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LEGAL CAVEAT

IMPORTANT: Please read the following.

The Advisory Board Company has made efforts to verify the accuracy of the information it provides to members. This
report relies on data obtained from many sources, however, and The Advisory Board Company cannot guarantee the
accuracy of the information provided or any analysis based thereon. In addition, The Advisory Board Company is not in
the business of giving legal, medical, accounting, or other professional advice, and its reports should not be construed as
professional advice. In particular, members should not rely on any legal commentary in this report as a basis for action, or
assume that any tactics described herein would be permitted by applicable law or appropriate for a given member’s
situation. Members are advised to consult with appropriate professionals concerning legal, medical, tax, or accounting
issues, before implementing any of these tactics. Neither The Advisory Board Company nor its officers, directors,
trustees, employees and agents shall be liable for any claims, liabilities, or expenses relating to (a) any errors or
omissions in this report, whether caused by The Advisory Board Company or any of its employees or agents, or sources
or other third parties, (b) any recommendation or graded ranking by The Advisory Board Company, or (c) failure of
member and its employees and agents to abide by the terms set forth herein.

The Advisory Board Company has prepared this report for the exclusive use of its members. Each member acknowledges and
agrees that this report and the information contained herein (collectively, the “Report”) are confidential and proprietary to The
Advisory Board Company. By accepting delivery of this Report, each member agrees to abide by the terms as stated herein,
including the following:
1. The Advisory Board Company owns all right, title and interest in and to this Report. Except as stated herein, no right, license,
permission or interest of any kind in this Report is intended to be given, transferred to or acquired by a member. Each member
is authorized to use this Report only to the extent expressly authorized herein.
2. Each member shall not sell, license, or republish this Report. Each member shall not disseminate or permit the use of, and
shall take reasonable precautions to prevent such dissemination or use of, this Report by (a) any of its employees and agents
(except as stated below), or (b) any third party.
3. Each member may make this Report available solely to those of its employees and agents who (a) are registered for the
workshop or membership program of which this Report is a part, (b) require access to this Report in order to learn from the
information described herein, and (c) agree not to disclose this Report to other employees or agents or any third party. Each
member shall use, and shall ensure that its employees and agents use, this Report for its internal use only. Each member may
make a limited number of copies, solely as adequate for use by its employees and agents in accordance with the terms herein.

The Advisory Board is a registered trademark of The Advisory Board Company in the United States and other countries.
Members are not permitted to use this trademark, or any other Advisory Board trademark, product name, service name,
trade name, and logo, without the prior written consent of The Advisory Board Company. All other trademarks, product
names, service names, trade names, and logos used within these pages are the property of their respective holders. Use
of other company trademarks, product names, service names, trade names and logos or images of the same does not
necessarily constitute (a) an endorsement by such company of The Advisory Board Company and its products and
services, or (b) an endorsement of the company or its products or services by The Advisory Board Company. The
Advisory Board Company is not affiliated with any such company.
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4. Each member shall not remove from this Report any confidential markings, copyright notices, and other similar indicia herein.
5. Each member is responsible for any breach of its obligations as stated herein by any of its employees or agents.
6. If a member is unwilling to abide by any of the foregoing obligations, then such member shall promptly return this Report and
all copies thereof to The Advisory Board Company.
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Available Within Your Oncology Roundtable Membership
Over the past several years, the
Oncology Roundtable has developed
numerous resources to assist
program leaders in developing a high
quality cancer program. The most
relevant resources are outlined on the
right. All of these resources are
available in unlimited quantities
through the Oncology Roundtable
membership.

Investment and Strategic Guidance for
Cancer Quality Program Development
The New Quality Mandate

Clinical Quality Dashboards

Building a Quality-Centric Service Line
to Elevate Program Performance

Through an exhaustive search of clinical
literature and national quality reporting
programs, the oncology roundtable has
developed a compendium of quality
metrics covering general cancer center
operations, each of the four major tumor
sites, and palliative care.

•

Developing a quality infrastructure

•

Perfecting data selection

•

Enhancing physician documentation

•

Improving registry performance

Clinical Quality Strategy
25 Imperatives for Instituting a
World-Class Quality Program
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Tools to Create
Best-in-Class Quality Dashboards

•

Select optimal indicators

•

Establish appropriate benchmarks

•

Collect accurate data

•

Secure physician partners

•

Realize market advantage

Cancer Quality Dashboard
Metric Selection Tool
This tool allows members to create their
own customized quality dashboard
populated with metrics most relevant to
their cancer programs. Members can
select desired metrics from a
compendium of lung, breast, colorectal,
and prostate quality indicators and then
export a customized dashboard to
Microsoft Excel.

To Order Via Advisory.com

To Access Data and Analytic Tools

To order copies of these and other Oncology
Roundtable publications please visit our website:
advisory.com/OR/publications

To access these and other Oncology Roundtable
tools, please visit our website:
advisory.com/OR/tools

4

Advisors to Our Work
The Oncology Roundtable would like
to express its deep gratitude to the
individuals and organizations that
shared their insights, analysis, and
time with us. The research team
would especially like to recognize
the following individuals for being
particularly generous with their time
and expertise.

With Sincere Appreciation
Advanced Medical Specialties
Miami, FL
Leonard Kalman, MD
Maggy Pons

Catholic Health Initiatives
Denver, CO
Teresa Heckel
Community Oncology Alliance
Washington, DC
Ted Okon

Aetna, Inc.
Hartford, CT
Ira Klein, MD, MBA
Alamance Regional Medical
Center
Burlington, NC
Brendan Fitzpatrick

Consultants in Medical Oncology
and Hematology
Drexel Hill, PA
John Sprandio, MD
Susan Tofani

Atlantic Health
Summit, NJ
Lydia Nadeau

Evergreen Healthcare
Kirkland, WA
Rose Guerrero

Aurora Health Care
Milwaukee, WI
Marija Weidman

Gundersen Lutheran Health
System
La Crosse, WI
Sarah Archer

Baptist Health South Florida
Coral Gables, FL
Chris Ciocco
Lynda Barcelo
Krista E. Gerdon
Eric Shatanof

Hartford Hospital
Hartford, CT
Laila Mnayer, Ph D
Andrew Salner, MD
Humana Inc.
Louisville, KY
Brian Loy, MD, MBA

Cancer Treatment Centers of
America
Schaumberg, IL
Stephen Bonner
Chris Lis
John Steiner
©2013 THE ADVISORY BOARD COMPANY • ADVISORY.COM • 26460

5

Indiana University Health
Indianapolis, IN
Holly Gold
Doug Schwartzentruber, MD
Sonya Zeller
Intermountain Health Care, Inc.
Salt Lake City, UT
Tom Belnap
Cory Jones
Kansas City Cancer Center
Overland Park, KS
John Hennessy
Lehigh Valley Health Network
Allentown, PA
Gregory Harper, MD
Janelle Sharma
Loyola University Health System
Maywood, IL
Robert Maurer

Massachusetts General Hospital
Boston, MA
Mara Bloom
MD Anderson
Houston, TX
Heidi Albright
Thomas Feeley, MD
Bill Simeone
Melanie Wong

Advisors to Our Work

MedStar Health Baltimore Region
Baltimore, MD
Phyllis Gray

Seattle Cancer Care Alliance
Seattle, WA
Cecilia Zapata

MedStar Health Washington
Region
Washington, DC
Stephanie Heller
Linda Winger

Scripps Health
San Diego, CA
JoAnn Beaudoin
Todd Hoff
Mary Parra
Anika Garcia-Smith

Memorial Health System
Springfield, IL
Linda Jones

St. Mary's Health Care
Grand Rapids, MI
Kenda Klotz
Dan Sherman

New Mexico Cancer Center
Albuquerque, NM
Barbara L. McAneny, MD

St. Joseph Mercy Oakland
Pontiac, MI
Erin Reese-Burks

Oregon Health & Science
University
Portland, OR
Gail Harper
Ann Raish

SSM Health Care
St. Charles, MO
Aaron Robinson

PriorityHealth
Grand Rapids, MI
John Fox, MD

ThedaCare
Appleton, WI
Bill Boyd

Roswell Park Cancer Institute
Buffalo, NY
Stephen Edge, MD
Pam Germain
Dana Fox-Jenkins

Trinity Health
Novi, MI
Julie Sproul

©2013 THE ADVISORY BOARD COMPANY • ADVISORY.COM • 26460

6

UNC Health Care
Chapel Hill, NC
Ian Buchanan, MD
Michael Young
United Healthcare
Minneapolis, MN
Lee Newcomer, MD
Wilshire Oncology Medical Group
Los Angeles, CA
Linda Bosserman, MD

Executive Summary
Moving Beyond Quality to Value
Delivering high quality care lies at the heart of every cancer program. Yet, demonstrating care quality has always been challenging
and will become increasingly so given emerging value-based market mandates. To position themselves for future success, cancer
programs must refine their quality strategy accordingly. With limited resources available to dedicated to cancer-specific quality efforts,
programs must focus on high impact measures that will inflect both quality and cost. While still important, traditional process
measures will no longer be sufficient; they must be integrated into a broader, value-oriented quality strategy.
Building a “Future-Proof” Quality Infrastructure
Once developed, successful execution of quality strategy is largely dependent on organizational infrastructure more specifically,
stakeholder engagement, data reporting processes and accountability. Given the multidisciplinary nature of cancer care, time and
resources must be invested to ensure key stakeholders are engaged and on board with broader quality goals. At the same time,
processes for the thankless task of data collection and reporting must be established, no small task given the diversity in potential
metrics and corresponding data sources. Manual data reporting processes are not sustainable, and unfortunately implementation of
an oncology-specific EMR is only the first step beyond manual reporting. Full automation of quality reporting will require additional
investments in structured documentation and data warehousing capabilities.
Though development of a quality infrastructure is a necessary first step, integrating physicians into this infrastructure is arguably the
most important priority moving forward. New financial relationships with physicians, through employment, clinical co-management,
and other alignment vehicles, should be leveraged to align goals around quality.
Making the Most of Quality Data
While CMS and private payers are not currently focused on oncology-specific quality metrics, cancer programs should not adopt a
“wait and see” approach to their cancer quality strategy. Given the time and resources required, cancer programs must begin building
the infrastructure today if they hope to be able to extract meaningful data in the future.
There is no easy path to establishing a forward-looking quality strategy. Each cancer program must determine its optimal strategy
according to its specific needs and capabilities, available resources, and market dynamics. This publication serves as a strategy road
map for establishing a principled cancer quality strategic plan, suggesting five key goals for cancer programs over the next five years.
We sincerely hope that you will call upon us to facilitate discussions with your team, offer consultative guidance, or provide any other
needed support. As always, we close with appreciation for the opportunity to serve you.
Washington, DC
February 2013
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Oncology Quality State of the Union
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CMS Beginning to Focus on Cancer Quality
Cancer Hospitals to Report on Five Quality Measures

While clinical quality has long been a
top priority for cancer leaders, it has
not been an area of focus for the
Centers for Medicare and Medicaid
Services (CMS). Until recently, there
were no cancer-specific quality
measures included in any hospital
quality programs.

PCHQR1 Quality Reporting Deadlines

May 2013

CMS appears to be laying the
groundwork to remedy that with the
launch of the PPS-Exempt Cancer
Hospital Quality Reporting Program.
Proposed in the Affordable Care Act,
this program requires the PPSexempt cancer hospitals to develop a
program for reporting quality
measures in order to receive their full
payment update.
As shown here, participants will
report on five measures, which will
be rolled out in stages across 2014.
It is widely believed that this program
will serve as proof of principle for
broader hospital reporting of quality
measures.

August 2013

• Catheter-associated
urinary tract infection

• Adjuvant chemotherapy for
stage III colon cancer

• Central line-associated
blood stream infection

• Combination chemotherapy
for AJCC T1c, or Stage II or
III hormone receptornegative breast cancer

May 2014

• Hormone therapy for
AJCC T1c, or Stage II or
III hormone receptorpositive breast cancer

Program in Brief: PPS-Exempt Cancer Hospital Quality (PCHQR) Program
•

Included as part of Affordable Care Act; program detailed in 2012 Inpatient Prospective Payment
System proposed rule

•

Quality metrics include two CDC National Health Safety Network (NHSN) health care-associated
infection (HAI) outcome measures, one process of care measure for colon cancer, and two process of
care measures for breast cancer

•

All five measures NQF-endorsed

•

Reporting period for PCHQR began October 1, 2012

Source: “CMS-1588-P and CMS-1588-CN,” available at: www.cms.gov/Medicare/Medicare-Fee-for-ServicePayment/AcuteInpatientPPS/FY-2013-IPPS-Proposed-Rule-Home-Page-Items/CMS1256617.html, accessed:
August 29, 2012; Oncology Roundtable interviews and analysis.

1) PPS-Exempt Cancer Hospital Quality Reporting Program.
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Cancer Measures Already a Part of PQRS
Participation Low, but Penalty Looming

While hospitals are not mandated to
report any cancer-specific quality
measures, physicians have been
submitting data on select cancer
measures for some time as part of
the Physician Quality Reporting
System (PQRS). Currently there 28
oncology measures, all endorsed by
the National Quality Forum and
spanning numerous tumor sites and
across the care continuum.

Oncology-Specific PQRS1 Measures

Category

That said, the level of oncologist
participation in PQRS is not known,
but it is believed to be quite low.
Currently the program is voluntary
and only 21% of all physicians
participate. Participation is expected
to grow in 2015 when the program
becomes mandatory and has
associated payment penalties. In the
interim, this program continues to fly
under cancer program radar.

Number of
Measures

Breast Cancer

6

• CMS’s relaunched physician quality reporting system;
physicians report on more than 300 quality metrics

Colon Cancer

2

Prostate Cancer

4

• Results to be published on “Physician Compare”
website in 2013, similar to Hospital Compare

Melanoma

2

Hematology

4

Screening and Prevention

7

Other

3

• Physician participation currently voluntary; participating
physicians eligible for bonus of 0.5% of total estimated
Medicare Part B Physician Fee Schedule charges

• In 2015, physicians will face reimbursement penalties
for nonparticipation
• As of 2011, only 21% of physicians participated
voluntarily

Source: “PQRS Measures Codes,” available at: http://www.cms.gov/Medicare/Quality-InitiativesPatient-Assessment-Instruments/PQRS/MeasuresCodes.html, accessed: August 29, 2012;
Oncology Roundtable interviews and analysis.

1) Physician Quality Reporting System.
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Accreditation as a Proxy for Quality?
Commission on Cancer Raising the Bar with New Standards

In the absence of publicly reported
cancer-specific quality data, many
cancer programs are turning to
accreditation programs as a means
to demonstrate program quality. The
Commission on Cancer (CoC)
continues to be the standard most
looked to for cancer programs. In a
recent Oncology Roundtable survey,
92% of respondents were accredited
by the organization.

Performance on Quality Measures

• Provision of treatment and
survivorship plans

• Addition of new breast and rectal measures to
the Cancer Program Practice Profile Reports
(CP3R) and expansion into new tumor sites

• Palliative care services

• Introduction of the Rapid Quality Reporting
System, real-time data collection program

• Genetic services
• Patient navigation

• Requirement for programs to meet
performance standards for each measure

• Psychosocial distress screening

”

The CoC, recognizing the role it
plays in setting a baseline standard
for high quality cancer care, has
released new standards that
significantly raise the bar for
accreditation. In particular, the CoC
has elevated their focus on patientcentered care, through the addition
of standards related to patient
navigation, survivorship, and
palliative care, while also boosting
quality reporting requirements.
Quality reporting is now mandatory
with baseline performance
standards.

Patient-Centered Care

Accreditation Only Gets You So Far
“We see accreditations as making sure we adhere to the standard of care, not demonstrating quality.”
Cancer Service Line Administrator, 300-bed hospital in the West

Source: Commission on Cancer, “Cancer Program Standards 2012:
Ensuring Patient-Centered Care,” Chicago, IL; American College of
Surgeons, 2011; Oncology Roundtable interviews and analysis.
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Escalating Interest in Quality Reporting Programs
Recognizing that CoC accreditation
merely demonstrates a program
meets the baseline for providing high
quality care, most programs are
making additional investments in
quality infrastructure through
participation in additional quality
programs as a means to
demonstrate superior care quality.

In Which Quality Reporting Programs Does
Your Organization Currently Participate, and in Which
Does Your Organization Plan to Participate in 2013?
2012: n=126, 2013: n=120

78%
72%

Results from the Oncology
Roundtable’s quality survey show
participation in quality programs is on
the rise, almost across the board.
The American Society of Clinical
Oncology’s QOPI program has
gained particular traction with
medical oncologists; in 2013, close to
60% of survey respondents plan to
participate.

59%
46%

46%

30%

21%
10%

PAAROT 1

Notably, programs are making the
investments required to participate in
these programs, even though their
role in emerging value-based
payment models is unclear at best.

Rapid Quality Reporting
System (RQRS)

Participating Currently

1) Performance Assessment for the Advancement of Radiation Oncology Treatment.
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Quality Oncology
Practice Initiative
(QOPI)

Cancer Programs
Practice Profile Reports
(CP3R)

Planning to Participate in 2013

Source: 2012 Oncology Roundtable Quality Quickpoll.

Quality’s Role in Emerging Payment Models Still Evolving
While oncology is not the focus of
any of the federal payment models,
such as the Medicare Shared
Savings Demonstration, oncologyspecific payment pilots continue to
proliferate.
The role of robust quality reporting in
these pilots is unclear. Currently the
provider focus appears to be on
establishing the mechanics of their
payment mechanisms. Roswell Park
Cancer Center, is the exception, as it
is continuing its long-established pay
for performance program with local
payers.

Michigan BlueCross
BlueShield: QOPI pay for
reporting initiative

Roswell Park Cancer Center:
Pay for performance contract
with several local payers

United Healthcare: Pay for
performance initiative

University of Kansas:
United Healthcare
Bundling Pilot

21st Century Oncology and
Humana: Case rate
reimbursement agreement
for RT services

Florida Blue: Shared
savings agreement with
Baptist Health South
Florida and Advanced
Medical Specialties

Source: Oncology Roundtable interviews and analysis.
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Hardwiring Adoption of Evidence-Based Guidelines

Pathways Programs Slowly Gaining Traction
While progress on more traditional
quality-based payment models such
as pay for performance continues to
lag, adoption of clinical pathways is
on the rise. The core concept behind
clinical pathways is to determine the
optimal pathway for a given
diagnosis in terms of efficacy, side
effects, and costs and to monitor
utilization accordingly. As such,
pathways can be viewed as a tool for
demonstrating adherence to
evidence-based guidelines.

Do the Physicians at Your Cancer Program
Use Clinical Pathways?
n=96

n=52

Do Not Use Clinical
Pathways and Do Not Plan
to Use in the Next Year
Currently Use
Clinical Pathways

33%

Oncology Roundtable survey data
indicate over two-thirds of
respondents currently use clinical
pathways, or plan to do so in the next
year. This represents a significant
uptick in utilization compared to
years past.
That said, most survey respondents
indicate they are developing their
own pathways internally, as opposed
to partnering with a third party. These
numbers may shift over time given
the resources required to develop,
maintain, and implement pathways
over the long term.

Source of
Clinical Pathways

Homegrown
Other

21%

52%

28%
14%
Via Oncology

39%

12%
P4 Pathways (P4 Healthcare
Specialty Solutions)

Plan to Use Clinical
Pathways in Next Year

1%
Level I Pathways
(Innovent/US Oncology)

Source: 2012 Oncology Roundtable Quality Quickpoll.
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Hurdles to Adoption of Pathways Programs Remain
While data on adoption of clinical
pathways programs is promising,
adoption rates are slower than
initially projected. The largest hurdle
remains physicians’ concerns around
reimbursement implications. More
specifically, they are concerned that
their income will decline as a direct
result of changes in practice patterns
resulting from pathway
implementation. To that end,
pathway adoption will likely remain
slow, until more payers begin
rewarding practices for participation
either through compliance bonuses
or shared savings contracts.

Lack of Business Case the Biggest Challenge

If Your Physicians Are Not Using Clinical Pathways,
What Is the Biggest Barrier to Participating in a
Clinical Pathways Program?
Average Rating on Four-Point Likert Scale
n=84

2.74

3.04

Compensation for
Pathways Participation
• Compliance bonus
• Reduced pre-authorization
requirements

2.20
1.85

• Decoupling physician income
from drug payment
• Shared savings
Physician
Engagement

Cost/Resources

Lack of Payer
Interest

Physician Concerns
About Reduced
Reimbursement

Source: 2012 Oncology Roundtable Quality Quickpoll.
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Delivery on the Value Imperative
No One Program Sufficient on Its Own

Ultimately, each of the previously
discussed strategies plays a role in
demonstrating care quality.
Accreditation programs establish
standards of care by providing a
framework for the core components
of cancer care delivery. Quality
reporting programs then help ensure
care is in accordance with
guidelines.

The Building Blocks of Quality Strategy

Demonstrate
Superior Outcomes

With renewed focus on value ,
clinical pathways and the medical
home model come into play as
strategies to tackle total cost of care.

Account for Affordability

Document Care in
Accordance with Guidelines

The gold standard for demonstrating
quality remains long-term outcomes,
such as survival, quality of life, and
patient satisfaction, but these
measures do not lend themselves to
measurement due to reporting
delays, and challenges associated
with data collection.

Establish the
Standard of Care

• Five-year survival data
• Quality of Life (QOL)
• Patient Satisfaction

• Clinical pathways ; P4,
Via Oncology, Innovent
• Medical Oncology
Medical Home

• Rapid Quality Reporting
System (RQRS)
• Quality in Oncology Practice
Initiative (QOPI)

Accreditations:
• CoC1
• NAPBC2
• ACR3

1) Commission on Cancer.
2) National Accreditation Program for Breast Centers.
3) American College of Radiology.
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Establishing and Executing Quality Strategy a Long Journey
There is no easy path to establishing
quality strategy. Merely obtaining
accreditation by the Commission on
Cancer or participating in QOPI will
be insufficient on its own. Each
cancer program must determine its
optimal strategy according to a
program’s specific needs and
capabilities, available resources, and
market dynamics.
There are numerous hurdles
programs must overcome when
setting and executing quality
strategy, including gaining
stakeholder buy-in, obtaining
resources to develop associated
quality infrastructure, and securing
physician engagement.

Challenges Associated with Quality Strategy Development

2

4

6

Obtaining broad-based
engagement

Securing physician
buy-in and
leadership

Maintaining focus to achieve
a new quality standard

Setting principled
strategy to guide
quality investment

Developing robust
infrastructure, despite
limited resources

Hardwiring accountability
for participation
and performance

1

3

5

Source: Oncology Roundtable interviews and analysis.
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Flowchart for Today’s Discussion

Strategic Road Map for Cancer Quality
This publication serves as a strategy
road map for establishing a
principled cancer quality strategic
plan. This flowchart outlines five
goals for cancer programs to strive
for across the next five years and
includes strategies and best
practices for achieving each in turn.

Five Goals for Five Years

1
Comprehensive,
Value-Based
Quality Strategy
1. Align Quality
Priorities with
Value-Driven
Performance
Requirements
2. Leverage
Internal
Stakeholders to
Guide Quality
Strategy

2

3

4

5

Inclusive and
Accountable
Quality
Infrastructure

Engaged
Physician
Quality Leaders

3. Identify Organizing
Principle to Guide,
Execute Quality
Strategy

6. Secure
Comprehensive
Physician
Engagement

8. Move Toward
Structured
Physician
Documentation

11. Improve
Benchmarks,
Share Best
Practices

4. Ensure Robust
Data Collection
Process

7. Cultivate Physician
Quality Champions

9. Improve
Efficiency of Data
Abstraction

12. Move Toward
Real-Time Quality
Tracking

5. Implement
Accountability
Mechanisms to
Maintain Focus

Automated Quality
Reporting
Infrastructure

Highly Leveraged
Quality Data

10.Develop
Integrated Data
Warehouse

Source: Oncology Roundtable interviews and analysis.
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Goal #1: Comprehensive
Value-Based Quality Strategy

1. Align Quality Priorities with Value-Driven Performance Requirements
2. Leverage Internal Stakeholders to Guide Quality Strategy
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Defining Quality: The Traditional Approach to Metric Selection
It is impossible to develop a
comprehensive quality strategy
without first defining what it means to
provide high quality care in oncology
and selecting measures accordingly.
Traditionally, the framework
presented here has served as the
standard for evaluating quality
metrics. Metrics must be easy to
collect, evidence-based, broadly
applicable, and above all else,
meaningful.
A few years ago, whether or not a
metric was deemed meaningful
depended largely on the metric’s
potential to inflect care quality as
viewed through a strictly clinical lens.
As a result, the most commonly
selected measures were traditional
process measures – more
specifically, measures that assessed
guideline concordance.

Five Vectors for Evaluating Quality Measures

Metric Screen

Description

Score = 1

Score = 5

Measures potential
impact on quality of
patient care

Least impact on
quality

Highest impact on
quality

Ease of
Collection

Assesses level of data
collection difficulty

Most difficult to
collect

Easiest to collect

Resource
Intensity

Assesses level of
expense, staff
resources required to
collect data

Greatest resource
intensity

Lowest resource
intensity

Scientific
Support

Gauges degree to
which quality measure
is evidence-based

Least scientific
evidence

Most scientific
evidence

Measures level of
applicability to all
cancer patients

Applicable to
lowest percentage
of patients

Applicable to
greatest
percentage of
patients

Meaningfulness

Breadth

These measures will remain the
foundation of an organization’s
quality strategy moving forward, but
will likely be insufficient on their own
as stakeholders, such as payers,
patients, and employers, seek to
assess the value of care.

Source: Oncology Roundtable interviews and analysis.
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Measuring Value in Health Care: Redefining Meaningful
Michael Porter’s Definition of Value

At a high level, the mathematical
equation defining value is
straightforward. Value is equal to the
outcomes achieved divided by the
cost of achieving those outcomes.
More simply, value is equal to quality
over cost.

Revealed over time
and manifest in longerterm outcomes

Because value is dynamic, and
manifests in longer-term outcomes, it
can be difficult to measure. Just
surviving a care episode — for
example a heart attack, or a
diagnosis of cancer —is not sufficient
on its own. Rather, the truer measure
of value is how well a patient
survives over time.

=
Value

Health Outcomes Achieved
Cost (Dollars Spent)

Total cost for full cycle of care
for patient’s condition – not
cost of individual services

”

Ultimately, value is defined by what
matters most to patients and this
should be the guiding principle for
the development of any quality
strategy.

Condition-specific and
multi-dimensional

“Achieving high value for patients must become the overarching goal of health care

delivery…. This goal is what matters for patients and unites the interests of all actors
in the system…. Value should define the framework for performance improvement in
health care.”
Michael E. Porter, PhD
New England Journal of Medicine

Source: Porter ME, “What Is Value in Health Care?” New England Journal of Medicine,
2010, 363(26): 2477; Oncology Roundtable interviews and analysis.
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Imperative #1: Align Quality Priorities with Value-Driven Performance Requirements

Putting the Patient at the Center of Our Efforts
In truth, identifying what is important
to patients during their cancer
treatment journey is relatively
straightforward. Patients want to be
diagnosed early, receive appropriate
care at a low cost, stay out of the
emergency department or hospital
whenever possible, and have a good
quality of life. Notably, these areas
are a prime opportunity to
demonstrate value as they not only
improve quality, but often also
reduce costs.
This first imperative for creating a
comprehensive quality strategy
provides lessons for integrating
patient priorities into quality strategy
while also aligning cancer quality
goals with future value-driven
performance requirements. The
Oncology Roundtable identified six
priorities for a high-value care
experience. Across the following
pages, each will be discussed in turn.

Six Priorities for a High-Value Care Experience

1
Early
Diagnosis

6

2

Positive
Patient
Experience

Appropriate
Treatment,
Low Cost

3

5

Limited
Inpatient, ED
Utilization

End-of-Life
Plan

4
Quality
of Life

Source: Oncology Roundtable interviews and analysis.
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Priority #1: Early Diagnosis

Early Detection a Clear Win-Win
Improved Outcomes, at Reduced Cost

Cancer providers have long known
that the most effective strategy for
improving cancer outcomes is early
diagnosis. There is a clear
correlation between stage at
diagnosis and survival, hence the
historical focus on screening and
early detection.
Perhaps less well known is the
relationship between early diagnosis
and cost. Early-stage patients are
far less costly to treat than those
diagnosed in later stages of disease
progression, illustrated by data
presented here Breast cancer
patients diagnosed with late-stage
disease cost more than four times
those diagnosed in the earlier stages
of disease progression.
To that end, screening measures are
currently the sole cancer-specific
measures included in Medicare’s
various accountable care
demonstration pilots, such as the
Medicare Shared Savings Program.

93%

88%

Five-Year Survival Rates,
by Stage

Average Treatment Cost
for Breast Cancer

Breast Cancer

Per Year

$61,000
81%

74%

67%
41%

$14,000

15%

0

I

IIA

IIB

IIIA

IIIB

While screening has not always been
the focus of quality programs in the
past, this will likely change as more
providers venture into population
health management.
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49%

IIIC

IV

Early-stage
Treatment

Late-stage
Treatment

Source: Hobson K, “CDC: Cancer-Screening Rates Fall Short of Goals,” Wall Street Journal, January 26, 2012; Cancer
Society Guidelines for the Early Detection of Cancer” available at:
www.cancer.org/docroot/PED/content/PED_2_3X_ACS_Cancer_Detection_Guidelines_36.asp?sitearea=PED; Miller S,
“Screenings and Early Interventions Can Reduce Medical Costs,” Society for Human Resource Management, April 2012,
available at:: http://www.shrm.org/hrdisciplines/benefits/articles/pages/earlyintervention.aspx, accessed: September 2012;
Oncology Roundtable interviews and analysis.
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Priority #2: Appropriate Treatment, Low Cost

Inappropriate Treatment Underlying Excess Cost
Conversely the second priority,
guideline concordance, is an issue
that’s long served as the foundation
for most quality programs. There are
numerous documented examples,
across tumor sites and diagnostic
and treatment modalities, in which
the evidence-based pathway is well
defined, yet still not followed, leading
to significant costs to patients and
the health care system as a whole.
Historically, most cancer programs
have sought to address this issue by
identifying potential problem areas,
selecting corresponding process
measures, and educating physicians
accordingly until performance is
within acceptable norms. While
effective, this approach is narrow in
scope, and time- and resourceintensive. In addition, cost
implications of care decisions are not
typically integrated in guideline
development or monitoring.

Guideline Concordance Essential to High Quality Care

Chemotherapy in
Metastatic Colon
Cancer

Breast Biopsies

30%

13%
Receiving non-evidence-based
chemotherapy

Breast biopsies
that are surgical

10%

$2M

Accepted
benchmark

Excess spending across
cohort of 140 patients

2,000
Women receiving
unnecessary surgery

$14,285
Cost
per patient

$37M
Cost per year

Source: de Souza JA, et al., “Utilization and Costs of Non-Evidence Based Antineoplastic Agents in Patients with Metastatic Colon Cancer,”
presented at ASCO 2011; Gutwein LG, et al., “Utilization of Minimally Invasive Breast Biopsy for Evaluation of Suspicious Breast Lesions,”
American Journal of Surgery, August 2011, 202(2):127-32; Oncology Roundtable interviews and analysis.
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Clinical Pathways Tackling the Problem Directly
Ensuring guideline concordance
while simultaneously integrating
costs lies at the heart of the value
proposition for clinical pathways
programs.
First, because evidence-based
clinical guidelines form the
foundation of pathways programs, as
long as compliance targets are
achieved, adherence is implied, thus
eliminating the need to track
numerous guideline-related process
measures.

Perhaps more importantly, pathways
programs do not shy away from
integrating cost considerations into
pathway development. Pathways
are defined as the treatments that
are most effective, least toxic, and
those things being equal, least
costly.
The essence of the clinical pathways
value proposition is to provide a
more accountable approach to care
and enable benchmarking of
performance between providers, as
well as between treatment options.

Clinical Pathways Value Proposition

Ensures Adherence
to Guidelines

Pathways built on
guidelines, therefore
adherence
establishes baseline
for care quality

Account for
Cost

Pathways developed
through an evaluation of
guidelines to determine
which regimen is most
effective, least toxic,
and – all else equal –
least costly for a
particular diagnosis

Reduces Care
Variation

Enables Comparative
Outcomes Assessment

Target compliance
rate ensures majority
of patients receive
care on optimal
pathway

Allows
benchmarking of
outcomes to
identify optimal
pathway over time

Clinical Pathways in Brief
•

Clinical pathways developed through evaluation of guidelines; care plans screened based
on efficacy, toxicity, and cost

•

Participating physicians agree to strive for predetermined compliance, typically 65%-80%

•

Adoption ideally accompanied by change in payment structure to reward compliance

•

Once target compliance rate is set, strategies for enforcing this rate range from
prospective review of off-pathways treatment to retrospective review of claims data

Source: Oncology Roundtable interviews and analysis.
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Clinical Pathways Slow Cost Growth While Ensuring Care Quality
While the up-front work required to
establish a pathways program cannot
be ignored, the downstream returns
are significant. From a quality
perspective, it’s far easier to track
overall compliance with pathways
than to monitor several hundred
process measures to assess
guideline concordance.
Adoption of pathways can also slow
cost growth markedly, illustrated by
data from a a recent study
conducted by UPMC and Highmark
using Via Oncology’s pathways to
evaluate the impact of pathways on
cost growth for breast and non-smallcell lung cancer patients. Across both
patient populations, cost growth for
non-pathway patients far exceeded
those on pathways.
Ultimately clinical pathways provide
a streamlined approach to guideline
concordance, while also enabling
greater resource efficiency. While
pathways require some up front
work, developing them and deploying
an infrastructure to support
implementation and monitor
compliance will more than pay off
downstream.

Growth in Costs for Breast
Cancer Patients

Growth in Costs for
Non-Small-Cell Lung
Cancer Patients

16%

7%

6%

1%
Non Pathway
Patient
Population

Pathway Patient
Population

Non Pathway
Patient
Population

Pathway Patient
Population

Case in Brief: UPMC and Highmark Pathways Pilot
• Cost savings study conducted by Highmark in conjunction with UPMC, using Via Oncology
pathways program
• Conducted two separate studies on breast cancer patients and NSCLC patients
• Studied patients in active therapy including commercial and Medicare Advantage patients
• Study compared absolute growth rate in costs for non-pathways patients and pathways patients
• Measured costs 12 months prior to pathways implementation and 12 months after pathways
implementation
Source: Brufsky A, et al., “Driving Evidence-Based Standardization of Care Within a Framework of Personalized
Medicine,” American Society of Clinical Oncology, 2012,e62-e65; Oncology Roundtable interviews and analysis.
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Priority #3: Limited Inpatient, ED Utilization

Variation in Downstream Utilization an Opportunity
Following evidence-based guidelines
does not guarantee good outcomes.
Even if the optimal regimen is
selected, patients are still at risk for
numerous side effects and adverse
events. The degree to which these
events are prevented and managed
can have an even bigger impact on
value.
The very nature of chemotherapy
and radiation therapy ensures that
cancer patients are at risk for
frequent emergency department
visits. This is illustrated by data
presented here from the actuarial
firm Milliman, which documents ED
utilization for a large population of
chemotherapy patients.

ED Visits per 1,0001
Chemotherapy Patients

Emergency Department Utilization of
Chemotherapy Patients
ED visits per Patient per Year

1,626
2.7

2.5

2.3

2.4

2.3
2.0

1.9

1.7
1.4

929

1.3
465

As the second chart shows, there is
huge variation in this utilization, a
four fold difference between highand low-utilizing regions. This
magnitude of variation indicates
there is significant room for
improvement. Notably, data
describing downstream IP
admissions for chemotherapy shows
parallel trends indicating an even
broader opportunity.

National
Average

High
Utilization
Region

Low
Utilization
Region

Source: “Cancer Patients Receiving Chemotherapy: Opportunities for Better Management.”
Milliman Client Report, available at: http://publications.milliman.com/research/healthrr/pdfs/cancer-patients-receiving-chemotherapy.pdf, accessed: August 2012; Oncology
Roundtable interviews and analysis.
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Pain, Respiratory Distress Driving ED Utilization
Much of this utilization can be
prevented through diligent care
management. The data presented
here, from an analysis of patients in
North Carolina’s cancer registry,
reveals that, out of the 37,000
cancer-related ED visits, the chief
complaint was pain, reported by 1 in
4 patients.
Overall the data suggests that
ineffective or inadequate symptom
management is the culprit for most
cancer-related ED utilization. New
care models such as the medical
oncology medical home and
outpatient palliative care are
garnering significant attention
accordingly, in part due to their ability
to address these very issues.

Chief Complaint of Cancer Patients Presenting at Emergency Department
n=37,760

63% of all ED visits
resulted in an admission

24%

16%
9%

Pain

Respiratory

7%

GI

Malaise

6%

6%

Neurologic Bleeding

5%

5%

5%

Fever

Injury

Cancer

3%
Syncope

Study in Brief
• Analysis of 2008 data collected by the North Carolina Disease Event Tracking and Epidemiologic
Collection Tool (NC DETECT)

• Of 4,190,911 ED visits in 2008, there were 37,760 ED visits by 27,644 cancer patients
• Lung, breast, prostate, and colorectal cancers identified in 26.9%, 6.3%, 6%, and 7.7% of visits
• Regression analysis indicated visits by lung cancer patients were most likely to result in IP
admission

Source: Mayer DK, et al., “Why Do Patients with Cancer Visit Emergency Departments? Results of a
2008 Population Study in North Carolina,” Journal of Clinical Oncology, 2011, 29: 2683-2688;
Oncology Roundtable interviews and analysis.
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Active Symptom Management Essential to Reduce Downstream Utilization
The medical oncology medical home
model is a team-based approach to
patient care characterized by three
features: empowering patients to be
active participants in their care, a
team of navigators who gather and
monitor patient data and help
coordinate care, and a robust
telephone triage system that tracks
and manages patients’ symptoms.
When deployed effectively, ED
utilization and IP admissions drop
markedly, shown by data from
Consultants in Medical Oncology and
Hematology, the nation’s first NCQAcertified oncology medical home.
This data catapulted the oncology
medical home into the spotlight as an
effective tool to manage costs, while
improving outcomes.

Medical Home Model Provides Needed Care Management Platform
Medical Oncology Medical Home at Consultants in Medical Oncology & Hematology
ED Evaluations per Chemotherapy
Patient per Year

2.6

2.1
1.6

Active Patient Engagement

Patient Navigators

2005

2006

2007

1.3

2008

1.1

1.0

2009

2010

Average Inpatient Admissions per
Chemotherapy Patient per Year

Telephone Triage

1.0

1.0

0.8
0.6

2007

2008

2009

2010

Case in Brief: Consultants in Medical Oncology and Hematology
• Private practice medical oncology and hematology group located in Drexel Hill,
Pennsylvania
• First oncology practice to earn level III recognition from the National Committee
for Quality Assurance (NCQA) under its Physician Practice Connections-Patient
Centered Medical Home program in April 2010
• Core components of program include active patient engagement,
comprehensive EMR with disease registry capabilities, robust phone triage
system, and extensive patient navigation infrastructure

For additional
information see the
Oncology Roundtable
webconference,
“Lessons from the
Medical Home”

Source: Sprandio JD, “Achieving Accountable Cancer Care,” presented at: 2011 Cancer Center Business
Summit, October 13-14, 2011, Chicago; Oncology Roundtable interviews and analysis.
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Priority #4: Quality of Life

Uncontrolled Symptoms Weighing Heavily on Cancer Patients
For cancer patients, uncontrolled
symptoms can significantly impact
quality of life, often to an extent they
are unwilling to disclose to their care
providers without significant
prompting. A study by the Cleveland
Clinic detailing the prevalence of an
array of symptoms among cancer
patients found that patients report an
average of one symptom per visit to
their care team. But, when the care
team conducted a formal symptom
assessment patients actually
experienced an average of ten
symptoms.

Most Patients Reporting at Least Ten Symptoms
Prevalence of Symptoms
Percentage of Cancer Patients

Median of ten symptoms
per patient on palliative
care service

89%
69%

66%

66%

61%

60%

57%

52%

51%

50%
30%

Palliative care is perhaps the most
effective strategy for managing
patients’ symptoms and improving
quality of life. Engaging a
multidisciplinary team of palliative
care professionals early in the
treatment process, ideally
immediately following diagnosis, can
reduce symptom burden and boost
quality of life.

Source: Shoemaker LK, et al., “Symptom Management: An Important Part of
Cancer Care,” Cleveland Clinic Journal of Medicine, 2011, 78: 25-34;
Oncology Roundtable interviews and analysis.
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Palliative Care Addresses Wide Range of Issues
In addition to providing extensive
symptom and pain management
services, palliative care also
addresses the many psychosocial
issues that can arise with a cancer
diagnosis. Services such as family
conferences and spiritual and
emotional counseling are particularly
critical for patients with poor
prognoses. When palliative care is
deployed collectively, as part of an
integrated program, patient
satisfaction and outcomes improve
markedly.

Providing Supportive Care Throughout Treatment

Palliative Care Services

Symptom and Pain
Management

Emotional and
Spiritual Support

Family
Conferences

Conversations about
Goals of Care

End-of-Life
Planning

Care
Coordination

Oncology Roundtable Resource:
Integrating Palliative Care Into Oncology Practice

Source: Mazanec P, et al., “A New Model of Palliative Care for Oncology
Patients with Advanced Disease,” Journal of Hospice and Palliative Nursing,
Nov/Dec 2009,11(6): 324-331; Oncology Roundtable interviews and analysis.
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Improving Quality of Life, Extending Survival
FACT-L1 Symptom
Management Scores

While numerous studies have
documented the impact of palliative
care on symptom burden, Jennifer
Temel’s 2010 New England Journal
of Medicine study cast a spotlight on
palliative care’s broader benefits by
demonstrating that patients who
received palliative care had better
quality of life and lived approximately
three months longer than patients
who received only usual care.

p=0.03
n=74, n=77

92

Patient’s Median
Survival

Patients Receiving
Aggressive End-of-Life Care2

Months

Higher scores
indicate fewer
symptoms, better
quality of life

98

p= 0.05

p= 0.02

n= 56, n=49

n= 56, n=49

54%

11.6
8.9

33%

Most surprising was that patients
who received palliative care
achieved these survival gains by
opting for less aggressive treatment,
thus achieving improved outcomes at
lower cost.

Usual Care Patients

Palliative Care Patients

Study in Brief

Thus, palliative care is increasingly
viewed as a foundational component
of a high-value cancer program.

•

Patients were enrolled in trial within eight weeks of cancer diagnosis; assigned to either “usual care” or
palliative care

•

Patients in palliative care group received usual care plus visits with palliative care physicians and advance
practice nurses

•

Palliative care patients had first palliative care visit within three weeks of trial enrollment and at least once
per month thereafter

•

Palliative care specialists followed guidelines adapted from the National Consensus Project for Quality
Palliative Care for ambulatory visits; special attention was paid to:
– Assessing physical and psychosocial symptoms
– Establishing goals of care

•

Usual care patients were eligible for palliative care if they requested it; 10 had palliative care visits within
the first 12 weeks of the study

1) Functional Assessment of Cancer Therapy - Lung (FACT-L); measures symptoms on a scale from 0-136, where a higher score
means better quality of life.
2) Patients were classified as receiving “aggressive care” if they met one of the following criteria: chemotherapy within 14 days of
death, no hospice care, or admission to hospice three or fewer days before death.
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Source: Temel J, et al., "Early Palliative Care for Patients with Metastatic
Non–Small-Cell Lung Cancer," New England Journal of Medicine, 2010,
363: 733-742; Oncology Roundtable interviews and analysis.

Priority #5: End-of-Life Plan

Poor End-of-Life Planning Leads to Unnecessary Care
Outsized Impact on Cost During Last Week of Life

Not only does palliative care improve
patients’ quality of life, but the
psychosocial elements can also play
a role in engaging patients in end-oflife planning. A disproportionate
amount of spending occurs in the
final weeks, if not days, of life, and
that much of this care can be
avoided if patients were engaged in
proactive discussions about their
prognosis and treatment goals.
The data presented here
underscores this point. Only a third of
patients reported having end-of-life
discussions with their providers, and
those that did, had lower costs in the
last week of life.

Patients Reporting
End-of-Life Discussions

Aggregate Costs of Care
in the Last Week of Life

n=627

n=627

36%
decrease

$2,917

$1,876
No

69%

31%

Yes

When proactive end-of-life
discussions occur, patients are more
likely to be enrolled in hospice, stay
out of the ICU, and feel in control of
their treatment and care plan.

Did Not Have
EOL Discussion

Had EOL
Discussion

Source: Zhang B, et al., "Health Care Costs in the Last Week of Life,” Archives of
Internal Medicine, 169: 480-88; Oncology Roundtable interviews and analysis.
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Priority #6: Positive Patient Experience

Taking a Cue from Inpatient Quality, Value Based Purchasing
In line with broader national trends,
the final priority focuses on the
critical role patient experience plays
in defining and measuring quality. In
CMS’s hospital value-based
purchasing program, 30% of
payments are tied to performance on
the HCAHPS patient experience
survey. Performance is evaluated on
key domains such as communication
with physicians, communication
about medications, and discharge
instructions.
These incentives represent progress
in rewarding activities important to
patient care, but the patient
experience has broader implications
beyond just value-based purchasing.
A growing body of research shows
that improved patient experience is
associated with better quality
outcomes, and in some cases, even
lower 30-day readmissions rates.

Patient Experience Critical to Broader Care Delivery Goals
Improves
Quality Outcomes

Value-Based Purchasing
(VBP) Components

Clinical
Measures

30%

Reduces 30-Day
Readmissions Rate

Patient
Experience

Patient Satisfaction and Its
Relationship with Clinical
Quality and Inpatient Mortality
in Acute Myocardial Infarction
Reported that higher
patient satisfaction was
associated with lower
risk-adjusted mortality

Relationship Between Patient
Satisfaction with Inpatient
Care and Hospital
Readmission Within 30 Days
Study found that higher overall
patient satisfaction and satisfaction
with discharge planning was
associated with lower 30-day
readmission rates after adjusting for
clinical quality

Program in Brief: Hospital Consumer Assessment of Health Care
Systems and Providers (HCAHPS)
• Hospital Consumer Assessment of Health Care Systems and Providers (HCAHPS)
is a 22-question survey, part of the inpatient value-based payment (VBP) program
• HCAHPS accounts for 30% of VBP, domains include:
1. Communication with nurses

5. Communication about medicines

2. Communication with doctors

6. Discharge information

3. Responsiveness of hospital staff

7. Hospital environment (quiet, noise)

4. Pain management

8. Overall hospital rating
Source: Centers for Medicaid and Medicare Services; HCAHPS, available at: http://www.hcahpsonline.org/home.aspx, last accessed : March 3, 2012;
Glickman S, et al., “Patient Satisfaction and Its Relationship With Clinical Quality and Inpatient Mortality in Acute Myocardial Infarction,” Circulation:
Cardiovascular Quality and Outcomes, 2010, 3:188-195; Boulding W, et al., “Relationship Between Patient Satisfaction With Inpatient Care and Hospital
Readmission Within 30 Days,” American Journal of Managed Care, 2011, 17:41-48; Oncology Roundtable interviews and analysis.
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Cancer Providers Following CMS Lead
Seeking to Create a Cancer-Specific Patient Experience Survey

Improving the patient experience has
long been a priority for cancer
providers. As such, numerous
thought leaders in the cancer
community, including the National
Cancer Institute, California
Healthcare Foundation, and the
Mayo Clinic have come together to
develop the first disease-specific
patient experience survey, which will
be known as Cancer Consumer
Assessment of Healthcare Providers
and Systems (Cancer CAHPS).
This survey, which is set to be
released in early 2013 aims to
evaluate many of the same areas as
the HCAHPS and CAHPS surveys,
such as clinician communication,
shared decision making, and
enabling patient self-management.
The survey will feature three
oncology modules: medical,
radiation, and surgical. Once
complete, the developers plan to
seek endorsement from the AHRQ.

• Working to create outpatient cancer-specific
patient survey based on the CAHPS1 survey

• Goal to measure performance of cancer care
organizations from the perspective of the patient

• Three surveys will be released;
medical oncology, radiation oncology, surgical
oncology

• Patient survey sample is pulled from those with
treatment in past 10 to12 weeks, to cover
diagnosis, initial treatment, active treatment, and
recurrent treatment

• Surveys will be released early 2013

Emerging Themes in Measuring Patient Experience

In the future the survey will provide a
more relevant measure of the patient
experience for cancer patients and
be used to assess program
performance accordingly.

Quality of
communication
with clinicians

Shared decision
making

Supporting patient
navigation through
care continuum

Source: American Institutes for Research, “Developing the CAHPS Survey for Cancer Care,”
available at: http://www.air.org/expertise/index/?fa=viewContent&content_id=561, accessed
September 13, 2012;Oncology Roundtable interviews and analysis.

1) Consumer Assessment of Healthcare Providers and Systems.
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Patient ability for
self-management
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Patient Priorities Guiding Quality Strategy
Patient Survey Informs Care Redesign, Metric Selection

While the cancer-specific patient
experience survey is still in
development, some programs are
reengineering how they think about
quality to deliver more patientcentered care.
Pseudonymed Raisman Health
System developed their own patient
experience survey to understand
patients’ priorities and drive their
quality strategy accordingly. Analysis
of the results revealed a common set
of patient priorities: diagnosis speed,
timely treatment, comprehensive
care plan, and communication with
the patient and family. These
priorities served as guiding principles
for Raisman’s care redesign and
quality metric selection process.

Patient Priorities

Patient Survey

• Surveyed patients across
tumor sites and care
continuum

1

Diagnosis Speed

Time from screening
to diagnosis

2

Treatment Speed

Time from diagnosis
to treatment

3

Comprehensive
Care Plan

Treatment summary
and care plan
documented

4

Communication with
Patient and Family

Percentage of patients
rating provider
communication a 9 or 10

• 400 patient respondents

This case encapsulates the patientcentered framework described over
the last few pages. Raisman has
used their patient priorities to inform
care redesign and identified metrics
to hardwire accountability
accordingly.

Metrics to Monitor

Case in Brief: Raisman Health System1
• Three-hospital health system based in the Southeast
• Performed broad -reaching survey of over 400 cancer patients, across
tumor sites and encompassing every step in the care process, to assess
patient priorities
• Survey informed quality improvement, care redesign, and metric selection

1) Pseudonym.
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Six Priorities to Guide Metric Selection
A brief summary of the six patientcentered priorities to ensure a valuedriven metric selection process is
presented here. Representative
measures for each priority are
included. Achieving superior
performance on these and related
measures is one mechanism for
demonstrating value in the emerging
accountable market for cancer care
services.

Representative Measures

1

Appropriate
Treatment, Low
Cost
• Cost of care episode

2

Early
Diagnosis

• Mammography
rate

• Pathway compliance

• Colorectal
screening rate

4

3

Limited Inpatient,
ED Utilization

• ED utilization in the last
month of life
• 30-day readmission
rates

5

Quality of
Life

End-of-Life Plan

6

Positive Patient
Experience

• Pain assessed by
second office visit

• Advanced directives
documented

• Scores on patient
experience survey

• Percentage of
patients receiving a
palliative care
consult

• Hospice enrollment
more than seven
days before death

• Shared decision
making

Source: Oncology Roundtable interviews and analysis.
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Imperative #2: Leverage Internal Stakeholders to Guide Quality Strategy

Strategy Development Requires Streamlined, but Inclusive, Approach
A Careful Balancing Act

Like any strategic planning process,
developing a quality strategy requires
a careful balancing act. The input
and support of stakeholders across
the organization is required to
ensure that quality metrics are
aligned with organizational priorities
and also feasible to collect. At the
same time organizations need a
streamlined process to maintain
focus and ensure timely execution.
The following case studies provide
insight on developing a process that
achieves this dual aim.

Include Broad-Base
of Stakeholders
• Physicians

• Tumor registrars

• Nurses

• IT department

• Cancer
service line
administrators

• Contracting
department
• Patients

• Data analysts

Create a Streamlined
Infrastructure
• Forum for discussion and
selection of metrics

• Filters for metric selection
• Method for documenting
metric selection and
rationale

Source: Oncology Roundtable interviews and analysis.
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Assembling the Right Team
When crafting their quality strategy,
Evergreen Hospital in Kirkland,
Washington, began by creating a
core quality committee consisting of
key physician leaders and the
hospital’s inpatient quality manager.
This core committee owned the
majority of the quality strategy
development and subsequent metric
selection, but it incorporated
feedback from two key stakeholders:
patients and the hospital’s
contracting department.

Patients were consulted to ensure
their concerns were integrated
effectively into the broader quality
strategy.
The hospital’s cancer center
administrator also proactively
developed a relationship with the
contracting department to better
understand payer priorities, as well
gauge their interest in specific
metrics.

Quality Committee Incorporates Range of Viewpoints

Quality Committee Members
Patient
representative
is consulted to
align metric
selection with
patient
priorities

Medical
Oncologists
Breast Cancer
Survivor
(Patient
Advocate)

Inpatient quality manager
ensures cancer quality
metric selection aligns
with overall hospital
goals

Radiation
Oncologists
Hospital
Contracting
Department

Inpatient Quality
Manager

Cancer Center
Administrators

Hospital contracting
department provides
payer perspective,
recommends metrics
to demonstrate cost
efficiency,
appropriate utilization

The collaboration with the inpatient
quality team helped align the cancer
center’s quality goals with the
hospital’s overall quality strategy and
helped secure additional resources
to support execution.
Source: Evergreen Health, Kirkland, WA; Oncology Roundtable interviews and analysis.
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Creating a Framework to Guide the Metric Selection Process
Metric Selection Driven by National Accreditation Programs

While involving the right stakeholders
is an important first step in
developing quality strategy,
organizations also need a principled
process to guide strategy
development and subsequent metric
selection.
Evergreen Hospital used national
cancer-specific organizations such
as QOPI, the NCCN, and the
Commission on Cancer as a
framework to guide their process.
Their first priority was to evaluate the
value of various accreditation
programs. Given physicians’
priorities and competitive market
dynamics, Evergreen came up with a
list of “must-have” accreditations.
The team then identified the
measures endorsed by each group.
Each was screened for
meaningfulness, ease of collection,
and value in promoting the cancer
program.

Ongoing Metric
Selection Process
Determine what data is
meaningful to referring
physicians, patients,
payers
Review measures
from national
reporting,
accreditation
programs

Accreditations and Metric
Evaluation Criteria

Why is the data meaningful?
 Clinical data
 Patient experience data
Where will the data come from
 Registry
 EMR
 Physician office

Review competitors’
accreditations

What data elements are required?
Is the data element readily available?
How will the data be used?
Can it help promote the cancer program publicly?

Source: Evergreen Health, Kirkland, WA; Oncology
Roundtable interviews and analysis.
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Getting Physicians to Weigh In
With this core strategy and metric list
in place, the accreditations short list
was brought to the broader physician
group for a vote.

Physician Vote Hardwires Commitment to Quality

For selected programs, the hospital
agreed to provide the resources
necessary to support the
accreditation requirements. In
return, each physician was asked to
spearhead efforts to help the
organization secure the accreditation
or certification of his or her choice.

Physician Feedback-Based Accreditation Selection

Overall, physicians were asked to
not only help guide strategy, but also
to take on accountability in return for
ongoing resources and support from
the hospital.

Short List
Accreditations

Physicians
Vote

Cancer leadership
team short lists cancer
program accreditations
and certifications

Physicians vote on
accreditations during
annual cancer program
service line meeting

Commit to
Ongoing
Support

Physicians attending
meeting must commit to
spearheading efforts for
at least one accreditation
or certification

Source: Evergreen Health, Kirkland, WA; Oncology
Roundtable interviews and analysis.
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Driving Consensus Across a System
Aurora Health System, in Milwaukee
Wisconsin, takes a similar approach
to quality strategy development, but
does so across the entire 15-hospital
system to create one unified quality
strategy.
Given its size, the system cancer
leadership council, which consists of
service line leaders and system
administrations, decided use a sitespecific approach to strategy
development. A site-specific
subcommittee was created for each
major tumor site, with participants
from across the system representing
all major stakeholders including a
variety of physician specialties,
nursing, administration, and the
cancer registry. Each subcommittee
was then charged with developing its
own quality strategy and
corresponding quality metrics.

Tumor Site Subcommittees Provide Forum for System Metric Selection

Cancer Leadership Council

Tumor Site Subcommittees
Breast

Lung

Colorectal

Pancreatic

GU

Aurora Health System Sites of Care

Source: Aurora Health Care, Milwaukee, WI;
Oncology Roundtable interviews and analysis.
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Multidisciplinary Committee Informs Metric Selection
The work of the lung cancer
subcommittee provides insight into
how this strategy rolled out across
the system. The committee is
comprised of medical and radiation
oncologists, nurses, a pulmonologist
and a thoracic surgeon. A quality
coordinator and cancer registrars are
also involved to coordinate data
collection across the system.
Together the committee reviewed
metrics recommended by the primary
national cancer accrediting bodies
and quality reporting programs to
create a short-list of metrics and
potential benchmarks.
Each metric on the shortlist was then
evaluated to ensure meaningfulness,
ease of collection, and impact. All of
the work conducted by the committee
including metric selection and metric
sources were documented in the
subcommittee quality charter.

Lung Cancer Tumor Site Subcommittee

Subcommittee
Members

Review National
Accrediting Bodies

Medical
Oncologists

NQF

Radiation
Oncologists

QOPI

Cancer Nurse
Navigators

NCCN
Commission on
Cancer

Cancer Registrar

Tumor Site
Specialty
Organizations

Pulmonologist
Thoracic Surgeon

Quality
Coordinator

Metric
Selection
 Can you get the
data in a timely
fashion?
 Is the data
impactful?

Lung
Quality

Charter

 How easy is it to
abstract the
data?
 Is the data
already collected
by the cancer
registry?

This charter serves as the guiding
document for quality strategy for that
tumor site, and is shared across the
system accordingly. Similar charters
are also developed for the remaining
four tumor sites.

Source: Aurora Health Care, Milwaukee, WI;
Oncology Roundtable interviews and analysis.
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Resources Supporting Quality Strategy
To support cancer programs in their
efforts to create a principled quality
strategy, the Oncology Roundtable
has created a number of tools
detailed here.
Resources include updated clinical
quality dashboards for the entire
cancer center, as well as more
detailed dashboards for each of the
four of the main tumor sites: breast,
lung, colorectal and prostate, as well
as palliative care. To help prioritize
the hundreds of metrics included in
the dashboards, a metric selection
playbook is also included in the
appendix of this publication.
Lastly, an online metric selection tool
is also available to assist programs
in evaluating the metrics by tumor
site, endorsing body, and measure
type to create unique, customized
dashboards.

Clinical Quality
Dashboards

Metric Selection
Playbook 2.0

Cancer Quality Dashboard
Metric Selection Tool

Available at:
www.advisory.com/or/tools

Toolkit to refine cancer quality
strategy and guide, prioritize
quality metric selection.

Available at:
www.advisory.com/or/tools

Available in appendix.

Source: Oncology Roundtable interviews and analysis.
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Goal #1: Comprehensive, Value-Based Strategy

Key Takeaways

Value Imperative Upping the Ante for Cancer Quality Strategy
Given increasing pressures to demonstrate not only higher quality, but also lower costs, cancer programs must
refine their quality strategy to reflect this new value-based marketplace. With limited resources dedicated to
quality, it is important to focus on high impact, high value measures that will inflect both quality and cost. With this
new framework in mind, the traditional process measures will no longer be sufficient; they must be integrated into
a broader, forward-looking quality strategy.
1.

Traditional Priorities Still Apply
Traditional metric selection priorities are still valid, and should be used to ensure that quality metrics are
meaningful, have scientific support, and are easy to collect.

2.

Achieving High Value for Patients
Ultimately delivering high value care for patients should be the overarching goal for quality strategy. This
central goal will serve as a uniting force for the other various stakeholders to collaborate and work toward
common goals such as reducing ED utilization, and ensuring patient’s quality of life.

3.

Stakeholder Buy-In Essential, but Must Be Balanced with Strategic Priorities
Securing buy-in from key internal stakeholders will be crucial to the success of any quality strategy;
however, this must be balanced with service line strategic priorities to maximize overall impact.
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Goal #2: Inclusive and Accountable
Quality Infrastructure

3. Identify Organizing Principle to Guide,
Execute Quality Strategy
4. Ensure Robust Data Collection Process
5. Implement Accountability Mechanisms
to Maintain Focus
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Learning from the Inpatient Quality Infrastructure
Having established a comprehensive
quality strategy, organizations must
then create a robust and accountable
infrastructure to execute on that
strategy
The inpatient quality infrastructure
can serve as a helpful frame of
reference. Inpatient quality is
typically overseen by a VP of Quality
or Chief Quality Officer, who has a
very broad purview, overseeing
everything from regulatory affairs to
patient safety and performance
improvement. As the roles and
responsibilities of the CQO have
expanded over time, so too have the
resources and staff dedicated to
inpatient quality, with different
individuals accountable for individual
quality priorities.

Targeted Roles for Targeted Responsibilities
Typical Inpatient Quality Infrastructure

VP of Quality

Regulatory
Affairs

Patient
Safety

Infection
Control

Performance
Improvement

Quality
Improvement

Other Potential Inpatient Quality Infrastructure
Components

Core
Measures
Accreditations

Operational
Excellence

Patient
Satisfaction

Six Sigma
Blackbelts
Risk
Management

Physician Performance
Improvement

Source: Oncology Roundtable interviews and analysis.
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Oncology Quality Infrastructure Not Keeping Up
Lack of Dedicated Quality Resources for Myriad Tasks

Unfortunately, outpatient quality
efforts are not as organized or wellresourced as their inpatient
counterparts, with significant
implications for the cancer center.
Data from the Oncology
Roundtable’s 2012 quality survey
indicates that, excluding registrars,
most cancer programs have few, if
any dedicated quality staff.

How Many FTEs Are Currently Dedicated
to Quality Reporting at Your Cancer
Center, Excluding Registrars?

• Coordinate metric selection

n=124

38.7%

Quality Reporting Tasks

• Define data elements

37.9%

• Identify benchmarks

As the cancer center’s quality
responsibilities grow, and as more
dollars are tied to quality reporting,
additional investments in quality
infrastructure will be essential to
respond to the rapidly changing array
of quality reporting requirements
expected in the future.

• Abstract data

• Calculate performance
• Build, monitor dashboard
14.5%
9.7%

None

0-1

1-2

• Design, execute performance
improvement initiatives

2+

Source: 2012 Oncology Roundtable Quality Quick Poll;
Oncology Roundtable interviews and analysis.
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Step-wise Approach to Infrastructure Development
Developing a robust quality
infrastructure and data collection
process requires a step-wise
approach. First, the organizational
infrastructure itself must be
developed, which includes
identification of key players and
allocation of responsibilities. With a
quality team team in place, the next
step is developing a process for
streamlining data collection. Lastly,
accountability mechanisms must be
established to ensure long-term
focus on quality.

Framework for Developing a Comprehensive Quality Infrastructure

Ensure Robust
Data Collection
Processes

Implement
Accountability
Mechanisms

No organized
structure to
manage quality
reporting,
improvement

• Unclear data collection
responsibilities

Limited
accountability for
staff quality
reporting,
performance

Principled
infrastructure
supporting quality
reporting,
management

• Clear reporting
responsibilities

Develop
Organizational
Structure

Status Quo

Today’s
Solutions

• Data sources unknown

• Fragmented,
incomplete patient data

• Data sources determined
• Integrated crosscontinuum data platform

Clear
accountability
mechanisms to
hardwire quality
reporting
responsibilities

Source: Oncology Roundtable interviews and analysis.
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Imperative #3: Identify Organizing Principle to Guide, Execute Quality Strategy

Model #1: Tumor Site-Driven Quality Infrastructure
Tiered Structure Engages Staff Across the System

Quality infrastructure is an outgrowth
of quality strategy, and as such
should be informed by the same
guiding principle.

Tumor Site Committee Structure
System Cancer
Leadership Council

Revisiting Aurora Health Care, the
system organized their quality
infrastructure by tumor site. This
structure provided a forum for metric
selection and strategy development
across the system. To date, they
have five tumor site quality
subcommittees for their main
disease sites and plan on creating
two more for gynecology and
neurology later this year. All the
subcommittees then roll up to the
cancer leadership council at the
system level.
This approach may be particularly
suitable for larger organizations that
are already organized by tumor site
and wish to have this site-specific
approach reflected in their quality
strategy. The model also allows for a
unified strategy across the system,
as each team is required to create a
site-specific quality charter,
articulating the quality strategy for
that site, which is then implemented
across the system.

Cancer
TumorSystem
Site Subcommittees
Leadership Council
Breast

Lung

Pancreatic

Gynecology

Colorectal

GU

Neurology

Advantages of Tumor Site Model

1

2

More nuanced
metric selection

Engages various
subspecialties

3
Clear organizing
principle

Case in Brief: Aurora Health Care
•

15-hospital health system in Eastern Wisconsin; corporate office based in Milwaukee, Wisconsin

•

Created five tumor site quality subcommittees to carry out data selection, data collection process

•

Plan to develop two more subcommittees in near future for gynecology, neurology

•

Subcommittees include representatives from across the system

•

Quality subcommittees report to cancer leadership council at the system level

•

Each subcommittee develops committee charter outlining process for metric selection, measures
selected, and source for each measure
Source: Aurora Health Care, Milwaukee, WI; Oncology
Roundtable interviews and analysis.
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Emphasizing Quality at the Front Lines
The quality charters include details
on the committee members, the
quality metrics chosen by the
committee, the process by which
they were selected, and the
supporting literature and evidence
base.
Once complete, charters are
disseminated throughout the system
for feedback from clinicians and staff
at each system cancer program.
Once the feedback is incorporated,
the charter becomes the definitive
document driving quality strategy for
that site moving forward. The tumor
site subcommittee then owns
execution of that strategy
accordingly.

Tumor Site Charters Ensure Consistent, Collective Approach

Sample Breast Committee Charter
Breast Quality
Committee
Charter

Committee charter outlines:
• Charge of the committee
• Metric selection process
• Measures selected by the committee
• Sources for each measure
• Committee membership

System Dissemination
Quality charters disseminated to each
care site within the Aurora Health Care
System
Staff and clinicians encouraged to
provide feedback on the charters

Source: Aurora Health Care, Milwaukee, WI; Oncology
Roundtable interviews and analysis.
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Model #2: System-Driven Infrastructure

Strategic Goals Inform Quality Strategy
Catholic Health Initiatives (CHI), a
73-hospital health system with
hospitals across the country, took a
broader, system-oriented approach.
They created a National Oncology
Service Line comprising 19 of their
hospital-based cancer programs.

Evaluating Service Line Performance Through Multiple Lenses

People

Quality

The initiative itself is multifaceted,
incorporating numerous components
beyond quality, such as
programmatic, financial, and clinical.
System goals, and corresponding
performance measures, align with
each strategic priority.
The overarching goal for the system
service line is to ensure that care is
safe, timely, effective, efficient,
equitable, and patient-centered.
These goals then inform the creation
of a larger, system-level dashboard
and a corresponding quality
infrastructure, which is coordinated
by a team of business intelligence
analysts at the corporate level.

Stewardship

Growth

National Oncology
Service Line Dashboard

Corporate-Level Business
Intelligence Team

Catholic Health Initiatives Participating Care Sites

Source: Catholic Health Initiatives, Denver, CO;
Oncology Roundtable interviews and analysis.
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Seeking System-Wide Physician Support
In addition to the administrative
structure, CHI also developed a
parallel infrastructure to hardwire
physician engagement in the
initiative through the creation of a
physician advisory group.
The physician advisory group is
made up of physicians from each of
the hospital sites, spanning the
various cancer-related specialties.
The group is chaired jointly by the
physician leader and system CMO,
and is responsible for providing
clinical expertise and direction for
dashboard development, as well as
engaging their peers in the system’s
quality goals.

Physicians Provide Guidance for Clinical Quality Related Strategy

National Oncology Service Line
Physician Advisory Group

Tasks and
Responsibilities

• Cohort of oncology physicians from
each of CHI’s hospital sites

 Participate in regular monthly calls

• Advisory group chaired by physician
leader and CHI system CMO

 Plan annual retreat

• Includes physicians from diverse
specialties

 Engage other physicians across
the system
 Provide direction for:
• Clinical quality strategy
• Service line dashboard
development
• Metric selection

– Medical Oncology
– Radiation Oncology
– Thoracic Surgery
– Pathology

Source: Catholic Health Initiatives, Denver, CO;
Oncology Roundtable interviews and analysis.
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System Quality Infrastructure Supports Execution Across the Organization
System, Hospital Sites Involved in Every Step of the Process

When developing their quality
infrastructure, CHI sought to provide
as much support as possible to
minimize resource requirements,
while keeping each individual
hospital site as actively engaged in
the process as possible.

Though the past two case studies
come from large systems with
multiple cancer programs, the key
lessons from each are broadly
applicable to cancer programs of all
sizes. A thoughtful approach to
quality infrastructure, with clear
articulation of roles and
responsibilities, regardless of
program size, is foundational to
strategy execution.

1

System

Dashboard
Development

Site

Each site has a clear role to play in
developing and executing on the
quality strategy for the entire system.
At the same time, the system
provides the manpower and
oversight to drive the process
forward and coordinate data
collection.

CHI’s Tiered Quality Infrastructure

• Facilitates
dashboard
development
• Creates dashboard
structure and
reporting tools

2
Data
Standardization

• Identifies
opportunities to
standardize data
format across
system

3

4

5

Data
Submission

Performance
Review

Next Generation
Dashboards

• Identifies data
• Reviews
• In collaboration
sources for each
dashboards
with physician
dashboard
regularly,
advisors and
metric for each
organizing subjectfacilities, leads
facility
matter experts
process for
• Coordinates data
when needed
identifying and
submission for
• Coordinates
reviewing future
all metrics
sharing of best
metrics
practices across
the system

• Participates in
• Assigns participation • Strives to align with • Determines
location of facility
system suggested
system quality
for data reporting to
data source by
data sources
improvement
cancer
metric
• Assists in
projects
team/member
• Assigns point
evaluation and
• Reviews facility
• Ensures system
person for data
selection of
performance and
metrics are part of
submission
standardized data
develops
facility dashboard
• Updates
sources
initiatives to
dashboard
improve

• Participates in
process for
identifying and
reviewing future
metrics,
dashboard
changes

Source: Catholic Health Initiatives, Denver, CO;
Oncology Roundtable interviews and analysis.
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Imperative #4: Ensure Robust Data Collection Process

Data Reporting Process Fraught with Problems
A common theme among high
performing organizations is their
ability to track and monitor quality
data in a timely manner, enabling
rapid quality improvement. However,
the multidisciplinary nature and
outpatient orientation of the oncology
service line limit a program’s ability
to achieve this vision.
Challenges exist at every step of the
data collection process. Data are
often spread out across multiple
systems, requiring manual
abstraction. As a result, at most
cancer programs, quality data
collection is incredibly labor and time
intensive, requiring significant effort
to yield only middling results.

Roadblocks at Every Step

Quality Data Collection Process

1

2

3

4

Metrics Poorly
Defined

Metrics From
Multiple
Systems

Manual
Abstraction

No Single Tool
for Data
Reporting

Static Quality
Dashboard

Lack of
resources to
consistently
manage data
collection,
reporting
burden

No mechanism to
evaluate current
quality dashboard,
evolve with future
reporting
requirements

Metrics ill defined;
numerator,
denominator
unknown

Dearth of
robust data
sources; data
often
fragmented

Once data is
identified, laborintensive
manual
abstraction is
required

5

Source: Oncology Roundtable interviews and analysis.
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Step #1: Establish Data Format, Sources
For quality metrics to have any
value, the metrics must be clearly
defined, and the data used to
calculate performance must be
accurate.
The first step in developing a data
collection process is standardizing
data formats, which is of particular
importance if data is being pulled
from across multiple systems.
Because CHI must collect data from
each of their 19 sites, great care was
taken to define data elements. A
“data design team” was convened to
ensure metric definitions and formats
were standardized across the
system.
The team’s responsibilities include
everything from defining the file
format for data reporting to
determining the source for the data
within the CHI system. The team is
also responsible for communicating
the data collection and reporting
standards to all of the sites.

Establishing Data Guidelines at the Outset

Data Design Team

Data Design Team Responsibilities
Finalize metric
definitions

Determine file
format for data
reporting

Determine data
required
(numerator,
denominator)

Determine data source
(Inpatient EMR,
outpatient EMR,
registry)

Source: Catholic Health Initiatives, Denver, CO;
Oncology Roundtable interviews and analysis.
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Reporting Template Streamlines Process
The design team also created a
quality reporting template,
reproduced here, to further
standardize the process. The
template is distributed to all
participating sites and includes data
descriptions for each of the quality
measures, including details around
the numerator and denominator.
Every quarter, reporting designees at
each site complete the template and
send it to the system business
intelligence team for consolidation.

Structured Format Ensures Standardization Across the System
CHI’s Quality Reporting Template

Includes data
description,
metric name,
and metric
numerator and
denominator for
reporting
standardization

This template streamlines the data
collection process and increases the
quality and consistency of the data
submitted.

Tool in Brief: Data Reporting Template
• Data reporting template distributed to each care site within the CHI system every quarter
• Designees within each care site are responsible for completing the template by the
suggested deadline
• Template includes following reporting elements: calendar quarter, data description, metric
name, reporting facility, numerator, denominator

Source: Catholic Health Initiatives, Denver, CO;
Oncology Roundtable interviews and analysis.

©2013 THE ADVISORY BOARD COMPANY • ADVISORY.COM • 26460

60

Step #2: Define Data Abstraction Roles and Responsibilities
Cascading Responsibilities Disperse Burden

To coordinate such a large systemwide quality dashboard, CHI divided
reporting responsibilities among the
hospital sites and the central
business intelligence data team.
The various cancer programs
themselves complete the reporting
template and send the file to the
system team, who then inputs the
data to populate the service-line
dashboard. The system team also
collects any other remaining data
from system-level databases.

Finally, the program leaders at each
site receive notice when the
dashboard is updated so they can
review performance and benchmark
their data against their peers.

CHI System Data Reporting Process

Hospital-Level

System-Level

Hospital-Level

1

3

5

Cancer program reporting
designee receives
spreadsheet for quarterly
reporting

Data analytics team
consolidates data from
various sites and populates
CHI service line dashboard

Service line leaders at
each reporting site
receive notice when
dashboard has been
updated

2

4

Designee collects required
data and submits
spreadsheet to system-level
data analytics team

Data analytics team
collects remaining data
from system-level database

Source: Catholic Health Initiatives, Denver, CO;
Oncology Roundtable interviews and analysis.
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Step #3: Ensure Completeness of Data
CHI’s approach to data aggregation
is effective when data is accessible
and complete patient information is
available. However, cancer patients
often receive different components of
their care from different providers,
limiting data availability.

Shared Registry Improves Data Collection
Shared Registry Participants
Shared Registry
Illinois Cancer Registry
Cooperative

This case study showcases several
competitors working together to
achieve more complete data
collection. Recognizing there was
much to be gained by sharing data,
two health systems in Illinois,
Memorial Health System and St.
John’s Hospital, partnered with two
local medical oncology practices to
create a shared registry.
The registry includes data from
Memorial’s three hospitals, St.
John’s three care sites, and the two
physician practices, together creating
the Illinois Cancer Registry
Cooperative.

St. John’s
Hospital

Memorial Health
System

Affiliated Medical
Oncology Practice

Affiliated Medical
Oncology Practice

Case in Brief: Illinois Cancer Registry Cooperative
•

Six hospital sites and two medical oncology physician practices based in Illinois

•

Institutions came together to develop joint cancer registry to increase efficiency, and better track quality data

•

Each institution continues to maintain a web-based independent registry; however, data is shared between
institutions when patients receive care at multiple sites

•

St. John’s Hospital’s registrars manage the shared registry and access patient data through the web-based
registries across the various sites to create complete patient records

•

Costs for maintaining the joint registry are shared across the sites of care; each institution pays a flat hourly
rate based on the time spent abstracting data from each participating institution

Source: Memorial Health System, Springfield, IL; St. John’s Hospital,
Springfield, IL; Oncology Roundtable interviews and analysis.
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Creating a Complete Picture of Patient Care
Registrars managing the shared
platform are able to access any of
the web-based registries from the
participating sites and input data to
create a complete patient record.

Shared Registry Facilitates Comprehensive Data Capture
Shared Registry Platform

For example, if a patient receives
surgery and chemotherapy at two
different locations, the registrar can
pull the information about each
treatment to create a complete
record of the patient’s care in the
shared registry and then backfill the
missing data in each of the
participant’s registry systems.

Registrar able to
pull data from
variety of care
sites

Patient John Doe’s Care

Hospital A

Hospital B

Physician
Office A

Work-Up

Surgery

Chemotherapy

Source: Memorial Health System, Springfield, IL; St. John’s Hospital,
Springfield, IL; Oncology Roundtable interviews and analysis.
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A Win-Win for All Participating Parties
The benefits of the shared registry
model are four fold and extend to
each of the participating
organizations.

The cost savings are sizable, as
participating organizations are
sharing the costs of the registry
between them. Registrar efficiency
has increased markedly, as each has
to abstract each chart only once.
Data is now complete, providing a
much more comprehensive view of
the quality of care provided. And
finally this completed data has
enabled comprehensive
benchmarking and quality studies.

Benefits Include Reduced Costs, Improved Data Collection

Key Benefits of a Shared Registry
Cost Savings
Registry costs
shared among
sites

Complete
Patient Data
Shared database
allows for complete
patient care record

Time Savings
Each patient record
is only abstracted
once

Benchmarking
Capabilities
Complete data
supports quality and
benchmarking studies

Source: Memorial Health System, Springfield, IL; St. John’s Hospital,
Springfield, IL; Oncology Roundtable interviews and analysis.
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Imperative #5: Implement Accountability Mechanisms to Maintain Focus

Driving Accountability to the Front Lines
System Scorecard Keeps Quality Top of Mind

The final component of a robust
quality infrastructure is ensuring
clinicians and staff are held
accountable for quality performance.

We return once again to Aurora
Health Care to revisit one last piece
of their tumor site quality
subcommittees. In addition to
selecting metrics for their quality
cohort, the quality subcommittees
were also tasked with selecting two
to three measures for inclusion in the
system care management quality
scorecard.
The criteria for these measures were
that they had to be important for
quality, but also achievable and
realistic. Performance on each of
these measures is computed
annually and contributes to an overall
service-line care management
quality score, which is factored into
annual merit increases for staff and
physicians. Although the dollar
amount is small, it serves as a way
to reward staff for their efforts and
helps underscore the organization’s
commitment to quality.

System-Level Quality Scorecard
Tumor Site Quality
Subcommittees

System Care Management
Quality Scorecard

Breast

• Breast – 2 measures

Lung

• Lung – 3 measures

Performance on
scorecard is tied to
merit increase for all
staff members within
the cancer service line,
including physicians

• Pancreatic – 4 measures

Pancreatic

• Colorectal – 2 measures

Colorectal

• GU – 4 measures

GU

Total Care Management
Quality Score =

Case in Brief: Aurora Health Care
• 15-hospital health system in Eastern Wisconsin; corporate office based in Milwaukee, Wisconsin
• Developed 14-measure, system-level scorecard based on high priority measures submitted by each of the
five tumor-site subcommittees
• Selected metrics based on impact on quality, utilization, and feasibility to reach benchmarks
• System-level metrics contribute to an overall care management quality score that is calculated on an
annual basis
• Physicians and other staff members are eligible to receive merit increase based on the care management
quality score
• Quality charter from quality subcommittee is also embedded into medical executive committee process

Source: Aurora Health Care, Milwaukee, WI; Oncology Roundtable interviews and analysis.
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Integrating Quality Strategy into Peer Review

Admittedly, this process pushes
beyond what is standard at many
hospitals, but the service line leader
at Aurora shared that their leadership
was adamant about this step. They
wanted to hold both their employed
and private practice physicians
accountable for quality and, to create
the same standard of performance
across their medical staff.

Quality Charters Establish Baseline Expectations

Embedded Quality Charters

Quality charters
distributed to
medical staff
committees across
system

Measures tracked on
an individual physician
basis, also embedded
into physician
performance
expectations

Underperformance on
any measure triggers
peer review process

”

Metrics tracked by each of the quality
committees are also tracked on an
individual physician basis and
embedded into credentialing and
peer review processes.
Underperformance on any measure
prompts a conversation with the
chair of the medical executive
committee and may trigger a peer
review process.

Holding Everyone to the Same Standard
“We did not want to create a standard of care that is
different between employed and private practice
physicians; we wanted to engage everyone.”
Director, Aurora System-Wide Cancer Program
Aurora Health Care

Source: Aurora Health Care, Milwaukee, WI; Oncology Roundtable interviews and analysis.
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Supporting Quality Infrastructure Development
Outlined here is a benchmarking tool
to support programs in developing
the quality program infrastructure.
The tool provides guidance on what it
means to have a basic, intermediate,
or advanced quality infrastructure
across a number of core features,
such as staffing, registry timeliness,
and data collection processes.

Quality Infrastructure
Benchmarking Tool
Benchmarks and suggested features of
basic, intermediate, and advanced quality
infrastructures.
Sample program features:
• Dedicated Quality Staff
• Registry Timeliness
• Process for Data Collection
• Integration of EMR Systems
• Physician Documentation Method

Available in appendix and at:
www.advisory.com/or

Source: Oncology Roundtable interviews and analysis.
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Goal #2: Inclusive and Accountable Quality Infrastructure

Key Takeaways

Invest in Infrastructure
Though often an overlooked step, developing a sound quality infrastructure is vital to the success of all other
components of cancer quality strategy. A strong infrastructure provides the framework for organizations to
prioritize quality goals and to objectively assess what resources are available to support these efforts.
Regardless of the organizing principle, this step is essential to ensure seamless execution of quality strategy.
1.

Don’t Skimp on the Basics
Investing in infrastructure at the outset will provide a structured framework to refine quality strategy, select
metrics, and engage staff and clinicians.

2.

Ensure Robust Data Collection Processes
Many cancer quality efforts are stymied by the lack of defined processes for the data collection. A clear,
delineated process allows for more timely and accurate data collection and the ability to adapt to future
quality reporting needs.

3.

Keep Your Eye on the Ball
In light of an ever growing list of tasks and responsibilities, quality can often take a back seat to other
organizational priorities. Accountability mechanisms, whether implemented through contractual or noncontractual means, can be an effective way to maintain focus and reiterate the organization’s commitment
to quality.

Source: Oncology Roundtable interviews and analysis.
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Goal #3: Engaged Physician Quality Leaders
6. Secure Comprehensive Physician Engagement
7. Cultivate Physician Quality Champions
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Physician Engagement, Leadership Essential
Without doubt, over the next five
years cancer programs will face a
host of new mandates related to
quality management and reporting.
Responding effectively will require
both a nimble quality infrastructure,
and significant physician
involvement.
To succeed, hospitals and physicians
must move beyond their traditional
transaction relationship, to one
aligned around shared organizational
goals. Merely agreeing to participate
in quality reporting is insufficient.
Active physician engagement and
leadership are required to move
beyond numbers-on-a-page reporting
and transition to data-driven clinical
decision making.
The following section provides
tactical examples of how to structure
partnerships that incentivize
physician engagement in quality and
how to choose and cultivate future
physician quality leaders.

Elevating Quality
Performance

Leadership

Engagement

Participation
Quality
Reporting
Time

Source: Oncology Roundtable interviews and analysis.
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Physicians Driving Success on Quality Performance
Aligning physicians with
organizational goals is not just a
prerequisite for a progressive quality
program, but foundational to quality
reporting and improvement. As
illustrated by data from a 2012
Oncology Roundtable poll, lack of
physician support remains the
number one barrier to quality
reporting.
Securing broad physician
engagement in quality efforts
requires engaging them in setting
quality strategy, then developing an
action plan accordingly. Physician
involvement in selecting metrics and
setting benchmarks for quality
tracking and improvement is
particularly critical. These planning
discussions simply can’t happen
without physician involvement.

Greatest Barrier to Quality Reporting

Four Key Responsibilities for
Physicians in Quality Program
Development

Rating Average on Four Point Likert Scale
n=137 Cancer Administrators

Lack of
physician Support

2.82

Lack of
Consensus Measures

2.56

Inadequate
IT Infrastructure

Involvement in
Metric Selection

Timely and Accurate
Completion of Patient
Documentation

2.01

Limited
Staff Time

1.95

Involvement in
Benchmark
Discussions

Quality Improvement
Project Leadership

Source: 2012 Oncology Roundtable Quality Quickpoll; Oncology
Roundtable interviews and analysis.
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Imperative #6: Secure Comprehensive Physician Engagement

No Shortage of Formal Alignment Vehicles
Financial incentives are the most
targeted method for aligning
physicians with broader cancer
program goals.

The recent increase in alignment
activity provides cancer programs
with a unique opportunity to
incorporate quality into physician
contracts. Recent survey data
reflects this trend.
While employment continues to be
the most popular alignment vehicle,
reflecting broader national trends,
survey data shows continued interest
in co-management and professional
services agreements, two models
that are highly effective for partnering
with independent oncologists.

Percentage of Programs Currently Using
Physician Alignment Model
n=43

Paid Medical Directorship

82%

Employment/Foundation/Clinic

50%

Professional Services Agreement (PSA)
or 1206d Clinic Agreement

42%

Co-Management

14%

Gainsharing

7%

Clinical Integration

7%

Source: 2012 Oncology Roundtable Quality Quickpoll; Oncology
Roundtable research and analysis.
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Quality Increasingly Included in Incentive Packages
Unfortunately, despite the surge in
contractual relationships with
oncologists, most cancer programs
are failing to capitalize on the
opportunity to increase alignment
with physicians around quality.

Prevalence of Compensation Models
in Oncology1

2012 Oncology Roundtable survey
data indicate that the majority of
organizations have made progress
on integrating organizational goals
into compensation, moving beyond
straight salary or productivity models
to also adopt performance bonuses.
But, only half of surveyed
organizations reported linking
payments to quality metrics. This
data is specific to employment
contracts, but research shows similar
trends across alignment models.

Performance Criteria Included in
Incentive Compensation1

2011

2011
54%

70%

Productivity

46%

60%

Satisfaction Scores2

36%

54%

Quality3

Participation in
Program Activities4

Salary

Given the renewed focus on value
from both payers and patients,
including quality metrics in financial
contracts with physicians is now
widely accepted and is therefore less
contentious than in the past.
Programs not adopting this practice
may be missing a significant
opportunity to foster greater
alignment around shared goals.
1)
2)
3)
4)

ProductivityBased
Compensation
Model

Base Pay Plus
Performance
Bonus

Respondents can select multiple options.
Patient or provider satisfaction.
Achievement towards clinical quality metrics or improvement projects.
Examples include participation on tumor boards, quality committee, cancer committee.
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36%

Qualitative Assessment by
Administrator, Physician Leader
Marketing, Outreach,
Program Development

33%
13%

Source: 2011 Oncology Roundtable Member Survey; Oncology
Roundtable interviews and analysis.

Fundamentals of Non-productivity Incentives

Difficulty Lies in Capturing High Impact Proxy Metrics
Given that incorporating quality goals
into performance-based
compensation is still relatively new, it
is critical to adopt a principled
approach.
First at-risk compensation must
account for a significant proportion of
total compensation in order to be
meaningful.

Example of Blended
Performance-Based
Compensation Model
System Goal

Second, physicians should play a
role in identifying metrics and setting
performance thresholds.

Quality
75%

Finally, programs should consider
looking beyond traditional quality
performance metrics and standard
process measures to consider more
fundamental measures that might
enable quality, such as meaningful
use of electronic health record
technology.

Sample Quality Metrics

Productivity

25%

NonProductivity
Incentives

To the right, a sample set of
performance metrics is highlighted.

Metric

•
•
•
•

Compliance with clinical standards
Participation in quality initiatives (e.g., QOPI)
Attendance at tumor board, cancer conference
Participation in multidisciplinary clinics

Patient
Satisfaction

• Physician specific patient reported outcomes scores
• Department-wide patient satisfaction scores

Meaningful
Use

• Percent of patient notes utilizing structured
documentation
• Use of CPOE for medication orders

Approach in Brief
• Program holds portion of compensation at risk dependent
on achievement of non-productivity performance goals
• Solicits physician input during metric selection process
• Adapts metrics routinely to meet evolving program needs

Source: Oncology Roundtable interviews and analysis.
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Model #1: Bonus Threshold

Some Choosing All or Nothing Incentives
Physician Quality Bonus Earned Only After Meeting Quality Threshold

Once metrics are identified, quality
benchmarks are then linked to
performance incentives. Hospitals
can either pay physicians a set
bonus for reaching certain
predetermined performance
thresholds or pay incremental sums
correlated to their individual degree
of performance improvement.

Hickory Hospital1 PSA2 Performance Bonus Breakdown
Percent of
Bonus

Performance Goal
Patient Safety

Pseudonymed Hickory Hospital
implemented the first approach with
their performance-based medical
oncology PSA.

Patient Satisfaction
Quality

At Hickory, physicians receive their
full bonus only if they reach a pre set
performance threshold for each
quality metric. Hickory requires
physicians to achieve 90% or higher
performance across select QOPI
metrics to receive almost $15,000 in
bonus compensation.

Operational Efficiency
Referring Provider
Education

This agreement increased support
for QOPI dramatically, while also
fostering greater engagement with
Hickory’s long- term quality strategy.

Sample Metric

Threshold

18%

No verbal orders, QOPI
certification

100%

21%

>85th percentile on survey

Yes/no

26%

Selected QOPI metrics

>90%

21%

PQRS reporting >95%

Yes/no

14%

Educational visits

Number of visits to
referral sources

Case in Brief: Hickory Hospital PSA
• 150-bed hospital located in the Northeast entered into PSA in 2002
with five-physician medical oncology practice
• Performance bonus of approximately $60K added to PSA upon
third contract renewal, divided into five incentive categories
• Incentives resulted in greater physician support of organizational
goals, enhanced performance

1) Pseudonym.
2) Professional Service Agreement.
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Model #2: Tiered Performance Bonus

Tying Incentive Size to Performance Level
Spruce Hospital1 Fine-Tuning Co-Management Quality Bonus

Spruce Health, a pseudonym, has
incorporated tiered performance
bonuses into their medical oncology
co-management agreement.

Sample Metrics Included in Spruce
Hospital Co-management
Performance Bonus

Their compensation structure
includes a 50% base payment for
administrative hours and 50% at risk
for performance against key metrics.
Each metric corresponds to
performance tiers that determine the
amount of incentive physicians are
eligible to earn.

Percentage of At-Risk Compensation
Earned by Metric Performance
100%

CPOE
Adoption

Patient
Satisfaction

50%
25%
13%

Tiered performance scales allow the
organization to reward physicians
who gradually improve, while offering
the full incentive only to physicians
with truly distinguished performance.

Palliative Care
Referrals

Neither of these two models is
perfect, and physicians may be more
open to one over the other. However,
it is important that every
compensation agreement with
physicians include some form of
meaningful performance based
quality incentive.

Length of Stay

Case in Brief: Spruce Hospital1
•

•

•

Four-hospital health system based in the
South; pursued co-management agreement
with medical oncologists
Physician co-management compensation split
50:50 between base payment and incentive
payment
Physician total incentive payout based on
performance tier reached across range of
quality metrics

1) Pseudonym.
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32nd
Percentile

63rd
Percentile

76th
Percentile

90th
Percentile

For more information please see Oncology
Roundtable Publication:
Achieving Sustainable Hospital-Physician
Alignment in Oncology
•

Study offers best practice examples of
physician partnership models including
strategies to align financial incentives with
organization strategic priorities

•

Available at: advisory.com/or/publications
Source: Oncology Roundtable interviews and analysis.
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Moving Beyond Financial Incentives
Developing Alternative Ways to Incentivize Quality Participation

While financial incentives are the
most targeted tool to engage
physicians with cancer program
quality goals, there are non-financial
arrangements that can achieve
similar aims.
Florida Hospital’s Cancer Institute,
which pairs supportive resources
with strict participation criteria, has
gradually raised expectations for
physician quality participation across
the Florida Hospital system.
Created in 1980 as a multispecialty
shared compact between hospitals
and physicians, the institute offers
participating physicians access to
enhanced support staff, joint
marketing opportunities, and
additional quality resources.

Florida Hospital Cancer Institute

Requires Physician
Participation in Quality Program

Provides Meaningful
Benefits to Physicians
Infrastructure

Cancer Institute
Participation Agreement
•
•
•

Clinical outcomes data
reporting
Participation in QOPI, PQRS
Attendance at education
forums

• Use of hospital EMR

• Access to hospital
support programs, staff
Marketing
• Promotion on hospital website
• Authorship in yearly newsletter
• Inclusion in referral rotation list
Clinical Quality

Signed:

In return, physicians must adhere to
a strict set of participation
requirements. Over the years,
participation criteria have evolved to
reflect emerging goals, most recently
including participation in QOPI and
PQRS, as well as clinical outcomes
data collection.

• Research staff
• Genetic counselor
• Oncology social workers

Source: Florida Hospital Cancer Institute, Orlando, FL; Oncology
Roundtable interviews and analysis.
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Harnessing Peer Scrutiny to Drive Adherence
Sharing Unblinded Data Improves Physician Documentation at Acacia1

For those programs without the
flexibility to enter into broad
alignment agreements, smaller nonfinancial tactics can effectively drive

OB-GYN Baseball Lineup

greater physician quality
engagement.

Physicians with the most outstanding
medical records as of 01/2/2012

Acacia Medical Center (a

Average Number of
Outstanding Medical Records
~800-900

pseudonym) struggled with
incomplete physician documentation,

1. Pitcher: Dr. Grey - 105

a fundamental quality concern.

2. Catcher: Dr. Torres - 94
3. 1st base: Dr. Sheppard - 87

To encourage more timely medical

4. 2nd base: Dr. Hunt - 76

record completion, department

5. 3rd base: Dr. Yang - 34

leaders opted to leverage unblinded

6. Shortstop: Dr. Karev - 29

data as a motivator for improvement,

~5-10

7. Left field: Dr. Bailey - 27

but they did so in a playful rather

8. Center field: Dr. O’Malley - 23

than punitive way. The top nine Ob-

9. Right field: Dr. Sloan - 21

Gyn physicians with the greatest

Before
Unblinding

After Unblinding

number of incomplete medical
records saw their names publicly
posted in a “baseball lineup.”
The bar graph page shows the

remarkable improvement from this

Case in Brief: Acacia Medical Center1

simple initiative. A little peer pressure

• 500-bed hospital located in the East

goes a long way. Though Acacia

• Ob-Gyn department posted list of top nine physicians with greatest number of outstanding medical
records on a weekly basis to promote more timely medical record completion

specifically targeted Ob-Gyn
physicians, this tactic could be
adapted for any specialty – or any
quality metric.
1) Pseudonym.
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Roll Out Unblinded Data Strategically
When sharing unblinded physician
quality data, programs should begin
by testing the waters with
uncontroversial metrics. It goes
without saying that unblinding
sensitive quality metrics, such as
patient mortality, should be avoided.
Some examples of less controversial
quality metrics are shown here.
Key to success in this tactic is
encouraging healthy competition
while avoiding anything that may
exacerbate tensions between
physicians or between physicians
and program administrators.

Key Lessons for Unblinded Data Sharing

Start with less controversial metrics
•
•

Operational metrics (e.g., patient
wait times, complete
chemotherapy orders)
Documentation metrics (e.g.,
incomplete medical records,
patient education, treatment plan
creation)

Advantages

Gradually unblind select performance metrics
•
•

Select quality metrics already
publicly reported or with broad consensus
Avoid sensitive peer review data (e.g.,
complications, infections)

Disadvantages

 May provide greater incentive for physicians to
improve; foster healthy competition

x May increase risk exposure; some metrics must
not be shared to uphold peer review protection

 May encourage dialogue, best practice sharing
about strategies for improving performance

x May create unproductive competition between
physicians

 Prepares physicians for viewing information that
will be publicly available

x May exacerbate tensions in specialties with
competing groups

Source: Oncology Roundtable interviews and analysis.
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Imperative #7: Cultivate Physician Quality Champions

Physician Leadership Needed
Physician participation in quality is a
critical first step, but cultivating
engaged physician quality leaders
will be required to develop and
execute on next-generation quality
goals. Successful execution of
quality strategy requires physicians
to own a future vision of the program,
and promote engagement among the
medical staff.
Ideally, every physician would take
an active role in quality program
leadership, but for most programs,
this remains unlikely. Instead,
program administrators will need to
single out promising physicians to
partner with directly. Administrators
should seek to partner with physician
leaders who have demonstrated an
interest in national quality initiatives
and who are up to date with evolving
quality guidelines.

Programs Investing in Physician Quality Leaders

Key Roles of
Physician Leaders

Ideal Candidate Skills

Stay up to date on
guidelines, quality
standards

•

Commitment to evidence-based medicine and value of clinical
guidelines

•

Demonstrated commitment to continued learning

Spearhead new quality
improvement projects

•

Viewed as clinical leader with real power to influence
outcomes

•

Ability to see big picture from health system perspective

•

Credibility with peers and medical staff

•

Excellent communication skills

Encourage peer
engagement

More importantly, hospital leaders
should seek out clinical leaders with
sufficient credibility to influence and
encourage quality improvement
among peers across their specialty.

Source: Oncology Roundtable interviews and analysis.
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Building Quality Champions
To promote and encourage physician
quality leaders, some organizations
provide performance-based
compensation to physicians who lead
quality improvement projects. While
performance incentives are common
for department leaders and
administrative professionals who
adopt QI projects, adoption lags
among physician leaders.

Physician Leaders Incented on Service Line Strategic Goals

Single Physician Champion
for Each Strategic Goal

Responsibility for Staff and
Faculty Performance

$7,500
$5,000

After establishing quality goals,
Roswell Park Cancer Center sought
out physicians to champion those
goals. These physicians are
rewarded for successfully designing
and implementing department-wide
quality improvement projects.
The program is successful in building
future quality leaders in two ways.
First, when designing the quality
improvement projects, physicians
collaborate with program leaders at
the C-suite level, providing them with
exposure to broader health system
strategy. Second, with their payout
dependent on the performance of the
department, physicians quickly learn
important management skills. The
experience effectively grooms them
for larger leadership roles in the
future.

Incentive Payment Based on
Degree of Improvement

$2,500

Threshold

Target

Maximum

Case in Brief: Roswell Park Cancer Center
• 133-bed specialty hospital located in Buffalo, New York
• Senior leaders choose physician champions to spearhead specific strategic
initiatives; some aligned with quality goals
• Physician champions paid a variable incentive bonus based on extent of progress
toward strategic goal
• No bonus paid under certain improvement threshold

Source: Roswell Park Cancer Institute, Buffalo, NY; Oncology
Roundtable interviews and analysis.
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Goal #3: Engaged Physician Quality Leaders

Key Takeaways

Physician Engagement the Backbone of Robust Quality Reporting
Physician engagement is critical to a robust and efficient quality program. Acting both as teachers and students,
physicians must take responsibility for leading quality efforts, while also submitting to scrutiny of their own
practices. Given continued income pressure, targeted incentives should be utilized to encourage physicians
not only to participate in quality reporting, but also to secure commitment for a broader leadership role.
1.

Alignment Contracts Should Reflect Quality Goals
Though formal physician alignment is unlikely to be driven by quality needs, program directors must
ensure that quality metrics are included as part of any alignment vehicle if and when one is proposed.

2.

Leverage Non-financial Incentives to Reward Participation
Though financial rewards may enforce immediate compliance, more nuanced tactics are available for
programs lacking sufficient financial resources. Programs should identify resources, such as marketing
support or support services, that may be offered to physicians in return for more robust participation in
quality programs.

3.

Future of Quality Demanding Physician Leadership
Ultimately, though broad-based quality participation must be a basic component of any program’s
physician engagement strategy, a constantly evolving quality mandate will require physicians to evolve
from participants in quality reporting to leaders in program-wide quality strategy.

.
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Goal #4: Automated Quality Reporting Infrastructure

8. Move Toward Structured Physician Documentation
9. Improve Efficiency of Data Abstraction
10. Develop Integrated Data Warehouse

©2013 THE ADVISORY BOARD COMPANY • ADVISORY.COM • 26460

83

Efforts Undermined by Chaotic Reporting Systems
Overburdened Staff Acting as Inefficient Data Integrators

IT represents both the greatest
opportunity for quality reporting and
the greatest challenge. Without more
automated systems, cancer program
leaders will find it difficult to keep
pace as quality reporting moves from
a few metrics for a small subset of
patients to a range of metrics across
entire populations.

Typical Cancer Quality Data Collection System

Today, far too much time is wasted
ferrying data between expensive IT
systems that can’t talk to each other.
This problem is magnified in
oncology due to the multidisciplinary
nature of care and high level of
fragmentation across care sites.

Other Hospitals

State Cancer
Registries

Cancer Registrar

Electronic
Medical Record

Physician
Office EMR1
Quality
Analyst

Achieving truly data-driven care
requires transition from a manually
integrated quality infrastructure to a
fully automated one. This will by no
means be easy. The aim for this
section is to provide programs with
an honest assessment of the IT
capabilities they will need to support
their quality strategy, with realistic
guidance on how to get there.

Paper
Physician Charts

Lab and Other
Clinical Information
Systems

Hospital Quality
Dashboard

1) Electronic medical record.
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Program Portals

Source: Oncology Roundtable interviews and analysis.
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Three Imperatives for Quality Automation
There are three necessary steps to
building a fully automated quality
infrastructure.
First, administration must support
physicians in transitioning from free
text reporting to structured
documentation. If physicians
continue to record patient data
idiosyncratically, manual abstraction
will continue to waste significant
resources.
Second, programs must move
toward automatic data abstraction
from key medical record systems.
Without more automated abstraction
techniques, organizations will
struggle to gather sufficient data for
an expanding volume of quality
metrics across a growing array of
information systems.

Move Toward
Structured Physician
Documentation

Improve Efficiency of
Data Abstraction

Physicians document
patient care in electronic
medical records using
computer-readable
structured data fields

All patient data from
physicians and each
hospital department pulled
automatically, with no
manual abstraction, from
all relevant medical
records

Develop Integrated
Data Warehouse

All patient outcome and
quality data entered, in
structured form, into
searchable data
warehouse

Finally, and most importantly,
organizations must move beyond
tracking quality in aggregate through
Excel spreadsheets to a more
comprehensive quality database.
Solely recording a numerator and
denominator for each quality metric
prohibits more advanced analyses of
quality data and can allow valuable
insights to slip through the cracks.
Source: Oncology Roundtable interviews and analysis.
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Imperative #8: Move Toward Structured Physician Documentation

Poor Documentation Holding Back Progress
Free Text Documentation Riddled with Shortcomings

A crucial problem facing quality
leaders today remains quality data
collection, made even more
challenging when employees must
manually abstract data from free text.
With conventional free-text medical
records, patient consultation records
can vary highly according to each
physician’s preferences. This makes
abstraction by a third party extremely
time consuming as staff must
manually scan through massive
amounts of unstructured text,
attempting to decipher physician
shorthand while searching for a few
key pieces of data.

1
Oncology EMR

John Doe
• 9/12/2011
• Note
• 9/2/2011
• 8/22/2011
• 8/11/2011
• 8/2/2011
• 7/20/2011
• 7/9/2011
Alan Dean
Peter Dell
Mary Edge
Karen Eagle
Terry Gray
Loretta Jackson
Vince James
Herbert Jones
Steve Mount

John is a 56 year-old who was well until 2010, when he noted
a large suspicious lesion on his right shin. This was excised
and was found to be an ulcerated melanoma, at least 3.5 mm
deep. Two sentinel lymph nodes removed during this excision
were negative. In 2011, John began treatment with interferonalpha, and was treated intermittently (due to liver enzymes
abnormalities) until August, at which point was no longer able
to tolerate the drug. During this period, had frequent CT
scans, which showed transient tiny lung nodules but no
obvious sites of disease. In September, John noted a rapidly
expanding mass in the right groin. CT demonstrated a large
expansile mass in the area, as well as a completely collapsed
left lower lobe with a probably obstructing soft tissue mass.
He had an FNA of the groin lesion on September 20th which
was suspicious for melanoma. He then underwent
interventional treatment of the bronchial lesion which
successfully re-expanded the lung. He was admitted for Cycle
1 of biochemotherapy on October 1st. This cycle was
complicated by mild hypotension and atrial fibrillation, which
resolved. He received full doses of all agents. He was
admitted for Cycle 2 of biochemotherapy on November 2nd.
This cycle was complicated by persistent nausea and
vomiting, and transient thrombocytopenia with a nadir of 48k..

When physicians use free text
records, they may occasionally omit
key patient data. This not only leaves
abstracters without necessary quality
data, but also wastes their time.

Time-consuming to find
specific patient data points

2
Physician shorthand often
difficult to decipher

3
Crucial patient data
sometimes missing

Often cancer programs put in place
an electronic medical record (EMR)
system expecting to gain the benefits
of digital medical records, however
some physicians are slow to adopt
the capabilities. They will often find
workarounds to continue inputting
data as free text despite the new
system, negating the expected
benefits.
Source: Oncology Roundtable interviews and analysis.

©2013 THE ADVISORY BOARD COMPANY • ADVISORY.COM • 26460

86

Simplifying the Process
Fortunately, technology allowing
physicians to input patient data in a
more structured form is well
developed. There are numerous
names for the more structured forms
of physician documentation:
“structured templates,” “structured
fields,” “semantic documentation” yet
they all signify a similar concept:
physicians input patient data in a
consistent, standardized, and most
importantly, machine-readable
manner.

Structured Documentation Improving Performance on Quality Metrics

What Is Structured Documentation?
Physician note writing method that allows sharing of
patient data between automated systems by requiring
physicians to enter patient data across a set of
discrete fields rather than using free narrative text
•
•
•

The benefit of this technology for
quality programs is that if physicians
input patient data in a consistent,
standardized fashion, data
abstraction will be far more efficient,
if not entirely automatic.

Study in Brief: Method of EHR Documentation
and Quality of Primary Care
• Retrospective analysis of visits by patients with
coronary artery disease and diabetes to the
Partners Primary Care Practice Based
Research Network over nine months

In addition, a recent study by
Partners Healthcare systems found
that structured reporting not only
improved data abstraction efficiency,
it also improved the quality of
physician documentation.
The graph presented here shows
that physicians using structured
reporting are more likely to document
patient’s tobacco use and blood
pressure, as well as prescribe
clinically appropriate medication.

Uses standardized nomenclature
Readable by computers
Can be searched, aggregated, analyzed, and
shared automatically

• Measured the quality of care of physicians who
used three predominating EHR1 documentation
styles: dictation, structured documentation, and
free text

Average Percentage of CAD and
Diabetes Patient Visits Satisfying Quality
Measures
March-August 2007
n = 18,569

98%
89%
81%

Blood Pressure
Documented

Tobacco Use
Documented
1

38%
36%
22%
69%
72%
63%

1

β Blocker

2

Antiplatelet Medication

Structured Text

59%
56%
51%
Free Text

Dictation

• 15 EHR-based CAD and diabetes measures
assessed 30 days after primary care visits

1) Beta blocker on medication list or a new contraindication in allergies or problem list for
patients with myocardial infarction, angina, or congestive heart failure, and no allergies or
contraindication to beta blockers.
2) Antiplatelet agent on medication list or new contraindication in allergies or problem list for
CAD patients with no allergy or contraindication to antiplatelet medications.
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Source: Linder, et al. “Method of Electronic Health Record
Documentation and Quality of Primary Care,” Journal of the American
Medical Informatics Association, May 2012; Oncology Roundtable
interviews and analysis.

Facing Significant Implementation Hurdles
Careful Planning Necessary to Ensure Physician Support

Implementing structured reporting
and getting physicians to use it will
not be easy. There are three major
challenges to overcome before a
system can even be implemented.
Many organizations have not yet
implemented an EMR, and those that
have done so are finding it difficult to
add any new features without
significant expense. Those
organizations in the planning stage of
EMR implementation would be best
served adding a structured reporting
module, before rather than after
implementation.
Physician buy-in is also a major
challenge. Hands-free dictation is
more comfortable, potentially faster,
and often simpler for most
physicians. Navigating a fully
structured medical record may
require significant workflow
adjustment and may be slower in the
short term.

1

2

EMR Implementation

3

Physician Buy-In

•

Many institutions currently not
utilizing oncology-specific EMR,
some relying on paper charts

•

Limited ability to add structured
field functionality to existing EMR
systems without significant cost,
IT labor

•

Dictation time-honored, fast,
and convenient

•

Narrative text preserves context
and nuances not easily
recreated in template-driven
EMR documentation system

Optimization
•

Comprehensive options for
structured text menus may result
in unnecessarily lengthy,
cumbersome menu screens;
create unnecessary and
duplicative documentation

•

Hard stops or mandatory fields, if
not deployed in moderation may
lead clinicians to develop
inefficient workarounds

The final challenge is to fully
optimize the system for physician
workflow. Without thorough planning
and end-user feedback, new systems
may face still opposition. The system
must be user-friendly and efficient or
no one will use it.
Source: Oncology Roundtable interviews and analysis.
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Starting Slow with a Hybrid Implementation
Adding QOPI Questions to Free Text Notes

Bolt Health System, a pseudonym,
has taken an innovative step-wise
approach to phasing in structured
reporting.

Hybrid input allows
physicians to input free
text alongside some
QOPI-related structured
fields

At Bolt, IT staff and oncology
administrators came together to
design a homegrown structured
documentation module called QOPI
“note” that they then built into their
existing oncology EMR system.

Bolt Health System1 QOPI Note

Patient Name John Doe
Date of Birth
Reason for Visit

Patient History

The module allows physicians to
document patient consults in a hybrid
fashion, giving them the ability to
input their consult notes as free text,
but also adding a series of
mandatory structured drop-down
fields to collect key data for QOPI
reporting.

Drop-down menus collect all data
necessary for QOPI reporting

John is a 56 year-old who was well until 2010, when he noted a large suspicious
lesion on his right shin. This was excised and was found to be an ulcerated
melanoma, at least 3.5 mm deep. Two sentinel lymph nodes removed during this
excision were negative. In 2011, John began treatment with interferon-alpha, and
was treated intermittently (due to liver enzymes abnormalities) until August, at
which point was no longer able to tolerate the drug.

Family History of
Cancer
Smoking History

Answers to
structured fields
preloaded into
follow-up notes to
reduce repeat work

Most importantly, the structured
questions adapt to how physicians
have answered previous questions in
the report so that they are answering
only clinically and contextually
relevant questions, rather than
navigating through a slew of
unnecessary fields.
This approach streamlines workflow,
while ensuring that all data
necessary for QOPI reporting is
collected and easily accessible. It is
a valuable and innovative first step in
the transition to structured reporting.

John is a 56 year-old who was well until 2010, when he noted a large suspicious
lesion on his right shin. This was excised and was found to be an ulcerated
melanoma, at least 3.5 mm deep. Two sentinel lymph nodes removed during this
excision were negative. In 2011, John began treatment with interferon-alpha, and
was treated intermittently (due to liver enzymes abnormalities) until August, at
which point was no longer able to tolerate the drug.

Core algorithm adapts
QOPI questions to
previous inputs,
reducing unnecessary
data input, repetitious
data collection

Case in Brief: Bolt Health System1
•

400-bed medical center in the South

•

Developed hybrid free-text/structured template within EMR for patient consult notes to
make QOPI participation easier for physicians

•

Module walks physicians through set, logically adaptable questions on patient
diagnosis and treatment path covering all needed QOPI data points

•

Because treatment data saved in structured format, follow-up notes automatically
populate some patient information, saving physician time

1) Pseudonym.
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Imperative #9: Improve Efficiency of Data Abstraction

Envisioning a Fully Automated Future
While moving to structured reporting
is helpful, it is not sufficient for an
automated quality reporting
infrastructure. The second greatest
challenge for organizations will be to
improve the efficiency and
automation of their data abstraction
tools. This will require simpler and
more efficient ways for abstractors to
access and search patient health
data.
Ideally, administrators would be able
to access data from all hospital and
physician information systems
through a single interface. This would
require all hospital and physician
information systems to be connected.
Currently, there are only two ways to
achieve this vision of
interconnectivity, institutions can
either commit to and utilize a single
vendor integrated EHR across all
departments and physicians, or build
a comprehensive and expensive
array of custom interfaces between a
disparate series of EHR systems.

Connecting the Dots to Obviate Manual Abstraction

All patient data
immediately available
through single interface
in structured form

Lab Medical
Records

Outpatient Oncology
Medical Records
Single Patient
Electronic Health Record

Inpatient
Medical Records

Patient
Quality Report

All systems interfaced
or integrated entirely
Physician
Office Records

Many organizations will find it difficult
to commit to and fully realize either
approach. Most organizations will
continue to piece together some
hybrid of the two, building automation
in a piecemeal fashion.
©2013 THE ADVISORY BOARD COMPANY • ADVISORY.COM • 26460

Patient quality
reports
generated
automatically

Source: Oncology Roundtable interviews and analysis.
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Demonstrating Potential for Quality Automation
Veterans Health Administration Integrated EHR Almost Fully Automating QOPI

Systems that have developed a fully
integrated EMR have seen some
extremely promising results in
automating the quality reporting
process.

Percent of NSCLC1 QOPI Metrics
Available Electronically from VHA EMR

The Veterans Health Administration’s
integrated electronic health record,
VISTA, has been implemented
across over a thousand hospitals and
health clinics across the country,
recording patient data for over 8
million eligible veterans through one
hundred and 60 different integrated
software modules. Recently,
researchers at the VHA tested
whether they could abstract QOPI
metrics from their integrated system
automatically, cutting manual labor
entirely.

Case in Brief: Veterans Health
Administration Health System
• Largest medical system in the
United States, providing care in over
160 hospitals

Without Structured QOPI Template

61%

39%

Automated

• Utilizes single integrated electronic
health information system across all
sites

• Using non-small-cell lung cancer
(NSCLC) as pilot, examined which
QOPI data elements could be
electronically collated from EHR
• To improve results, designed and
implemented structured note
template that encourages
oncologists to enter QOPI data
elements previously unsuitable for
automated retrieval

The results of their experiment,
presented here, are extremely
encouraging. Structured
documentation, as described earlier,
is clearly a necessary precursor to
efficient automation. Without a
structured template, the VHA was
only able to calculate approximately
40% of the QOPI metrics, but with a
structured QOPI template, they were
able to automate over80%

19%

81%

Automated

Source: Williams, et al., “Automated Extraction of Quality Oncology Practice
Initiative (QOPI) Quality Measures from the Veterans Health Administration
(VHA) Electronic Health Record System,” Journal of Clinical Oncology, 2011,
29:(suppl; abstr e16560); Oncology Roundtable interviews and analysis.

1) Non-Small-Cell Lung Cancer.
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Full Integration Impractical Now for Most
Some Quality Metrics Not Even Machine Friendly

There will be serious challenges for
most organizations in cutting manual
abstraction out of the equation.
Automation will not come overnight,
or without significant investment.

Second, building the interfaces
necessary to link data from multiple
non-interoperable EMR systems
together is both expensive and a
drain on IT resources. Beyond this,
interfaces will require ongoing
maintenance to ensure accuracy and
efficiency of data transfer.
Finally, transferring patient data from
one system to another brings a host
of privacy issues that must be dealt
with, often at great bureaucratic
expense. For example, every
interface from a physician EMR to a
hospital system will require a
separate HIPAA agreement.

2

3

Lack of EMR
Implementation/
Interoperability

Cost
of Interfaces

Security and
Privacy Concerns

”

As highlighted earlier, many
institutions are still in the throes of
EMR implementation. Even when
implemented, it may not be
interoperable with other EMRs where
important patient data is stored.

1

ASCO-US Oncology QOPI Automaton Pilot of Limited Success
”…the task force found that data transfer was possible, but determined that
automating transfer of all data needed for QOPI measures isn’t practical at
present. The current QOPI system wasn’t designed for EMRs, and much of
the information needed for QOPI abstraction doesn’t line up with structured
data collected in an EMR. Neither ASCO nor US Oncology wants to create
programs with negative workflow implications for oncology practices.”
ASCO Post, March 1, 2012

Source: ASCO, “Starting Down the Path toward Electronic QOPI®: ASCO and
US Oncology Collaborate in Quality Measurement,” The ASCO Post, March
2012, 3(4); Oncology Roundtable interviews and analysis.
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Potential to Automate within Existing Confines
EMERSE Search Engine Increasing Speed of Manual Abstraction

While full automation may be a longterm goal, there is room to make the
abstraction process more efficient for
overworked abstracters in the near
term.
The University of Michigan
Comprehensive Cancer System has
developed a homegrown medical
record search tool called EMERSE
that functions similarly to the Google
search engine. The tool allows
clinicians, frontline staff, and quality
abstracters to search for specific
quality terms and phrases across 20
million patient records, from
physician notes to lab and radiology
reports.
Results from the past seven years
indicate the tool has saved significant
time for abstracters, who no longer
have to waste time reading through
entire patient notes for one key piece
of clinical information.

But the tool also conveys a
secondary benefit in allowing
abstracters to find information that
they might otherwise have missed,
conversely indicating when a
physician has left a key piece of
information out of a patient record.

EMERSE EMR Search Engine

20 Million
Patient documents searchable by
tool across institutional EHR

Up to 100
•

Able to search across all free-text records in
each department that utilizes EMR records

•

Easy-to-use, intuitive user interface allows
construction of complex search queries, ability to
scan context-sensitive search results

•

Results displayed in manner consistent with
structure of medical record; separate categories
for problem summary list, patient notes,
pathology and radiology reports

Patients searchable at
the same time

300%
Increase in productivity
for high-volume users

Tool in Brief: EMERSE Search Engine
•

Originally built to address need for medical record search tool for research and data abstraction at
University of Michigan Comprehensive Cancer Center

•

Allows users to search information across over 20 million narrative documents stored

•

Tool routinely utilized by frontline clinicians, medical coding personnel, quality officers, and researchers

•

Average user estimates suggest roughly threefold increase in productivity with tool

•

Tool free to use, though may require implementation assistance from IT department
Source: Hanauer D, “EMERSE: The Electronic Medical Record Search Engine,” AMIA Annual Symposium
Proceedings Archive, 2006; Yang L, et al., “Query Log Analysis of an Electronic Health Record Search Engine,”
AMIA Annual Symposium Proceedings Archive, October 2011; Oncology Roundtable interviews and analysis.
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Cutting Time by Learning Collaboratively
Search Term Bundles Help Reduce Searching Guesswork

EMERSE’s success as a medical
record search tool has led to the
addition of further features designed
to cut unnecessary abstraction work.

One innovative new feature allows
users to search by typical abstraction
categories. Instead of searching
individually for each potential term a
physician may have used in a report,
individuals search by prebuilt
bundles of common words. For
example, a search for “cancer
staging terms” pulls results from six
related searches.

EMERSE Collaborative Search Feature

EMR users combine search
terms into search ‘bundles’

Search by bundle returns results
for all terms within bundle

e.g. Cancer Staging Terms
‘cancer
staging’

‘staging workup’

‘gleason’

‘microstaging’

‘Tmic’

‘restaging’

Anyone using this system can define
their own bundle or use someone
else’s saved bundle, allowing the
experience of one abstracter to be
passed on to another effortlessly.
This has proved to be a major time
saving innovation and almost half of
all searches utilize this feature.
Given some implementation support
from IT staff, the EMERSE search
tool can be utilized with any EMR.
For those institutions where
abstracters are sifting through reams
of electronic patient records
manually, this is definitely worth
further investigation.

Bundle can be shared with
other abstracters

700+

48%

Search term bundles
created in system

Of all searches
utilize bundles

Source: Zheng, et al., “Collaborative Search in Electronic Health
Records,” Journal of the American Medical Informatics Association,
2011, 18(3):282-91; Oncology Roundtable interviews and analysis.
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Imperative #10: Develop Integrated Data Warehouse

Spreadsheets Not Getting the Job Done
Dedicated Database Necessary for More Advanced Data Analysis

Despite numerous studies
suggesting the significant value
available through intelligent mining of
health care data, most providers only
scratch the surface when it comes to
analyzing the quality data they
collect.
This is largely because most health
care providers, and almost all cancer
programs, track quality data only in
aggregate. At many cancer centers,
resource and technology constrains
limit quality leaders to merely
recording a numerator and
denominator for each quality metric
in a single spreadsheet.
This kind of aggregate quality data is
insufficient for more advanced
analyses that might cross-reference
quality performance with financial
and utilization data.

Quality Data Warehouse

Capabilities

Spreadsheet

Database

Long-term storage of
metric scores
•

Primary function is to provide single location
for data storage

Longitudinal analysis of
data trends

•

Cleans, transforms, catalogs data

•

Provides single portal for managers,
clinicians, other health care staff

Data cuts by specific
patient categories

•

Can be used for data mining, online analytical
processing, longitudinal research, and realtime decision support

Though more robust data
management systems can be
expensive and must often be custom
built, in the future cancer programs
must develop a flexible and robust
data warehouse for quality data to
derive maximum value from current
data and prepare for future
performance requirements.

Analysis of correlation
between data points
Cross-analysis with
non-quality data
(e.g. financial records)

Source: Oncology Roundtable interviews and analysis.
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Building a Quality Data Management System from Scratch
Dedicated Tumor Databases a Powerful but Pricey Proposition

Some programs have already started
to build data warehouses to elevate
the sophistication of their quality
program. Vollmer Hospital, a
pseudonym, built their own tumorsite specific databases for quality
data several years ago. Now they
enter patient data into a dedicated
database across four different tumor
sites.

Vollmer1 Hospital’s Tumor-Site Specific Databases

Hospital EMR

This provides two key functions for
program administrators. First, much
of the data is imported into tumor site
dashboards, which provide an overall
snapshot of patient characteristics
and clinical utilization. Second,
administrators can run custom
queries on the database to determine
how well patients are being treated
according to guidelines.

Tumor Registry

Vollmer’s databases required
significant up front capital - over
$100,000 to implement and $30,000
a year for upkeep. But while the level
of investment may be significant,
organizations starting down this road
are obtaining a level of transparency
into program performance that will
position them well in the emerging
value-based market.

•

1,700-bed health system in the South

•

Developed tumor site-specific databases to track patient data and measure
performance across range of quality metrics

•

Databases custom built, costing over $100k, plus yearly upkeep

•

Biostatistician manages database, provides custom reports to hospital

Tumor SiteSpecific
Databases

Biostatistician

Custom
Quality Analyses

Physician
Office Records

Case in Brief: Vollmer Hospital

1) Pseudonym.

©2013 THE ADVISORY BOARD COMPANY • ADVISORY.COM • 26460

Source: Oncology Roundtable interviews and analysis.

96

Shared Databases Cutting Start-Up Costs
Community Oncologists Benefitting from ACORN1 HOPE2 Database

For those institutions that do not
have access to up front capital at this
time, it may be more practical to
collaborate with others through a
shared database. The Accelerated
Community Oncology Research
Network’s Health Outcomes and
Pharmacoeconomics database (also
known as ACORN) serves as a
model of how this might work.

Data from Community
Oncology Practices Nationwide

Physician practices from across the
country send blinded outcomes,
process, quality, and financial data to
a central data warehouse where
ACORN biostatisticians are able to
evaluate and analyze their
performance across a range of
quality vectors. More importantly,
ACORN is currently in the process of
linking individual physician quality
data to utilization and cost.

Practices submit:
•

Patient reported outcomes

•

Disease outcomes

•

Treatment process data

•

Quality data

•

Financial data

Robust data analysis is the core
value of quality reporting. Without the
ability to take an in-depth look at
quality data and compare it with cost
and service utilization, programs will
always be limited in the value they
can derive from their quality
investments.

ACORN Scientists
and Biostatisticians

•

Database electronically
linked to practice’s EMR
systems, and
claims/financial systems

•

Evaluate practice patterns,
examining variation in
treatment based on patient
characteristics

•

Provides point of entry
data cleaning

•

Analyze health resource
utilization and cost

•

Allows users to access
real time data reports
through web portal

•

Link patient reported
outcomes with other data to
evaluate impact of competing
regimens or treatment
characteristics on symptoms
and quality of life

Source: ACORN Health Outcomes Pharmacoeconomics, available at:
http://www.acornresearch.net/, last accessed: August 2012; Oncology
Roundtable interviews and analysis.

1) Accelerated Community Oncology Research Network.
2) Health Outcomes and Pharmacoeconomics.
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Goal #4: Automated Quality Reporting Infrastructure

Key Takeaways

Advanced Quality Reporting Requiring More Than an Oncology EMR
Even with a well-organized and efficient institution-wide quality infrastructure, quality reporting may be
seriously hampered by lack of effective IT capabilities. Many institutions mistakenly believe that
implementing an oncology-specific EMR will solve quality reporting problems. This is a necessary step,
but it is only one part of the broader IT infrastructure necessary for efficient and robust quality reporting.
1. Room to Speed Free-Text Abstraction
Though automated quality data abstraction may be beyond the capabilities of most IT systems, use
of a text search engine may significantly increase the speed of the manual abstraction process.
2. Structured Reporting Not an All or Nothing Proposition
As a crucial first step toward automating data abstraction, moving from free text to structured
documentation is top priority. However, due to ongoing physician concerns, full implementation
remains a distant prospect for most. Nevertheless, programs should keep in mind that structured
reporting can be implemented gradually without demonstrably increasing physician workflow.
3. Quality Data Needs Already Surpass Spreadsheet Capabilities
Though a spreadsheet may provide a means to track simple adherence to well-specified quality
measures, it does not allow for true quality data analysis. Given an increasing mandate to crossreference patient cost and service utilization as part of overall care quality, more robust data
warehousing and analysis should be a top priority.

Source: Oncology Roundtable interviews and analysis.
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Goal #5: Highly Leveraged Quality Data

11. Improve Benchmarks, Share Best Practices
12. Move Toward Real-Time Quality Tracking
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Imperative #11: Improve Benchmarks, Share Best Practices

Regional Focus on Quality Collaboration
Having made significant investments
in quality data collection and
reporting infrastructure, cancer
programs are now seeking to
leverage this data to drive
performance. Because pay for
performance is still lagging in
oncology, cancer programs are
seeking alternative means to drive
returns. More specifically, they are
looking to one another to share data,
benchmark performance and drive
improvements.
Over the past, year numerous
groups around the country have
begun to come together to form
regional quality collaborative. While
still early in development, early
results are promising.

Local Collaboratives Working Together to Improve Care

Michigan Oncology
Quality Consortium

Accelerated Community
Oncology Research Network

Georgia Society of
Clinical Oncology

Northern New England
Clinical Oncology Society
Collaborative
Improvement Network

Florida Initiative for
Quality Cancer Care

Source: Oncology Roundtable interviews and analysis.
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Seeking to Encourage Widespread Quality Reporting
The first priority for many of these
groups, at least in the short term, has
been to increase physician
participation in quality reporting
programs. A critical mass of
physician and patient data is
essential to generate accurate and
valuable quality benchmarks.
In 2011, one of these groups, the
Northern New England Clinical
Oncology Society (NNECOS), made
a concerted effort to encourage
physician practices to take part in the
QOPI reporting program by tackling
the two reasons most frequently cited
by physicians for not participating: a
lack of funding and a shortage of
trained staff.
To assist with the former, NNECOS
applied for and received grant
funding from ASCO, using it to offset
physician data abstraction costs. To
combat the latter, NNECOS set up
group training webinars where
experienced QOPI practices train
new groups in efficient quality
abstraction.

Regional Associations Building QOPI Participation

Participation Stipends

Data Abstracter Training

$20,000 from ASCO grants
and NNECOS matching
funds distributed to new
programs to defray some
abstraction expenses

More experienced programs
mentor less experienced
programs on data abstraction
for QOPI through webinars,
joint training sessions

Case in Brief: Northern New England Clinical Oncology Society (NNECOS)
•
•
•
•

Regional oncologist association serving over 290 physician members
QOPI participation by NNECOS physicians traditionally low
Member survey revealed lack of resources as barriers to participation
Obtained $10K grant money from ASCO regional affiliate program to help defray
expenses for new QOPI participants, matched with $10K NNECOS funds

In under a year, these efforts
resulted in a 25% increase in the
number of NNECOS practices
submitting data to QOPI.
©2013 THE ADVISORY BOARD COMPANY • ADVISORY.COM • 26460

25%

Increase in the number
of NNECOS practices
taking part in QOPI from
2011 to 2012

Source: Hertler A, “The NNECOS Collaborative Improvement Network,” April 2012, available
at: http://www.nnecos.org/Resources/Documents/NNECOS%20 Collaborative
%20Improvement%20Network.pdf; Oncology Roundtable interviews and analysis.
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Comparing Local to National Performance
Strong regional participation enables
these collaboratives to benchmark
performance both nationally and
locally, shown in the data here from
the Michigan Oncology Quality
Consortium, a collaboration between
20 medical oncology practices,
ASCO, and Blue Cross.
Regional data provides a more
targeted perspective and can give
providers insight into how practice
patterns and local demographics fit
into the broader national context. As
shown in this chart, the MOQC also
examined variation between local
and national practice demographics,
and potential implications for quality
performance.
National benchmarks are certainly
important, but may not provide
meaningful comparison for some
practices due to variation in local
patient demographics, provider
preference, and variations practice
resources. Thus, the ability for
practices to analyze both local and
national benchmarks can prove
invaluable.

Regional Consortia Looking at Context to Understand Variation
National QOPI Cohort Benchmarks Versus
Michigan Oncology Quality Consortium (MOQC) Cohort Benchmarks
Average Performance in Each Category,
Spring 2009 - Spring 2011

90%

92%

Number of Physicians in Practice

70%

95%

85%
65%

71%
38%

35%
25%

20%
10%

Colorectal Cancer Non-Small Cell
Lung Cancer

Breast Cancer

1–4

Practices Participating in QOPI but not in the MOQC (n = 136)

5–10

>10

Groups Participating in the MOQC (n = 20)

Source: Blaney, et al., “Michigan Oncology Practices Showed Varying Adherence Rates to Practice Guidelines, but
Quality Interventions Improved Care,” Health Affairs, April 2012, available at:
http://content.healthaffairs.org/content/31/4/718.full?ijkey=ns61wRRMgmSdA
&key type=ref&siteid=healthaff, accessed: August 2012; Oncology Roundtable research and analysis.
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True Collaboration Allows for Identification of High Performers
NNECOS CIN1 Choosing to Unblind QOPI Performance Data

Regional collaboratives such as
NNECOS are turning regional quality
data into a robust resource for
regional quality improvement by
providing participants with the
opportunity to learn from high
performing organizations.

Hypothetical2 QOPI Adherence Report for Practices in NNECOS CIN
Core Measure 17: Chemotherapy treatment summary completed within three months
of chemotherapy end

Recently, NNECOS practices
participating in QOPI decided to
share unblinded quality data with one
another, forming the NNECOS
Collaborative Improvement Network.

QOPI Max

100%

Practice A

82%

Practice C

72%

NNECOS Average

The benefit of unblinded data sharing
is simple, but very effective. If a
group of organizations can identify
top performers, they can find out how
they got there. A hypothetical
illustration of how the NNECOS CIN
grades each practice’s performance
on each quality metric in QOPI is
presented here.

56%

QOPI Mean

40%

Practice D

40%

Practice E

30%

Practice F

25%

QOPI Min

20%

Practice B

18%

Source: Hertler A, “The NNECOS Collaborative Improvement Network,” April 2012,
available at: http://www.nnecos.org/Resources/Documents/NNECOS%20 Collaborative
%20Improvement%20Network.pdf; Oncology Roundtable interviews and analysis.

1) Collaborative Improvement Network.
2) Data not representative of actual practice patterns.

©2013 THE ADVISORY BOARD COMPANY • ADVISORY.COM • 26460

Potential Best Practice
Sharing Sites

103

Finding and Implementing Best Practices
Collaborative Learning Improving Performance Across Network

Beyond discovering best-in-class
organizations, NNECOS’s
Collaborative Improvement Network
has become both a data warehouse
and a forum for targeting
improvement opportunities and
sharing best practices.

Examine Unblinded
Quality Data

When QOPI data is released each
spring and fall, the entire CIN group
meets to look over their unblinded
data together. Top performers for
each metric can immediately discuss
what they’re doing to drive
performance. The network then
works actively to distribute any
identified best practices using a web
bulletin to share any and all useful
tools.

Determine Focus
Areas for Group

Share Best
Practices/QI Tools

•

Each group in CIN1 shares
unblinded QOPI quality
data with other members

•

Meetings held following
release of spring and fall
QOPI results

•

Comparative graphs of
results distributed to all
members on paper and
electronically

•

CIN will target select
measures for improvement

•

High performing practices
determined

•

Web bulletin board developed
to post/share QI tools

•

Regular physician
conferences organized
focusing on target care
improvement areas

Case in Brief: NNECOS Collaborative Improvement Network (CIN)

Whether by encouraging greater
participation, obtaining more
accurate benchmark data, or finding
best practice organizations,
collaborating with your peers is a
simple and cost-effective way to
jump-start quality improvement
today.

• Network of practices within NNECOS agreeing to share QOPI data
• Meet twice a year when Spring and Fall QOPI data is released to develop
group quality improvement targets
• Practices share unblinded QOPI data in order to discover high performers
and more efficiently share best practices

Source: Hertler A, “The NNECOS Collaborative Improvement Network,” April 2012, available at:
http://www.nnecos.org/Resources/Documents/NNECOS%20 Collaborative
%20Improvement%20Network.pdf; Oncology Roundtable interviews and analysis.

1) Collaborative Improvement Network.
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Imperative #12: Move Toward Real-Time Quality Tracking

Time Lag a Common Shortcoming of Registry Data
Delay in Case Abstraction Allowing Patients to Fall Through the Cracks

If the goal of quality improvement is
to find gaps in care and improve
them, then retrospective data is
inherently limited in its ability to drive
quality improvement. Ideally, gaps in
care would be identified the moment
they appear and addressed
immediately.

Time from Cancer Diagnosis
to Registry Abstraction

Allowing Patients to
“Fall Through the Cracks”

Months
1

Mills Hospital

Cancer registries are frequently cited
as a potential tool for tracking gaps in
care quality, but because of the time
lags in data collection – a minimum
of six months, if not more - utilization
remains limited. Even meeting the
Commission on Cancer standard of
six months to abstraction is
insufficient given the nature of
cancer treatment. Numerous patients
can, and do, fall through the cracks.
Thus, the focus of the twelfth and
final imperative of this study is to
strive for real-time quality tracking.

18

Radiation therapy administered within 1 year of
diagnosis for women under age 70 receiving
breast conserving surgery for breast cancer

1

Nielsen Hospital

12

Radiation therapy considered or administered
within 6 months of diagnosis for patients under
the age of 80 of with clinical or pathologic AJCC
T4N0M0 or Stage III receiving surgical resection
for rectal cancer

1

Bradtke Hospital

CoC Standard 5.2

7

Combination chemotherapy considered or
administered within 4 months of diagnosis for
women under 70 with AJCC T1cN0M0, or Stage
II or III hormone receptor negative breast cancer

6

Source: “Cancer Program Standards 2012: Ensuring Patient-Centered Care V 1.0,”
American College of Surgeons Commission on Cancer, 2011, available at::
http://www.facs.org/cancer/coc/cocprogramstandards2012.pdf; accessed: September 2012,
Oncology Roundtable interviews and analysis.

1) Pseudonym
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Monitoring Quality in Real Time
Growing Participation in Rapid Quality Reporting System

To promote real-time data collection,
the Commission on Cancer
developed the Rapid Quality
Reporting system (RQRS), a realtime registry reporting portal that,
CoC leaders hope, will assist cancer
programs in proactively monitoring
patient care across the treatment
journey.
To participate in RQRS, registrars
must submit patient data to a central
data warehouse in real time, as
patients are receiving their diagnosis
and treatment. Because RQRS
receives data as care is being
delivered, it can notify registrars
when patients should have received
adjuvant therapy and haven’t. The
system can also spot patients who
may need immediate follow-up.
The program is currently limited in
scope, tracking only six process of
care measures in breast and
colorectal cancer patients. However,
RQRS paints a picture of where
cancer programs need to be in the
future, and those programs taking
part are making important progress
toward real-time quality tracking.

Benefits

Rapid Quality
Reporting System

•

•

Registrar abstracts patient
process-of-care data
concurrently instead of
retrospectively, submits to
central database
Six process-of-care
measures submitted to
RQRS through web portal

Real-Time Performance Dashboards
•

See year-to-date (updated daily)
performance rates for six performance
measures

•

Evaluate historical performance to compare
with current practice

Real-Time Care Alerts
•

Identify patients who are expected to
receive adjuvant therapy so intervention
can be timely

•

Spot patients who are at risk of slipping
through the cracks

Personalized Benchmarks
•

Tailor benchmarks by cancer program
characteristic, location, or patient
demographics

Source: Rapid Quality Reporting System, American College of
Surgeons, http://www.facs.org/cancer/ncdb/rqrs.html; Oncology
Roundtable interviews and analysis.
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Real-Time Reports Putting Existing Operations Under Pressure
Providing Opportunity to Improve Registry Workflow

Admittedly, while many programs
would like to participate in RQRS,
they fear the additional resource
requirements. While real-time quality
tracking does require significantly
more work from registry staff, some
programs are finding ways to take
part without adding more resources,
simply by streamlining existing
registry processes.
Gibbs Cancer Center in South
Carolina was able to take part in
RQRS by making strategic
improvements to registry workflow
and taking a more principled
approach to abstraction. Their
process is outlined here.
The critical step is highlighted with a
dotted line. Registrars use a
scheduling feature in their registry
software to establish individual
abstraction schedules for every
patient. With this feature, the
registrar searches for new patient
data only when it’s likely to be
available, and not before. This saves
registrars time and allows abstraction
to proceed under an efficient and
well-defined schedule.

Gibbs Center Calendar-Assisted Concurrent Abstraction Process
Follow-up schedule for each
case obviates need to check
each case for new information
every month

New patient
enters system

Pathology report
received by registry
staff, patient data
entered

Registry staff
check all EMRs
for available
patient data,
add to case

Registrars use
scheduling function
in registry software
to set follow up
schedule for patient
case data

Reminders sent to
physicians for missing
data on locally defined
schedule

Case in Brief: Gibbs Cancer Center & Research Institute
•

588-bed medical center in the Spartanburg, South Carolina

•

NCI Community Cancer Centers Program

•

CoC Beta site for RQRS program

•

Currently submitting data to RQRS for breast, colorectal, and NSCLC tumor sites

•

5.0 FTEs currently working on registry abstraction and RQRS data submissions

•

Pre-RQRS abstraction process required registrars to search for data each month on all pending cases

•

Upon switching to concurrent abstraction, peer hospital suggested utilizing follow-up scheduler
functionality in registry software to flag cases for follow-up based on patient’s treatment stage
Source: Gibbs Cancer Center, Spartanburg, SC; Oncology
Roundtable interviews and analysis.
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Bringing Together Data from Across the Continuum
ASCO CancerLinQ1 Rapid Learning System

In an ideal world, quality data would
not need to flow from the physician,
to registry staff, to the CoC, and back
to the physician. In for physicians to
be engaged in quality tracking and
reporting, they must be able to
access quality data at the point of
care so their treatment decisions can
be informed immediately, rather than
retrospectively. ASCO’s CancerLinQ
database seeks to achieve this aim.

Patient
EHR Data

Patient Reported
Outcomes

Quality Data
and Decision
Support

Though it is only in a prototype
stage, the CancerLinQ database
already contains diagnosis and
treatment data from over a 100,000
patients across the country. The
CancerLinQ team has already begun
to analyze this data, crossreferencing it with data from clinical
research trials and national treatment
guidelines.

CancerLinQ
Knowledge
Base

New Research/
Clinical
Guidelines

The next step will be to use this data
to develop actionable clinical insights
and best practices that can be
brought to physicians and patients at
the point of care, enabling truly
personalized medicine.

Patient Education
and Decision
Support

Research Data

Program in Brief: ASCO CancerLinQ
• Multi-phase initiative to harness technological advances to connect oncology practices, measure quality and
performance, and provide physicians with decision support in real-time
• Has acquired data from over 100,000 patients from leading cancer organizations around the country
• System will aggregate patient data from EHRs, new clinical trials, published guidelines, and identify trends
and associations between myriad variables, generating new hypotheses
• Breast cancer-specific prototype launched early in 2013
Source: “CancerLinQ - Building a Transformation in Cancer Care,” American Society of
Clinical Oncology, available at: www.asco.org/cancerlinq, accessed August 2012;
Oncology Roundtable interviews and analysis.

1) Cancer Learning Intelligence Network for Quality.
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Bringing Clinical Decision Support to Point of Care
ASCO hopes that CancerLinQ will
ultimately serve as a decision
support tool for physicians,
constantly evolving and updating to
provide the most up-to-date clinical
guidance while seamlessly
integrating with physician workflow.
An idea of how that workflow might
look is presented here.
This is a significantly more ambitious
goal than many other clinical
decision support systems. Rather
than providing physicians with a set
of predetermined, static pathways,
CancerLinQ will attempt to aggregate
and provide physicians with data
they need to make their own
educated treatment decisions.
Because the program is still in its
early stages, it is difficult to predict
whether or not it will see widespread
adoption and success. However,
without doubt, the promise of realtime, personalized decision support
presents a significant opportunity for
oncology programs.

CancerLinQ Connects Rapid Learning Technology to Provider Workflow

Providers upload
patient data to
CancerLinQ

Physicians apply new
treatment hypotheses
to patients

CancerLinQ Rapid
Learning System

Clinical guidelines
Clinical trial results
CancerLinQ aggregates
patient data, clinical trials
results, published
guidelines

CancerLinQ identifies
new trends in data,
develops hypotheses

Physicians evaluate
hypotheses

Source: “CancerLinQ - Building a Transformation in Cancer Care,” American Society
of Clinical Oncology, available at: www.asco.org/cancerlinq, last accessed August
2012; Oncology Roundtable interviews and analysis.
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Goal #5: Highly Leveraged Quality Data

Key Takeaways

Existing Quality Data Significantly Underleveraged
Given the lack of oncology-specific metrics in most federal reform programs, many institutions may be
tempted to take a “wait-and-see” approach regarding how best to leverage their quality data. While
payers may not currently be focused on oncology-specific quality metrics, now is the time to elevate
performance through data sharing. A proactive and, more importantly, collaborative approach to quality
performance benchmarking can yield outsized benefits while requiring limited incremental investment.
1. Quality data more valuable in context
Though national quality benchmarks can and should provide the basis for performance goals, local
practice patterns may vary around the country and impact applicability of select national benchmarks.
A more nuanced understanding of how local physician and patient demographics compare with
national performance can drive more targeted improvement efforts.
2. Regional collaboration offering opportunities to learn from high performers
Though concerns over competition and privacy understandably lead most national quality programs to
blind aggregated quality data, local and regional quality collaboratives are providing a venue for
cancer programs to share quality data transparently, identifying and learning from top performers.
3. Real-time registry abstraction within reach, highly valuable
Though understaffed registry departments have traditionally struggled to keep up with new patients,
many are now making progress toward real-time abstraction, finding more efficient ways to organize
workflow. Those programs willing and able to meet this benchmark accomplish two goals: first, laying
the groundwork for future national reporting efforts; second, and perhaps more importantly, finding
new opportunities to improve patient care and catching patients who might otherwise fall through the
cracks.
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Appendix
Strategic Road Map for Cancer Quality
• Metric Selection Playbook 2.0
• Quality Infrastructure Benchmarking Tool
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Metric Selection Playbook 2.0
Step 1: Define Quality Strategy
Designed to help program leaders think through goals for organization’s quality strategy.

Potential Goals for
Organization’s Quality Strategy
• Meet accreditation requirements
• Participate in at least two quality reporting programs annually
• Appeal to regional ACOs in market
• Become QOPI certified
• Strengthen performance on select tumor sites
• Secure physician referrals
• Attract patients
• Negotiate better rates with payers
• Participate in an affiliate network

Source: Oncology Roundtable interviews and analysis.
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Metric Selection Playbook 2.0
Step 2: Align Strategy and Metric Selection with Value-Based Performance Priorities
Given transition to value-based payment models, quality metrics must support a program’s efforts to demonstrate value. To that end, outlined
below are sample performance domains to consider.

1

Early
Diagnosis

2

• Mammography
rate

Appropriate
Treatment, Low Cost

3

• Cost of care episode

• ED utilization in the last
month of life

• Pathway compliance

• Colorectal
screening rate

4

Quality
of Life

Limited Inpatient, ED
Utilization

• 30-day readmission
rates

5

End-of-Life
Plan

• Pain assessed by
second office visit

• Advanced directives
documented

• Percentage of patients
receiving a palliative care
consult

• Hospice enrollment
more than seven
days before death

6

Positive Patient
Experience
• Scores on patient
experience survey
• Shared decision making

Source: Oncology Roundtable interviews and analysis.
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Metric Selection Playbook 2.0
Step 2: Align Strategy and Metric Selection with Value-Based Performance Priorities
Matrix designed to guide metric selection and prioritize efforts. Aim to select metrics that inflect both quality and cost.

Costly, But Worth It

High Value

High

Quality

Low

Inefficient Care

Rationing

Cost
High

Low

Source: Oncology Roundtable interviews and analysis.
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Metric Selection Playbook 2.0
Step 3: Be Inclusive - Include All Relevant Stakeholders
List of possible stakeholders to include in quality strategy development and metric selection.

Physicians
Ensure that metrics have
necessary scientific support
and are in line with evidencebased guidelines

Cancer Service Line
Administrators
Provide oversight and
leadership necessary to
streamline and align quality
strategy with overall cancer
center goals

Inpatient
Quality Analyst
Ensures cancer quality
metric selection aligns
with overall hospital goals

Nurses
Provide input on data
validity and can provide
assistance with data
collection

Cancer Data
Analyst
Provides input on feasibility of
data collection and input on
data sources, defining
numerator/denominator

Cancer Registrar
Shares what data is already
collected via the registry to
avoid duplication of efforts;
identifies new measures
registry could collect

Patients
Patient representative
helps align patient
priorities with metric
selection

Contracting
Department
Provides payer perspective;
recommends metrics to
demonstrate cost efficiency,
appropriate utilization

IT Department
Assist s in weeding out metrics
that may not be feasible to
collect using current IT
infrastructure, develops data
collection processes
Source: Oncology Roundtable interviews and analysis.
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Metric Selection Playbook 2.0
Step 4: Take a Principled Approach to Metric Selection
Cancer programs should evaluate each metric based on the following screens outlined below.
Metric Screen

Description

Rationale

Meaningfulness

Selected metrics should align with
service line and hospital-wide
organizational goals.

Metrics misaligned with larger priorities unlikely to
receive adequate resources and support; moreover,
misalignment may stunt service line growth and
development opportunities.

Reliability

Data available from information
system should be accurate,
clearly defined, and measure what
is intended.

Absence of trustworthy data results in suspicion
toward performance, often yielding inaction.

Collection
Feasibility

Data collection process should be
manageable given institutional
resources.

Metrics that require laborious manual abstraction
may drain available resources; similarly, electronic
sources not built around specific metrics cannot be
easily queried for data.

Communicability

Definition and rationale for metric
should be easy to follow and
understand.

Lack of understanding about metric definition and
relevance will not impact the audience’s decisionmaking process.

Scientific Support

Measure should be rooted in
evidence-based literature and
support.

Questions or controversy over the clinical validity of
measures results in physician resistance to metric
tracking.

Source: Oncology Roundtable interviews and analysis.

©2013 THE ADVISORY BOARD COMPANY • ADVISORY.COM • 26460

116

Metric Selection Playbook 2.0
Step 4: Take a Principled Approach to Metric Selection
The questions listed below are designed to help organizations prioritize which oncology-related quality metrics to track. Questions should be applied
to each metric under consideration. A majority of “no” answers for any one category suggests a metric should be eliminated from consideration.
Answer Yes or No
Meaningfulness
• Does your clinical staff consider the metric to be important?
• Does your senior administration consider the metric to be important?
• Does your metric align with hospital-wide goals?
• Does the metric align with oncology service line goals?
Reliability
• Is the metric calculated by an automated system?
• If not, are you certain the reported data is accurate?
• Do manager and clinicians trust the data for decision making?

Collection Feasibility
• Are existing information systems capable of generating reports on the metric?
• Can staff collect and report the data within a reasonable time frame?
• Is the cost of measurement acceptable?
• Can this metric be tracked frequently enough to inform action?
Communicability
• Is this metric easily explained to and understood by internal audiences, including physicians
managers, and executives?
• Can the different constituencies involved come to consensus on the metric definition?
• Are physicians and staff aware of the importance for tracking the metric?
• Is the metric easily understood by external audiences, including consumers and payers?
Scientific Support
• Is the metric derived from clinical guidelines or published standards?
• Do physicians agree that the metric is evidence-based and clinically relevant?
• Is there consensus in the industry regarding the scientific acceptability of the metric?
Source: Oncology Roundtable interviews and analysis.
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Metric Selection Playbook 2.0
Step 5: Be Consistent with National Efforts
Measure

NQF

NCCN

CMS

QOPI

NCBC

RQRS

NAPBC

PQRS

Radiation therapy is administered within 1 year (365 days) of
diagnosis for women under age 70 receiving breast conserving
surgery for breast cancer
Combination chemotherapy is considered or administered within 4
months (120 days) of diagnosis for women under 70 with
AJCCT1CN0M0, or Stage II or III hormone receptor negative breast
cancer
Tamoxifen or third-generation aromatase inhibitor is considered or
administered within 1 year (365 days) of diagnosis for women with
AJCCT1CN0M0, or Stage II or III hormone receptor positive breast
cancer
Adjuvant chemotherapy is considered or administered within 4
months (120 days) of diagnosis for patients under the age of 80 with
AJCC Stage III (lymph node positive) colon cancer
At least 12 regional lymph nodes are removed and pathologically
examined for resected colon cancer.
Radiation therapy is considered or administered within 6 months (180
days) of diagnosis for patients under the age of 80 with clinical or
pathologic AJCCT1CN0M0 or Stage III receiving surgical resection
for rectal cancer

Postoperative adjuvant chemotherapy is considered or administered
within 9 months (270 days) of diagnosis for patients under the age of
80 years with AJCC Stage II or Stage III rectal cancer
Mammography follow-up rates
Needle biopsy to establish diagnosis of cancer precedes surgical
excision/resection
Plan for chemotherapy documented before chemo administered
Documentation of ER and PR receptor for breast cancer patients
Source: Oncology Roundtable interviews and analysis.
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Metric Selection Playbook 2.0
Step 6: Ensure Metric Balance
To obtain a well-rounded view of quality performance, cancer programs must track indicators across tumor sites, as well as along the full care
continuum.
Screening

Treatment

Pain Management

End-of-Life

Needle biopsy to
establish diagnosis
precedes surgical
exclusion

Documented discussion
(prior to treatment) of
infertility risks with
patients in reproductive
years

Combination
chemotherapy
recommended within 4
months of diagnosis for
women under 70 with
AJCC Stage I, II, or III
hormone receptor
negative breast cancer

Pain assessed by the
second office visit

Patients receiving
chemotherapy within last
two weeks of death

Percentage of patients
ages 50 through 80 who
received the appropriate
colorectal screening

Colorectal cancer
patients who have pT
and pN category and
histologic grade for their
cancer

Treatment discussion
and patient consent for
administration of
chemotherapy
documented

Adjuvant chemotherapy
recommended within 4
months of AJCC stage II
color cancer diagnosis
for patients with lymph
node involvement

Pain intensity quantified
by the second office visit

Patient enrolled in
hospice or referred for
palliative care services
before death

Appropriateness of PSA
screening tests

Newly diagnosed with no
PSA in prior 3 months
receiving test within 1
month after diagnosis or
prior to any treatment

Review of treatment
options in patients with
clinically localized
prostate cancer

Three-dimensional
radiotherapy for patients
with prostate cancer

For patients with
moderate to severe pain,
documentation that pain
was assessed

For patients not referred
in last two months of life,
hospice or palliative care
discussed

Time from symptom
presentation to
diagnostic work up

Diagnosis at stage I

Patient evaluated for
clinical trial enrollment

Adjuvant cisplastinbased chemotherapy
recommended for
patients within 60 days
after curative resection
for NSCLC with Stages
IIA, IIB, and IIIA disease

Effectiveness of pain
medication assessed on
visit following new
narcotic prescription

Patient enrolled in
hospice within 2 days of
death

Breast
Colorectal

Treatment Planning

Call back rate for
mammography

Prostate
Lung

Diagnosis

Source: Oncology Roundtable interviews and analysis.
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Metric Selection Playbook 2.0
Step 7: Exhaust Benchmarking Opportunities
Program leaders should strive to measure performance against national or regional benchmarks whenever possible. The chart below provides a
list of organizations that offer benchmarks for oncology quality metrics.
Source

Benchmarking Data Available

Access Requirements

QOPI

Provides comparative practice results and aggregate data for
104 quality measures

Must participate to view
data

CP3R

Offers comparative performance on concordance with
guidelines for breast and colon cancer

Must be accredited by
the Commission on
Cancer

RQRS

Registry based, real-time data on concordance with
guidelines for breast and colon cancer

National Cancer Database

Provides benchmark reports for the 11 solid organ tumors,
allowing users to define queries based on patient gender,
age, ethnicity, histology, stage, first-course therapy, type of
surgical resection, hospital type, and geographic location;
NCDB also offers five-year survival reports stratified by
AJCC staging

National Consortium of Breast
Centers (NCBC)
National Quality Measures for
Breast Centers Program (NQMBC)

Provides “apples to apples” comparative performance on
breast measures to centers of similar size and type

Must participate to view
data

Oncology Roundtable 2012 Clinical
Quality Dashboards

Various

Available at no cost to
members

Society of Thoracic Surgeons
(STS) General Thoracic Surgery
Database

Collects data on surgical management of primary lung
tumors, including complication rates, median operating time,
30-day and in-hospital mortality rates, stage distribution,
median length of stay

Must participate to
access data, annual
participation fee per
surgeon

Surveillance Epidemiology and
End Results (SEER)

Five-year survival rates, relative survival rates by year of
diagnosis, mortality by tumor site, incidence by tumor site

Publicly available

Must be accredited by
the Commission on
Cancer

Publicly available

Data Submission
Cycle

Most Recent
Data Available

Biannually

Spring 2012

Annually

2010

Ongoing

Ongoing

Annually

2009

Biannually

2012

N/A

N/A

Biannually

2011

Annually

2009

Source: Oncology Roundtable interviews and analysis.
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Quality Infrastructure Benchmarking Tool

Basic
Dedicated Quality
Analyst
Registry Timeliness
Process for Metric
Selection

Process for Data
Collection

Process for Data
Reporting

Quality Service Line
Dashboard

Electronic Medical
Record Systems

Integration of EMR
Systems

Intermediate

Advanced

None

0.3-1 FTE
Possibly borrowed from inpatient quality
department

Minimum of 1 FTE dedicated to managing
quality reporting responsibilities

1 to 2-year backlog

Six-month backlog

Concurrent registry abstraction

No principled process for metric
selection

Metric selection based on internal quality
priorities

Metric selection based on variety of internal
stakeholders and external performance
priorities

Data collection tasked to whomever
is available; data is usually out of
date

Service line leaders, registrars conduct
majority of data collection; by default some
data backlog

Dedicated resources for data collection; data
is up to date

Report few metrics to one reporting
program

Participate in several external reporting
programs on a timely basis; report data to
hospital executive team; report and
benchmark data across the system (if part of
one)

Leverage existing quality performance data
with payers in market to secure enhanced
reimbursement rates, pay-for-performance
contracts

Limited quality dashboard based on
measures from national reporting
programs – updated on an annual
basis

Comprehensive quality dashboard based on
externally endorsed measures as well as
internal performance priorities - updated on
a monthly basis

Quality dashboard includes clear action plans
to guide performance improvement for each
metric

Institution has not implemented any
EMR

Non-oncology-specific EMR records
outpatient data across all oncology
subspecialties

Oncology-specific EMR or EMR module
records outpatient data across all oncology
subspecialties

Patient data manually
communicated between IT systems

Some data communicated automatically
between IT systems using custom interfaces

All IT systems integrated in unified
architecture; all data seamlessly shared
between all IT systems

Source: Oncology Roundtable interviews and analysis.
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Quality Infrastructure Benchmarking Tool (cont.)

Basic
Physician
Documentation
Method

Patient data entered into EMR as free text

Patient data entered into EMR in discrete
structured format

None exists

Quality data entered and accessed through
excel spreadsheet

Patient data entered into data warehouse in
structured form; database management
software utilized to run quality analyses on
data

Physicians not engaged in quality
reporting or improvement

Physicians participate and cooperate with
reporting and improvement but do not drive
strategy

Physicians actively engage with administrators
to determine quality strategy, help in
implementation, and develop QI projects

No quality-based compensation

Some percentage of physician at-risk
compensation tied to quality program
participation

Some percentage of physician at-risk
compensation tied to quality program
participation and individual performance

No accountability mechanisms for
staff

Some percentage of staff at-risk
compensation tied to quality program
participation

Some percentage of staff at-risk
compensation tied to quality program
participation and individual performance

Physician
Compensation Tied
to Quality

Accountability
Mechanisms for Staff
Members

Advanced

Patient data entered on paper
charts

Quality Data
Warehouse

Physician
Leadership for
Quality

Intermediate

Source: Oncology Roundtable interviews and analysis.
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