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Review of Previous Meeting Minutes

Dr. Frantz called the meeting to order. The committee revieweditheges from the November
2010 meeting and approved them with no changes or additions.

Old & New Business

HOME BASED CHEMOTHERAPY TASK FORCE

This task force was created in late 2010 as a result of errors madaria terapy administered
to a patient in a non-clinical setting. The task force has represenftatim all the cancer centers
in the state, as well as a couple of the key infusion companies and homgereaiesa The goal
of the task force is to review the current home chemo therapy treatntieatydprocess to
develop a new process that improves safety and accuracy and which carobedistaitewide.
Handout 1(HO-1) describes the home-based chemotherapy administration protesisfmee
developed. Key features of the new process include:

» Streamlined communication — one source of order set dispensed to the haageoase
to mix the chemo. Previously there were multiple order sets going to the hame ca
agency and infusion provider.

» Continuous infusion is started at the cancer center where it is al@mh&ovironment
where there are two clinicians who can verify that the correct dassénig delivered to
the patient.

* The home care agency will follow up with the patient in their home (elgernéts a
pump problem they would be there for the chemo disconnect.)

The new chemo home delivery process has been approved by the respectiatdstekand
implementation at a number of sites (Bayhealth, Christiana Care) has Gég Tunnell Cancer
Center is scheduled for January'2#plementation, and plans are underway to determine a final
implementation date for Nanticoke.

There were two other items to be considered: pumps and order set. Spgcasieafitandardized
pump necessary with the new improved process (or is use of the current CA&riaddoumps
sufficient), and should a single order set be used. Since many of theiorstihave electronic
order, single order set may not be necessary as electronic order daes sa@fat process.

Donna Stinson added that the task force was a very dynamic group, and inclusicthef the
infusion companies brought a whole new thought process to light. This precess did reveal
a gap in insurance coverage. Some patients that do not have home care opties thega
insurance does not cover it, they have no insurance, or they do not meet thedvifio#ion
of homebound. In these situations, the physician tends to get calls when thisspagehine
beeps. Efforts are underway to determine whether the issue is with theapbgsinection to the
arm or with the connection with the pump.

The following was cited as aiding the task force to achieve such rapabanplete agreement:

* Quickly establishing that the cancer centers are the ones ditidrggders and referrals.
Once there is general agreement on that point the other providers fall in line



 Common goal — All providers had patient safety at the forefront; they $af=ich created
a sense of urgency.

» Liability implications

* Delaware’s small size and provider numbers made coming to consensus.quicke

The question of whether this new process in any way changed billing by the home care and
insurance companies, particularly, did they previously bill differentsfarting the infusion
compared to managing the whole process? For home care agencies, if thespatiéaticare
patient, billing is by visit not by method of payment. If it were a third partyraree then that
would be a visit that the home care agency would not be providing and thevetddenot be
billing. Companies did not voice concern of potentially losing visits; tlee-oding concern is
safety.

Also, having all of the cancer centers presenting this as an issieitdusion companies carried
weight. There was peer pressure for them to do the right thing and thelgafgbetause this
was an actual incident that drew people together, not a hypotheseabrcapeculation. It was a
message to all stakeholders that this could happen to any one of us.

Dr. Frantz asked if there was any way to publish this experience on tmeintea place where
the other states might be able to learn from the Delaware experienceb<staied believes her
organization would be open to that. Sharing the Delaware experience may heidddoedther
states since incidents such as what led to the formation ofsthétae will become more of a
problem as more drugs are delivered in the home environment. Crystal will fgil on
communication options via the DCC website.

OCC Accomplishments Review for Year 3

When the Quality of Life committee merged into the Quality of Caneee @ subcommittee
formed to develop a way to merge the separate goals of the two commiiteasd. It was
agreed that the original QOL Goal 4/Objective 4b would become QCC Goal Sauirttened
committee (Handout 2, HO-2). Per prior accomplishment review processdesntay be marked
“done” if work on the task is either fully complete or work has begun towardsnatisbing the
task.

Goal 5 (formerly QOL Objective 4B) - Support continued education for physicians,
hospitalists, and hospital staff (education will emphasize end-oftdi, rehabilitation,
vocational rehabilitation, survivorship and palliative care)

Provide CME-accredited quality-of-life training modules on site for physician practices and
hospitals.

Training on YouTube - Although not CME accredited, the YouTube presentatidmirsy(t
feeding, dementia) are an accomplishment.

CME via University of WI - There was a list of palliative care GvEm the University
Wisconsin discussed during previous meetings; the QCC wants this listl poshe DCC
website. Crystal will follow-up.

Pocket card guides - The committee reviewed the samples supplied layGtaeit and also
discussed the relevance of pocket cards versus more electronic aveseessing information.
Judith Ramirez recalled that the pocket cards had a nominal fee ot&p@@hase. Sheila



Grant was to inquire about obtaining rights to post the information online aCnjtresearch
prior minutes to determine what the committee agreed to regarding thépmeket cards and
electronic tools/applications.

Implement quality-of-life training sessions for hospital-based staff so they can accurately

articulate and disseminate information to patients and families. The ELNEC training process has
been implemented and is directly related to the accomplishment of #ig tescommittee
discussed whether this task should be marked “done”. It was asked wheitkeraa be revisited
after they are marked done. There was concern in losing the survivioeshiipg aspect of this
task if it is marked done. Just because it is marked done does not mehe toammittee did not
have to go back and continue to do that. Crystal English commented that the @apnsbetium
has defined “done” is that action has been taken toward the completion of the paesiylthe
task does not have to be fully completed. When a task is marked done, it doesinahat it
can't have action taken toward it. There are quite a few items thatle®n marked done, under
other goals, which are on-going items; there will always be something doasotivem. Dr.
Frantz stated that there should be some survivorship training includeithisvitask and perhaps
the committee could come up with that for the next four year plan. It waneoted that if the
committee wrote this goal now it would be written in the context ofiganship as these are all
elements of what survivorship education is about. Crystal added that thettmemmay get
additional insight on this once we cover the concept mapping agenda itecoraserns a
comparison of where the consortium started out in 2001 to where we are now atttewpac
may want to focus on as we plan for our goals and activities for the nexts4 year

Provide training to discharge personnel on discharge to the appropriate level of care. Dr Frantz
guestioned the committee as to whether it was decided to do keep this task.c@&snce
coordinators don’t usually make discharge decisions; it is usually cassgement. It was asked
if this had anything to do with discharging the patient in an end-of-life isituaMadeline
Lambrecht sat on a committee, as did a Delaware Hospice reptiesemtad the concern at the
time was that patients weren'’t being appropriately discharged tdof éifelaare. This task has to
do with the whole piece of increasing the average length of stay in hdspliicenot have
anything to do with discharge to re-hab or skilled nursing, occupational therapyationat:
rehab; it had to do strictly with end of life care.

Dr. Frantz stated that this task could not be marked “done”. A solutigestagl was to develop
criteria for initiating hospice and then posting the information to variobsites (e.g. DE
Academy of Medicine, DE, Medical Society) and placing an advertisemdrd Dalaware
Medical Journal. This is basically a provider decision. The meskagéde delivered to case
managers as these people are hired by insurers to make decisions.

There is probably EOL discharge criteria already in existence. Stmahik the representative
for Delaware Hospice. Perhaps a quick reference could be posted iardifflaces with
individual hospitals posting to the physician portals. Crystal will coi8heila Grant and Susan
Lloyd regarding the most current discharge to hospice criteria.

Develop and implement a report card system for institutions and practices; the credentialing
programfor screening may be used as a model. On many occasions the committee had talked
about a report card system for other measures of quality but those thingsyastictly
standardized and are national measures. There was uncertainty amomgihigee regarding
the nature of this task. Dr. Frantz recommended the committee maitkethisot feasible” due
to lack of history; the committee agreed.



The YouTube presentation and DCRAC update agenda items were skipped dee to tim
constraints.

DCC concept mapping process In late 2010 consortium constituents engaged in a strategic
planning process focused on developing the framework for Delaware'd-geatr cancer plan
covering 2012-2016. A similar process was conducted in 2001 and marked the DCC’s beginning
Handout 3, HO-3 summarizes the ideas generated during both concept mapping@pratess

listed tasks were color coded according to importance and impadiifigasi

(€1(=t=ly = high importance, high impact/feasibility
= high importance, low impact/feasibility
= low importance, low impact/feasibility

High Importance/High feasibility items:

(e [=TqgIr4eNi[o] g el Mgl DI = @ Tg[=TRRIETO[S]i Operations to enhance electronic reporting and

increase more automated case processing.

Developing ways to support cancer patients, , and friends opptions relating to
el ileTp =g le o FENIWAOMII(E]. This involves both education of these groups as well as social
work/care coordination. This task can be interpreted from an informatidnehional
perspective. Beebe uses a resource guide to raise awareness of hoamthgsist the patient in
controlling pain, including alternative medicine interventions thaeptgican practice. Likewise,
for the triage nurses, infusion nurses, even in radiation, learning more ostanderg pain
management is helpful. The HCAP (Healthy Communities Access Progcam)is a good
guantitative measure for this because it drills down to the cancersédtbspitals are held to
this national program. Inpatient payment from Medicare is based on psaiesfiaction and
outcomes. Medicare implemented this measure and pain is a measurentiatiesdi The
measure includes the question, “Did your healthcare provider do everifibingould for your
pain?”

Dr. Frantz commented that Al uses Press Ganey to measure perforg@ntasgain questions
in it. The HCAP is in addition to improvement surveying performed by varicusambors such
as Press Ganey. Some hospitals are expanding use of HCAP results tonduBRxtisdoursement
will be attached to the HCAP measure beginning 2013.

Addressing patients’ psychosocial needs (e.g. the Institute iedicine, IOM, Standard)gg

In oncology, addressing the psychosocial needs of the patient can ofterifalkide as

providers are so driven and so focused on taking care of the patient’'s phgsdal The IOM
standard should be looked at from an institutional level as it tieshnswitiivorship care, and
other aspects of quality of cancer care. The committee should look atritiardtto determine
whether we can develop ways to approach it both in measurement and in supportingpaings t
happen in the individual hospitals (in/outpatient) as well as in the oncolagtogs.

Adding to cancer survivorship care- This task involves supporting the development of
survivorship care at each of our institutions, the seven hospitals thaff gatents with cancer.

Developing a plan to increase Delaware residents’ participation inlinical trials SRl
committee worked on this so perhaps some measurements are requeeed this has
improved.



Supporting better management of pain while still receivig treatment as opposed to hospi
©]gl) — This topic was discussed earlier in the meeting.

High Importance/Low feasibility items:

Addressing the overall financial burden placed on cancer patients includimgghct of meeti
daily living expenses and the lack of resources to address thos R ERIEQEEEE oJSa S
what lowers feasibility here.

Gray Items low importance; low impact/ feasibility

Assist hospitals with meeting additional requirements of carer registry staffjgaial]

additional requirements possibly concern educational requirementsyérpwe larger concern
is likely the additional reporting requirements placed on the regidffy but with no increase in
registry staff. For example, there were six ACoS reports due this yedrisotal does not
include impromptu reporting requests that come from the state. Specifibalitem likely

refers to the unfunded mandates. Regarding educational requirerntentiaace at national and
regional conferences is acceptable. The key is the make sure themoafeontent is registry
focused. Regional conferences are usually less costly, but the contéen isaifon par with the
national registry conference.

Implementing comprehensive assessment of the quality of cam¢eeatment in Delawareg

Feasibility is a problem here. Our measures of quality don’t relate empatirvival. We can
assess but it cannot be comprehensive. This has been a QCC goal firfthe lgears in terms

of eventually wanting to come up with the quality measures that have hatipaament, such as
the treatment of stage 3 colon cancer. Things such as this can be cetptality as well as
specific pain programs or special survivorship progratos: those activities are staffed is a way
we can measure quality without creating new ways to measure things.

Using electronic communication between provider and patients/faries including
ElalelElEsElelelli i etelfe=1ile]gf. This task is outside of the committee’s sphere of responsibility.
The QCC works at a different level.

Funding the staffing of clinical trial nurses similar to cancercare coordinators at eac

This activity represents another unfunded mandate. There are large dsfiaciated with this
item; it will not happen unless other programs are cancelled. Dr. Silkeromamented that more
would be known about the budget once the Governor gives his state of the stede. aftier

that the legislature must pass the budget bill which often does not odtwenntate in June.

Developing holistic approaches that include combinations for md spirit and well being

The committee can support alternative medicine approaches. At the ben2@i0 meeting
Lakeisha Moore, DPH trainer/educator, presented the draft agendarferday symposium on
this topic planned for this summer.

Developing and implementing a measurable program to address the neeafscaregiver
e Bleflale el WEE R ey ezle. The Wellness Community may be a good resource for
assistance in explaining how their activities integrate with garship care. Follow-up from
Sean Hebbel would be helpful. The Wellness Community has great support groluyatng a 6-



part survivorship series that was delivered in Sussex County. Unfortynhteleries was not
well attended.

Address childhood cancer survivorship issues relating to neuropskological testing
insurance reimbursement for patients who are at risk for disase or treatmengSig{e=Rial]
item concerns payers it is outside of the committee’s control.

Developing outcomes that the quality committee can use to telldfstor
pEViletlelgiElg e FIER ol (oo [f=100k. There was uncertainty of what outcomes the committee could
develop that would tell the story of patient navigations and its progfamspatient’s story or
lived experience is the outcome, so perhaps this item focuses on lookingrfoeavehere these
stories can be unfolded and shared. For example, Tunnell Cancer Cenésy Zftlatough the
patient’s eyes” annual calendar, focused on sharing the patient’sTterpatient’s experience
does need to be shared but there are avenues within DPH for that. Thisdtgside the QCC's
focus.

Considering wellcoaching grants through the DCC to assist cancer suvers in developing
or addressing lifestyle changes to promote wellness and preveni:le|ClleRigEIR IR =11y
would not be addressed.

In summary, Dr. Frantz reiterated that the green-labeled itethsaddress more about where
the committee should be going. Donna Stinson reiterated the concern aboutegistrgrwork
volume. It important to keep that in sight as the additional requireroeregistry staff are
significant. It was also asked whether the DCRAC was a better/agisofmium for such a
discussion. Dr. Frantz asked for ideas from the committee concerninglieediscussion about
unfunded mandates. Regarding structure, the DCRAC is a subcommittee ofGhar@(®erhaps
this concern can be shared with the DCRAC for review/consideration. shiee the QCC's
current Goal 4 is focused on registry issues, this item can be condinteiredusion in the next
4-Year Plan.

Other business /Announcements

Dr. Frantz then asked the committee for updates, introductions.

Kay’s Kamp will have the “Until There’s a Cure” benefit on March 12", 2011 at the Deerfield
Golf and Tennis Club to raise money for Kay’s Kamp which is Delaware’scamhp for kids
with cancer.

Elaine Keegan was in attendance vice Sheila Grant.

Kathy Burt is the new cancer center director for Nanticoke. She hasrbs business of
caring for oncology patients since 1975. She had just moved here from SouthaGahare she
had managed hematology and oncology services which had included liquid andrsmic ca
bone marrow transplants, high dose chemo’s, clinical trials, and coordinatedsevrith the
clinics, infusion clinics, radiation oncology at the Medical Unsitgrof South Carolina for both
in-patient and outpatient. Kathy replaces Donald Tricarico on the QCC.

Meeting adjourned.



