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	Kate Mastalski – American Cancer Society

	Attended
	Sarah Toborowski – Quality Insights
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	Brian Tomko – Merck Vaccines
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	Jo Wardell – Delaware Quitline 

	
	


Welcome/Review/Approval of minutes


Review/Approval of Minutes

Chair, Ms. Katy Connolly began the meeting at 8:40 am.  Dr. Nicholas Petrelli made a motion to accept the October 14, 2019 meeting minutes as written.  

HPV 5-year Plan Update
Mr. Jim Talbott, Immunization Program Manager with the Division of Public Health (DPH), provided an update on the HPV 5-year plan.  He began by discussing the HPV dashboard results for ages 9-10 and 11-12 year olds from December 1st.  According to the reports, for ages 9 to 10 there was a decrease from the June 1st report which was 9.24% to 5.99%.  By gender, the first dose of the HPV vaccination for girls (15,431 total) decreased from 9.7% to 6.25%, as well as boys (16,260 total) who decreased from 8.86% to 5.93%.   Mr. Talbott continued with the results of the age group 11 to 12, in total there was an increase from 27.75% to 33.09% for the first dose of vaccines.  Overall, girls (17,605 total) increased from 28.62% to 33.43%, and boys (17,750 total) increased from 27.02% to 33.14%.  The up-to-date vaccination for the age group 11 to 12 shows a slight increase from 10.63% to 12.33%, in which vaccinations for girls increased from 11.03% to 12.74%, and boys increased from 10.04% to 12.08%.  Mr. Brian Tomko with Merck Vaccines commented that the 11 to 12-year-old time frame is very important and is an area becoming unified across the health care delivery systems according to Advisory Committee on Immunization Practices (ACIP) recommendations as well as the Healthcare Effectiveness Data and Information Set (HEDIS), in which the up-to-date should be completed by the thirteenth birthday.  Ms. Cassandra Codes-Johnson, Associate Deputy Director with DPH shared her recent experience in which her daughter has not been able to receive the second dose of the vaccination since October due to the provider not having it on site.  She stated that instead a script was given to receive it from the pharmacy, however the pharmacy advised the vaccine would not be covered by insurance.  Currently, she is still currently waiting for the provider to order more.  Mr. Talbott advised that it could potentially be because it is expensive, and the provider is not keeping it stocked in the office.  He also mentioned there is no shortage to the vaccine because last year the Centers for Disease Control and Prevention (CDC) confirmed that Delaware had about 120% vaccine available.  

Mr. Talbott continued with the results from the age group 13 to 17 years old, which has the highest coverage rates. Overall, the first dose of the vaccine is 69.5% of 460 providers.  Results show the highest rates are from Vaccines for Children providers at 74.2%, and private providers are at 37.3% of coverage. Also, up-to-date vaccines have increased from 49.2% to 50.3%.  In addition, 86 providers have met the healthy people 2020 goals for the first dose at 80% and over. For the up-to-date vaccine, 27 providers have met their healthy people 2020 goals.  

Mr. Talbott finished with comparing the National Inpatient Sample (NIS) data with Division of Public Health Information System (IIS) data. Results show NIS data was at 75.3% as of September, and IIS data was at 69.5% as of December.  Mr. Talbott also reviewed the Immunization Quality Improvement Program (IQIP), which includes 51 sites to be trained to determine how well they are performing with reporting, which is required for the grant year completed by June 30.  Dr. Karyl Rattay made a comment about pharmacies believe they are not allowed to vaccinate children between the ages of 9 to 18 except for the flu shot. Dr. Rattay wanted to know Mr. Talbott’s thoughts on how many locations do not carry the vaccine, and if that’s the case should there be system improvements whether it is increasing access at pharmacies for a prescription or making sure those locations are carrying the vaccines? Mr. Talbott suggested outreach to the pharmacies be conducted and to provide them with the information they need.  He also commented that he has seen pharmacies vaccinate children under the age of eight and suggested it is usually the comfort of the pharmacist. 

Ms. Lisa Gruss with Quality Insights (QI) provided an update on the HPV initiative.  Currently, there are 37 sites including private practices and health systems that are recruited, in which QI is still working on the barriers such as getting them fully educated and working with their technical assistance team. Ms. Gruss discussed the larger health care system they have been working to provide site education and involvement in their data reconciliation initiative. Agreements have been revised and sent back to the larger health care system awaiting final approval which will allow access up to 2,000 patient records.  Also, they will send QI data elements, and a report that includes the patient’s history.  In which, QI will be able to complete the data reconciliation and comparing the IIS with the health care system’s electronic health record. Ms. Gruss discussed the current project QI is working on with Mr. Talbott, which involves a workflow assessment of the collection of HPV vaccine information from eight provider practices with a template that will be sent to the CDC.  The workflows will be documented into the template along with the data QI reviews at each visit which includes academic detailing, patient postcard reminder campaigns, patient telephone/text reminders for nurse visit, clinical decision support (provider reminders), scheduling next visit/immunization upon checkout, data reconciliation, and patient inactivation and adding historical records in DelVAX. 

Ms. Gruss reviewed two practices they are currently working with.  Practice A has completed four education interventions and has hired a new VFC coordinator in October who is championing HPV vaccination in the practice, she is engaged in looking at the DelVAX reports, and has been cleaning up the data and patient inactivation in DelVAX.  Practice A is re-calling patients who are due for the second dose and sending vaccine reminder cards.  The practice set goals to have 70% complete the first dose, and 50% for up to date, in which they succeeded with 71% completed the first dose, and 58% completed the up-to-date dose.  Ms. Gruss continued with the results of Practice Y, in which they have completed six education interventions, and ongoing technical assistance.  Also, they began data cleanup in July, sent out patient reminders, scheduled nurse visit at checkout, started using reminder magnets, and increased number of patient facing materials such as brochures, posters, etc.  Practice Y is starting to work with the up to age 13 patient group, and their goal for six months include 82% for the first dose of HPV, and 50% for the up to date dose.  Results show Practice Y has succeeded at the up to date dose with 60% and fell a little short on the first dose goal which was 77%.  

Ms. Gruss concluded with providing an update below with Quality Insights 2020 work flow:  
· Ms. Gruss and Mr. Talbott submitted an abstract for the National Immunization Conference
· Practices are working on the 12-month data for Delve 
· Federally Qualified Health Center (FQHC) potentially interested in the patient reminder campaign
Ms. Erica Boyle, Practice Transformation Specialist with Nemours, provided an overview on the Primary Care Cross-Collaborative Quality Improvement Initiative.  Nemours began their quality improvement initiative in the fall for HPV and have cross collaborative initiative enterprise-wide to include primary care practices in Delaware, Florida and Pennsylvania.  Also, Nemours has been reviewing their HPV rates and implementing different interventions in their practices to increase their rates.  Nemours has formed an HPV workgroup to include multiple roles within the organization that include Physician, Nurse, Medical Assistant, Patient Service Representative/Specialist, Care Coordinator, Billing, and Infectious Disease, as well as identified state specific champions.  Nemours has partnered with Merck, American Cancer Society, and Quality Insights (QI).  Ms. Boyles continued with the help from QI, they have been able to create knowledge, attitudes, and intentions surveys from QIs template with partner feedback and staff.  Ms. Boyles reviewed the HPV initiative kickoff that occurred on December 4, 2019 which included understanding the burden of HPV disease, importance of HPV vaccine recommendation, discussion of current HPV rates and how office staff and providers can play a part in improving their rates.  Ms. Boyles continued with future activities for 2020 which include:

· Creating an HPV specific database
· Building Care Gap Alert in the EMR system to begin HPV vaccination at age 9 
· Maintenance of Certification to enroll in the HPV quality improvement efforts  
· Identifying practice specific clinical and non-clinical champions
· Work with practices on additional education and technical assistance
· Quarterly educational opportunities related to safety, vaccine hesitancy, etc.
· Resource Materials such as HPV poster, Vaccine/Procedure schedule flyer, Key messages/materials for parents, HPV facts for providers 

Lung Cancer 5-year Plan Update
Ms. Lisa Moore, Tobacco Prevention and Control Program Administrator with the Division of Public Health, provided an update on the Lung Cancer 5- year plan.  Goal 1 focused on continuing to promote lung cancer screening and the baseline was determined of the late stage cancer, in which 73.7% are late stage diagnosis which represents 2,942 out of 3,965 cases.   Also, statewide patient support navigators are available at Christiana and Bayhealth, and they work with six providers offices in sending out reminder letters to those eligible for lung cancer screening. Another highlight from goal 1, a secondary analysis of Delaware Census tracts that had elevated rates of all-site cancer incidence in which lung cancer was significantly elevated in five tracts including west of Smyrna/Clayton, Laurel, east of Millsboro, and two south of Milton, in which outreach is planned.

Ms. Moore continued with Goal 2, which includes the development of a new Screening for Life database in which lung cancer screening information will be captured on those clients in the program who are screened.  Screening for Life is also working with the American College of Radiology to determine reporting capabilities for a possible lung screening registry.  Goal 3 includes informing and educating health care providers and public on available resources.  The most recent lung cancer screening campaign analyzed the campaign for potential gaps and a lung cancer screening video was developed to educate the public and is scheduled to run in later 2020.  Ms. Moore also shared that an academic detailing curriculum was developed by Quality Insights and will be rolled out in 2020 with the six providers.   She added that Dr. Heather Bittner-Fagan who serves as the Medical Advisor of the Screening for Life program has reviewed the curriculum.  

Ms. Moore provided highlights from Goal 4, which includes encouraging healthy lifestyles and the reduction of risky behaviors.  Two new commercials were developed, one was based on second hand smoke and the second was on vaping.  Ms. Moore informed they are currently in the process of developing a toolkit that will provide resources and general information on vaping, as well as resources for teachers, parents and providers such as curriculums, fact sheets, policies to address if youth are found vaping at school, signs, information on how to talk to youth, etc. The toolkit will be available online and will be housed on the DCC’s website HealthyDelaware.org.  Also, the Department of Education has been in collaboration with the toolkit and is having Polytech pilot it and provide feedback.  

Ms. Moore provided highlights from Goal 5, including policies and programs to reduce use and exposure to second hand smoke.  House Bill 242 was passed in 2017 to increase the excise tax on cigarettes and other tobacco products as well as added excise tax to e-cigarettes.  Also, it is required for vape shops to obtain a tobacco retailer license and increased the license fee for five dollars to fifty dollars.  On July 16, 2019, legislation passed Senate Bill 25, which increased the age of sale of tobacco products to 21 years old, which amended the Clean Indoor Air Act, to prohibit individuals under 21 from entering vape establishments.  She also shared that the Delaware Health Fund Advisory Committee recommended increasing funding for tobacco prevention activities for FY21.  

Ms. Moore discussed Goal 6, which includes preventing initiation of tobacco, nicotine, and emerging products use among youth and young adults.  The Division of Public Health has ongoing work with American Lung Association, and Kick Butts Generation - both of which were helpful in passing tobacco legislation to raise the age of purchase to 21.  Also, 25 schools across the state are participating in the Kick Butts Generation program for grades 4 through 12, in which there were 350 Kick Butt Generation Members at the end of FY19. In addition, DANTE which stands for Delawareans Against Nicotine and Tobacco Exposure is a coalition of young adults, and active at 5 colleges in Delaware, and one community center with a total of 45 members at the end of FY19.  Ms. Moore added that DPH will be conducting focus groups in January and February with middle and high school students to gather feedback on vaping messaging.  

Lastly, Ms. Moore highlighted Goal 7, which includes the increase of the number of Delawareans who stopped using tobaccos and nicotine products.  Of note, is the lowering the age requirements for the Delaware Quitline in which those under the age of 18 can use the Quitline. Dr. Rishi Sawhney with Bayhealth Medical Center referred to objective 1A, which is to determine the baseline number late stage lung cancer diagnosed and the goal is to reduce the number of late stage cancer diagnosis by 20% which was completed in year one. Dr. Sawhney asked “What are the plans to go back a remeasure years 2,3,4, and 5?”.  Ms. Heather Brown, Chronic Disease Bureau Chief with DPH, shared that the baseline is determined from the I&M report that used cancer incidence data from time-period 2011-2015 released in July 2019.  She shared that in July 2020, DPH can analyze if any movement has taken place but it may not be seen for some time given the delay in cancer reporting.  The next release of the cancer incidence and mortality report covers diagnosis years 2012-2016 and the lung cancer screening program and campaign did not start until July 2015.  This includes the lung cancer targeted at both consumers and providers, educating providers, academic detailing work with quality improvement vendor, therefore it may take a few reports to really see a difference.  Ms. Brown shared that DPH is working on a lung cancer cost project to look at the cost of lung cancer in Delaware as a whole in which there may be some measurement of outcomes seen there since it is more current data.  Dr. Stephen Grubbs with American Society of Clinical Oncologists made a comment that he believes just like when the DCC started its colorectal cancer screening program, we will not notice a difference for another 3 to 5 years until the lung cancer screening rates are much higher.  Also, Dr. James Spellman with Beebe Medical Center, believes another opportunity is to go directly to the cancer centers, because they have linked lung cancer screening directly to their lung nodule clinical practice group that is linked to cardiothoracic surgeons.  Dr. Rattay shared that there seems to be some misunderstandings related to the importance of lung cancer screening to physicians.  She shared that this stems from an article written by her for the Delaware Medical Journal on the importance of lung cancer screenings.  She stated there was a rebuttal from a physician who was not supportive of lung cancer screening and she is curious as to how wide spread that is and what can be done to change that.  According to Dr. Petrelli, the national study shows that lung cancer mortality can be decreased by 20%, which is why the oncologists he works with are very supportive of lung cancer screening, especially when 33% of cancer deaths are caused by lung cancer in Delaware, and with the continued education their will be a better understanding.  Dr. Bittner-Fagan shared that the American Academy of Family Physicians has not yet gotten on board to go along with the United States Preventative Services Task Force recommendations on lung cancer screening and this could be something that is hindering family practice providers from recommending lung cancer screening.  Dr. Petrelli also expressed concern about if there is enough funding and resources to continue this level of lung cancer screening promotion and work and Ms. Brown confirmed there is resources and funding available for the seven goals and if there are funds available the council may want to consider putting those toward continued lung cancer screening education initiatives in the future.    

E-Cigarette Update
Ms. Moore continued with providing a brief update on E-Cigarettes. The Centers for Disease Control and Prevention (CDC) created the name EVALI which stands for “e-cigarette or vaping product use associated lung injury”.  As of January 7, there has been 2,602 hospitalized cases of the EVALI or deaths have been reported to CDC from all 50 states, District of Columbia, and two US territories.   The results show an increase of 41 cases since December 27, 2019.  Also, there has been 57 deaths have been confirmed in 27 states including Delaware.  In Delaware, there has been 19 cases confirmed with one death, twelve males and seven females, ranging from ages 15 to 65 years old.  Ms. Moore continued with the difference from October, in which they could not isolate the cause of the majority because some contained THC, THC/Nicotine, and Nicotine only. The CDC report stated they have completed analysis which included 71 Bronchoalveolar lavage samples from 54 EVALI patients from 18 different states, and almost all of these were positive for Vitamin E acetate.

Healthy Lifestyles Subcommittee Update
Dr. Karyl Rattay provided an update on the newly formed Healthy Lifestyles Subcommittee.  The first meeting was held in December and started the discussion with the focus on Delaware data.  The data reviewed showed that Delaware is struggling with healthy eating especially physical activity.  Also, women in Delaware are 50th in the nation for physical activity. At the last DCC Advisory Council meeting held in October, Mr. Joe Bryant with the Governor’s Office presented the objectives of which the Governor would like to receive policy recommendations.  They have been broken down into three areas which include birth through eighteen age range whether its school-based approaches or early childhood education. The second category will focus on work site wellness approaches to adopt policies that support work site wellness in the State of Delaware.  The last category is focused on policy system and environmental changes, for example complete streets, and community food access.  Currently, the subcommittee is reviewing where the evidence is around birth through eighteen that will be discussed at the next subcommittee meeting, following up with what is working in other states for work site wellness. In March, the subcommittee will have a broader discussion around the broader policies, and then will come up with draft recommendations including town hall discussions in communities.  The final goal is to get a set of evidence-based recommendations of what can work by June.  Dr. Spellman asked if any work with Department of Education (DOE) to put recess back in schools was being done.  Dr. Rattay confirmed Department of Education is a part of the subcommittee and they have recently just hired a new coordinator around physical activity and health education.  She added that this is a key area that is currently being focused on, and DOE has recently asked the health fund for additional funds this year that will support physical activity in the school settings.  Dr. Spellman added that it would be a great idea to invite a representative from DOE to the next meeting of the DCC AC to present.  

Delaware Cancer Treatment Program – 2nd Quarter update
Ms. Heather Brown provided an update on the 2nd quarter Delaware Cancer Treatment Program (DCTP) enrollment and spending.  Currently, DCTP is on track to spend all the funding that was allocated to the program.  As of December 31, there were 64 clients enrolled in the cancer treatment program, 14 clients have dropped off due to being temporary eligible and 30 of the now 50 clients are on the financial hardship waiver, many of these patients, 25 out of the 30 are Medicare patients. She shared that Medicare patients do not have a max out of pocket on their coverage, therefore if they meet all other eligibility criteria they would be approved for financial hardship waiver. 

Review of Cancer Plan Accomplishments Document 
Ms. Brown presented the draft Accomplishments Document for the Cancer Consortium that accompanies the state cancer plan in years three and five to highlight the work that has been accomplished thus far by the DCC.  Within the document it gives an update on how the committees are doing in meeting the goals and objectives within the DCC and the dedicated committees.  Ms. Brown advised that input has been provided from committee chairs, public health specialists that served to assistance the facilitation of the goals and objectives and asked for the committees to review and provide any feedback.  She shared that the Division is on track to release the Accomplishments Document at the next DCC meeting on April 20.  

Sharing Time
No items were shared.

Public Comment
No items were discussed.

Adjournment
The meeting was adjourned at 10:30 am.

Attachments





Meeting documentation is available on the DCC website (www.healthydelaware.org) or by contacting Jessica Miles (Jessica.Miles@delaware.gov or 302-744-1065).

Future Meeting (s)





	Next Meeting:

Monday, April 20, 2020
Corporate Training Center at Delaware Technical Community College
400 Campus Drive, Dover, DE  19901
	2020 meetings: 

Monday, July 13, 2020
Monday, October 12, 2020
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DCC AC HPV Updates 1-13-2020.pdf
DELAWARE HEALTH AND SOCIAL SERVICES
Division of Public Health

HPV Dashboard

Age Group >1 Dose (lIS) UTD (lIS)

9-10 (32,267) 5.99% 1.59%
Girls (15,431) 6.25% 1.68%
Boys (16,260) 5.93% 1.55%
Unknown (576) 0.52% 0.00%

11-12 (35,021) 33.09% 12.33%
Girls (17,605) 33.43% 12.74%
Boys (17,750) 33.14% 12.08%
Unknown (206) 1.76% 0.49%

DELAWARE HEALTH AND SOCIAL SERVICES
Division of Public Health

HPV Dashboard, by Provider
13-17 Years Old

Provider Records >1 HPV  Coverage uTbD
Assessed

VFC 58,757 43,593 74.2% 32,010

Private 8,477 3,163 37.3% 1,812

Total 67,234 46,756 69.5% 33,828

Note: 460 Providers reported HPV Immunizations

DelVax HPV Master Rate Reports 12/1/2019

Coverage

54.5%
21.4%
50.3%






DELAWARE HEALTH AND SOCIAL SERVICES
Division of Public Health

HPV Dashboard

Age Group >1 Dose uUTD
13-17 s NIS IS NIS
Total 69.5% 75.3% 50.3% 58.1%
Girls 76.2% 59.6%
Boys 74.5% 56.7%

DELAWARE HEALTH AND SOCIAL SERVICES
Division of Public Health

>1 HPV Dashboard, by Provider

Clinic Assessed >1 HPV % Rate
NCC Detention Center 31 31 100%
Al DuPont High School Wellness 30 29 97%
Christiana Women's Health-Smyrna 28 27 96%
Ferris School 36 34 94%
Nemours Pediatrics-Jessup Street 1,656 1,551 94%
Stevenson House 70 65 93%
Nemours Pediatrics-St. Francis 1,677 1,541 92%
Frances Mase-Bear 394 362 92%
St. Francis Center of Hope 173 158 91%
Pachaus Family Medicine 482 440 91%
La Red Health Center-Milford 109 98 90%

Howard High School Wellness Citr 29 26 90%






DELAWARE HEALTH AND SOCIAL SERVICES
Division of Public Health

UTD HPV Dashboard, by VFC Provider
13-17 Years Old

Clinic Assessed utbD % Rate
Ferris School 36 30 83%
Nemours-Jessup St. 1,656 1,369 83%
Nemours-St. Francis 1,677 1,359 81%
St. Francis Center of Hope 173 136 79%
Rainbow Pediatrics-Georgetown 503 392 78%
NCC Detention Center 31 24 77%
Nemours Pediatrics-Millsboro 596 460 77%
Pachaus Family Medicine 482 365 76%
Coastal Kids Watch Pediatrics 283 214 76%
Rainbow Pediatrics-Lewes 668 496 74%

DELAWARE HEALTH AND SOCIAL SERVICES
Division of Public Health

IQIP (Immunization Quality Improvement Program)

1. 51 sites required for grant year, 43 sites identified
a) Coverage rates, vaccine storage and handling, vaccine inventory & ordering
b) 8 sites are exempt due to training completed by Quality Insights
a) CDC approved QI training as an improvement program

2. Completed by June 30, 2020
a) Information entered in the CDC Portal for IQIP Reporting.






Quality Insights HPV Initiative

January 13, 2020

- Quality
In5|ghts

The healthcare improvement experts

Key Recruitment Updates

* 37 sites including private practices and health systems
— Ongoing education and technical assistance System A

— MOU returned to System B; waiting on final approval

¢ Waiting on patient level data to begin data reconciliation with DelVAX
for up to 2,000 patients

* Potential interest of school-based wellness centers
— Informal collaboration with System C

* Provided suggestions for provider HPV survey

* Supporting best practices for IIS

e Supporting evidence-based literature searches






Workflow Modifications to Improve HPV
Vaccination Rates

e Academic detailing (AD) - Quality Insights™

* Patient postcard reminder campaign - Quality
Insights™

* Patient telephone/text reminders for nurse visit*

* Clinical decision support (provider reminders)*

* Scheduling next visit/immunization upon checkout*

» Data reconciliation

* Patient inactivation and adding historical records in DelVA

* Other

* Evidence-based workflows

J

Y

Multi-Pronged Approach

* Practice A

— Four education interventions
e March 13, May 17, October 4, and December 20
— New VFC coordinator hired in October who is championing
HPV vaccination in the practice
* DelVAX report training & review
¢ Data cleanup and patient inactivation in DelVAX
* |dentified internal EHR issue and worked to correct the records
* Recalling patients who are due for second dose
* Vaccine reminder cards for second dose
e Physician engagement

Y
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Multi-Pronged Approach

* Practice Y
— Six education interventions
« 2/13/19 (You Are the Key), 5/3/19 (DelVAX), 8/28/19 (ACIP updates), 9/26/19 (AD), 10/19/19 (DelVAX
reports), 12/6/19 (AD)
¢ Ongoing technical assistance
— Data cleanup and patient inactivation
* Initially began in July
* Change in responsible person — started again after 10/19
— Patient reminders
¢ Had been scheduling for nurse visit at checkout
* Began using reminder magnets after 9/26/19 AD
¢ Increased number patient facing materials, posters
— More diligent in recommendation/immunization after education, increased vaccination of
younger cohort
— Goal for six months (age 13 -17): 1 HPV: 82%, UTD: 50%






“Practice Y” Increase

90%

Decrease in initiation attributed to DelVAX cleanup

80% %

82% 82%

/qm' W 7%
5

70% /
60% %

60%

47%
40%

/—Jﬂr

%

50% 3% 50%
o

30%

20%

e 1HPV

10%

=== UTD HPV

0%

1HPV Goal

&)
2
S S

A

) ) o O ) G
3 N4 N\ 2 N\ N4 N\ N\
O Q! QO N O Q O
CERCER CR R OCR OIR
o) S VSV A A S
N N S P\ I

= UTD Goal

Y

| o

On the Radar - 2020

* National Immunization
Conference (NIC) abstract

e DelVAX data— 12 month data

* Patient reminder campaign —
FQHC potentially interested
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The healthcare improvement experts.

This projectis in collaboration with the Division of Public Health (DPH) ~ Comprehensive Cancer Control Program, Immunization and Vaccines for
Children, and the Centers for Disease Control and Prevention (CDC). Publication number DEDPH-HPV-010920

r A D

Nemours. Children’s Health System

Primary Care Cross-Collaborative
Quality Improvement Initiative

Erica Boyle
Practice Transformation Specialist
Value Based Services Organization, Population Health Management






Overview

Cross Collaborative Initiative enterprise-wide to include primary care practices in
Delaware, Florida, and Pennsylvania

Formed HPV workgroup to include multiple roles within the organization to include:
Physician, Nurse, Medical Assistant, Patient Service Representative/Specialist, Care
Coordinator, Billing, and Infectious Disease

Identified state specific champions
Partnering with Merck, American Cancer Society, and Quality Insights

Created Knowledge, Attitudes, and Intentions survey adapted from Quality Insights
template with workgroup and partner feedback

Created HPV order in 9 year old smart-set within EMR
Hosted HPV Initiative kickoff December 4th, 2019 to include:
Understanding the burden of HPV disease
Importance of HPV vaccine recommendation
Discussion of current HPV rates
How office staff and providers can play a part in improving their rates

Nemours. Children’s Health System

Activities for 2020

Creating HPV specific database for easier access to practice and provider
data on a monthly basis

Building Care Gap Alert in EMR for age 9 and 10 to begin vaccination
starting at age 9

Maintenance of Certification (MOC) Part 4 credit for providers enrolling in
HPV quality improvement efforts

Identifying practice specific clinical and non-clinical champions
Work with practices requiring additional education and technical assistance
Quarterly educational opportunities related to safety, vaccine hesitancy, etc.

Resource materials: HPV poster, Vaccine/Procedure schedule flyer, Key
messages/materials for parents, HPV facts for providers

Nemours. Children’s Health System
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DCC AC Lung 5 year plan Jan 2020 update.pdf
approved 10-8-2018

Lung 5 year plan

January 2020 update

GOAL 1: Continue to promote lung cancer screening

OBJECTIVE 1A Decrease the number of late stage lung cancer diagnoses by 20%

Task/Actions Responsible Party Data Source Timeframe |January 2020 Update
Done. Out of 3,965 lung cancers diagnosed, 2942 (73.7%) are late stage (regional and distant combined). 847 are local, and
1|Determine baseline number of late stage lung cancers diagnosed. DPH DCR Year 1 194 are unknown.
2|Support Patient Navigators to support lung cancer screening. ED&P Committee and DPH Contracts Year 1 Ongoing. Statewide lung navigators are in place at Christiana Care and Bayhealth.
Maintain current and establish new relationships with primary care Screening for Life Provider
3|providers to increase screening rates for Medicare patients. DPH and Navigators Agreement, Screening Rates |Year 1-5 Ongoing. Agreements are in place with six providers offices to pull reports and monitor lung cancer screening efforts.
Enhance relationships with Medicaid and FQHCs to increase screening Ongoing. A report has been developed to track lung cancer screening rates at the clinic level. We are currently working with
4|rates. DPH Organization Data Year 1-5 six providers offices to send reminder letters to those deemed eligible for lung cancer screening.
A secondary Analysis of Delaware's census tracts was completed using the 2011-2015 all-site cancer incidence rates. Lung
cancer was found to be significantly elevated 5 times (census tracts 401.00 (male), 504.08 (overall, male, & female), 507.04
Increase the number of screenings performed in areas where late stage Cancer Incidence and (overall, male), 508.02 (male), 508.03 (female). Targeted outreach in these census tracts is planned during the next run of the
5[lung cancers are more predominately diagnosed. Navigators and DPH Mortality Data Year 1-5 lung cancer campaign.
Lung cancer screening guidelines were reviewed. A second level criteria was added for SFL clients that includes individuals 50
Explore expanding lung cancer screenings to those with occupational National Lung Cancer and older, who have a 20 pack year history of smoking, AND additional risk factors such as occupational exposure. Screening
6[exposure and/or those exposed to second hand smoke. DCC Screening Guidelines Year 3 criteria is scheduled to be reviewed annually.
OBJECTIVE 1B: Reimburse lung cancer screening for Delawareans who meet age and income eligibility guidelines.
Task/Actions Responsible Party Data Source Timeframe |January 2020 Update
Continue annual allocation for lung cancer screening for men and women Year 1 and
1lineligible for federal funded screening. General Assembly State Budget ongoing Ongoing.
Reimburse providers through the Screening for Life program for services Year 1 and
2|for lung cancer screening for men and women DPH State and Federal Budget ongoing Ongoing.
GOAL 2: Analyze Data in cancer screening databases
OBJECTIVE 2A: Review available data.
Task/Actions Responsible Party Data Source Timeframe |January 2020 Update
Review data elements available in the Screening for Life Database and
1|Delaware Lung Cancer Registry. DPH Database Year 1 Ongoing.
Expand and modify current database used to track screening activity in the Year 2 and [New Screening for Life database development is underway. A lung cancer screening form has been created that will allow the
SFL program and update as necessary. . . . .
2 DPH, Contractor Database ongoing program to capture additional information.
Evaluate screening data in both the SFL program and the Delaware Lung
Cancer Registi Year 1:and
3 gistry. DPH Screening data ongoing Ongoing.
Determine feasibility of developing and implementing a comprehensive Lung cancers should be reported to the American College of Radiology. The Screening for Life program is working with the ACR
4[cancer screening registry for Delaware. ED&P Committee Year 1-2 to determine reporting capabilities.
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GOAL 3: Inform and educate health care providers and general public on available resources.

OBJECTIVE 3A: Develop and implement evidence based education campaigns.

Task/Actions

Responsible Party

Data Source

Timeframe

January 2020 Update

Promote campaigns to public and businesses focusing on available

Ongoing. The lung cancer screening campaign has run heavily. An analysis was performed to identify potential gaps in current

resources. Year 1 and |marketing efforts. As a result an educational lung cancer screening video was developed to educate the public on eligiblility for
1 DPH, Contractor Campaign ongoing lung screening.

Provide updates to health care professionals through letters and personal Ongoing. Lung navigators conduct outreach to providers offices. Updates are sent to providers via newsletters. An academic

outreach. Year 1 and |detailing curriculum was developed and will be rolled out in 2020 to the six provider sites already participating in this work. The
2 DPH, Contractor Letters ongoing curriculum was reviewed by Dr. Bittner Fagan.

GOAL 4: Encourage healthy lifestyles an

d reduce risky behaviors

OBJECTIVE 4A: Develop, implement and evaluate social marketing campaigns to support tobacco free living

Task/Actions

Responsible Party

Data Source

Timeframe

January 2020 Update

DHSS tobacco program staff,

Ongoing promotion of the Delaware Quitline via television, billboards, radio, print, health care providers, national TIPS campaign.

1]Increase awareness of available cessation programs and resources. IMPACT members, DCC ATS, Quitline Ongoing Screening for Life refers smokers to Quitline.
Ongoing. A new commerical was developed focusing on a little boy that has trouble in school due to secondhandsmoke from
DHSS tobacco program staff, parent smoking around him. Collateral material (brochures and radio spots) are in development. The commercial began airing on
2|Increase awareness of problems associated with secondhand smoke. IMPACT members, DCC ATS, YTS, BRFSS Ongoing cable television late fall.
Use "counter-marketing” to decrease the effectiveness of tobacco industry
promotions and to increase knowledge of harmful effects of tobacco and DHSS tobacco program staff, A new commercial was developed called "The Voice" which informs the public that some vape pods can contain as much
3[nicotine use. IMPACT members, DCC ATS, YTS Ongoing nicotine as a pack of cigarettes. The commercial airs on television and social media outlets used by youth and young adults.

OBJECTIVE 4B: Educate the public about ways to lower their cancer risks.

Task/Actions

Responsible Party

Data Source

Timeframe

January 2020 Update

Increase the percentage of health care practioners (including ob-gyns and
pediatricians) who inquire about secondhand smoke exposure in homes
and vehicles and who counsel patients and their families regarding the

DPH Tobacco program staff,

Physician Survey, BRFSS,

In the fall 2018, 28 home visitors were trained on home health hazards (including secondhand smoke) and cessation resources

1|dangers of secondhand smoke. IMPACT members, DCC ATS, YTS Ongoing including the Delaware Quitline.
DPH Tobacco Prevention
Program, Maternal & Child
Develop partnerships with the Department of Education as well as various [Health, Health Equity and
programs across DPH to increase awareness of the problems associated |Northern and Southern Health Year 1 and |Currently working with DOE on development of vape toolkit and will use this partnership to also provide education on
2|with secondhand smoke. Services staff, DCC BRFSS, YTS ongoing secondhand smoke.

OBJECTIVE 4C: Increase the number of people w

ho don't allow smoking in their homes or vehicles.

Task/Actions Responsible Party Data Source Timeframe |January 2020 Update
A new commercial was developed called "The Voice" which informs the public that some vape pods can contain as much
Disseminate information about the harmful effects of tobacco and vape nicotine as a pack of cigarettes. The commercial airs on television and social media outlets used by youth and young adults.
smoke to consumers and vulnerable populations through targeted DPH, Voluntary heath DPH created a landing page that provides information and resources related to vaping. A vape toolkit is in development for use
1|multimedia campaigns and community outreach. organizations Media tracker, ATS, BRFSS |Ongoing by schools to help address student vaping. It will include resources for teachers, parents and students.
Educate health practioners through professional associations on the value |DPH, Voluntary heath
2|of preventing exposure to secondhand smoke, including vapor emissions. |organizations, IMPACT Physician Survey Ongoing Ongoing
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GOAL 5: Initiate and support policies and programs to reduce tobacco use and exposure to secondhand smoke.

OBJECTIVE 5A: Increase excise tax on tobacco products.

Task/Actions Responsible Party Data Source Timeframe |January 2020 Update
Educate and inform legislators and decision makers on the health and
economic benefits of increasing the state excise tax on tobacco products  |Voluntary health organizations,
1[and having a tax on e-cigarettes. IMPACT, DCC Legislation tracker Ongoing Ongoing
Educate and inform the general public on the many health and economic
benefits of increasing the state excise tax on tobacco products and having |Voluntary health organizations,
2|a tax on e-cigarettes. IMPACT, DCC ATS Ongoing Ongoing
Introduce and pass legislation to increase the excise tax on tobacco Voluntary health organizations,
3[products. legislature Legislation tracker Ongoing Excise tax was increased in 2017.
Voluntary health organizations,
4|Introduce and pass legislation to tax e-cigarettes. legislature Legislation tracker Ongoing E-cigarettes have been taxed since 2017.
OBJECTIVE 5B: Sustain and enforce Delaware's Clean Indoor Air Act (CIAA)
Task/Actions Responsible Party Data Source Timeframe |January 2020 Update
Voluntary health organizations, Ongoing. Senate Substitute 1 for Senate Bill 25, was passed and raised the age of sale of tobacco products to 21 years
1|Monitor draft legislation for any potential changes to CIAA. IMPACT, DCC, DHSS Legislation tracker Ongoing (effective July 16, 2019). It also amended the CIAA to prohibit individuals under 21 from entering vapor establishments.
Ongoing. DPH created new signs for vapor establishments to post regarding the change in law that individuals under 21 are not
2|Enforce laws pertaining to secondhand smoke from vape products. DPH CIAA log Ongoing allowed to enter.

OBJECTIVE 5C: Increase ins

urance coverage for cessation.

Task/Actions Responsible Party Data Source Timeframe |January 2020 Update
Work with public (Medicaid) and private insurance, unions and employers |Voluntary health organizations,  |Quitline, ATS, Insurance plan
1]to cover cessation counseling and products. IMPACT, DCC, DHSS data Ongoing Ongoing. Medicaid currently reimburses DPH partially for Medicaid clients that use the Quitline.

OBJECTIVE 5D: Support National and Delaware tobacco policy initiatives.

Task/Actions Responsible Party Data Source Timeframe |January 2020 Update
Work with public (Medicaid) and private insurance, unions and employers |Voluntary health organizations,
1[to cover cessation counseling and products. IMPACT, DCC, DHSS Insurance records, ATS Ongoing Ongoing. Medicaid currently reimburses DPH partially for Medicaid clients that use the Quitline.
Continue to recommend funding from Delaware Health Fund for tobacco
2|prevention activities. DCC, IMPACT DHFAC recommendations Annually The DHFAC recommended increased FY21 funding for tobacco prevention activities.
Identify potential funding opportunities to support tobacco prevention efforts
3|from private and federal sources. DHSS, IMPACT Total amount of funding Ongoing Ongoing
Enact legislation to increase the age to 21 to purchase cigarettes and other |Voluntary health organizations, Legislation (Senate Substitute 1 for Senate Bill 25) was introduced and passed that increased the age of sale to 21. This went
4|tobacco products. legislature Legislation tracker Year 2 into effect July 16, 2019.
Increase the cost of retail business license to sell tobacco from the current |Voluntary health organizations, Year 2 and
5|$5. legislature Legislation tracker ongoing HB242 was passed in 2017. This raised the cost of license to $50 (including vape store owners).
Enact legislation to require vapor establishments to have tobacco sale Voluntary health organizations, Year 2 and
6|licenses. legislature Legislation tracker ongoing HB242 was passed in 2017. Vapor establishments are now required to have tobacco retailer licenses.
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Support development of policies by agencies who are responsible for

Voluntary health organizations,

7[individuals under their jurisdiction. IMPACT, DCC, DHSS Survey data Ongoing Ongoing
Provide tobacco plan to agencies and organizations and partner with them
8|to achieve objectives. DHSS, IMPACT, DCC Program records Ongoing Ongoing
9[Review and update Tobacco Plan IMPACT, DHSS Program records Year 4 The tobacco plan was updated in 2017. The next update is planned for 2022.

OBJECTIVE 5E: Reduce exposure to secondhand smoke in outdoor areas.

Task/Actions Responsible Party Data Source Timeframe |January 2020 Update

Support development of policies to not allow smoking near entrances or Voluntary health organizations,
1|exits to buildings. IMPACT, DCC, DHSS Program records, mini grants |Ongoing Ongoing

Support health care facilities, workplaces, agencies and municipalities to Voluntary health organizations, Ongoing. Through mini grants have provided support for municipalities as they go smoke free. Includes providing funds for
2|develop smoke-free grounds policies. IMPACT, DCC, DHSS Survey data Ongoing signage.

OBJECTIVE 5F: Explor

e potential policies to reduce children’s exposure to secondhand smoke.

Task/Actions Responsible Party Data Source Timeframe |January 2020 Update
Identify new locations, including multi-housing units that will adopt no- Voluntary health organizations,
1|smoking policies. IMPACT Survey data Ongoing Ongoing
Increase the percentage of health care practitioners who inquire about
secondhand smoke exposure in homes and who counsel patients and their |Voluntary health organizations, Survey data, provider
2|families. IMPACT, DCC, DHSS scorecard Ongoing Ongoing provider education.

GOAL 6: Prevent initiation of tobacco, nicotine and emerging products use among youth and young adults.

OBJECTIVE 6A: Fund youth and young adult tobacco prevention programs.

Task/Actions Responsible Party Data Source Timeframe |January 2020 Update
Implement evidence-based tobacco prevention programs for schools and |DHSS tobacco program staff, Ongoing provision of mini grants and funding of youth led activities such as Kick Butts Generation. DPH has assisted some
1|communities. IMPACT members, DOE staff Program records, YTS Ongoing schools with implementing Botvin Lifeskills curriculum which includes traditional tobacco use prevention as well as e-cigarettes.
DHSS tobacco program staff, Ongoing. Delawareans Against Nicotine and Tobacco Exposure is a coalition of young adults active on various college
2[Conduct programs in colleges and workplaces that target young adults. IMPACT members Program records Ongoing campuses in Delaware.
Enforce Delaware tobacco Regulation 877, which prohibits the use and
distribution of tobacco products by all staff, students, visitors and parents in
school buildings, on school grounds in school leased or owned vehicles School profile reports
3[and property and all school affiliated functions, on and off school grounds. |DOE, IMPACT members (violations recorded) Ongoing Ongoing
DCC, Voluntary health
organizations, DPH Cancer Surveys, focus groups, Year 1 and |Ongoing- Youth Tobacco Survey, focus groups etc. American Lung Activities (Kick Butts Generation/FORCE, DANTE) are
4|Ensure evaluation is conducted on all programs and activities. Program trackable media ongoing evaluated by a subcontract Public Health Management Consultants.
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GOAL 7: Increase the amount of Delawareans who stop using tobacco and nicotine products.

OBJECTIVE 7A: Enhance available resources to help people quit use of tobacco and nicotine products.
Task/Actions Responsible Party Data Source Timeframe |January 2020 Update

Ongoing. The Delaware Quitline received 10,075 calls in FY 2019 with 2,582 individuals receiving cessation counseling by phone
and 966* individuals receiving face-to-face cessation counseling. In FY 2019, 27 new healthcare professionals in Delaware were
trained in cessation counseling through the Quitline Face to Face Training. This brings the total (unique individuals) trained since

1[Provide qualified counseling services (Quitline/face-to-face). DPH tobacco program staff Quitline Ongoing the program’s inception to 592. *Estimate, based upon number of registered for face to face services.
Ongoing. Coaching provided through QuitSupport.com. Information also provided at HealthyDelaware.org. The new online vape
2|Provide online information and resources. DPH tobacco program staff Quitline, web reports Ongoing tool kit will include resources for quitting vaping.
3[Provide approved cessation products to program recipients. DPH tobacco program staff Quitline Ongoing Ongoing- Quitline provides all seven FDA approved cessation aids free of charge to participants.
DCC, Voluntary health
organizations, DPH Cancer Surveys, focus groups, Year 1 and
4|Ensure evaluation is conducted on all programs and activities. Program trackable media, Quitline ongoing Ongoing: Adult Tobacco Survey, Quitline participant survey postcard, Quit rates (@33%).
OBJECTIVE 7B: Reduce the use of tobacco and nicotine products by youth.
Task/Actions Responsible Party Data Source Timeframe |January 2020 Update
1|Provide cessation programs specific to youth and young adults. DPH tobacco program staff ATS, YTS Ongoing Ongoing. Not on Tobacco Use (NOT) has been enhanced to include e-cigarettes.
The Delaware Quitline lowered age requirements to allow those under age 18 to use services. Indviduals aged 13 - 17 are able
2|Expand current programs to include youth. DPH tobacco program staff YTS Ongoing to utilize the Quitline's phone counseling and online services. This change went into effect in November, 2019.
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Early Lung Cancer Screening in Delaware:

Controversies and Reminiscences

» James F. Lally, MD

Editor’s Note: This article is a response
to “Early Lung Cancer Screening in
Delaware: Providers and Public Health,
Partnering to Save Lives,” which ran in
the September/October 2019 issue.

In the early 1990s, the late Dr. Robert
“Bob” Frelick was alarmed at the
increasing incidence of lung cancer

in Delaware and the dismal survival
statistics. He was aware of this more
than most physicians as, over several
decades, he had treated many of the
patients with lung cancer who invariably
presented with advanced disease.

Bob was always congenial and most
pleasant in hallway conversations,
but when he had an idea that he was
promoting, he became the proverbial
burr in the saddle. He wanted me to
consider joining him in setting up a
lung-cancer screening program using
chest X-rays. While I respected greatly
his spunk and intellectual firepower,
I resisted. I told him that studies
(from the “70s and ‘80s), particularly
The Mayo Lung Project, showed that
screening programs were ineffective
and I subsequently wrote a follow-
up editorial in the Delaware Medical
Journal that presented my opinion
opposing such a proposal.!

Several years later, notes and articles from
Bob began appearing in my mailbox.
Technology had advanced and articles
from New York suggested that the recently
introduced spiral CT scanning technique
(single breath-hold procedure) might be of
value in screening for early lung cancers.’
Although the data was preliminary, press
releases caught the attention of the National
Cancer Institute (NCI). In the late 1990s,
NCI scheduled a conference in Washington
that addressed the question whether NCI
should fund Weill Cornell Medical Center’s
existing Early Lung Cancer Action Project
(ELCAP), or whether a separate larger
study should be started. Bob was invited

to the conference and he asked me to join
him. Subsequently, I received a phone call
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from the conference’s project manager
asking me about my credentials. Since
space was limited and since many of the
attendees were well-known in the oncology
community, she undoubtedly wanted to
know how I got on the list of those invited.
1 told her that [ had been invited by Dr.
Frelick. She replied, “Oh, OK” — such was
Bob’s influence.

The conference had attracted enough
attention that the science and medicine
reporter for the New York Times, Gina
Kolata, was in the audience. She later
reported, as I recall, that the lung-cancer
screening program showed promise. For
various reasons, primarily because of
the lack of a controlled trial, the ELCAP
team was denied NCI funding. While
the ELCAP study was of observational
value, investigators were searching

for a larger randomized trial that had
statistical validity. At the conference,
the groundwork was then set for the
later NCI trial in conjunction with the
American College of Radiology — the
National Lung Screening Trial (NLST).?
Dr. Rattay, in her superbly researched
and presented article in the September/
October 2019 Delaware Medical
Journal, “Early Lung Cancer Screening
in Delaware,” delves deeply into the
results of the NLST and its implications
for public health policy particularly for
the state of Delaware.* Missing in her
discussion, and despite more than two
decades of experience in screening for
early lung cancer, are two critical issues
that have yet to be adequately addressed.

1. OVERDIAGNOSIS

H. Gilbert Welch defines overdiagnosis
as “the diagnosis of a ‘cancer’ that would
otherwise not go on to cause symptoms
or death.”” It is strikingly common.
Welch estimates that in randomized
trials there is overdiagnosis in 25% of
mammographically detected breast
cancers and in an astonishing 50% of

lung cancers detected by chest X-ray.’
This is understandable, as any disease-
screening protocol casts a wide net that
snares those without significant disease
who may therefore suffer unintentional
harm. It is this interplay of risk vs. benefit
that constantly bedevils disease-screening
investigators.

While overdiagnosis is barely mentioned
in the NLST report, it is certainly there
and no doubt blemishes the statistical
results, particularly the published 20%
reduction in lung cancer mortality.® To
tease it out of the NLST data, one must
look at the in situ and minimally invasive
adenocarcinomas (older term alveolar
cell carcinoma). In the NLST, there were
110 tumors (10.5%) that had the latter
pathology.® These lesions often present
on CT scans as ground glass opacities
(GGOs); hazy lesions that do not obscure
the underlying structures. Since they are
very indolent tumors, they are almost
always seen on the initial screening
scans. The tumor doubling time of GGOs
is often several years and some in situ
tumors remain unchanged for years.” What

confounds investigators: which of the in
situ tumors will progress and which will
be overdiagnosed and overtreated?

2. INCIDENTALOMAS

These are common in any imaging
procedure; more so in thin section

CT scans. In a Canadian lung cancer
screening study, 19% of the studies had
incidental findings; 0.8% of the studies
had significant findings, several rib and
breast tumors.® A majority of incidental
findings requires further imaging
follow-up, and/or specialist referral;

all with both added cost and ethical
concerns. The radiologist faces dilemmas
with medico-legal implications. What
incidental findings should be reported

in a screening study: the trace coronary
artery calcification, the 9mm mediastinal
lymph node, or the tiny adrenal nodule?
Incidentalomas have rightly been called
imaging’s Pandora’s box.

Rattay raises an important and
controversial point when she writes:
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“The opportunity for early diagnosis of
additional chronic conditions through LDCT
(low-dose CT) screening, especially among
older Delawareans, will further reduce
overall morbidity and mortality and generate
substantial cost savings for the state.””* In

my opinion, that statement is an unrealistic
overreach — a bridge too far. It is difficult

to see how screening would “generate
substantial cost savings for the state.” Are
there economic models that show this? The
unattainable ideal screening protocol has no
overdiagnosis, no false positives, and rare
incidental findings. The further a study strays
from that paragon, the more the uneasiness
among physicians who are in a position to
support a screening study. It is the turning
of asymptomatic screening subjects into
patients that generates so much criticism of
many screening protocols.

Rattay is specifically addressing two
smoking-related conditions that may
be detected incidentally on screening

scans: emphysema and coronary artery
calcification. Both are important markers of
diseases that may contribute to morbidity
and mortality in Delawareans. It is also of
interest to note that the leading cause of death
in the NLST was a cardiovascular event, with
956 deaths; rather that lung cancer, with 930
deaths.’ Is a lung cancer screening study a
valid substitute for a formal coronary artery
calcium (CAC) scoring study — perhaps?

Or it may just as well be an ersatz study that
contributes to further non-invasive cardiac
tests and specialist referrals that may greatly
increase costs to the state. The issue is
unsettled.

There is no consensus among lung cancer
screening centers about reporting CAC;
however, the Society of Thoracic Radiology
recommends reporting CAC on all non-
contrast chest CT scans.” Some centers only
report extensive calcification, while other
centers give a detailed vessel-by-vessel
description that approaches Agatston scoring.

CAC screening has generated considerable
debate and controversy among
cardiologists. Many investigators have
shown that CAC predicts cardiovascular
events beyond what is shown by traditional
Framingham Risk factors.' As well,

some have used CAC burden as a guide to
therapy — statins — or to no therapy in
those with zero CAC. Despite increasing
research on the clinical utility of CAC,
there are no randomized trials that
demonstrate that CAC screening decreases
mortality.!

Some cardiologists believe that CAC
scoring can be used in fine-tuning

risk assessment; however, the United
States Preventive Services Task Force
concluded that the change is too modest
to recommend CAC screening.” It is
reasonable for radiologists to report
moderate or heavy CAC when reporting
lung-cancer screening studies; such
information can be used to encourage
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lifestyle changes (particularly smoking
cessation) and diligence in the taking of
medications.

Despite some hesitancy on the part of some
physicians to fully embrace lung cancer
screening and despite overdiagnosis and
incidentalomas, Dr. Rattay’s article shows
that we are well on the way to fulfilling
Bob Frelick’s quest to diagnose lung cancer
in its early stage and to improve survival
statistics in Delaware. He would have
applauded her accomplishment and I'm
sure he would have sent a congratulatory
note.

AUTHOR’S NOTE

Many thanks to the interventional
cardiologist James A. Lally, MD for the
detailed information about coronary
artery calcification screening and
scoring.

CONTRIBUTING AUTHORS

JAMES F. LALLY, MD is a retired radiologist
and a member of the Medical Society of
Delaware Editorial Board. In the early
2000s, he was the principal radiologist in
the Helen F. Graham Cancer Center’s early
lung-cancer screening program.
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Early Lung Cancer Screening in Delaware:
Providers and Public Health, Partnering to Save Lives

» Karyl T. Rattay, MD, MS

Lung cancer is the most commonly diagnosed cancer

and the leading cause of cancer death in Delaware. From
2011 to 2015, lung cancer accounted for 19% of newly
diagnosed cancers — the largest share of any single cancer
type — and 29% of cancer deaths. Delaware’s 2011-2015
lung cancer incidence and mortality rates were significantly
higher than the comparable U.S. rates. Only 22% of
Delaware lung cancer cases diagnosed in 2011-2015 were
local-stage diagnoses; over half (52%) of all Delaware lung
cancer cases were diagnosed in the distant stage after
metastasizing to distant tissues, organs, or lymph nodes.

Historically, Delaware has had one of the highest tobacco
use rates in the U.S. However, nearly two decades of
successful tobacco control efforts have reduced statewide
tobacco-use prevalence. As a result, from 2001-2005 to
2011-2015, Delaware’s lung cancer incidence and mortality
rates fell 10% and 19%, respectively. To extend these
public health successes and further improve population

health outcomes, Delawareans at high risk for lung cancer
should be screened annually in accordance with National
Comprehensive Cancer Network (NCCN) low-dose computed
tomography (LDCT) scan screening guidelines. Despite the
demonstrated effectiveness and cost-effectiveness of LDCT,
its ability to detect additional chronic conditions, and its
coverage by most private and public insurance options, the
medical community has been hesitant to champion LDCT
as an important tool to reduce lung cancer morbidity and
mortality in Delaware.

DPH seeks to partner with providers to help Delawareans
understand their personal lung cancer risk, provide

access to high-quality LDCT lung cancer screening when
appropriate, and ensure follow-up care in the event of

a lung cancer diagnosis. Our existing statewide cancer
infrastructure positions Delaware to capitalize on the public
health opportunities afforded through LDCT, especially for
low-income or otherwise vulnerable populations.
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LUNG CANCER IN DELAWARE

Lung cancer is the most commonly
diagnosed cancer and the leading cause
of cancer death in Delaware, according

to the Division of Public Health (DPH).
From 2011 to 2015, lung cancer accounted
for 19% of newly diagnosed cancers —
the largest share of any single cancer type
— and 29% of cancer deaths.! During this
period, 4,117 Delawareans were diagnosed
with lung cancer and 2,802 died from the
disease.! From 2011 to 2015, lung cancer
incidence and mortality rates per 100,000
population were significantly higher

for Delaware males relative to females
(82.9 vs. 62.8).! Over the same period,
Hispanics in Delaware had significantly
lower lung-cancer incidence rates per
100,000 (37.7) than non-Hispanic whites
(74.1) and non-Hispanic blacks (68.5).!
Lung cancer diagnoses and deaths are
relatively rare among adults younger than
64. However, the probability of a lung
cancer diagnosis, and dying from the
disease, increases with age. From 2011 to
2014, lung cancer incidence and mortality
peaked among Delaware males aged 85
and older and Delaware females

aged 75-84.!

From 2011-2015, Delaware ranked 9th
among states for lung cancer incidence
and 14th among states for lung cancer
mortality.! Delaware’s 2011-2015 lung
cancer incidence rate was significantly
higher than the comparable U.S. rate
(71.3 per 100,000 vs. 54.6 per 100,000
population, respectively).! Similarly,
Delaware’s 2011-2015 lung cancer
mortality rate was significantly higher
than the comparable U.S. rate (50.0
per 100,000 vs. 43.4 per 100,000,
respectively).!

Surviving lung cancer directly correlates
with the stage at diagnosis. When lung
cancer is detected in the local stage, the
U.S. five-year relative survival rate is
56.3%. When lung cancer is diagnosed in

the distant stage — after metastasizing
to distant tissues, organs, or lymph nodes
— the five-year survival rate plummets
to 4.7%.% Only 22% of Delaware lung
cancer cases and 19% of U.S. lung
cancer cases diagnosed in 2011-2015
were local-stage diagnoses; over half of
all Delaware and U.S. lung cancer cases
were diagnosed in the distant stage (52%
and 53%, respectively).! Patterns of lung
cancer stage at diagnosis in Delaware
have remained unchanged for nearly

40 years. From 1980-1984 to 2011-

2015, the percentage of Delaware lung
cancer cases diagnosed at the local stage
slightly increased from 21% to 22%; the
percentage of distant stage diagnoses
increased from 45% to 52%.!

Cigarette smoking is by far the leading
risk factor for lung cancer.® In the U.S.,
87% of lung cancer deaths are attributed
to cigarette use.> One out of every three
cancer deaths, regardless of cancer type,
is caused by smoking.? Changes in the
design and composition of cigarettes (e.g.,
ventilated filters and increased potency
of certain chemicals) mean that today’s
smokers have a higher risk of developing
lung cancer despite smoking, on average,
fewer cigarettes than smokers in the
past.® Additional lung cancer risk factors
include exposure to secondhand smoke,
radon, asbestos, and other cancer-causing
agents (e.g., radioactive materials, certain
inhaled chemicals or minerals, and diesel
exhaust); air pollution; arsenic in drinking
water; previous radiation therapy to the
chest; and family history of lung cancer.*

Historically, Delaware has had one of
the highest tobacco use rates in the

U.S. However, nearly two decades of
successful tobacco control efforts have
reduced statewide tobacco use prevalence.
In 2002, Delaware enacted the Clean
Indoor Air Act banning smoking in
workplaces and most indoor public
places; in 2015, the ban was expanded to
include electronic smoking devices such
as e-cigarettes and vape pens. In 2014,

Delaware’s Youth Access to Tobacco law
was amended to include e-cigarettes as

a restricted product. Between 2007 and
2017, Delaware’s cigarette tax was raised
from $1.15 per pack to $2.10 per pack,
the 14th-highest state cigarette tax in the
U.S. (average: $1.79)° And most recently,
in April 2019, the Delaware General
Assembly passed Senate Bill 25, raising
the legal age to buy tobacco products from
18 to 21; Senate Bill 25 goes into effect
July 16, 2019. Legislation, combined with
tobacco control initiatives, has directly
contributed to reductions in tobacco use
prevalence. From 2011 to 2017, cigarette
use declined from 22% to 17% among
Delaware adults.®* Among Delaware high
school students, cigarette use fell from
32% in 1999 to 6% in 2017 and electronic
vapor-product use dropped from 24% in
2015 to 14% in 2017

Yet, the need for continued tobacco
control efforts remains. In 2017, Delaware
ranked 27th among states in current
cigarette use among adults (17%).% In

the same year, 22% of Delaware adults
used at least one type of tobacco,
including cigarettes, cigars, e-cigarettes,
smokeless tobacco, hookahs, and/

or other tobacco products.® Current
cigarette-use prevalence is highest among
Delawareans age 25-34 (26%).° In 2017,
current smoking prevalence correlated
with those who did not complete high
school as well as those with lower
incomes. Twenty-nine percent of residents
who did not complete their high school
education currently smoked, compared

to 9% of college graduates.® Thirty-three
percent of Delawareans earning less than
$15,000 per year were current smokers,
compared to 13% of those earning
$75,000 or more per year.® In 2017, 66% of
Delaware smokers reported having tried
to quit smoking within the past year,®
underscoring providers’ opportunities to
interface with large numbers of tobacco-
using patients in the contemplation,
preparation, or action stages of
intentional behavior change.’ Finally,
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while Delaware’s decline in lung cancer
incidence and mortality is encouraging,
U.S. rates of decline outpace those of
Delaware. From 2001-2005 to 2011-2015,
lung cancer incidence rates fell 10% in
Delaware and 14% in the U.S. Over the
same period, lung cancer mortality rates
fell 19% in Delaware and 20% in the U.S.!

LOW-DOSE CT SCAN (LDCT)
LUNG-CANCER SCREENING
GUIDELINES

In 2011, the National Comprehensive
Cancer Network (NCCN) developed
guidelines for lung cancer screening
with low-dose computed tomography
(LDCT). NCCN guidelines, which are
updated annually, are endorsed by the
Delaware Cancer Consortium (DCC) and
the Screening for Life (SFL) Program.
Comprehensive in nature, NCCN
guidelines include criteria to identify
high-risk individuals, recommendations

for evaluation and follow-up of lung
nodules detected via LDCT screening,
and an overview of screening accuracy,
risks, and benefits.! NCCN guidelines
recommend annual LDCT screening for
high-risk individuals who: (a) are 55 to 80
years of age; (b) have a smoking history
equivalent to a pack a day for 30 years

or longer (calculated as number of packs
smoked per day multiplied by number of
years smoking); and (c) currently smoke
or have quit smoking within the past 15
years.!” Per NCCN guidelines, individuals
are also considered high risk if they: (a)
are age 50 or older; (b) have a smoking
history equivalent to a pack a day for 20
years or longer; and (c) have additional
lung cancer risk factors other than
second-hand smoke (e.g., radon exposure,
occupational exposure, certain family and
personal disease history) that increase the
risk of lung cancer to > 1.3% using the
Tammemagi lung-cancer risk calculator.
Annual screening should be discontinued
once a person no longer meets the

screening criteria, or develops a health
problem that substantially limits life
expectancy or the ability or willingness

to have curative lung surgery.”® Lung
cancer screening with LDCT should take
place in a quality screening facility with
expertise in the procedure and, preferably,
within the framework of an established
lung-cancer screening program.!!

Ideal screening facilities employ a
multidisciplinary team with extensive
experience in the evaluation, diagnosis,
and treatment of lung cancer. If access to
a quality lung-cancer screening program
is not feasible, patients who wish to be
screened with LDCT should be referred to
a facility that performs a high volume of
lung CT scans, diagnostic tests, and lung
cancer surgeries.'!

Data from the National Lung Screening
Trial (NLST) showed that LDCT
correlated with a significant reduction in
the rates of death from lung cancer and
death from any cause.'” Adults at high risk
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for lung cancer who were randomized to
receive three consecutive LDCT scans
demonstrated a 20% reduction in lung
cancer mortality relative to an equivalent-
risk group randomized to receive three
consecutive chest radiographies (chest
x-rays; CXR).? LDCT and CXR were
performed at one-year intervals, with
the first screening performed soon

after randomization. Participants in the
LDCT group showed a 6.7% reduction
in death from any cause relative to
those in the CXR group.”> The number
needed to screen (NNS) with LDCT

to prevent one lung cancer death was
320."? Both LDCT and CXR detected
large proportions of adenocarcinomas
and squamous cell carcinomas at stage

1 or stage 2; however, stage at diagnosis
was more favorable for LDCT."? Neither
LDCT nor CXR performed well at
diagnosing small cell carcinomas at

the early stage.”” An estimated 7.5% of
participants randomized to receive LDCT
were determined to have a clinically

significant non-lung-related abnormality,
such as vascular conditions of the heart;
this percentage was more than three
times as high in the LDCT group as in
the CXR group (2.1%)."? Kinsinger et al.
found that 40.7% of those screened with
LDCT were determined to have other
chronic conditions such as emphysema,
pulmonary abnormalities, and coronary
artery calcification.”® The opportunity

for early diagnosis of additional chronic
conditions through LDCT screening,
especially among older Delawareans,

will further reduce overall morbidity and
mortality and generate substantial cost
savings for the state. With the population
of Delawareans age 65 and older projected
to increase 39.5% from 2020-2050 (from
186,690 to 260,414),"* we must capitalize
on opportunities such as LDCT screening
to reduce health care spending among our
state’s elderly population.

Relative to CXR, LDCT was associated
with a higher risk of false positive results.

In the NLST, the rate of positive screening
over all three rounds was 24.2% with
LDCT; among those with a positive
LDCT, 3.6% were determined to have
lung cancer. In comparison, the rate of
positive screening over all three rounds
was 6.9% with CXR; 5.5% of those with
a positive CXR were determined to

have lung cancer.”” A recent study found
that 59.7% of individuals screened with
LDCT received a positive result while
1.5% of all individuals screened with
LDCT ultimately received a lung cancer
diagnosis.”® Although LDCT is associated
with a high risk of false positives,
follow-up care resulting from these

false positives is largely non-invasive.
American College of Radiology Imaging
Network (ACRIN) guidelines recommend
that individuals with indeterminate or
positive LDCT results undergo repeat
LDCT, limited thin-section CT, or other
diagnostic testing at varying intervals
based on level of suspicion for lung
cancer. The rate of resulting invasive
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diagnostic procedures among adults
with positive LDCT who were ultimately
determined not to have lung cancer was
2.7%,"* according to NLST results. Thus,
although LDCT demonstrates a high
false-positive risk, the risk of biopsy

or other invasive diagnostic procedure
following a false positive screening test
is low."

The cost-effectiveness of population-
based LDCT is demonstrated in
literature. The average cost of LDCT
screening among the Medicare population
is estimated to be $241 per person
screened.” If 50% of eligible Medicare
beneficiaries are screened, the cost

of LDCT screening spread across the
Medicare population translates into

$1.02 per member per month (PMPM),
assuming no cost sharing for screening or
required smoking cessation session."* The
PMPM cost of LDCT screening among
the Medicare population is lower than the
PMPM cost for breast-cancer screening
mammography ($2.50 PMPM)." In

the Pan-Canadian Early Detection of

Lung Cancer Study, the average cost of

LDCT screening and resulting curative
surgery among high-risk individuals was
$33,344, 30.2% lower than the average
cost of treating advanced-stage lung
cancer with chemotherapy, radiation, or
supportive care ($47,792).!° Researchers
recently measured the cost-effectiveness
of 576 LDCT screening scenarios in
which these eligibility variables were
adjusted: age to start screening, age

to stop screening, screening interval,
pack years, minimum number of years
smoked, minimum number of cigarettes
smoked per day, maximum number of
years since smoking cessation to be
eligible for first screening, and exclusion
from further screening after reaching the
maximum number of years since smoking
cessation.!” The most cost-effective
population-based LDCT screening
scenario involved annual screening
between ages 55-75 for individuals

who smoked > 40 pack years and who
currently smoke or quit < 10 years ago."”
Thus, lung cancer screening with LDCT
is most cost-effective in population-based

settings when screening eligibility is
restricted to individuals at highest risk.
As Delaware expands its LDCT screening
efforts, patient stratification among
current and former smokers can identify
priority subpopulations at highest risk

for lung cancer. LDCT screening is most
cost-effective for these patients.

LDCT LUNG CANCER
SCREENING IS A PUBLIC
HEALTH PRIORITY

As of 2015, Medicare covers the cost

of annual lung cancer screening with
LDCT for eligible adults.” Under
Section 2713 of the Affordable Care Act,
private health plans must cover annual
lung cancer screening with LDCT for
eligible adults aged 55-80 and may not
impose cost sharing through copayments,
deductibles, or co-insurance.!” Despite its
effectiveness in decreasing lung cancer
and all-cause mortality, its demonstrated
cost-effectiveness in population-based
settings, its ability to detect additional
chronic conditions, and its coverage by
most private and public insurance options,
the medical community has been hesitant
to champion LDCT as an important tool
to reduce lung cancer morbidity and
mortality in Delaware. Among patients
eligible for LDCT, the rate of receiving
an LDCT order increased from 0% in
2010-2011 to 7.3% in 2016.*° Whereas
both the public health and medical
communities have widely championed
early-detection initiatives for breast,
cervical, colorectal, and prostate cancers,
the provider community has not embraced
LDCT to a similar extent. Pyenson and
Tomicki (2018) describe the pace of
LDCT uptake by the medical community
as “frustratingly slow.””!

A frequently cited concern about LDCT
is that current smokers who undergo
screening and receive normal results may
be less likely to quit smoking. However,
a systematic review by the American
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Cancer Society suggests that LDCT
screening may produce a positive effect
on smoking cessation when cessation
counseling is a precondition of LDCT
screening.!! Providers have also cited
potential harm associated with LDCT,
uncertainty about the benefit of LDCT
for lung cancer screening, and questions
about insurance coverage as barriers to
ordering LDCT scans.? Patient factors
significantly associated with increased
likelihood of LDCT orders include
younger patient age, Asian race (vs.
Non-Hispanic white), reported current
smoker status (vs. former smoker status),
lack of severe comorbidity, and access to
one’s own primary care provider (PCP).%
Removing provider- and patient-level
barriers to LDCT screening will increase
the proportion of eligible Delawareans
who are screened for lung cancer.

DPH continues to prioritize lung cancer
screening and tobacco prevention.
Delaware’s aggressive action to curb
lung cancer incidence and mortality

has predominantly focused on primary
prevention. Primary prevention is the
most effective method for reducing
disease burden, and Delaware has
successfully implemented legislation
and evidence-based tobacco control
interventions aimed at reducing tobacco
use, lung cancer incidence, and lung
cancer mortality. To build upon these
public health successes, Delaware must
extend its focus to include secondary
prevention (i.e., reducing the impact of
lung cancer that has already occurred,
through timely identification and
treatment). As tobacco use rates continue
to decline, DPH anticipates that the
percentage of the population who identify
as former smokers will increase. In 2017,
25% of Delaware adults identified as
former smokers.® This subpopulation
has already acted to reduce their lung
cancer risk through lifestyle change;
however, their relative risk of developing
lung cancer remains elevated even 35
years after cessation.”> Whereas primary

prevention is necessary to reduce risk
factor prevalence (namely, tobacco use),
secondary prevention is critical to reduce
lung cancer risk among former smokers.”

DPH seeks to partner with providers

to help Delawareans understand their
personal lung cancer risk, provide

access to high-quality LDCT lung

cancer screening when appropriate, and
ensure follow-up care in the event of

a lung cancer diagnosis. Our existing
statewide cancer infrastructure positions
Delaware to capitalize on the public
health opportunities afforded through
LDCT, especially for low-income or
otherwise vulnerable populations. The
DCC, established in 2001, operates as a
public-private entity that advocates for
state funding, partners with the Medical
Society of Delaware (MSD), advises DPH,
and monitors and evaluates the statewide
cancer control activities. Delaware’s
ability to implement statewide lung
cancer prevention efforts stems from the
partnership between the DCC and DPH.
Under the DCC’s guidance, DPH operates
the state’s Comprehensive Cancer Control
Program (CCCP), which includes SFL and
the Delaware Cancer Treatment Program
(DCTP). Additionally, the CCCP partners
with the Tobacco Prevention and Control
Program (TPCP), located within DPH’s
Health Promotion and Disease Prevention
Section.

The TPCP, funded through appropriations
from the Delaware Health Fund, monitors
statewide tobacco use trends and carries
out tobacco prevention and cessation
activities ranging from grassroots
educational campaigns to legislative policy
change.* The TPCP funds the Delaware
Quitline, a telephone-based support
resource, to help adult smokers who seek
to quit using tobacco. Delaware Quitline
services include motivational support from
a trained specialist or counselor, follow-up
support, and educational information about
the quitting process. TPCP services are
available at no cost to all Delawareans.

Delaware Quitline has expanded its
services to include a web-based service,
Quitnow.net.* The Delaware Quitline
received 12,325 calls in FY 2018.
Telephone-based cessation counseling
was provided to 1,789 Delawareans;

an additional 268 individuals received
face-to-face cessation counseling through
the TPCP. Evaluation survey data show
that 33% of adults who received Quitline
telephone-based counseling services
remained smoke-free seven months
following counseling. Since the inception
of the Quitline, 565 Delaware health care
professionals were trained in tobacco
cessation counseling.

SFL, Delaware’s breast- and cervical-
cancer early detection program, was
established in 1997. In 2015, SFL
expanded to include free lung cancer
screening with LDCT for uninsured or
underinsured eligible men and women
aged 50 to 88 who currently smoke or
who quit smoking during the past 15
years. SFL nurses and case managers
ensure that clients who receive positive
LDCT screening results are linked with
a medical home, as well as psychological
and social support services. Since 2015,
only nine Delawareans received 10 LDCT
screenings through SFL.

In 2004, Delaware Regulation 1144
established the DCTP. The DCTP
provides medical insurance coverage

to eligible uninsured or underinsured
Delawareans for cancer treatment. Under
the DCTP program, eligible Delaware
residents can receive free cancer treatment
for two full years, regardless of cancer
type. Since 2004, the DCTP has provided
services to more than 1,400 Delawareans,
of which 231 clients (approximately 17%
of the total population served) received
lung cancer treatment.

The TPCP, SFL, and the DCTP provide a
continuum of lung cancer prevention and
detection services, including free tobacco
cessation services, free LDCT screening
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for eligible individuals, and free treatment
for those who receive a lung cancer
diagnosis. CCCP programs provide a
safety net for uninsured and underinsured
Delawareans who are unable to access
LDCT screening through traditional
insurance. By furthering existing
partnerships among the DCC, DPH, and
the MSD, Delaware’s public health and
medical communities can leverage CCCP
programs to advance the shared goal

of reducing lung cancer incidence and
mortality in Delaware.

We encourage Delaware providers to
identify patients at elevated risk for

lung cancer and discuss with them

the appropriateness of LDCT. ACS
recommends that clinicians underscore
that LDCT detects some lung cancers
carly, substantially reducing the risk

of dying from the disease." Clinicians
should also discuss two primary
drawbacks associated with LDCT: (a)
LDCT will not detect all lung cancers and
not all patients with lung cancer detected
via LDCT will avoid death from lung
cancer; and (b) while there is a significant
chance of a false positive screening result
associated with LDCT, there is a small
rate of invasive procedures following a
false positive.!! Providers should remind
patients that LDCT is not a substitute for
smoking cessation and refer them to a
smoking cessation program such as the
Delaware Quitline.

CONCLUSION

Aggressive, comprehensive statewide
tobacco prevention efforts have contributed
to reductions in the number of Delawareans
using tobacco, as well as statewide lung
cancer incidence and mortality rates.
Delaware’s existing statewide cancer
infrastructure facilitates LDCT screening
and cost-free cancer treatment for qualified
high-risk Delawareans. To further reduce
Delaware’s lung cancer burden, providers
should order annual LDCT screenings

for Delawareans at high risk for lung
cancer to increase the proportion of lung
cancer cases detected in the earliest, most
treatable stages. The opportunity for early
diagnosis of additional chronic diseases
through LDCT screening, especially
among older Delawareans, will further
reduce overall morbidity and mortality and
generate substantial cost savings

for the state.
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MSA

Medical Society of Delaware

2020 GROUP DUES DISCOUNT:
Enrollment is Now Underway!

Save on your yearly MSD membership renewal!

Hospitals, physician practice groups, and affinity groups are eligible for group membership discounts which provide economies of scale
through a single source contact for billing and payment. Those in solo practice can also benefit through this opportunity by forming
your own network of physicians (such as your call group, physicians in your medical building, etc.). Discounts are applied to those
membership categories which are not already discounted.

For eligibility, all physicians within the defined group must be members of the Medical Society of
Delaware. If your group is interested for consideration of group discounting, get started now to ensure those who are not current
members have submitted a membership application to be processed prior to the program deadline.

Enroliment for the 2020 group dues discount has begun. All group discount enroliment
must be established prior to October 31, 2019. Eligibility for the group dues discount is
contingent upon membership application approval for those who are currently non-members. Groups
who participated in the program for the 2019 dues year must reapply.

If your group is interested in consideration for a discount or you want to once again enjoy the benefit of
the discount received in 2019, please contact the Medical Society of Delaware to start the enrollment
process. You have nothing to lose but dollars off your dues!

You have nothing to lose
Contact Mary LaJudice (Mary.LaJudice@medsocdel.org or 302/224-5183) for details and how to qualify. byt dollars off your dues!

Del Med J Vol. 91 | No.5 217
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