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Members
	

	Did Not Attend
	Vikas Batra, MD, FACP, FC – Sussex Pulmonary & Endocrine Consultants, PA

	Did Not Attend 
	Heather Bittner-Fagan – Christiana Care Health System

	Attended
	Kathleen Connors-Juras – American Cancer Society

	Attended 
	Vicky Cooke – Delaware Breast Cancer Coalition

	Attended
	Tiffany Edwards – Sussex County Health Coalition

	Attended
	Stephen Grubbs, MD – American Society of Clinical Oncology

	Attended
	Nora Katurakes, RN, MSN, OCN – Christiana Care Health System 

	Attended
	Kate Mastalski – American Cancer Society

	Attended
	Stephanie McClellan – Bayhealth Medical Center

	Attended
	Carolee Polek, RN, MSN, PhD – DE Diamond Chapter of the Oncology Nursing Society

	Attended
	Judith Ramirez – Beebe Hospital – Tunnell Cancer Center

	Attended
	Albert Rizzo, MD FACP FCCP – Christiana Care Health System

	Did Not Attend
	Lisa Schirtzinger – Nanticoke Health Services

	Did Not Attend
	Robert Sikes, PhD. – University of Delaware

	Attended
	Sarah Toborowski – Quality Insights

	Did Not Attend
	Crystal Wright – Henrietta Johnson Medical Center

	Attended
	Michael R. Zaragoza, MD, FACS – Delaware Prostate Cancer Coalition

	
	

	Staff

	

	Attended 
	Helen Arthur- Delaware Division of Public Health

	Attended 
	Rosemary Doughten – Delaware Division of Public Health

	Attended
	Cathy Holloway – Delaware Division of Public Health

	Attended
	Melissa Keiper – Delaware Division of Public Health

	Attended
	Jessica Miles – Delaware Division of Public Health

	
	

	Public/Guests
	

	Attended
	Vikki Benson – Westside Family Healthcare 

	Attended
	Midline Estimable – Sussex County Health Coalition 

	Attended
	Jasmin Fuentes – Westside Family Healthcare

	Attended
	Jill Williams-Hall – Delaware Department of Natural Resources and Environmental Control

	Attended
	Allison Gil – American Cancer Society

	Attended
	Lisa Gruss – Quality Insights 

	Attended
	Tricia Jefferson – YMCA of Delaware 

	Attended
	Jason T. Plara – American Cancer Society 

	Attended
	Andrea Rodi – Quality Insights

	Attended 
	Trina Turner – Bayhealth 

	
	


Welcome/Review/Approval of minutes



Review/Approval of Minutes

Dr. Stephen Grubbs called the meeting to order at 10:05 am with all present introducing themselves. A motion was made to approve the minutes from the October 8, 2018 meeting. All members attending voted to approve the minutes as written. 
Prostate Cancer Screening Guidelines

Dr. Michael R. Zaragoza, President, Delaware Prostate Cancer Coalition, presented updated U.S. Preventive Services Task Force (USPSTF) recommendations for prostate cancer screening. The updated recommendation encourages screening to begin at age 55 for average-risk males.  Dr. Zaragoza discussed that average-risk men, ages 55-69, should be screened after an informed decision-making discussion with their healthcare provider during which time the risks and benefits of prostate cancer screening are discussed.   In addition, the USPSTF recommends against screening for prostate cancer after the age of 70 years or men who do not express a preference for screening. 

Dr. Zaragoza shared that the USPSTF has changed their recommendations from a Grade D to a Grade C recommendation as a result of trials that have been conducted, the potential risks of screening, false positive rates, and due to complications from the procedure itself which about 52% of men are hospitalized afterwards. One of the main reasons USPSTF sided with the updated evidence from the European trial is they reviewed it again after 13 years and evidence shows that there was a 30% decrease in mortality for those patients who underwent prostate screening. In addition, results show that about 20% of men are less likely to die from prostate cancer if they were screened and 30% are less likely to have metastatic disease. 

Dr. Zaragoza advised that active surveillance is more accepted in terms of treatment for patients with low grade disease. Dr. Stephen Grubbs, requested clarification on the term “active surveillance”.  Dr. Zaragoza stated, “active surveillance is when providers observe the patient using prostate screenings and digital exams every three to six months and then perform a surveillance biopsy after one year to check the progress”.   Active surveillance for prostate cancer is sometimes called expectant management or watchful waiting. No cancer treatment is provided during active surveillance for prostate cancer. This means medications, radiation and surgery aren't used. Periodic tests are done to check for signs the cancer is growing.

Before 2010, treatment was being administering no matter if a patient was identified as high risk or identified as low risk of having prostate cancer.  This resulted in treatment related complications and patients being over treated. Results show that only 10% of patients with a low risk of developing prostate cancer were monitored in active surveillance before 2010.  After 2010, those patients in the active surveillance group increased to 40%.  Active surveillance is a more accepted form of monitoring in terms of those with low risk disease, which would mitigate some of those treatment related complications. Also, Dr. Zaragoza advised, there was an increase in Gleason score 8 after the prostate cancer screening recommendation was downgraded which had bumped up results showing more cases of high risk disease at a later stage, and the incidence for metastatic disease had risen as well.

Dr. Zaragoza explained the USPSTF final recommendations and how the committee can incorporate those into the Delaware Cancer Consortium’s recommended guidelines.  Dr. Zaragoza also discussed the shortcomings of these recommendations.  The shortcomings that are found with these final recommendations is they have no recommendations for high-risk groups; for example African Americans or those with family history.  Also, there is no recommendation for screening intervals, men who are less than 54, and they recommend no man over 70 years old should be screened but there are some patients who are over 70 years old who have more than a 10 year life expectancy who are physiologically healthy than a 70 year old. 

Ms. Melissa Keiper explained how Screening for Life guidelines for prostate cancer screening begin at 50 years of age for average-risk men and for African American males, screening begins at 40 years of age.   As far as screening modalities, Screening for Life provides reimbursement for prostate specific antigen (PSA) tests annually as well as digital rectal exams annually. Ms. Keiper explained that currently the Screening for Life program does not have indicators for when to terminate prostate cancer screening. 

As a result of reviewing the guidelines, the committee is recommending that initiation of screening should follow the American Cancer Society’s (ACS) recommendation, which takes into consideration an individual’s age, risk of developing prostate cancer, ethnicity, and family history of prostate cancer.  The DCC’s current prostate recommendations are as follows: 
· Average risk men – 50 years and older
· African American Males – 40 years and older
The American Cancer Society’s recommendations include:
· Average risk – men 50 years and older
· High Risk – men 45 years and older; high-risk men include African Americans and men who have a first-degree relative diagnosed with prostate cancer at an early age.  Early age defined as less than 65 years).
· Higher Risk – men 40 years and older – men who have more than one first-degree relative who has had prostate cancer at an early age (less than 65). 
Additionally, the committee also recommended that screening should be discontinued once the individual has a life expectancy of ten years or less.  The committee voted on the adoption of the ACS recommendations and all were in favor. 
 
Quality Insights Update

Ms. Andrea Rodi with Quality Insights (QI) provided a background of their organization stating that their core services include quality improvement consultation, physician practice transformation, clinical quality measure development, healthcare informatics and education/academic detail with provider’s offices.  

Ms. Rodi provided an overview of the health projects they are currently working on with the Division of Public Health (DPH). The projects include:
· Hypertension/Diabetes Quality Improvement (116 sites)
· Contraception/ Upstream USA (19 sites) 
· Adolescent HPV (34 sites) 
· Safe Prescribing Academic Detailing (40 sites)
· Cancer Screening Quality Improvement Project (56 sites) 
Ms. Sarah Toborowski explained the cancer screening quality improvement project. Specifically for cancer screening quality improvement, QI is working with 56 provider sites to improve colorectal, breast, cervical and lung cancer screening rates. National Quality Forum (NQF) measures are used by QI and provider sites to monitor quality improvement activities. Overall, breast, cervical, and colorectal cancer screening rates have improved as evidenced by the increase in NQF percentages.

Continuing with the Cancer Screening Projects, Ms. Toborowski discussed the evidence-based interventions being utilized, which include:
· Patient Reminders 
· Community Health Worker follow-up phone calls
· Patient Education after cancer screening order
· Reporting by provider- monitoring monthly
· Onsite Cancer Screening Scheduling
· Patient Education
· Small Media
· Clinical Decision Support
Quality Insights is currently developing a Lung Cancer Screening Academic Detailing Program that will be offered to Delaware practices at no cost. This program engages providers through in-person educational outreach visits. Also, the lung cancer screening statistics and workflow suggestions are presented to clinicians to encourage and enable them to order low-dose computed tomography screening for eligible patients. Ms. Toborowski stated that QI is working with six practices in Delaware to assess current lung cancer screening rates and to provide support to increase these rates. In addition, QI has created a pilot educational mailing that was sent to 120 patients from one of the six practices they are working with that encourages the patients to contact a centralized Nurse Navigator to discuss lung cancer screening.

Ms. Toborowski explained the Human Papillomavirus (HPV) data reconciliation pilot, which includes chart reviews for accuracy of HPV vaccination information between the practices electronic health record and the DelVAX (Delaware Immunization Registry) system.  She shared that at one pediatrician office there was a total of 200 patient’s charts that were reviewed for accuracy of HPV vaccination information between DelVAX and the practices electronic health record. Also, Ms. Toborowski stated that the initial data reconciliation pilot yielded a 12% increase in up to date (UTD) HPV administration and a 3% increase in one HPV administration. 

Ms. Toborowski ended with QI’s plans moving forwarded in 2019 and 2020, which includes: 
· National Colorectal Cancer Round Table Membership
· Internal organizational exploration of remaining CRC barriers 
· Moving reminders to patient portal (no mailings)
· Audits will no longer be necessary for some practice transformation sights

American College of Radiology Update

Ms. Melissa Keiper explained that the Early Detection and Prevention (ED&P) Committee has identified a need to obtain a more robust data reporting system for a better understanding of the status of lung cancer screening in Delaware.  This identified need is a direct result from the information received during the DCC’s Lung Retreat held in April.  The ED&P committee is requesting more granular data than what the American College of Radiology is currently providing and the SFL clinical cancer director is working directly with the American College of Radiology (ACR) to work through the process of DPH being able to obtain the data that is submitted to the Lung Cancer Screening Registry (LSCR).   The data that is currently collected includes:
· Number of Facilities
· Number of screening exams completed
· Appropriateness of screening by the USPSTF criteria
· Smoking cessation offered
· Smoking cessation offered among current smokers.
The reporting changes being requested will include the following data fields:
· All Exams
· Appropriateness of screening by USPSTF criteria
· Smoking cessation counseling offered among current smokers
· Abnormal interpretation rate
· Cancer Detection rate 
This process is ongoing and will require submission of a data request form to be reviewed by the LCSR committee. Ms. Nora Katurakes and Dr. Grubbs identified concerns regarding if all practices in Delaware utilize the ACR and how timely the screening data is that is entered into the LCSR.  Ms. Keiper, is working to identify all radiology sites in Delaware and will contact these sites to determine where they are submitting their data.  Additionally, Ms. Keiper will attempt to obtain operational procedures for these sites concerning timely data submission. 

Delaware Breast Cancer Coalition Transition 
 
Ms. Vicky Cooke and Ms. Midline Estimable provided an update regarding their transition from active screening with the Mobile Health Screening Van to a patient navigation model as of January 2019. Ms. Cooke discussed how the Delaware Breast Cancer Coalition had the operating contract with the mobile mammography van that started in 2005 and continued as a successful program up until 2018 where about 850 to 1200 women were screened each year. Unfortunately, the mobile health screening van had many challenges such as going through two vans, several equipment changes, and finally last year it was determined there are more cost effective way to screening. They have hired two Spanish speaking translators as well as two vans for transportation to and from screenings for those in need. 

Ms. Estimable discussed the new navigation program in place for the last six months and they currently have monthly blocked screening schedules with six imaging sites in which these sites have agreed to block off a day or two a month for them to schedule patients that they have identified in the community that need a mammogram. In addition, the Sussex County health Coalition has been working with the Screening for Life Program to schedule mammograms.  Since the transition, an average of 50 women have been screened each month.  During the month of June over 350 phone calls were made by staff.  Of these phone calls, 98 women were scheduled and 62 were actually screened.  DBCC continues to recognize a high no show rate (20%).  DBCC has reached out to the patients who no-show to try and reschedule an appointment as well as conducting reminder phone calls of their appointments to try to decrease the no show rate. DBCC has reached out to the SFL clinical cancer director for assistance with reducing this no show rate.  A meeting has been scheduled for July 26 to gain a better understanding of the no show rate as well as to provide guidance on methods for reduction.

Sharing Time

Dr. Grubbs advised that during the Advisory Council meeting Wilhelmina Ross of the Delaware Cancer Registry shared with the group that she recently attended the combined 2019 Conference of North American Association of Central Cancer Registries (NAACCR) and International Association of Cancer Registries (IACR).  A poster had been created and entered for exhibition for Delaware illustrating how Delaware collaborates with partners throughout the state using cancer registry data in an effort to reduce the overall cancer burden.  There were more posters than any other year and Delaware was awarded “Best Overall”. Ms. Ross informed the group that it was quite an accomplishment. 

Ms. Melissa Keiper gave a friendly reminder the DCC retreat information and presentations that were presented at the April retreat is located on healthydelaware.org.  Ms. Keiper also announced that the 2020 committee meeting dates have been provided via handout and that an email reminder will be sent after Octobers meeting with these dates.  


Public Comment
No items were presented for Public Comment

Adjournment
The meeting was adjourned at 11:30 am.

Attachments
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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, October 14, 2019, 10:00 am – 11:30 am
The Outlook at the Duncan Center
500 West Loockerman Street, Dover, DE  19901
	Remaining 2019 meetings: 

Monday, January 13, 2020
Monday, April 20, 2020
Monday July 13, 2020
Monday, October 12, 2020
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Quality Insights
Training Medical Providers on Best Practices for HPV Vaccination


Lisa Gruss, MS, MBA 
Practice Transformation Specialist







Overview
• Training Medical Providers on Best Practices for HPV 


Vaccination
– Provider Education
– Utilize DelVAX reports to increase rates


• Cancer Screening Amendment 
– Develop academic detailing (AD) curriculum
– Academic detailing pilot (tentative)
– Data reconciliation pilot







Curriculum and Training Plan
Contract start date 11/1/2018


• Resources – CDC, HPV Roundtable, DPH, others as appropriate
• Evidence-based Literature
• Social Media Campaigns
• DelVAX training and access
• Quality Insights Tools and Communications


– Recruitment Flyer
– Workflow assessment
– Pre/ post assessment – knowledge, attitude, and intentions
– Internal Quality Control Database (IQC)
– Newsletters
– Dedicated HPV Webpage
– Monthly status report to DPH







Workflow Example







Attitudes and Intentions Template







Recruitment Update
Started 12/3/2018, Data as of 6/19/2019


• DPH recruitment list: 96 sites
• Recruitment contacts made: ~100 sites


– Many sites have more than one contact (~260 attempts)
– For Integrated Delivery Systems and Federally Qualified 


Health Centers, recruitment made at senior/executive level


• Recruited: 34* sites
• Declined: 7 * sites
• * 4 sites recruited, then declined 







Education
• 22 sites received education


– >60 individual providers
– 4 more scheduled
– Ongoing scheduling


• Ongoing technical assistance
– DelVAX (reports and baseline data)
– Evidence based literature
– Resources
– Workflow assistance 
– Barriers and opportunities







Pre-Assessment







Results, Successes, and Key Lessons
• Partner with a health system


– Lesson 1: Identifying champions earlier
– Lesson 2: Pull in a multidisciplinary team
– Results 1 HPV


• Site G (73%/77%)
• Site S (62%/72%)
• Site E (58%/66%)


– Results UTD HPV
• Site S (26%/32%)
• Site E(9%/14%)







Results, Successes, and Key Lessons
• Family medicine improvements and engagement


– Lesson: Practices with quality improvement initiatives 
engaged quickly, but need to evaluate sustainability


– Results  1 HPV: Practice WF (77%/82%)
– Results UTD HPV: Practice Sc (56%/62%)


• Full office engagement from pediatrics
– Lesson: Full office engagement
– Results  1 HPV: Practice WF (44%/46%)
– Results UTD HPV: Practice Sc (33%/ 36%)







Amendment Update
• Academic detailing (AD) curriculum


– Five modules : HPV cancer prevention, HPV vaccination, 
HPV vaccination strategies, outcomes, and safety


– Supplementary materials: Recruitment scripts, detailing 
aids, recruitment flyer, pre and post assessments


• AD pilot
– Pilot the AD curriculum and resources
– Results:


• 5 providers, engaged and interactive
• Prefer provider resources with specific guidance and patient 


materials
• Importance of oropharyngeal and new information







Pilot Results
• Data reconciliation pilot


– Identify gaps between the EHR and DelVAX
– Private practice
– Results:


• 200 patients reviewed in 2 days
• Pre reconciliation 1HPV  75%/ Post 77%
• Pre reconciliation HPV UTD 50%/ Post 56%
• 69 HPV vaccines added to DelVAX; 51 unique patients 
• Gap attribution – paper records and EMR change (Feb 2017)
• Expressed interest in completing the reconciliation







Moving Forward 2019-2020
• DelVAX data – baseline and 


follow-up
• Data reconciliation 
• Continue and expand education 


and technical assistance
• Work with practices to identify 


and track workflow modifications
• Patient reminder campaign
• Academic detailing







Thank You


This project is 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-051319
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Prostate Screening Guideline Review
Screening for Life Program (SFL)


 July 8, 2019

Delaware Cancer Consortium (DCC)

Early Detection and Prevention (ED&P) Committee





		 
 
 		Screening for Life – Delaware (SFL)
 		American Urological Association (AUA)		National Comprehensive Cancer Network (NCCN)		U.S. Preventive Services Task Force (USPSTF)		American Cancer Society (ACS)

		Age at Initiation of Screening		Age 50 years
 
African American Males 40 and older		Age 55 years 
Men younger than 55 and at high risk should have SDM with healthcare provider to individualize decision for Screening		Age 45 years after shared decision making
 		Age 55 years		50 years (avg. risk)
45 years (high-risk): African Americans and men who have a first-degree relative dx with prostate cancer at an early age (< 65)
40 years (higher risk): more than one first-degree relative who had prostate cancer at an early age
 
**Screening should occur after SDM

		Screening Modalities		PSA  - Annually
DRE - Annually		PSA after SDM
Annually or every 2 years (depending on SDM and baseline PSA level)		Men 45-75 years:
PSA:
Every 1-2 years for men who have PSA  1.0 – 3.0 ng/mL
 
Every 2-4 years for men with PSA <1.0 ng/mL.
 
 		Men 55-69 years:
Periodic PSA after informed decision making (risk vs. benefits). 		PSA:
-Every 2 years if  PSA: < 2.5 ng/mL
 
-Annually if PSA > 2.5 ng/mL
 
 
DRE: In conjunction with PSA

		Termination of Screening		No age identified		Does not recommend routine PSA screening in men age 70+ years or any man with less than a 10 to 15 year life expectancy		After age 75, testing should be done with caution and only in very healthy men with little or no comorbidity. 		Recommends against screening for prostate cancer in men 70 years and older.

Clinicians should not screen men who do not express  a preference for screening. 
		Men without symptoms who do not have a 10-year life expectancy should not be offered testing since they are not likely to benefit. 







		 
 
 		Screening for Life – Delaware (SFL)
 		American Urological Association (AUA)		National Comprehensive Cancer Network (NCCN)		U.S. Preventive Services Task Force (USPSTF)		American Cancer Society (ACS)

		Age at Initiation of Screening		Age 50 years
 
African American Males 40 and older
		Age 55 years 
Men younger than 55 and at high risk should have SDM with healthcare provider to individualize decision for Screening		Age 45 years after shared decision making
 		Age 55 years		50 years (avg. risk)
45 years (high-risk): African Americans and men who have a first-degree relative dx with prostate cancer at an early age (< 65)
40 years (higher risk): more than one first-degree relative who had prostate cancer at an early age
 
**Screening should occur after SDM





Propose: Addition of ACS language for initiation: “50 years (average risk);  45 years (high-risk): African Americans and

	men who have first-degree relative dx with prostate cancer at an early age (<65); 40 years (higher risk): more than

	one first-degree relative who had prostate cancer at an early age”.  





		 
 
 		Screening for Life – Delaware (SFL)
 		American Urological Association (AUA)		National Comprehensive Cancer Network (NCCN)		U.S. Preventive Services Task Force (USPSTF)		American Cancer Society (ACS)

		Screening Modalities		PSA  - Annually
DRE - Annually		PSA after SDM
Annually or every 2 years (depending on SDM and baseline PSA level)		Men 45-75 years:
PSA:
Every 1-2 years for men who have PSA  1.0 – 3.0 ng/mL
 
Every 2-4 years for men with PSA <1.0 ng/mL.
 
 		Men 55-69 years:
Periodic PSA after informed decision making. 		PSA:
-Every 2 years if  PSA: < 2.5 ng/mL
 
-Annually if PSA > 2.5 ng/mL
 
 
DRE: In conjunction with PSA







		 
 
 		Screening for Life – Delaware (SFL)
 		American Urological Association (AUA)		National Comprehensive Cancer Network (NCCN)		U.S. Preventive Services Task Force (USPSTF)		American Cancer Society (ACS)

		Termination of Screening		No age identified		Does not recommend routine PSA screening in men age 70+ years or any man with less than a 10 to 15 year life expectancy		After age 75, testing should be done with caution and only in very healthy men with little or no comorbidity. 		Men age 70 or older or after informed decision making.

Clinicians should not screen men who do not express a preference for screening. 		Men without symptoms who do not have a 10-year life expectancy should not be offered testing since they are not likely to benefit. 





Propose:  Adopt USPSTF language with addition of:  “Men without symptoms who to not have a

	10 – year life expectancy should not be offered testing since they are not likely to benefit”.





References:

https://www.auanet.org/guidelines/early-detection-of-prostate-cancer-(2013-reviewed-and-validity-confirmed-2015)

 

https://www.nccn.org/professionals/physician_gls/pdf/prostate_detection.pdf  (March 12, 2018)

 

https://www.cancer.org/cancer/prostate-cancer/early-detection/acs-recommendations.html



https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFinal/prostate-cancer-screening1











Prostate Screening Guideline
Review
Screening for Life Program (SFL)
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Lung Cancer Screening Registry (LCSR)

American College of Radiology (ACR) Data



How to access Delaware comparison data:



https://www.acr.org/Practice-Management-Quality-Informatics/Registries/Lung-Cancer-Screening-Registry

Scroll down the page until you see the LCSR State Level Comparisons tab:

[image: ]



Expand the LCSR State Level Comparisons tabs to show statistical component:	

[image: ]

Select the information that you would like to review. 

The information will populate into a pdf document. 

https://www.acr.org/-/media/ACR/Files/Registries/LCSR/LCSR-State-Level-Comparison.pdf?la=en

Data includes:

· Number of Facilities

· Number of screening exams completed

· Appropriateness of screening by USPSTF criteria

· Smoking cessation offered

· Smoking cessation offered among current smokers 

Reporting changes will include:

 - All exams (exam count by state)

- Appropriateness of screening by USPSTF criteria (%)

- Smoking cessation counseling offered among current smokers (%)

- Abnormal interpretation rate (%) ( Lung RADS 3, 4a, 4b, 4x)

        - Abnormal interpretation rate at baseline exam (%)

          -Abnormal interpretation rate at annual exam (%)

- Cancer Detection rate (CDR) Per 1000

          - CDR per 1000 for prevalent cancers, detected at baseline exam

          - CDR per 1000 for incident cancers, detected at annual exam



This would be reported for states with more than 5 facilities and with more than 100 exams for the year. 

​

We expect that we will be able to update the current report within the next 2 months. 
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