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Abstract

Background: Drivers behind the adoption of gene expression profiling in breast can-
cer oncology have been shown to include exposure to physician colleagues’ use of
a given genomic test. We examined adoption of the Oncotype DX 21-gene breast
cancer recurrence score assay (ODX) in the United States after its incorporation into
clinical guidelines. The influence of patient-sharing ties and co-location with prior
adopters and the role of these potential exposures across medical specialties on peers’
adoption of the test were examined.

Methods: We conducted a retrospective cohort study of women with incident breast
cancer using a 100% sample of fee-for-service Medicare enrollee claims over 2008—
2011. Peer networks connecting medical oncologists and surgeons treating these pa-
tients were constructed using patient-sharing and geographic co-location. The impact
of peer connections on the adoption of ODX by physicians and testing of patients was
modeled with multivariable hierarchical regression.

Results: Altogether, 156,229 women identified with incident breast cancer met cri-
teria for cohort inclusion. A total of 7689 ODX prescribing physicians were identi-
fied. Co-location with medical oncologists who adopted the test in the early period
(2008-2009) was associated with a 1.38-fold increase in the odds of a medical on-
cologist adopting ODX in 2010-2011 (95% CI = 1.04—1.83), as was co-location with
early-adopting surgeons (odds ratio [OR] = 1.25, 95% CI = 1.00-1.58). Patients
whose primary medical oncologist was linked to an early-adopting surgeon through
co-location (OR = 1.17,95% CI = 1.04—1.32) or both patient-sharing and co-location
(OR =1.17, 95% CI = 1.03—1.34) were more likely to receive ODX.

Conclusions: Exposure to surgeon early adopters through peer networks and co-
location was predictive of ODX uptake by medical oncologists and testing of patients.
Interventions focused on the role of surgeons in molecular testing may improve the

implementation of best practices in breast cancer care.
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1 | INTRODUCTION

Hormone receptor (HR)-positive, human epidermal growth
factor receptor 2 (HER2)-negative tumors account for ap-
proximately two thirds of newly diagnosed breast cancer
cases, some of which are effectively managed after surgical
resection with endocrine therapy alone." Identification of pa-
tients who are unlikely to benefit from chemotherapy due to
their low risk of disease recurrence is critical to spare pa-
tients undesirable side effects and sequelae associated with
chemotherapy.

Several molecular genomic assays have been developed
to identify the likelihood of disease recurrence in breast can-
cer patients, the most prominent of which is the 21-gene re-
currence score assay, Oncotype DX (ODX), administered by
Genomic Health, Inc., (Redwood, CA) and made commer-
cially available in 2004. ODX analyzes tumor gene expression
to assign a recurrence score (RS) that stratifies HR-positive,
HER2-negative patients into low, intermediate, or high-
risk categories. Patients with low and intermediate RS have
been shown to have higher rates of survival and lower risk
of distant recurrence, irrespective of their receiving adjuvant
chemotherapy, while those with high RS are likely to bene-
fit from chemotherapy.z'4 The ODX assay was first covered
under Medicare in 2006 and added to guidelines for treat-
ment of node-negative HR-positive, HER2-negative breast
cancers by the American Society of Clinical Oncology and
National Comprehensive Cancer Network in 2007 and early
2008, respectively. Subsequent work demonstrated ODX also
provides prognostic utility for patients with limited axillary
lymph node involvement and has contributed to decreasing
overall chemotherapy use among breast cancer patients.5 5

While the use of ODX among Medicare-age women re-
ceiving surgeries for HR-positive breast cancer across the
United States has grown from less than 5% of patients being
tested in 2006 to as many as 20% of patients from 2012 on-
ward, regional variation in testing patterns is still notable.*”#
Racial disparities in the receipt of ODX have also been seen,
with a number of studies demonstrating decreased use of the
test in non-white patients.w’8 Along with patient character-
istics, physician factors have been shown to play a role in
driving the uptake of ODX, such as attitudes toward genetic
testing, having completed medical training more recently, and
practicing at an academic medical center.”'® Though ODX
testing is primarily ordered by medical oncologists, as much
as fifth of ODX prescriptions are ordered by surgeons.m

In addition to exposure through the publication of clinical
trial results, updating of clinical guidelines, and new regu-
latory approvals, medical oncologists have expressed that
the adoption of a genetic testing modality is also influenced
by the use of a test by their c:olleagues.”’12 One approach
to identifying how peer influence impacts the uptake of new
treatments is the measurement of exposure to adopters via

relationships in patient-sharing networks, which frequently
correspond to professional relationships in clinical prac-
tice.”® In breast cancer care, the effect of peer exposure via
patient-sharing networks on adoption has been demonstrated
for new surgical and radiologic methods, as well as for the
uptake of ODX among medical oncologists.'*'® However,
social networks defined by connections that are limited to a
single type of relationship can often be an oversimplification
of reality. By examining peer exposure through a co-location
network in addition to a patient-sharing network, it may be
possible to capture additional relationships not detectible
through patient-sharing alone. The premise for examining the
role of co-location in the diffusion of medical innovations is
supported by previous work demonstrating that geographic
proximity to prior adopters can serve as a proxy for a physi-
cian's peer exposure to new medical technologies beyond that
explained by marketing efforts, professional events, patient
requests, or characteristics intrinsic to adopters.”’18

We hypothesized that co-location would capture import-
ant mechanisms of peer influence among cancer specialists
beyond what has been observed within patient-sharing net-
works. Given that ODX is sometimes ordered by surgeons,
we further specify whether patient-sharing or co-location
with an early adopting surgeon was present. Our objective
was to assess the influence of peer network exposure—de-
fined using patient-sharing and co-location—on physician
adoption and patient receipt of the ODX test, adjusting for
other patient, physician, and regional characteristics. As the
frequency of ODX testing in the Medicare population had
previously been shown to vary by region, we also analyzed
regional variation and how the extent to which surgeons com-
prise ODX prescribers in a region might impact ODX use.

2 | METHODS

2.1 | Study population

We conducted a retrospective cohort study of breast cancer
patients in a 100% sample of Medicare fee-for-service ben-
eficiaries from 2007 to 2012. Women with incident breast
cancer and treating physicians were identified using the
Centers for Medicare and Medicaid Services (CMS) Master
Beneficiary Summary, Medicare Provider Analysis and
Review, Carrier, and Outpatient Services files. Approval was
obtained from the institutional review board at Dartmouth
College.

We identified incident breast cancer cases and respec-
tive diagnosis dates among female beneficiaries aged
65-99 using the biopsy and surgery claims algorithms of
Bronson et al.'” Procedure codes accounting for trends over
the 2006-2010 period toward increased use of reconstruc-
tive surgical approaches were included, based on patterns
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evident in the Dartmouth Atlas Health care Coding Trends
(Table Sl).20 Patients were included if they were continu-
ously enrolled in Parts A and B over the year prior to and
following their date of diagnosis. Then, patients unlikely to
be candidates for ODX were excluded from the cohort by
the method of Su et al., specifically patients not undergo-
ing breast cancer surgery, those with stage IV disease, and
those receiving trastuzumab.’ This method implements the
validated claims-based algorithm of Smith et al., of which
we applied the parameter estimates of step one (Model to
Predict Stage IV Disease) with a probability cutpoint of
0.15 in order to exclude patients with advanced stage dis-
ease who are unlikely to receive the test.”! Based on their
date of diagnosis, the remaining patients were then divided
into being considered treated in the “early” (2008-2009)
or “late” (2010-2011) time periods, ranging from the ini-
tial publishing of guidelines supporting ODX use to shortly
thereafter, respectively, for comparability to previous work
by Rotter et al.'®

2.2 | Construction of physician peer patient-
sharing and co-location networks

Physicians were included in the networks if they had
claims treating any incident breast cancer patient, irrespec-
tive of predicted stage or treatment type, in the 3 months
prior to and 12 months following a patient's diagnosis date.
Connections between physicians were identified by either
shared patients or co-location. Physicians were linked
within the patient-sharing network if they shared two or
more patients, a threshold previously shown sufficient to
detect professional relationships and preserve network
structures.'*** The co-location network was based on ZIP
code tabulation areas (ZCTAs) of Part B claims. Physicians
were considered connected within the co-location network
if they had five or more breast cancer-related claims in the
same ZCTA during the early period, allowing for physi-
cians to appear in multiple ZCTAs. We took this approach
to enrich for physicians who are engaged in active practice
at each location, and to account for possible interactions at
different facilities or institutions. We further characterized
each physician dyad as being either (a) connected through
shared patients and not co-located, (b) connected through
co-location without shared patients, (c) connected through
both, or (d) not connected.

2.3 | Study variables

Cohort patient age and race were obtained from the CMS
Master Beneficiary Summary File. We identified patients
who were treated at a teaching hospital and had encounter
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claims with two or more medical oncologists. Based on pa-
tient ZCTA of residence, we obtained the area-level meas-
ures of rurality and poverty by linking to the U.S. Department
of Agriculture Economic Research Service Rural-Urban
Commuting Area primary designations® and U.S. Census
Small Area Income and Poverty Estimates.>* Patient and phy-
sician ZCTAs were used to assign individuals to Dartmouth
Atlas hospital referral regions (HRRs), which were linked to
Atlas Hospital and Physician Capacity Measures” and the
CMS Geographic Variation Public Use File.*®

Physician specialty and gender were queried by National
Provider Identifier (NPI) using the CMS Physician Cornpare27
and National Plan and Provider Enumeration System28
National Downloadable Files, as well as by the National
Claims History data accessed via the CMS Carrier File. We
calculated medical oncologist patient volume as the sum
of unique cohort patients attributed to each medical oncol-
ogist within each time period. Primary medical oncologists
were assigned to patients by a modification of the method of
Keating et al. hierarchically, based on whether they (a) pre-
scribed ODX to the patient or (b) were the medical oncologist
with whom the patient had the most visits.” In the event of a
tie for (2), the medical oncologist who saw the patient closest
to the date of diagnosis was assigned to the patient.

Our primary outcome variable was physician adoption of
ODX. Use of the ODX test was captured by a modification of
the method of Dinan et al.* Briefly, Part B claims were iden-
tified that contained: (a) procedure code 84999 (Chemistry
Procedures), (b) NPI = 1215003603 (Genomic Health, Inc.),
and (c) a cost not equal to $3104 (representing the Oncotype
DX colon cancer recurrence test). Per Rotter et al., “early
adoption” by a physician was also defined as prescribing the
ODX test to any breast cancer patient at least once in the early
time period (2008-9), and “late adoption” among those hav-
ing seen at least one cohort patient in the early period but not
having previously ordered the test was defined as prescrib-
ing the ODX test at least once during the late period (2010-
11).'® Medical oncologists who had prescribed the assay in
the early period were excluded from physician-level analyses
of adoption in the late period. We also examined patient re-
ceipt of the test to allow for better adjustment of patient-level
characteristics.

We calculated several measures of exposure and connect-
edness for each medical oncologist based on their position
within the patient-sharing and co-location networks de-
scribed above. We considered a medical oncologist in the late
period “exposed” if they were connected to an early adopting
medical oncologist or surgeon through patient-sharing, co-lo-
cation, or both. For each medical oncologist, we measured
the number of patient-sharing connections to other medical
oncologists and to surgeons (analogs of degree centrality, a
common network measure used to identify highly connected
individuals).
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2.4 | Regional ODX practice patterns

To describe and visualize the regional patterns in ODX use,
cohort patients, and ODX-prescribing physicians across the
study period were aggregated by HRR. To differentiate areas
by health care market size, we stratified HRRs into those
above or below the 75th-percentile of total cohort patients
treated over 2008-2011, referred to as “upper” or “lower”
stratum, respectively. Cohort and physician characteristics
were mapped to HRR and visualized using ArcGIS (Version
10.7.1; Environmental Systems Research Institute, Redlands,
CA).

2.5 | Statistical methods

Bivariate associations between study variables and receipt
of the ODX test among patients with assigned medical on-
cologists were first assessed by two-sided Pearson's chi-
squared test for independence for categorical variables or
Mann-Whitney U-tests for medians. Adoption of the ODX
test among physicians treating at least one cohort patient and
receipt of the test by cohort patients were modeled as binary
outcomes using multilevel logistic regression with a random
effect for physician HRR or for both the patient's primary
medical oncologist and HRR of residence, respectively.
Recognizing that high volume physicians are more likely to
have an earlier encounter with an eligible patient, we also
modeled ODX adoption in each time period stratified by the

volume of cohort patients seen by each medical oncologist.
Pearson's correlation test coefficients and p-values were cal-
culated for HRR-level analyses.

3 | RESULTS

Altogether, 302,826 women with incident breast cancer were
identified in Medicare claims over the 2008-2011 period. Of
the final cohort patients with an assigned medical oncolo-
gist (N = 156,229), 18,244 (11.7%) received the ODX test
(Table 1). Patients who received the ODX test over the study
period were more often younger, white, seen by two or more
medical oncologists, and rural-residing, as compared to pa-
tients not receiving the test. Prescribers of ODX (N = 7689)
were composed of 73.6% medical oncologists and 21.1% sur-
geons. Patient volume was strongly associated with adoption
among medical oncologists in both the early and late time
periods (Table 2 and Table S2).

Adjusted physician-level analyses showed medical oncol-
ogists were more likely to adopt in the early time period if
they were female, treated a higher volume of breast cancer
patients, had more patient-sharing ties to surgeons, and had
fewer patient-sharing ties to medical oncologists (Table S3).
Patient-level factors associated with receiving ODX during
the early time period included younger age, white race, and
being seen by two or more medical oncologists (Table S4).

To test the hypothesis that exposure to ODX testing
through prior peer network connections would increase a

TABLE 1 Patient characteristics among

No ODX ODX . . .
N = 137,985 N = 18244 P cohoﬁ members .w1th an assigned primary
medical oncologist (2008-2011)
Age at diagnosis 65-69 34,696 (25.1%) 7560 (41.4%) <0.001
70-75 34,043 (24.7%) 6165 (33.8%) —
76-79 30,008 (21.7%) 3190 (17.5%) —
80+ 39,238 (28.4%) 1329 (7.3%) —
Race White 123,662 (89.6%) 16,735 (91.7%) <0.001
Black 10,050 (7.3%) 1005 (5.5%) —
Other 4273 (3.1%) 504 (2.8%) —
Treated at Teaching 33,609 (24.4%) 4551 (24.9%) 0.084
Hospital
Visited Two or 39,743 (28.8%) 6274 (35.4%) <0.001
More Medical
Oncologists
Region Northeast 26,022 (18.9%) 3236 (17.7%) <0.001
Midwest 34,105 (24.4%) 4982 (25.8%) —
South 53,429 (38.7%) 7332 (40.2%) —
West 24,429 (17.7%) 2968 (16.3%) —
Rural 28,759 (20.8%) 4038 (22.1%) <0.001

Abbreviations: ODX, Oncotype DX.
*Two-sided Chi-squared test p-values
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TABLE 2 Characteristics of medical oncologists in the late period (2010-2011)

Gender Female
Patient volume 1-4
5-9
10-19
20+
Number of Patient-Sharing Ties to Medical
Oncologists (median [IQR])
Number of Patient-Sharing Ties to Surgeons (median
[IQR])
Connection to Early Adopter Medical Oncologist None
Co-Location

Patient-Sharing

Both
Connection to Early Adopter Surgeon None

Co-Location

Patient-Sharing

Both

Abbreviations: IQR, interquartile range.

Non-adopter Adopter

N = 2505 N = 1260 p*

587 (23.4%) 318 (25.2%) 0.24
1210 (48.3%) 185 (14.7%) <0.001
575 (23.0%) 351 (28.9%) —
412 (16.4%) 471 (37.4%) —
308 (12.3%) 253 (20.1%) —
5[2,11] 9 [6,14] <0.001
0[0,2] 1[0,4] <0.001
651 (26.0%) 151 (12.0%) <0.001
1039 (41.5%) 571 (45.3%) —
76 (3.0%) 29 (2.3%) —
739 (29.5%) 509 (40.4%) —
985 (39.3%) 302 (24.0%) <0.001
1169 (36.7%) 713 (56.6%) —
28 (1.1%) 19 (1.5%) —
323 (12.9%) 226 (17.9%) —

*Two-sided Chi-squared test p-values for categorical variables, Mann—Whitney U-test p-values for medians

physician's likelihood of adopting the test, we examined
how connections to early adopters impacted uptake of ODX
among medical oncologists in the late time period (Table 3).
We found that co-location with an early adopting medical on-
cologist increased the odds of adoption by 1.38-fold (95%
confidence interval [CI] = 1.04-1.83). Medical oncologists
were also more likely to adopt ODX if they were connected
to an early adopting surgeon through co-location (odds ratio
[OR] = 1.25, 95% CI = 1.00-1.58) and patient-sharing
(OR = 1.85, 95% CI (0.93,3.67), but these relationships did
not achieve statistical significance at the p < 0.05 level.

To examine the effects of physician peer influence while
accounting for patient-level variables, we then modeled its
impact on patient receipt of ODX over 2010-2011 (Table 4).
As we also observed in the early time period, younger age at
diagnosis, having a female primary medical oncologist, and
being seen by two or more medical oncologists were associ-
ated with an increased likelihood of receiving the test. Black
patients were over 30% less likely to receive the test, and
other non-white patients were 13% less likely to be tested. A
patient's primary medical oncologist's connection to an early
adopter surgeon by co-location was positively associated with
the patient receiving ODX (OR = 1.17,95% CI = 1.04-1.32),
as well as was combined co-location and patient-sharing
(OR = 1.17, 95% CI = 1.03-1.34). Interestingly, in adjusted
analyses of both medical oncologist-level adoption and pa-
tient-level receipt of ODX, a medical oncologist's number

of patient-sharing ties to surgeons was positively associated
with ODX use, while the number of ties to other medical on-
cologists was consistently negatively associated with use of
the test.

As high-volume medical oncologists are more likely to
have an earlier encounter with a patient eligible for ODX
compared with low volume physicians, we stratified medical
oncologists by patient volume (Tables S5 and S6). We found
the effects of exposure to ODX through the peer network were
most pronounced among low volume medical oncologists
but were attenuated among those with higher patient volume.
Among low volume medical oncologists, sharing patients
with an early-adopting surgeon corresponded to a 3.86-fold
increase (95% CI = 1.08-13.86), co-location with an early
adopting medical oncologist corresponded to a 2.12-fold in-
crease (95% CI = 1.24-3.62), and combined co-location and
sharing patients with an early-adopting medical oncologist
corresponded to a 2.85-fold increase (95% CI = 1.50-5.42)
in the likelihood of adopting ODX.

3.1 | Geographic variation in ODX and
breast cancer care

Finally, we explored regional variation of ODX practices
across HRRs. Rates of ODX receipt among patients by
HRR (Figure 1A) were consistent with previous findings
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TABLE 3 Medical oncologist-level model of the association between 2010 and 2011 adoption of oncotype DX with geographic and patient-

sharing connections to early adopters®

Gender (Ref: Male)
Patient Volume (Ref: 1-4)

Number of Patient-Sharing Ties to
Medical Oncologists

Number of Patient-Sharing Ties to
Surgeons

Connection to Early Adopter
Medical Oncologist (Ref: None)

Connection to Early Adopter
Surgeon (Ref: None)

N = 3765
Female
5-9
10-19
20+

Co-Location

Patient-Sharing
Both

Co-Location

Patient-Sharing
Both

Crude OR Adjusted” OR

(95% CI) p (95% CI) p

1.11 (0.94,1.31) 0.20 1.11 (0.93,1.33) 0.24
4.00 (3.24,4.93) <0.001 4.19 (3.35,5.25) <0.001
7.49 (6.07,9.24) <0.001 8.09 (6.30,10.40) <0.001
5.40 (4.27,6.82) <0.001 6.50 (4.61,9.17) <0.001
1.04 (1.04,1.05) <0.001 0.96 (0.95,0.98) <0.001
1.15 (1.11,1.18) <0.001 1.08 (1.04,1.13) <0.001
2.37(1.92,2.93) <0.001 1.38 (1.04,1.83) 0.03
1.66 (1.03,2.67) 0.03 0.98 (0.58,1.67) 0.95
2.97 (2.39,3.68) <0.001 1.19 (0.88,1.63) 0.25
2.02 (1.72,2.39) <0.001 1.25 (1.00,1.58) 0.05
2.27(1.23,4.22) <0.001 1.85 (0.93,3.67) 0.07
2.31(1.85,2.89) <0.001 1.13 (0.85,1.52) 0.39

Abbreviations: CI, confidence interval; HRR, hospital referral region; OR, odds ratio; RUCA, rural-urban commuting area.

*Mixed-effects logistic regression of adoption by the end of 2011, Random effect for HRR.

PAlso adjusted for census region, RUCA designation, area poverty, as well as HRR Medicare Advantage participation, minority population size, and per capita

physicians and medical oncologists.

by Lynch and colleagues.® We stratified the HRRs into
an upper and lower strata based on cohort patient volume
over 2008-2011; HRRs in upper stratum had a median of
1090 patients (interquartile range [IQR] = 867-1436) and
those in the lower stratum had a median of 284 patients
(IQR = 179-426). The median number of ODX prescrib-
ers per HRR in the lower stratum was 13 (IQR = 7-19),
whereas the upper stratum had many more prescribers
(median = 51, IQR = 38-74). Given the observed impor-
tance of surgeons’ peer network influence on the adop-
tion and diffusion of the test among medical oncologists,
we assessed the proportion of ODX prescribers who were
surgeons in a given HRR (Figure 1B). This was positively
correlated with the proportion of patients receiving the
test in the lower stratum (p = 0.234, p < 0.001) and upper
stratum (p = 0.0402, p < 0.001), indicating the potential
importance of surgeon prescribers, especially in smaller
health care markets. We also observe considerable vari-
ability across HRRs in the percent of cohort patients
treated by two or more medical oncologists (Figure 1C),
which we had observed to be a significant predictor of
ODX testing in our patient-level models. The percent of
patients having been seen by two or more medical on-
cologists was positively correlated with the percent of
patients receiving ODX in the upper stratum (p = 0.257,
p =0.02).

4 | DISCUSSION

Using claims from the full nationwide Medicare beneficiary
data over 2008-2011, we identified a number of patient, phy-
sician, and regional attributes associated with the use and
dissemination of ODX. Compared with previously reported
national Medicare and Surveillance, Epidemiology, and End
Results (SEER)-Medicare data, we found similar regional
patterns of ODX testing and a comparable proportion of pre-
scribers who were medical oncologists (73.6%), though the
proportion of prescribers who were surgeons in our national
cohort (21.1%) appears slightly greater than that reported for
SEER-Medicare.”'? Consistent with other studies, we found
that younger patient age, white race, and having a female
medical oncologist were positively associated with receiving
ODX. 781016

Patient volume was a strong predictor of ODX adoption
in all physician-level models. Hospital and physician-level
patient volume have been positively associated with best
practices and improved outcomes in breast cancer care.!"¥
Previous work has also indicated that physicians with larger
patient numbers and prescribing volumes are more likely to
adopt new treatments.**

Our results provide additional evidence of peer influence
by early adopting medical oncologists through patient-shar-
ing as seen in recent analyses of ODX adoption,16 but our
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TABLE 4 Patient-level model of oncotype DX receipt in 2010-2011?

N = 76,359
Patient predictors
Age (Ref: 65-69) 70-74
75-79
80+
Race (Ref: White) Black
Other
Treated at Teaching Hospital
Visited Two or More Medical Oncologists
(Ref: 1)
Rural (Ref: Urban)
Area Poverty >20%
Primary medical oncologist predictors
Gender (Ref: Male) Female
Patient Volume (Ref: 1-4) 5-9
10-19
20+

Number of Patient-Sharing Ties to Medical
Oncologists

Number of Patient-Sharing Ties to Surgeons

Connection to Early Adopter Medical Co-Location

Oncologist (Ref: None)

Patient-Sharing

Both
Connection to Early Adopter Surgeon (Ref: Co-Location
None)
Patient-Sharing
Both
Region (Ref: Northeast) Midwest
South
West
HRR predictors
% with Medicare Advantage Top 50 Percentile
% Black Top Quintile
% Hispanic Top Quintile
% Other Race Top Quintile

Physicians per capita Bottom Quintile

Medical Oncologists per capita Bottom Quintile

Abbreviations: CI, confidence interval; HRR, hospital referral region; OR, odds ratio.
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Crude OR Adjusted OR

95% CI) P (95% CI) P

0.87 (0.82,0.92) <0.001 0.87 (0.83,0.92) <0.001
0.52 (0.49,0.55) <0.001 0.52 (0.49,0.55) <0.001
0.16 (0.15,0.17) <0.001 0.16 (0.15,0.17) <0.001
0.69 (0.62,0.76) <0.001 0.62 (0.56,0.68) <0.001
0.92 (0.80,1.05) 0.19 0.87 (0.76,1.00) 0.05
1.07 (1.01,1.15) 0.03 1.00 (0.94,1.07) 0.99
1.28 (1.22,1.35) <0.001 1.14 (1.09,1.20) <0.001
1.12 (1.05,1.19) <0.001 1.07 (1.00,1.14) 0.05
0.99 (0.92,1.06) 0.71 1.00 (0.92,1.08) 0.97
1.09 (1.02,1.17) 0.02 1.09 (1.01,1.17) 0.02
1.19 (1.02,1.40) 0.03 1.15 (0.97,1.36) 0.10
1.18 (1.02,1.37) 0.03 1.09 (0.93,1.28) 0.28
1.04 (0.90,1.21) 0.59 0.92 (0.77,1.10) 0.36
1.00 (1.00,1.00) 0.35 1.00 (0.99,1.00) 0.23
1.00 (0.99,1.01) 0.51 1.00 (0.99,1.02) 0.65
1.22 (1.04,1.43) 0.007 1.16 (0.96,1.40) 0.13
1.15(0.84,1.57) 0.39 1.14 (0.82,1.58) 0.44
1.23 (1.06,1.44) 0.01 1.18 (0.97) 0.09
1.19 (1.08,1.31) <0.001 1.17 (1.04,1.32) 0.008
0.95 (0.67,1.35) 0.76 0.93 (0.65,1.35) 0.71
1.16 (1.05,1.30) 0.004 1.17 (1.03,1.34) 0.02
1.05 (0.93,1.18) 0.47 1.04 (0.92,1.18) 0.54
1.03 (0.92,1.15) 0.58 0.96 (0.85,1.08) 0.51
0.91 (0.80,1.04) 0.15 0.90 (0.78,1.03) 0.13
0.88 (0.82,0.95) 0.001 0.90 (0.83,0.97) 0.008
1.13 (1.04,1.24) 0.005 1.11 (1.01,1.23) 0.03
0.98 (0.90,1.07) 0.61 1.06 (0.95,1.18) 0.32
0.96 (0.88,1.04) 0.29 0.97 (0.88,1.08) 0.56
0.95 (0.85,1.07) 0.40 1.01 (0.89,1.14) 0.91
0.89 (0.79,0.99) 0.03 0.91 (0.80,1.03) 0.14

“Mixed-effects logistic regression, Random effects for primary medical oncologist and HRR.

works adds to this literature in several ways. First, we found
that links between surgeons and medical oncologists identi-
fied through co-location capture an important aspect of in-
novation diffusion unmeasured when connections are only
identified through patient-sharing. This finding is also con-
sistent with recent work showing expanded prescribing of

new cancer drugs geographically clustered near physicians
involved with clinical trials related to these treatments.*
Second, when stratifying by patient volume, we observed the
strongest peer effects for low volume physicians. Low vol-
ume physicians may be more reliant on peers for changing
their practice patterns to be consistent with new guidelines,
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a hypothesis that could be tested in future work. Third, by
considering patient-sharing across specialties, we found
that early-adopting surgeons may have played an important
role in the diffusion of ODX among medical oncologists.
The ordering of ODX by surgeons has been considered as a
means to reduce delays in initiation of treatment following
ODX testing.*® Surveys on the utilization of genomic tests in
cancer care typically focus on medical oncologists, although
some also include surgical oncologist59’32’33; as such, the lim-
ited knowledge available on overp'all surgeon perspectives
in this realm may warrant further study. Previous work has
suggested that surgeon-initiated ODX testing protocols are
unlikely to lead to inappropriate overuse of the test.*’ Since
the percent of patients receiving ODX in an HRR was pos-
itively correlated with the percent of surgeon prescribers, it
may be the case that health systems with surgeon-initiated

FIGURE 1 Regional Variation in
Oncotype DX Practice Patterns (2008—
2011). Numbers indicate (A) the percent of
total cohort patients receiving the Oncotype
DX (ODX) test, (B) the percent of ODX-
prescribing physicians who were surgeons,
and (C) the percent of cohort patients
treated by two or more medical oncologists
by hospital referral region (HRR). The
boundaries of HRRs were bolded if they
were above the 75th-percentile of total

[ 157%-10.3%

[ 10.3%- 13.8%
B 13.8%-17.6%
I 17.6%- 23.8%
I 23.8%- 35.0%

cohort patients treated. White areas indicate
HRRs where proportions would have

involved patient counts fewer than 11

[70.0%-59%
[ 5.9%-16.0%

I 16.0%- 26.3%
I 26.3%-38.1%
Il 38.1%- 63.6%

[110.3%-18.9%
[ 18.9%-26.2%
N 26.2%- 34.9%
I 34.9%- 49.0%
Il 49.0%- 81.6%

testing protocols facilitated efficient and appropriate uptake
of the test. Increased adoption among medical oncologists
co-located with early adopters may also be explained by par-
ticipation in a molecular, precision medicine, or other multi-
disciplinary tumor board, where discussion regarding similar
patients may offer opportunities for information exchange
and the updating of a prior non-adopter's testing protocols.
Our study also uncovered an association between seeing
two or more medical oncologists and ODX testing. While
we cannot say using administrative data whether the patient
sought out a second opinion, an earlier study found an associ-
ation between seeking second opinions and ODX testing, par-
ticularly among patients receiving intermediate RS results.*®
Factors such as patient education, physician-patient commu-
nication, and clinical cases requiring significant patient input
on decision making can motivate the use of second opinions
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in breast cancer 0n(:010gy.38’39 Informed patients advocating
for themselves, as has been speculated might play a role in
increasing the rates of hereditary BRCA testing and risk-re-
ducing mastectomyfm’41 could represent a driver of second
opinion-seeking, physician ODX adoption, and future pre-
scribing by the physician of ODX for other patients. It is also
possible that patients who are high utilizers of health care
may be more likely to visit two or more medical oncologists
and more likely to receive ODX testing. Our findings support
further exploration of patterns of second opinion-seeking rel-
ative to patient access to new medical technologies.

Patient-sharing networks are a promising approach for
exploring how the relationships between physicians impacts
health care utilization, costs, and quality.29’42‘43 Strengths of
our study design include our use of a national breast cancer
physician network based on patient-sharing and co-location.
A national network reduces biases that may be introduced
when the network is constrained by a geographic boundary
(e.g., state), which can impact the accuracy of network mea-
sures.** Many cancer provider network studies are limited
to small areas or subsamples of the SEER-Medicare-linked
database, which has the benefit of additional clinical and de-
mographic details but may underrepresent certain types of
patients, such as patients who are rural—residing.45 Our work
highlights the added insight that can be gleaned from these
networks by integrating networks that capture relationships
through geographic proximity.*® While previous work has
distinguished within-hospital from between-hospital pa-
tient-sharing ties,* this study defines mutually exclusive ties
based on whether physicians share patients, are co-located,
or both. Our results provide evidence that co-location with
adopters is an important exposure to consider when examin-
ing adoption of genomic testing in breast cancer.

Our study has several limitations. First, we relied on an
established claims-based algorithm to identify incident breast
cancer patients for our study cohort and as such we are lim-
ited by the sensitivity and specificity of this methodology.
Second, the number of patients shared by any pair of physi-
cians likely represents a lower bound of all shared patients,
since they may also share breast cancer patients not enrolled
in Medicare or not identified in claims. Third, although we
implemented an established algorithm to exclude patients
unlikely to be eligible for ODX testing, stage and other clin-
icopathological characteristics are not directly defined in
claims data but impact a patient's eligibility for ODX. Fourth,
we did not examine the uptake of other molecular assays by
physicians, whether patients received these, or what associ-
ations might have existed between the use of other tests and
ODX, as has been examined by others.®’ Fifth, our study
does not directly account for information routes exogenous
to the identified peer networks, such as publication dates of
individual clinical studies, periods specific to physician-ori-
ented or direct-to-patient advertising efforts, health policy
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modifications, or health facility administrative changes that
may have influenced testing rates; however, these may in
some cases coincide with or be detected as co-location ex-
posure, even if co-located physicians do not personally
interact. Sixth, our results may not be generalizable to pop-
ulations outside of the Medicare fee-for-service population,
and we were unable to capture ODX prescribing for patients
under 65 years of age, which may have impacted the early
adopter status of physicians, especially those who saw fewer
Medicare patients. Finally, although we examined the associ-
ation between peer use of ODX in the early time period and
subsequent adoption in the late time period, our findings are
observational and should not be considered causal.

Overall, our study further supports an important role for
physician peer networks in the adoption and diffusion of
novel treatment and molecular testing modalities in cancer
care, while also highlighting the role surgeons may play in
this process. We expect that future work defining peer net-
works through co-location and patient-sharing ties will pro-
vide important insight into the role of peer influence on the
diffusion of cancer care innovations. This work demonstrates
the potential for the wider use of claims data to study geo-
graphic variation in clinical practice, the diffusion of inno-
vations across provider networks, and disparities in patient
access to the newest medical technologies.

ACKNOWLEDGMENTS
The authors thank Jonathan Skinner for his advice in data
analysis and interpretation.

AUTHOR CONTRIBUTIONS

Ronnie Zipkin: Conceptualization, data curation, formal anal-
ysis, investigation, methodology, software, visualization, and
writing—original draft. Andrew Schaefer: Data curation, in-
vestigation, methodology, resources, software, and visualiza-
tion. Mary Chamberlin: Conceptualization, writing—review,
and editing. Tracy Onega: Conceptualization, writing—re-
view, and editing. Alistair J. O'Malley: Conceptualization,
methodology, supervision, writing—review, and editing.
Erika L. Moen: Conceptualization, data curation, formal
analysis, funding acquisition, investigation, methodology,
project administration, resources, software, supervision, and
writing—original draft.

DATA AVAILABILITY STATEMENT

The administrative data underlying this article were provided
by the Centers for Medicare and Medicaid Service (CMS)
under Data Use Agreement #52234. These data contain
patient protected health information and cannot be shared
outside of the members of this study, as specified by the
agreement with the Research Data Assistance Center at
CMS. Physician Compare, National Provider Identifier, and
Geographic Variation public use data used in this study are



ZIPKIN ET AL.

ﬂl—Wl LE Y-Cancer Medicine
available through CMS: [https://download.cms.gov/nppes/
NPI_Files.html,  https://data.medicare.gov/data/physician-
compare, https://www.cms.gov/Research-Statistics-Data-
and-Systems/Statistics-Trends-and-Reports/Medicare-Geogr
aphic-Variation/GV_PUF]. Medicare coding trends and hos-
pital and physician capacity measures used herein are avail-
able through the Dartmouth Atlas of Healthcare. The datasets
were derived from sources in the public domain: [https://
atlasdata.dartmouth.edu/downloads/supplemental#coding_
trends, https://atlasdata.dartmouth.edu/downloads/gener
al#hospital_capacity]. Small Area Income and Poverty
Estimates were obtained through US Census Bureau public
domain data: [https://www.census.gov/programs-surveys/
saipe.html]. Rural-Urban Commuting Area designations were
made available to the public domain by the US Department
of Agriculture Economic Service: [https://www.ers.usda.
gov/data-products/rural-urban-commuting-area-codes/].

ORCID
Ronnie Zipkin
Tracy Onega

https://orcid.org/0000-0001-7616-8318
https://orcid.org/0000-0002-1633-3040

REFERENCES

1. DeSantis CE, Ma J, Gaudet MM, et al. Breast cancer statistics,
2019. CA A Cancer J Clin. 2019;69(6):438-451. https://doi.
org/10.3322/caac.21583.

2. Sparano JA, Gray RJ, Makower DF, et al. Adjuvant chemother-
apy guided by a 21-gene expression assay in breast cancer. N Engl
J Med. 2018;379(2):111-121. https://doi.org/10.1056/NEJMo
al804710.

3. Zhang L, Hsieh M-C, Petkov V, Yu Q, Chiu Y-W, Wu X-C. Trend
and survival benefit of Oncotype DX use among female hormone
receptor-positive breast cancer patients in 17 SEER registries,
2004-2015. Breast Cancer Res Treat. 2020;180(2):491-501.
https://doi.org/10.1007/s10549-020-05557-x.

4. Sparano JA, Gray RJ, Makower DF, et al. Clinical outcomes in
early breast cancer with a high 21-gene recurrence score of 26
to 100 assigned to adjuvant chemotherapy plus endocrine ther-
apy: a secondary analysis of the TAILORx randomized clinical
trial. JAMA Oncol. 2020;6(3):367. https://doi.org/10.1001/jamao
ncol.2019.4794.

5. Albain KS, Barlow WE, Shak S, et al. Prognostic and predictive
value of the 21-gene recurrence score assay in postmenopausal
women with node-positive, oestrogen-receptor-positive breast
cancer on chemotherapy: a retrospective analysis of a randomised
trial. Lancet Oncol. 2010;11(1):55-65. https://doi.org/10.1016/
S1470-2045(09)70314-6.

6. Parsons BM, Landercasper J, Smith AL, Go RS, Borgert AJ,
Dietrich LL. 21-Gene recurrence score decreases receipt of che-
motherapy in ER+ early-stage breast cancer: an analysis of the
NCDB 2010-2013. Breast Cancer Res Treat. 2016;159(2):315-
326. https://doi.org/10.1007/310549-016-3926-5.

7. SuKW, Hall J, Soulos PR, et al. Association of 21-gene recurrence
score assay and adjuvant chemotherapy use in the medicare pop-
ulation, 2008-2011. J Geriatric Oncol. 2016;7(1):15-23. https:/
doi.org/10.1016/j.jg0.2015.11.002.

10.

11.

14.

15.

16.

20.

21.

22.

Lynch JA, Berse B, Coomer N, Kautter J. 21-Gene recurrence
score testing among Medicare beneficiaries with breast cancer
in 2010-2013. Genet Med. 2017;19(10):1134-1143. https://doi.
org/10.1038/gim.2017.19.

Murciano-Goroff YR, McCarthy AM, Bristol MN, et al. Uptake of
BRCA 1/2 and oncotype DX testing by medical and surgical oncol-
ogists. Breast Cancer Res Treat. 2018;171(1):173-180. https://doi.
org/10.1007/s10549-018-4810-2.

Wilson LE, Pollack CE, Greiner MA, Dinan MA. Association
between physician characteristics and the use of 21-gene recur-
rence score genomic testing among Medicare beneficiaries with
early-stage breast cancer, 2008-2011. Breast Cancer Res Treat.
2018;170(2):361-371. https://doi.org/10.1007/s10549-018-4746-6.
Stanek EJ, Sanders CL, Taber KAJ, et al. Adoption of pharma-
cogenomic testing by US physicians: results of a nationwide
survey. Clin Pharmacol Ther. 2012;91(3):450-458. https://doi.
org/10.1038/clpt.2011.306.

Patil D, Issa AM. Factors affecting the adoption and use of gene ex-
pression profiling by oncologists in clinical practice. Personalized
Med. 2015;12(1):33-42. https://doi.org/10.2217/pme.14.62.

ML, Landon BE, O’Malley AJ, Keating NL,
Christakis NA. Mapping physician networks with self-re-
ported and administrative data: mapping physician net-
works. Health Serv Res. 2011;46(5):1592-1609. https://doi.
org/10.1111/j.1475-6773.2011.01262 x.

Pollack CE, Soulos PR, Gross CP. Physician’s peer exposure and

Barnett

the adoption of a new cancer treatment modality: peer exposure
and brachytherapy. Cancer. 2015;121(16):2799-2807. https://doi.
org/10.1002/cncr.29409.

Pollack CE, Soulos PR, Herrin J, et al. The impact of social con-
tagion on physician adoption of advanced imaging tests in breast
cancer. J Natl Cancer Inst. 2017;109(8): https://doi.org/10.1093/
jnci/djw330.

Rotter J, Wilson L, Greiner MA, Pollack CE, Dinan M. Shared-
patient physician networks and their impact on the uptake of genomic
testing in breast cancer. Breast Cancer Res Treat. 2019;176(2):445-
451. https://doi.org/10.1007/s10549-019-05248-2.

Manchanda P, Xie Y, Youn N. The role of targeted communication
and contagion in product adoption. Mark Sci. 2008;27(6):961-976.
https://doi.org/10.1287/mksc.1070.0354.

Liu Q, Gupta S. A micro-level diffusion model for new
drug adoption: a micro model for new drug adoption.
J Prod Innov Manag. 2012;29(3):372-384. https://doi.
org/10.1111/j.1540-5885.2012.00912.x.

Bronson MR, Kapadia NS, Austin AM, et al. Leveraging linkage
of cohort studies with administrative claims data to identify indi-
viduals with cancer. Med Care. 2018;56(12):e83-e89. https://doi.
org/10.1097/MLR.0000000000000875.

Coding Trends. Dartmouth Atlas of Healthcare Supplemental
Research Data. https://atlasdata.dartmouth.edu/downloads/suppl
emental#coding_trends. Accessed November 23, 2018.

Smith GL, Shih Y-CT, Giordano SH, Smith BD, Buchholz
TA. A method to predict breast cancer stage using Medicare
claims. Epidemiol Perspect Innov. 2010;7(1):1. https://doi.
org/10.1186/1742-5573-7-1.

Herrin J, Soulos PR, Xu X, Gross CP, Pollack CE. An empiric
approach to identifying physician peer groups from claims data: an
example from breast cancer care. Health Serv Res. 2019;54(1):44-
51. https://doi.org/10.1111/1475-6773.13095.



ZIPKIN ET AL.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

Rural-Urban Commuting Area Codes. United States Department
of Agriculture Economic Research Service. https://www.ers.usda.
gov/data-products/rural-urban-commuting-area-codes. Accessed
May 30, 2019.

United States Census Bureau. Small area income and poverty es-
timates.  https://www.census.gov/programs-surveys/saipe.html.
Accessed June 6, 2019.

Hospital and Physician Capacity Measures. Dartmouth Atlas of
Healthcare General Atlas Rates. https://atlasdata.dartmouth.edu/
downloads/general#hospital_capacity. Accessed February 3, 2020.
Centers for Medicare and Medicaid Services. Medicare geographic
variation public use file. https://www.cms.gov/Research-Stati
stics-Data-and-Systems/Statistics-Trends-and-Reports/Medicare-
Geographic-Variation/GV_PUF. Accessed February 3, 2020.
Centers for Medicare and Medicaid Services Physician Compare
Datasets. Physician Compare National Downloadable File. https://
data.medicare.gov/data/physician-compare. Accessed November
28, 2018.

Centers for Medicare and Medicaid Services National Plan and
Provider Enumeration System. NPI National Downloadable
File. https://download.cms.gov/nppes/NPI_Files.html. Accessed
February 11, 2019.

Keating NL, O’Malley AJ, Onnela J-P, Gray SW, Landon BE.
Association of physician peer influence with subsequent physician
adoption and use of bevacizumab. JAMA Netw Open. 2020;3(1):
€1918586. https://doi.org/10.1001/jamanetworkopen.2019.18586.
Dinan MA, Mi X, Reed SD, Hirsch BR, Lyman GH, Curtis LH.
Initial trends in the use of the 21-gene recurrence score assay for
patients with breast cancer in the medicare population, 2005—
2009. JAMA Oncol. 2015;1(2):158. https://doi.org/10.1001/jamao
ncol.2015.43.

Yen TWEF, Pezzin LE, Li J, Sparapani R, Laud PW, Nattinger AB.
Effect of hospital volume on processes of breast cancer care: A
National Cancer Data Base study: Hospital Volume and Processes
of Care. Cancer. 2017;123(6):957-966. https://doi.org/10.1002/
cncr.30413.

Katz SJ, Bondarenko I, Ward KC, et al. Association of attending
surgeon with variation in the receipt of genetic testing after diag-
nosis of breast cancer. JAMA Surg. 2018;153(10):909. https://doi.
org/10.1001/jamasurg.2018.2001.

Kurian AW, Li Y, Hamilton AS, et al. Gaps in incorporating
germline genetic testing into treatment decision-making for ear-
ly-stage breast cancer. JCO. 2017;35(20):2232-2239. https://doi.
0rg/10.1200/JC0O.2016.71.6480.

Lubloy A. Factors affecting the uptake of new medicines: a sys-
tematic literature review. BMC Health Serv Res. 2014;14(1):469.
https://doi.org/10.1186/1472-6963-14-469.

Agha L, Molitor D. The local influence of pioneer investigators
on technology adoption: evidence from new cancer drugs. Rev
Econom  Statist. 2018;100(1):29-44.  https://doi.org/10.1162/
REST_a_00670.

Losk K, Freedman RA, Lin NU, et al. Implementation of sur-
geon-initiated gene expression profile testing (Oncotype DX)
among patients with early-stage breast cancer to reduce delays in
chemotherapy initiation. JOP. 2017;13(9):e815-e820. https://doi.
org/10.1200/JOP.2017.023788.

Natsuhara KH, Losk K, King TA, et al. Impact of genomic assay test-
ing and clinical factors on chemotherapy use after implementation

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

o 1263
Cancer Medicine —W[ ]_EYJ—

of standardized testing criteria. The Oncology. 2019;24(5):595-
602. https://doi.org/10.1634/theoncologist.2018-0154.

Kurian AW, Friese CR, Bondarenko I, et al. Second opinions from
medical oncologists for early-stage breast cancer: prevalence, cor-
relates, and consequences. JAMA Oncol. 2017;3(3):391. https://
doi.org/10.1001/jamaoncol.2016.5652.

Hillen MA, Medendorp NM, Daams JG, Smets EMA. Patient-
driven second opinions in oncology: a systematic review. The
Oncology. 2017;22(10):1197-1211. https://doi.org/10.1634/theon
cologist.2016-0429.

Liede A, Cai M, Crouter TF, Niepel D, Callaghan F, Evans DG. Risk-
reducing mastectomy rates in the US: a closer examination of the
Angelina Jolie effect. Breast Cancer Res Treat. 2018;171(2):435-
442. https://doi.org/10.1007/s10549-018-4824-9.

Chen Z, Kolor K, Grosse SD, et al. Trends in utilization and costs
of BRCA testing among women aged 18-64 years in the United
States, 2003-2014. Genet Med. 2018;20(4):428-434. https://doi.
org/10.1038/gim.2017.118.

Pollack CE, Weissman GE, Lemke KW, Hussey PS, Weiner JP.
Patient sharing among physicians and costs of care: a network
analytic approach to care coordination using claims data. J Gen
Intern Med. 2013;28(3):459-465. https://doi.org/10.1007/s1160
6-012-2104-7.

Hussain T, Chang H-Y, Veenstra CM, Pollack CE. Collaboration
between surgeons and medical oncologists and outcomes for pa-
tients with stage III colon cancer. JOP. 2015;11(3):e388-¢397.
https://doi.org/10.1200/JOP.2014.003293.

Costenbader E, Valente TW. The stability of centrality measures
when networks are sampled. Social Networks. 2003;25(4):283-
307. https://doi.org/10.1016/S0378-8733(03)00012-1.

Blake KD, Moss JL, Gaysynsky A, Srinivasan S, Croyle RT.
Making the case for investment in rural cancer control: an analysis
of rural cancer incidence, mortality, and funding trends. Cancer
Epidemiol Biomarkers Prev. 2017;26(7):992-997. https://doi.
org/10.1158/1055-9965.EPI-17-0092.

Yaraghi N, Du AY, Sharman R, et al. Professional and geographical
network effects on healthcare information exchange growth: does
proximity really matter? J Am Med Inform Assoc. 2014;21(4):671-
678. https://doi.org/10.1136/amiajnl-2012-001293.

Moen EL, Bynum JP, Skinner JS, O’Malley AJ. Physician network
position and patient outcomes following implantable cardioverter
defibrillator therapy. Health Services Res. 2019;1475-6773.

SUPPORTING INFORMATION
Additional supporting information may be found online in
the Supporting Information section.

How to cite this article: Zipkin R, Schaefer A,
Chamberlin M, Onega T, O’Malley AJ, Moen EL.
Surgeon and medical oncologist peer network effects on
the uptake of the 21-gene breast cancer recurrence score
assay. Cancer Med. 2021;10:1253-1263. https://doi.
org/10.1002/cam4.3720



https://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes
https://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes
https://www.census.gov/programs-surveys/saipe.html
https://atlasdata.dartmouth.edu/downloads/general#hospital_capacity
https://atlasdata.dartmouth.edu/downloads/general#hospital_capacity
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Medicare-Geographic-Variation/GV_PUF
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Medicare-Geographic-Variation/GV_PUF
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Medicare-Geographic-Variation/GV_PUF
https://data.medicare.gov/data/physician-compare
https://data.medicare.gov/data/physician-compare
https://download.cms.gov/nppes/NPI_Files.html
https://doi.org/10.1001/jamanetworkopen.2019.18586
https://doi.org/10.1001/jamaoncol.2015.43
https://doi.org/10.1001/jamaoncol.2015.43
https://doi.org/10.1002/cncr.30413
https://doi.org/10.1002/cncr.30413
https://doi.org/10.1001/jamasurg.2018.2001
https://doi.org/10.1001/jamasurg.2018.2001
https://doi.org/10.1200/JCO.2016.71.6480
https://doi.org/10.1200/JCO.2016.71.6480
https://doi.org/10.1186/1472-6963-14-469
https://doi.org/10.1162/REST_a_00670
https://doi.org/10.1162/REST_a_00670
https://doi.org/10.1200/JOP.2017.023788
https://doi.org/10.1200/JOP.2017.023788
https://doi.org/10.1634/theoncologist.2018-0154
https://doi.org/10.1001/jamaoncol.2016.5652
https://doi.org/10.1001/jamaoncol.2016.5652
https://doi.org/10.1634/theoncologist.2016-0429
https://doi.org/10.1634/theoncologist.2016-0429
https://doi.org/10.1007/s10549-018-4824-9
https://doi.org/10.1038/gim.2017.118
https://doi.org/10.1038/gim.2017.118
https://doi.org/10.1007/s11606-012-2104-7
https://doi.org/10.1007/s11606-012-2104-7
https://doi.org/10.1200/JOP.2014.003293
https://doi.org/10.1016/S0378-8733(03)00012-1
https://doi.org/10.1158/1055-9965.EPI-17-0092
https://doi.org/10.1158/1055-9965.EPI-17-0092
https://doi.org/10.1136/amiajnl-2012-001293
https://doi.org/10.1002/cam4.3720
https://doi.org/10.1002/cam4.3720

