South Dakota Council on Colorectal Cancer
January 24, 2012
12:00 – 1:00 pm (CT)
Present:
Denise Kolba, Jill Ireland, Nancy Beaumont, Dr. Paul Amundson, Dr. Steve Schroeder, Dr. Jim Powell, Kay
Dosch, Jacque Cole, Thomas Asfeldt and Teri Delfs, Angie Chaney, Dr. Dale Bachwich (by phone).
I.

SD Comprehensive Cancer Control Colorectal Workgroup – Jill Ireland
Through the GetScreenedSD from January 2009 through December 2011 there have been 1149
people have enrolled and been screened for the FIT test with 269 polyps removed from 208 patients
who had colonoscopies, three cancer diagnosis and 118 cancers potentially prevented.
We have been talking about the success of the program and how to get others more aware of the
program and the benefits of colon cancer screenings . We will be doing promotions in February to
coincide with March’s National Colon Cancer Awareness Month.
2011– 2012 strategies include:
1. Getting patient resources to those who have been recently diagnosed with colon cancer. One of the
resources the group is distributing is The Colon & Rectal Cancer. From Diagnosis to Treatment. This
book is published by Addicus Books out of Omaha, Nebraska and was co-authored by Dr. Addison
Tolentino from Sioux Falls. Copies of this book have been distributed to cancer centers, health care
facilities, hospitals and primarily surgeons in the state who in turn give to their patients after diagnosis.
Additional information from the American Cancer Society and the Comprehensive Cancer Control
Workgroup is included. Another resource that is being distributed is Build Your Comprehensive
Colorectal Treatment Dream Team. It is a companion guide, more of a workbook, and talks about the
specialists that a patient may encounter during their treatment. Jill can get additional copies if you
would like them.
2. Awareness Into Action is a newsletter that shares best practices and new resources and is published on
a quarterly basis. The January edition will share program data, state-wide resources, professional
development opportunities and a hot topic to share with providers. This newsletter is distributed to all
providers who are members of the GetScreened Program which includes over 300 centers and 900
physicians. In the future, the newsletter will be published on the Department of Health website.
3. The next meeting is on February 21. The workgroup meets bi-monthly for one hour conference calls.
Dr. Amundson questioned if there was a plan to publish the number of cancers prevented in the South
Dakota Medicine Journal. Kay Dosch discussed the annual Colorectal Cancer Burden Statement. This
Statement is the monogram for the majority of the cancers that the Health Department has data on
through the registry. Dr. Powell suggested looking at risk factors that we could start to gather with this

group in the future to begin to understand some of the risks, given that it is a unique population of
uninsured and underinsured that gets screened through this program.

II.

2011-2012 Work Plan
Data collection and reporting:
We sent the request for the HEDIS colorectal cancer screening data from all the health plans and the
QIO, Mark East is compiling this for the report. Last year the data showed an 11% increase in crc
screenings from when we first started collecting data. Kay discussed the annual Burden Statement and
that in comparing the rates from last year, there were 425 colon cancers (2008 US SEER) and there
were 426 cancers in 2009. The Health Department is calculating their age adjusted rates differently.
Instead of using the 2000 census population, they are using population estimates which are more
accurate instead of rolling back to 2000. It will be notatedin the document that the data is calculated
differently. This is a new trend and what is being used nationwide. We can more accurately compare
South Dakota incidence and mortality rates with the United States rates. If anyone has any suggestions
for something new or different that they would like to have included in the monogram please let Kay
know. The BRFSS data asks the colorectal cancers screening questions every other year so last year the
2010 questions were included. This would free up some space for the other screening information. Dr.
Amundson asked if there was any data in recurrent colorectal cancer available, i.e. how long they have
had cancer, how many years lived, how long from diagnosis to death. Dr. Bachwich suggested two
areas that the Council might want to examine:
1) Patients that have a colorectal cancer recurrence. Generally those numbers are not huge but
they are worth looking at. These patients have been identified as having colon cancer and have been
treated but they end up with recurrence later.
2) Patients diagnosed with colorectal cancer related to screening failures. Dr. Amundson
questioned data capture since codes may not specific enough. Tracking the data may be difficult since
the patients often switch health plans. Kay commented that the registry data would have that
information.
Thomas Asfeldt asked about cancer stage at diagnosis rates. Kay stated that this year
compared to last year, in situ cases went from 4% to 3% and localized cancers went from 46% to 44%,
while the regionalized stage rates went from 28% to 32%. Looking at the average years of potential life
lost (AYLL), last year the number was 12.8 for whites and 17.6 for American Indians and the new report
is shows 9.6 for whites and 10.3 for American Indians so whites are adding about three years and
American Indians are adding about seven years to their life. There was discussion of looking at the
years of potential life lost between this year and previous years. Dr. Bachwich stated that the message
we want to communicate to the public is that screening saves lives. Kay stated that since we now have
several years of data we could include that information in the Burden Statement. Dr. Bachwich
questioned how to design a study so you can accurately look at years gained. Kay wondered if you
could collect the data through the screening program as far as when the patient was screened or if
they were never screened. Dr. Bachwich thought it was a small enough group of people that you could
look at new cases and work backwards. The group also might want to look at screening failures. If
there were a lot of screening failures, we would need to figure out why. If there were not a lot of
screening failures you could get a sense of how well screening programs work in reducing the diagnosis
of colon cancer or at least advanced cases. Thomas stated that one thing that would be beneficial
would be to know what to benchmark it against and if there is data that predicts what that typically
would be across the nation. Dr. Bachwich said the screening failure rate was measurable. Dr. Powell,

Dr. Amundson and Dr. Bachwich will help Kay look at the data and decide what we want to focus on
and if we want to add the information to the Burden Statement.
Professional Development – reaching providers:
Denise stated that we have focused on professional development and continue to see successes. For
Grand Rounds 2012, Denise has been in contact with USD Sanford School of Medicine and they have a
couple of dates open in June that we are hoping to secure. She has contacted Dr. Richard Wender
from Thomas Jefferson University, a family practice physician who is very well versed in colorectal
cancer screening. He presented at a primary care provider event at Avera Cancer Institute’s open
house in 2010. Another potential candidate is Dr. Michael Potter who is a family practice physician
with the University of California in San Francisco. He has approached screening in unique ways
through combining crc screening clinics with flu clinics in the fall. This practice has created a culture
where people who come in for their annual flu shots are also asking to get their annual colorectal
cancer screenings. He is nationally recognized and has many publications. Denise will keep the Council
posted on the date and speaker. Dr. Bachwich has presented webinars in the past with positive
feedback. Last year Dr. Brooks from the American Cancer Society spoke at Grand Rounds which was
broadcast as a webinar.
QIO Provider Learning and Action Networks. Nancy Beaumont and Dr. Schroeder have some
opportunities for Learning and Action networks that we could potentially use to deliver information to
providers who do cancer screenings. Nancy Beaumont stated that the Learning and Action networks
are an entry point to spread information and best practices that are happening around the state at the
provider level. The QIO is going to begin identifying topics, one of which is colon cancer preventive
screening messaging. They will create a curriculum and you will start to see invitations to join this
collaborative work. This initiative is the startup of three years of work. Dr. Bachwich stated that over
the next two years we will see more quality data coming out about screening and was wondering if
there was any way for us to provide a posting site to encourage people to report quality data or do we
not want to embrace this? Dr. Schroeder said that eventually it will be mandatory. Jacque Cole stated
with all the health care reform mandates coming out over the next three years reporting will increase.
This might be South Dakota’s chance to tell its story. Dr. Bachwich stated that quality data reporting
either allows people to share the information if they are comfortable or if they are not comfortable, it
encourages them to do the right thing as opposed to waiting until they are compelled to do the right
thing. Denise mentioned that the American Cancer Society has partnered with the American Diabetics
Association and the American Heart Association to produce tools to assist with data collection and
reporting. This program is called Guideline Advantage. Dr. Bachwich stated that many practitioners
may not know of the service and Denise commented that we could promote this through the Council
or through the Learning and Action Networks. This group could endorse it and raise awareness.
Dr. Amundson stated that this Council could come up with a dream list of things we would like to get
providers’ offices to provide so that we can accumulate this type of quality based data. Denise stated
that her colleagues in Minnesota, Wisconsin, and Iowa are involved in quality collaboratives that
collect screening data from providers/clinics and publish it. Dr. Bachwich stated that the current South
Dakota quality collaborative is hospital centric and the quality initiatives are primarily in-patient
focused. Since most colorectal cancer screenings occur in ambulatory settings he is not sure you would
get a lot of traction from that group now. Dr. Amundson said there is enough health plan
representation in this group that maybe we influence the group to begin some focus on outpatient
data. Dr. Amundson stated it is definitely something we should have additional discussions on. Dr.
Schroeder, Dr. Bachwich, Dr. Amundson (unofficially), and Mark East are on this Quality Collaborative

group. Denise will reach out to the members in the next months for further discussion on how we
want to move forward.
Public and health plan member/employer group strategies:
Jacque Cole and Denise have discussed potential avenues for member interventions and how this
group could work collaboratively. As a group we have not focused on member invention, Denise has
worked with different health plans and some are committed to doing this on an annual basis. The
American Cancer Society has seen success with sending out reminder letters for screening to members
of health plans who are non-compliant. At our last meeting, we discussed this strategy and
encouraging each health plan agreed to a member intervention on some level. Denise sent an email
with different avenues for member communication. American Cancer Society works with health plans
nationally through use of the Great Lakes callback center as well, whose employees are well trained
and have been doing this for years. They are well versed at answering questions that people might
have regarding colorectal cancer screening. Health plans can also do call backs using their own staff if
they choose. We committed to reporting the outcome of member interventions and sharing best
practices. Please let Denise know what type of member intervention your health plan can implement
this year.
Dr. Bachwich brought up the fact that years ago this group did a great job in convincing health plans to
lower the barriers to screening colonoscopy and now that that has been in place for awhile, we are
beginning to see those same barriers in surveillance. He questions if we want to try to encourage
health plans to reduce copays or is that not a battle we want to undertake? Dr. Powell stated that they
are looking at incentives for follow-up and he will take it back for further discussion. Dr. Amundson
states this task is difficult because providers are not familiar with accurate surveillance
recommendations. This will require consensus from health plans and providers on the guidelines
guidelines. Denise stated that this group has gotten tools into the hands of providers of what is
appropriate surveillance according to ACS guidelines.
Reducing disparities:
Nancy Beaumont and Denise have been working with Norma Schmidt, Director of Chronic Diseases at
the Dept. of Health. The Dept. has received a grant for patient navigation and has placed patient
navigators in primary care clinics with the hopes of improving screening rates. A barrier they have
identified is that clinics don’t understand the concept of patient navigation in primary care and in a
prevention and early detection role. They view patient navigation as assisting the patient who has
already been diagnosed with the chronic disease. The Dept. of Health wants to help clinics understand
the concept a little more. Also many providers are unfamiliar with the Fecal Immunochemical Test
(FIT), how it is different from FOBT and how it is better than FOBT. Denise and Nancy experienced
some resistance when trying to incorporate a FIT Clinic with a flu shot clinic with the question of
whether we were promoting FIT over a colonoscopy. Norma Schmidt is working the Media One to
produce the materials. Denise passed around an example of an information packet that the Florida
Department of Health has produced. Nancy stated that there is a gap between the people who are
willing to have the test and those who are unwilling to do anything. We are targeting the people who
are unwilling to do anything. The FIT test is a valid test for screening and is appropriate for those
unable or unwilling to undergo colonoscopy.

Next meeting:

Denise will send out an email to see what time and day work for everyone.

