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TIME TOPIC FACILITATOR

10:00 am Welcome and Updates Vanessa Aron, BA

10:15 am POQC Update Sharon Kim, POQC

10:30 am Data & Updates

Participation Model

Current Performance Measures & Trends ς MOQC

Current Performance Measures & Trends ς MSQC

VBR Measures and Requirements

Shitanshu Uppal, MD, MBA

11:15 am The State of Gynecologic Oncology in Michigan Bridget VandenBussche, CPHRM

Anna Hoekstra, MD, MPH

Shitanshu Uppal, MD, MBA

12:15 pm Lunch

Morning Agenda
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Confidentiality Reminder

Taking pictures/videos of data slides is prohibited. 
This is a confidential professional peer review and 

quality assurance document of the Michigan 
Oncology Quality Collaborative. 

Unauthorized disclosure or duplication is 
absolutely prohibited. It is protected from 

disclosure pursuant to the provisions of Michigan 
Statutes MCL 333.20175; MCL 333.21513; MCL 

333.21515; MCL 331.531; MCL 331.532; 
MCL.331.533 or such other statutes as may be 

applicable. 



MOQC Print-Outs

ÅAgenda
ÅBCBS Survey
ÅMOQC Survey/Interprofessional Development Interest
ÅPROs Survey Questions
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MOQC BCBS Survey

https://umich.qualtrics.com/jfe/form/SV_eexmelYimaiDdNs
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Meal Delivery 
Program

Cancer Drug 
Repository

MOQC Initiatives

Patient-Reported 
Outcomes
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Meal Delivery InitiativeMeal Delivery Update
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Meal Delivery InitiativeMeal Delivery Update
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Cancer Drug Repository

a charitable organization founded in June 2023, 

seeks to remove barriers to medication access for 

vulnerable and underserved people and communities 

via a State -wide Cancer Drug Repository 



Removing Unreasonable Barriers to Medication Access

Coverage Gaps

High Co -Pays

Insurance Restrictions

Inequitable Resources

© YesRx 2023
   Confidential and Proprietary 3

 



Meal Delivery Initiative

several major cancer centers, including Munson.

designation



moqc.org

Meal Delivery Initiative



Emily Mackler  PharmD, BCOP  

Co -Director

Farah Jalloul  PharmD, MBA  

Co -Director

Siobhan Norman

Executive Director

YesRx Founders 
Executive leaders with clinical and business expertise committed to eliminating 

healthcare disparities and improving patient outcomes.

© YesRx 2023
   Confidential and Proprietary 8
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Patient-Reported Outcomes
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PROs Collection

ÅWhy are we collecting PROs?

ïShown to increase survival for oncology patients

ïHelp focus clinical interventions

ïPrioritize MOQC improvement efforts

ïCenter on patient & family needs
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PROs Collection

ÅWhat information is being collected?

ïSymptoms

ïSocial needs

ïDemographics

ïOpt-in to link PROs with clinical data

ÅAnalysis by diagnosis & treatment



Meal Delivery InitiativePatient-Reported Outcomes

Å2 weeks (10 clinic days)

ÅMOQC-provided tablets, paper backup

ÅResults are not seen by care team in real time
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Patient-reported Outcomes Data ς Pilot Sites

Å3 Pilot sites

ÅResponse Numbers

ïTotal surveys attempted: 303

ïTotal who met eligibility criteria: 187 (61.7%)

ïTotal who completed survey: 185 (98.9%)

ïTotal who provided identifying info: 148 (79.6%)



Lessons Learned from Pilot Sites

Patients care that their experiences can help future patients
ïάbƻǘ Ƴŀƴȅ ǇŜƻǇƭŜ ǿŀƴǘ ǘƻ Řƻ ǎƻƳŜǘƘƛƴƎ ƭƛƪŜ Ŧƛƭƭ ƻǳǘ ŀ ǎǳǊǾŜȅ ς but nearly 
ŜǾŜǊȅƻƴŜ ǿŀƴǘǎ ǘƻ ƘŜƭǇ ƻǘƘŜǊǎέ

Easy-to-use Survey
ÅMost completed on a tablet
ÅPaper backup as needed

Training, materials, and support
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Patient-reported Outcomes Data ς Pilot Sites

ÅPatient characteristics

ïAge

ÅAvg 66.5 yrs (SD, 11.2)

ÅRange [40,94]

61%
39%

Female Male

2%

98%

Hispanic Not Hispanic

1%3%1%

94%

2%

Asian
Black
Hawaiian or Pacific Islander
MENA
Native American or Alaska Native
White
Other



Patient-reported Outcomes Data ς Pilot Sites

Social Needs

Å33 (17.8%) of patients reported at least 1 social need

ÅTop social needs identified:

Lack of companionship
15 (8.1%)

In the last 12 months, ate 
ƭŜǎǎ ŦƻƻŘ ōκŎ ǘƘŜǊŜ ǿŀǎƴΩǘ 

enough $ for food
12 (6.5%)

In the last 12 months, 
needed to see a doctor 
but could not b/c of cost

7 (3.8%)



Patient-reported Outcomes Data ς Pilot Sites
Symptoms

Å42 (22.6%) of patients rated at least 1 toxicity as frequent or almost constant

ïTop symptoms reported as frequent:

ÅAnxiety

ÅSad feelings

ÅDiarrhea

Å24 (12.9%) of patients rated at least 1 toxicity as severe or very severe

ïTop symptoms reported as severe (among those who reported some frequency):

ÅAnxiety

ÅSad feelings

ÅNeuropathic pain
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Onboarding Process

ÅInformational meeting

ÅDates reviewed and confirmed

ÅVirtual training for practice/infusion staff 

ÅMOQC support

Created by Bejo Normuklis
from the Noun Project



Timeline for collecting PROs

Created by Linseed Studio
from the Noun Project

Å3 Pilot Sites Summer 2023

Å10 Additional Sites Fall/Winter 2023

ÅRemaining MOQC sites Winter/Spring 2024
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Chris Friese, PhD, RN

Director, 
Patient-Reported 

Outcomes

 

Shayna Weiner, MPH

Project Manager

Ashley Bowen, MS, RD 

Project Manager

The PROs Team



Questions



POQC Updates
Sharon Kim, POQC



Financial 
Navigation

Recruitment
& Retention

Patient & Caregiver 
Resources



Financial Navigation

Å Connect with three practices
Å Document current state of 

screening /referral processes 
for social and financial needs

Å Identify gaps
Å Review best practice standards

Å Document suggestions of new practice-specific 
processes

Å Integrate new approaches into clinical workflow
Å Identify quality metrics
Å Measure performance/satisfaction
Å Use iterative/PDCA model

Phase 1 -Year 1 Phase 2 -Years 2 & 3



Financial 
Navigation

Recruitment
& Retention

Patient & Caregiver 
Resources



Recruitment and Retention Workgroup

Underrepresented Numbers in POQC

ÅCancer Type

ÅPartnership Status During Treatment

ÅCancer Designation

 (Newly diagnosed, etc.)

ÅCurrent Age

ÅDiagnosis Age

Historically Marginalized Populations in 
Healthcare

ÅRace/Ethnicity Minority Status
ÅLGBTQIA+
ÅGender Identity
ÅSexual Orientation

ÅArmed Services Experience
ÅDisability

2023 Recruitment Focus



Financial 
Navigation

Recruitment
& Retention

Patient & Caregiver 
Resources



Patient and Caregiver Resources

Search Engine Caregiver Navigation



How Are We Doing?
Data & Updates
Shitanshu Uppal, MD, MBA

Practices with no eligible cases in the denominator and/or 
missing data from one of the time periods are not shown



MOQC Gynecologic Oncology Measures

MOQC Pathway

104 Chemotherapy intent (curative vs non-curative) documented before or within 2 weeks after administration)

114 NK1 receptor antagonist for low or moderate emetic risk cycle 1 chemotherapy (lower score ς better)

115 NK1 receptor antagonist and olanzapine prescribed or administered with high emetic risk chemotherapy

111 GCSF administered to patients who received chemotherapy for non-curative intent
126a Hospice enrollment
126b Enrolled in hospice for over 7 days
126c Enrolled in hospice for over 30 days

127 Chemotherapy administered within the last 2 weeks of life

Targeted Measures Target

101b Tobacco cessation counseling administered or patient referred in the past year 70%

108a Complete family history document for patients with invasive cancer 35%

123 Days from debulking surgery to chemotherapy 28 days













*MOQCLink data only

*
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MSQC Gynecologic Oncology Measures



MSQC Gynecologic Oncology Measures

MOQC Pathway

Emergency room utilization
Readmission rates
Reoperation rates
Serious complications
Surgical site infections
Urinary tract infections
Venous thromboembolism

MOQC Pathway Target

116 Outpatient prescribing of opioids for patients after laparoscopic or open 
hysterectomy

9 pills
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30-day outcomes 
after surgery 

MSQC

Cancer outcomes
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30-day outcomes 
after surgery 

MSQC

Cancer outcomes

2024
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Fee Schedule Increase Opportunities
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Participation to Qualify for Fee Schedule Increases

Points Needed: 100

Meeting Participation Points* Notes

Gynecologic Oncology Spring Biannual Meeting
Physician Champion 25

If either of the Biannual Meetings is unattended by a practice 
manager or physician, in order to qualify for additional 
participation points, the practice manager or physician must 
schedule a follow up meeting a MOQC project manager for a 
Biannual Meeting and practice-level overview.

Additional participation points can only be used to complete 
the eligibility points requirement once every two years.

Gynecologic Oncology Spring Biannual Meeting
Administrative Champion 25

Gynecologic Oncology Fall Biannual Meeting
Physician Champion 25

Gynecologic Oncology Fall Biannual Meeting
Administrative Champion 25

*maximum of 50 points per meeting, 25 for Physician Champion and 25 for Administrative Champion



Participation to Qualify for Fee Schedule Increases

Points Needed: 100

Additional Participation Points Description

MiGHT 40 Participate and actively use family health history tool

POEM 40 Participate with a POEM pharmacist

MOQC Steering Committee 30
Attend and actively participate with at least 50% of the meetings within the 
eligibility year

MOQC Measures Committee 30
Attend and actively participate with at least 50% of the meetings within the 
eligibility year

Approved MOQC Task Forces or 
Workgroups 30

Attend and actively participate with at least 50% of the meetings within the 
eligibility year

Development of educational 
resources 20

Examples: checklist creation workgroup, clinical trials navigation tool 
development, podcast expert participation

Presentation at a MOQC 
Biannual Meeting 20 Gynecologic oncology or medical oncology biannual meetings

Participation with MOQC 
newsletter 10 Practice spotlight interview, article about best practices, etc.



2023 Fee Schedule Increase Summary

Tobacco Cessation Opportunity

Collaborative-Wide (with Med Onc)

Tobacco cessation counseling administered or 
 patient referred in the past year

70%

2% Opportunity

VBR Measure Opportunity

Collaborative-Wide - Meet Both

Days from debulking surgery to chemotherapy start28 days

Outpatient prescribing of opioids for patients after 
 laparoscopic or open hysterectomy

9 pills

3% Opportunity

Complete Family History Opportunity

Practice - Meet Both

Meet VBR measures 2

Complete family history documented for patients 
 with invasive cancer

35%

Additional 2% Opportunity

Total eligibility: up to 7%
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Tobacco Cessation Opportunity



2023 Fee Schedule Increase Summary

Tobacco Cessation Opportunity

Collaborative-Wide (with Med Onc)

Tobacco cessation counseling administered or 
 patient referred in the past year

70%

2% Opportunity

Gynecologic Oncology Target Opportunity

Collaborative-Wide - Meet 2

Days from debulking surgery to chemotherapy start28 days

Outpatient prescribing of opioids for patients after 
 laparoscopic or open hysterectomy

9 pills

3% Opportunity

Complete Family History Opportunity

Practice Meet Both

Meet VBR measures 2

Complete family history documented for patients 
 with invasive cancer

35%

Additional 2% Opportunity

Total eligibility: up to 7%





moqc.org

Gynecologic Oncology Target Opportunity



2023 Fee Schedule Increase Summary

Tobacco Cessation Opportunity

Collaborative-Wide (with Med Onc)

Tobacco cessation counseling administered or 
 patient referred in the past year

70%

2% Opportunity

Gynecologic Oncology Target Opportunity

Collaborative-Wide - Meet 2

Days from debulking surgery to chemotherapy start28 days

Outpatient prescribing of opioids for patients after 
 laparoscopic or open hysterectomy

9 pills

3% Opportunity

Complete Family History Opportunity

Practice Meet Both

Meet VBR measures 2

Complete family history documented for patients 
 with invasive cancer

35%

Additional 2% Opportunity

Total eligibility: up to 7%



Target = 28 Days

Median = 34



Target = 28 Days

Median = 34
} CI



7.5 (n=51)

15.0 (n=51)

45.0 (n=143)

90.0 (n=306)

37.5 (n=127) 37.5 (n=127)

20.0 (n=300)

71.3 (n=588)

37.5 (n=300)



1.0 (n=51)

2.0 (n=51)

6.0 (n=143)

12.0 (n=306)

5.0 (n=127) 5.0 (n=127)

2.7 (n=300)

9.5 (n=588)

5.0 (n=300)





¢ƘŀǘΩǎ Ϥтрл ƭŜǎǎ 
pills for 387 

patients from 2 
years ago
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Complete Family History Opportunity



2023 Fee Schedule Increase Summary

Tobacco Cessation Opportunity

Collaborative-Wide (with Med Onc)

Tobacco cessation counseling administered or 
 patient referred in the past year

70%

2% Opportunity

VBR Measure Opportunity

Collaborative-Wide - Meet 2

Days from debulking surgery to chemotherapy start28 days

Outpatient prescribing of opioids for patients after 
 laparoscopic or open hysterectomy

9 pills

3% Opportunity

Complete Family History Opportunity

Practice Meet Both

Meet VBR measures 2

Complete family history documented for patients 
 with invasive cancer

35%

Additional 2% Opportunity

Total eligibility: up to 7%



Complete family history:
1st & 2nd-degree relatives AND age at diagnosis



The State of Gynecologic Oncology In Michigan
Bridget VandenBussche, CPHRM

Anna Hoekstra, MD, MPH

Shitanshu Uppal, MD, MBA
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Source: Hicks-Courant et al., Gynecologic Oncology, 2021

Distribution of unique gynecologic oncology practice sites per 
hospital referral region in 2019
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Å1178 gynecologic oncologists in 2020

Å95% of counties <1 provider in 2020 (54 million at -risk women)

Å7.8 million women with no provider within 100 miles of their county

Å1.09 gynecologic oncologists per 100,000 women in urban areas

Å0.1 gynecologic oncologist per 100,000 women (P <.01) in rural areas

ÅAccessibility to gynecologic oncologists in rural areas was similar in 

2001-2005 (2.2%) and 2016-2020 (1.7%).

The State of Gynecologic Oncology

https://www.cancertherapyadvisor.com/home/news/conference -coverage/society-of-gynecologic-oncology-sgo/sgo-2023/54 -million-women-us-may-lack-access-gynecologic-oncologist/

Desravines N, Desjardins M, Wethington S, Curriero F, Nickles Fader A. Geographic disparities in the U.S. gynecologic oncology workforce: Cancer care inequities and the paradox of more docs. 
SGO 2023. March 25-28, 2023.
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The State of Gynecologic Oncology

SGO Survey 2020
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The State of Gynecologic Oncology

SGO Survey 2020
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The State of Gynecologic Oncology

SGO Survey 2020



moqc.org

https://www.cancertherapyadvisor.com/home/news/conference -coverage/society-of-gynecologic-oncology-sgo/sgo-2023/54 -million-women-us-may-lack-
access-gynecologic-oncologist/

Desravines N, Desjardins M, Wethington S, Curriero F, Nickles Fader A. Geographic disparities in the U.S. gynecologic oncology workforce: Cancer care 
inequities and the paradox of more docs. SGO 2023. March 25-28, 2023.

Percentages of patients who did not have access to a gynecologic 
oncologist in 2016-2020:

ÅAmerican Indian/Alaskan Native patients Ɗ 23.67%
ÅHispanic patients Ɗ 9.46%
ÅWhite patients Ɗ 6.42%
ÅBlack patients Ɗ 2.73%
ÅAsian/Pacific Islander patients Ɗ 1.36%

The State of Gynecologic Oncology
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7
surgeons

Gynecologic Oncology in MOQC

Identified 
18 

practices

34
surgeons

2017 2021

14
practices

31
surgeons

2 practices
to be recruited

=
=

TODAY





Number of Gynecology Oncology Physicians in 

Michigan

Year Gyn 
Oncologists

Uterine 
Cancer

Cervix 
Cancer

Ovarian 
Cancer

2014 33 1851 343 740

2017 35 2029 344 633

2023 31 2420 310 610

https://gis.cdc.gov/Cancer/USCS/#/Trends/
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ÅHow can we build sustainable systems?

ÅWhere can help be identified?

ÅWhat structural materials can be developed to support?

Discussion

Small Group Discussions
2-3 Recommendations
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Lunch and Conversation



TIME TOPIC PRESENTER

12:45 pm 28 Days to Chemotherapy ς Is It Necessary And Is It Possible?Stefany Acosta-Torres, MD

1:15 pm Interprofessional Development:

Expanding the Reach of MOQC

Sharon Kim, MA

Jennifer J. Griggs, MD, MPH

2:00 pm Break

2:05 pm MIOCA Update Megan Neubauer, AM

2:35 pm MOQCLink Dashboards Keli DeVries, LMSW
Vanessa Aron, BA

3:05 pm MOQC Updates Jennifer Griggs, MD, MPH

3:20 pm Closing Remarks Vanessa Aron, BA

Afternoon Agenda



28 Days to Chemotherapy
Is It Necessary And Is It Possible?
Stefany Acosta-Torres, MD



Why should we minimize time between surgery and chemotherapy?

ÅResidual disease following cytoreductive surgery may have a high 
growth fraction making it more susceptible to chemotherapy

ÅHowever, extended interval between surgery and chemotherapy 
may provide an opportunity for micrometastases to proliferate, 
rendering it less susceptible to chemotherapy



How did we come to 28 days? 

ÅIn a secondary analysis of GOG 218, Tewari et al (2016) demonstrated 
that chemotherapy delayed beyond 21-35 days in 81 women with 
stage IV ovarian cancer who underwent PDS to NGR is associated 
with decreased survival 

ÅSeagle et al (2017) used NCDB to demonstrate that in 45,000 women 
with ovarian cancer, chemotherapy delay > 35 days from surgery was 
associated with a 7% increased hazard of death
ïRelative hazard of death was lowest between 25 and 29 days after surgery 

BUT was not significantly different within the longer two-week interval from 
21 to 35 days



GOG218 ï Deep Dive

Å GOG 218 ς phase III RCT designed to determine whether the incorporation of bevacizumab to 
chemotherapy, and in the maintenance setting, improves PFS in women with stage III-IV ovarian cancer

Å Median time from surgery to initiation of chemotherapy was 31 days in each arm

Å Initiation of therapy after 25 days was associated with increased risk of death

Å The microscopic residual group was most affected by lengthening time from surgery to initiation of 
chemotherapy



58.1% experienced 
chemotherapy delay

Median = 31 days
Covariate-adjusted 
HR for death  
demonstrate that 
women who began 
chemotherapy 21-35 
days after PDS 
experienced 
decreased HR for 
death compared to 
women who began   
36 days or <21 days 
after PDS

Seagle, et al ï Deep Dive



Comparing results between both studies

Tewari et al Seagle et al 



Reconsidering the desirable window for chemotherapy initiation: 21-35 days

35 days
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MOQC Measure 123 Spring 2023

Median of MOQC-participating sites is 31 days, but there is significant variability

ς VBR Target: 28 days

Mean: 33
Median: 31

33





The Corewell East road from surgery/biopsy to chemotherapy

Surgery or 
biopsy

Final 
pathology 

report

Post 
operative 
visit

ωDiscussion 
of pathology

ωReview of 
treatment 
options

ωBeacon plan 
entered

ωChemo 
teach

ωMediport 
ordered

Chemo 
team 
contacts 
infusion 
center 
registration

ωNP or RN 
contacts 
chemo 
schedulers

Infusion 
center 

scheduler 
faxes auth 
sheet to 

clinic

NP/RN 
complete 

and upload 
auth forms

Insurance 
auth 

approval or 
denial is 
faxed to 

clinic

NP/RN fax 
proof of 
auth to 
infusion 
center 

schedulers

Infusion 
center 

schedules 
patient for 

cycle 1 

Cycle 1 day 
1

Time to 
chemotherapy is 
defined as the 
number of days 
between surgery 
and the first dose 
of chemotherapy



We identified 3 hypotheses that could explain delays

Surgery or 
biopsy

Final 
pathology 

report

Post 
operative 
visit

ωDiscussion 
of pathology

ωReview of 
treatment 
options

ωBeacon plan 
entered

ωChemo 
teach

ωMediport 
ordered

Chemo 
team 
contacts 
infusion 
center 
registration

ωNP or RN 
contacts 
chemo 
schedulers

Infusion 
center 

scheduler 
faxes auth 
sheet to 

clinic

NP/RN 
complete 

and upload 
auth forms

Insurance 
auth 

approval or 
denial is 
faxed to 

clinic

NP/RN fax 
proof of 
auth to 
infusion 
center 

schedulers

Infusion 
center 

schedules 
patient for 

cycle 1 

Cycle 1 day 
1

1. Pathologist tech shortage 
that delay pathology reports

2. Prolonged prior authorization 
approval process

3.Delays in scheduling due to 
limited capacity and lack of 

prioritization of oncology patients



To evaluate our hypotheses, had staff log the duration of each step

Inclusion Criteria
Å Neoadjuvant or adjuvant chemotherapy administered by Corewell East 

Gyn Onc

Å Staging or primary/interval cytoreductive surgery performed by Corewell 
East Gyn Onc

Å Confirmation of histology if biopsy prior to NACT performed at outside 
institution

Å Recurrent cancer with > 1 year since last systemic treatment

Exclusion Criteria
Å Did not receive surgery AND chemotherapy at Corewell Health East 

Gynecologic Oncology practice

Å Clinical trial participant

Å Locally advanced cervical cancer receiving platinum agent with radiation

Å Unable to receive carboplatin or cisplatin during chemotherapy shortage

Å Recurrent cancer with < 1 year since last systemic treatment

Form



We found that our median time to chemo was 39 days, with significant 

delays in scheduling patients after approval 

Surgery or 
biopsy

Final 
pathology 

report

Post 
operative 
visit

ωDiscussion 
of pathology

ωReview of 
treatment 
options

ωBeacon plan 
entered

ωChemo 
teach

ωMediport 
ordered

Chemo 
team 
contacts 
infusion 
center 
registration

ωNP or RN 
contacts 
chemo 
schedulers

Infusion 
center 

scheduler 
faxes auth 
sheet to 

clinic

NP/RN 
complete 

and upload 
auth forms

Insurance 
auth 

approval or 
denial is 
faxed to 

clinic

NP/RN fax 
proof of 
auth to 
infusion 
center 

schedulers

Infusion 
center 

schedules 
patient for 

cycle 1 

Cycle 1 day 
1

Median TTC 
= 39 days

9 days 10 days

8 days

39 patients

8 days



Patient TTC Clinical Summary Barrier to care

PL 127 days
76yo with MMRd recurrent endometrioid 

adenocarcinoma following FIGO grade 1 stage IB EC s/p 
RA-TLH/BSO/SLNB and brachytherapy 2 years prior. 

*Plan for EBRT to left psoas mass followed by pembrolizumab. RT completed 85 
days following biopsy
*MMR IHC unsuccessful. CARIS results demonstrating MMRd obtained 91 days 
following biopsy
*Cycle 1 scheduled 85 days after inputting Pembrolizumab in EMR secondary to 

prolonged PA delayed by lack of MMR results

BS 85 days
54 yo with newly diagnosed high grade serous ovarian 

cancer with plan for NACT

*Scheduled with GYO 25 days after biopsy obtained. 

*Required colonoscopy followed by diverting colostomy secondary 
to tumor invading completely into rectum. Performed 56 days 

following biopsy (31 days after initial GYO visit).

*1 week prior to C1D1 underwent imaging demonstrating 2.5cm 
breast mass. Request from GYO provider to infusion clinic for 1 week delay 

to allow for biopsy and path review. Infusion center rescheduled with 2-week 
delay. 

SW 72 days
73 yo with Stage IIIC1 carcinosarcoma or the uterus s/p 

surgical staging

*Final pathology report released 13 days after surgery
*Insurance approval obtained 20 days following provider request

*Cycle 1 scheduled 32 days following insurance approval due to death of the 
ǇŀǘƛŜƴǘΩǎ ƘǳǎōŀƴŘ

FA 14 days
69 yo with MMRd recurrent endometrioid 

adenocarcinoma following FIGO grade 2 stage IA EC s/p 
RA-TLH/BSO/SLNB 1 year prior

*Pathology report released 3 days following biopsy
*Treatment plan inputted EMR 1 day following pathology report
*No PA required
*Chemotherapy scheduled 4 days after request made by clinic

Evaluated 4 outliers, finding that most negative outliers outside the clinicôs control



These social determinants of outliers is consistent with prior literature

ÅSeagle et al demonstrated that minority representation, older 
age, increased comorbidities, low socioeconomic status, public 
insurance, and care at a community cancer center were 
associated with a chemotherapy delay



The Corewell East road from surgery/biopsy to chemotherapy: How can we improve? 

Surgery or 
biopsy

Final 
pathology 

report

Post 
operative 
visit

ωDiscussion 
of pathology

ωReview of 
treatment 
options

ωBeacon plan 
entered

ωChemo 
teach

ωMediport 
ordered

Chemo 
team 
contacts 
infusion 
center 
registration

ωNP or RN 
contacts 
chemo 
schedulers

Infusion 
center 

scheduler 
faxes auth 
sheet to 

clinic

NP/RN 
complete 

and upload 
auth forms

Insurance 
auth 

approval or 
denial is 
faxed to 

clinic

NP/RN fax 
proof of 
auth to 
infusion 
center 

schedulers

Infusion 
center 

schedules 
patient for 

cycle 1 

Cycle 1 day 
1

1. Outsource pathology
2. Use frozen section to create 

preliminary treatment plan and 
obtain PA

Epic in-basket 
monitored 
daily for new 
pathology 
reports

Minimize hand off by creating workflow in which infusion schedulers OR clinic 
staff have capabilities to determine, complete, and submit PA

Place mediport at 
time of surgery Reserve infusion chairs 

for oncology patients

Triage 
patients 
for ASAP 
visits


