CRC Work Group Meeting Minutes
October 15, 2009
3:30 pm
915 Greene Street, Discovery I Building
Present: 

March Seabrook (Chairing this meeting), Lou-Ann Carter, Nancy Cheney,  Annette Cook, Tina Marie Devin, Tom Gillette, Clanti Grigg, James Hebert,   Georges Postic, Heather Ranhofer,   Suzanne Sanders, Dean Slade, Bert Srisuwan, Marylou Stinson, Brittany Tucker, Viicki Young, Muhammad Yunis, 

Conference call line: Gailya Walter, Anjee Davis, Margaret Feagin, Roz Squirewell, Stephen Lloyd
Welcome/Past Meeting Minutes:

Dr Seabrook opened the meeting. Introductions were made.  Minutes from September 17, 2009 meeting were approved as written (Marylou Stinson made motion).
Announcements from the Chair
Dr. Seabrook urged all CRC Work Group members to register and attend the SCCA Annual Meeting will be held on Oct 23, 2009. An excellent program has been develop with outstanding speakers to include Dr. Terry Chapman, David Wright (CRC survivor), and Cherrie Nettles (humorist and cancer survivor) along with educational sessions for skill building and presentations of tools.   No Task Forces or Work Groups will be meeting at the Annual meeting.  

The new SCCA Executive Director, Don Simmons, Jr.  will be in introduced at this October meeting as well as messages from the Board of Directors.  Please share this information with colleagues and friends.

The agenda order was reversed to allow updates on front end.  Today’s meeting will need to end at 4:30 pm to because Dr. Seabrook must participate in another meeting.
Advocacy and Policy Update

Gailya Walter advised the Work Group that the SCCA Coordinating Council has approved 2010 SCCA Legislative and Policy. Agenda that includes:  Secure at least $3.7 million recurring funding for the state colorectal cancer screening program for low income uninsured persons.  The rationale for this is that most colorectal cancer deaths can be prevented with routine screening.  Recurring state funds in the DHEC budget are essential to continue vital screening services for low income, uninsured persons at high risk for CRC. 

The draft press release advocating for continued funding for SCOPE SC has been delayed due to SCCA’s Board not having approved/ reviewed. Gailya will continue to work with Executive Director to get this released. Gailya thanked members of the work group for their support in providing quotes and information for this release. 
Messaging Subcommittee Update
Anjee Davis advised the work group that the CRC face book page, “SC Colon Cancer Network”, is faced with 2 options. This face book page can be released and promoted immediately if SCCA logo and reference is removed or it can be held until the SCCA Board has given approval for including SCCA Logo and reference. Gailya can continue working with the SCCA Executive Director to obtain SCCA Board of Directors approval for this face book page at their November 3, 2009 meeting.  It was noted that the lack of a timely SCCA process for approval for products developed is an issue.
Anjee advised members that the CRC messaging “tool kit”, developed with SCCA Cancer Implementation grant, would be presented as an educational session at the upcoming SCCA Annual Meeting on Oct 23, 2009..  

Focus group survey results on the messaging campaign strategies were presented. There were strengths and weaknesses identified with both the Factual and Shock approaches.  The Up Your Butt shock design was seen to be more effective in catching the attention of viewer. While the survey results showed that most viewers would prefer the factual design in their neighborhood, most agreed that the shock was more likely to increase awareness and focus on getting screened.  The survey result favored the “get tested” action line. Survey results from other states found similar patterns among viewers.  

Copies of the campaign messages and content will be made to state participating in the Rural Health Summit (NC, SC, KY, CO) for their use.  Each state and community will have the opportunity to customize and use these messaging tools.  

The Shop Talk campaign supported by ACS will be using tool kit materials as they gear up to reach more communities and follow progress.  
SCOPE SC updates:
Lou- Ann Carter updated the Work Group. There is currently a break in screening services as the program transitions from year 1 to year 2.  During this time, the program is reviewing all administrative policies and procedures to identify areas needing improvement. Also making sure all bills and books are closed out.  Lessons learned considered and amended provider contracts and added needed verbiage to tighten procedures up.  American College of Gastroenterology (ACG) Guidelines are being used for abnormal results, detection, colon reach etc.
Data graphs were prepared with preliminary data as of July 31 and cases filed.   Plans to add detection rates, male/female, sites, and bowel prep (good to poor).  The new data system is to be in place by January 2010. CPT codes will be included.  Providers input will be recorded.  DHEC will be hiring an hourly employee to perform data entry.  This new system will help ensure more complete data.

The SCOPE SC Coordinator’s position is to be filled ASAP. Each of Year 1 sites have been notified that they will each have 100 screening slots for upcoming year.  Four more screening recruiting centers are planned to go online.  Little River (Pee Dee) and Beaufort/Jasper have already agreed in principal with 2 other sites still pending.  The intension is to seek more geographic distribution across the state. Factors used to determine recruitment sites are readiness, willingness to participate, CRC mortality and incidence in catchment area. 

The Cancer Advisory Committee’s (CCA) Medical Quality Assurance Committee (MQAC) will provide a report regarding review of SCOPE SC finding and issue to CCA. These issues will be documented and given to providers.  At this time no expected recommendations to providers will be conveyed. 
Side not:  CDC RFA grant process just completed funded only 30% of granted funds for screening services which is different than stated in RFA.

Tom Gillette agreed to send electronic copy of SCOPE SC end of year data as soon as reviewed by participating sites. 
Other Updates:

Tina Devlin, WE CAN project announced that a new community patient navigator has been hired, Annette Cook.  Welcome to Annette.
Screening Initiative Discussion –Topic –Patient Eligibility Criteria for SCOPE SC 
  
Patient eligibility, pre-existing conditions


 
(today)

Follow up and treatment for patients found to have cancer 

(November)

March Seabrook presented the question to the Work Group: Should SCOPE SC include in the program persons presenting with symptoms for colorectal cancer? This question also raises the issue of who is treated with program funds and also what type of surveillance is needed for patients with positive findings.  
Lou-Ann Carter reminded Work Group that the intent and goal of SCOPE SC is to provide screening for as many eligible men and women as possible with limited funds.
This discussion included listing the range of symptoms presented by persons seeking screening services through SCOPE SC- from blood in stool, cramping before bowel movements, to loss of unexplained weight loss of more than 20 pounds, bowel obstructions.    Clearly, persons with highly suspicious symptoms are not screening candidates.  The role of this group is to consider issues and provide advice and recommendations to DHEC as needed. It was noted that SCOPE SC does not have the funding, legislative remedy or opportunity for CRC diagnosed cases to quality for treatment under the SC Medicaid program as do breast & cervical cancer cases (Option 3). 

March asked Gailya to share with group information and experience from the Colorado Colon Cancer Screening program on this issue. Gailya explained that she had spoken with Holly Wolfe director of the CO Colon Cancer Screening Program.  Holly talked about the experiences that CO has with persons presenting to the CO screening program with highly suspicious symptoms and how they deal with this situation.  
 Summary of discussion regarding the Co Colon Cancer Screening program:
Historically over the past five years, 20% of direct screening program funds have been used for treatment; these cancer cases represent those people presenting without and with symptoms.  This has been a challenge; in the spirit of the program, no one (providers and program folks) wants to exclude persons with symptoms from getting needed services.  They have put in place certain policies to manage this issue.  

Cap on payment to providers for treatment services is now set at  $60,000 per case (it was $30k but had problems getting docs on board). Provider must accept Medicare allowable rates for treatment; MOU used that outlines provider obligations and government immunity.  They added a clause that said if run out of program funds, providers will not be paid for treatment (cap $60k/patient).

Holly did state that the Maryland state program capped treatment cost per case at $20k but that state has larger safely net for access to care than most states.

CO program providers are allowed in practice to include patients with suspicious symptoms (really dx procedures) BUT must balance the numbers with intent of program which is screening (average and hi risk) not DX.  The working policy is that if patient has positive CT scan or digital rectal exam that indicates a blockage (highly suspicious) those patients are sent to the emergency room for immediate medical intervention and are NOT “screened” via program.  

Historically,  

70 % of program patients/participants are asymptomatic with cancer detection rate of .4% 

30% of program patients/participants are with symptoms (mildly suspicious) with cancer rate of 7 of 100 cases (7%)

Holly stated that program cannot survive if all with symptoms are brought into the program.  

Clinicians present at this meeting talked about experiences and strategies used to provide services to patient who present with highly suspicious symptoms.   March Seabrook had developed a set of scenarios as examples for consideration and those were discussed.  All clinicians were in agreement that SCOPE SC is to provide screening services to the maximal number of eligible persons and should not be providing diagnostic services and treatment for persons with highly suspicious symptoms.

Further discussion resulted in a motion being made by Dr. George Postic and seconded by dr. Stephen Lloyd stating:
The SCCA CRC Work Group recommends that DHEC’s SCOPE SC program continue to use existing eligibility criteria to provide colorectal screening services to average and high risk persons who are uninsured and low income.  Those individuals presenting for services with highly suspicious symptoms for colon cancer should be referred to emergency room or other appropriate medical intervention facility providing services.  Those program eligible persons presenting with no symptoms or mild symptoms should be evaluated by intake provider and clinical judgment should determine if appropriate to screen using SCOPE SC services.     

The motion was unanimously approved by the Work Group with a voice vote; no dissenting votes were expressed.

Meeting was adjourned at 4:30 pm
UPCOMING EVENTS: 
· Lexington Bike Ride – delayed until March 2010; 
· SCCA Annual Membership Meeting Oct 23, 2009

· Unmasking CRC Ball –Charleston - March 6, 2010; 

· CRC Walk Columbia March 13, 2010
UPCOMING CRC Work Group MEETINGS 2009:    
November 19 (BC/BC presentation further discussion regarding treatment for cases detected), December 17
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