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Introduction

Ensuring that cancer care delivery is of the highest possible quality is
an endeavor that has been readily embraced by the cancer care commu-
nity and it is easy to understand why. Every administrator, cancer care
provider and patient understands that the provision of quality care goes
hand and hand with better patient outcomes— and there is little that is

more important than that when it comes to cancer care.

Yet, despite its irrefutable value and the cancer community’s commit-
ment to the ideal, variances remain in the delivery of quality cancer care
in the United States. Though all cancer programs aim to deliver high
quality care based on evidence of effectiveness, each is different in its
level of success in this endeavor. The road to excellence in cancer care
quality is a long one and cancer programs throughout the U.S. are mak-
ing progress at their own speed, some further along than others. With a
growing awareness of these differences and plenty of literature available
to make any shortcomings clear, the cancer community has sharpened its
focus on quality improvement. In fact, the topic of quality improvement
has gained such momentum in recent years that one could easily say that
the time for merely discussing quality has passed. The quality tide is
rising and those who are not prepared will find themselves struggling to

keep their heads above water.
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The Nature of Quality in Cancer Care

To be sure, quality is a big topic in healthcare circles. The same is true of those in cancer care

and it is easy to see the merit of quality in the delivery of cancer care. Defining what it really

means; however, is a little trickier.

According to the Institute of Medicine, quality is defined as, “the degree to which health ser-

vices for individuals and populations increase the likelihood of desired health outcomes and are

consistent with current professional knowledge.”' This definition encapsulates the core notion

of what is meant by quality; however, a mere one sentence summation cannot truly capture the

Despite the value of using compli-
ance with evidence-based clinical
guidelines as a framework for
defining quality, it is important to
remember that this definition is
narrow by design. It intentionally
excludes many important facets of
quality for the sake of simplicity. Itis
also important to note that in order
for this measure of quality to truly
reflect quality in a cancer program,
the guidelines selected must be
carefully thought out to serve as a
critical sampling of each of the es-
sential clinical services provided to
the cancer patient. If the measures
are too narrow and look only at only
one facet of a cancer program they
will capture only a “slice” rather than

the program in its entirety.

many subtleties of such an expansive concept. Quality is influenced by

a number of other elements, all of which have a profound impact on
the delivery of healthcare. In fact, quality is so intertwined with these
other elements, like cost and access, that it can be hard to disentangle
them from one another. Nonetheless, an effort to evaluate quality as
its own entity— separate from the many factors that influence it—

must be made.?

Pinning down an exact definition of quality can also be tricky
because it can be assessed using three different measures: structure,
process or outcome. As it relates to a cancer program, structure refers
to required physical resources, organizational components and profes-
sional elements that are conducive to meeting the care needs of the
cancer patient. An example of a structural element of quality is an
electronic medical record. Process, on the other hand, describes a
series of activities undertaken in the care of the patient. An example
of a process element of quality is whether or not patients with stage
II colon cancer receive chemotherapy. Finally, outcomes provide a
method of assessing quality using some defined parameters of the end
results of treatment. Examples of outcome measures include five-year

mortality and quality of life.

Each of these quality measures can be useful in evaluating the
overall quality of a cancer program and can help to better conceptual-
ize what is meant by “quality” in the healthcare community. That said,
this publication will refer to quality as it relates to process measures

as they are arguably the most important of these three building blocks.
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Why? Not only do process measures serve as a reflection of the structure in place to facilitate

them but they have also been, in many cases, linked by scientific evidence to better outcomes.

As a result, the authors have chosen, for the sake of simplicity, to use compliance with evidence-

based clinical guidelines— a well-known indicator of process qual-

ity— as their definition of quality, unless otherwise specified.

Cancer Care Quality: Are We Where
We Need to Be?

For all its purported importance, the consistent delivery of high-
quality cancer care is still something that remains elusive. Studies
that evaluate cancer care quality reveal that, all too often, patients
do not receive the optimal course of treatment for their condition.
Researchers, also growing increasingly aware of quality inconsis-
tencies, have in recent years published a spate of papers pointing to
dozens of circumstances in which patients do not receive all of the
recommended care for their cancer. In fact, a 2005 study by Harlan
et al., which used data from the National Cancer Institute’s Pat-
terns of Care study to determine whether patients received care in
accordance with nationally accepted guidelines, found that only 63

percent of cancer patients received recommended care.?

While it may be tempting to take the findings of this study at
face value and simply declare that on average, only 63 percent of
cancer patients receive treatment in accordance with guidelines, a
more accurate understanding of quality requires looking at a variety
of factors. The above study, for instance, looked at compliance
with guidelines by insurance status and found in some cases, other
factors play into the equation. The authors did find that insurance
status had a significant impact on the percentage of patients treated
according to guidelines but also found significant variations based

on marital status and stage at diagnosis.

p

What are Clinical
Guidelines?

According to the Institute of Medi-
cine, the term clinical guideline is
defined as “systematically devel-
oped statements to assist practi-
tioner and patient decisions about
appropriate healthcare for specific

clinical circumstances.™

Do they really matter?

Without a doubt, they matter! Study
after study reveals that adherence
to evidence-based clinical guide-
lines makes a difference in patient
outcomes. Researchers conducting
a rigorous review of whether (non-
cancer) clinical guidelines improved
quality of care found that in 55 of
59 published evaluations, explicit
guidelines improved the process of
care. Similarly, nine of 11 reports
found that guidelines led to better

outcomes.?
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Source: Linda C. Harlan, et al., “Insurance Status and the Use of Guideline Therapy in the Treat-
ment of Selected Cancers,” Journal of Clinical Oncology 26, no. 36 (2005) 9079-9088.

Note: Only Medicaid patients demonstrated a statistically significant difference in the percentage
of guideline therapy received in comparison with privately insured patients.

Sadly, the quality inconsistencies documented by Harlan and her colleagues are far from
isolated occurrences. In the last four years, research uncovering quality inconsistencies has ac-
cumulated and suggests that treatment quality is influenced by a multitude of factors including
type of cancer, region of care delivery,’ treatment setting,® insurance status, hospital surgical
volume,'” marital status and stage at diagnosis,'! to name a few. These findings are important
not just for what they explicitly tell us but also because they suggest that there is so much to be

gained from quality improvement.

(« ™
| Current Research Substantiates Claims of

Quality Shortcomings in Cancer Care

+  Medicaid patients being treated for cancer receive care in accordance with
clinical guidelines only around 53.5 percent of the time."

*  Medicare patients being treated for cancer receive care in accordance with
clinical guidelines only around 58.6 percent of the time."

«  Compliance with prostate cancer documentation standards is a low as 37.1
percent for some measures.™

«  Adherence to 18 of 36 breast cancer quality measures is less than 85 percent.'
«  Adherence to 14 of 25 colorectal cancer quality measures is less than 85 percent.®
«  Breast cancer patients receive 75.7 percent of recommended care."”

«  Colorectal cancer patients receive 53.9 percent of recommended care.™
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Obstacles to Achieving Top-Quality
Cancer Care

With the value of high-quality cancer care self evident, some may wonder why many cancer
programs still demonstrate less-than-top-quality performance. Not surprisingly, in many cases, it

is because the consistent delivery of cancer care of the highest caliber is easier said than done.

The nature of the disease itself lends difficulty to the task of quality care. Cancer is not one
disease that can be treated at a single point in time. Rather, the disease known as cancer repre-
sents over one-hundred separate illnesses, all with their own treatment protocols, many of which
take place over an extended time period in multiple settings by potentially dozens of different
healthcare providers. The provision of quality cancer care requires consistent coordination of

recommended care in all of these settings by all these practitioners over a long period of time.

The nature of cancer also makes quality care delivery a challenge because few cancers have
absolute treatment pathways. In other words, treatment is not as straightforward as simply fol-
lowing a formula. For many cancer patients there is more than one valid treatment option that a
clinician could follow that would be classified as quality oncology care. For instance, an effec-
tive therapy from the perspective of a urologist may be surgery whereas a radiation oncologist
treating a patient with the same condition might recommend radiation. Both practitioners may

be following evidence-based guidelines but the course of care is clearly different.

Another wrinkle contributing to the complex nature of cancer care is that clinical guidelines
are, after all, only guidelines. While it is true that clinical guidelines are extremely valuable for
the scientific validity they bring to the treatment process, they do not simply replace the knowl-
edge and expertise of cancer care practitioners. Clinicians must carefully consider the unique
circumstances of each case, including factors like patient preferences, patient compliance and
patient history, and then determine the course of treatment that best suits the situation. The
clinical expertise required to make those types of treatment decisions— as well as the ability of
a practice’s data collection tool to account for these exceptions— must also be factored into the

overall quality equation.
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Quality Today is not the Same as
Quality Tomorrow

Is Your Practice Ready for the Upcoming Quality Changes?

«  The CoC is in the process of updating its 36 accredit-
ing standards. In the past, changes to one or two
standards were typical. Work currently underway is
intended to thoroughly evaluate and make updates for

each one. These changes will take effect in 2011.

+  The NCCN treatment guidelines are updated yearly
based on new scientific evidence of treatment ef-

fectiveness.

«  ASCO’s Quality Oncology Practice Initiative (QOPI)
updates quality standards for each cycle of data col-
lection, which occurs each spring and fall. Since its
inception in 2002 to the spring of 2009, the number of

measures has increased from 37 to 81.%

¢« CMS currently has more than 375 quality measures in
place and is considering a number of others for future
use. Arecent report by CMS specifically lists nine
new cancer quality measures in the “future” category.
Twenty-five measures specific to cancer are listed as

“current.”®

Complicating matters even further is that qual-
ity itself is not a static attribute. Rather, quality in
cancer care is constantly changing as new informa-
tion is gained through research, innovation and
consensus building. The guidelines and standards
that are the hallmarks of quality — such as those
supported and developed by organizations like
the National Comprehensive Cancer Network
(NCCN), the Commission on Cancer (CoC),
American Society of Clinical Oncology (ASCO),
and the Centers for Medicare and Medicaid Ser-
vices (CMS) — are regularly updated with new
standards and guidelines. Oncology programs
that serve as models of cancer care quality today
can quickly fall behind if they do not stay abreast

of these changes.

Finally, in order for a cancer program to dem-
onstrate that it delivers care in accordance with
guidelines, it must painstakingly and accurately
document its compliance throughout the process.
The complexity of cancer treatment creates count-
less opportunities for documentation lapses. In
order to reflect that quality care has been provided,
it must be accurately and consistently recorded
by the many different healthcare providers in all
of the treatment settings along the entire cancer
treatment journey. Unfortunately, with so many
players and so many settings and so much time, it
only takes one documentation error or omission to
make it appear as though a patient did not receive
quality care when, in fact, they did. This challenge
almost certainly accounts for at least some of the
“quality” lapses revealed in the studies mentioned

above.
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Quality and Patient Outcomes

Clearly, the pursuit of quality improvement in cancer care is no easy task; however, its associ-
ated challenges should not preclude its undertaking. The task to improve the quality of cancer
care is a must for its own sake; however, before a cancer program embarks on an ambitious plan
of quality improvement, it is reasonable for its leaders to wonder, “Will our efforts even matter?”
After all, if the level of quality doesn’t make a significant difference in outcomes, there is little
point in exerting a lot of effort in quality initiatives. But the reality is, level of quality does make

a difference.

Aware that low-volume hospitals typically have poorer outcomes than high-volume hospi-
tals, researchers in one study looked at 60-day perioperative mortality and five-year survival for
cancer surgery to calculate the number of potentially avoidable deaths if low-volume hospitals
would have provided care at a quality level commensurate with their large-volume counterparts.
The results were eye-opening. Patients at low-volume centers did face a significantly higher risk
of death for both perioperative mortality and in the long term for every type of cancer surgery

except for in the case of long-term survival after liver resection.

Potentially Avoidable Deaths

Cancer Type Perioperative Long Term

Colon 701 2,700
Esophagus 127 522
Liver 245 NS
Lung 596 1,444
Pancreas 225 491
Rectal 134 1,595
Stomach 179 493
TOTAL 2,207 7,245

Source: Karl Y. Bilimoria, et al., “Directing Surgical Quality Improvement Initiatives: Comparison of Perioperative
Mortality and Long-Term Survival for Cancer Surgery,” Journal of Clinical Oncology.
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This study is important not only for what it explicitly tells us but also for what it implies.
Explicitly, this study reveals that if low-volume hospitals throughout the U.S. improved their
outcomes to the same level as high-volume hospitals, 2,207 perioperative deaths and 7,245
long-term deaths could be avoided each year.?! It also implies that the time is right to undertake
this sort of initiative. Clearly, knowledge of care processes that result in better outcomes ex-
ists. Quality initiatives that lead to the consistent use of this knowledge could result in reducing

mortality after cancer surgery by nearly 9,500 patients each year.

While the above study provides a compelling reason to pursue quality initiatives, another
group of researchers led by Joseph A. Jacobson conducted a study to determine the answer to
an even more basic quality question: Do quality improvement initiatives actually lead to better
adherence to guidelines? To find the answer, the team reviewed data submitted by the 71 oncol-
ogy practices participating in both Quality Oncology Practice Initiative (QOPI) data collection
cycles in 2006. They were specifically trying to determine if compliance with quality measures
improved once practices had been given feedback about their performance in the first round. The
findings revealed that this type of feedback did create a statistically significant improvement in
clinicians’ quality of care delivery, and particularly so for practices that had initially performed
the worst.”?> The importance of these findings is clear. Quality improvement initiatives do have

the potential to measurably improve quality.

The Business Case for Quality

There is little disagreement about the value of improved patient outcomes
that result from high quality cancer care. As physicians, administrators, and
cancer care professionals (and simply as people who care about the welfare of
other people), there could be little else as important as that. Nonetheless, it is
also important to consider quality initiatives with an eye on the bottom line. Af-
ter all, no cancer program can improve patient outcomes if the costs of running
it eventually put it out of business. Quality initiatives that improve adherence
to guidelines and make treatment more consistent provide cancer programs with
a number of tools that enhance business efficiency and improve cost manage-

ment.
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The Quality Advantage

To be sure, the business of running a successful cancer program is a chal-
lenge. Cancer can be extremely expensive to treat. The costs associated with
treating cancer accounts for 5 percent of medical treatment costs in the United
States today and they are growing at a faster rate than medical treatment in gen-

eral.” Not only are these costs mounting, they are also inconsistent.

One study that evaluated costs associated with treating colorectal cancer,
for instance, found per-week cost differences of more than 91 times.** For a
cancer program administrator, these inconsistent and growing costs can be very

difficult to manage.

Escalating Costs of Treating Cancer
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$50,000
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Source: National Cancer Institute, “The Cost of Cancer,” http://www.cancer.gov/
aboutnci/servingpeople/costofcancer/print?page=&keyword=

Note: In 2004 dollars
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Quality initiatives that successfully promote adherence to clinical guidelines can be a power-
ful weapon in a cancer program administrator’s business tactic arsenal. For one, treating accord-
ing to standards means that the costs associated with it become more predictable and easier to
plan for. Knowing what types of costs are likely to be around the bend means cancer program
administrators can do their best to account for rising costs. At the same time, consistent, predict-
able costs give administrators leverage when they sit down at the negotiating table with pay-
ers. Why? Armed with that knowledge of cost consistency, administrators can more accurately
forecast the costs they will incur in the future and more convincingly negotiate the terms of

reimbursement.

In addition to cost predictability, adhering to standards provides cancer program administra-
tors an unparalleled marketing tool. From a patient standpoint, the marketing value of a docu-
mented, high-quality cancer program is obvious: patients will seek the highest quality treatment
that is available within their means. But even beyond that, quality care can be used to market
a cancer program to payers. It simply makes economic sense that payers would provide more

favorable reimbursements to programs that demonstrate high quality cancer care.

Pay for Performance

Also important to consider from a business standpoint is the growing pay-for-performance

(P4P) movement and its potential impact on the bottom line. More and

more, payers, both public and private, are beginning to tie payment

Pay for performance is often touted levels to certain predetermined quality measures. Until recently, how-

as a tool for realizing cost savings
and oftentimes, it is; however, it is
important to remember that the pri-
mary goal of pay-for-performance
initiatives is to provide incentives

that encourage quality care.

ever, cancer care has been largely immune from the pressures of pay
for performance. With its more than 100 separate illnesses, multiple
treatment settings, complexity of treatment and lack of consensus on
which guidelines to measure, cancer treatment was simply considered

too complicated to include in pay-for-performance initiatives.?

To be sure, forging pay-for-performance initiatives that account for
the complexity of cancer care is a challenge; however, it is one that
payers are beginning to undertake. In fact, the number of pay-for-per-

formance initiatives being unveiled by both public and private payers

is multiplying every year and some now include components that apply to the delivery of cancer

care — a fact that should make hospital administrators, cancer program administrators and any-

one with an eye on the bottom line— sit up and take notice.
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With nearly two-thirds of those with cancer age 65 or
older,? it is no surprise that CMS, the agency that admin-
isters Medicare, has led the charge in the development of
P4P initiatives related to cancer care. In 2007, a voluntary
quality reporting program for physicians called the Physician
Quality Reporting Initiative (PQRI) was rolled out by CMS.
Physicians who participate in this initiative submit quality
data to CMS on at least three designated quality measures in
exchange for a bonus payment. The program itself is young
but the growing number of quality measures included in
PQRI each year is a testament to CMS’ commitment to the
P4P movement. In 2007, the number of measures included
in PQRI totaled 74 for all health conditions. One year later,
the number of measures had grown to 119 and by 2009 the
number had increased to 153.%7 In 2009, 21 PQRI measures

related to cancer care.?®

In addition to PQRI, which addresses the quality of care
provided by physicians, CMS has also begun to require
hospitals to report information on their outpatient services
to obtain their full payment update. In 2009 seven measures
were collected by CMS for the outpatient P4P program.
Though none of those measures related to cancer care,

CMS is beginning to consider a number of cancer-related
outpatient measures for the future.’*® While the number of
measures collected for outpatient hospital services is much
smaller than PQRI, the influence of the program is indisput-
able. Unlike PQRI, the structure of the outpatient reporting
program is not a bonus payment for participation. Instead,
if a hospital fails to report the required measures it no longer
qualifies for its annual 2 percent payment update’ — a loss
that could represent a significant financial blow to an organi-

zation.

Legislators Step into the
Oncology P4P Ring

Policymakers are also beginning to show
an interest in propelling the cancer quality
movement forward. In June, 2009 U.S.
Representative Joseph Crowley of New
York introduced the Oncology Care Quality
Improvement (OCQI) program, H.R. 2939,
a bill that would establish a voluntary pilot
program meant to spur cancer care quality
improvement and cost savings. The pro-
gram would adopt a provider-led approach
to improve quality care and outcomes for
Medicare beneficiaries while also encourag-
ing the use of practices that a foster greater

efficiencies and cost savings.

The bill includes language that would en-
courage the use of evidence-based guide-
line adherence, promote patient education
and care coordination including end-of-life
planning and counseling. Participating
groups would receive incentive payments
based upon meeting performance goals as

well as per capita expenditure targets.?
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Like CMS, private payers have taken an interest in shaping reimbursement policies that en-
courage the delivery of cost-effective, quality care. With more than 200 payment reform initia-
tives currently underway, private payers are clearly embracing the use of pay-for-performance
tactics to influence quality performance.’? Though pay-for-performance measures have generally
not included oncology metrics, there is growing awareness within the industry that this is not a
trend that will continue. Dawn Holcombe, Executive Director of the Connecticut Oncology As-
sociation, was recently interviewed for an article in Oncology Times and put it this way: “I hear
payers saying, ‘We’re doing our own analytics using comparative-based statistics to decide what
we think is cost-effective and what we think the doctors should do and we’re going to tell them
what they are allowed to do for that Stage 3 metastatic patient or at least what we’re willing to
pay for.”””

Blue Cross Blue Shield of Michigan (BCBSM) recently took a momentous step forward in
the pay-for-performance movement by establishing an initiative specifically for oncology that
provides incentive payments for physicians participating in the Quality Oncology Practice Initia-
tive (QOPI). The QOPI is voluntary program of the American Society of Clinical Oncologists
in which oncologists submit data regarding their adherence to process measures two times each
year. There are currently 81 measures that are reported and results are benchmarked against
other practices participating in QOPI and returned to participating practices so that any neces-
sary quality adjustments can be made.** The move by BCBSM to provide incentive payments to
providers for QOPI participation is important because it represents one of the first private payer
initiatives specifically aimed at improving the quality of cancer care.*® It is also important be-
cause it demonstrates that payers are becoming more willing to take on the challenges associated

with initiatives related to cancer care.
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Healthcare Quality Innovators:
Implications for Cancer Care

As mentioned above, despite the significant progress that has been made,
the complexity of cancer care delivery makes it a difficult target for quality
initiatives. As a result, innovative quality initiatives that address quality care
for other illnesses today may well evolve into the cancer care initiatives of
tomorrow. Leaders in the cancer field are aware that in order to meet the quality
demands of the future, they must begin to prepare their programs today. Inno-
vative quality programs already in existence today can serve as a roadmap for

these forward-thinking leaders.

Geisinger ProvenCare

Geisinger Health System in Pennsylvania initially developed a highly successful quality
initiative known as ProvenCare to improve coronary artery bypass graft (CABG) surgery. This
initiative aimed to improve quality by implementing 40 distinct steps based on professional so-
ciety guidelines across an entire episode of care. These steps were then embedded into both the
daily workflow and electronic health records, which would automatically alert providers if a step
was incomplete. The electronic health records also allowed for easier communication among the

care delivery team.

In addition to the improved care process pioneered by the Geisinger ProvenCare team, this
initiative also adopted a novel payment strategy to encourage even greater attention to quality.*
With a health insurance plan of its own and 600 doctors employed directly by the healthcare
system, Geisinger decided to experiment with a novel new payment strategy.’’” Specifically,
instead of charging patients for each individual service rendered, as is customary elsewhere in
the healthcare system, ProvenCare charges one bundled price for an entire episode, including
preoperative evaluation and work-up, all hospital and professional fees, all routine post-discharge
care, and management of any related complications occurring within 90 days of elective CABG
surgery. Many perceived this payment structure as a “warranty” on the care provided since no
additional payment would be expected should complications occur. While this model is not con-
sidered a traditional pay-for-performance model, there is certainly financial incentive to provide

high-quality care.
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The model has been very successful. After implementation, compliance with the 40 clinical

best-practice steps improved from 59 percent to 100 percent.® The bundled payment structure

and improved care processes have also saved money for payers and more than paid for the costs

of implementation. As a result, Geisinger has expanded the initiative to include hip replacement,

cataract surgery, and percutaneous coronary intervention and plans to eventually include bariatric

surgery, lower back surgery, perinatal care, angioplasty and cancer care.

Pennsylvania Health Care Cost

Containment Council

While Geisinger ProvenCare has improved quality using its own carefully crafted strategy,

the Pennsylvania State Legislature also met with success by pursuing a very different approach.

Created by statute in 1986, the Pennsylvania Health Care Cost Containment Council (PHC4)

was the state legislature’s answer to the growing demand for increased healthcare quality and

restrained costs. This independent state agency was charged with the collection, analysis and

public dissemination of quality and cost data with the understanding that doing so would boost

transparency and spur competition in the Pennsylvania healthcare market.*

As of January 2010, Ohio can boast that it
too has entered a more transparent age,
similar to its eastern neighbor. In accor-
dance with House Bill 197, passed in 2006,
the Ohio Department of Health launched an
interactive Web site known as Hospital Com-
pare that allows the public to access hospital
performance data for several types of medi-
cal care. The comparisons display hospitals
on best-to-worst quality lists, along with the

state average, for each selected measure.

Currently, there are 13 quality indicators
measured including heart attack care,
pneumonia, patient safety, and infection

measures.*!

Today PHC4 collects a wealth of information from the
healthcare industry ranging from detailed financial informa-
tion by sector to outcome information relating to cardiac care,
diabetes, hip and knee replacements and hospital acquired infec-
tions. But what may be even more pertinent in terms of quality
improvement is the fact that the information it collects is highly
specific and includes the number of cases treated, readmissions,
readmissions due to complications, mortality, length of stay and
average charge by both hospital and physician. This informa-
tion is posted publically on the PHC4 Web site each year.
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The unprecedented level of transparency created by sharing very specific information— in-
cluding outcome information— with the public has led to impressive improvements for patients.
There has been an overall decline in mortality rate for all conditions evaluated by the program.
Mortality rates for CABG, for example, have shown significant improvement, dropping by 45.8
percent since 1994. In 2005, PHC4 began collecting data on valve surgeries (those with and
without CABG) and in just two years, in-hospital mortality associated with this surgery dropped
by 23.9 percent. Other indicators have also shown improvement since the start of PHC4, includ-

ing a decrease in the rate of readmissions.*

Innovation in Cancer Care Quality

Certainly it is important for those in the cancer care field to be aware of what is happening in
the larger healthcare arena but not all innovation is taking place outside the cancer environment.
The American College of Surgeons Commission on Cancer, for instance, has been paving the
way for decades and continues to innovate with initiatives that are sure to impact the quality of

cancer care well into the future.

The Commission on Cancer

Founded in 1922 and comprised of a collection of professional organizations, the CoC has
been paving the way in cancer care quality for decades. The CoC aims to improve outcomes for
people with cancer, including survival and quality of life, through a number of strategies includ-
ing standard setting and monitoring comprehensive quality care.* While the CoC’s commitment
to quality is evident in its mission, its accreditation program and reporting initiatives truly distin-

guish the CoC as a quality innovator.

For a cancer program, achieving CoC accreditation is widely recognized as a symbol of its
high quality. That CoC accreditation has become all but synonymous with high quality care is no
accident. To achieve CoC accreditation, a cancer program is carefully scrutinized for its perfor-
mance on 36 standards by on-site surveyors every three years. The 36 accrediting standards and
the rigorous survey process are specifically tailored to ensure that programs receiving accredita-

tion have the structure and process in place to provide high quality cancer care.*
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For cancer programs that are ready to make a serious commitment to quality improvement,
pursuing and achieving CoC accreditation can help to build a strong foundation. The accredita-
tion process is comprehensive and accounts for the entire range of services provided by a cancer

program, from diagnostics and treatment to rehabilitation and support.

The 36 standards set out an almost step-by-step set of instructions on how to build a quality
cancer program. Attaining CoC accreditation means that a cancer program has adopted a set of

strategies, based on the 36 standards, that are hallmarks of quality including:
*  Setting annual goals and objectives related to cancer care,

*  Measuring patient outcomes and ensuring that they are reviewed by medical staff and

administrators,

*  Monitoring physicians to ensure proper staging and compliance with evidence-based,

nationally accepted treatment guidelines,
* Engaging in regular review of the quality of patient care,
*  Conducting annual studies that measure quality and outcomes and

* Implementing at least two improvements that directly affect patient care each year.*

Today, more than 1,400 cancer programs across the United States have earned CoC accredita-
tion. Not only does this accreditation give cancer programs leverage in the marketplace, it also
gives them access to two powerful quality tools: the Cancer Program Practice Profile Report
(CP3R) and the Rapid Quality Reporting System (RQRS). The CP3R is a reporting tool that
evaluates a cancer program’s adherence to seven National Quality Forum (NQF) measures for
breast and colorectal cancer. This report provides feedback on a program’s performance and
also allows for benchmarking against state and national statistics, as well as by type of cancer
program (e.g. community hospital, teaching and research, or comprehensive cancer center).*
The value of this type of benchmarking is that it allows programs to evaluate their performance

relative to their peers and make quality adjustments as necessary.
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The latest reporting tool developed by the CoC, the RQRS, which is still in beta testing, goes
even further in facilitating cancer programs’ efforts to achieve top quality breast and colorectal
cancer care. Other data reporting tools, including CP3R rely on historical data that is 18 to 24
months old. This type of reporting allows for broad quality improvements that impact the deliv-
ery of care within a program in the long term but do not address quality concerns as they occur.
The RQRS, on the other hand, allows cancer programs to collect data on patients concurrently,
notify hospitals of treatment expectations for each patient and show a hospital its year-to-date

concordance rate relative to other similar hospitals at the local, state and national level.

The RQRS is an invaluable new tool in the quality movement for a number of reasons. First,
the daily updating of information allows for real-time benchmarking, which means cancer pro-
grams no longer have to wait an entire year before they can begin to evaluate their performance
against their peers. Next, its Web-based design means that the RQRS is an integral, structural
piece of a cancer program’s work flow rather than just an extraneous reporting tool. Perhaps
most significantly, the RQRS actively promotes evidence-based care delivery by alerting care
providers of care expectations that align with clinical guidelines in real time. If, for instance, a
patient requires chemotherapy within 90 days of diagnosis, RQRS will alert care providers that
this guideline has not yet been fulfilled — as well as how much time is left before the require-
ment must be met— when they check the RQRS Web site (e.g. Mrs. Smith requires chemothera-
py within 47 days).

This local-level focus on the delivery of care was specifically designed to improve the level
of compliance with clinical guidelines on a facility-by-facility basis, thereby improving the
overall level of cancer care quality in CoC accredited programs. To be sure, this thoughtfully
designed quality reporting initiative represents a technology innovation in cancer care that is sure
to serve as a roadmap for future quality initiatives. The CoC is currently conducting a second
round of beta tests with the intention of rolling out RQRS on a voluntary basis to accredited

members once testing is complete.*’
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Conclusion

The delivery of quality cancer care today is caught in the middle of a contradiction. On one
hand, everyone agrees that quality cancer care leads to better outcomes and that for the sake of
patients, cancer programs should have no greater goal than to maximize the quality of their care.
But on the other hand, there is ample evidence to suggest that far too many cancer programs do
not provide care of the highest possible quality. Until recently, the sheer complexity of cancer
care, which encompasses the treatment of more than 100 different illnesses in multiple settings
with multiple care providers over a long period of time, has made quality improvement initiatives

a challenge to implement. As a result, the quality of some cancer programs has stagnated.

Given the growing quality movement, how can cancer program administrators be sure that
their program is poised not only to survive but to excel? Though there is no one path to success,
there are a number of actions cancer program administrators can take to contribute to the devel-
opment of a successful quality improvement program. Many of these actions are laid out in the

“roadmaps” provided by the quality innovators detailed above.

*  Find ways to embed quality into the workflow (such as Geisinger ProvenCare’s 40 dis-
tinct care steps based on clinical guidelines across an episode of care in conjunction with

the electronic health record).

* Incentivize delivery of quality care (such as Geisinger ProvenCare which only charges

one price for an entire episode of care regardless of complications and readmissions).

*  Embrace transparency. It gives providers and practitioners good cause to be vigilant in
the quality of their care delivery (such as PHC4, which publishes quality scores for hos-

pitals and surgeons on its Web site).

* Provide a means for evaluating quality by benchmarking (such as programs that utilize
the CP3R and the RQRS from the CoC). Benchmarking provides a means of compari-
son, which allows a cancer program to know where it stands, where it needs to focus its

attention and whether existing quality initiatives are making a difference.
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As quality improvement initiatives throughout the healthcare system have taken root and
stakeholders have seen the positive results of these endeavors, a sea change in cancer care has
occurred. High quality care that delivers treatment in accordance with clinical guidelines is no
longer seen as merely a market differentiator — it is seen as a necessary component of a pro-

gram’s survival.

Patients today are more educated and have more resources at their disposal when select-
ing where they will be treated for their cancer. With health insurance costs rising and patients
shouldering ever more of the cost of care, patients want to know that the money they spend on
treatment is money well-spent. At the same time, payers have become active participants in the
quality movement for the same reason as patients: they want to make sure the money they spend
on treatment for their beneficiaries is money well-spent. As this trend continues, cancer pro-
grams that do not respond to the call for quality will simply be unable to draw the patient volume
necessary to stay viable. As important as these considerations are, the heart of the reason for
cancer care quality remains the patient. Cancer programs that deliver quality care are invaluable

because they maximize patient outcomes and improve the lives of the patients they serve.
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