	CERVICAL CANCER PREVENTION
SECTION OF SC CANCER PLAN

BACKGROUND INFORMATION
Email your edited document to Kristin.bridgmon@sccanceralliance.org

	PLEASE PROVIDE YOUR INPUT HERE
(Note: Please initial below each comment or suggestion that you make to assist us in compiling everyone’s feedback)



	Objective/Strategy


	Year Created
	Indicator Rating
(See legend at end of this table)
	Indicator Notes
	Baseline
	Current Documented Status on Work Towards Accomplishing 
Objective or Strategy
	Please Provide Information about any Additional Progress Towards Accomplishing this Objective or Strategy:
	Please Provide Suggestions for How this Objective or Strategy Should be Updated (such as “no further action needed;” “modify measure to read…”, “next steps…” etc.):

	Objective 9.  By June 2010, increase the (# or %) of females ages 11-26 who have been vaccinated with a cervical cancer vaccine. (Should this be reduce # or percentage of women with cervical cancer? Or increase # or % of women who take preventive measures for cervical cancer? (regular pap tests & vaccination)

SUGGESTED REWORDING:

By June 2015, increase the % of 9-26 year olds who a) initiate vaccination and b) have completed series of vaccinations for human papillomavirus (HPV) for cancer prevention.
	2009

2010
	 

C-3 (possibly some existing data available for partial assessment)

	n/a-under development

using NIS-TEEN data for 13-17 year old females; males in future

more difficult to monitor those not in 13-17 year old age group

unclear if state vaccination records will capture range of ages, both males and females for HPV-2 (Cervarix) and HPV-4 (Gardasil)

challenge to separate initiation from uptake (i.e. completion of series) as done in NIS-TEEN data

	2009

2008, 2009 data are available
	Active; Measure needs to be developed; Note: there is no measure of cervical cancer vaccination currently in Youth Risk Behavior Survey or BRFSS (this measure would cross data collection across standard youth and adult survey age groups).
	2008 | 2009  NIS TEEN Data:
13-17 year old
Initiation (>1 dose)

US = 37.2% | 44.3%
SC = 18.7% | 28.5%
Uptake (>3 doses):

US = 17.9% | 26.7%
SC = 13.8%

(see: MMWR, Aug 20, 2010)


	Please modify as noted. One other consideration is to focus on the 11-12 year olds and refer to catch-up dosages for those older and early initiation for those younger. This would require another objective.

The objective should not be exclusively linked to cervical cancer as HPV-4 is available for females and males at this time. South Carolina has had very low proportions of initiation and uptake as compared to the rest of the US.  

	Strategy 1. Add vaccine to required list for middle school girls entering school (with an informed parent/guardian opt out)
	2009
	A1
	ok, This is strong idea (?).  This would require legislation which is not clear from wording.
	2005
	 Currently recommend but not required. 
	See article from NEJM about mandates (363, no.8, p 785). It finds that mandates support good vaccine coverage, but often trigger significant backlash in the process. This has been an issue in SC due to the early initiation of legislation to mandate for females. Lee et al. have noted that mandates may positively impact vaccine funding.  Formative research conducted in SC has shown that there is general support for mandates among some groups, but there is still perception of the newness of the vaccine and limited initiation and uptake. Concerns about this strategy… may need to focus more on equitable funding and access to HPV vaccination rather than policy-level change.

	HPV-4 (Gardasil) is FDA-approved for males. Good public policy, along with any flyers, messages, etc., should be inclusive of both genders.  

	Strategy 2. Ensure funding for those who don’t qualify for Medicaid and don’t have private insurance

SUGGEST REWORDING:
Advocate for and secure HPV vaccination funding for all within approved age range regardless of ability to pay.

	2009
	C3
	This is strong idea (?).  This would require legislation which is not clear from wording.; Would be an A if funding ensured under comprehensive legislative action?, maybe C if piecemeal funding were required…
	2005
	 
	This biggest problem here is among the “catch-up group” ages 19-26. This represents a significant unfunded population who would benefit from vaccination, but can’t get it or get 1 dose, then no more.  Strategy 2 is important as the focus should be on equitable funding for the primary age group and secondary age group regardless of insurance status (i.e. regardless of ability or inability to pay).


	Many practices seem to be working with the vaccine mfrs to develop programs to cover this age group, but this has been tedious and not particularly successful thus far.  There have also been efforts on college campuses to increase initiation and uptake, but so far, much of these efforts have been isolated and have not made an impact on the 18+ group.

	Strategy 3. Promote awareness of the preventability of cervical cancer – initiating/continuing annual Pap tests, and getting vaccinated
	2009
	C3
	Need a numerical ..increase from x to y; ** BRFSS?; Among whom?, How will it be promoted?, How to measure if it was promoted and if promotion effort was effective?
	2005
	 
	This strategy, as written, is more appropriate under a different cervical cancer objective.  It is out of place in this section focused on HPV vaccination.
A more universal strategy connected to HPV vaccination would focus on HPV vaccines potential to prevent cervical cancer among women and specified other types of cancer in men and women.  We should also not lose sight of the benefit of genital warts prevention for HPV-4 (Gardasil).

Annual Pap tests are no longer recommended for the majority of women in screening age range.  If this strategy is kept, should be consistent with ACS recommendations (or other).  


	Survey providers about practices re: new guidelines (SB). Focus on FQHCs and most rural counties in SC. Add numbers to this measure - # of practices, no of patients seen who receive Paps within 2-3 years, etc. 

	Strategy 4. Ensure financial coverage in the state health plan & other major insurers for annual pap tests and lab fees (very low or no fees for patient)
	2009
	B3
	Re: "annual pap tests" - Evidence-based guidelines annual?; Doesn't define what are the major health plans, Needs to specify the % of covered persons or plans to be targeted for free/no cost paps/lab fees
	2005
	 
	This strategy, as written, is more appropriate under a different cervical cancer objective.  It is out of place in this section focused on HPV vaccination.
The major issue at this time is in follow-up care costs.  

Also, use of liquid-based Pap tests, HPV DNA testing (adjunct testing and primary testing) are other issues related to needed financial coverage.

We should ensure that as many women as possible in SC have access to cervical cancer screening –AND- follow-up care and treatment, as needed.   Cervical cancer screening should include Pap tests and HPV DNA testing, as recommended by ACS (or other).

	Survey  top 10 health plans in SC to identify levels of coverage for preventive health such as regular paps, lab fees, follow-up exams for abnormals, coverage for HPV testing


Legend: The indicator rating score is a summary of two measures that describe how feasible it will be to measure an objective or strategy.  

The letter part of the score describes the quality of evaluation objectives or strategies: 

A=Measurable as written

B=Measurable with minor changes to the wording
C=Measurable with major changes to the wording
The numeric part of the scale that could be used to describe the ease of measurement for objectives or strategies: 

1=Data currently available

2=Data available with secondary data collection (ie. data could be compiled from existing data sources)
3=Data available with primary data collection (ie.  original data collection would be required)
A higher letter/number score would indicate a better objective or strategy. For example: An A1 rating would indicate that an objective or strategy is “measurable as written and data is available to measure it.” A B1 rating would indicate that an objective or strategy is “measurable with minor changes and data is available with primary data collection.” 

	Are there any Additional Goals, Objectives or Strategies that You Would 
Recommend we ADD to any section of the SC Cancer Plan?                                                                                                                 
Please Add Them Below:

	Develop / implement pilot programs to educate primary care providers (Peds and adult) re: improving vaccine coverage within their practices. Focus on FQHCs and top most rural counties in SC, also to appropriately apply new screening guidelines and HPV testing to practice setting (SB)

	Develop / implement sustainable plan to ensure that all low income, uninsured women receive timely and appropriate follow-up care results within 3 months of an abnormal pap report. This could be done on a pilot basis, then tweaked and generalized to more SC counties. Funding for evaluation and treatment seems to waffle every year, requiring SCCA to constantly remain on top and play advocacy role .
Follow-up care of abnormal cervical cancer screening results is a major area of need. It is much easier to get someone screened with a Pap test and get coverage for cervical cancer (if cancer is diagnosed) than to identify and secure follow-up care of abnormal results.


Comments from Andrea Williams (Institute for Partnerships to Eliminate Health Disparities, USC), Sharon Bond (MUSC), and Heather Brandt (USC)
