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Attendees
)


	Members – QCC/QOL
	

	
	

	Did Not Attend
	Christopher Frantz, MD, A.I. DuPont Hospital for Children

	Did Not Attend
	Wendy Gainor, Sr. Director Professional Services, Medical Society of DE

	Did Not Attend
	Sean Hebbel, The Wellness Community - Delaware

	Attended
	Eileen T. McGrath, American Cancer Society

	Did Not Attend
	James Monihan, MD, Allied Diagnostic Pathology Consultants, PA

	Attended
	Nicholas Petrelli, MD, Helen F. Graham Cancer Center

	Did Not Attend
	Cheryl Rogers, BayHealth Medical Center

	Did Not Attend
	Ola Ruark, Department of Veterans Affairs Medical Center

	Attended
	Ed Sobel, DO, Quality Insights of DE

	Attended
	Donna Stinson, BayHealth Medical Center

	Attended
	Janet Teixeira, Cancer Care Connection

	Did Not Attend
	Donald Tricarico, Nanticoke Memorial Hospital

	Did Not Attend
	Victoria Cooke, DE Breast Cancer Coalition

	Did Not Attend
	Mary Lou Galantino

	Did Not Attend
	Theresa Gillis, MD, Christiana Care

	Did Not Attend
	Madeline Lambrecht, University of DE

	Did Not Attend
	Susan Lloyd, DE Hospice

	Did Not Attend
	Anna Maloney, DE Helpline

	Attended
	Judith Ramirez, Tunnell Cancer Center

	Did Not Attend
	Michelle Sobczyk, Leukemia/Lymphoma Society 

	Did Not Attend
	Sheila Grant, Hospice & PC Network


	Did Not Attend
	Mary Ellen McKnight, Kaylyn Elaine Warren Foundation (Kay’s Kamp)

	Guests in Attendance



	Ben Fay, First State Prostate Cancer Support Group
Rolan Singley, First State Prostate Cancer Support Group
Michelle Amadio, Delaware Hospice, Inc.
Kathleen Burt, Nanticoke

	Staff & Other Committee Liaisons
Attended 
Attended
Attended
	

Crystal English, DPH/Delaware Cancer Registry
Deybra Chapman, DPH/Delaware Cancer Registry
Susan  Strawbridge, American Cancer Society

	Did Not Attend
	Katie Hughes, DPH

	Did Not Attend
	Paul Silverman DPH
Paul Silverman, DPH

	
	




 (
Review of Previous Meeting Minutes
)

Dr. Petrelli called the meeting to order. The committee reviewed the minutes from the January 18, 2011 meeting.  There were no additions or objections. The minutes were approved and seconded.

 (
Old & New Business
)


QCC/QOL Goals Integration 

Dr. Petrelli started the meeting explaining that the main reason for this meeting was to develop goals for the next four years. That process started at the last meeting. He also noted that there were going to be some large budget cuts in the Cancer Consortium now that the care coordinators are not going to be renewed in June. The state, Bill Bowser and Jill Rogers are working very hard on a back-up system for this. We don’t have details for this to discuss in this meeting today. However keep in mind when you think about the goals, we are really going to have to tighten our belts.

The first thing Dr. Petrelli wanted to do was (see sheet with the survey that was sent out by Crystal) to go over the top priority items from the survey. The first goal was about the modernization of the DE Cancer Registry Operations to enhance electronic reporting and increase more automated processing. The DE Cancer Registry Advisory Committee (DCRAC) is already in the process of doing that. There is a separate task force that is developing this process and it’s moving along very nicely.

Dr. Petrelli read the rest of the goals identified in green which included: 
1) Developing ways to support cancer patients, family, and friends on options relating to pain, mitigation and quality of life;
 2) Addressing patients’ psychosocial needs
 3)  Developing a plan to increase participation in clinical trials
4)   Supporting better management of pain while still receiving treatment as opposed to hospice only.
 He then handed out the new standards for the Commission on Cancer which go into effect in January of next year (2012). He stated that three out of four of the top priorities are going to be required by the state.
 
The new standards include: 
2.5 Palliative Care Services, 3.2 Psychosocial Distress Screening, 3.3 Survivorship Care Plan.( see handout) Dr. Petrelli questioned, “Since a lot of those high priorities are what the hospitals are going to be required  to do, should the committee even bother to address them?’. The hospitals are going to have site visits by the Commission on Cancer about many of these standards and since the budget is tight, and the committee has to focus on what it can actually do, this ought to be thought out. 

The decision did not have to be   made at the time of the meeting but Dr. Petrelli felt this issue was very important as the committee goes through the goals of the next four years. He opened up the floor for discussion.

 The question was raised as to whether the issue would be documented in the new four year book. Dr. Petrelli reiterated that the hospitals should be responsible for this and not the committee. He stated the committee should focus on where we can make a dent in care in the state. He also stated there was no reason to duplicate the services since it was the hospital’s responsibility; otherwise they would not be accredited. It was also stated that this item takes us back to the focus of the QCC/QOL and how it’s going to be defined as far as what’s on the table and what we want to work on. Dr. Petrelli stated that the committee should ask itself,” What are the most important things that can be accomplished with a tightened budget that will improve the care of patients in the state of Delaware?” These need to be formulated into questions that will have a direct affect on patient care.

 Many of the organizations across the country are focusing on survivorship, hospice care, end of life care, which are going to be mandated by many of the organizations that take care of patients. We don’t want to duplicate the efforts of organizations who aren’t cutting their budget and who have a lot of money. We should focus on what we can do in Delaware.

ASCO has the quality outcomes performance improvement program for medical oncologists across the country. The American College of Surgeons has the National Surgical Quality Improvement Program ( NSQIP) across the country. The ASCO quality outcomes performance has about 178 elements that have to be looked at in physician’s charts in their offices; everything from whether they are referring their patients for smoking cessation programs to whether or not post menopausal women with ER positive tumors are receiving hormonal therapy. 

So what does the committee need to do? We should have a real focus on what that is. Hopefully everyone has had a chance to look at what the recommendations have been over the years. Delaware has been used as a model for state cancer control programs over the years. Dr. Petrelli stated that when he goes to meetings, he hears more about what Delaware is doing from people outside of the state than from people inside the state. In a meeting of the Society of Surgical Oncology, Dr Petrelli heard a talk from Blake Cady of Harvard, who showed a slide about Breast Cancer screening in the State of Delaware and how the mortality rate has dropped down precipitously. It was impressive to have someone from Harvard showing what Delaware was doing. 

The question was raised as to whether there was an idea from an educational perspective to get the message out for physicians and other providers across the state; relative to (3 major issues) palliative care, survivorship and hospice and when it’s appropriate?  Was there something that could be done from that perspective? Dr. Petrelli stated that the committee should keep in mind that they should not bite off more than they can chew.

 Judith stated that with the key changes in the Commission on Cancer’s Standards , the QCC/QOL  committee was doing what needed to be done with the concept of the three major issues .Those of us who are involved in it,  get it. But I think they are difficult concepts for physicians and health care professionals to understand because it’s one more thing for them to do. Maybe we need to define what quality of cancer care is as a committee.

 Donna stated that one thing that is different with cancer as opposed to cardiovascular disease is that it not only involves Oncology but every sub-specialty, at one point and primary care providers every day. 

Judith stated that the whole thing is, when you look at survivorship care in the end you hope to turn that patient over to their primary care physician which is the big thrust and hoping that there are no long term side effects of this person’s treatment.

 Dr Petrelli stated that primary care physicians can play an important role in the survivorship of the cancer patient. However, the new cancer drugs have different side effects that are even   a challenge for the oncologists’ .How we take on the challenge is key. Cancer has turned into a chronic disease. In the past you did not have to worry about the hypertension and diabetes because the cancer caused a short life span.  Now people are living longer and the hypertension and diabetes has to be managed and the primary care physician is an integral part of that. 

Judith injected that, wouldn’t it be awesome if Delaware as a “model” in cancer care had an impact on physician education. Dr. Petrelli asked Ed Sobel what his experience was with the treatment of patients and the communication after diagnosis as far as who should provide survivorship care once the patient’s cancer treatment is complete. 

Ed noted that he doesn’t think the communication is as it should be. When they get the patient back at end stage or from hospice, the questions are usually raised about who is then going to provide the survivorship care instead of receiving confirmation about who will actually provide it. He feels there is a huge gap as far as communication is concerned.  They get information from some oncologists and some they don’t. Getting the proper communication is very rare. 

Dr. Petrelli suggested that one of the goals should be “brainstorming” about the care of the cancer patients between the three major disciplines of surgery, medical and radiation oncology and the primary care physician and how to close that gap. It was also stated that maybe the committee should ask how to operationalize that survivorship care plan between the three major disciplines.

 Judith stated that we have this “pretty package” that is going to be part the EMR, part of the chart or given to the patient. How is it going to communicate to the doctor what has happened to this patient for the last 18 months so he/she is  forewarned? 

Dr. Petrelli stated that is a good focus because the Commission on Cancer says you have to develop a survivorship care plan within your institution. It says nothing about when that individual leaves your institution and goes to their primary care physician and that is where the gap is. It was also stated that the literature points to the fact that it’s not about just moving that survivorship care plan to the patient but that it is also for the physician to obtain so they can see exactly what’s going on with that patient; especially in cases where there may be hypertension or diabetes involved etc. to better understand what the side effects are or what this individual is going to be going through.

 Ed Sobel injected from the physician’s perspective, that they aren’t likely to see that patient unless they are in remission or are cured. They are more likely to get patients who are terminally in hospice or who are too ill to come into the office, so they just sign papers and keep hospice going. He stated that one of the things Medicare will be doing is this scope of the work through the quality improvement organizations, although he doesn’t have all the details. This will huge as far as their concerns in transitions of care. Medicare has figured out that there is this huge drop off that occurs as patients move from location to location and that besides the quality of life there’s an enormous expense for those patients. There is going to be a huge push from Medicare to drive transitions of care.

 Dr. Petrelli noted that there use to be care mangers that made sure those patients, who are in treatment made it through the three disciplines and received support services. But the gap of making sure they got back to their primary care physician for continued management has broadened, so he liked how Ed described the process of narrowing the gap between what happens with the care in the cancer center and then getting that patient transitioned back to the primary care physician. He also stated that there is a generational difference as to how that need is realized amongst the providers. There are some oncologists who feel the transition is needed and some who don’t. He also asked if this was a good focus for the committee. 

Donna liked the idea about the “brainstorming” but that the committee obviously could not reach all primary care physicians, just approach some selected ones.  She also noted that not all Oncologists realize what is actually needed out there in the community as far as patient survivorship is concerned. It was also suggested that maybe a focus group could be the way to brainstorm this effort by tapping into some physician meetings to gather information from them so that is doesn’t become just one more thing they have to do.

 Dr. Petrelli suggested that maybe a primary care physician /oncologist pilot group could be a way to go after the focus group is approached to sit down and discuss how to narrow the gap. You would then test that pilot and learn from it what went wrong and then develop a plan that could be submitted across the state. Dr. Petrelli also agreed with Donna that the gap could not be bridged between all primary care physicians, but if the plan is successful in the focus group analogy then that information could be brought back to the committee and then share the success with another group or with the Delaware Medical Society .You would then later get the primary physicians gathered together with the cancer centers and develop a program similar to the pilot project.
 
There was also the suggestion from the prostate cancer survivor guests, of forming a team from the committee who would go around to these focus groups throughout the state and present the plan for narrowing the gap. They stated that their guys clearly segment with Oncologists on one side and family care physicians on the other. The primary care physicians never talk about what‘s needed. There’s a wall between the two.( primary care physician and the oncologist) Some of the prostate cancer patients are going out of state for treatment. That’s another “block’ because they are not going for help at state level.


Dr. Petrelli asked Susan since the American Cancer Society (ACS) has had this big push for survivorship training, how this goal fits in with the plan of the QCC/QOL committee.. The ACS can assist the hospitals with this and they have a good plan about survivorship and education. The other question she would have of doctors is “what’s the best way for us to reach you” maybe a questionnaire should go  out to them about whether or not they want to meet and bring everybody together or have a packet that’s a hardcopy sent or communicate through email.

Dr. Petrelli stated that the doctors need another survey like a hole in the head and sending hard copies would go in the garbage. He did like the idea of a focus group of physicians and maybe a focus group of patients and then selecting out a group to pilot. There was the suggestion of coming up with a list of open ended questions that would allow physicians to engage that would allow them to operationalize a survivorship care plan to include their education and their ability to meet the needs of those patients from a physicians perspective, not the psychosocial support person or the nurse; but from a physicians perspective that would make us understand what it is that would help them. Even if we did three groups, one from each county; there are physician meetings all the time where we could get on their agenda to do an initial and then follow-up meeting. It was felt that that would give the committee a lot to work with when you do an analysis of that qualitative data. The global picture of survivorship will be taking in the issues related to psychosocial and pain management etc. and bridging that gap between the cancer center and the primary care physician.
Once something comes out of this committee and is mandated then it will be respected and replicated. Survivorship care is a tough issue for physicians because none of that is really taught in medical school.

 In summary this is a survivorship plan that will bridge the gap between the three major disciplines of surgery, medical and radiation oncology, the cancer care center and the primary care physician. There is a gap and there is a bridge piece. So you figure out what the gap is and then how to bridge that gap.. There should be physician and patient focus groups and having a pilot group in each county. An additional addendum should be how the information is transmitted along the continuing levels of care that gets received from a skilled nursing facility, homecare facility or hospice company to the hospital. How is that survivorship plan of care or palliative plan of care transmitted through continuing care and how is it being followed. Hopefully between DHIN and electronic medical records it will make it a little easier. Most hospitals can’t even integrate between outpatient EHR and inpatient EHR nevertheless from one hospital to the other or from one private practice group to another through EHR. What we are talking about is not going to require a lot of resources as we already have them available since we have organizations like the ACS or the Cancer Care Connection; many of those volunteers can help. If you think about the organizational resources we have in the state it can work. It can be a model. This is where we’re moving in healthcare reform and patient care.

 If we think about it over the next couple of weeks and have Crystal tweak it a little bit we can send it out to Dr. Chris Frantz, Chair of the QCC/QOL Committee. Dr. Petrelli will speak to Chris about it as well. Also spread the word out amongst your own organizations that this is what the QOL/QCC is doing over the next four years. You may also get some input from your own hospitals and organizations and maybe come back next month with some other thoughts and see if this is a good idea. Dr. Petrelli asked if anything else should be encompassed in this. There was no additional response.


Other business /Announcements

Dr. Spellman is next door pushing the all claims database which encompasses the goal number 4; Assure availability of accurate complete data to allow effective surveillance of cancer incidence, care delivery and treatment. This is what the all claims database would encompass. This brings at the table, third party payers, registries, physicians. It has been done in 14 states across the country and it costs money. It has to go through a legislator and requires a law.  It’s a great idea and the DCC Data committee is pushing this. But with resources the way they are, we as the Delaware Cancer Consortium should not take it off our plate. In the next year it is not going to be on the front burner because it does require a lot of resources. It doesn’t mean that the data committee can’t start bringing people to the table like the third party carriers to talk about this. In talking about data collection and knowing where we stand, this is a phenomenal program that has been put together in many states. This is just something you need to know about as goal 4; the all claims database which we are going to have to do in the next four or five years.

Dr. Petrelli asked if anything else needed to be added to this list and confirmed that QOL/QCC is one committee which would not be split .It was noted that having the one goal that encompasses the spirit of both committees is the best way to go and quite a time saver.  Dr. Petrelli stated that we do have a lot of organizations that can help with this as summarized above. He also stated that one of the goals that was in the latter half of the goal sheet about home chemotherapy infusion was accomplished very well by Rhonda Combs, Donna Stinson and her group in a relatively short period of time. This demonstrates what you can do in a small state. . There was a real patient safety issue with this one. If we can accomplish this same type of success with the current issue, that’s all people can ask of us. Dr. Petrelli felt that was a great project.

The Cancer Registry Advisory committee was a task force originally, which became a committee on the verge of new info technology to collect data from the hospitals. It paved a way for the satellites to collect data. There will be a retreat in May which is the 2nd one, to look over what our job should be in the next few years. We will revamp the executive plan and formulate new goals. We will give feed back after the retreat. We will also increase membership to the committee. There are currently six or seven people.

One of the guests asked if Dr. Petrelli was familiar with the Cancer coalition of California and Dr. Whitman. They stated that Dr. Whitman is interested in communicating with the Delaware Cancer Consortium. Dr. Petrelli concluded the meeting with having Crystal sending out the goal and asked that the committee to bring back suggestions to the next meeting. The state contracts for the cancer care coordinators and nurse navigators will not be renewed.  . There is a conference call to be held next week to discuss this further to come up with a backup plan. The contract ends in June.. There will be more information to come.

The meeting was adjourned.



Move to adjourn. 11:30 AM (
Follow up
)


	01/19/10 QCC-QOL meeting
	Person(s) Responsible
	Timing
	Status

	Establish a mechanism for collecting and tracking ELNEC trainees within 12 months.
	Susan Lloyd, Madeline Lambrecht
	Jan2011
	Tabled to Fall Meeting

	Complete clinical trials on-line survey; request data for years 2008, 2009. Launch survey to facility CT contacts.
	Crystal English
	March 2010
	Done

	End-of-Life Resource list submitted by Sheila Grant: 1) post on DCC website, 2) notify facility leaders  
	Crystal English, Wendy Gainer, Lisa Henry
	 Jul 2010
	

	CCC evaluation: Collect data to determine the time between the CCC point of contact until the 1st course of treatment is administered.
	Katie Hughes, Lisa Henry
	To be done during  the 2010 evaluation 
	

	QCC/QOL Integration: give update on any open tasks
	Janet Teixeira, QOL
	March 2010
	Done

	Quality Insights:  status report on the screening study 
	Dr. Sobel
	Once software upgrades implemented
	

	FOLLOW-UP ITEMS
	FROM
	PRIOR
	MEETINGS

	Forward Dr. Sobel’s condensed version of the ACS CRC screening guide 
	Dr. Frantz
	ASAP
	Done

	Theresa Gillis Presentation
	Crystal English/Dr. Petrelli
	TBD
	Petrelli to recommend appropriate time

	Follow-up with Madeline Lambrecht re: ELNEC training for healthcare students
	Crystal English
	Feb 2010
	   Done

	Online palliative care training for physicians
	Sheila Grant
	Nov09
	Done. Resource list submitted to QCC/QOL Jan2010

	Investigate statewide and physician specific ELNEC training (Objective 4B/Task3)
	QCC/QOL
	TBD
	Done. Resource list submitted to QCC/QOL Jan2010
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