DISCUSSION 7 / DAY 1 WRAP-UP


DR. FREEMAN:  Questions?


DR. PARTRIDGE:  Nancy, the discussion about doing the liquid based cytology, do you guys need more data or can you do it already?


DR. LEE:  You can do it already.  What we decided was since – at least initially it was about double the price, and we said you could do it but we are not going to pay you more than what we pay for the traditional paps.  Because our belief at this point is that it is more important to find the women who have never had a pap smear ever than it is to pay additional dollars for technology.


DR. PARTRIDGE:  I assume that is an ongoing discussion.


DR. LEE:  You bet it is.  One of the states in the northeast now tells they cannot find providers to do the traditional paps.  In the west it is much easier.  The market has not penetrated.


DR. PARTRIDGE:  You know, I think the data is going to show that it is going to be more cost effective to do the liquid based.


DR. LEE:  If you can get people to go to every three years.


DR. PARTRIDGE:  Right.


DR. LEE:  And I am telling you, Ed –


DR. PARTRIDGE:  No, it will come, Nancy.  It will come once the national guidelines come out.


DR. LEE:  I sure hope so because it was –


DR. PARTRIDGE:  I mean, if you do not pay for it, it will damn sure come.  I’m telling you.


DR. LEE:  And that is something that CMS can help us with.


DR. SUMAYA:  The early detection program, you had a slide that talked about screening sites and it included private physician offices.


DR. LEE:  Yes.


DR. SUMAYA:  Do you have any sense, is that one percent or 15 percent? The grouping?


(Simultaneous discussion.)


DR. LEE:  I know in Nebraska there are no county health departments, and this entire program – I am looking at Susan because she is – it is delivered through private physician offices.


Susan, can you give a feel for that?


DR. TRUE:  I do not know the percentage.  We do collect that.  That would be something we could follow up on but off the top of my head I do not know but it is very common that private providers are involved in the programs across the country.


DR. LEE:  And there are very few county health departments with extensive mammography facilities.  So much – I would say the vast majority of our women as they go to receive their mammograms are going to a radiologist who is not paid for by the public sector.  But it is not that uncommon.


Yes, Steve?


Steve helped me develop this program so I do not know what he is going to ask me.


DR. WYATT:  A compliment because I am so glad to see that the best practices in the community done, as well as the consultation with UNC.  I think the state programs will really benefit from that because they start to use the money wisely that they have for interventions.  In the absence of science, you know, you do things that you think work, might work, could work, but when you have a good foundation I think that is marvelous.


DR. LEE:  Something that I did not mention but it is another real success story is that we about three years ago were having terrific difficulty building endroads in the Native American population and especially state health departments. We were funding tribes  That was going well.  But state health departments and tribal entities just do not do very well together in many settings.


And we developed a funding relationship with the National American Indian Women’s Health Resource Center, and this is a group of American Indian women who went out and gave technical assistance to many of our state health departments and the state health – and sent cultural training, et cetera.


And the state health departments have just raved about how important this was and how in Montana they increased their screening of Native American women in their health department program by 10 percent in six months 


So there are ways if you can find the right people to partner with that you can make big differences quickly – kind of like what Peggy’s group was talking about.


DR. LENGERICH:  Can you talk a little bit about the linking of data with the cancer registry data and how is that going and are states participating?  How do you all participate?


DR. LEE:  We have – we are now linked – we are not doing it for cervical cancer but we are funding ten states to link – it is ten – seven actually.  It is ten for the whole thing.  Seven for breast and cervical cancer program.  Linking the amni East with our national cancer registry data.  And then we are going to look at patterns of care that these women receive and whether they are really receiving the care that they should as well as we are going to be able to look at the sensitivity of the mammography off of that.  A number of the states do that linkage for themselves and do it for a variety of reasons.


DR. TRUE:  I just wanted to say that the linkage study is also helping us to understand whether the cancer registry or our minimum data element set in the national program has the best information about demographics and also where the best information is about cancer staging.


We are anticipating that the registry has better staging information than our MDEs and if that is confirmed through the linkage project then we will talk about how to use the registry data instead of having it collected in the MDEs and then having to go back and correct them.  But we are also suspecting that our demographic data may actually be better at the program side rather than in the registry and so likewise we have to figure out how to correct for that.


DR. LENGERICH:  So you could not do or did not do it with the cervical cancer?

DR. LEE:  I think it was numbers.  Because registries only collect invasive cervical cancer.  Remember out of 11 years we had 867 programs.  So it just did not make a lot of sense with numbers.


That is something that I think we may be able to figure out in the future how to do.  It will have to be across states to get meaningful information, or we may have to go to California and Texas and New York.  The states can do it themselves.  They do not have to wait for us.


DR. FREEMAN:  May I ask you –


DR. LEE:  Yes, sir.


DR. FREEMAN:  You made a good point, I think, about the over screening and the wasting of resources.  As I recall, David Eddy did a study maybe ten years ago that showed – or longer – Gil, you probably – Gil is gone -- that we do not need to screen every year for cervical cancer.  And so we are screening too often.  My question is within the women that you fund and through the state health departments who are not in the private offices where the complaints came from the private sector, I believe, that they did not want to go to every third year, could you control how many pap smears you do on the populations in the public arena?


DR. LEE:  Well, recall that most of the women that we provide services to – not most but many, I cannot tell you exactly how many but a large proportion are screened in private offices, are screened in hospital clinics, and so for us to say it has got to be every three years but everybody else gives it every year it disrupts – it is a set up for making the women in our program think they are getting suboptimal care when, in fact, they may be getting better care.  So it is a difficult issue to disentangle.

DR. FREEMAN:  I understand.  What about in HRSA?  We heard a talk here from David Stevens, which is another government agency that I presume screens these women.  Could there be any cooperation on that point in an intergovernment –

DR.LEE:  And we are working with them on their collaborative so that is absolutely a point that we could think about.

DR. PARTRIDGE:  I really believe this is a relatively moot point because the ACS guidelines are going to come out soon.  They have been approved by every major group because we pass it through everybody so that there is a consensus on it, and so what you are going to have even in the private sector is once these guidelines come out, even Blue Cross/Blue Shield is not going to pay for an annual screen.  I mean, as soon as they pick up on the – they are not going to be willing to do it, and certainly the federal agencies can quickly move to not doing it and that changes behavior pretty quickly.

DR. LEE:  I hope so.  I mean, the one thing is that women want their annual exam.

(Simultaneous discussion.)

DR. PARTRIDGE:  They need the annual exam because they need the breast clinical exam or they need their blood pressure checked.  So they will come for whatever reason you tell them to come.  It does not have to be a pap.  We under sell women in American when we think the only reason they show up is for a pap smear.


DR. LEE:  I absolutely agree with you.  I think there are many times when ACS guidelines have had difficulty being adopted.  So I think we just – I am glad that they are doing it.  I think it is very important but it is going to take I think a while.


DR. FREEMAN:  I am glad to hear you say that.  I am not sure of that outcome but it is moving in the right direction.


DR. LEE:  And remember APRA (?) has been saying for years that prostate cancer screening does not work and yet CMS pays for prostate cancer screening. So the federal government doesn’t work together all the time.


DR. FREEMAN:  Now, Nancy, you say you have done 1.7 million pap smears since the origin of the program and you have diagnosed 627 invasive cancers.


DR. LEE:  Out of the pap screening and then another 300 or so from referrals.


DR. FREEMAN:  Yes.  Now, do you have any sense of the stage of those cancers?


DR. LEE:  Yes.  Half of them were in early stage.


DR. FREEMAN:  And of the in situ cancers how many did you diagnose as noninvasive?


DR. LEE:  We are unable to separate out CIN3 from CIS because basically we collected them together because the likes of Gil Friedell, et cetera, said pathologists cannot agree on CIN3 versus CIS.  So we can just tell you CIN3/CIS.


DR. FREEMAN:  Okay.  Now, do you have any sense then – the real question – of whether you have saved lives with this program?


DR. LEE:  We are unable to measure mortality reductions with this program.  We can impute or infer because of the work that we have done, but we estimate that this program reaches 15 to 18 percent of poor uninsured women.  That translates to less than one percent of all women in the age group we serve.  Less than one percent of all U.S. women.  So for us to make a difference in national or state mortality, we are not going to be able to see it.


DR. FREEMAN:  My question is not that question.


DR. LEE:  Okay.


DR. FREEMAN:  My question is among the women that you have – analyzing just that population, not talking about the whole population, do you think you have done some good with respect to saving lives?


DR. LEE:  We do but we cannot prove it because – remember where is your denominator?  We do not have the denominator from which these women – we know approximately based on census data the proportion of poor and uninsured women but we do not – there is no good denominator for us to do a rate, but mammography and pap smear screening have been shown to save lives.  We try to do the program and I think we have all kinds of quality things in place.  We do the program and get the same kind of good outcomes that we see in these women.  We think, we sense that we are saving lives but we do not know for sure because we cannot look at the rates.  We do not have the denominator.


DR. WYATT:  Just a thought.  I have heard you all talk about this before, how you screened 1.7 million women over an 11 year program.


The program benefits a lot more folks because the public education, the provider education, the quality assurance activities should theoretically benefit all folks in the state, but it is impossible to kind of capture the benefit.  It has got to be huge.


DR. LEE:  What we have heard over and over again – as I said at the beginning, this is the first organization cancer screening nationwide in the country.  We have set up these data systems that monitor the quality of the program that we deliver and what we have heard over and over again from our providers that this was the first time that somebody kept up with their outcomes and they could see how good it was and they are using these practices in their patients that are not screened in our program.  So we think that is a salutary benefit but again we cannot capture that numerical value but there is a real benefit in watching out what you do.


Somebody said earlier you do not know if you do not have the numbers –


DR. McPHEE:  It is population based medicine.


DR. LEE:  Pardon.


DR. McPHEE:  It is population based medicine.


DR. LEE:  And it is what they do in Europe all the time with cancer screening and we just do not have really the capacity to do that.


DR. McPHEE:  Do not be so pessimistic.  You are doing great work.
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DR. FREEMAN:  Any other questions?


Well, thank you, Nancy.  Thank you very much.


Because of the lateness of the hour I am going to not say anything except to thank all of you for your participation, particularly the speakers, but also the panel members and the audience.  We will be back here in the morning at 8:00 o’clock for a little refreshment and at 8:30 the meeting will start. Exactly.


Thank you very much.


(Whereupon, at 4:59 p.m., the proceedings were adjourned.)

*  *  *  *  *
