Beaumont 
Hospital approved the study.

Measures

Several characteristics were docu-
mented for each patient-related tele-
phone call to the oncology nurse. 
Data collected included date and day 
of call, date of diagnosis, patient gen-
der, cancer site and stage, treatment, 
nature of the call (such as treatment 
information, psychological support, 
symptom management, prescription 
refill/request for new medication, test 
or laboratory results, or authorization 
or referral for/scheduling tests), and 
course of action taken by the nurse 
to resolve the call (eg, sent patient to 
emergency room, office, or laboratory 
or handled the call without any fur-
ther intervention).

Statistical analysis

Summary statistics were used to 
describe sample characteristics. One-
way chi-squared test was used to test 
the significance of the call volume by 
day of the week. Data analysis was 
performed using descriptive proce-

dures, such as frequency and means, 
of the SAS System for Windows ver-
sion 9.1.3, Service Pak 2.9 A P value 
of < 0.05 was used as the level of sig-
nificance for chi-squared analyses.

Results
A total of 337 patient-related calls 

regarding 266 patients were received 
during the study period. Of these 
calls, 311 (92%) were from patients, 
19 (6%) were from family members, 
homecare professionals, pharmacists, 
or other physicians, and 7 (2%) were 
unidentified. Multiple patient-related 
calls were received for 20% of the pa-
tients. There were two patient-relat-
ed calls for 15% of patients, three pa-
tient-related calls for 3% of patients, 
and four patient-related calls for 2% 
of patients. The remaining 80% of 
patients had only one patient-related 
call. The mean age of the sample was 
62 years. Females comprised 72% of 
the sample. The volume of calls was 
highest on Monday (23%) and Fri-
day (20%). The fewest calls were re-
ceived on Thursday (17%). However, 
there were no significant differences 
in the number of calls by day of the 
week (χ2 = 3.4; degrees of freedom = 
4; P = 0.49).

Approximately 40% of patient-re-
lated calls regarded breast cancer pa-
tients and more than 45% of the calls 
were related to patients with stage 
3/4 cancer.  More than 45% of pa-
tient-related calls focused on chemo-
therapy or hormonal treatment, with 
17% of patient-related calls related to 
patients undergoing multiple treat-
ments, including combinations of 
chemotherapy, hormonal therapy, ir-
radiation, surgery, and drugs.

The majority of the calls (87%) 
centered on one topic. Only 13% of 
patient-related calls involved inquiries 
about multiple topics. Approximately 
30% of calls pertained to prescriptions 
(refill or request for new medication), 
either as the only topic of the call or 
in conjunction with another topic. 
Similarly, about 20% of patient-relat-
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ed calls focused on symptom manage-
ment, either as the only topic of the 
call or in conjunction with another 
topic. Table 1 shows the distribution 
of call types for 332 calls. 

The triage nurses were able to assist 
the caller without any further interven-
tion for 87% of the calls. The patient 
was referred for an office visit in 7% of 
the calls and for laboratory work in 2% 
of the calls. Triage nurses recommended 
that patients go to the ER for less than 
1% of the calls received. Recommenda-
tion for some other course of action oc-

curred in 3% of the calls. 

Discussion
The study results provide useful, 

objective information on how com-
munity oncology practices save mon-
ey for patients and insurance carriers. 
As is common knowledge, telephone 
contacts with cancer patients and 
family members seen in communi-
ty oncology practices are not direct-
ly reimbursable by third-party pay-
ers; however, they are assumed to be 
a part of the healthcare coverage for 
concurrent services, such as for infu-
sional treatment, physician visits, and 
diagnostic or laboratory evaluations.

This integral part of the cancer treat-
ment process can be marginalized for 
lack of fiscal support. For example, prac-
tices could limit expenditures by assign-
ing a medical assistant or receptionist to 
triage patient calls. Patient support could 
be referred to the American Cancer So-
ciety or other such groups that provide 
information and counseling. Medical 
oncologists could return calls to highly 
distressed patients, those who refuse to 
obtain a referral, or those who do not fit 
the typical caller. In addition, patients 
could be sent to the ER or scheduled for 
an office visit, both at an increased cost 
to third-party payers and patients.

To provide superior patient care, 
however, most community oncolo-
gy practices have certified oncology 
nurses involved in triaging telephone 
calls as well as well-defined algo-
rithms for triaging calls. Our study 
reveals that telephone triage nurses 
effectively and independently resolve 
most patient calls, thereby reducing 
the cost of care for patients (copay-
ments) and insurance companies.

In the studied practice, 101 calls 
were received for a prescription refill/
change. Instead of the oncology nurse 
appropriately handling this request 
over the telephone, the patient could be 
scheduled for a nurse office visit and a 
charge ranging from $25–$50 could be 
applied. Such charges may range from 
$131,300–$262,600 annually. With a 

patient copayment of 20%, telephone 
triage could save study practice patients 
approximately $26,260–$52,520 over 
12 months. Third-party payers may save 
more than $100,000–$200,000 annual-
ly on prescription-related office visits at 
this community oncology practice.

Similarly, 66 patients called about 
symptom management. These patients 
could be scheduled for an office visit 
with an oncologist or mid-level pro-
vider, at a charge ranging from $75–
$150. These charges may range from 
$257,400–$514,800 annually. With a 
patient copayment of 20%, telephone 
triage could save study practice patients 
approximately $51,480–$102,960 over 
12 months. Third-party payers may 
save more than $200,000–$400,000 
annually on symptom management-
related office visits at this community 
oncology practice. 

Ideally, it would be best to decrease 
the number of prescription-related calls 
by assisting patients with symptom 
management in other ways before they 
need to call for help. It may be possible 
to reduce the number of calls related to 
prescription refills by reviewing with pa-
tients the number of necessary refills at 
each office visit. In addition, other tech-
nologic options can be used to address 
calls about symptom management. For 
instance, an automated telephone sys-
tem for symptom management, which 
was utilized in the studied community 
oncology practice as part of a research 
project conducted by  Given et al at 
Michigan State University, was well re-
ceived by patients Such an automated 
telephone system can significantly re-
duce the severity of symptoms for pa-
tients with some types of cancer.10 

Three limitations to this study merit 
attention. First, patients with cancer un-
dergoing treatment are considered active 
patients. However, another group of pa-
tients in remission may continue to call 
the practice regularly for medication re-
fills or symptom management. This sec-
ond group is not actively receiving treat-
ment but still must be counted in this 
study. There is no way for the investi-

TABLE 1 

Reasons for patient-related calls (n = 332)
Reason for call Number (%)

Treatment information only 33 (9.9%)

Treatment information and 
 ■ psychological support  1 (0.3%) 
 ■ symptom management  0 (0.0%) 
 ■ prescription refill/change  4 (1.2%) 
 ■ test/lab results  4 (1.2%) 
 ■ referral for/schedule tests  0 (1.0%) 
 ■ other   3 (0.9%)

Psychological support only  1 (0.3%)

Psychological support and 
 ■ symptom management  2 (0.6%) 
 ■ prescription refill/change  0 (0.0%) 
 ■ test/lab results  0 (0.0%) 
 ■ referral for/schedule tests  0 (0.0%) 
  ■ other  1 (0.3%)

Symptom management only 40 (12.0%)

Symptom management and 
 ■ prescription refill/change 11 (3.3%) 
 ■ test/lab results  4 (1.2%) 
 ■ referral for/schedule tests  0 (0.0%) 
 ■ other   8 (2.4%)

Prescription refill/change only 82 (24.7%)

Prescription refill/change and 
 ■ test/lab results  0 (0.0%) 
 ■ referral for/schedule tests  1 (0.3%) 
 ■ other  3 (0.9%)

Test/lab results only 47 (14.2%)

Test/lab results and 
 ■ referral for/schedule tests  0 (0.0%) 
 ■ other   0 (0.0%)

Referral for/schedule tests only 32 (9.6%)

Referral for/schedule tests and other   0 (0.0%)

Other only 53 (16.0%)

Treatment information, psychological  1 (0.3%) 
support, and symptom management

Treatment information, psychological  1 (0.3%) 
support, and other
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gators to confirm the number of people 
in this second group. Therefore, we are 
unable to provide a breakdown of the 
patient population by cancer site, stage, 
or treatment for this oncology practice. 
Furthermore, we are unable to conduct 
a meaningful test of overall goodness-
of-fit for the sample because we do not 
know the expected values in the popula-
tion.  Second is the concern of general-
izing study findings. The studied com-
munity oncology practice may differ 
from others in terms of patient popu-
lation, treated cancer types, special in-
terests of oncologists, and volume of 
patients. Finally, because data were col-
lected for 1 week, it is difficult to assess 
whether or not the number of telephone 
calls received is comparable to that dur-
ing other weeks throughout the year.

Conclusion
Telephone contact provided to 

cancer patients by oncology nurses is 
an integral component in the over-

all treatment process. Future research 
in this area would benefit from more 
detailed information regarding the na-
ture and length of such calls. A multi-
week data collection period might also 
be helpful in determining whether the 
number of calls received during any 1-
week period is comparable to that re-
ceived during other 1-week periods.
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A s community oncology prac-
tices have grown and employed 

highly experienced, well-trained on-
cology nurses, they have assumed an 
additional role of triaging potentially 
very ill patients by telephone. How-
ever, the practice assumes all the risk 
for managing these patients with no 
reimbursement to cover the costs.

The study by Lucia et al documents 
the types of calls and considerations 
surrounding this issue. Many standard 
evaluation and management (E&M) 
visits at the clinic were avoided, many 
patients were treated at no charge (but 
at significant cost to the practice), 
and some patients were diverted from 
emergency room (ER) to clinic treat-

Commentary

Telephone management: a reimbursable expense? 
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ments at significantly lower cost. Only a 
few were sent to the ER or admitted to 
the hospital, as appropriate. 

Reimbursement for E&M visits 
has dropped and not kept up with in-
flation, even as our treated and fol-
low-up patients have more complex 
diseases, side effects, and psychosocial 
issues and as our call volumes have in-
creased significantly. 

Furthermore, the service discussed 
by Lucia et al offers a cost benefit and 
justifies insurers reevaluating appropri-
ate payment codes for phone manage-
ment with appropriate documenta-
tion. As reimbursements decrease and 
more cancer drugs are being given oral-
ly instead of by infusion, the resources 

for additional oncology nurses will not 
be available for this care. Patients will 
then be forced to make more costly 
clinic appointments or use ER care, 
where practitioners may not be as fa-
miliar with patient issues and may or-
der more tests, workups, and admis-
sions than would experienced oncology 
practitioners. As cancer survivors fight 
for better quality of life, living through 
and beyond cancer therapies, it is crit-
ical for payers and consumers to un-
derstand the great benefit of telephone 
management and to develop appropri-
ate coverage levels and policies.

Dr. Bosserman can be reached at linda.
bosserman@womgi.com
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