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Outline of Talk

What is cancer control?
Who is the oncologic pathologist?
Pathologist’s role in cancer surveillance

Population-level cancer control initiatives
— Multidisciplinary cancer care (MCC, MDT)

— Structured pathology reporting — indicators
— Interpretive QA/Ql — indicators

— Molecular biomarkers



What is Cancer Control?

Cancer control is a population-level approach
aimed at reducing the burden of cancer.

Planning integrated, evidence-based and cost-effective
interventions throughout the cancer continuum is the
most effective way of tackling the cancer problem and
reduce the suffering caused to patients and their
families.




Imagine in 30 years...

v Fewer people
developing cancer

v' More people
successfully treated

v’ A better quality of life for
people during treatment and
beyond

PARTENARIAT CANADIEN



The Cancer Continuum

Cancer Care

Palliative & End-
of-Life Care

Prevention Screening Diagnosis Treatment

Survivorship




Pathologists are “Diagnhostic Oncologists”

» Activities cut across the entire cancer care continuum from prevention/screening
to diagnosis to prognosis/prediction to disease monitoring

* At least 60% of the average pathologist’s time relates to cancer related activities

* In Canada more pathologist FTEs are devoted to the cancer system than medical
oncologists or radiation oncologists

* Pathologists are also important partners in the cancer control community

The Patient Care Cancer Journey
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The Modern Cancer Pathologist

Fields Modalities

Surgical pathology Traditional morphology

Cytopathology |:> 7 Immunohistochemistry

Hematopathology ' Molecular genetic tests
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Neuropathology

Diagnostics




Cancer Pathology Knowledge Pyramid
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What is Cancer Surveillance?

Quantitative portrait of cancer and its
determinants in a population

core functions include measurements of cancer
incidence, morbidity, survival, and mortality

assessment of genetic, environmental and
behavioral risk factors, screening, quality of
care from prevention through palliation

Major role of Cancer Registries
Importance of pathology data/information



The Canadian Cancer Landscape
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Pathology and Cancer Control
The Canadian Landscape

e Specific population-level initiatives
— Multidisciplinary cancer care (MCC, MDT)

— Structured pathology reporting — synoptics,
indicators

—Interpretive QA/Ql — indicators
— Molecular biomarkers



Multidisciplinary Cancer Conferences (MCCs):
What are they?

e Regularly scheduled meetings where representatives from surgery,
medical oncology, radiation oncology, nursing, pathology, and
diagnostic imaging discuss all appropriate diagnostic tests and
suitable treatment options for an individual cancer patient (CCO

2006)

e Why this approach?

» Multidisciplinary cancer clinics are often only possible in dedicated
cancer centres and the majority of cancer patients in Ontario are
treated in a community setting (Wright 2003).

MCC Resources: http://www.cancercare.on.ca/toolbox/mcc_tools/ 12



http://www.cancercare.on.ca/toolbox/mcc_tools/

Interest from around the world in MCCs

* UK - After 1995 Calman-Hine report advocating MD care

* US - Required for accreditation by ACS, Commission on Cancer
for the last 50 years

* Australia— MCCs have been implemented since 2000

* Cited in “Improving cancer control in the European Union:
Conclusions from the Lisbon round-table under the Portuguese
EU Presidency, 2007”

" European Journal of Cancer 2008. 10:1457-1462.
* Editorial Annals Surgical Oncology 2009

* Interest in MCCs from Austria, Italy, Pakistan

e Canadian Association of General Surgeons (CAGS)
will adopt MCC guideline

MCC Resources: http://www.cancercare.on.ca/toolbox/mcc_tools/



http://www.cancercare.on.ca/toolbox/mcc_tools/

Patient Pathway

MCC

PRIMARY CARE v

RECOVERY/
SURVIVORSHIP

PREVENTION } SCREENING } TREATMENT

END-OF-LIFE
CARE

PSYCHOSOCIAL & PALLIATIVE CARE

MCC Resources: http://www.cancercare.on.ca/toolbox/mcc_tools/ 14
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What are the benefits to Patient Care?

e Patients are more likely to receive

treatment according to guidelines (Mcbermid
2009)

* Treatment plans will change up to 43%

after MCC discussion (santoso 2004) We have seen numerous

occasions where the
(treatment) plan from a

* Improved survival by 11% and reduced solo practitioner; well
variation in survival among hospitals for ntentioned, is modified

, dramatically with the
women with breast cancer. (Mcpermid 2009) input of a

multidisciplinary team”
- MCC Chair

MCC Resources: http://www.cancercare.on.ca/toolbox/mcc_tools/ 15
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What are the benefits to Providers?

MCCs were perceived by health care professionals as improving
communication, efficiency and education, (Devit et.al 2010)

* Provides continuing professional development credits

* Referral pathways are more likely to be streamlined and
standardized patient management protocols

* Increased research and participation in clinical trials

MCC Resources: http://www.cancercare.on.ca/toolbox/mcc_tools/ 16
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MCC Ontario Vision

By 2015, all Ontario cancer patients have access to high-quality
multi-disciplinary case review

Ontario Actual

46% - Q1 11/12

el T
: ) 53% - Q1 12/13
Indicator: U (Quarterly Reviews)
. 66% - Q1 13/14
.. Target FY12/13: 55%
Provincial Adherence to standards 72% - Q3 13/14
criteria, for each disease site with 80% 73% - Q1 14/15 FY13/14: 65%
35+ patients
By 2015 79% - Q3 14/15 FY14/15: 75%

(7-9 components)
79% - Q1 15/16

88% - Q1 16/17

FY15/16: 80%

Specifically, hospitals seeing greater than 35 unique patients with a given cancer will ensure
appropriate patients are discussed ata MCC meeting provincial standards. Duringthis phase of
the initiative, a focus on appropriate MCC-related documentation will be added to the existing

quality criteria focus areas (eg. MCC frequency, discipline participation and access).

Cancer Care Ontario




Discipline participation at MCCs, by LHIN

Q1 FY15/16 & Q1 FY16/17

Region

Q115/16 | Q116/17 | Q115/16 | Q116/17 | Q115/16 | Q116/17 | Q115/16 | Q116/17 | Q115/16 | Q116/17 | Q115/16 |Q116/17

1 100.0% | 100.0% | 100.0% | 100.0% | 100.0% 85.7% 100.0% 87.5% 87.5% 85.7% 11.1% | 25.0%

2 84.6% 91.7% 82.4% 87.5% 100.0% | 100.0% 64.7% 62.5% 93.8% 100.0% 29.4% | 50.0%

3 100.0% 80.0% 100.0% | 100.0% 80.0% 80.0% 100.0% | 100.0% | 100.0% | 100.0% 16.7% | 66.7%

4 68.8% 78.6% 65.0% 77.8% 100.0% | 100.0% 78.9% 82.4% 89.5% 94.1% 55.0% | 77.8%

5/6 91.7% 100.0% 86.7% 81.3% 100.0% | 100.0% 86.7% 87.5% 85.7% 100.0% 20.0% | 25.0%

7N 100.0% | 100.0% 66.7% 86.7% 84.6% 92.9% 86.7% 73.3% 100.0% | 100.0% 20.0% | 20.0%

7S 84.2% 94.7% 85.2% 88.9% 95.7% 100.0% 73.1% 76.9% 83.3% 95.8% 55.6% | 37.0%

8 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% 83.3% 88.9% 100.0% | 100.0% 77.8% | 61.1%

77.8% 87.5% 78.6% 100.0% | 100.0% 90.9% 92.9% 100.0% 91.7% 72.7% 64.3% | 53.8%

10 100.0% 62.5% 83.3% 66.7% 100.0% 90.0% 90.9% 81.8% 81.8% 72.7% 25.0% | 25.0%

11 100.0% | 100.0% 92.3% 84.6% 100.0% 90.9% 75.0% 83.3% 100.0% 83.3% 23.1% | 23.1%

12 100.0% | 100.0% 62.5% 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% 62.5% | 88.9%

13 8.3% 66.7% 75.0% 70.6% 100.0% | 100.0% 50.0% 76.5% 71.4% 86.7% 0.0% 0.0%
14 85.7% 85.7% 44.4% 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% 0.0% 100.0%

Grand Total | 83.0% 89.5% 80.4% 87.4% 97.7% 96.5% 80.9% 83.4% 90.7% 92.8% 36.7% | 43.9%

Cancer Care Ontario

** Nursing participation is not a measurement requirement though participation is highly suggested.
Data collection is also not mandatory and therefore numbers may not be reflective of actual activity.

NOTE: Includes only existing MCCs (frequency of 1 or more).

18



Cancer Pathology Reporting: Key dimensions of

QUALITY

\ Timeliness Accuracy

 Describes accurate
of a specific cancer and
accurate prognostic and
predictive factors

e The amount of ti me t
generate/obtain the final
pathology report.

Completeness Usability

* Reports are complete
required diagnostic, prognostic

and predictive information for

the purpose of clinical decision -
making.

- Ease of reading re
finding information required
for clinical decision making

CANADIAN PARTNERSHIP PARTENARIAT CANADIEN
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Source: Cancer Care Ontario



Synoptic reporting enables better patient

outcomes

Provides consistent, complete data

Improves communication between providers : — rr—— :

of = o . Specimen t left modified radical
Facilitates decision-making for treatment B il g
Tumour site left outer upper
- = quadrant
Enables analysis of practice s Bl
5 ’ Histologic type ductal, NOS
Standardizes pathology and surgical data Histologic grade 2/3 (modified SBR)
tubules - 2/3;
elements to enable secondary use for: a7
. . mitoses - 2/3
Tumour rengtl‘leS Margins uninvolved by invasive
carcinoma
- ] Distance to closest margin 1 cm to deep margin
Quahty reportlng Number of nodes examined 9

Stage Capture | Humber of nodes involved 1

Quality management
and evaluation

Patterns of care and outcomes
analysis

System planning

Population research

CANADIAN PARTNERSHIP PARTENARIAT CANADIEN 8
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CCO Synoptic Pathology Project 2004-2012 : Background
The Challenge: Electronic pathology reporting in synoptic format

12 lab
vendors /
software
packages i

116 acute
care
hospitals

cancer
pathology
reports

agency

13.5 million N (quality and
people , F /£ A oversight):
.t =P Cancer Care

21



Classification of Pathology Reporting Levels

and Baseline Analysis

CancerPathology | Level@@ |Level@ [Level@ Level@ [Level@ | Leve@
Reporting Levels Narrative Narrative Level 2+ Level 3+ Level 4+ Level 5+
No CAP CAP content | Synoptic-like | Electronic Standardized | Common data
content structured reporting reporting & messaging
format tools using language standards
drop down with C-keys,
menus SNOMED CT
or other
Single text Single text Single text Single text Discretedata | Discrete data
DataFormat | g field field field fields fields
Percentage of Ontario
hﬂ'E F}itﬂlE _ 2[!04;"5 5% m smi] 5% m{‘ {Hﬁ

Data Source: CCO Pathology Information Management System (PIMS) and ePath™

All hospitals includes 119 acute care hospitals that provide cancer treatment in Ontario, Canada. 2o



Comparison of reporting formats and completeness rates for
common cancers (05-06 data)

No. of Cases (% complete)

Site No. cases Synoptic Narrative

Prostate

Lung

Breast

CRC

The difference in completeness rates between SYN and NAR cases was statistically significant for each tumor site (Chi-square and
Fisher exact tests; p<0.0001).



Background
The Cancer Care Ontario context: A foundation built for quality

Pathology drives quality and performance indicators but enhanced data and information
required

2004 : C
enhanced
emphasis on
driving quality
and performanc
standards

2005: Adoptio
College of
American

Pathologists

(CAP) Standarg

19992004 ePath
infrastructure
established

24



Design
An 8year Initiative engaging clinicians, administrators, IT, vendors

provincial, national, and international partners

Foundational Phase:
20042007

ATransition from
narrative to synogptic
like

ASystem and clinicia
engagement strateg
roadshows, manual
chart audits and
feedback, hospital
working group
established

Phase 1: 2010

A Engage hospitals to
implement synoptic
reporting-&ools

A CCO modified CABC
checklist solution base
on 2005 checklist
standard

A Implementation of
synoptic reportind@ols
for the 5 common can
resection reports

| Phase 2: 202012

AExpanded synoptic repor
to 63 mandated disease
sites using the CAEC
standard

AUpdate pathology reporti
standards to align with :
A2010 CAP content

standard and TNM v. 7
AUpdate to HL7 2.5.1
ANAACCR and Canada

HealthinfowayCHI) data

messaging standards

25



Results:

Provincewide transformation to standardize cancer pathology reports b:e
on common standards achieved

Level 1 Level 2 Level 3 Level 4 Level 5 Level 6
Cancer Narrative Narrative Level 2+ Level 3+ electronic Level 4+ Level 5+ common datz
Pathology No CAP = CAP content Synoptitike reporting tools standardized and messaging
Reporting Level content structured format using drop down reporting languagestandards withkeys,
menus SNOMED CT or other:
Single text Single text  Single text : , Discrete data  Discrete data
el field field field Single textfield —ge14s fields
ﬁ‘:ﬁ;ﬁz?: N of quality Manual Manual Manual Manual Semiautomatec Automated
Percentage of Ontario 0 0 0 0 0 0
Hospitals - 2004/05 5% 40% 50% 5% 0% 0%
Percentage of Ontario 0 0 0 0 0 0
Hospitals -2006/07 0% 2% 70% 25% 0% 0%
Percentage of Ontario 0 0 0 0 0 0
Hospitals -2008/09 0% 0% 65% 17% 18% 0%
Percentage of Ontario 0 0 0 0 0 0
Hospitals -2009/10 0% 0% 2% 20% 8% 0%
P t f Ontari
oo s | 0% 0% 3% 0% 0% 979

Data Source: CCO Pathology Information Management System (PIMS) and ePath

All hospital s included 119 acute care hospitals that provide cancer treatment in Ontario, Canada

26



Physician survey in June 2010 confirmed preference

for synoptic reporting of cancer pathology

Survey sample size = 27 hospitals; 970 Clinicians

Speciality Area Response Rate
Pathologist 171/252 (68%) Overall Satisfaction Score

(Scale 1-5; with 5 = significantly better than narrative reports)
Surgeon 180/462 (39%) — .

Clinicians | Pathologists

Medical Oncologist 58/128 (45%) Mean (SD)| Mean (SD)
Radiation Oncologist 69/128 (55%) Your overall satisfaction with synoptic | 4.52 (.991)] 4.08 (1.34)
Overall 51% pathology reporting process*

Correlation between overall satisfaction with the Your overall satisfaction level with the | 4.85 (.901)] 4.08 (1.44)

information provided by synoptic

level of information provided by standardized
synoptic reports.

reports.

Clinician | Pathologist * Dependent t-tests were conducted to compare the differences in

~\,
Reports are complete for the @ NA the mean scores of pathologists and clinicians perceptions of overall
purpose of clinical decision making satisfaction indicating a statistically significant difference in scores for
Ease of finding information required | .663** 510** overall satisfaction with the synoptic reporting process [ t (169) =
for clinical decision making 3.044, p = .003].
Facilitates consistent approach to 17+ .638**
diagnostic and prognostic factors

** Correlation is significant at the 0.01 level

CANADIAN PARTNERSHIP PARTENARIAT CANADIEN
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Closing the Quality Loop: Facilitating Improvement in
Oncology Practice Through Timely Access to Clinical
Performance Indicators

By John Srigley, MD, Sara Lankshear, PhD, James Brierley, MD, Thomas McGowan, MD,
Dimitrios Divaris, MD, Marta Yurcan, MHSc, Robin Rossi, MPH, Tim Yardley, Mary Jane King, MPH,
Jillian Ross, MBA, Jonathan Irish, MD, Robin McLeod, MD, and Carol Sawka, MD
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Partners, Mississaupa; Grand River Hospital, Kitchener; and McMaster University, Hamilton, Ontario, Canada
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Prostate Margin Rate Audit

Figure 1: % Positive surgical margin (PSM) rate for Radical Prostatectomies
for pT2 patients, pT3 patients and overall for Ontario

70%
62%0

61%0

60%0

50%

0
40% 39%

36%

29% =2 31%0
30%

Positive Margin %

20%

10%

0% T T

2005 2006 Total

Samples | O pT2 patients B pT3 patients O Overall

total pT2 cases: 1577
Source: FY2005 and 2006 CCO Pathology Audits total pT3 cases: 495



100%

90%

80%

70%

60%

50%

40%

30%

20%

Percent synopitc rate per
Radical Prostatectomy CAP standard

10%

0%

Radical Prostatectomy Synoptic Reporting in Ontario

Provincial Synoptic Rate per Radical

Prostatectomy CAP Standard by Calendar

Year (June 2008 - December 2011)!

Provincial Synoptic Report Completenessrate
per Radical Prostatectomy CAP standard by
Calendar Year (June 2008 - December 2011)

2008 2009 2010 2011 GTz"t';f

B Non Synoptic 5 32 38 35 110
B Synoptic 81 848 2178 3133 6240
Synoptic Rate| 94.2% 96.4% 98.3% 98.9% 98.3%

L Includes only those hospitals who had implemented synoptic

reporting for Radical Prostatectomy cases during that reporting year

Report Date: March 2012
Data Source: PIMS, ePath
Prepared by: Cancer Care Ontario, Informatics

100%
90%
8 80%
-2
m
S g 70%
S o
o (=]
o 8 60%
28
g5 %
=
g g 40%
B2 L
g o
2 o
o 0
&£
10%
0% Grand
2008 2009 | 2010 | 2011 ran
Total
B Incomplete 6 26 91 141 264
m Complete 75 822 2087 | 2992 5976
Complete Rate| 92.6% | 96.9% | 95.8% | 95.5% | 95.8%
30




Provincial pT2 prostatectomy margin positivity rates by
calendar year (June 2008 — December 2011)

100%
90%
80%
70%
60%
50%
40%
30%
20%

Percent of Reports with Postive Margins

10%

0%

2008 2009 2010 2011 Grand Total
B Negative 59 447 1284 1520 3310
M Positive 35 128 322 406 891
% Margin Positive 37% 22% 20% 21% 21%

* Provincial Positive Prostate Margin Target = <25%

Report Date: March 2012
Data Source: PIMS, ePath
Prepared by: Cancer Care Ontario, Informatics 31



Percent of pT2 prostate resections with involved margins
by Region, January-December 2011

100.00%
90.00%
80.00%
70.00%
60.00%
50.00%
40.00%

30.00%
-------------------------------------------- Provincial goal (25%)

20.00%
1°'°°%]| ||| “l
0.00% -

S %N

@ U QO L X N\

Margin Rate

Regions

Report Date: March 2012
Data Source: PIMS, ePath

Prepared by: Cancer Care Ontario, Informatics 32



Percent of discrete synoptic prostate cancer resection reports with positive pT2
margins, by Region D (2010 and 2011 )

100%
@ 90%
%0
rEU 80%
g o
8 70%
&
< 60%
z 50%
S
2 40%
©
2 30%
o
e
) 20%
a

10%

0% Hospital A Hospital B Hospital C Hospital D Hospital E Grand Total
B Negative 34 44 43 63 184 368
M Positive 7 5 21 18 27 78
% Margin Positive 17% 10% 33% 22% 13% 17%

* Provincial Positive Prostate Margin Target = <25%

Report Date: March 2012
Data Source: PIMS, ePath 33
Prepared by: Cancer Care Ontario, Informatics



-
Physician level reporting of surgical and

pathology performance indicators: a regional
study to assess feasibility and impact on quality

Craig McFadyen, MD Background: There is increased awareness that, to minimize variation in clinician prac-
Sara Lankshear. PhD tice and improve quality, performance reporting should be implemented at the provider
B ot level. This optimizes physician engagement and creates a sense of professional responsibil-
Dimitrios Divaris, MD ity for quality and performance measurement at the individual and organizational levels.
Mark Berry, MA Methods: Individual provider level reporting was implemented within a provincial health
Amber Hunter, MBA region involving 36 clinicians (general surgeons, surgical oncologists, urologists and
John Srigley, MD pathologists). The 2 surgical path nlogy indicators chosen were colorectal cancer (CRC)
: lymph node retrieval rate and p'I2 prostate cancer margin positivity rate. Surgical resec-
Jonathan Irish MD tions for all prostate and colorectal cancer performed between Jan. 1, 2011, and Mar. 30,
2012, were included. We used a pre- and postsurvey design to obtain physician percep-
Accepted for publication tions and focus groups with program leadership to determine organizational impact.
July 8, 2074

Results: Survey results showed that respondents felt the data provided in the reports
Early-released Dec. 1, 2014 were valid (67%), consistent with cxpcctqtlons (70%), maintained confidentiality
' (80%) and were not used in a punitive manner (77%). During the study period the
p 12 prostate margin positivity rate decreased from 57.1% to 27.5%. I*()r the CRC

Correspondence to:

pond lymph node retrieval rate indicator, high baseline performance was maintained.
S. Lankshear
Cancer Care Ontario Conclusion: We developed a robust process for providing physicians with confiden-
620 University Ave. tial, individualized surgical and pathology quality indicator reports. Our results
Toronto ON M5G 217 reinforce the importance of individual physician feedback as a strategy for improving

@
sara.lankshear@cancercare.on.ca and sustaining quality in surgical and diagnostic oncology.

Can J Surg, Vol. 58, No. 1, February 2015



PT2 Margin Status by Prostate Procedure Type,

FY 2013/14 to FY 2015/16

Margin Status Rates

Prostate Procedure Type Total
Negative Positive Unknown

1QT91DA (Laparoscopic) 77% (n=156) 22% (n=44) 1% (n=3) 203

1QT91DA (Robotic) 83% (n=1014) | 16% (n=201) 1% (n=14) 1229

1QT91PB (Open Perineal) 76% (n=112) 22% (n=33) 1% (n=2) 147

1QT91PK (Open Retropubic) 75% (n=1807) | 24% (n=577) 1% (n=18) 2402

Total 78% (n=3089) | 21% (n=855) 1% (n=37) 3981

Cancer Care Ontario
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Ontario Synoptic Rate over time

03 04 01 Q2 | a3 02 04 o1 42 03 04 a1 a3 04 @

201042011 2011/2012 2ﬂ12,|’2ﬂ13 2013/2014 2014f2015 2015/2016
m Mon-synoptic) 562 708 656 | 668 | 561 G605 964  B44  B11 753 722 690 745 669 709 653 725 | 655 | 409
m Synoptic 4635 5316 5881 55971 7259 V734 B232 7374 B240 78OS B5BS BO1S B3BD B302 BSTY B333 BoB3 B445 6501

Ontario Synoptic Completeness Rate over time

a3 o4 01 902 o3 o4 01 g 403 04 01 o2 O3 04 01 42 403 04

2010/2011 2011/2012 2012/2013 20132014 20142015  2015/2016
m Symoptic: Incomplete| 286 279 | 321 483 801 1143 13291041 988 1026 1296 974 002 849 B61 | B02 785 | B20 506
m Synoptic: Complete 4301 4932 5519 5469 5442 6575 6892 6323 7246 6868 7286 6050 7382 7453 7714 7520 TEOE 7625 5005

Our future health built with care 36



Ontario Performance Over Time

Pathology post-surgical turn around time for ALL disease sites: (anter (are Oﬂtarlo
Volume of pathology reports/percent complete within 14 day target

All hospitals A‘tiﬂ“ (aI'ItEI' Ol’ltal’iﬂ

10008 Q00
90.0% - 8000
80.0% 1 - F000
O T00% A
& - 6000
S 60.0% -

L °
= 5000 =
= 50.0% A =
£ - 4000 S
:: 40.0%
£ - 3000
& 300% -

20.0% - - 2000
10.0% - - 1000
0.0% 1 R
a1l a2 a3 o4 a1
2013/14 2014/15
Quarter
Y olume of cancer pathology reports e B8 wyithin 14 calendar days
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Synoptic Colon reports with 12 or more
lymph nodes sampled

a1 az as O o1 az a3 Q

Reported o 2 ] 2 [ o

S u r I Cal m <12 lymph nodes 22 o1 70 823 aq 58 75 60
m =12 Iy ph nodes B75 22T B50 F50D B7E D40 Sy Bo2Z

100%E
Q0%
80%
T
0%
S0%s
4056
305

Publically o

Synoptic Rectum reports with 12 or more
— lymph nodes sampled

Colon & Rectum 1005

0%
0%
FO%
a0%:
50%
40%:
3I0%
20%
10%

0%

a1 o2 as 04 o1 a2 03 o4

2013/14 2014715
m <12 lymph nodes 57 66 68 52 62 52 63 62
m>=12 lymph nodes 293 205 280 285 321 310 342 314

& Our future health built with care 38
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Synoptic rectal cancer pathology reports with involved
CCC circumferential margin

100%

S0%

B0%

TO%

B0%

S0%

A0%:

30%

. 205

Pending 1%
o a1 a2 a3 a4 o Qz a3 04

Surgical

2013714 2014415
m Unimvolved circumferential margin 330 332 315 314 359 329 380 336
m Imvolved circumferential margin 20 29 33 23 24 33 25 40

Indicators
Rectum and

1005
Liver 20%
B0%
T0%%
60%
50%
40%
30%
20%
10%
o o1 a2 (E] a4 a1 a2 (E] a4 a1

2013/2014 20142015 201542016
m Unirvo lved by invasive carcinoma 20 13 23 19 20 19 28 34 16

1 m Involved by invasive carcinoma 2 3 i} 2 1 1 p 2 a
(@ o ¢ Our future health built witn care

Percent of Liver cancer cases with either wedge or partial
CCC hepandectomy with involved Parenchymal margins
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POPULATION-LEVEL CHANGES IN %
RADICAL PROSTATES WITH GLEASON =6
Synoptic Pathology Database
Cancer Care Ontario

YEAR #RP % GLEASON <6
2011 (baseline) 2630 19.80%
2012-13 2899 15.00%
2013-14 2584 13.00%
2014-15 652 9.30%

(Q1 only)
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Five Year Transformational Journey:
Electronic Synoptic Pathology
Reporting Initiative (ESPRI)
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ESPRI: Key Accomplishments and Future Scope

Investments have enabled six provinces

f
Prostate Cancer Opportunity
—— Maximize Data
~850 Canadian Impact
Lung Cancer pathologists
h—/__~ synoptically report Enable clinicians*
Endometrial .
Cancer to use evidenceto :
a ESPRI Evaluation 0 Direct patient
Colorectal Cancer L care
Baseline indicator 0 Reduce practice
Breast Cancer anaIyS|s.. . variation
* 45clinical 0 Inform clinical
— indicators guidelines
¢ 3dataquality
Implemented College of indicators Measure cancer
American Pathologists journey of patients
standardized electronic
checklists
2009-2010 2015-2016 2017 20002022
BC, MB, NS, PEI BC, MB, PEI, NB
ON & NB ) ’ ) a i 7 H
& NB (1 region) 2 ON Provinces TBD

S Y

=

"y

+ Clinicians: pathologists, medical and radiation oncologists, surgeons and others
* Alberta withdrew in 2012016

» Manitoba: manually coded lab data for analysis

» Nova Scotia implementation completed in March 2017; unable to give data

* Quebec: translated CAP protocols from English to French

CANADIAN PARTNERSHIP PARTENARIAT CANADIEN
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Primary invasive breast cancer cases: Histologic grade distribution by province

Proportion (%) M Grade 1 M Grade 2 [l Grade 3
70-
ﬁ.o 4
20
104
0 4
A B c D E
Province

Cases with onlynicroinvasivepresent (not graded), no residual invasive carcinoma aftessprgical (neoadjuvant) therapy, or score cannot be determine® wet collected.
Data source: Provincial cancer agencies and programs. (
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Colorectal cancer cases pathologic stage distribution for primary

tumor (pT), by province

Proportion (%) ¢ A
100

*

90+

80+

70+
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50+

*

30+

20+

10 *

«”>

pTO pT1 pT2 pT3
Cancer stage

Cases with stageTx pTiswere not collected.
Data source: Provincial cancer agencies and programs

. g
pT4a pT4b
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Prostate adenocarcinoma cases: Total Gleason ISUP grade

distribution, by province

4+ A *B *# C*E

Proportion (%)
100
90
60+
70
60+
+
50+ - *
*
40
$
30 ¢
*
*
20
*
10,
. ¢ .
+ ¢
04 L
Grade 1 Grade 2 Grade 3 Grade 4 Grade 5
(Scores <=6) (Score 7(3+4)) (Score 7(4+3)) (Score 8) (Scores 98 10)

Total Gleason ISUP Grade
Province D: Data not available.
Data source: Provincial cancer agencies and programs.
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Positive margin status in organ confined (pT2) radical prostatectomy

cases, by province

Percent(%
100 %)
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Data source: Provincial cancer agencies and programs.
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Turnaround Time: Percentage of synoptic pathology reports received

within 14 days after surgery, by province
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B réast Colon"ectal E ndorﬁetrial Lulng Prosltate

PE: Lung resections are not performed.
Data source: Provincial cancer agencies and programs.

Cancer resection
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Pathology Report: Elements of Quality

Timeliness

Completeness Usability




What is the Quality Initiative for
Interpretive Pathology (QIIP)?

= Objective: Develop a suite of comprehensive and evidence-
informed PanCanadian Quality Assurance Recommendations
for Interpretive Pathologgimed at enhancing patient safety by
promoting better and more consistent pathology quality
assurance processes across the country.

= Background: This document has been created to address the
lack of uniform and comprehensive of quality guidelines for
interpretive pathology. In recent years, a number of adverse
events in Canada have raised questions regarding the quality of
diagnostic interpretation and patient safety in anatomical
pathology and diagnostic imaging.

= Case for change: There is impetus to build a culture around high
quality diagnostic services.




Pathology
Testing
Cycle

Post- Pre-
Analytical § Analytical

Pre-interpretive

Analytical




Anatomical Pathology Workflow Process Ma

Slides From Pre- I
Lab & Clinical @ Interpretive @
Information Activities

Activities

\ Additional Previous & . U Additional

Prospective Peer

Clinical Concurrent .
Review Work-up

Information Specimens




QUALITY IN PATHOLOGY




|l How did we develop the recommendations?

e 73 recommendations considered
Pre-Delphi
e 45 recommendations achieved consensus to include
e 28 recommendations did not achieve consensus to include

Survey

e 28 recommendations discussed
e 6 recommendations excluded
e 67 recommendations considered in Phase 3

In-Person Delphi
Meeting

e Several recommendations merged for conciseness
¢ 3 recommendations excluded
e 54 final recommendations included

Post-Delphi
Survey

e Circulated to:

Pathologists (both university- and community-based)
Provincial cancer agencies

Provincial professional laboratory medicine associations
Academic heads for pathology from Canadian universities
International experts and pathology leaders

Targeted Review

e Circulated to:
e Provincial Laboratory Medicine Associations

Targeted Public . Canadllan‘Cancer Action Network (selected member
organizations)

e CPAC patient/family advisors and volunteers
e CAP-ACP Membership
e Posted on cancerview.ca and CAP-ACP website

Review




Examples of Recommendations

2.4 Human Resource/ Workload Measurement Staffing

An effective workload measurement system should include the following:
A transparent system that is based on the specimen volume and
complexity, ancillary investigations (immunohistochemistry, molecular
testing, etc.), reporting requirements and clinical information

Activities related to QA, as well as patient care

Other professional activities including administrative and academic ones
Evaluation of laboratory and individual pathologist workload levels to
ensure adequate staffing

4.1 QAPP-Intra-departmental Consultation

There should be policies and procedures in place to govern prospective
intra-departmental consultation.

There should be a system to document intradepartmental reviews

The results of intradepartmental reviews should be reported by the
Professional/Interpretive Quality Committee on a regular basis; these data
should be used to inform continuous quality improvement activities




Pan-Canadian
Recommendations
were released on
International
Pathology Day,
November 2016

English

French

Interpretive pathology quality

Partnership releases quality assurance recommendations

On International Pathology Day 2016, the Canadian Partnership Against Cancer, in collaboration
with the Canadian Association of Pathologists — Association canadienne des pathologistes, has
released pan-Canadian recommendations to improve the quality of interpretive pathology
practice in Canada. The framework is the first of its kind in Canada. and acts as an informational
and decision-making resource to guide jurisdictions in incorporating recommendations into new
and existing quality programs.

Pan-Canadian Quality Assurance Recommendations for Interpretive
Pathology
Released: November 2016

Watch “Interview with Dr. John Srigley and Dr. Victor Tron” discussing the recommendations:

Interview with Dr. John Srigley and Dr. Victor Tron o

CANADIAN PARTNERSHIP PARTENARIAT CANADIEN
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http://www.cancerview.ca/fr/qualite_et_planification/initiatives_sur_la_qualite/qualite_en_pathologie_interpretative/
http://www.cancerview.ca/fr/qualite_et_planification/initiatives_sur_la_qualite/qualite_en_pathologie_interpretative/
http://www.cancerview.ca/fr/qualite_et_planification/initiatives_sur_la_qualite/qualite_en_pathologie_interpretative/
http://www.cancerview.ca/qualityandplanning/qualityinitiatives/interpretivepathologyquality/
https://www.youtube.com/watch?v=frWZALF6Fxo#t=61

Interpretive Pathology QA/QI in Canada
Population Level Initiatives

* Canada — Quality Initiative in Interpretive
Pathology (QlIP)

* Alberta — Anatomical Pathology QA Plan

* Ontario — Quality Management Partnership
(QMP)

* Other Provinces — overall QA plans in various
planning stages; lots of institutional-level
programs



Cancer Biomarkers in Canada

Hospitals urge
Ontario-wide
pathology

review

ed: Saturday, February
T CBC News

Last Updat
27,2010 7:36 PME

o . GlObe and .
Probe Intg v, 1y, L PV o

N.L. breast cancer test victims win $17.5M
cancer care action cancer

settlement ‘ ‘
— ontario ontario
_ 1o

The Canadian Press
Published Tuesday, February 15, 2010 6:38AM EST



http://www.cbc.ca/news/credit.html
http://www.cbc.ca/news/credit.html

The Canadian External Quality Assurance Program
for Immunohistochemistry: an initiative of Canadian
Immunohistochemistry Quality Control (clQc) and
Canadian Association of Pathologists (CAP) National
Standards Committee/Immunohistochemistry

E Torlakovic, MD, B Gilks, MD, Jennifer Won BSc and J Garratt RT
Department of Pathology, Vancouver General Hospital, Vancouver,
BC, Canada
Department of Pathology and Laboratory Medicine, University of
Saskatchewan, Saskatoon, SK, Canada
On behalf of clQc

d UNIVERSITY OF
SASKATCHEWAN




Description of ciQC

Non-authoritarian program to allow labs to assess their
performance of Cancer Biomarkers

Allows labs to improve test results with participation

Gives the labs the ability to meet stringent ASCO/CAP
guidelines for test validation

It is a bilingual web-based system




Canadian Immunohistochemistry Quality Control

(clQQ)
2014 - Major clQc Operational Funding
Source
CANADIAN PARTNERSHIP PARTENARIAT CANADIEN

AGAINST CANCER CONTRE LE CANCER

Accelerated Diffusion of Strategic Quality Initiatives for Diagnosis
and Treatment of CancefRFP431-:201301)



Benefits of ciQC

Detects variations in performance of primary
antibodies, detection systems and staining
platforms

Inexpensive for participating labs

Allows rapid accumulation of relevant data
points

Allows for rapid communication between
laboratories on EQA performance

Allows creation of standards

Gives a statistically valid indication of the
accuracy of laboratory tests
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http://www.europlates.com/image/cache/data/brazil_origin_decal-500x500.jpg

clQc Participation

clQc >75 Runs since inception.
172 Registered laboratories
ALK1 Lung Cancers - 24 labs
Breast — 86 labs

Breast ISH - 22 labs

MMR - 24 labs

B-raf - 18 labs

WwWWw.cigc.ca



How well is clQc doing?
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Case for Change

* Individual laboratories follow rigorous quality
standards

But:
* Fragmented legal framework across the country

* No national regulatory agency for EQA programs
— Only two provinces mandate participation in EQA

 No consistent, harmonized, national standards for
qguality testing
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