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Executive Summary

More than one-third of all cancers are related to modifiable lifestyle factors that include lack of regular physical activity, inappropriate dietary practices and tobacco use. Appropriate screening can lead to early treatment and an increase in survival rates. Although scientific evidence demonstrates effectiveness of many preventive services and the United States Preventive Services Task Force (USPSTF) has released twenty-one recommendations regarding screening and counseling, gaps in the delivery of appropriate services persist.  

To further promote quality and appropriateness in the delivery of cancer prevention and early detection services, The Agency for Healthcare Research and Quality (AHRQ) and C-Change co-sponsored the symposium, “Making the Business Case to Improve the Delivery of Cancer Preventive and Early Detection Services: Strategies from Business, Insurance, and Healthcare Delivery Sectors”. Approximately sixty leaders representing the public, private and non-profit sectors convened in Washington, DC on May 19, 2005 to discuss and determine key strategies for effective changes in healthcare delivery systems supporting cancer preventive and early detection services. The multi-sector leaders represented business, insurance, healthcare delivery and government organizations.

The symposium had three primary objectives:

· To provide a venue where knowledge transfer occurs among the business, healthcare delivery and insurance sectors.

· To identify each sector’s role for improving the delivery of cancer prevention and early detection services.

· To provide opportunity for collaboration among the three sectors.

The symposium highlighted innovations through brief presentations by individuals representing the three sectors followed by roundtable discussions among all participants. The routable discussions focused on needed actions for enhancing the delivery of recommended cancer prevention and screening services. Participants were asked to consider the following:

· What innovative approaches are you pursuing in cancer prevention and early detection?

· What other promising efforts have you considered pursuing or are familiar with?

· What are the “push” factors that cause you to pursue such efforts?

· What are existing barriers?

· What strategies can be used by you or other stakeholders to overcome barriers and improve cancer prevention and early detection?

Key findings of the symposium will provide guidance for future strategic direction of the C-Change membership.

The Symposium format was framed around inter-active roundtable discussions among participants. Discussions focused on actions needed among the sectors to enhance the delivery of care. Brief presentations to “prime the pump” preceded the roundtable discussions. 

The Symposium began with welcoming remarks from Carolyn Clancy, MD, Connie Curran, EdD, RN and Phil Huang, MD, MPH. Dr. Clancy, Director of the Agency for Healthcare Research and Quality discussed the current status of the Agency’s prevention and early detection efforts and applauded the efforts of the AHRQ prevention team. Agency highlights included the November 2004 Partnership for Prevention and AHRQ Stakeholder Meeting; and a partnership with The National Business Group on Health to develop an employers guide translating the Prevention Guidelines for utilization by benefit managers. Dr. Clancy noted the overarching question from the November 2004 Stakeholder meeting was, “how do we make findings from AHRQ’s work more relevant and useful to stakeholder needs” and emphasized the importance of creating a business case for quality care.

Dr. Curran, Executive Director of C-Change welcomed the participants with an overview of C-Change (formerly the National Dialogue on Cancer) and its leadership structure. The C-Change sponsored National Summit on the Prevention and Early Detection of Cancer held in September 2003 brought together more than 120 cancer prevention and early detection experts from the public, private and not-for-profits sectors. C-Change’s focus this year is applying what “we” know and raising the bar for new discoveries. 

Dr. Huang, Chief Medical Officer of the Chronic Disease Prevention/ Health Promotion Unit in the Texas Department of State Health Services and Chair of the C-Change Prevention and Early Detection Team, welcomed the participants and acknowledged the outstanding partnership between C-Change and AHRQ in the development of the symposium with the potential being great to move prevention and early detection forward. Dr. Huang restated the symposium objectives with a call to action to be bold and strategic in the participant discussions today.

A condensed overview of the Symposium presentations follows.

Dr. Steve Taplin and Dr. Robert Smith provided brief presentations on the intersection of the prevention and business models. The highlights of these presentations centered on the fragmentation of the delivery system, the many levels in the process of care and establishing the business case to invest in cancer prevention and screening in the worksite. The critical steps in the process of care are identified as risk assessment, early detection, diagnosis and cancer/treatment.  Emphasis was placed on the importance of getting the appropriate people into the screening process along with the follow-through or transitions as persons move along the continuum of care. Facilitating people through the transitions in the process of care is equal in importance to providing the highest level of care and makes a difference in the outcomes. Connecting the layers of care delivery offers an opportunity to improve the quality of care. Two studies supported by the American Cancer Society, demonstrate that cancer prevention and early detection is relatively low cost; the cost of people with cancer is high; and employer and insurer investment in prevention and early detection makes financial sense. Actuarial facts can be used to make sound benefit decisions that support investing more in prevention and early detection. Challenges include the ability to deliver consistent, systematic, high-quality care and increasing utilization of covered benefits by employees. 

Dr. Steve Woolf and Dr. Ahmed Calvo offered insight into innovative models occurring in the healthcare delivery sector. Dr. Woolf highlighted the Robert Wood Johnson and AHRQ supported Prescription for Health program that funds practice-based research networks (PBRN) of primary care physicians for improving their effectiveness in health behavior counseling. The PBRN four health-risk behaviors targeted are poor diet, lack of physical activity, tobacco use and risky use of alcohol. Results from the Prescription for Health programs demonstrate the program has provided new knowledge about primary care practices including that they are appropriates places to foster behavior change. Dr. Woolf challenged the participants to consider a system re-design that builds integration across the physician, health plan, and community sectors and provides opportunity for behavior change to the consumer at every entry point into the system. The 5A’s (Assess and identify, Advise briefly, Agree to initiate stages of change, Assist to enact behavior change and Arrange for follow-up) model may provide the framework for system re-design. Dr. Calvo presented the Cancer Collaborative of the HRSA Health Disparity Collaborative. The Collaborative is systematically approaching the more significant diseases seen in the HRSA-supported community health center network and trying to improve the health center approach to cancer prevention and screening. Key lessons learned to date include:

· The health information technology demand is significant and critical for effective, systematic management of screening and preventive services. 

· Components of an integrated system are complex.

·  No matter how specific the screening or testing, the system fails if it doesn’t notify and move the patient through the process of care in a timely manner.

The CEO Cancer Gold Standard was the focus of the business sector innovation presentation. Gregg Stave, MD, JD, MPH introduced the CEO Roundtable’s Gold Standard for cancer benefit coverage. The Standard is comprised of five pillars and based on the prevention model. The pillars include tobacco use, diet and nutrition, physical activity, screening and early detection and access to quality treatment and clinical trials. The philosophy of the Standard is based on the desire to create cultural, normative change; assuring benefits align with policies that support social change. Measuring outcomes is an integral component of the Standard. The vision for the Gold Standard is:

· CEO’s adopt the standard for their organization and measure outcomes.

· Consumers and employees create a demand for adoption of the Standard within their organization.

· Health plans adopt the Standard for their employees and create a “gold standard benefit” product line. Plans promote adoption and track utilization of the standard among their members.

Six companies are in the pilot launch of the Gold Standard and have agreed to implement the five pillars. A Gold Standard web-site is expected to be operational in September 2005. Accreditation is in development with a November 1, 2005 application deadline for the 2006 accreditation cycle.

Jeffrey Fellows, PhD. discussed an insurance sector innovation that demonstrates the Return on Investment (ROI) to the health plan and the employer by implementing a 5A’s smoking cessation program. The study assumed the health plan covered all costs for the program. Within five years, the plan realized an incremental ROI of $830-$1120 per added participant. Employers and patients had the most benefit when reach and frequency in quit attempts is maximized  Perhaps most notable was the data that showed the greatest cost to the health plan is among recent quitters with a disease diagnosis and the greatest cost-benefit is smokers quitting when they are disease-free (healthy quitters). Smokers having a disease diagnosis along with healthy quitters are more likely to remain in the existing health plan. The incentive to the plan is to promote and support healthy quitters.

The roundtable discussions that followed the presentations through out the course of the symposium identified seven themes that cut across the three sectors and are critical to improving the delivery system. A synopsis of the key points for each theme follows:

Accountability: Over and under-utilization of cancer screening is a major concern and burdens the delivery systems. Cancer screening is beneficial and cost-effective when applied to the appropriate population. Screening services delivered too frequently or to populations with low prevalence for disease can become extraordinarily expensive. Systems are required that measure performance; the physician has to track and see the impact of their prevention and screening services. HEDIS measures should capture measurement reflective of prevention and early detection. Developing standards and achievable benchmarks for the physician with incentives is needed from the health plan. For example, cessation measurements could include whether smokers have used a cessation benefit; how many smokers are in the patient population at a given time and how many quitters has the physician helped over time.

Delivery Systems: The current delivery systems do not channel the highest risk and most hard to reach persons in the direction of receiving preventive services. Needed is an integrated systems approach that measures and monitors optimal performance of recommended guidelines and provides for greater dissemination of the guidelines. The system should educate the physicians on how to implement the preventive services and motivate the patient to seek out and value the preventive services.  ROI models should reflect the required capital and physical plant investment needed when implementing a new or different screening protocol. Cross-disciplinary systems providing for an environmental and cultural approach with integrated, citizen-centered care must be built among the three sectors. A simplistic, clinical model is not enough for broad, systematic change in prevention to occur. Needed is a holistic approach with the business sector at the lead to craft policy and environmental change. Employer’s focus should be on improving and maintaining the health of its current workforce; delivery systems need to assess the health status of the employee population and individual and determine how the health status directly relates to the employer’s ability to compete, produce and perform.
Standards of Care: Cancer prevention and screening recommended guidelines are not consistently covered by benefit plans; there is room for improving coverage. Standards for quality need to assess the ability to reach the high-risk, underserved populations. Physicians are powerful agents of change and require assistance to capitalize on this role. More and better standards are necessary and should be developed based on the best information available. A recommended best practice is moving “defect management” as close to the patient recruitment moment as possible. Standardization of benefit description and definitions is needed for human resource departments and benefit managers with a step by step guide on how to implement the benefit.

Information Technology: There is a significant and critical need for investment in health information technology (HIT). Current IT utilization is primarily based on a business model. New systems supporting a clinical care model are required and must be built to support large, population-based data collection and management. Integrated use of the electronic health record is a priority. NCQA’s physician office link is a model for integrative health information technology along with the Veteran’s Administration electronic medical record system. Major health purchasers such as CMS may need to help drive these changes.  Recommended is the inclusion of the IT sector in future discussions of healthcare delivery improvements.

Integration: Strong communication of screening and prevention guidelines and parameters to the employer, provider and the patient are important in balancing over and under utilization issues and urging people to action. The business, insurance and care delivery sectors need to determine how to work together to create the systems to assure that cancer screening is provided to the appropriate populations at the appropriate times with appropriate follow-up. Establish best practices in the prevention and screening areas that are appropriately utilized and model these practices to increase utilization for under-used services. It is unreasonable to expect everybody to do everything; algorithms are needed that set priorities.  For example, IT systems and electronic records might be used to prompt the care provider on the top three to five priorities for patient care.

Leadership: The CEO has the capability to set the standard for creating the demand for better measurement, accountability and delivery of prevention and early detection services. The business community drives public policy, transforms cultures and norms and is the entity that impacts individuals across the life-span. Business should focus on the communities their lowest wage-earners reside in to determine if the community supports the desired behavioral changes. From a benefits perspective, the CEO builds the marketplace for cessation and other program services. The physician hasn’t demonstrated leadership in promoting preventive services and behavioral therapies. The physician needs to know it (smoking cessation) is a worthwhile endeavor and to be aware of the short and long-term impact. The health plan can take the lead to increase accountability and measurement. Suggestions include adding cessation to the physician report card with metrics for referrals and quit rates. There is alignment and interest across the sectors to improve delivery systems. Representatives from information technology, labor unions and marketing/communication should be included in future deliberations.

Marketing and Communication: Dissemination of information and frequent communications with business leaders regarding the cost-benefit and ROI of cancer prevention and screening services is needed. Benefits and programs must be highly promoted, accessible and have real and perceived value to the employee/consumer. Communication strategies and messages about prevention and screening must be uniform, frequent and consistent across the sectors. Desired behaviors should be marketed heavily.

Symposium participants were requested to provide specific recommendations for C-Change and its partners to consider. Suggested areas for action include:

Accountability

· Revise HEDIS measures for relevancy to important health outcomes issues not currently measured.

· Develop guidelines for employers and health plans identifying when services should not be provided and denial in payment is justified.

Delivery Systems

· Create a team science/systems approach to focus on a particular problem such as decreasing the rate of tobacco use. Define who needs to be at the table to design a health care delivery system that delivers fully integrated care around the issue. The focus is on engineering a system-based solution through a cross-disciplinary approach. Model this approach after the CMS and NCI collaboration that is finding solutions for funding new research and translating existing research into practice

· Provide the leadership to convene groups not traditionally in the same room together. The groups share common ground from a systems perspective for developing models that solve the problems and benefit each other. Groups include labor unions, CEOs, researchers, regulators, health care workers, insurance, etc. Clarity in goal-setting is required and the suggested goal is maximizing the rate of smoking cessation, breast, colon and cervical cancer screenings. 
Information Technology

· Promote information systems that support a clinical care model including integrated use of the electronic health record. Working with major health purchasers such as CMS may be needed to help drive these changes.  
Standards of Care
· Promote the adoption of the CEO Gold Standard by major health plans and employers. The Gold Standard becomes the “must have” benefit plan for employers.

· Develop a supply-side of evidence-based implementers of preventive benefits (Insurance brokers and consultants, third party administrators, health promotion vendors, public health departments and voluntary organizations). 

· Assign recommended eligibility and interval criteria for every clinical guideline of the USPSTF with an A or B recommendation. Also provide what is needed to assess the quality of the service.

· Translate research into practical, useable tools and steps for the employer, health plan and clinicians.

Integration

· Use a consistent model such as the 5A’s model to develop strategies for a systematic, integrated approach to behavior change issues.

Marketing and Communication

· Promote the development and packaging of compelling ROI data related to cancer prevention and early detection and promote dissemination to key decision makers including corporate CEOs. 

In conclusion, the challenge is to change what we know about preventing cancer and minimizing late-stage diagnosis into what we do on a daily basis in the delivery, health plan and corporate sectors. This challenge is exacerbated by a health care delivery environment that is fragmented across these sectors. The re-design of health care delivery requires a systems-thinking, fully integrated approach.

Any one of these recommendations developed and implemented to its fullest capacity will have a significant impact on improving the health care delivery of cancer preventive and early detection services. More importantly over time, many cancer diagnoses and diseases will be prevented or captured at a very early stage requiring less complex care.

Next steps include C-Change and AHRQ preparing a concept paper to create systemic change in the delivery of cancer preventive and early detection services. Symposium participants and other partners will be invited to develop the action plan and implement the steps necessary to impact improved delivery of cancer prevention and screening services.

Welcome, Introductions, Meeting Goals

More than one-third of all cancers are related to modifiable lifestyle factors that include lack of physical activity, inappropriate dietary practices and tobacco use. Appropriate screening can lead to early treatment and an increase in survival rates. Although scientific evidence demonstrates effectiveness of many preventive services and the United States Preventive Services Task Force (USPSTF) has released twenty-one recommendations regarding screening and counseling, gaps in the delivery of appropriate services persist.  

To further promote quality and appropriateness in the delivery of cancer prevention and early detection services, The Agency for Healthcare Research and Quality (AHRQ) and C-Change co-sponsored the symposium, “Making the Business Case to Improve the Delivery of Cancer Preventive and Early Detection Services: Strategies from Business, Insurance, and Healthcare Delivery Sectors”.  Approximately sixty leaders representing the public, private and non-profit sectors convened in Washington, DC on May 19, 2005 to discuss and determine key strategies for effective changes in healthcare delivery systems supporting cancer preventive and early detection services. The multi-sector leaders represented business, insurance, healthcare delivery and government organizations.

The symposium had three primary objectives:

· To provide a venue where knowledge transfer occurs among the business, healthcare delivery and insurance sectors

· To identify each sector’s role for improving the delivery of prevention and early detection services

· To provide opportunity for collaboration among these three sectors

The symposium highlighted innovations through brief presentations by individuals representing the three sectors followed by roundtable discussions among all participants. The routable discussions focused on needed actions for enhancing the delivery of recommended cancer prevention and screening services. Participants were asked to consider the following:

· What innovative approaches are you pursuing in cancer prevention and early detection?

· What other promising efforts have you considered pursuing or are familiar with?

· What are the “push” factors that cause you to pursue such efforts?

· What are existing barriers?

· What strategies can be used by you or other stakeholders to overcome barriers and improve cancer prevention and early detection?

Key findings of the symposium will provide guidance for future strategic direction of the C-Change membership.

The Symposium began with welcoming remarks from Carolyn Clancy, MD, Connie Curran, EdD, RN and Phil Huang, MD, MPH. Dr. Clancy, Director of the Agency for Healthcare Research and Quality discussed the current status of the Agency’s prevention and early detection efforts and applauded the efforts of the AHRQ prevention team. Agency highlights included the discussion that knowledge generation through research must be closely linked to making that knowledge useable and actionable at the point of patient care; AHRQ’s sponsorship of the USPSTF supports a strong focus on moving research into practice; highlights of the November 2004 Partnership for Prevention and AHRQ Stakeholder Meeting; and the partnership with The National Business Group on Health to develop an employers guide translating the Prevention Guidelines for utilization by benefit managers. Dr. Clancy provided a summary view of the November 2004 Stakeholder meeting noting the overarching question was, “how do we make findings from AHRQ’s work more relevant and useful to stakeholder needs” and emphasized the importance of  creating a business case for quality care. Dr. Clancy closed her remarks with a focus on the Symposium desired outcome of improving the delivery of cancer prevention and early detection in the healthcare sector by involving the business, healthcare delivery and insurance sectors and insuring the efforts of each sector integrates with and reinforces the other.

Dr. Curran, Executive Director of C-Change welcomed the participants with an overview of C-Change (formerly the National Dialogue on Cancer) and its leadership structure. From the inception, C-Change has emphasized the importance of prevention and early detection in reducing cancer morbidity and mortality. The C-Change sponsored National Summit on the Prevention and Early Detection of Cancer held in September 2003 brought together more than 120 cancer prevention and early detection experts from the public, private and not-for-profits sectors. The Summit’s theme was moving from dialogue to action; walking the talk. That is, how do “we” optimize and apply the things we already know? Dr. Curran suggests we haven’t done the easy things right with respect to evidenced-based prevention and early detection. The things we already know could take us a long way in preventing cancer if they were applied effectively. C-Change’s focus this year is applying what we know and raising the bar for new discoveries. 

Dr. Huang, Chief Medical Officer of the Chronic Disease Prevention/ Health Promotion Unit in the Texas Department of State Health Services and Chair of the C-Change Prevention and Early Detection Team, welcomed the participants and acknowledged the outstanding partnership between C-Change and AHRQ in the development of the symposium with the potential being great to move prevention and early detection forward. Dr. Huang provided additional insight into the C-Change Prevention Summit noting the 120-plus participants were divided into 7 workgroups that identified 21 persistent barriers, 39 priority strategies and 112 action items. A recurring theme, during the Summit was the tragedy of the discrepancy between what we know and what it is we are doing to make improvements in prevention and early detection. Dr. Huang commented on the needless deaths that occur due to the gap between knowledge and applying the knowledge in practice. One of the top priorities to come from the Summit was working on system changes across the private and healthcare sectors. The symposium partners identified the unique opportunity to bring together the business, healthcare and insurance sectors. Dr. Huang restated the symposium objectives with a call to action to be bold and strategic in the participant discussions today.

Larry Bartlett, PhD, Director of Health Systems Research introduced himself as the facilitator of the symposium. He emphasized that the most important part of the meeting is the bringing together of the three sectors (Business, Insurance and Healthcare Delivery Systems) and that the participants in the room represent an incredible wealth of knowledge, expertise and experience. At this point, participants introduced themselves and identified the organization they are representing. The list of attendees can be found in the appendix of this report. Dr. Bartlett reviewed the revised agenda highlighting the brief presentations focusing on the intersection of prevention and the business model and the business, insurance and delivery sector key innovations and strategies. He emphasized that the presentations from the various sectors will “prime the pump” for interactive dialogue with participation across the three sectors. This format provides ample opportunity for discussion and identification of cross-cutting strategies and promising next steps. 

Prevention and Business Model Intersections

Process of Care

Stephen Taplin, MD, MPH, a senior scientist at the National Cancer Institute and formerly with Group Health Cooperative where he worked in research and clinical practice with the responsibility for translating research into clinical practice, provides an overview on the process of care. The theme for his remarks focuses on how we change what we know into what we do. He states that we already know quite a bit in the area of early detection and points to four cancers that account for most of the mortality and incidence of cancer within the U.S. They are lung, breast, prostate and colon cancers. These cancers have been reasonably stable in recent years with a slight decline in mortality in some areas. Apparent differences by race and socioeconomic status contribute to a much greater disease burden among the low income populations. 

 We know what accounts for most of these four cancers. Smoking causes lung cancer and contributes to 30% of cancer deaths yet people still smoke. Smoking rates vary greatly by States with a low of 12% of Utah adults and a high rate of 31% of adults in Kentucky smoking (source 2003 BRFSS; www.tobaccofreekids.org ) Dr. Taplin posed the questions: “Why do the rates vary by states?”; “What is it about those states and the people within the states that contribute to the variation?” He then pointed to systematic changes that occurred in many of the states with lower smoking rates such as California and its persistent work in counter-marketing and media campaigns. These campaigns demonstrate effectiveness and have contributed to a significant reduction in smoking rates. Also noted, is data that reflects seven of eight studies where an increase in the price of cigarettes had a direct impact on the reduction of smoking rates. Dr. Taplin continued by presenting research that supports the effectiveness of reminder systems and provider education in increasing the attempts to influence smokers. Not only do we need to talk about stopping smoking there needs to be systematic approaches in place to make individual changes in behavior occur. We know there are things that can be done to reduce smoking.

Mortality rates can be reduced through effective screening as seen through randomized trial data with breast and colon cancer. Additional observational population studies demonstrate reduction in cervical cancer with effective screening in place. We know we can reduce cancer morbidity and mortality by reducing and preventing smoking, and encouraging breast, cervical and colon cancer screening. 

Dr. Taplin presented the complexity of providing care in a delivery system that functions on many levels that include the physician, nurses, the patient and his/her agenda and the family. How does the practice setting support the physician in their quest to help the patient maintain or re-gain good health? Is there a reminder system in place? Does staff understand and support the physician’s efforts to improve the health of patients?

Layers of Care Delivery

↓

Community Level

↓

Plan or Medical Group Level

↓

Practice Setting or Medical Group Level

The levels of complexity in the delivery of quality care are further influenced by the Health Insurance Plan. How does the Plan support the work of the physician? Is there a context for quality or is the Plan solely focused on productivity? What does the Community want and what structure exists for the Community to put pressure on the Plan to do the right thing? 

The layers are complex and can be broken into four major categories or critical steps in the process of care with significant emphasis on detection. The major categories are: 

Risk assessment → Early Detection → Diagnosis → Cancer/Treatment

Screening is important in the process. Just as significant is getting the right people into the screening process and the follow-through or transitions as persons move along the continuum of care; assuring if an abnormality occurs in the screening the patient goes for a diagnosis and receives appropriate treatment. Facilitating people through the transitions in the process of care is equal in importance to providing the highest level of care and is shown to make a difference in the outcomes. Dr. Taplin referenced two studies published in the Journal of the National Cancer Institute where 50% of the breast cancers and 50% of cervical cancers in HMO’s where coverage was available did not make the initial transition from screening and 40% of cancers occurred in people where the test failed. The first two steps in the process of care (risk assessment and early detection) are critical and improvements in these steps are necessary and will have the biggest impact on quality.

Today we need to think about the setting in which the practice of care occurs. We have people from the practice setting, from insurance plans, CMS (Centers for Medicaid and Medicare Services); those who are setting up the environment where the care takes place. Also, there are people from the community who are helping fund care and want to know what they are getting for their investment and are in a position to help improve the system of care. Connecting the sectors (layers of care delivery) offers an opportunity to improve care.

Establishing the Business Case: Cost of Cancer in the Workplace

Robert Smith, PhD, Director of Cancer Screening at the American Cancer Society addressed the cost benefit of cancer prevention and early detection in the worksite. He introduced two separate studies the American Cancer Society initiated in partnership with the Lewin Group and Milliman USA. The study designs stepped away from the conventional approach normally taken by the ACS which is to look at the societal benefits of cost-effectiveness and “do the right thing” and focused on the impact to the Company’s bottom line from implementation of prevention and early detection screening strategies. 

Results from both studies demonstrate the following:

· Cancer prevention and early detection is relatively low cost 

· The cost of people with cancer is high

· Employer and insurer investment makes financial sense

· Commitment and tools for change were needed

The economics of cancer control looked at the medical costs for prevention and early detection; the medical, disability and death benefit costs of people with cancer; the hard return on investment (ROI) as diminished medical costs and disability and health benefits; and the full ROI as productivity gains and improved health. The traditional business approach asks, “what is my outlay in terms of insurance cost to provide prevention and early detection services”. Costs can be expressed in the same way by looking at the per member per month costs (PMPM) that are incurred as a result of employees not using the full benefit of prevention and early detection services.

The Lewin Study looked at three different colorectal cancer screening strategies that follow the ACS guidelines supporting the choice of fecal occult blood testing (FOBT), flexible sigmoidoscopy, a combination of FOBT and flexible sigmoidoscopy, barium enema or colonoscopy. The question to be answered is, “what is the impact on the insurance company or purchaser’s bottom line in fulfilling the ACS guidelines”. Measurements included real-life scenarios such as demographics, current screening rates, upfront costs and down-stream costs including complications and treatment. Medicare payments were used to model costs. The study also took into account the varied insurance rates that occur across plans. A transition state model was utilized. The results showed that colonoscopy at ten year intervals was about $.11 cents less PMPM than flexible sigmoidoscopy and FOBT. Dr. Smith points out that both FOBT and sigmoidoscopy , done annually demonstrate false positives and/or true positive findings that need to be followed up with a colonoscopy. The long view supports colonoscopy as the better investment providing the greater impact on morbidity and mortality rate reduction than the annual tests.

The study then compared the cost of colonoscopy with that of mammography screening. The findings demonstrate an annual screening mammography costs approximately $.75 PMPM compared to colonoscopy which is about $.55 PMPM. Interestingly, society accepts one form of screening as worthwhile and a good investment which is more expensive than other screenings such as colonoscopy. Dr. Smith also mentions the potential of competitive disadvantages among insurance companies who offer colonoscopy compared to those companies that do not provide the benefit. He suggests mandated benefits provide a level playing field across insurance companies.

The Milliman study conducted for the ACS looked at the actual cost to an employer for promoting cancer prevention and early detection across lung, breast, prostate and colon cancers and the disability and life insurance costs for not supporting the recommended prevention guidelines. Data from more than 1 million lives across large health insurance plans nationwide was reviewed and standard actuarial methodology was used for insurance costs. The cost of current compliance with recommended prevention and screening guidelines is about $4.60 PMPM for the four cancer screening tests. Compliance at 100% raises the PMPM to approximately $7.00. Short and long-term disability costs, as a result of later stage diagnosis were also part of the calculation. The data reflect people with cancer cost a lot of money and medical costs per month for people with cancer is significantly higher than average medical costs, even greater than maternity costs. The PMPM medical cost savings due to prevention and early detection was $1.40 for full adherence; disability insurance savings were $1.70 PMPM. Employers recover most initial medical costs of prevention and early detection reflecting net medical costs of about $.35 PMPM. With incremental increases to 100% compliance of prevention guidelines the following can be realized:

· A decrease in cancer mortality by 24 lives per year per 100,000 employees

· Decrease incidence in cancer by 23 lives per year per 100,000

· Productivity gains

· Improvement in health status

Dr. Smith concluded his remarks by noting that actuarial facts can be used to make good benefit decisions that support investing more in prevention and early detection.  Challenges include the ability to deliver consistent, systematic, high-quality care and increasing utilization of covered benefits by employees. Employee benefits can be used effectively against cancer morbidity and mortality that benefits the employer and the employee.

Discussion

A robust discussion among the symposium participants followed these presentations. The discussion, facilitated by Larry Bartlett, focused around the following key themes:

Accountability

Delivery Systems

Standards of Care

Information Technology

Integration
Challenges and considerations organized by these themes are highlighted below. There is considerable overlap and opportunity for integration among the five themes.

Accountability

· Many times prevention is discussed as true or not true (prevention is good to do and it’s inexpensive). Screening is good and cost-effective when applied to the appropriate population. However, screening services delivered too frequently or to populations with low prevalence for disease can become extraordinarily expensive. The data presented are based on optimal assumptions. Unfortunately, some of the screening and prevention occurring is not based on the recommended guidelines and is very wasteful and unproductive.

· Effective prevention delivered effectively is required. The biggest quality problem in prevention is excess service delivery which pulls resources away from delivering services to the populations at greatest risk and most difficult to reach. An example was provided from an HMO where 8% of the women who had not been screened in the past five years or longer for cervical cancer experienced 62% of the invasive cervical cancer diagnosis. This HMO meets 100% of the HEDIS standards.

· There is a huge untapped value in focusing on primary prevention and the behavioral antecedents to cancer (tobacco, obesity, physical inactivity, etc) vs. secondary prevention which can be defined as early detection. 

· Does it cost more to a delivery system to get from a screening rate of 75-80% (imposed glass ceiling) to 80-85%? Is it possible to get beyond the glass ceiling without incurring steep, increasing costs? 

Delivery Systems

· An issue for Fortune 500 companies is how to structure the delivery system for providing prevention services. The company recognizes the value and effectiveness of the services however transition issues across the process of prevention service delivery care are lacking. Educating the physician, employer and employees in how to use the services and follow the established guidelines is required.

· What is needed is a systems approach that measures and monitors optimal performance of recommended guidelines and may include regulation of services along with greater dissemination of the guidelines.

· The 15% of GDP (gross domestic product) spent on healthcare is not restricted to inappropriate utilization of preventive services. Over and under utilization of services is a problem across the spectrum of medical services and care delivery. System re-designs are needed for the entire health delivery system. We should think beyond prevention and early detection services and ROI costs when discussing system re-design.

· Our delivery system doesn’t channel the highest risk and most hard to reach persons in the direction of receiving preventive services.

· How do we create a system where the consumer sees value in seeking out and receiving the services? How do we motivate the consumer to take action on a personal level?

· When accepting and changing different technologies for screening (colonoscopy vs. flexible sigmoidoscopy) financial consideration needs to be given to changing the current state of screening. What is the required capital and physical plant investment needed for the change and who has the skill set to provide the “new” screening protocol? These costs are traditionally not represented in ROI models.

Standards of Care

· A soon to be published 2001 study of large employers reflects 60% cover colorectal screening but less than 10% provide for comprehensive tobacco counseling and cessation coverage, demonstrating there is significant room for improvement in benefit coverage from large employers.

· How do we reach those not using the services? What are the incentives to reach the under-served? Standards of quality care may be of greater value if they measure whether health plans have reminder systems and give providers information regarding their delivery of quality care. These may be the standards needed to measure quality and reach the people that are not receiving preventive and early detection services.

· Coverage is still an issue. Basic coverage for tobacco cessation is provided in 1 in 20 of the largest employers today with declining coverage rates when factoring in co-payments, deductibles or co-insurance. The Guide to Community Preventive Services demonstrates that out of pocket costs are a barrier to utilization of preventive services and screening. There is a four-fold increase in quit attempts and quitting when people don’t have out of pocket expenses. Large employers are receptive to providing recommended guidelines when provided the cost benefit information. They are “market makers” and can set the tone for establishing coverage baselines.

· Role of the physician as a change agent is very important and a physician recommendation is a motivator for patients to seek preventive services. How do we make it easier for physicians to do their jobs; especially in following the guidelines?

Information Technology

· Need for investment in health information technology (HIT) is critical. NCQA’s physician office link is a standard for integrative health information technology supported through The Bridges to Excellence Program. This provides a model for investment. There is also a need for consumer electronic participation.

Integration

· Models of utilization vs. practicality that exists are impacted by the guidelines. Strong communication of screening and prevention guidelines and parameters to the employer, provider and the patient are important in balancing over and under utilization issues and to urge people to action.

· We need to determine how the business, insurance and care delivery sectors can work together to create the incentives to assure that cancer screening is provided to the appropriate populations at the appropriate times with appropriate follow-up.

· Some areas working well seem to be driven by consumer demand and promotion. Can we look at best practices that exist in the areas that are working well and ask what we need to do to get utilization increased for under-used services. 

· Two of the most important elements for successful, effective worksite health promotion programs are top management support and incentives for involvement however benefits managers and medical directors may have little control in top level support. The CEO needs to know the research and value behind preventive services. It is reported, one CEO states he spends less than 30 minutes per year on healthcare and all he hears is how much it will cost the company

Moving Implementation Forward: Sector Innovations & Strategies

Healthcare Delivery Sector Innovations

Steven Woolf, MD, MPH a professor of Family Practice, Preventative Medicine and Community Health at Virginia Commonwealth University discussed primary and secondary prevention by introducing the Robert Wood Johnson Foundation’s (RWJ) Prescription for Health program. Prescription for Health is a five year project funded by RWJ and AHRQ. The mission of the program is to identify, test, evaluate and disseminate effective strategies for primary care clinicians and practices to help their patients be healthier by targeting four behaviors that are the leading causes of preventable disease, disability, healthcare burden and premature death in the U.S. The website address is www.prescriptionforhealth.org. 

Grantees are practice-based research networks (PBRN) and referred to as Innovators. PBRN networks are primary care practitioners located around the U.S. that make their practices available to conduct studies. The network represents millions of lives and very diverse populations and provides the opportunity to test quality improvement strategies in the primary care setting. 

Dr. Woolf went on to explain the initial round of funding supported seventeen PBRN with a focus on improving health behavior counseling. The four health-risk behaviors that are the primary target of the program include poor diet, lack of physical activity, tobacco use and risky use of alcohol. 

Dr, Woolfe referenced strategies used by primary care clinicians to improve their effectiveness with health behavior counseling such as using technology, health coaching, goal setting and developing office systems. Projects funded by Prescription for Health vary in scope, populations and targeted behaviors. Two project overviews were presented.

The Alabama PBRN combined an information technology (IT) solution and a human solution to improve behavior counseling. PDA software and programs were developed to guide clinicians in using the 5 A’s model to counsel patients on tobacco use and obesity. Community health advisors provided educational outreach with patients to follow-up and support them in their behavior change efforts.

The ACORN project, located in Virginia developed an interactive and integrated website for primary care practices to use with patients. The website provides the capacity to schedule primary care appointments; learn more about healthy behaviors and programs in the community; and links to the CDC and other educational websites.

In summary, Dr. Woolfe mentioned the following:

· The July-August issue of The Annals of Family Medicine Journal Supplement presents results from some of the Prescription for Health projects.

· Prescription for Health has provided new knowledge about primary care practices and their ability to foster behavior change. These practices are the appropriate place to effect change regarding the targeted health behaviors and numerous research opportunities exist for further exploration.

· The IOM report Crossing the Quality Chasm reminds us that systems are designed perfectly for the results they get and that current care systems can’t do the job but changing current systems will work. Dr. Woolfe challenged the participants to think about how the cross-cutting relationships between the business, insurance and delivery sector can effectively change systems of care.

In closing, Dr. Woolfe referenced an upcoming article where the Prescription for Health project initiatives were put into an integrated system model built around the 5A’s (Assess and identify, Advise briefly, Agree to initiate stages of change, Assist to enact behavior change and Arrange for follow through). He suggests that the system re-designs needed for health behavior change requires that the clinician, health plan and community delivery systems put into place integrated practices, across the sectors, so options for change are available to the consumer at every entry point.

Ahmed Calvo, MD, MPH, FAAFP, Chief of Clinical Quality Improvement at HRSA (Health Resource Services Administration) introduced the Cancer Collaborative in the context of the HRSA Health Disparity Collaboratives. The Collaboratives are systematically trying to approach the more important diseases that are being seen in the HRSA-supported community health center network. The Health Disparity Collaborative is a national partnership among various federal agencies. The website for this project is www.healthdisparities.net. 

The HRSA-supported health centers focus on providing competent, quality care that is culturally sensitive and meets the needs of the underinsured, isolated and special populations. The Collaboratives reside in the Bureau of Primary Health Care at HRSA serving about 14 million people. One of the goals of the Collaborative is to improve screening and follow-up with the health center patients. Dr. Calvo described the Collaborative pilot model which began with 21 health centers. This model was guided by the chronic care work of Dr. Ed Wagner. The Collaborative model began with diabetes and cardiovascular disease and now has evolved into a generalized model that includes cancer. 

The Collaboratives are trying to improve the health center approach with respect to cancer prevention and screening and are focused on a systematic implementation of evidenced-based medicine. 

The lessons learned in the cancer pilot include the following:

· Providing every patient at 100% of their encounters with 100% systematic documentation of their screening creates a health information technology demand on the organization that must be addressed to assure a systematic, effective process is in place.

· Complex components are required which include clinical information systems, decision support systems, the delivery system, self management goals and an alignment of the community and resources that supports an informed, activated patient with a prepared, pro-active clinical practice team. 

· If the system doesn’t notify or move the patient into care in a timely manner, failure in the system occurs no matter how sophisticated or specific the testing methodology is. The transitions along the process of care continuum are potential areas for a breakdown in care.

. 

The principles of the planned care model that evolved from the Collaborative include:

· Changing the care for every patient requires complex tracking that provides evidence of improvement.

· There is a need to use existing, rigorously tested clinical and behavioral interventions.

· Care teams need to be empowered to make changes.

To demonstrate good clinical care of the patient, Dr. Calvo used the analogy of a track relay race noting that a baton moves faster around a track with a relay “team” than by a single runner. The key is making sure the relay team runner passes the baton forward or the system fails. The cancer care system needs to make sure it does a very good job at screening and follows through timely and effectively with treatment, if needed.

Measurement is critical and is being demonstrated by the Collaboratives in various ways. The context of the Collaboratives continues to evolve with continuous inter-connection occurring between the health care centers. Next steps include a deeper evaluation of the potential and processes of the Collaboratives model.

Discussion

To open the cross-cutting discussion focusing on improving the practice setting, Dr. Bartlett asked Drs. Woolfe and Calvo if there are similarities and compatibility between the 5A’s model and the chronic care/planned care model. Dr. Calvo responded they can be synergistic but points to the “impatience” of the community health centers; they want to “get things moving” and are not focused on randomized, control studies. The health centers want to try as quickly as possible what has previously been studied. Dr. Woolfe states the models are essential and fundamental to each other. Models for excellent chronic care require similar infrastructure and systems as preventive care models. Implementation of the 5A’s is desired however the care system needs to be changed to provide for easy and effective use of this tool (and other tools) by the primary care doctors. Information systems and reminder systems are examples where change can occur to support utilization of the 5A’s. 

The facilitator invited other participants to join the discussion. Questions for consideration include:

· What is it we are trying to change? 

· Do we need to change health plans, employers, purchasers or delivery systems? 

· What is the ideal, best practice? 

Once again, discussion focused around the themes of accountability, delivery systems, standards of care, information technology, and integration. As expected, there is overlap and opportunity for integration among the five themes. Highlights of the discussion are presented below.

Accountability

Discussion regarding accountability included the need for measurement. The physician has to be able to track what he/she is doing and to see the impact of their efforts. 

Systems need to be put into place that measure the right thing. HEDIS measures have had a significant impact on accountability however current HEDIS measures don’t capture what is important for prevention and early detection. An example provided is that there is no measurement for tobacco cessation or healthy nutrition. Due to the lack of HEDIS measures in prevention, the issues tend to be ignored and the underlying message is “nobody gets sued or loses their license or customers because they don’t provide tobacco cessation”. 

Performance evaluation is also an area of need. However, to evaluate performance the denominator must be identified. The denominator changes based on the delivery system (HMO’s, Veteran’s Administration, HRSA etc.) thus challenging the development of a totally integrated health system. 

It was suggested that the CEO group sets the pace for creating the demand for improved measurement. How does the CEO or Company know what they are getting and paying for? Where is the measurement? Can the CEO group demand better measurement and delivery of prevention and early detection services?

Delivery Systems

Re-occurring throughout delivery system discussions was the belief that we know what to do to improve cancer prevention and early detection. Many times the ability to “do the right thing” is dependent upon the delivery system the physician resides in. 

An example of a system change that assists the physician in “doing the right thing” is the integration of tobacco telephone quitline counseling, that exists in most states, into primary care practices to reduce the physician’s time burden. The doctor initiates three of the 5A’s (Ask, Advise and Assess [these are slightly different from the previously mentioned 5A’s]) and then refers the patient to the quitline counselors. Health plans, employers and insurers need to link to these services to provide low or no-cost support. Key components to facilitate the delivery system change included new leadership and executive direction. Leadership recognized that the health plan’s ability to be productive was continuously impaired by a silo, non-integrated approach. A systemic approach for addressing health disparities and gaps in care is demonstrated in the emerging Puget Sound Health Care Alliance. This is a forum for businesses, purchasers, brokers, providers and professional organizations to deal with coverage decisions and other issues from a community perspective. 

It was suggested that the critical area for change resides in the business sector not with the individual physician. The corporate medical director, in the private sector does not own the role of policy maker, change agent or innovator. Required is a holistic approach that looks at the “big picture” and pursues system-wide environmental and policy changes within the corporate setting. A simplistic, clinic model is not enough for broad systematic change in primary prevention to occur.

Supporting the need for a holistic approach, it was noted a successful 5A model needs other systems in place that are supportive of the primary care physician. Such as, support for nutrition counseling, supportive school environments, accessible grocery stores, healthy and safe community environments and supportive worksites. Cross-disciplinary systems providing for an environmental approach and integrated, citizen-centered care can and must be built among the three sectors. 

Standards of Care

(This also closely relates to the Accountability discussion above.)  A recommended best practice is moving “defect management” as close to the recruitment moment as possible. This requires systems that track the patient’s initial physician encounter through the desired test or outcome. An existing tracking system demonstrated that adherence increases from 30-40% to a high of 65% when the patient receives two follow-up calls prior to completing the procedure. 

Standards must to be based on the best information available to measure how well the system is performing. More and better standards are necessary.

Information Technology

Generally, it was agreed that integrated information technology is lacking in most delivery systems. Current IT models are built on a business model (billing, scheduling) not a clinical care model. Current IT systems are not able to support large, population-based data collection and management and new system designs must support aggregate population-based data that can drive the individual clinical patient encounter. It was recommended that IT be represented in future meetings and discussions on healthcare delivery improvements.

An example of an integrated electronic system was provided by the Veteran’s Administration. The VA uses electronic medical records (EMR) for 6 million vets at 157 major medical centers. The EMR is tied with clinical reminders and performance measures. One of the challenges of the EMR is the medical provider’s ability to respond to the vast number of clinical reminders and performance measures (physician bonus are linked to the performance measures). On the patient side, is the My Healthy Vet program being piloted in various locations. The program provides electronic medical record access, electronic scheduling of appointments and links to education on various disease conditions. Two significant problems continue to be access to the patient at an early stage and the continual bureaucracy breakdowns among supporting teams in the government system.

Integration

Integrated teams within and among sectors for quality improvement are essential. An example was provided where IT, disease management and human resources are all part of the same unit. Accountability now resides within the integrated group not among individual segments or silos.

It is unreasonable to expect everybody to do everything. Algorithms are needed that set priorities for patients. Electronic medical records and IT systems prompt care providers on the top three to five priorities for patient care.

Business Sector Innovation

Greg Stave, MD, JD, MPH, Director of Strategic Planning at GlaxoSmithKline presented the CEO Roundtable Cancer Gold Standard and challenged the participants to consider what their employer is doing in relation to the CEO Cancer Gold Standard. The CEO Roundtable process began with a challenge from President George H.W. Bush to “do something bold about cancer”. Development of the Cancer Gold Standard included fact-finding with data demonstrating early detection and prevention of cancer is cost-effective for the corporation. A task force was created to develop the Gold Standard. The task force was broad-based and included benefits managers, human resource experts, Governors and national cancer experts. Through the taskforce the Gold Standard was developed and is based on the prevention model (primary, secondary and tertiary). The five pillars of the Gold Standard are:

Tobacco Use: 100% tobacco-free worksite; no-cost health plan coverage for counseling 


and medication

Diet and Nutrition: environmental support of healthy food choices; access to counseling 


and weight control 

Physical Activity: sustain cultures that promote physical activity; eliminating barriers

Screening and Early Detection: support appropriate screening through benefit plans;


supportive environments and eliminating cost as a barrier to screening 


services.

Access to Quality Treatment and Clinical Trials: inform and promote clinical trials as a 


treatment option; benefit plans eliminate cost as a barrier for research 


participation; benefit plans provide access to approved cancer facilities 


and centers.

Key components of the Gold Standard include the desire to create cultural, normative change; assuring benefit plans align with the policies that support social change and measuring what is occurring.

There are six organizations in the “Gold Standard pilot” who have agreed to implement the five pillars. The ultimate goal of the CEO Roundtable is to have organizations recognize the Gold Standard as the “must have accreditation”. Collaboration and supportive systems are necessary for the complete implementation of the five pillars.

The vision of the CEO Roundtable is:

· For CEO’s to be aware of the Gold Standard, adopt it for their organization and measure progress. 

· That consumers and employees are knowledgeable of the Gold Standard and employees create a demand within their organization for adoption. 

· That health plans adopt the Gold Standard for their employees and create a “gold standard benefit” as a product line. Also that health plans promote adoption and track utilization of the Gold Standard among their members.

Gold Standard accreditation is in development. The three elements of accreditation include CEO affirmation and long-range commitment; documentation that the organization meets the standards established by the five pillars; and agreement to measure results. The initial offering for accreditation launches with the CEO Roundtable website scheduled to be operational in September, and a November 1, 2005 deadline for the 2006 accreditation cycle applications with notification in December.

Discussion

The discussion focused on the leadership role of business especially in driving public policy and transforming cultural and social norms. Evident in the discussion was the need for frequent communication with business leaders regarding the cost-benefit of effective cancer prevention and screening services. Key points of the discussion follow with participant recommendations as noted:

· Innovative ideas to move business along include a systematic and environmental approach to reduce obesity; incentives for physicians and employees to engage in healthy activities and demonstration projects across the life spectrum. What can business do for children, adolescents and retirees? An evidence-based benefit design project is underway that will have strong emphasis on health information systems and how to reward physicians that follow the evidence-based guidelines. This project also is looking at reducing waste and under and over-utilization of services. Recommendation: ROI is very important however a different financial model for healthcare benefits is needed. We need to look at the health status of the employee population and individual and how it directly relates to the employer’s ability to compete, produce and perform. Employer’s focus should be on improving and maintaining the health of its current workforce. 

· The community sector needs to be involved. Business leaders have tremendous opportunity to influence communities both legislatively and from a policy perspective. Recommendation: Business should be thinking about the communities that their lowest paid workers live in and whether the community environment supports the desired behavioral changes. 
· Waste in the U.S. health care system is huge when assessed on evidenced-based practices. The website www.nationmaster.com provides statistics on how countries line-up with respect to healthcare spending and health status. Recommendation: Cost-benefit data needs to be shared and available to CEO’s. The data will build momentum for CEO interest and involvement in adopting Gold Standard policies. A strategy for communicating ROI data is needed. 

· It was suggested that cost can be a useful incentive if used creatively and can increase screening compliance. Zero out of pocket costs has not led to 100% utilization of certain screenings. An example given is a Plan that stopped offering free cessation programs due to lack of member participation and reluctance for the employer to pay for the cessation product benefit.  Recommendation: Maintain the benefit and remove cost barriers for the employee, promote the availability of the benefit and put systems in place that bring the provider and the employee together. The evidence and science supports that cost is a significant barrier to utilization of prevention services.

· Labor unions should be actively involved with and knowledgeable of the Gold Standard. Recommendation: A suggested role for unions is to advocate for the adoption of the Gold Standard among the members they represent.

· The translation of science into public policy is slow and contributes to the market place creating and driving the demand for services. Two examples given were prostate cancer screening and spiral CT scans for lung cancer. 

Insurance Sector Innovation

Jeffrey Fellows, PhD, Senior Research Associate with Kaiser Permanente’s Center for Health Research discussed aligning benefits to improve delivery by demonstrating an ROI on smoking cessation. The business case model stems from years of Kaiser Permanente data and is available at www.businesscaseroi.org . The focus of the ROI is on the near-term results within five years of cessation. 

Three challenges for making the business case for smoking cessation existed:

1. A retrospective look at smokers via electronic medical records demonstrates they cost less money to the plan. This is because the “healthy” smoker has not experienced a catastrophic health event prompting them to quit. A recent quitter or former smoker in the medical record usually has experienced a recent health event prompting them to quit. The former smoker/recent quitter looks much more expensive to the plan than the smoker.

2. Spending money to get smokers to quit isn’t cost-effective for the Plan as the quitter may leave the plan before the ROI is realized.

3. ROI data was not available that showed the downstream financial benefits.

The demonstration study tested a 5A’s cessation program with or without the option of nicotine replacement therapy and telephone-based quitline compared to the existing 2A’s program. This was based on a longitudinal cohort of 200,000 plan members with known smoking status from 1997-98. The member’s status was tracked for five years. 

Findings from the health plan perspective for a 2A’s compare to “what could happen” with a 5A’s program, assuming no cost sharing for employers and the health plan foots the bill for the entire program, demonstrated a loss to the health plan in year one. However by year five there is an incremental ROI of $830-$1120 per added participant. The 5A’s program implementation costs range between $.20-$.80 PMPM with a net benefit of $1.50 to $2.00 per member. 

 From the employer’s perspective, ROI is recognized immediately. Employers and patients benefit the most when reach (NRT) and frequency in quit attempts are maximized. The greatest benefit to the employer was recognized with the inclusion of nicotine replacement therapy (NRT) however there was less benefit to the health plan. 

Health plan enrollment data demonstrates the greatest cost is among recent quitters with a diagnosis of disease and the greatest cost benefit is for smokers to quit while they are disease-free. The highest health plan dis-enrollment rates were among younger smokers who are not experiencing smoking-related illness, and consequently those smokers having a disease diagnosis are more likely to remain in the health plan. New quitters without disease are more likely to remain in the health plan, also.

In conclusion, the health plan enrollment data, cost benefits, data and the ROI data suggests that smoking cessation saves money for the employer and the health plan. Self-quitters who stay in the plan may be more costly because they are sicker than the healthy quitters who leave the plan. The incentive to the plan is to promote and support “healthy quitters”.

Discussion

The initial discussion centered on the questions, why is cessation only available in about 10% of health plans? The data is so compelling from employer, plan, and employee perspective. What are the barriers? The following barriers were presented by the participants:

· ROI and enrollment data is relatively new and not well disseminated.

· There is a historical exclusion of lifestyle related coverage among plans. Plans only cover pharmaceuticals by prescription and NRT is available over-the-counter.

· Employers need to create the demand for the benefit.

· Free counseling is available through state-sponsored quitlines. 

· Socio-economic gradients exist between senior level managers and workers (managers live and work in relatively smoke-free environments).

· Physicians do not believe cessation works or understand recidivism.

· Sustainability of cessation programs is not consistent. There has to be accountability and sustainable resources for cessation. 

Once again, the need for leadership or the lack of leadership took center stage in the discussion. Demonstrated leadership is required across the three sectors. The physician has not shown leadership in preventive services and behavioral therapy. It was suggested that many physicians do not believe cessation is a worthwhile endeavor in comparison to other therapies. The physician needs to know the short and long term impact of their cessation counseling or use of the 5A’s.

From the health plan perspective, leadership is needed to increase accountability and measurement. Suggested was adding cessation to the physician report card, increasing metrics for referral numbers and quit rates and providing measurements that demonstrate the physician did make a difference. Developing standards and achievable benchmarks for the physician with incentives is needed. Measurements could include whether smokers have utilized a cessation benefit; made a quit attempt; how many smokers are in the patient population compared to a period in time and how many quitters has the physician helped historically. 

Also mentioned is the leadership role health plans can have with the CEO Gold Standard. Health plans can adopt the Gold Standard and offer a benefit product to employers to help create and drive the demand for the gold standard.  Health plans can also enhance the outcomes data currently provided to the company. 

There is a need for standardization of benefit description and definition for human resource departments and benefit managers. Most companies would say they currently offer cessation because they pay for some FDA-approved prescription products. A step by step guide on how to implement the comprehensive benefit (e.g. what are policy issues and program definitions, who does counseling, what it is, is there credentialing, what are the CPT codes, etc.) is required. 

Health plans can better define the benefit and offer guidelines in developing workplace policies that reinforce the desired behavior. Benefits and programs need to be highly promoted, accessible and have perceived value by the employee or consumer. 

A question was raised regarding who is responsible and accountable for pursuing behavior change preventive action and whether we need to “medicalize” cessation and other behavior change services. Physician endorsement and repetitive messaging around the desired behavior is critical however the consumer (patient self-management) is the most important component. Since the majority of people are in the workplace, it was suggested the CEO is the primary leader who can create environmental, normative change. The CEO builds the marketplace for cessation and other program services. 

Cross Cutting Themes and Recommendations

The participants solidified the overarching cross-cutting themes from the Symposium presentations and discussions as follows:

Accountability

Delivery Systems

Standards of Care

Information Technology

Integration
Leadership

Marketing and Communication

Critical comments included there is obvious interest and alignment across the three sectors and a need for additional partners when considering engineering a systems change. Specifically mentioned for inclusion were information technology, labor unions and marketing/communication experts.

Leadership responsibility varies across the sectors with the suggestion that the CEO has the most direct access to large populations therefore the greatest opportunity to impact normative change. 

Patient self-management should be considered with system re-designs. Messages need to be uniform, consistent and frequent to minimize consumer confusion. The desired behavior must be marketed and environments are supportive of the desired behavior.

Dissemination of existing, supportive data such as the ROI information is a priority. 

Symposium participants were requested to provide some specific recommendations for C-Change and its partners to consider. Major suggested areas for action are:

Accountability

· Revise and add HEDIS measures for relevancy to important health outcomes issues not currently measured.

· Develop guidelines for employers and health plans identifying when services should not be provided and denial in payment is justified.

Delivery Systems

· Create a team science/systems approach to focus on a particular problem such as decreasing the rate of tobacco use. Define who needs to be at the table to design a health care delivery system that delivers fully integrated care around the issue. The focus is on engineering a system-based solution through a cross-disciplinary approach. Model this approach after the CMS and NCI collaboration that is finding solutions for funding new research and translating existing research into practice
· Provide the leadership to convene groups not traditionally in the same room together. The groups share common ground from a systems perspective for developing models that solve the problems and benefit each other. Groups include labor unions, CEOs, researchers, regulators, health care workers, insurance, etc. Clarity in goal-setting is required and the suggested goal is maximizing the rate of smoking cessation, breast, colon and cervical cancer screenings. 
Standards of Care

· Promote the adoption of the CEO Gold Standard by major health plans and employers. The Gold Standard becomes the “must have” benefit plan for employers.  

· Develop a supply-side of evidence-based implementers of preventive benefits (insurance brokers and consultants, third party administrators, health promotion vendors, public health departments, voluntary organizations (heart, lung, cancer, and diabetes)

· Assign recommended eligibility and interval criteria for every clinical guideline of the USPSTF with an A or B recommendation. Also provide what is needed to assess the quality of the service. 

· Translate research into practical, useable tools and steps for the employer, health plan and clinicians. 

Information Technology 

· Provide leadership in the promotion of information systems that support a clinical care model including integrated use of the electronic health record. Working with major health purchasers such as CMS may be needed to help drive these changes.  

Integration

· Use a consistent model such as the 5A’s model to develop strategies for a systematic, integrated approach to behavior change issues.

Marketing and Communication

· Actively engage in identifying relevant cost-benefit and ROI of cancer prevention and screening services information and communicate the information to business leaders. 

Conclusion

The challenge is to move what we know about preventing cancer and minimizing late-stage diagnosis into what we do on a daily basis in the delivery, health plan and corporate sectors. This challenge is exacerbated by a health care delivery environment that is fragmented across these sectors. The re-design of health care delivery requires a systems-thinking, fully integrated approach.

Any one of these recommendations developed and implemented to its fullest capacity will have a significant impact on improving the health care delivery of cancer preventive and early detection services. More importantly over time, many cancer diagnosis and diseases will be prevented or captured at a very early stage requiring less complex care.

C-Change and AHRG will prepare a proceedings report along with a concept to create systemic change in the delivery of cancer preventive and early detection services. Symposium participants and other partners will be invited to develop the action plan and implement the steps necessary to impact improved delivery of cancer prevention and screening services.
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