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May 17, 2004
Delaware Technical Community College
Dover, DE

	Members
	
	

	No
	Paula Breen
	Cancer Care Connection

	No
	Margaretta Dorey
	DE Pain Initiative, Inc.

	No
	Christopher Frantz
	A.I. duPont Hospital for Children

	No
	Andrea Holecek
	Bayhealth Medical Center

	No
	Susan Lloyd
	Delaware Hospice

	Attended
	Wendy Mangano
	Physicians’ Advocacy Program Medical Society of DE

	Attended
	Eileen T. McGrath
	American Cancer Society

	Attended
	James Monihan, MD
	Allied Diagnostic Pathology Consultants, PA

	Attended
	Julio Navarro, MD
	Glasgow Family Practice

	Attended
	Nicholas Petrelli, MD
	Helen F. Graham Cancer Center

	Attended
	Anthony Policastro, MD
	Nanticoke Memorial Hospital

	Attended
	Catherine Salvato
	Bayhealth Medical Center

	Attended
	Ed Sobel, DO
	Quality Insights of DE

	Attended
	James Spellman, MD
	


	Staff
	
	

	Attended
	Alma Bartolomeo
	DE Division of Public Health

	Attended
	Deborah Burkett
	Management Concepts

	Attended
	Betsy Wheeler
	Management Concepts


	Public Attendees
	
	

	Attended
	William Bowser
	Young Conaway Stargatt & Taylor, LLP

	Attended
	Gail Katz
	American Cancer Society, Mid-Atlantic Division



The March 15, 2004 Quality minutes were reviewed and approved with one change.  Dr. Anthony Policastro is only a member of the Quality Committee, not Colorectal Committee.

Presentation by Gail Katz, Director of Survivorship for the Mid-Atlantic Division, American Cancer Society 

Ms. Gail Katz, Director of Survivorship for the Mid-Atlantic Division of the American Cancer Society, gave a presentation on their current survivorship program. Survivors include all cancer patients no matter where they are on the continuum, at diagnosis or as a long term survivor.  The American Cancer Society provides services to their caregivers, families, and support systems as well. The survivorship program started as a pilot program and is now well established. This program is for a very small group of patients (1-3% of calls received).  

The local American Cancer Society helps coordinate assistance for transportation to/from radiation and chemotherapy, among other services.  They also maintain schedules for local programs such as Reach to Recovery.  The Reach to Recovery program is primarily a breast cancer program that matches women with other women who are going through similar breast cancer situations.
The American Cancer Society is looking into an information and referral service that they call Community Resource Database.  They also have a national database.  The American Cancer Society phone line is answered 24 hours a day in Austin, TX by a well-trained (often with a bachelor degree in psychology, sociology) community resource person.  There is always an oncology certified nurse on hand.  For questions that are unable to be answered in Austin, the caller would be referred to the local office.  The Community Information Specialists (the people who answer the calls) screen for triggers (financial, housing, language issues; lack of education; or crises on top of being diagnosed with cancer) and then transfer the call immediately to a Patient Advocate (a master’s trained, licensed clinical social worker).  After the initial telephone interaction, the Patient Advocate provides counseling and resources.  The length of time the Patient Advocate spends assisting the patient varies on a case-by-case basis. There are currently two Patient Advocates that service Delaware, Maryland, D.C., Virginia, West Virginia.  The merger that will be taking place soon to include North Carolina, South Carolina and Georgia will add two more Patient Advocates. 

Questions & Answers:

What are your funding sources?
Funding sources are grants and primarily donations.  Relay for Life is one of our largest fundraising programs.

Are you over budget for the programs?

We get a grant from the state of Delaware of about $42,000, and we agree to help fund Delaware’s Quitline program.

Do you have a more itemized budget that lists the costs relative to the survivorship program?
Yes, but it is divisional and doesn’t list the specific program costs for Delaware.  I can get the percentage of calls to Patient Advocates from Delaware and the total number of calls from Delaware.

Do you have any idea of what the cost will incur when the program has expanded?

The cost of the program is essentially a personnel cost.  If Delaware was to request a Patient Advocate to service only this state, they would need to take into consideration a full time salary, benefits, etc. The total budget was $300,000 for this program.

There seems to be a lot of overlap with the ACS’s program and the Cancer Care Connection here in Delaware.  What areas don’t you overlap with the Cancer Care Connection? 
We recognize the overlap, and we’re not looking to provide duplicated services.  We rely on the CCC to do the community assessment and we work with them when they identify a need.

What areas don’t you overlap with them?
I don’t think that the patient advocates and social workers are something that they have.  And we provide a medical oncology nurse on hand at all times.

About how many active cases can you handle at a time?
It varies.  Some cases are more involved and time consuming than others.  There are usually about 25 to 45 active cases in any given week.

There are only 2 social workers handling an entire region.  What advertising is in place and how do you sell your program?
We currently do not advertise this program.  It was a pilot program that is transitioning into a permanent program.

Is it just in this region or do other regions have this same program?

We are the pilot program for the American Cancer Society.  No other region has this program as of yet.  It will probably be replicated in other regions as well.  Not every call that the ACS receives qualifies for the assistance of a Patient Advocate.  The majority are handled through the main offices.  Austin, TX handles the initial call, which is then transferred to Baltimore and then, if needs be, to a Patient Advocate.

The Cancer Information Specialists are in Baltimore for the region.  How many are there?

Once the merger takes effect, there will be two call centers.  They will each have a director, 8 Cancer Information Specialists, one Patient Advocate, and 2 to 4 people whose sole function is to update the cancer resource database.  Everything is linked technologically. 

What process do you use to evaluate your program?
We are on a 100% call back initiative.  And the population is not always easy to get a hold of. 

What is the volume of the calls for the Cancer Information Specialists?
It varies.  They have anywhere from 20 to 50 active cases.  In FY 2003, the total number of calls was 39,575, with about 1000 or 2.5% coming from Delaware; referrals were made to 132 community agencies based on the multiple needs addressed in each case/call. Also, in FY 2003, the total number of Navigation calls was 593 with only 32 (.5%) coming from Delaware. 

If you were to start getting calls directly from physician’s offices would that be a drastic increase?
We have resisted that at this point.  Our referrals have been from patients themselves. 

Do you have any plans to market this program to the public?
That decision would be made on a national level and then would be marketed locally.

With the number of hours that your people are provided, what amount does that work out to for an hourly wage?
Dr. Anthony Policastro explained that we have a proposal from the Cancer Care Connection showing that their cost is approximately $200 per hour.

Dr. Petrelli commented on the last presentation regarding a national problem in cancer care.  The state of Delaware has 6 hospitals.  There appears to be two groups of patients needing attention.  One group is the patients that are already in the hospital system.  The case care coordinators at that hospital need to make sure that those patients stay in the loop regarding nutrition, insurance, social activities, etc.  The recommendations for the Green Book show that, somewhere in the future, the hospitals should have case care managers.  It is part of what this committee is taking a look at aside from what is going on in the colorectal project.  Some hospitals have case care managers who are responsible for patients diagnosed with cancer to make sure that they stay in the loop with their cancer care, from diagnosis throughout treatment and beyond.  A.I. duPont has a similar program for social work, nutrition, etc.

The other group of patients is those who get the diagnosis, but are not in the system.  They don’t know where to go or what to do as the next step.  The ACS pilot or Cancer Care Connection can guide those patients to the system or component of the system they seem to be lacking. Dr. Petrelli commented that he doesn’t think the Consortium needs to be the pilot for the new formation of the American Cancer Society when Delaware already has in place a system like the Cancer Care Connection that already does for Delaware what the American Cancer Society is piloting to do for the country.  Dr. Petrelli said that he thinks it would be a duplication of tremendous effort on the part of two systems.

Dr. Franz explained that the oncology nurse cancer care coordinators focus on the direct medical care, but do not focus on the social work issues at all.  They are involved in keeping the patient in the loop, making the referrals, getting the information out, helping patients make some of their medical decisions, etc.  Helping people solve problems and figure out how to solve their problems related to or as a result of their having cancer is best mediated through a telephone conversation.  This can be accomplished through the American Cancer Society, the Cancer Care Connection, or by another organization that can build the structure and database to service the patients.  Dr. Franz suggested submitting an RFP that would ask people to respond in their abilities to provide those services and meet those goals.

DCC’s Colorectal Committee received a waiver on the bidding process because every hospital in the state agreed to participate, thereby removing all the bidding candidates.  If all the hospitals agreed to utilize a navigation system (ACS, CCC, etc) then perhaps another waiver of the bid would be applicable.

Mr. Bowser explained that the current process has never extended deeply into social work issues.  This Committee needs to systemize the levels of care and then increase the care provided.  Such care could include funds for heating oil, transportation, etc.  The amount of information and resources available to the patient currently depends on the experience and knowledge of their social worker.  When hospital social workers are not required to deal with these types of issues then they are more free to devote their time and energies to the “sickest of the sick” while another organization is more focused on the daycare, car problems, heating oil, etc. This allows hospitals to continue to focus mainly on medical issues.


Provide Updates
Amend Section 3559G (a)(3)(c) of the DE Code and Regulations for Cancer Trials – Eileen McGrath

Ms. Eileen McGrath presented information on Section 3559G (a)(3)(c) of the DE Code and Regulation for Cancer Trials. In 2000, the American Cancer Society (ACS) reviewed the values for cancer patients who become involved in clinical trials.  Nationally, a very small percentage of cancer patients participate in clinical trials.  As ACS assessed and identified the barriers, they found that one barrier was that patients were often denied insurance coverage for routine patient care when they were involved in clinical trials.  Nationally, ACS began to approach state legislators to introduce a model legislation for insurance coverage for cancer patients when they participate in a clinical trial.  This would not cover the cost of the clinical trial a cost to be covered by the institution conducting the trial.  This would cover the routine patient care costs that the patient would otherwise encounter as part of their cancer treatment.

Following a meeting in February, 2001, Senator Patricia Blevins, who was involved in the patient’s bill of rights at the time, decided that this was an important issue to be included in the patient’s bill of rights.  There were many amendments to the bill of rights, but it finally passed in June, 2001 as Senate Bill 181 in the State of Delaware.  One difference is that phase 1 of clinical trials are not covered under Delaware state code, phases 2, 3, and 4 are covered.  The investigation of the toxicity level of the treatment is not covered in that legislation either.  This legislation also does not include ERISA exempt, self insured insurance, etc.  As of the Fall of 2000, Medicare does cover routine care that is part of a patient’s care while participating in clinical trials.

A recommendation was made to include prevention trials on page 31 of the Green Book.  Ms. McGrath was not a part of that decision and does not know the rationale behind including it. The Delaware Patient Bill of Rights satisfactorily addresses this Green Book objective.

Review of Budget – Dr. Navarro pointed out a correction on the budget listing in the second section from the top: A million dollars has been budgeted for credentialing.  Out of that million it will cost approximately $75,000 for the credentialing program for physicians.  The first line should read $925.00 and the second line should read $75,000.

End of Life – Dr. Navarro shared Ms. Susan Lloyd’s End of Life report with Committee members.  On May, 19, 2004 at 7:00 p.m. at the University of Delaware there will be a panel discussion with community partners, representatives of social work, funeral homes, hospitals, hospice, etc. And on May 27, 2004 in Newark there will be a conference that is in partnership with Christiana Care.
Break Off Group: Credentialing

At the April 6, 2004 meeting held in Dover, we discussed the quality, credentialing model and determined that a statewide all-inclusive program would be a monumental, costly, time consuming task without knowing what the outcome would be.  So, it was decided to start a pilot program. The process of requesting proposals considering somewhere between $50 and $75,000 has started.  These proposals would need to meet certain goals, which cannot be discussed at this meeting without compromising bid requirements.  The accepted physician practice would be contacted to see if they would be willing to participate on a voluntary basis.  Schedules would be made and the practices would be visited.  The whole process would start with a chart review with some type of follow up meeting at the end of the day stating the findings.  Members discussed how cancer patients would be identified and once identified, how to find out if they are being screened and referred, and if the processes be improved upon.

The NCQA chart review model has been the one of review.  They are already out in the offices doing chart reviews.  Some of the things they are looking at are cancer-related, such as mammography.  Other things are not related.  Since they are going to the offices anyway, we considered requesting that they do additional cancer-related reviews.  In an effort to not add work for them, the trade-off would be that we would do a centralized chart review so each managed care organization would be able to work off of the same chart review, resulting in less work rather than more work.  We located a model in California that the NCQA agreed to. Therefore, we knew they were willing to allow that to happen. 

Concern arose about finding out in the future if this pilot is working. The following key questions were asked:

~ How are we going to evaluate if this program is working and if it is valuable?
~ Are we going to send someone to the practice at a later time to do an interview and find out how this has helped, hasn’t helped, how it was received, and then have a report at the end? Or will we do it via questionnaire?
~ Will someone from the panel call the individual practice and gather that information?

The volunteer doctors would have to agree to do the evaluations prior to signing up for the program.  The program will require at least 6 months to get everything done.  Feedback will take an additional 6 months, then at least 9 months to make the requested improvements.  At least 2 years; 3 years would be ideal. And the main goal, when recruiting physician participation, is to convince them that the project has a valuable outcome for them. Practices from every county will need to be included so that the results will be more diversified.  The Medical Society of Delaware for instance, could select practices strategically for invitation to the program and then uses a random initial chart review. It’s mostly on the office manager to provide the information, especially if the records are kept electronically.  When physicians questioned the potential violation of HIPPA during a previous diabetes project, DPH or MSD let them know that the study was covered under the state IRB and that the information we were requesting was not a HIPPA violation.

It has been determined that the Veterans Administration Hospital has created an electronic means of data collection and review company outcomes at their clinics and hospital settings. Someone involved in that process to show us how they developed, implemented and maintained their system. 

This Committee needs to determine methods of data collection.  Some physician offices use electronic records where others still use hard copies.  We will also need to decide what questions will need to be asked.  If we have a report card, it will give us an idea of what other questions we may want to ask.  Dr. Policastro agreed to get a copy of at least one report card and bring it to the next Committee meeting for review by members.

A suggestion was made to have someone from the VA to join the group; perhaps someone in quality control.

Dr. Policastro and Dr. Navarro will be reviewing the development of an RFP and the overall process.  Alma started the development of the RFP.

Next Steps Credentialing

~Finalize and Issue RFP
~Review proposal, select vendor(s)
~Initiate Pilot Program
~Invite a representative for the VA to the Committee
~Secure a health outcomes (report card) that could be used as template/reference for DCC Quality work.


Break Off Group: Cancer Care Coordination Group

Review of Job Description  (see attached)
-Primary function verbiage was updated. Care Coordinators will be based at hospital campuses and the Committees processes for securing those resources will be very similar to the strategy used by the Colorectal Committee. 
-Centralized management will be required. Oversight of the Care Coordinators processes and outcomes will require monitoring and evaluation beyond that of process measures. The impact of this work must be measured.
-A second component of cancer care coordination will be required to supplement the work. This complementary component will be acquired through an RFP process.

The following documents were provided at this meeting and are available upon request to Ginger Jensen, Management Concepts, Inc. 302-424-1495 or via e-mail at Ginger@ManageTool.com: 

~Budget: Cancer Council Recommendations/Implementations (draft)

~Proposal to Delaware cancer Consortium for Utilization of Care Coordinators at Bayhealth’s Cancer Centers

~Draft Proposal to Include Cancer Care Connection as an Integral and Funded component of DCC Coordination

~Cancer Care Coordinator Job Description
~American Cancer Society Navigation System Executive Summary

The next Delaware Cancer Consortium Quality Committee meeting has been scheduled for:

DCC Consortium  Meeting:

Monday, July 19, 2004

Delaware Technical Community College

Terry Campus ~ Dover, DE
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