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Developing a Network of
Community-based Delivery Sites
Insights gained by the Ireland Cancer Center in northern Ohio

by Nathan Levitan, M.D., M.B.A.

he IrelandCancer
Center(ICC) is.
NationalCancer
Institute-designated
comprehensive can­
cercenteraffiliated
with University
Hospitais of

Cleveland (UHC), University
Hospitals Health System(UHHS),
antiCase Western Reserve School
ofMedicine. Since its establishment
in 1985,the ICC hasprovided
inpatientand outpatient cancer
treatmentservices and hasdevel­
opedextensive basic and clinical
research programs. Untilearly
1998,most ICC patient care activi­
ties tookplace at University
Hospitals ofCleveland.

Over the pastfive years, UHC
hasbeentransformed from an acad­
emichospital in an urbanseuingto
it large healthcare system (UHHSj
thatprovides inpatient and outpa­
tient care at 100 sites aCTOSS northern
Ohio. Currently, the system
indudesseveral communitybospi­
taU (1,650 inpatknt bed;), <ammu­
nity-based outpatient centers, a
managedcare organization. a med­
ical services organization. and more
than 130primarycare and specialty
physicians who ere employed byone
ofthe components ofUHHS. The
system currently employs approxi­
mately15,400 individuais. In 1998
inpatient days totaled3n.OOO. and
morethan3.1 million outpatient
visits were /JTO'Uided.

Simultaneous with the growth
and developmen' ofUHHS, ICC

Nathan Le'Vitan. M.D., M.B.A.•is
medical direaorofClinical Cancer
Programs for the IrelandCancer
Centerand UnifJersity Hospitals
Health Systemin Cle'rJeland, Ohio.
He is also an associate professor of
medicine at Case Western Reserve
University School ofMedicine.
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leadership wasasked to de'Velop
additional deli'rJery sites. A plan was
de-veloped to integrate theseservices
into communities throughout
northern Ohio.

Most physiciansstrive to provide
high-quality patient care. and many
are aware of local competitive
forces. However, clinicians seldom
thinkof medicalcare as a product
in a marketplace. In deciding to
bring cancer servicesto surround­
ing communities, the initial chal­
lengeis to clarify the specific ser­
vices that characterizepatient care
at a cancer center. In marketing
terms, define your product and
develop a strategy for delivering
consistent services at multiple loca­
tions. In a saturated market, ask
whether the product being offered
provides any comf.etitiveadvantage
over other availabe cancer services.
We took each of these actions at
the Ireland Cancer Center in
northern Ohio.

Our goalwas easilyarticulated:
"To deliver the highest possible
quality of cancer care to the
patients of northern Ohio." Core
attributes of what we at the Ireland
Cancer Center believeto be high­
quality cancercare include:
• State-of-the-art care. We want to
provide cancer care that is evidence
based and is consistent with the
most recent clinical research data.
This is accomplishedby using a
matrix of patient-care pathways
developedby physicians at the ICC
to guide patient-care management.
Teams of subspecialty-focused
physicians in the cancercenter con­
tinuously revisethese pathways.
• Multidisciplinary care. Patients
with cancer often consult with
physicians from different cancer­
related specialties and receive diver­
gent recommendations from med­
icaloncologists, surgeons, and/or

radiation oncologists. At the ICC,
we convene a multitude of disease­
specific tumor conferences attend­
ed by medicaloncologists, radia­
tion oncologists, surgeons,
radiologists,pathologists. and other
specialists as needed. Patient man­
agementdecisionsare made
prospectivelybased on recommen­
dations of the entire group.
Physicianswho deliver care at
community-based sites may pre­
sent a patient via telemedicineto
one of the subspecialty conferences
taking place at the academiccenter,
or the physician may present the
patient at a local community hospi­
tal-based tumor conference.
• Clinical trials. The ICC is com­
mitted to providing a wide array of
clinicaltrials in which patients may
choose to participate. These include
single institutional trials, coopera­
tive group protocols, and pharma­
ceutical-sponsored research. Most
clinicaltrials are availableat all of
the ICC delivery sites.. Only Phase
I trials are restricted to the academ­
ic center due to the complexity of
pharmacokinetic monitoring and
the handling of certain investiga­
tional agents. All clinicaltrials are
displayed electronicallyusing
intranee technology so that the
most recent version of any trial is
available to ICC physicianssys­
temwide, thus eliminatinga stream
of paper. We believethat cancer
clinicaltrials provide a structure for
sophisticated and up-to-date cancer
care and also provide cancer
patients with accessto emerging
technology.
• Patient-focused care. Most cancer
patients are under considerable
psychologicaland physiologic
stress.Many face financial hardships
as well. Accordingly, an important
component of "high-quality cancer
care" includes the provision of a
comfortable and convenient setting
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4 . Physic ians will part ic ipate in the clinical trials program .

3 . Physic ians wi ll partic ipat e in mult idiscipl inary conferences.

TABU 1: REQUIREMENTS FOR ICC PHYSICIAN MEMBERSHIP

1. The ICC is t he principal sit e of cane nt-cere delivery.

primary •CUStOmer- is,of COutR, the
patientwith cancer. Also important
are thereferringphysicians (gmcnI­
lyowg<O<U and in'crnim) ondthe
familiesof cancerpatients.

The most important considers­
rion for the cancer patientand that
patient's family isthe opportunity to
achieve a favonble medical outcome.
However, the conveniencefactor is
important aswell Recognizin~ that
many cancerpatientsare debilitated
at the timeof diagnosis, and that fre-­
quent visits to the physician are
often needed, the patient'schoiceof
a cancer treatmentcenterisoften
influenced by location.

The rcferrin_g physician can,in
many cases, influence the patient to
seek cancer care at one or another
facility. In dir:ccting thepatient to a
medical or radiation oncologist. the
referringsurgeonor internistfaces a
variety of motivations.'Thereferring
physicianislikely to be most inter­
ested in thewell being of thepatient.
In addition, the referring physician
would like to remainaetivdy
involvedin and aware of the
progressof the patient"s cancertreat­
ment, The referring pbysician also
faces financial andsocial pressures to
referwithin themedical community.

While the Importance of the
referring physician in influencing
the patient's decision about cancer
treattnentcannotbeoversta~,n

2. Treatment will be delivered accord ing to ICC care paths.

IIIAIlIlET ANALYSIS:
IDEHIIn CUSlOMEIIS
Havingdefined the product that we
want to deliver, we also needed to
ask:Who are our "customers" and
Whatdo our "customers"want?The

patients with cancer were not tr:lV~

ding from other puts of nonhero
Ohio to receive their care at the
ICC. Thus,many cancer patients in
thisregion did not have easyaccess
to care at an NeI cancer center. Jn
selecting individual locations for
new centers, the population size
~projectednum~of~

patients in each community w~re

analyzed. This process was closely
integrated with expansionplans
developed by UHHS.

When the current phase of this
expansion'program iscomplete,we
will have fivefull-service, commu­
niry-based ICC facilities in addi­
tion to the originalfacility at the
academic center. Two of the com­
muniry-based Ireland Cancer
Centers are located within or
directly adjacent to an inpatient
f>cility offiliatcd ";<hUHHS. Two
are located within community­
based, multidisciplinary outpatient
car. facilities owned by UHHS.
One ICC Is a freestanding building
constructed as a partnership
between UHHS and an indepen­
dent hospital system.

5. Physic ians will participate in ICC continuing education activities.

IlIAIIllEr ANAl.Y...:
IIlEImFY LOCA_
Havingdefined the product, <h.
next step was to develop a plan for
deliveringthis product at strategic:
sites throu~ut the community.
First. we Kfentified appropriate
locations for the centers, and then
assessed the expected pati~nt vel­
ume and sources of patient referrals
at each location.

The ICC selectednumerous
delivery site locations. Although
the original ICC facility, located at
the urban academic center, sue­
ceeded in capturing a largepropor~
tion of the cancer"market sh.ar~­

within the county, a majority of

in which to receive care. In addition,
patients at each ICC delivery site
must have access to a broad amy
of psychosocial and nutritional
support services.

With these principles in mind,
we planned to build severalcom­
munity-based cancer centers capa­
ble of deliveringthe samequality
of cancer care that has been offered
at the academic center. Thus, each
facility must include and ineegraee
both medicaland radiation oncolo­
gyservices. Medical and radiation
oncology physicians share patient­
care facilities and work side by
side. Each center offen modem
chemotherapy treatment facili tin
that provide comfort and privacy
to patients. Other components of
each facility include one or more
nurses skilled in cancer clinical tri­
als. social services, and nUm bOD
support services. Perhaps most
important, the physiciansand nurs­
es practicing at each center must be
strongly tied to the ICC in order to
follow ICC patient-care pathways,
present all patients prospectively at
multi-discir.1inary conferences. and
off~r eligib ~ patients participation
in ICC protocols.
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Working With Community Physicians:
A Progress Report

A
s of j anuary 2000. the
Ireland Cancer Center
delivers care at the acadcm ­

ic center, at two full-service com­
mun ity-based IC e s, and at three
co mmunity- based med ical oncol­
ogy offices. A third full-service
community-based site opened in
March 2000, a fourt h will open in
July 2000, and .1 fifth in early 200t.

The first com munity-h u ed
Ireland Cancer Center opened in
j anuar y 1998. Two med ical onco l­
ogy physicians are operating at
maxi mum capacity. and a third
enjoys a rapid ly growing practice.
The linear accelera tor at that
Facilit y is operating at ma ximum
capacity .

The secon d comm un ity -based
IC C open ed in O ctober 1999.
Th is facility is treating approxi ­
rnately 15 patients pef day with
chemotherapy and 35 pat ient s per
day with radioth erapy. Vo lume is
build ing rap id ly each month.

The academic center continues
to operate at maximum capacity.
Rath er than simply sh ift ing vol­
ume from one cente r to another,
the opening of community- based
IC C facilit ies has provided new
patient populatio ns with access
to IC C care.

T wo busy medical o ncolog ists
previou sly served the community
in w hich the first IC C comm uni­
ty-based facility is located. O ne
ph ysician was in pri vate pract ice,
and the seco nd was a salaried
member of a muhispecialry gro up
owned by UH HS. Both physi­
cians moved their offices into the
Ireland Cance r Center. To accom­
modate the large patient volume, a
third ph ysician was hired as well.
The pri vate practitio ner was
en thusiast ic about moving his
entire practice fro m a modest
office into a plush new facility .
While continuing to functio n as a
pr ivate pract itioner. he gained two
partners and enjoyed the intellec­
tual stimulation of the IC C
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approach to patient care. The pre­
viously salaried physician main­
tained his employment st ructure.
H e, too, has benefited fro m a less
burde nsome call sched ule, a great ­
ly enhanced practice enviro nme nt.
and an opport unity to part icipate
in a sophisticated cancer care
deliver y system.

In the second community ­
based IC C facility, a pri vate prac­
tice med ical o nco logist with a
large referra l base in the same
community was recruited to serve
as medicat"director. Recognizing
the declining reimbursemen t for
chemotherapy administratio n. he
elected to become a salaried
emp loyee of U H H S instea d of
maint aining his private practice
struc ture. H is compensatio n level
is similar to that w hich he enjoyed
as a private practit ioner, and his
weekend call schedule is more
favorable . He has become an
active member of a subspecialty
conference at th e acade mic cen ter,
and th erefore is gain ing a depth of
expertise in this area . H e has
beco me actively engaged in the
clin ical tri als program.

Several radi ation onco logy
physicians have bee n rec ru ited
fro m co mmunities ad jacen t to
new IC C facilities. Each of these
physicians has joined a single
practice group d irected by th e
chid of th e Depart me nt of
Radiation Oncology at U niversi ty
Hospitals of C leveland. This cen­
tr alized structure for radiation
oncology facilitates flexible cove r­
age arrangements among th e dif­
ferent radiation o ncology delivery
sites and also enco urages adher­
ence to un iform standa rds of care.
The rad iation oncology physi­
cians who have joined the IC C
have gained access to sta te-of-the­
art treatment techn iqu es and qual­
ity control mechani sms; they have
beco me members of a mu ltid isci­
plinary treatment team; and they
have become exposed to a broad

array of clinical trials. T hese
physicians have also mainta ined a
comfortable level of compensation.

1\-10re di fficult situatio ns have
arisen when oncologists in the
com munity view the IC C as a
pote nt ial th reat to their livelihood.
O ne co mm un ity in wh ich the
IC C is developing a full-service
facility already co ntains several
med ical o ncology physicians.
So me of these physicians del iver
care at multiple sites, includi ng
institu tions th at are affil iated with
compet ing health care syste ms .
T o deliver care according to the
IC C model , a physician already
pract icing in th e co mm uni ty
wo uld be required to deliver most
of his or her cancer care at the
IC C facilit y and foc us his or her
pat ient care activit ies within a
single health care system. In this
situation , some physicians already
in practice in the community
have viewed less favorab ly the
opport unity to join the IC C .

Caree r satisfac tio n fo r most
physicians is a reflec tion of mu lt i­
ple factors, inclu ding co mpensa­
tion level. int ellectual stimulation,
life style. and the natu re o f the
wo rk environment . Each of these
plays a ro le in the extent to which
the IC C has achieved smooth
integratio n with existing med ical
and rad iation o nco logy ph ysicians
in a particular comm un ity . Tab le
2 sum ma rizes the most important
factors that have led to great er o r
lesser acce pta nce of the IC C by
medical and rad iation oncology
physicians.

T he financ ial environment in
which medical and rad iation
o ncology phy sicians practice is
und ergoing formidable changes.
It has been our experience that
the alignment of physicians and
hos pi tals can result in improved
q uality of care fo r patient s and
financial secu rity for hosp itals
and physicians alike.
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mustalsobe recognized that patients
are becomingincreasingly likely to
take control of their own cancer
care. Cancer patients are becoming
aware of the array of availablecan­
cer servicesand are more likely
than in the past to select a site for
cancer treatment independent of
the referring physician.

TABLE 2: FACTORS IN INTEGRAnON OF EXISnNG ONCOLOGY
PHYSICIANS

Factors Fa"oring Smooth IntBgratlon with Existing Oncology PhysIcians

1. Pre-eJdst ing shortage of medical or radiation oncology physician
resources

2. Pract ice style of pre-ell, lsting physicIans similar to ICC standards

3. Compensation level of pre-ell,ist ing physicians at/near national norms

4 . Pre-ell,isting physicians delivered most of their care at a single
hospital/ health care system

Factors leading to Dlmcuft IntBgfatlon with ExIstIng Oncology Physician.

1. Pre-ell, isting excess of medical or radiation oncorogy physician resources

2. Practice style of pre-exrsttog physicians unorthodox

3. Compensation level of pre-ex ist ing physicians significantly above
national norms

4 . Pre-ex ist ing physicians delivered care at multiplehospitals/health care
systems

FINANCIAL, CONSTRU~,
AND STAFFING CONCERNS
In considering the expansion of the
ICC clinicalprogram to multiple
community-based sites, it was rec­
ognized that a multi-milliondollar
investment would be needed for
the development of each facility.
Start-up and oD,?oing overhead
costs were formuiable as well.
Although UHHS, UHC, and the
Ireland Cancer Center are non­
profit entities, sufficient revenue
had to be generated at each center
to assure the long-term viability
of our patient-care goals.

To address these considerations,
a business plan was developed early
in the planningphaseof eachcen­
ter. It was necessary to demonstrate
that 1) sufficient patient volume
would exist to utilize the center at
or near capacity over severalyears;
and 2) revenuesfrom this patient
volume would cover the cost of
building and operating the center.

Once the businessr.1an for each
new center was comp eted, a com­
plex process ensued. It was neces­
sary to identify a source of funding
for design, construction, start-up,
and (if necessary)ongoing support
of each center. Those centers located
on the campus of a community­
based hospital have been, in general,
funded by that community hospital.
The exterior design of each center is,
of course, unique to its individual
setting. However, to deliver consis­
tent patient-care services,the interi­
or components and patient flow are

Oncology Issues May/June 2000

similar among all ICC facilities.
Early in the process of design

and construction of each new cen­
ter, we attempted to identify and
hire a medicaldirector and a nurs­
ing/administrative director. These
individuals must become strongly
tied to the ICC so that they under­
stand the patient-care paradigm that
will beutilized at the new center. In
addition, they must understand the
community/hospital into which the
new center will become integrated.

When the construction of the
center nears completion, the infra­
structure must be developed for
integrated medical and radiation
oncology physician care,
chemotherapy and radiation thera­
py treatments, and clinicaltrials
participation. If not already in exis­
tence, the local multidisciplinary
rumor conference must be estab­
lished. A marketingpro~ to
promote the center within the
community is necessary as well.

._TION wmt LOCAL
PHYSICIANS
The growth of University
Hospitals Health System has been
characterized by a partnership with
multiple community hospitals and
physician practices. UHHS has
provided resources to build new
programs and hire additional

physicians as needed. The goal has
been to enrich the servicesavailable
at each community site, rather than
to draw patients from the commu­
nity setting to the academiccenter.
Similarly, in developing communi­
ty-based ICC facilities, our goal
has been to simultaneously inte­
grate these services into the com­
munity, while maintaining the
integrity of our highly differentiat­
ed patient-care product.

Although patients have uni­
formly viewed the availability of
new servicesclose to home with
enthusiasm, physician reactions
have been mixed. Some have feared
that the ICC would bring with it
competing physicians in their fields
and that many patients would be
drawn out of the community to the
academiccenter. It has been impor­
tant to clearly explain that the ICC
will utilize primary care physicians,
surgeons, and medical subspecial­
ists already practicing in the com­
munity to care for cancer patients.
Only the most complex patients,
representing le~s than ~ perce~t of
new cancer pattents, will require
referral to a tertiary care center.
Once physicians in the community
realize that the arrival of a new
ICC facility represents an opportu­
nity to treat locally many patients
who might otherwise have traveled
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elsewhere for their care. they have
generally become accepting of the
new facility.

Thedevelopmentof each new
ICC facility represents an opponu­
nity to increase the volume of cancer
patient care in that community.
While this maywell benefit most
physicians, the ICC doespotentially
represent"competition"for those
medical. andradiation oncology

r.hysicians in thecommunity.
deally, theICC wouldlike to

atuK' high-qu.Iity medical oed
n<fi.tion onoology physicians
.m.dy pr>cbcing;" thecommunity
to pract1~ at the center, thw pf'04
viding opportunity rather than com­
p<tition.While mmining ....dfudy
committed to theICC mod" 01
care. we haveapproached many
communi -based medical aod radi­
anononco~ in an effort to inee-

p e them into our program.
The processof developiof' ...1.­

tionships with those medica and
radiation oncologists who predated
the presence of the ICC in a com­
munity has been a significantchal­
lenge.We have experienced some
successes and some failures in this
regard.The key to our successes
has been the alignment of incen­
tives among the ICC, the commu­
nity-based medical radiation or
medicaloncology physicians, and
the community hospital.

In an effon to faciliute the inte­
gration of physicians in the com­
munity into the ICC. we have been
as flexible as possible with regard
to the employment structure of the
medical oncology physicians.
Existing models include private
practice. salarycompensation, or a
salary model with a productivity

incentive. Individual medical
oncology physicians affiliated with
the ICC haveeven shifted among
these models from year to year.To
date, all of the radiation oncology
physicians affiliated with the ICC
have joined a single practice group.

Noting that physicians may be
compensated through a variety of
mechanismsas described above, a
structure unrelated to financial
compensation is needed to pro­
grammatically link physicians to
the ICC. This has been eceo m­
plished through the designation of
each physician as a "Member of the
Ireland Cancer Center." For a
physician to practice at an ICC
facility, the physician must satisfy
the necessarycriteria for ICC
membership. This designation is
renewed biannually. Requirements
for membership include compliance

Hospital Partnership Creates A Network of Care in Ohio Communities
by l. Kenneth Taylor

The 1990s saw a flurry of activi­
ty 3.mong health care facilities
in northeast Ohio as organiza­

tion s reacted to the ever-growing
pressures to co ntain costs from
Medicare, Medicaid. and other
insu rers. The}' reacted as well to the
growing threat of for -profit chains
such as Columbia and Pr imary
Health Systems, while trying to
maintain "high-t«h, high -touch­
personal care to patients. In the
midst of this unrest, the Boards of
Trustees of South west Communirv
H ealth System and its subs idiary', •

L Kenneth Taylor is exeOltive
vice pwident and chiefoperating
officer ofSouth'U/est Gennal
H ealth Center in Middleburg
H eights, O hIO.
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Southwest General Health Center,
undertook the task uf determining
whether the H ealth Ce nter should
remain totally independent or join
with a major netwo rk.

The result of this in tense two­
vear effort was a decision bv the
hoJ.rds to enter into a " part~eri ng "
agreement with University
H ospitals H ealth System.
Although the board co nsidered
manv [actors, the kev was a des ire
to h~\"C~ the capabilit" of .a net
inflow of care into the communi ­
ties served bv Sou thwest General
Health Cent~r . The panneri ng
agreement had as core clements
tha t the hallmark services of
Rainbow Babies and Children's
Hospital, MacDonald Women's
He alth programs, and Ireland

Ca ncer Center would be int ro ­
d uced to th e Southwest campus.

So uthwest General H ealth
Center is a full-service commu nity
hospital. It operates 336 bed s;
employs more than 1.500 full-t ime
equivalent employees. and has
more than 600 physicians on the
med.ica.1 staff. It has approximately
14,000 discharges per year; 1-40,000
outpatient ~'isits; and -10.000 visits
to its level l l Trauma Center .

Under the panoeriog agree­
mcru , Rainbow Ped iat ric Services,
Perinatology, and Neonarologv
were introduced rapidly while the
timetable called fo r introduction of
Ireland Ca ncer Ce nte r in 19'N.
Southwest Ge neral Health Ce nte r
recognized early that the Ireland
Ca ncer Ce nte r was a " branded"

0 1l<Ology Issues May/June 2000



with the essential feature of ICC
care 15 oudined in Tab le I.

SUMMARY
The development of a network of
community-based delivery sites at
the Ireland Cancer Ce nter is based
on decisions pertaining to services
and geographic location that are
unique to the health care market in
no rthern Ohio. In addition, the
extent to which existing medical
and radiation oncology physicians
have been enthusiastic about joi n­
ing the ICC has depended o n the
unique cbaracterisrics of each com­
munity. However, the stc,ps that
were foll owed in developing and
implemencing thisplan apply to
mos t heal th care systems.

First, clarify the financial and
programmatic goals of establishing
a cancer center at one or more lou-

product because of its un ique des ­
ignation as o nly I of 35 compte ­
hens i...-e cancer cen ters in the ent ire
co untry. Accord ingly, a co nside r­
able effo n was made by senior
manageme nt fro m both the Ireland
Cancer Ce nte r and Sout hwest
General H ealth Ce nte r to enco ur­
age practicing oncologists at
Southwest General to join the
Ireland Cancer Center.

Southwest General H ealth
Center has maintained a cancer
pr~ram accredited by the
Americ..n College of Surgeons
prior to the partnering agree ment.
Thus. all the elements of .. cancer
program were in place except for
access to rese..rch protocols, .. full ­
time medic..1di rector. and the
establishment of a mu lti -disci pli­
nary approach to care. Clearly . the
Boards of T rustees in tended to
move the cancer trea tment pro·
grams of Southwest Ge neral
Health Ce nte r to the i nte~ntl·d .

Oncology Issues May/June 2000

ticns and define the product to be
d elivered. If the organiu boo pro­
viding the funding for the facili ty is
large and complex. ascertain that
individuals at the senior level with­
in the organization are comfortable
with these goals and expectations.
Synergy must exist between the
strategies of the larger institution
and the cancerprogram.

Next, conduct a market analysis
to determine the potential market
share and predicted patient volume
at each location. Then. develop an
infrastructure to maintain the con­
.istenCf of the service being pro­
vided. An o rpni.ud quality assu r­
ance prognm is need ed to provide
a forum for ongoing self-analysis
and innovation.

Avoid the use of advertising to
promote a produce that is without
substance. Remember that cancer

co mprehensive approach of the
Ireland Cancer Cente r when th e
pannering agreement was signed.

Their decision worked well with
the changing demographic s of the
Sout hwest area where the .age 60­
plus populat ion was expected to
expand from a rat io of I to 8 with
the yo unger populatio n to I to 6
in the days ahead, suggest ing ..n
inc rease in cancer di..gnoses.

A searc h for ;10 full -time medical
director was undertaken• •md an
individu ..1was appointed to the
position in November 1998. Th e
new med ical director bega n seeing
patients in earl)' 1999 and b)'
}'tar's end treated nearly a full
complement of cancer patients . It
is anticipated that a seco nd oncol­
ogist fro m Southwest General
Health Center will be appoi nted
as ;10 membe r of Ireland Ca ncer
Ce nter by April 2000.

React ion by the onco logists
who have pract iced ;lo t Southwest

patients are sophisticated consumers
of mcdic.al care.Generally. they
can distinguish variations in quality
among availab le facilities.

Understand the reimbursement
structure for cancer care in each
community to predict the revenues
that would be generated. Clarifyif
these revenues would be sufficient
to offset the costs involved in
deve lopingand operating co mmu­
nity-based cancer care facilities.

Finally. understand the patterns
of physician referral within a com­
mu nity and the underlying incen­
tives involved in these referrals.
Flexibility is key when exploring
models for cooperation among
physicians . H owever. be careful
not to compromise on core d ements
of the patient care I?roduet in
order to avoid friction within the
community. ..

has been to view the Ireland
Ca ncer Center with skepticism
and as a possi ble majo r comperi­
live th reat. However, considerable
effon has been made. and we will
cont inue to find ways to incc rpo­
rate th e community oncologis ts
into the Ireland Ca ncer Center.

Th e financial ana lysis of the
co mprehensive cancer program
showed that even with the S8 mil­
lion construction costs, the
program would reach break-even
during the second )'ear and begin
to show a return thereafte r.

The new infusion area of the
Ireland Cancer Cen rer at Southwest
General Health Ce nter opened in
February 2000. with radiation
therapy plann ed to open in April
2000. While too soon to conduct
any follow- up patient survey , the
anecdotal co mments reponed
from patients and families on the
new Ireland Ca ncer Center have
been highly favorable.

t.


