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CONCLUSION

The methodological quality of volume outcome research 

as applied to cystectomy, prostatectomy and 

nephrectomy is only modest at best. Accepting several 

limitations, pooled analysis confirms a higher-volume,

lower-mortality relationship for cystectomy and 

nephrectomy. Future research should focus on the 

development of a quality framework with a validated 

scoring system for the bench-marking of data to improve

validity and facilitate rational policy-making within the 

speciality of uro-oncology.
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Conclusions: In older adults diagnosed with DLBCL, receiving care from a 

provider with greater prior lymphoma volume was associated with receipt of 

guideline-adherent therapy, reduced hospitalizations, and improved survival. 

Clinical volume may be an important factor in providing high quality cancer care 

in the modern era.



In the interim, radiation oncology departments and individual 

radiation oncologists should be cognizant of a potential risk 

associated with low-volume treatments. As individual doctors, 

when faced with a situation in which we ourselves are the low-

volume provider, we should seek out appropriate mentorship 

and consider referral to a high volume provider as the situation

warrants.



What does this individual patient teach us? 

First, institutional and surgeon reputations, not outcomes data, play major roles in an 

individual’s treatment selection.

Second, complications do occur after hospital discharge and may not always be 

recorded in certain databases.

Third, the benefits of certain treatment options relate to averages and are not specific 

to individuals.

Finally, hospital and surgeon volumes, along with specialty training, may influence 

patient outcome, but the processes of care that are most important are not always 

clear.
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Objective: To estimate the potential mortality reduction if patients chose the safest hospitals for complex cancer surgery.
Background: Mortality after complex oncologic surgery is highly variable across hospitals, and directing patients away from unsafe 
hospitals could potentially improve survivorship. Hospital quality measures are becoming increasingly accessible at a time when 
patients are more engaged in choosing providers. It is currently unclear what information to share with patients to maximally 
capitalize on patient-centered realignment. 
Methods: The National Cancer Database was queried for adults undergoing 5 complex cancer surgeries (pulmonary lobectomy, 
pneumonectomy, esoph- agectomy, gastrectomy, and colectomy) for a primary cancer between 2008 and 2012. Risk-standardized 
mortality rate (RSMR) methodology, currently used by Medicare-based hospital rating systems, was used to classify hospitals as
‘‘safest’’ and ‘‘least safe’’ by procedure. Patients were modeled moving from ‘‘least safe’’ to ‘‘safest’’ hospitals and the potential 
number of lives saved through patient realignment determined. As surgical volume has historically been used to distinguish safe 
hospitals, comparisons were made to models moving patients from low-volume to high-volume hospitals. 

Results: A total of 292,040 patients were analyzed. In an optimally modeled scenario, realignment using 
RSMR would result in a greater number of lives saved (3592 vs 2161, P < 0.01) and require only 15 
patients to change hospitals to save a life, compared to 78 patients using volume models (P < 0.01). 
Conclusions: Public reporting of hospital safety, specifically based on RSMR instead of volume, has the 
potential to lead to meaningful reductions in surgical mortality after complex cancer surgery, even in the 
setting of a modest patient realignment. 
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“We think we can remediate that to some degree by keeping [patients] at home and having their local oncologist 

deliver care,” Dr Nichols said. “The problem there is the ego of the local oncologist, which is not 

insubstantial.”

Dr Nichols acknowledged that this shift in care won’t happen organically. Insurers and/or regulatory 

entities will need to allow and encourage more consultations, including by telemedicine, 

with high-volume cancer centers In the future, Dr Nichols predicted that this need for more 

consultation with high volume centers won’t be limited to uncommon malignancies, as genomic advances 

continue to reshape oncology. Already, he said, a common malignancy like lung cancer can be broken into 

different treatment subgroups based on the presence of molecular drivers of disease, depending on whether 

testing identifies actionable gene mutations.

Dr Nichols explained that tapping into the drug-treatment expertise of high-volume centers will become 

increasingly important as surgery starts taking the backseat.

“We’re moving away from big complex surgeries, with better biomarkers and better systemic 

therapies.”




