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The Task at Hand

I'he Problem
I'’he Approach
I'he Trade-ofts

I'he Priorities

I'he Appropriate Course of Action



The Problem

Cancer soon to be the number one cause of
death 1n the U.S.

Rates are decreasing but numbers rising.
Cancer 1s complex

Cancer care 1s expensive



The Approach

Ever more complex
Multiple players

Lack ot coordination
Impact unclear for the eftort
More options

More expenses



Trade Oftts

* Spending for cancer vs. neurodegenerative
diseases, cardiovascular conditions, diabetes,
etc.

* Spending for cancer vs. military,
environmental protection, prison system,
national parks, etc.

* Spending for cancer vs. Medicaid



Trade Oftts

* Within health/cancer spending (“iron
triangle”) of access, quality and cost
containment.

* Cancer prevention and control (distant
benefit) vs. treatment (immediate benetit, but
expensive).

e Patients decide between treatment costs vs.
other family obligations, mortgages, and food



Perspectives

“Where you stand depends on where you sit.”

* The individual at risk ot cancer

* The cancer patient

* The individual provider

* The health system

* The government as funder

* The government as regulator and payer

e The cancer researcher
* etc. etc.



T'rade-otts

From the federal government’s perspective most
of these trade-offs can be managed by

negotiation, leadership and reliance on data and
evidence of need and benefit to soclety.



Process vs. System of Cancer Control

* Process — The Cancer Continuum

* System- Health professionals, hospitals,
biopharmaceutical and device companies,
payers, consumer technology and computing
firms, research organizations, advocacy and
support groups, regulatory agencies, patient
and tamily members.



Priority of Process vs. System

This may be the trade-oft that deserves
the most discussion in terms of the
perspective of federal leadership in cancer
control research, funding and organization.



From the perspective of a cancer
researcher...

* Traditionally paid more attention to process
than system. (e.g. cancer continuum)

* More recently with attention to cancer health
outcomes and 1mplementation and policy
research researchers also turning to systems
sclence.



THE CANCER CONTROL CONTINUUM

PREVENTION
Tobacco control
Diet

Physical activity
Sun exposure
Virus exposure
Alcohol use
Chemoprevention

Communications
Surveillance

DETECTION
Pap test
Mammography
FOBT
Sigmoidoscopy
PSA

FOCUS

DIAGNOSIS

Informed
decision-
making

TREATMENT

Health services
and outcomes
research

CROSSCUTTING ISSUES

Social Determinants of Health Disparities

Genetic Testing
Decision-Making

Dissemination of Evidence-Based Interventions

Quality of Cancer Care
Epidemioclogy
Measurement

SURVIVORSHIP

Coping

Health promotion
for survivors
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Adapted from David B. Abrams, Brown University School of Medicine.



Two Examples of Complex Systems
in Cancer Control Research

1. The Evolution of Frameworks or Models 1n
Cancer Control

2. Implementation Research as in the San
Francisco Cancer Initiative



Greenwald and Cullen began to formulate the cancer controlresearch processin
1985
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Greenwald &Cullen, JNCI 1985




Dynamic Model of Cancer Control
Research

CANCER CONTROL RESEARCH ACTIVITIES

Intervention
/ Research ‘\ .

Fundamental
Research

Surveillance
Research

Application and
Program Delivery
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REDUCING CANCER BURDEN

Adapted from the Advisory Committee on Cancer Control, National Cancer Institute of Canada, 1994, Hiatt & Rimer CEBP 1999.



Candidate T2 Evidence-based
icati Recommendation
Application
ppteat or Policy
T1 3

Scientific @o»:rlledge |
Discovery yn ?

Health-Disease

Burden

Practice and
Control
Programs

Figure 1. Epidemiology and the phases of translational research:
TO, scientific discovery research; T1, translational research from dis-
covery to candidate application; T2, translational research from can-
didate application to evidence-based recommendation or policy; T3,
translational research from recommendation to practice and control
programs; T4, translational research from practice to population
health impact.

Am J Epidemiol 2010;172:517-524

Khoury et al AJE 2010



INTERMEDIATE FACTORS DISTAL FACTORS

PROXIMAL FACTORS

Biologic-Environment Interactions

Social Conditions and Policies
Poverty, socioeconomic status, public
policy, culture, norms, discrimination and
prejudice

Institutional Context
The health care system, the family,
organized religion,the economic system,
the legal system, the media, and the
political system

;

Social Context
Collective efficacy, social capital, social
cohesion, poverty level, racial/ethnic
integration, social/economic gradient

Social Relationships
Social networks, social support, social
isolation, social influence, social
engagement, religious participation, civic
engagement, employment

Physical Context
Building quality, pollution, business,
transit access, orderliness, graffiti,
cleanliness, sidewalks, open space,
parks, neighborhood stability

Individual Demographics
Age, socioeconomic status, health status,
education, race/ethnicity, acculturation

Individual Risk Behaviors

Tobacco use, alcohol use, diet, sexual behavior,

loneliness, trust in the health care system

Biological Responses
Obesity, depression, stress, hypertension,
high cholesterol, previous iliness, chronic
lung disease, alcoholism

Biologic/Genetic Pathways
Allostatic load, biologic processes, genetic
ancestry, genetic mechanisms

Fundamental

Causes \

Social and
Physical —l>
Context

SaW02INQ Yl|eaH aiesedsiq

Individual
Demographic
and Risk
Factors

Biologic
Responses
and
Pathways

FIGURE 1—Model for analysis of population health and health disparities.

Warnecke
et al. AJPH
2008



New Paradigm of Breast Cancer Causation and Prevention
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Example of SF CAN

* Independent of funding system, rather
depends on philanthropy

* Interested In translating evidence from
research on process into actions that depend on
understanding and partnering with sysiems.



UCSF Cancer Cases as a % of all Cancer
Cases in a County, 2010-14

11/21/2019 SF CAN



Proportion of non-localized (regional and remote)
prostate cancer cases by SFF CAN area, 2006-2015
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San Francisco Cancer Initiative

* Our goal is to reduce the cancer burden and particularly address
disparities of incidence and outcome by harnessing innovative
sclence, new technologies and our knowledge of needs of all the
citizens of San Francisco.

* Will take a broad long-term population health perspective.
* A multilevel-genes to socliety view of the determinantsof cancer.

* A transdisciplinary approach with teams, community partners and
political leaders.

* Tie into both the needs of the people and innovations in science
coming from ‘precision population health” and our capacity to
harness ‘Big Data’.

* Aninvestment for San Francisco with major new funding.

11/21/2019 SF CAN



SF CAN Partners
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Evidence-based Information

* HBVvaccination

* HBVtreatment

* HCVtreatment/cure

« State of the art care for liver
cancer/liver disease

* Liver cancer screening

* Emerging: alcohol & fatty liver
diagnosis, prevention, &
treatment

Existing Resources

Partners: UCSF HDFCCC, SFDPH,
Healthcare Organizations (Kaiser
Permanente, CPMC/Sutter, VAMC,
Northeast Medical Services,
Chinese Hospital, UCSF,
ZSFG/CHN), Community
Organizations (Project Inform, SF-
HepBFree, EndHepCSF)

Institutional Assets
« Staff/researchers
* Support from Public

Policy
Analyze current policy and policy needs
atcity, state, and federallevel

HCV Elimination

* Support End Hep CSF

* Create website

* Institute monthly planning process

« Produce strategic plan and budget

* Hep CElimination modeling

+ Education for provider & consumers

* Treatment delivery innovation/ build
provider capacity

* Hep Ccommunity testing and linkage
services

* Support DPH Hep CRegistry

* Collect data onhep Cscreening and
care from healthcare systems

* Assess quality of care for UCSF
hepatitis C patients

HBV Elimination
* Support SF Hep BFree
* C ity outreach events

Healthand Clinical organizations
* Institutional funding
* Knowledge of best practices
related toliver cancer/HBV/HCV
* Public health programs: syringe
access, drug treatment
* Accessto massmedia, including
ethnic media

Design Principles

* Evidence/data

« Health education & patient
awareness

* Cultural context of target
populations (e.g., SF Asians)

* Use of training & technical
assistance

* Knowledge of accesstocare &
research

* System change

* Policy and advocacy

* Stakeholder engagement

+ Collective impact model

* Develop provider education
interventions for management

* Develop phone line navigation
program in English and Chinese

* Support SFDPH Hep B Registry

* Collect and assess hep Bscreening and

careinclinical systems

* Assess quality of care for UCSF
hepatitis B patients

* Creating a hep B patient registry

Liver Cancer Detection
Effortstosupport expanded hours for
liver cancer screening at ZSFGH

State of the Art Treatment
* Develop materials to educate
oncologists and hepatologists on

Liver Cancer Task Force Logic Model

—

Policy

* Baseline position paper about burden
of HCCin the population, and
strategy

* Strategy implementation

HCV Elimination

* Functional website

* Monthly meetingswith HCV
elimination partners

* Finalized strategic plan

* Deliverinterventions toincrease
provider educationon HCV

* Expansion of community-based
testing programs

* Increased number of providers
treating hep C

* Increased hep Ceducation
forums/events/training activities

* Academic detailing program

* Hep Cprevalence estimate

+ UCSF Quality improvement program

HBV Elimination

* Deliver interventions toincrease
provider educationon HBV

* Implement HBV phone line
navigation program

« Language appropriate HBV
educational materials

* Quality improvement program at
UCSF

Liver Cancer Detection

Increase liver cancer screening
capacity at ZSFGH through weekend
hours

State of the Art Treatment

[e—

short-term (1-2yrs)

Policy

Policy changesat city and state
level that support screening /
vaccination /treatment for
HBV/HCVliver disease and liver
cancer

HCV Elimination

* Screening and treatment
referral programsfor HCV

* Increase provider capacity to
manage HCV

* Providers better informed
and provide appropriate care
to HCV patients and those at
risk

HBV Elimination

* Providers better informed and
provide appropriate care to
HBV patients and those at risk

« Those atrisk for or have HBV
better informed to discuss
careand have enhanced
accesstocare

Liver Cancer Detection
More people screened for liver
cancer

State of the ArtTreatment
* Oncologists, hepatologists,

* Deliverlecture series for
ists and i

appropriate liver cancer and

liver disease care

* Develop plan toincrease clinical
research coordinator support for liver
cancer treatment trialsat ZSFGH

* Support existing clinical research
coordinators for liver cancer
treatment trials at ZSFGH

and g:
betterinformed to provide
state of theart care forliver
cancer

* Increased recruitment to liver
cancer treatment trials by
25%

SF CAN - Emerson Collective

Outcomes:
medium-term (2-5yrs)

Policy

Policy changesat federal
level that support
screening /vaccination /
treatment for Hep B/C/
liver disease/liver cancer

HCV Elimination

* Increased HCV screening
ratesin community
settings

* Increased HCV
treatment rates

* Increased HCV cure rates

HBV Elimination

* Increased HBV
vaccination rates

* Increased HBV screening
rates

* Increased HBV
treatment rates

Liver Cancer Detection
Earlier detection of liver
cancer

State of the Art Treatment

* Patients get better
accesstostate of theart
care forliver cancer

* Citywide consensus on
how tocare for Hep B
and Hep C patients

utcome: ) e
b trm 5479

Policy

Established and
implemented policies to
support evidence based
screening, prevention, and
treatment related to HBV,
HCV, liver disease, and liver
cancer

HCV Elimination

* Reduction in prevalence

* Reduction in incidence

* Reduction in stigma

* Increaseinaccessto
care

HBV Elimination

* Reduction in prevalence
* Reduction in incidence

* Reduction in stigma

* Increase inaccesstocare

Liver Cancer Detection

* Decreased diagnosis of
late stage liver cancer

* Increased diagnosis of
early stage liver cancer

State of the ArtTreatment
All liver cancer patientsin
SF are considered for
potential clinical trials for
liver cancertreatment

End of HBV and
HCVas public
health threats
End of HBV and
HCVhealth
disparities
Decreased
incidence of liver
cancer

Better survival
forliver cancer
patients
Elimination of
liver cancer
disparities

Nov 2017



Conclusions

Many trade-ofts, but...

The priority depends upon the perspective or
lens through which these trade—ofts are viewed.
Main perspective 1s that of federal government.

The difterence between process and systems 1s
important and may be the key trade-oft.

The process 1s going OR. Can embrace complex
systems thinking.

The extent of trying to fix the whole system
with 1ts multitude of stakeholders needs to be
right sized and feasible.
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