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Objectives for Today
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Lung RT-QBP Working Group Meeting:

To provide an introduction to Health System Funding Reform (HSFR)

To review Lung RT-QBP protocols for consideration 

To review Lung RT-QBP quality metrics for consideration

To review the Micro Costing and Infrastructure and Equipment funding approach

QBP Timelines and Next steps

To provide an update on Psychosocial Oncology (PSO) 



Introduction to Health System Funding Reform (HSFR)
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Health System Funding Reform (HSFR)
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Health System Funding Reform

Patient Based Funding

Quality Based 

Procedures/Programs
Health Based Allocation 

Model Global Budget



HSFR Governance- Current 

5



Path to a QBP- Life Cycle 
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Design Development Implementation

MonitoringEvaluationRefinement



Path to a QBP- Development & Implementation Activities  
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Hospital & Stakeholder engagement throughout development 

Establish Advisory Committee & Working Groups 

QBP Development (Scope, Principles, Analysis, 
etc.)

Development of Best Practice & Quality 
Indicators

Carve Out/Pricing 

Implementation 

Performance Management 

Linking Quality to Funding 

Hospital & 

Stakeholder 

Engagement  & 

Knowledge Transfer

Health System 

Funding Reform 

Governance 



Radiation Treatment Overview
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Radiation Treatment QBP Overview
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• Vision: Implement a new funding model that will drive consistent, equitable, 

and high-quality care for patients being treated with radiation

CCO Funding 
Strategy 

Radiation Treatment 
QBP Model 

an activity-based 
bundled payment 

approach to

• Cancer treatment is typically one of, or a combination of, three modalities Cancer Surgery, 

Systemic Treatment QBPs have been completed 

• Completing the third modality, RT-QBP will:

• Allow CCO to better coordinate the up-stream care elements, which could lead to a 

diagnostic-type QBP for cancer patients in the future

• Control areas of overlap and potential duplication of funding during treatment phases (i.e. 

patients requiring concurrent chemo/radiation therapy)

• Lead to more integrated approaches to post hospital care, such as a community care QBP for 

cancer patients

• Improve patient outcomes and experiences

• Align with best practices based on clinical evidence and expert consensus 

• Improve appropriateness of care and reduce variation in care

• Facilitate efficient use of resources, increase both the transparency and accountability of resource 

utilization  

• Increase accessibility to services including new technologies to ensure that Ontarians receive high 

quality and safe radiation treatment services, regardless of where they reside in the province 



Scope and Outline for RT-QBP  
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The following are out of scope for now:
• Physician Compensation

• Home Care 

• Laboratory & diagnostic imaging

• Ontario non-OHIP activity: Any procedure that is 

completed for an Ontario resident who does not 

have a valid Ontario Health Insurance Plan (OHIP) 

or where funding is provided from a source other 

than OHIP

• Out-of-province/country activity: Any procedure 

that is completed for a non-Ontario resident.

Ontario Health System Funding 
Reform: 

Shift to patient-based funding

Scope: Ambulatory Care  Radiation 
Treatment

Activities related to direct patient care at 
all radiation treatment facilities

Goal: Implement a new episode-
based funding model which:

-Ensures funding follows the patient

-Reduces inequities in funding

- Ties funding to evidence-informed 
practice

The following are in scope for now:
• All in-scope adult and pediatric volumes

• In-patient & Out-patient activities

• Benign (where appropriate)

• Costs associated with ongoing maintenance of 

radiation equipment and associated 

software/hardware

• Systemic Treatment by ROs (hormones)

• Psychosocial support

• Clinical Trials (fund as per standard of care)

Data Source: ALR (Linkage to others as required- OHIP, NACRS, DAD, etc.)



New Funding 

Model Quality 

Based Procedures

Evidence for the Radiation Treatment QBP
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High variability in cost

Strong feasibility and infrastructure for change

Significant evidence of a need for change

Practice variation that can 
be reduced

Radiation Treatment is well aligned with the MOHLTC’s framework for developing 

a Quality Based Procedures (QBP) Funding Model



Radiation Treatment Overview 
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Radiation 
Treatment for 

Primary Disease

Radiation 
Treatment for 

Metastatic 
Disease

Active not on 
Radiation 
Treatment

Other

Consult & Re-
consult

LIFETIME PER CASE 
FUNDING

CCO funding C1R

PCOP per visit Funding

Hospital base

Carve-out

Previous Lifetime Model Radiation Treatment QBP



Consultations for Radiation Treatment
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Radiation 
Treatment  for 

Primary Disease

Radiation 
Treatment  for 

Metastatic 
Disease

Active not 
receiving  
Radiation 
Treatment

Other 

Consult & Re-
consult

Data

Price

Patient visits:

• Initial consultation

• Decision to treat

Activities:

• Patient education

• Individual and group education 

session

• Psychosocial Supportive Care

• Support for patient decision-making



Radiation Treatments for Primary and Metastatic Diseases
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Multiple 

Price 

Points

Includes:
• #  of Radiation Treatment Visits

• # of Ambulatory Clinic Visits

• Nursing Time

• Radiation Therapist & Planner Time

• Medical Physics Time

• HDR sources

• Supplies (immobilization, contrast, etc.)

• # of Review visits during treatments (1/week) 

• Follow-up visits post-treatment

Treatment to Primary Disease

& Treatment for Metastatic Disease 

Data

Radiation 
Treatment for 

Primary Disease

Radiation 
Treatment for 

Metastatic 
Disease 

Active not on 
Radiation 
treatment

Other

Consult & Re-
consult

Evidence



Radiation Treatment Pricing 
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Activity Based Costing approach based on model published by RTP and Pharmacoeconomic

unit at University of Toronto  

 The Activity Based Costing (ABC) approach breaks processes down into activities that consume resources to 
deliver each unit of output 

 Cost drivers such as time or patient load are identified for each resource within each activity 

Source: Yong et al Current Oncol 23(3) e228-238, 2016 



RT-QBP Governance
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RT-QBP Advisory Committee*

CCO & Executive 

Sponsors Group (ESG)

RTP – Clinical 

Development of RT 

Quality Metrics

Funding Unit

MOHLTC

The RT-QBP 

CCO Project 

Team is 

involved all 

levels

Regional Programs led by 

Regional Leaders

Provincial Clinical 

Programs with Clinical 

Leads

Provincial Leadership 

Council
Provincial Clinical Council

*Membership includes administrative and clinical leadership from all regions
**Working groups will have cross member representation and will report into the Radiation Treatment Advisory Committee which will 
report into the Project Team Committee.
***Additional time limited working groups will be established as the QBP evolves

Development of RT 

Protocols

Micro-Costing of RT 

Protocols

Equipment Costing 

Group

Carve-Out Activities



Overview of RT-QBP Committee and Group Membership
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Overview of RT-QBP Committee and Group Memberships 

Advisory Committee Disease Specific 

Working Group 

Disease Specific Expert 

Panel Group

Purpose - Provides ongoing advice and 

counsel to CCO on the 

development and 

implementation of the RT-

QBP, with particular focus on 

the development of the clinical 

handbook

- Provides advice on 

clinical best practice, 

feedback and expertise on 

the selection of disease 

site Radiation Treatment 

Protocols, review quality 

metrics and provide input 

on RT resources to guide 

costing development

- Provide advice to the RT-

QBP Clinical Lead and 

expertise in completing 

preliminary work on data 

analysis, quality metrics and 

literature scans specific to the 

disease site

Meeting Frequency - In-person or teleconference 

every 6 weeks to 8 weeks 

including 1-2 in person 

meetings

- 1-2 full day, in-person or 

teleconference meetings

- Members may be asked 

to review information via 

email and provide their 

feedback

- 2-3 teleconference meetings

- Members may be asked to 

review information via email 

and provide their feedback

Membership 

Process

- Selected based on a 

nomination from each region’s 

RVP or RCC Director

- Selected based on a 

nomination from each 

region’s RVP or RCC 

Director

- Selected by the RT-QBP 

Clinical Lead

- RVPs and RCC Directors 

will be informed of Expert 

Panel members via email

Reporting 

Structure

- Reports to CCO and the 

Executive Sponsors Group via 

the RT-QBP Project Team

- Reports to the Advisory 

Committee via the RT-

QBP Project Team

- Reports to the RT-QBP 

Clinical Lead

 Lung RT-QBP Expert Panel 

Members:  

• Alison Ashworth
• Jean-Pierre Bissonnette 
• Michael Brundage 
• Stewart Gaede
• Margaret Hart 
• Andrea Shessel
• Alex Sun
• Anand Swaminath
• Yee Ung
• Brian Yaremko 



Lung Working Group Membership 
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Lung RT-QBP Working Group Members:

Name Hospital

Ming Pan Windsor Regional Hospital 

Brian Yaremko London Health Sciences Centre 

Stewart Gaede London Health Sciences Centre 
Paule

Charland Grand River Hospital 

Daniel Glick Grand River Hospital 
Anand 

Swaminath Jurvaniski Cancer Centre 

Xia Wu Trillium Health Partners 

Julia 

Giovinazzo Trillium Health Partners 

Name Hospital

Brenda Schultz

Sunnybrook Health Sciences 

Centre

Alex Sun Princess Margaret Hospital 

Andrea Shessel Princess Margaret Hospital 

Michael Ryan Southlake Regional Health Centre

Daria Comsa Southlake Regional Health Centre

Medhat El 

Mallah Lakeridge Health 

Aaron 

Vandermeer Lakeridge Health 

Kit Tam Kingston Health Sciences Centre

Andrew Kerr Kingston Health Sciences Centre

Name Hospital

Robert MacRae The Ottawa Hospital 

Dan La Russa The Ottawa Hospital 

Fred Youn

Royal Victoria Regional Health 

Centre 

Madeline Ng

Royal Victoria Regional Health 

Centre 

Denise 

Blanchette Health Sciences North 

Brandon Disher Health Sciences North 

Mellissa Linke

Thunder Bay Regional Health 

Sciences Centre 

Kevin 

Ramchandar

Thunder Bay Regional Health 

Sciences Centre 



Evidence-based sources for RT protocols
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Evidence-based sources for RT protocols 
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• Existing literature

• CCO Guidelines (i.e. PEBC Guidelines)

• NCCN guidelines

• ASTRO, ASCO and ESMO guidelines 

• Radiotherapy dose fractionation 2nd ed. UK

• Provincial and RCC-specific data

• iPort

• Clinical expertise from Lung Expert Panel



Non-Small Cell Lung Cancer (NSCLC)

Proposed Treatment Protocols 
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RT Protocol Long Form RT Protocol Short Form Proposed Range (Gy) Number of Fractions Dose per Fraction  (Gy)

Definitive RT

Definitive RT +/- Chemo LUNG_NSCLC_+/- CHEMO 60 - 70 30 - 35 2 - 2.3

Definitive RT_Hypo +/-
Chemo

LUNG_NSCLC_HYPO_+/-
CHEMO

40 60 15 - 20 2.5 - 4

Proposed Treatment Protocols for NSCLC
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RT Protocol Long Form RT Protocol Short Form Proposed 
Range (Gy)

Number of 
Fractions

Dose per 
Fraction  (Gy)

Pre-operative

Pre-operative_RT +/- Chemo
LUNG_NSCLC_PRE-O_+/- CHEMO

45 – 66 25 – 33 1.8 – 2.1

Post-operative (PORT)

Post--operative_RT +/- Chemo LUNG_NSCLC_PO_+/- CHEMO 44 – 66  22 – 33 1.8 – 2.1

Proposed Treatment Protocols for NSCLC



Proposed Treatment Protocols for NSCLC & SCLC
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RT Protocol Long Form RT Protocol Short Form Proposed Range (Gy) Number of Fractions Dose per Fraction  (Gy)

SBRT
LUNG_SBRT_SINGLE

LUNG_SBRT_FRAC

15 - 35

30 - 62

1 

3 - 8

15 - 35

6-18
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RT Protocol Long 
Form

RT Protocol Short Form Proposed Range (Gy) Number of Fractions Dose per Fraction  (Gy)

Short Course (for both small cell, non small cell)

Short Course

LUNG_SHORT_1

LUNG_SHORT_2

LUNG_SHORT_3

8 – 17

18 – 24* 

20 – 39

1 – 2 

3

5 – 13

8 – 10

6 – 8

3 – 4 

Brachy

Brachytherapy#

LUNG_BRACHY_SINGLE

LUNG_BRACHY_FRAC

10

14 – 28

1

2 – 4

10

7

Proposed Treatment Protocols for NSCLC & SCLC

*0-7-21 protocol 
#Based on dose/fractionation used at Juravinski Cancer Centre and Cancer Centre of Southeastern Ontario 



Small Cell Lung Cancer (SCLC)

Proposed Treatment Protocols 

26



Proposed Treatment Protocols for SCLC
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RT Protocol Long Form RT Protocol Short Form Proposed Range 
(Gy)

Number of 
Fractions

Dose per Fraction  
(Gy)

Limited Stage LUNG_SCLC_LTDSTAGE 40 - 66 15 - 33 1.5 - 3

Limited Stage BID
LUNG_SCLC_LTDSTAGE_
BID

43 - 45 BID 30 1.5

Extensive Stage LUNG_SCLC_EXTSTAGE
17 – 66

2 - 33 2-10

Prophylactic Cranial Irradiation (PCI)* LUNG_SCLC_PCI 20 - 30 5 - 15 2 - 3

*Note for Funding Unit: Hippocampal avoidance-This needs to be costed in manner that reflects this may become a standard of care, although currently in 
clinical trials   



Other Lung Cancers

Proposed Treatment Protocols 
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Protocol Long Form RT Protocol Short Form Proposed Range 
(Gy)

Number of Fractions Dose per Fraction  (Gy)

Thymoma-Standard 
Fractionation

LUNG_THYMOMA_STD 40 – 66 15 – 33 1.8 – 2

Thymoma SBRT 
Single Fraction

Thymoma SBRT 
Fractionated

LUNG_THYMOMA_SBRT_SINGLE

LUNG_THYMOMA_SBRT_FRAC

15 - 35

30 - 62

1 

3 - 8

15 - 35

6-18

Mesothelioma 
Standard 
Fractionation

Mesothelioma SBRT

LUNG_MESO_STD

LUNG_MESO_SBRT

40 – 60 

21 – 30

15 – 30 

3 – 5

2 – 3 

7 – 10

Other Lung Cancers Proposed Treatment Protocols



Quality Metrics Development
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Quality Metrics Development
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01

02

03

04

05

06



Quality Metrics
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Examples of quality metrics that will 

apply across all disease sites:

• Peer Review QA

• Physics and Therapy QA

• Etc…

Examples of quality metrics that may 

be disease site specific:

• Treatment imaging – may be disease specific 

• Cardiac avoidance for breast cancer 

*Please note-quality metrics apply to definitive 
treatment, unless otherwise specified



Proposed Quality Metrics - NSCLC
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Proposed Quality Metrics – NSCLC
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Overarching quality metrics in lung cancer  

 Institutional policies and guidelines should  be developed for lung cancer treatment outlining: 

1. Pre-Treatment assessment and documentation

2. CT Simulation Protocols (and MRI Simulation where indicated) and Planning Protocols including 

dose targets and constraints

3. QA strategies

4. Treatment Protocols to include frequency of imaging and image matching strategies

5. Post Treatment Follow-up 
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Documentation of: 

 Current disease, medical co-morbidities, performance status, weight loss

 Medical and family history, results of physical at consultation (where appropriate)

 Smoking history 

 Radiation therapy contra-indications and post-operative complications

 Pathology (as appropriate)

 Metastatic Work-up as per Institutional protocols including PET scan

 Obtaining informed consent

Pre-Treatment Phase

Proposed Quality Metrics – NSCLC
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Pre-Treatment Phase

Proposed Quality Metrics – NSCLC

The following should be considered: 

 Radiation oncology input as part of a multidisciplinary evaluation or discussion should be provided for the 
following groups of patients:

 all patients with stage III NSCLC

 patients with early-stage disease who are medically inoperable

 post-operative cases with suspicion of residual disease  

 patients who refuse surgery, or are high-risk surgical candidates 

 patients with stage IV disease that may benefit from local therapy 

 Other pre-treatment procedures and planning should be done in accordance with the DPM Lung Cancer 

Diagnosis Pathway Map (Nov 2017) 

https://www.cancercareontario.ca/sites/ccocancercare/files/assets/LungDiagnosisPathwayMap.pdf

Continued on next page

https://www.cancercareontario.ca/sites/ccocancercare/files/assets/LungDiagnosisPathwayMap.pdf
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Pre-Treatment Phase

Proposed Quality Metrics – NSCLC

The following should be considered (continued): 

 For patients with cardiac implantable electronic devices (CIEDs) such as pacemakers and defibrillators, 

institutional policy should exist to outline:

 care of patients pre- and post- treatment

 a CIED evaluation frequency for patients with a cumulative incident device dose of radiation that exceeds 

5Gy

 consideration on whether an evaluation should be performed at intervals during the radiation course

 details on the management of patients undergoing radiation therapy by personnel from both radiation 

therapy and the CIED clinic

 As per the following 2017 consensus statement developed by the Heart Rhythm Society (HRS) and 11 

collaborating societies. https://www.heartrhythmjournal.com/article/S1547-5271(17)30453-8/fulltext

https://www.heartrhythmjournal.com/article/S1547-5271(17)30453-8/fulltext
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Proposed Quality Metrics – NSCLC

The following should be performed: 

 An appropriately timed (</= 4 weeks) before 

radiation and technically adequate PET/CT imaging 

for staging should be performed.

 Imaging of the brain, thorax and bone prior to start 

of treatment, in accordance to CCO’s Lung Imaging 

Guideline: 

https://www.cancercareontario.ca/en/guidelines-

advice/types-of-cancer/3201

 Pulmonary function test before start of treatment if 

not previously done in radically treated cases

Pre-Treatment Phase

Note: Bone scan 
may not be 
necessary if PET 
scan was performed

As per CCO’s Lung Imaging Guideline: 
https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/3201

https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/3201
https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/3201
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Pre-Treatment Phase 

Proposed Quality Metrics – NSCLC

 The following CCO, ASTRO and ESMO guidelines should be considered in decisions on patient management:

Role of Adjuvant RT in NSCLC after surgery (2015) – See Appendix A
https://www.ncbi.nlm.nih.gov/pubmed/25957185

Definitive and Adjuvant Radiotherapy in Locally Advanced NSCLC: ASCO 
Clinical Practice Guideline Endorsement of the ASTRO Guideline 
https://www.ncbi.nlm.nih.gov/pubmed/25944914

Definitive RT in Locally Advanced NSCLC (2015) – See Appendix B
https://www.ncbi.nlm.nih.gov/pubmed/25957184

Early and locally advanced NSCLC: ESMO Clinical Practice Guidelines for 
diagnosis, treatment and follow-up 
https://www.ncbi.nlm.nih.gov/pubmed/28881918

Palliative RT in NSCLC (2018) – See Appendix C
https://www.ncbi.nlm.nih.gov/pubmed/29625898

Adjuvant Systemic Therapy and Adjuvant Radiation Therapy for Stage I to 
IIIA Completely Resected NSCLC: ASCO/CCO Clinical Practice Guideline 
Update https://www.ncbi.nlm.nih.gov/pubmed/28437162

Treatment of Patients with Stage III (N2 or N3) NSCLC
https://www.cancercareontario.ca/en/guidelines-advice/types-of-
cancer/43311

https://www.ncbi.nlm.nih.gov/pubmed/25957185
https://www.ncbi.nlm.nih.gov/pubmed/25944914
https://www.ncbi.nlm.nih.gov/pubmed/25957184
https://www.ncbi.nlm.nih.gov/pubmed/28881918
https://www.ncbi.nlm.nih.gov/pubmed/29625898
https://www.ncbi.nlm.nih.gov/pubmed/28437162
https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/43311


 Should there be psychosocial oncology quality metrics included in Pre-Treatment for lung cancer? I.e.

 Nutrition

 Speech and swallowing evaluation therapy and dysphagia prevention +/- G tube insertion

 Audiogram (especially if cisplatin based, chemotherapy planned)

Proposed Quality Metrics - NSCLC
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Pre-Treatment Phase - Discussion Question:



The following should be considered with regards to RT simulation, planning and delivery: 

 Simulation should be performed using CT scans obtained in the RT treatment position with appropriate 
immobilization devices. IV contrast with or without oral contrast is recommended when possible for better 
target/organ delineation for patients with central tumours or nodal disease. 

 An appropriately timed (</= 4 weeks) before radiation and technically adequate PET/CT imaging for target 
volume delineation should ideally be performed as part of the radiotherapy treatment planning process for 
lung cancer. 

 Tumour and organ motion, especially owing to breathing, should be assessed or accounted for at simulation. 
4D-CT is considered the equipment of choice for patients who are receiving curative treatment. 
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Imaging and Planning Phase 

Proposed Quality Metrics – NSCLC

Continued on next page



The following should be considered with regards to RT simulation, planning and delivery (continued): 

 PET findings must be taken into account for treatment volume segmentation (according to current 

institutional practice).

 Photon beam energy should be individualized based on the anatomic location of the tumours and beam 
paths. 

 Tissue heterogeneity correction and accurate dose calculation algorithms are recommended that account 
for buildup and lateral electron scatter effects in heterogeneous density tissues. 

42

Imaging and Planning Phase

Proposed Quality Metrics – NSCLC



 Institutional guidelines should be developed on target 
volumes , prescription dose and normal tissue dose 
constraints. The table of dose-volume constraints listed here is 
an example. 

 DVH for the following organs should be part of the 
published plan: lung, heart, esophagus, and spinal cord. 
Consider to include Liver, major vessels, stomach, brachial 
plexus, and proximal bronchial tree, where appropriate

 For additional dose-volume constraints, QUANTEC guidelines 
should be reviewed. https://www.redjournal.org/issue/S0360-
3016(10)X0002-5
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4041542/

43

Imaging and Planning Phase

Proposed Quality Metrics – NSCLC & SCLC

Example table taken from NCCN guidelines
https://www.nccn.org/professionals/physician_gls/pdf/nscl.pdf

https://www.redjournal.org/issue/S0360-3016(10)X0002-5
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4041542/
https://www.nccn.org/professionals/physician_gls/pdf/nscl.pdf
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QA of treatment plans:

QA of all treatment plans shall be performed by a medical physicist and radiation therapist, as per 

institutional guidelines.

Peer Review:

As per CCO Lung Radiation Oncology Peer Review Guidance Document

https://www.cancercareontario.ca/en/node/56286

Quality Assurance Phase

Proposed Quality Metrics – NSCLC
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Treatment Phase 

The following should be considered: 

 Adaptive re-planning should be considered if there is significant change in lung volume, pleural effusion, 

tumour, or change in breathing pattern. 

 Daily image guidance procedures should be performed. E.g. daily cone-beam CT. 

 Other treatment procedures and planning should be done in accordance with the NSCLC Treatment Pathway 

Map (Nov 2017)

https://www.cancercareontario.ca/sites/ccocancercare/files/assets/NSCLCTreatmentPathwayMap_0.pdf

Proposed Quality Metrics – NSCLC

https://www.cancercareontario.ca/sites/ccocancercare/files/assets/NSCLCTreatmentPathwayMap_0.pdf
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Post-Treatment Phase

The following should be considered: 

 For NSCLC, no recommendation can be made in 

relation to positron emission tomography (PET)/CT.

 Any new and persistent or worsening symptom 

warrants the consideration of a recurrence, 

especially: constitutional symptoms, pain, 

neurological symptoms, and respiratory symptoms.

 The selective use of PET is recommended when 

recurrence is suspected. 

Proposed Quality Metrics – NSCLC

Continued on next page

As per CCO PEBC Guideline: https://www.cancercareontario.ca/en/guidelines-
advice/types-of-cancer/261

https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/261
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Post-Treatment Phase

The following should be considered (continued): 

 Health care professionals need to aid lung cancer survivors in handling these symptoms to improve quality 

of life (QoL): Constitutional issues, long-term chemotherapy, radiation and surgery effects. 

 For lung cancer survivors who have completed curative-intent therapy, surveillance is required and may be 

provided by specialists, family physicians or hospital-based nurses.

 Smoking cessation counselling is recommended for patients who have completed curative intent therapy. 

Interventions that involve behavioural and pharmacotherapy support in addition to verbal cessation advice 

is recommended. 

 As per CCO’s PEBC guideline “Follow up and surveillance of Curatively Treated Lung Cancer Patients” 

https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/261

 Additional guidelines that could be referenced include ESMO guidelines “Early and locally advanced NSCLC: 

ESMO Clinical Practice Guidelines for diagnosis, treatment and follow-up” 

https://www.ncbi.nlm.nih.gov/pubmed/28881918

Proposed Quality Metrics – NSCLC

https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/261
https://www.ncbi.nlm.nih.gov/pubmed/28881918
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Post-Treatment Phase

 As per CCO guidelines (DPM Lung Cancer Follow-up Care Pathway Map) 

https://www.cancercareontario.ca/sites/ccocancercare/files/assets/LungFollow-upCarePathwayMap.pdf

Proposed Quality Metrics – NSCLC

https://www.cancercareontario.ca/sites/ccocancercare/files/assets/LungFollow-upCarePathwayMap.pdf


Proposed Quality Metrics - SCLC
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Proposed Quality Metrics – SCLC 
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Quality metrics in SCLC

In general these are the same as in NSCLC with the following additions:

 In limited stage SCLC thoracic XRT should ideally be done within the 1st or 2nd cycle of chemotherapy



Micro Costing Activities 
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Funding Activities 

• Disease Site Expert Panel Group and Disease Site Working Group will develop and confirm all 
disease site protocols for the RT-QBP

Disease Site Specific Protocol Confirmation

• The Funding Unit will work with the following groups to complete preliminary work on HR 
related costing inputs for disease-site specific radiation treatment protocols:

• Physics Professional Advisory Committee (PPAC)

• Radiation Therapy Professional Advisory Committee (RThPAC)

• RCC Director

• The preliminary work will be reviewed with the Disease Site specific Working Group and 
Advisory Committee for feedback and approval 

HR Resource Data Collection 

• The Funding Unit will work with members of the Infrastructure and Equipment Working Group to 
complete preliminary work on costing inputs and data collection for infrastructure and equipment 
use for radiation treatment (e.g. minor equipment, major equipment, patient specific supplies)

• The preliminary work will be reviewed with Disease Site specific Working Group and Advisory 
Committee for feedback and approval

Infrastructure and Equipment Use 



Micro Costing Working Group 
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Name Hospital

Miller MacPherson
The Ottawa Hospital 

Stephen Breen
Sunnybrook Health Sciences 

Centre

David Jaffray Princess Margaret Hospital 

Daniel Letourneau Princess Margaret Hospital 

Ernest Osei Grand River Hospital 

Jeff Richer Windsor Regional Hospital 

Raxa Sankreacha Trillium Health Partners

John L. Shreiner
Kingston Health Sciences 

Centre

Ivan Yeung
Southlake Regional Health 

Centre

Colleen Dickie Princess Margaret Hospital 

Name Hospital

Gaylene Medlam Trillium Health Partners

David McConnell

Thunder Bay Regional Health 

Sciences Centre

Margaret Hart CCO 

Julie Renaud The Ottawa Hospital 

Christine Black Lakeridge Health 

Brendee 

Pidgeon

Royal Victoria Regional Heath 

Centre

James Loudon Southlake Regional Health Centre

Steve Russel Sunnybrook Health Sciences Centre

Patti Marchand Lakeridge Health 

Chris Kwong

Royal Victoria Regional Health 

Centre 

Name Hospital

Jackson Chan Hamilton Health Sciences Centre

Kit Tam Kingston Health Sciences Centre

Elen Moyo Princess Margaret Hospital 

Sara Kaune Grand River Hospital 

Jeffrey Richer Windsor Regional Hospital 

Janice Stewart Sunnybrook Health Sciences Centre

Catherine CottonSouthlake Regional Health Centre

Andrea 

Dorcherty

Thunder Bay Regional Health 

Sciences Centre

Sara Zammit Hamilton Health Sciences Centre
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Infrastructure & Equipment Working Group Members 

Name Hospital

Sophie Foxcroft CCO

Eric Gutierrez CCO

Julia Monakova CCO

Konrad Leszczynski Health Sciences North

Miller MacPherson The Ottawa Hospital

Kyle Malkoske Royal Victoria Hospital

David McConnell Thunder Bay Regional Health Sciences Centre

Katharina Sixel Lakeridge Health 

Janice Stewart Sunnybrook Health Sciences Centre

Julie Renaud The Ottawa Hospital

Ivan Yeung Southlake Regional Health Centre



Psychosocial Oncology (PSO)
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Timelines
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Clinical Development Timelines
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Next Steps
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 Incorporate feedback from today’s discussion and distribute the finalized Lung RT-protocols and quality metrics 

to the group

 Present final proposed treatment protocols and quality metrics to QBP Advisory Committee for approval

 Share approved protocols and other relevant information with CCO’s Funding team for costing



Objectives for Today

59

Lung RT-QBP Working Group Meeting:

To provide an introduction to Health System Funding Reform (HSFR)

To review Lung RT-QBP protocols for consideration 

To review Lung RT-QBP quality metrics for consideration

To review the Micro Costing and Infrastructure and Equipment funding approach

QBP Timelines and Next steps

To provide an update on Psychosocial Oncology (PSO) 
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THANK YOU!



KQ4: What are the indications for adjuvant postoperative radiation 

therapy for the curative-intent treatment of locally advanced non-

small cell lung cancer?

Appendix A: ASTRO Guidelines - Adjuvant radiation therapy in locally 
advanced non-small cell lung cancer
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KQ5: When is neoadjuvant radiation therapy before 

surgery indicated for the curative-intent treatment of 

locally advanced non-small cell lung cancer?

Note: This is a not a comprehensive list. For more 
details, please refer to the individual guidelines.

https://www.ncbi.nlm.nih.gov/pubmed/25957185

https://www.ncbi.nlm.nih.gov/pubmed/25957185


KQ1: What is the ideal external beam dose fractionation for 

the  curative-intent treatment of locally advanced non-

small cell lung cancer with radiation therapy alone?

Appendix B: ASTRO Guidelines - Definitive radiation therapy in locally 
advanced non-small cell lung cancer
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KQ2: What is the ideal external beam dose fractionation 
for the curative-intent treatment of locally advanced 
non-small cell lung cancer with chemotherapy?

Note: This is a not a comprehensive list. For more 
details, please refer to the individual guidelines.

https://www.ncbi.nlm.nih.gov/pubmed/25957184

https://www.ncbi.nlm.nih.gov/pubmed/25957184


KQ3: What is the ideal timing of external beam radiation therapy in relation to systemic chemotherapy for the curative-

intent treatment of locally advanced non-small cell lung cancer?

Appendix B: ASTRO Guidelines - Definitive radiation therapy in locally 
advanced non-small cell lung cancer
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Note: This is a not a 
comprehensive list. For 
more details, please 
refer to the individual 
guidelines.

https://www.ncbi.nlm.
nih.gov/pubmed/2595
7184

https://www.ncbi.nlm.nih.gov/pubmed/25957184


2018 updated ASTRO guidelines: KQ: What is the role of chemotherapy administered concurrently with 

radiation for the palliation of LC?

 Incurable stage III NSCLC - In the management of patients with stage III NSCLC deemed unsuitable for curative 

therapy but who are (1) candidates for chemotherapy, (2) have an Eastern Cooperative Oncology Group 

(ECOG) PS of 0 to 2, and (3) have a life expectancy of at least 3 months, administration of a platinum-

containing chemotherapy doublet concurrently with moderately hypofractionated palliative thoracic radiation 

therapy is recommended over treatment with either modality alone

 Stage IV NSCLC - In the palliative management of patients with stage IV NSCLC, routine use of concurrent 

thoracic chemoradiation is not recommended. This practice should remain primarily reserved for clinical trials 

or multi-institutional registries.

Appendix C: ASTRO Guidelines - Palliative thoracic radiation therapy for 
non-small cell lung cancer
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Note: This is a not a comprehensive list. For more 
details, please refer to the individual guidelines

https://www.ncbi.nlm.nih.gov/pubmed/29625898

https://www.ncbi.nlm.nih.gov/pubmed/29625898

