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Background & Rationale

A Driven by variousstakeholders(third-party
payershealth systems, patienfand health
careproviders), much greater emphasis on
Increasingvaluein healthcare

A Theseefforts include the development of

guality indicators for many disease processe

and clinical carscenarios

A Up to 50% of healthcare reimbursement is
expected to be linked to alternatiy@ayment
models by 2018
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Variability and Management of Renal Cancer

ARenalmass / kidney cancer: commamoblem
with increasingly complex management algorithms
ARangdn concern from norclinicallysignificant to

A“fe-tlh regtenlng | Just considering small renal masses (SRM):
Evaluation and management varies  z yilization of percutaneous biopsy for SR\

patient-to-patientand systerdo-system & lization of Active Surveillance (vs Rx) f
AVariability: there are several aretisat SRM

)

couldbenefit from quality A Optimal imaging (US vs CT vs MRI) durin
Improvement(Ql) work A Management of SRM (PN vs RN vs ablatit
A Followup imaging and surveillance for
treatedpatients

X not to mentionmanagemenbf larger or
metastaticRCC




Differential Use of Partial Nephrectomy for Intermediate and
High Complexity Tumors May Explain Variability in Reported

Utilization Rates THE JOURNAL OF UROLOGY® Wol. 189, 2047-2053, June 20132

EBrian R. Lane,* Shay Golan, Scott Eggener, Conrad M. Tobert, Richard J. Kahnoski,
Alexander Kutikowv, Marc Smaldone, Christopher M. Whelan, Arieh Shalhawv
and Robert G. Uzzo
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Surgeon factors affect PN vs. RN
SEERedicareand Survey data

Treatment Delivery

Logic Regression for Provider Effects on Kidney Cancer
2014, Comp Math Model in Med
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FiGURE 2: Three-tree model for use of laparoscopic radical nephrec-
tomy. The odds ratio associated with L is 2.1 (95% CI 1.7-2.6), that
with L, is 0.38 (95% CI 0.29-0.48), and that with L is 0.29 {95% CI
0.23-0.38).
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Christine M. Lohse?, Stephen A. Boorjian, R. Houston Thompson and

ASurgeon Age [>5@rsvs. 4150 (1.33) vs. <40 (1.89)]
A Surgical Volume [Low vs. Mod (1.22) vs. High (2.08)]

AFellowship (1.64

w

vsal259#1#™3 t b

VS. 2650%(2.09) vs. >50% (4.36

APractice [Private vs. Community (1.44) vs. Academic (2.

Tree no. 1: L

Tumor size < 4cm

Tree no. 2: Lo

[\

Minor or no academic Mot practising in HMO, hospital,
affiliation medical school setting

FIGURE I: Two-tree model for use of partial nephrectomy. The odds
ratio associated with L, is 5.9 (95% CI 4.7-7.4) and that with L, is
0.30 (95% CI 0.23-0.39).
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Hospital/Systenbased Factors Affect PN vs. R

Factors AffectingJse of PN vs. RN Yanget al |Bjurlinetal |Pateletal, |Lissetal BMC
P values BJUI 2012 | Urology 2013| Urology2013| Urol 2014

Hospital LocgtiorQRuraI/U_rban) <.01 <.01 < 0001

Type (Teaching/Neteaching) - <.01 <.0001
HospitalRegion - <.01 <.0001 .0009
Hospital size (# beds) - <.01 <.0001 0.18
Household Income - <.01 <.0001 <.01
Insurance type - <.01 <.0001 <.0001
Age 0.26 <.01 <.0001 -
Gender <.01 0.92 <.016 -

Comorbidity - <.01 <.0001 <.0001



Variability in Management of Metastatic RCC

Demonstrated for:

AReceipt of systemic therapy
AType of systemic therapy
AReceipt of cytoreductive surgery

ANon-cancerspecific predictors are highly significant
AHospital size and type
AHousehold income
AEtc



HowCanWe Move Forward? Improve?
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ACurrent models: descriptivanalyses of variability
ARetrospectivedata query, etc

AClinical Trials
A Evidencebased medicine; highest level of proof

ACollaborative Quality Improvement (CQI)
AUnderstand and capitalize on variability



Building a Regional Quality CollaboratiVé™ &

Lessons from the MUSIC Experience
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AFormany years, BCBSM has financially supported phydiian

efforts to iImprove quality and cosfficiency across a wide
range of specialties and conditions

ASurgicatollaborativesvere primarily hospitabased, whereas
most urological care is provided in an ambulatory setting

By David A. Share, Darrell A. Campbell, Nancy Birkmeyer, Richard L. Prager, Hitinder 5. Gurm,
11 10L1377 Mhithaff 2000.0526 Mauro Moscucci, Marianne Udow-Phillips, and John D. Birkmeyer
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How A Regional Collaborative
Of Hospitals And Physicians
In Michigan Cut Costs And
Improved The Quality Of Care




Blue Cross Blue Shield of Michigan's health
care quality efforts with hospitals save more
than 3232 million statewide over three-year
perio

mrams are Iowerlng costs while leadlng Mlchlgan to a healthier, safer

DETROIT — Over a three-year period, four programs sponsored by Blue Cross
Blue Shield of Michigan to improve the quality of common medical procedures
performed in Michigan hospitals have produced $232.8 million in health care cost
savings and have lowered complication and mortality rates for thousands of
patients.

The results of these four Collaborative Quality Initiatives — covering general
surgery, bariatric surgery, angioplasty and cardiac surgery — were announced
today by BCBSM along with the physician leaders directing the work. BCBSM's
collaborative programs include more than 70 Michigan hospitals.

An actuarial analysis found the program savings went beyond Blue Cross
patients to benefit hospital patients throughout Michigan. In addition to
benefitting Blue Cross members, about two-thirds of the savings were attributed
to procedures performed on patients with Medicare or Medicaid, other private
insurance plans or no insurance.

"These programs shine a spotlight on how doctors and hospitals — in partnership
with a health plan — can transform heaith care by sharing data and improving
patient outcomes in their practices," said Daniel J. Loepp, BCBSM president and
CEO. "Our programs enable doctors from many health systems to share data,
building a sense of trust and cooperation that has created an extraordinary
catalyst for improving the quality of patient outcomes, while reducing
unnecessary health care costs.”

Cost savings for the four programs studied break down as follows:

« Michigan Surgical Quality Collaborative (general surgery)
= 2009-2010: $ 85.9 million statewide savings; $49.2million BCBSM
savings
+ Michigan Society of Thoracic and Cardiovascular Surgeons Quality
Collaborative (cardiac and thoracic surgery)
= 2009-2010: $30.3 million statewide savings; $2.4 million BCBSM
savings
« BCBSM Cardiovascular Consortium (angioplasty)
= 2008-2010: $102.million statewide savings; $13.8 million BCBSM
savings
= Michigan Bariatric Surgery Collaborative (bariatric surgery)
= 2008-2010: $14.6 million statewide savings, $4.7 million BCBSM
savings




