
Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=uacc20

Oncology Issues

ISSN: 1046-3356 (Print) 2573-1777 (Online) Journal homepage: https://www.tandfonline.com/loi/uacc20

Managing Continuous Change

Donald Jewler & Cara Egan

To cite this article: Donald Jewler & Cara Egan (1996) Managing Continuous Change, Oncology
Issues, 11:6, 28-35, DOI: 10.1080/10463356.1996.11904649

To link to this article:  https://doi.org/10.1080/10463356.1996.11904649

Published online: 18 Oct 2017.

Submit your article to this journal 

Article views: 1

View related articles 

https://www.tandfonline.com/action/journalInformation?journalCode=uacc20
https://www.tandfonline.com/loi/uacc20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/10463356.1996.11904649
https://doi.org/10.1080/10463356.1996.11904649
https://www.tandfonline.com/action/authorSubmission?journalCode=uacc20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=uacc20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/10463356.1996.11904649
https://www.tandfonline.com/doi/mlt/10.1080/10463356.1996.11904649


Highlights of ACCC 's 13th N a t i o n a l Oncology Economi cs C o n fe re nce

Managing
•ContInuous Change

by Donald Jewler and Cara Egan

he reality of change is
the only constant in
the oncology land
scape today. Hospital
cancer programs are
downsizing and com
bining across multiple
institutions. New

genetic tests are forcing cancer pro
grams to confront new concerns
and ethical dilemmas. The need for
greater cost efficiencies is changing
the way cancer care is delivered.
Of course, managed care, oncology
carve-outs, and guidelines developed
by insurers and providers are all
adding to the speed of change.

To help oncology health profes
sionals cope with the continuous
transformations that are part of
today's oncology environment, the
Association of Community Cancer
Centers sponsored its 13th National
Oncology Economics Conference,
September 18-21, 1996, in San
Francisco, Calif. The theme of this
year's meeting was "Managing
Continuous Change." Included
in the conference were dozens of
sessions on all aspects of the changes
taking place in hospitals and oncolo
gy practices, as well as within the
insurance, research, and government
environments.

The consensus of presenters was
clear. Market demands for increased
value and more sophisticated, inte
grated data will continue to drive
consolidation and present formida
~le challenges for everyone involved
10 cancer care.

DonaldJewler is managing editor
ofOncology Issues. Cara Egan is
assistant editor.

GENETIC 1ESTING: A NEW ERA
AHEAD
A special symposium, entitled
Oncology and Genetics in the
Community, featured Henry T.
Lynch, M.D., the pioneering
researcher who helped establish
the hereditary basis of certain col
orectal, breast, and ovarian cancers.
Lrnch is professor and chairman
o preventive medicine and publi.c
health and professor of medicine
at Creighton University School of
Medicine in Omaha, Nebr.

"The discipline of cancer genetics
is becoming more and more complex
at the clinical, molecular, socio
psychologic, economic, and ethical
level," said Lynch, who was honored
with ACCC's Award for Outstand
ing Contributions to Clinical
Research. "There is even opposition
to the ASCO position to move
ahead with DNA testing by some
clinicians, geneticists, and ethicists
who say we are not ready and
should halt DNA testing until we
can attain more knowledge and
insight as to how to handle these
problems at the clinical level.
However, the genie is out of the
bottle, and, therefore, we must
face up to these vexing issues."

Those "vexing" issues include a
host of as yet unanswered questions,
according to Lynch.
• What are the surveillance manage
ment strategies for patients who
have tested positive for hereditary
cancers and are they effective?
• How can we elucidate the genetic
and environmental interaction?
• What prospects are on the
horizon for gene therapy?
• Has existing molecular genetic

knowledge outpaced our ability to
effectively translate such knowledge
into health care delivery?
• Can we relate the importance of a
new gene to the natural history of a
syndrome so we can advise our
patient accordingly?
• Is the physician at risk for med
ical malpractice if he or she fails to
perform DNA testing?
• What happens if the physician
fails to provide counseling or
targeted surveillance and manage
ment or fails to protect patient
confidentiality?
• Are there sufficiently trained
genetic counselors and/or physicians
to meet mandatory counseling
needs?

"There are not: said Lynch in
answer to the last question. "We
don't have enough counselors that
are sufficiently trained in cancer and
its genetics to do the job. We have
to do it...."

Lynch developed his interests in
genetics during his medical residen
cy at the University of Nebraska
Medical Center in Omaha in 1961
when he had the opportunity to
study a family with a high incidence
of colon cancer but without the
typical profusion of polyps found
in familial adenomatous polyposis
(FAP). This led to years of research
into the history of this large family
and ultimately to a description of
the entity now called hereditary
nonpolyposis colon cancer
(HNPCC), which is often called
Lynch Syndrome in his honor.
With the discovery of a mutant gene
involved in that syndrome in 1991,
a whole new era of cancer genetic
screening began. Today it is possible
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(0 predic t with 85 to 90 percent
accuracy the riskof disease in patients
with direct germline mutations.

The key to genetic counseling
and testi ng is the family history.
according to Lynch. "This is where
we as o ncologists faJ!down miser
ably. All you need to do is to look
at medical records fro m an office or
hosp ital setti ng. and you willsee
that there is almost invariably not
enough informatio n in those reco rds
relevant to family history to be able
to establish a hereditary cancer
diagnosis.

"It is crucial." l ynch continued.
· 10 get details of the family history
because we do not want to do genet
ic testing unless the family really
merits such testing. In other words.
is the pedigree sufficiently significant
to move forward and recommend
DNA testing?

..Afte r you have established
whether a molecular genetic marker,
namely a germline mutation, is pre ·
sent, you can begin your targeted
surveillanceand management pro-
gram. It is important that we as
onco logists extend this information
to all at-risk relatives. In addition,
we need more physician education
and research into problems of
insurance, discrimination, and how
we go abo ut ou r su rveillance."

Acco rding to Lynch. informed
consent is absoh nely mandatory
prio r to testing. The patient must
be sufficiently knowledgeable about
all the events th at could impact his
or her life. "Then, we have to let
th e patient in on all of the decision
making. [Patients] have to know
what is going on, and it is our job
to tell them."

Lynch and his colleagues with
the C reighton group have cou nseled
about 400 individuals based on their
DN A rindings. "Surp risingly. o nly
a paucity of serious psyc hological
problems have been identified,"
no ted Lynch. "However, whatwe:
have learned is th at a large number
of individu als who have had their
DNA tested by us have failed to
co me forward to receive their results
because of a variety of reasons,
particula rly th eir conce rn about
Insurance discrimination, and/or
fear and anxiety about how th ey
would han dle th is knowl edge."

Lyn ch spent considerable time
discussing the difference in germline
muta tions of FAP and a variant
known as attenuated FAP syndrome.
Pat ients who have the variant have
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may lead to the

development and use

of genetic tests before

the full implications of

using this information

are known or well

understood.

polyps just like classical FAP, but the
age of onset for colon/recta l cancer
is about age SS as opposed to 39.

Ly nch went on to describe
management strategies after genetic
testing for the germline mutations
MSIU and MLHI in HNPCC
within a high- risk family. "O ne
daughter tested negative for the
gene. Think of the burden that is
lifted. She.. .does not have to under
go the intensive screening that we
recommend for this disease."

Those in the family who test
positive for the germline mutation
receive genetic counseling as well as
an annual co lonoscopy starting at
age 2S. "'In HNPCC th e cancers
undergo malignant transformation
in about two to three years.. We
offer the option o f prophylactic
colectomy. Think of thi£: there is an
85 to 90 p«cent likelihood th at he
[the individual with the MSH2 or
MLH I muta tion] will get cancer.
We are no t able at this time to tell
him if he is in the to to 15 perce nt
category where he will noe get can
cer, We have cases where pat ients
have elected for prophylactic
colectomy, and we have found
some early cancers."

HNPCC is very common,
according to Lynch. It accounts
for between 6 and to percent of the

total cc lorectal cancer burden, and
is characterized clinically by early
age of onset. The average age of
coloeeceal cancer in th e syndrome
onset is about age H . which is
about t S to 20 years earlier than
with sporadic ccloreccal cancer.

Reviewing two studies of
HNPCC pati ents compared with
sporadic colorectal carcinoma
pacients., Lynch noted that at all
stages there are highly significant
differences ou t to ten years in th e
HNPCC patients versus the sporadic
patients. Twice as many patienu
survived in the HNPCC group as
in the sporadic.

"'If we can find out why they do
bener...my God, wouldn't th at be
~reat,· said Lynch. "It would have
Implications throughout the whole
field of cc lorectal cancers and
perhaps many more cancers."

GENme lEanNG: SOCIAl.
IMPUCAnONa
"Genetic information may be
impossible to keepconfidential,"
said Elizabeth J. Thomson, MS.,
R.N .. assistant director of clinical
genetics research with th e National
Center for H uman Genome
Research at th e National Insti tutes
of H ealth. She noted there is a good
chance patients may want to share
that informa tion with their physician
o r others. Although In.'lny people
trust tha t their physician will not
share informacion, insurance com
pan ies can know why tests were
done and may have access to results.

Besides the issue of confident iali
ty, Thomson raised a number of
other concerns about genetic testin g:
• Discoveries may lead to the
development and use of genetic tests
befo re the full implications of using
this info rmation are known or well
understood.
• Genetic information may be
misinterpreted. There are many
normal variations in hum an genes,
and many alterations which can
result in disease. At this time it is
not always easy to know which
variatio ns ace associated with
disease and which are not.
• The pred ictive certainty of generic
testing resuhs is unclear at the pre
sent time. We still do not know the
absolute predictive natu re of many
genetic tests, said Thomson. For
example, although there may be an
80 to 90 percent likelihood that
BRCA t carriers will develop disease,
that rate has been established based
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on testing people in high-risk
families. The rate has not been
established for BRCAI carriers
in the general population.
• A "genetic underclass" may
emerge.There will be people who
have access to genetic testing and
services if they can payor have
access to health care insurance that
will cover the tests. But there will
also be people who do not have
access.

According to Thomson, many
assumptions are already being made
about the benefits of genetic testing.
One general assumption is that hav
ing this knowledge will lead to early
detection, prevention, and ultimately
reduction in cancer morbidity and
mortality. Another assumption is
that people with positive tests who
are determined to have an increased
risk and people with negative tests
who will be determined to have a
decreased risk will both benefit
from having this information. We
do nor yet have the data to know
whether any of these assumptions
are true, Thomson said.

"Knowledge of this type can
result in anxiety and fear. Some
people may feel that if they have the
gene for breast cancer, then what
difference does it make if [they]
smoke or drink," said Thomson.
They believe their fate is determined
by their genes.

Thomson expressed concern that
individuals testing negative may
believe they had little to no risk
to develop cancer. "An individual
might say, 'I don't have the gene, so
1 don't have to worry about good
health behaviors,' when in fact an
individual with a negative test may
still have a high risk of developing
cancer," she said.

What should patients who are
found to have the BRCAI or 2
mutations be advised with regard
to follow-up care? Should they be
provided earlier or more frequent
mammograms than usually offered?
Should they be offered chemopre
vemion or prophylactic mastectomy?
According to Thomson, these
answers have yet to be defined.

Progress, however, is being made
in reaching consensus as to what to
tell people who are found to have
BRCA and HNPCC mutations.
Thomson described a set of research
projects at the National Institutes
of Health designed to examine the
impact of using genetic testing for
inherited breast, ovarian, and colon
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cancer risk. The National Center
for Human Genome Research, in
conjunction with the Nursing and
Mental Health Institutes, funded
a series of eleven projects. These
along with four other projects have
come together to form the Cancer
Genetics Studies Consortium. This
group of individually funded inves
tigators has been brought together
to discuss the implications of what
they are learning through their
genetic studies.

"Over the past two years the
Consortium has been drafting a
document that will be published
within a few months in a major
journal. The group is trying to come
to some consensus as to what to
tell people who are found to have
BRCA and HNPCC mutations,"
said Thomson. "This is not an
easy task."

GENETIC lUnNG: LEGAL AND
ETHICALCONCERNS
Only a handful of laboratories
around the country offer testing for
one or more of the cancer-predis
posing genes, according to Leslie M.
Alexandre, Dr.P.H., vice president
of corporate affairs for OncorMed,
Inc., in Gaithersburg, Md. This
publicly traded company offers
cancer genetic services.

"We are nowhere near putting
this test in a box or kit," noted

Presen ter Eliaaberh J.Thomson ,
~1.S•• R.N.• ponde r-s an tlh ical
quest ion about genetic t"ting.
She' i! ani!Unt director of dininl

Alexandre, who said the technology
is too complex. Turn-around time
for cancer genetic tests ranges from
two to eight weeks. Most tests are
ordered by oncologists, endocrinol
ogists, or gastroenterologists, but
there is growing interest from pri
mary care physicians and ob/gyns.

Alexandre noted that there are
already a number of cancers for
which susceptibility testing is
commercially available, including:
• hereditary breast-ovarian cancer
(BRCAI, BRCA2)
• hereditary nonpolyposis colon
cancer (MSH2, MLHl)
• familial adenomatous polyposis
(APC)
• familial melanoma (p16)
• familial medullary thyroid
carcinoma (RET)
• Li-Fraumeni Syndrome (p53)
• retinoblastoma (RB)
• neurofibromatosis (NF)
• Von Hippel Lindau Syndrome
(VHL)

These tests are not for the general
population, according to Alexandre.
Screening and susceptibility testing
have very different purposes.
Screening is for early detection of
disease in an asymptomatic popula
tion; risk is based on age, sex, and
sometimes ethniciry. Screening test
ing is periodic and generally costs
less than $100. Susceptibility testing,
on the other hand, aims to identify

genetics research with th e'Na tinn.a1
Ce nte r for Human Genome
Resea rch at th e Na riona ll nsritu tes
of Health.
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The' A'~oc i .lI ion of Comm uni!)'
C ancee Cen ters h on or ed Pr csiJ cnt
C linton with its Narion al Ach ieve
mc: nt Award based u pon the
Presjden r's and Vice l'rC'~ idC'nt",

co ntinu ing sup po rt for a number
of diflC:Trnl mc:.a ~urC', Ch2t aff« l
cancer parierucare, f on:most .
the l' rn idenllo1iu hon ored for
hi, work to speed t he' new dru g
Jrrroul prIX" ' at th e r ood and
Orug Administratio n (r nA).
The cha ngC's t ha t t he' PrniJC'n l
an nounced at the' White H ou se in
~t ;uch 1996 are already speeding
new the-rapies to cancer p;atiC'nu
and hold t he prom ise of mort
new thenpies in th e months
and )'C'olIn ahead .

AccC'pt in g t he: Au od .1tion ',

predisposition to disease. Only
people truly at high risk-based on
family history and age of onset-are
tested. Testing is performed only
once and costs from $300 to $1,500
per gene, depending on the amount
of gene that must be analyzed.

Although third-party reimburse
ment is not yet widely available
for the major cancer-related gene
tests, progress is being made, said
Alexandre. Most insurance compa
nies will pay for RET gene testing
for medullary thyroid carcinoma,
and some companies are paying
for BRCAI and 2 in high-risk
individuals.

"We know that the main reason
high-risk women do not want to be
tested for BRCAI and 2 is because
they are afraid of health insurance
discrimination," said Alexandre.
She noted that the recently passed
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2w2rd on beh..1fof the I'r" iden t
W25 I'h ilip R..ndolph I." , M.D.,
2nisunt secreta ry for health , ..nd ;I

cemul mem ber of the Pr" iden t's
health care te am. L" [a t righ t) '01025
presen ted t he award by ACCC
I'r t siden t John E. Fddm2nn. ~I.D.

- It is cleae that we 2fe in a rim e
of great tu nsition ." said I." . "~'e

mu st work closely toget he r, not
unly with rt'):a rd to research 2nd
H}A inut s. bu t also with rt f;ard
to wh at must be don e to 2nure
patien ts with cancer Of othe r
chron ic illnesses access to th e
be~t po~s ible ca re-cthe ca re th ey
deser ve, We Imust) not permit
festrictions through ma naged ca fe
or ot her mt ch 2n ism s to lim it th2t
2""S to ca re."

Kennedy/Kassebaum bill is a major
step forward in addressing discrimi
nation concerns. Key portions of
this legislation, known as the Health
Insurance Portability and Account
ability Act of 1996, will take effect
July 1, 1997. In terms of genetic
testing it provides three important
provisions, as outlined by Alexandre.
First, genetic information may not
be treated as a pre-existing condition
in the absence of a diagnosis. Second,
medical plans cannot deny a person
coverage (or continued coverage)
based on health status, including
genetic information. Third, group
medical plans may not require any
person to pay a higher premium on
the basis of health status, including
genetic information.

Alexandre raised a number of
ethical and legal questions inherent
in genetic testing today.

• Who owns an individual's genetic
information?
• Who should be allowed to know
an individual's genetic information?
• Should physicians inform at-risk
family members against their
patient's desires?
• What constitutes informed
consent and should it be required
before a test is performed?
• Should researchers be allowed
to conduct different studies on an
individual's genetic material without
consent?

As the speakers before her,
Alexandre noted that these questions
remain largely unanswered.

HOSPITAL AND PHYSICIAN
CONSOUDAnON:
FUU SPEED AHEAD
Pushed by today's demands for
greater efficiencies and value,
hospital mergers and downsizings
continue at a fast pace. To survive,
according to several presenters, hos
pitals must learn to streamline the
management system and support
structure, implement an information
and decision system that compre
hensively interprets clinical and
management data, and increase value
in the form of better patient access,
cost, measurable quality, and
customer satisfaction.

At the same time hospitals are
consolidating, physicians are giving
up their independence. "If you are
fifty or older, you can probably go
it alone ...or link up with one or two
other docs," said John F. Randazzo,
M.A., M.I.A., senior vice president
for mergers and acquisitions, Value
Health, Inc., in Avon, Conn. "If
you are below age fifty, you will
need to look to merge, whether with
other groups of oncologists or with
an integrated delivery system."
Partners must be both "compatible
and complementary."

Many options are available to
physicians: group practice without
walls, physician/hospital organiza
tions, comprehensive management
service organizations, and equity
management service organizations.
(See related article on page 21.) Over
the last few years there has been
significant growth in the physician
practice management industry.
Today there are thirty-one publicly
traded physician practice manage
ment companies; five focus on
oncology.

What is driving physicians to
consolidate? According to presenter
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J. Mark Clapp of Clapp and Associ
ates in Morrisville, Pa., a variety of
factors, including:
• increased scrutiny for utilization
of services and preapproval
• threat of declining reimbursement
• movement toward bundled
pncmg
• commercial insurers reducing
reimbursement to match Medicare
levels
• increased competition in local
markets from out-of-state
entrepreneurial enterprises
• competition from primary care
physicians or internists who are
providing chemotherapy treatments
• reduced referrals due to participa
tion with managed care organizations
• fear of decline in compensation.

"Consolidation means burying
the hatchet," said Lloyd Everson,
M.D., president of American
Oncology Resources, Inc., in
Houston, Tex. "Quite frankly,
many practices do not trust the
other practice across town."

According to Everson, consolida
tion allows physicians to build
strength and develop a "dialogue
of parity" with the payers. "If
physicians are going to preserve top
quality cancer care for our patients
and be able to manage our practices
and our cancer centers, whether
community- or university-based,
they will have to access capital and
sophisticated management and
information tools."

BENCHMARKING THE ONCOLOGY
SERVICE LINE
As hospitals go about restructuring
oncology units to streamline costs
and improve quality of care, many
enlist the help of other institutions
to measure how they compare in the
changing marketplace. This compar
ison study, known as benchmarking,
provides an institution with data
to make decisions on areas for
improvement and to measure one's
own efficiency and cost effectiveness
with others in the marketplace,
according to Joy G. Stair, M.S.,
B.S.N., director of oncology services
at St. Joseph Mercy Hospital in Ann
Arbor, Mich. With labor costs com
prising a major expense, hospitals
are looking at ways to decrease
costs. "Our benchmarking mission
was to determine how our staffing
models in all areas compared with
those around the country," Stair
said. "We gathered data to help
us achieve our goal of lowering
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personnel costs while maintaining
quality care."

St. Joseph Mercy identified hos
pitals both similar and dissimilar
in a number of regions across the
country with varying degrees of
managed care penetration. To
facilitate communication with hos
pitals, Stair recommended selecting
hospitals with which an institution
already has an established link. "We
purposely selected hospitals where
our vice president was acquainted
with the corresponding hospitals'
vice presidents," Stair said. Once
initial contact was made, both vice
presidents submitted contact names
for their respective medical, surgical,
ob/gyn, critical care, and oncology
units.

Conversations with hospitals
were based on benchmarking para
meters developed by administration
and oncology unit staff as well as
physicians. Stair recommended
involving staff in the benchmarking
development process as well as in
the actual conversations with their
counterparts at the other hospitals.
Although logistics were sometimes
difficult, Stair claimed that staff par
ticipation contributed to enhanced
output of ideas for improvement.

St. Joseph Mercy's benchmarking
parameters varied slightly across
units, but for the most part they
explored the following areas:
• average daily census
• staffing levels/FTE configurations
• nursing hours per patient day
• configuration of "not staff time"
or time away from the bedside.

When comparing staffing levels
and nursing hours per day across
institutions, Stair advised institutions
to be consistent in their definitions
of these terms.

Decreasing "not staff time" was
a high priority for St. Joseph Mercy,
whose nursing committee structure
was keeping nurses in meetings and
away from patients. "Although our
nurses depend on these meetings for
professional development, we had
to design a more formal structure
to more efficiently account for their
time away from patients," Stair
explained. After comparing staff
configurations at other hospitals,
St. Joseph Mercy incorporated
committee responsibilities into its
budgeting structure and as a result
was able to significantly decrease
"not staff time."

Overall, hospitals were eager
to assist with St. Joseph Mercy's

benchmarking effort. "At the time
of initial contact, we shared our
benchmarking tool with hospitals,"
Stair said. "Hospitals also received
a report of our findings, so they
benefitted from the study as well."

THE FUTURE OF RADIATION
ONCOLOGY
The rapid technological advances
in radiation oncology are providing
cancer patients and their physicians
a wider range of treatment options
than ever before. Too often, however,
decisions about those options are
dictated by cost, without corre
sponding attention to quality of
care, according to Luther W. Brady,
M.D., Hylda Cohn/American
Cancer Society professor of clinical
oncology at Allegheny University of
the Health Sciences in Philadelphia,
Pa. As a result, HMOs and insurance
companies in some cases are denying
treatment to patients based on cost
data alone.

Brady offered the example of a
woman faced with the option of
undergoing a more expensive modi
fied radical mastectomy rather than
conservation surgery/lumpectomy.
"A woman should be allowed to
make that decision in consultation
with a radiation oncologist who
actively oversees her treatment man
agement," argued Brady. However,
in many cases HMO contracts
include "gag clauses" to prevent
physicians from discussing treatment
options for which the insurance
company is unwilling to pay. Brady
has lobbied payers to reimburse
treatment options on an equal basis
to eliminate the financial incentive
of recommending one treatment
over another.

Increasingly, radiation oncolo
gists are being left out of treatment
management in an effort by the
HMOs and insurance companies to
cut costs by delaying or decreasing
the number of referrals to special
ists. Consequently, a major change
in the implementation of cancer
treatment has occurred. Brady
reported median delays between
initial visitation and the decision
for treatment management within
the managed care system to be six
months for prostate cancer, four
months for breast and colon can
cers, and four and a half months for
lung cancer-cancers that represent
60 percent of all invasive cancers
seen in the United States.

continued on page 34

Oncology Issues November/December 1996



Insurance companies should
realize that cost and quality are not
as contrary as they may seem, Brady
said. Early diagnosis and early treat
ment maximize the potencial for
cure-they also maximize greater
cost efficiency. Treating and curing
a patient can cost an estimated
$35,000-$40,000. but the cost for
treating a patient who is not cured
can cost $350,000-$400,000. "These
figures demonstrate that the first
opportunity for curing a patient is
the best opportunity, and therefore
requires the best resources for phy
siciansto maximizetheir potential
ability to cure," Brady said.

Purchasers of health care plans
also must learn to expect-if not
demand-e-quality. Brady reported
that when closely examined. the
difference in costs of the best and
poorest healthcareplans is relatively
small ($5 to $7 per month). But
health care purchasers must be
educated about what quality care
is, he added.

Brady described a demonstration
project initiated in Detroit by the
three major U.S. automobile compa-

nies and the United Automobile
Workers Union to ensure quality
in health coverage. The automotive
companies agreed to pay a separate
fee to establish a panel of experts
who design standard protocols for
management of care and accept
responsibility for ensuring that
those protocols are carried out to
the highest level of quality possible.
This development, which Brady
describes as"a major breakthrough
in the discussion of care and cost,"
allows the physician and the
hospital to deliver care without
compromising quality.

Although the MedicarelMedicaid
revolution is ongoing, change is a
certain outcome, Brady declared.
At present there are 40 to 50 million
seniors in the United States, with
4.2 million enrolled in HMO man
agement, and these numbers will
continue to rise through the next
century. Brady encouraged radiation
oncologists to "manage the revolu
tion" to work in their favor. He
advised radiation oncologists to
position themselves to compete for
this growing market through man-

aged care contracting-both global
pricing and capitation. With new
technologies and combined modali
ties gaining momentum, Brady
strongly encouraged radiation,
medical, and surgical oncologists to
approach clinical patient manage
ment on a more collaborative basis.
Failure to do so will continue to
allow nonphysician entities to
influence clinical decision making.

STORMY WEAlMER AHEAD?
A number of market forces are
beginning to affect health care
delivery in the U.S. These include
medical inflation, new technology,
and demographics.

"Someone in the U.S. turns fifty
every eight seconds," said David
Friend, M.D., M.B.A., global direc
tor of health care consulting at
Watson Wyatt Worldwide, which
provides strategic advice concerning
the restructuring of the health care
industry. The baby boomers are
aging, and an older population
means increasing overall incidence
of cancer.

"just by the fact that we are

SPECIAL INTEREST GROUP (SIG) ROUND-UP

Nursing SIG. "The T ransition to
Ho me Health Care" was led by
j oan C, McNall)" M.s .N ., R.N.,
O .C.N., of Karmanos C ancer
Institute in Detroit, Mich. McNally
reviewed the skills required fo r
efficie nt home healt h nursinr and
raised the eth ical co ncerns 0 ca ring
fur the o nco logy patien t 3. t hom".

Medical Director SIG, Rober t II.
j acqmin, M.D., F.A.C. P.• vice
president of managed care. Physi
cian Reliance N etwork. lnc., in
l)all.1S. r «, discussed " Phys ician
C red emialing." lie focu sed on
N CQA accred itatio n sta nda rds.

Rddldtion O ncology SIG. Luther
W. Br3.Jy, M.D., H ylda Cohn l
ACS professor of clinical oncology,
Allegheny Universit y of the Health
Sciences, Ph iladelph ia, Pa., pre
sent ed a comprehensive review of
major issues in radiatio n o ncology.
(Sec acco mpanying article fo r more
info rmation.)

Administ rator SIG. Three sessio ns
were offe red.
• "Physician/ Hospital Alignment:
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A Model for Success." Th is sessio n
was present ed by Valinda Rowe
Rut led ge, M.B.A., B.S.N ., M.S.N .,
St. j oseph Mercy Hospital &
Saline Comm un ity Hospital, An n
Ar bor. Mich. She examined the
struc tu res needed for in teg rati ng
physicians within the hospital's
decision making and strategic
process. (Sec page 18.)
• "Man3.ging Your Ca ncer
Program in 3. Managed Cue
Environ ment ." T he presenter W3.S
Steve Schulz of Ernst & Young.
C hicago, III. I l l' discus sed market 
ing on cology services, globJ.1fcc
arrangements, and "merging t rends
in o ncology carve-ou ts.
• " Benchmarking the O nco logy
Service Line." T his session W3S
pres ented by j oyce G. Stair, ~I.S . ,

B.S.N ., S[. Joseph Mercy Hospit al.
Ann Arbor. Mich. (Sec acco mpa 
nying aniclc.)

Community RCH',rrchiCCOP SIC,
An update on clinical research
.....35 prese nted by Leslie G . Fo rd.
M.D.. of the Division of Cancer
Prevent ion and Control at the
National Cancer Institute.

SIGN UP NOWI

The Association of Commu
nit y Cancer Ce nte rs curre nt ly
recognizes five Special
Interest Groups (SIGs ):
Administrato r, Com munity
Research/ CCOI., Medical
Director, Nursing. and
Radiatio n Oncolog y. The
SIG s provide a forum for
members to discuss ongoing
ACCC activities, including
the annual meet ings,
Oncology In ucs. strategic
plJ.nni ng. and ot her critica l
issues. Increased SIG part ici
pation by th e membership
will continue to strengthen
the Association's ability to

be 3. natio nalleader o n issues
of impo rtance to 3.11 cancer
care discipli nes. Fo r 3 SIG
mem be rship form or more
informat ion, please contact
Kath leen Young, AC CC SIG
Member ship, 30 1·98 -1 -9-196.
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President Bill C linton
expressed appreciancn for
receiving ACCC's N ational
Achiev~m~nt Award in r« og
nit ion of t he Adm inistration 's
initiat ives on Mh alf of cancer
patien ts and th eir families.
Accepting th e Anociat ion' s
award on behalf of the Presi
dent was Philip Rand olph Lee,
~t.D.. anista nt l~cretary for
healt h. (See page J t for Dr.
LU 'l r~marks.)

.....,.......,,,

I • • nt to thank the ao.rd ot Tru.t.... ..-ber.. .nd .t.ff
o f the .....oci.tion of~nlty Cancer C.nt.n for honoring
_ ..ith your N. t i onal Ao<;:hl.,,_nt ...... rd In recoqnition of wy
Adaini.tr.tlon·. initl.tive. on behalf of c.ncer patl.nt••nd
their f ••lU.. . Thi••••rd _.na •9.... t de.l to - •• 
continU4 our .ffort. to .neur. h i 9 h - qu. l i t y , coat -.ffectl".
he.lth c.re for .11 our citlzena.

Many ~rlc.n. ha... f.lt the i-.pact of c.ncer •••ither
In t ....ir own U"e. or in thoe Uvea of lovad one. . T'l'w pain
.nd INffaring' ca..aed by cancer f o r tlMl individual••ffected
.nd for their f.~liea .re i.......r.bl. . • .. t bee..... o f the
.... rd lOOrk of or<).n!a.tiona 11k. the ....aoci.tlon of e-nlty
Canc.r canter•• victl_ .nd their f_Uie. ar. qettinq the
c.r., guldanoa ••nd Info~tion thay need to fight thi.
t . r r i b l e dt..... . True heroe., your --.ber. ha"e Nt •
.hining .~l. of ee-lt_nt .nd ~aelon. helpir.g c.ncar
patient••nd their (a.UI•• to ove~ eno~ dlfficulti••
e.ch day . I ~nd you fo r your "it.l . ,u k, .nd on behalf
of .U thoaa you have 1MI1pad. I thank you for. job _U dona .

getting older, the country is going
to spend a lot more on health care,"
said Friend.

He argued that medical inflation
is not under control. In fact, accord
ing to Friend, the ratio of the med
ical CPI to the overall CPI is rising,
and is at its worst level in forty years.

"We are spending $160 billion on
Medicare today. By 2030, we think
that number will be $1 trillion. Total
health care spending will rise from
13 to 14 percent of the gross nation
al product to almost 25 percent. The
good news is that there is tremen
dous demand for your services. The
bad news is that we don't have the
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money to pay for these services,"
said Friend.

"For people who think that man
aged care is the answer and costs are
under control, I say, 'Absolutely not.'
We are in the eye of the hurricane,
and we have to come out."

Friend foresees the end of the
traditional hospital cancer center,
which he called "a very inefficient
cottage industry." In its place will
rise the "virtual health care system,"
where webs of providers offer spe
cialized services. For the patient
with a broken hip, for example, a
critical care provider will repair the
hip. Within twenty-four hours, the

patient will go elsewhere to a com
pany that delivers rehabilitation.
Another company will make sure
the patient is taking the prescribed
medication. Another company
will run the home health care or vis
iting nurse services. Relationships
between multiple suppliers that
offer distinctive value will be devel
oped. Each supplier will focus on its
own niche. Medical informatics, new
technology that offers the ability to
talk to and treat anybody, anytime,
from anywhere, will speed the
change to a more cost-efficient
health care delivery system. lfI

"


