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A system in crisis

* |In 2013, a National Academy
of Medicine report
. DELIVERING
characterized cancer care HIGH-QUALITY
: « : CANCER CARE
delivery as a “system in
crisis” due to fragmented
care and failure to use
evidence-based practices Iin
clinical decision-making

— This crisis applies to both
primary and oncology care
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Slow Uptake of Evidence Based Practice (EBPs

« Cancer care delivery efforts to
Improve prevention and target risk
behaviors have faced substantial
translational challenges

* The translational timeline for five
key EBPs (i.e., mammography,
smoking cessation, colorectal
cancer screening, HPV co-testing,
and HPV vaccination) from
discovery into routine health care
practice is 15 years
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Abstract

Purpose Previous studies estimate trunslation of research evidence into practice takes

not specific to cancer control evidence-based practi

17 years. However, this estimate is

s (EBPs), nor do these studies evaluate variation in the translational

process. We examined the translational pathway of cancer control EBPs.
Methods We selected five cancer control EBPs where data on uptake were readily available. Years from landmark publica-

tion to clinical guideli

issuance to imy

defined as 50% uptake, were measured. The translational pathway for

cach EBP was mapped and an average wtal time across EBPs was calculated.
Results Five cancer control EBPs were included: mammography, clinicians’ advice to quit smoking, colorectal cancer

g, HPV co
15 years. Time from publication to
o, — 41012 years. Clinician's ad

cl

esting, and HPV vaccination. Time from publication to implementation ranged from 13 to 21 years,
ssuance ranged from 3 to 17 years, and from
e to quit smoking, HPV co-testi

ideline issuance to

nd HPV vaccination were maost rapidly

implemented; colorectal cancer screening and mammography were slowest to implement.
Conclusion The average time w implementation was 15 years for the five EBPs we evaluated, a marginal improvement from

prior findings

Although newer EBPs such as HPV vaccination and HPV co-testing were faster to implement than other

EBPs, continued efforts in implementation science to speed research 1o practice are needed

Keywords Cancer control - Evidence-based practice - Translation - Implementation - Uptake

Introduction

The gap between research evidence and practice is a prob-
lem widely recognized by researchers, practitioners, policy-
makers, and paticnts. In a highly cited review pul
2000 by Balas and Boren [1], the authors found that
of 17 years for rescarch evidence to reach clini-
cal practice. Subsequently, others 2, 3] also estimated an
average of 17 years between research and practice. While

an ave

these studies reviewed a broad range of health interventions.
including flu vaccine, diabetic eye exam, mammography,
and thrombaolytic therapy as well as developments in other

hahnaz Khan
kshatsaz 6 gwmail, gwu.edu

School of Medicine and Health Sciences, The George
niversity, Washin

cer Coatrol and Papula

areas of health such as cardiology and neonatal intensive
care [1-3], evidence-based practices (EBPs) in cancer con-

trol have not been systematically examined.

Prior work by Balas and Boren [1] reviewed various clini-
cal preventive care procedures that were established 1o be
effective in clinical trials and calculated the time to imple-
mentation of evidence from published reviews, textbooks,
and papers. The selection of procedures in their sudy was
driven by the availability of evidence and data. Specifically,
they selected procedures that were (a) supported by clinical
trial evidence for their use and (b) had nationally available
data on the use of the procedures. Using the landmark clini-
cal trial publication for each 1 procedure, Balas and
Boren measured the time it took from the publication to

implementation, defined
in clinical practice (it was assumed that the rate of use was
zero at the time of landmark publication).

For this study, we
pathways of evidence-based programs, practices, or inter-
ventions (herein referred to collectively as EBPs) across the

rate of use or uptake of 50%

the variation in

41 Springer
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Multi-Level Challenges

« Uptake of EBPs is further
delayed by multi-level forces
both upstream and downstream
of the organizational or provider
Interaction with an individual
patient

— insufficient social safety-nets
— fragmented care delivery

— unconnected health information
technology systems

— lack of payer incentives
— structural racism
— the built environment

Rutgers Robert Wood Johnson Medical School
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Cancer prevention, risk reduction, and control: opportunities
for the next decade of health care delivery research
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key lessons gheaned from implementation efforts gulded by
advances In behavioral health.

COVID-1Y pandemic. When EBPs are incorpor-
ated into delivery, the aver
Keywords: to translation takes approxi

time from diseovery
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cancer care, healih care delivery research, COVID-  COVID-19 pandemic illustrated that, when faced =
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Alignment of Incentives

* A key challenge in the next
decade is to align diverse
stakeholders, including
patients, health care
professionals, payers, health
care delivery organizations,
and non-profit cancer-
specific organizations’
Interests to cancer control

CONSENSUS STUDY REPORT

GUIDING CANCER
efforts more broadly CONTROL
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To provide high quality clinic
based cancer prevention we
need high quality primary care
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High Quality Primary Care

* High-quality primary care is the
provision of whole-person,
iIntegrated, accessible, and
equitable health care by
interprofessional teams that are
accountable for addressing the -
majority of an individual’s health / ‘ .,
and wellness needs across Af Y
settings and through sustained @’ in 3
relationships with patients,
families, and communities. Implementing High-Quality

Primary Care:

Lhe Nutivmal Academics of
SCIENCES - ENGINEERING - MEDICINE !

Rebuilding the Foundation of Health Care
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Community Oriented Primary Care

“An approach to medical practice that undertakes
responsibility for the health of a defined population, by
combining epidemiologic study and social intervention with
the clinical care of individuals, so that the primary care
practice itself becomes a community medicine program.
Both the individual and the community or population are the
focus of diagnosis, treatment, and ongoing surveillance.”

—Community-Oriented Primary Care: New Directions for

Health Services Delivery (I0OM, 1983, p. 70)

7€ 46 56 4
€ 33656465
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Access, Workforce and Payment Are Key

5 Objectives for Achieving High-Quality Primary Care

ACCESS
2 Ensure that high-quality primary care is available to every individual and family in every community

WORKFORCE
Train primary care teams where people live and work

ACCOUNTABILITY
Ensure that high-quality primary care is implemented in the United States

Rutgers Robert Wood Johnson Medical School Implementing High-Quality

Primary Care:
Rebuilding the Foundation of Health Cars



Access Strategies

 We need primary care highly engaged in
promoting population health in the communities
In which they are practicing and addressing
community needs that impact health
— Integrate care delivery in non-clinical settings

— Partner with health departments, academic

institutions, local governments, and others to create
opportunities for screening

— Community members should be involved in care
delivery

Ensure that
lngh quallty primary

available to
every individual and

Rutgers Robert Wood Johnson Medical School




Workforce Strategies

* We need interprofessional teams with non-
clinician team members, such as health coaches,
community health workers (CHWSs) and patient
navigators, to serve as points of contact and
continuity for primary care

— Primary care workforce needs to reflect the people it
serves

— Integrate CHWs into primary care teams

— Need to draw on the resources of the * extended health
care and community care team” S

« Community based organizations h -N’ij
« Healthy aging services

Rutgers Robert Wood Johnson Medical School




Payment Strategies

e Suggests a shift in primary care payment toward
hybrid (part Fee for Service, part capitated)
models, making them the default method for
paying for primary care teams over time
— Pay prospectively for team-based care

— Provide incentives for incorporating non-clinician team
members

— Provide incentives for partnerships with community-
based organizations

Rutgers Robert Wood Johnson Medical School
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ommunity Alignment

 We must investigate and
address the policies and
practices identified as “root
causes” of structural racism
and structurally design our
learning health systems to
support health equity and
dismantle processes that
reinforce and sustain racial
health disparities

Rutgers Robert Wood Johnson Medical School
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SOUNDING BOARD

Realizing the Potential of Cancer Prevention
— The Role of Implementation Science

In the past two decades, we and others have
estimated that more than half of cancers could
have been p d by applying k ledge that

has the longest-standing evidence base. Environ-
mental and policy approaches (e.g,. taxation and
restrictive policies) that reduce the rate of risky

we already have. Tobacco use, inactivity, and
obesity are modifiable causes of cancer,”” and
evidence now suggests that vaccination against
the human papillomavirus, the use of aspirin
and selective estrogen-receptor modulators, and
participation in screening programs further re-
duce the risk of specific cancers.** The effect of
these strategies on cancer-related outcomes in
the general population is significant. A 62% re-
duction in lung-cancer mortality is associated
with smoking cessation at age 50.° and environ-
mental and policy strategies are effective at in-
creasing cessation.*® A 95% reduction in mortal-
ity is associated with screening for cervical
cancer,” a 100% reduction in mortality is associ-
ated with vaccination against the human papil-
lomavirus,"™ and a %% reduction in mortality
related to chronic liver disease and liver cancer
is associated with vaccination against hepatitis B
wirus.® There is also benefit for those at high
risk for cancer. Lung-cancer screening is associ-
ated with a 20% reduction in mortality among
smokers at high risk, salpingo-cophorectomy
reduces the risk of breast and ovarian cancer
among women with a BRCAL[2 mutation,*** and
treatment with selective estrogen receptor mod-
ulators reduces the incidence of breast cancer by
50f% among women at high risk.™" Screening,
diagnosis, and treatment of hepatitis C virus
infection reduces the risk of all-cause mortality
by 50% among those with infection.™ Our abil-
ity to prevent cancer has improved significantly.

HOW WELL DO WE USE THE EVIDENCE
ON CANCER PREVENTION?

The evidence on cancer prevention has not been
adopted in the United States as effectively as it
might have been (Table 1). Among the strategies
for the prevention of cancer, smoking cessation

N EMGL) MED 37610 M

behaviors and that increase access to treatment
are particularly important for tobacco control at
the population level.“** However, the current
federal excise tax on tobacco, $1.01, is low as
compared with the average of about $3.15 per
pack in high-income countries worldwide. There
is often statistically significant variation among
the states in the implementation of the evidence
base. One example is state tobacco taxes, which
range from 17 cents to $4.35 per pack of ciga-
rettes.” Raising cigarette excise taxes at the
state and federal levels is viewed as a key strae-
egy in reducing smoking prevalence, yet almost
one third of states have not raised their taxes in
10) years. Long-standing gaps in access to cessa-
tion treatment were addressed in the Affordable
Care Act (ACA),"*" which is now at risk.

Similar gaps in the implementation of the
evidence base can be seen in nearly all known
cancer-prevention strategies. Simply puot, as a
nation, we continue to underinvest in primary
prevention and screening and fail to adopt strae-
egies to ensure that all population groups ben-
efit equally from our knowledge of cancer pre-
vention. As a result, cancer morbidity and
maortality are unnecessarily high,” and these
high rates translate into huge health care costs
and a devastating burden for patients and their
families.™* Prevention is much less expensive.
For example, the economic cost of smoking is
estimated at $300 billion a year.™ Every $1 ex
pended on a l
program in Massachusetts was associated with a
return on investment of §2.12.%

tsive smoki ion

HOW CAN WE MAXIMIZE THE USE
OF EXISTING EVIDENCE?

If we wish to increase the use of the existing
evidence on cancer prevention, it is imperative

TJW.ORG  MARCH 9, 2017

The Mew England Journal of Medicine
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Summary

* We have a new model of primary care that
embraces and centers community needs

 We have a robust, challenging cancer
prevention evidence base and opportunities to
rethink how we partner with communities and
clinicians to put them into practice

* We need to leverage policy to create clinical
practice settings that understand, engage with
and can adapt to address the needs of their
communities

Rutgers Robert Wood Johnson Medical School
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