Key Changes for Cancer

Teams should test and implement changes that fit under the various components of the Care Model.  (See sample grid that follows)

The following table is representative of the changes that have some type of citation or reference in the full document on the following pages.

	Steps to Improve the Identification, Screening and Follow-up of High Risk Population
	Key changes with citation or reference in the document

	Identify and characterize the population 
	· Provide ongoing educational opportunities for providers regarding screening

· Patients are helped to set and achieve personal goals and given aids to assist in changing behavior

· Assess and develop the health care service delivery system to meet the needs of the population

· Provide culturally competent staff for the patient population

	Clarify recruitment approach
	· Develop a centralized source of information regarding who is due for screening or has an abnormal screening test  (Registry)

· Create automated reminders for screening

· Put Proactive management and reminder systems in place and clarify use of outreach, in reach or both for each cancer

· Provide patient with culturally and literacy appropriate educational resources needed to evaluate their screening options

	Organize screening approach
	· Develop partnerships with community organizations in an effort to understand community perceptions and promote screening in target populations

· Redesign care roles to create planned and coordinated care that assures the patient timely complete screening and diagnostic evaluation and follow-up  (case management, peer/community educator, etc)

	Clarify follow-up, referral criteria, and process
	

	Clarify diagnostic evaluation
	· Look to community agencies to help decrease barriers to the evaluation of abnormal screens

· Increase access to diagnostic services

· Create mechanisms for patient peer support and behavior change programs

	Clarify follow-up, referral criteria, referral process
	· Build capacity and expand the cancer care team into the community

· Care planned and coordinated with patient assured of timely complete diagnostic evaluation and follow-up

	Clarify treatment approach and resources
	· Offer work place screening

	Other
	· Make  provider performance feedback available


This document can be used as a reference for change concepts and ideas related to improving the quality of colon, breast, and cervical cancer screening promotion and follow-up management.   Ideas have been generated by key individuals represented on the expert panel and the planning group for the HRSA/Bureau of Primary Health Care Health Disparities Collaboratives relating to cancer screening and follow-up management.  Those ideas with a reference or citation within the document are shaded.  If used electronically, the hyperlinks will take you to referenced areas within the document and, whenever possible, also link with abstracts or articles that have been referenced.  Changes will occur in this document on an ongoing basis during the 2002-2003 Cancer Pilot.

Change Concepts for Cancer Screening 

	
	Community
	Clinical Information Systems
	Delivery System Design
	Decision Support
	Self Management Support
	Organization of Healthcare

	Identify and characterize the population
	Clarify community served by clinical facility


	Develop query capability and/or automated identification of high-risk or relevant subgroups
	Identify people at risk through queries of data system and identification of relevant populations
	Provide ongoing educational opportunities for providers regarding screening 
	Patients are helped to set and achieve personal goals and given aids to assist in changing behavior
	Assess and develop the health care service delivery system to meet the needs of the population

	
	
	
	
	
	
	Provide culturally competent staff for the patient population

	
	
	
	
	
	
	Regularly update Board, senior leadership, staff, and community on progress

	Clarify recruitment approach
	Evaluate and promote community awareness and receptivity to screening through networking, education and collaboration
	Develop a centralized source of information regarding who is due for screening or has an abnormal screening test  (Registry)

Create automated reminders for screening 
	Put Proactive management and reminder systems in place and clarify use of outreach, in reach or both for each cancer
	Create mechanism to obtain feedback from referral specialty groups and facilitate consultation with same specialists
	Provide patient with culturally and literacy appropriate educational resources needed to evaluate their screening options 
	Allocate resources and remove barriers for improving cancer screening, access

	Organize screening approach
	Develop partnerships with community organizations in an effort to understand community perceptions and promote screening in target populations
	Make data entry a part of clinical care at the time of screening 
	Redesign care roles to create planned and coordinated care that assures the patient timely complete screening and diagnostic evaluation and follow-up  (case management, peer/community educator, etc)
	Develop collaborative relationships to augment decision making
	Create expectation that patient should pursue results and provide feedback to the providers
	Develop partnerships with other community and health care organizations to insure 

that adequate screening capacity exists. 

	Clarify follow-up, referral criteria, and process
	Develop/work with community advocacy group to create understanding of need for follow-up care
	Create a tracking system that identifies abnormal screening, follows their referral progress, and/or sends reminders
	Develop a standardized referral plan for diagnosis and treatment
Design communication and follow-up systems to meet patient and provider needs


	Create a mechanism to facilitate knowledge about outside efforts and requirements
Make Relevant information available at the time of the visit
	Include family, care givers, etc. in educational skills training and decision making regarding need for diagnostic work-up

Provide educational information on follow-up to the health center population
	Integrate cancer screening and follow-up into the Business and Performance Improvement Plan
Clarify referral relationships for relevant diagnostic services



	Clarify diagnostic evaluation
	Look to community agencies to help decrease barriers to the evaluation of abnormal screens
	Make the tracking system relevant to the diagnostic work-up of all three cancers
	Standardize specialty feedback after a diagnostic workup
	Facilitate provider and patient access to guidelines
	Create mechanisms for patient peer support and behavior change programs
	Create patient advocacy expertise availability

	
	Increase access to diagnostic services
	
	
	
	
	

	Clarify follow-up, referral criteria, referral process
	Build capacity and expand the cancer care team into the community
	Improve communication between care providers across the continuum of care
	Care planned and coordinated with patient assured of timely complete diagnostic evaluation and follow-up

	Ensure that treatment decisions and care processes are based upon explicit proven guidelines

Facilitate access to materials that support guidelines used
	Create a clearinghouse for a variety of alternative and traditional treatment modalities
Create patient access to culturally sensitive/appropriate clinical information
	Survey patients and staff for satisfaction with services

	
	
	
	Make notification of results a routine part of care
	
	
	

	Clarify treatment approach and resources
	Maintain a resource database on support services available to people diagnosed with cancer
	
	Offer work place screening
	
	
	Identify relevant treatment services

	Other
	
	Make  provider performance feedback available
	
	
	
	


Change Ideas and References

Shaded/bold areas represent those identified with reference or citation

Underlined items represent those documented by the pilot teams as being implemented.  into their current system of care as of 01-08-03.
Community  (return to grid)
1. Clarify community served by clinical faculty (return to grid)


2. Evaluative and promote community awareness and receptivity to screening through networking, education, and collaboration  (return to grid)


a. Utilize public health outreach programs for professional education
b. Host regular town meetings in the community to provide CHC updates, medical updates, get ideas and ask what the community needs and wants
c. Have a health fair annually at the health center, inviting community members to attend and participate as providers and patients 
d. Billboards, ads, and features on cable access TV.
e. Door-to-door drives in elderly housing 
f. Use students in healthcare programs to be used as outreach and educators
g. Increased promotion of health center and importance of preventative health
h. Use flea market/craft day for opportunity to instruct on SBE and information on cervical cancer screening and extend an invitation to make an appointment
3. Develop partnerships with community organizations in an effort to understand community perceptions and promote screening in target populations (return to grid)


·  Fox, 1998

a. Engage and educate the faith-based organizations in the community to become involved in cancer care.

· Paskett et al CAEBP 1999
· Encourage faith-based groups to develop cancer support groups in their parish
· Use church nurse groups to do lay health education and follow-up
· Get commitment from the pulpit to preach issues and follow-up
· Educate and engage faith based partners in African American and Hispanic communities
· Church (and other community organizations) to have health fair with on-site screenings  
· Health Fairs
b. Partner with the local university for cancer screening projects and screening at the clinics

c. Linkages with hospitals and universities to provide low-cost screening
d. Strengthen partnership with NCI cancer information service outreach capacity to AID cancer-relevant resources.

e. Partnerships with women’s groups, clubs, Elks club, YMCA, ACS, Koman foundation, etc.
f. Assess links on which to possibly piggyback referral and treatment (i.e.; CDC program, Cancer centers, State Health Departments)
g. Link/partner with informal care giver groups to assure increased quality of care services for patients requiring long term care services

h. Collaborate with state BCCP
i.  Establish visiting nurse/aid program to encourage and support self management in the home
j. Work with community networks with an interest in health to decide how to use their networks to reinforce screening messages
k. Use traditional healers in the community and develop approaches to work toward complimentary approach.
4. Develop/work with community advocacy group to create understanding of need for follow-up care  (return to grid)


a. Formalize an advocacy group/team involving the CHC board of directors, political and religious leaders and the media to get a capacity for change
b. Engage CHC advocacy function to persuade state legislature to allocate the state to “choose option 3 as they implement the Breast and Cervical Cancer Treatment Act

c. Form CAB to keep in touch with the community and to get into the community

d. Communicate with advocacy representative to work as a liaison with screening oversight group

e. Community advocacy forum that includes representatives from groups and meets with providers on a regular basis to review screening and follow-up delivery

f. Use community leaders as role models to remove the stigma of PAP and exam fears

g. HEDIS requirement (relating to colorectal CA screening) legislation to mandate payment for CRCS

h. Engage local businesses in the promotion of a healthy community (good health means good business)

i. Local business should:

· Promote screening of employees

· Explore health coverage and improve to allow screening per guidelines

· Provide incentives for getting screening completed

· Support special projects
5. Look to community agencies to help decrease barriers to the evaluation of abnormal screens  (return to grid)


· Legler, Meissner, Coyne, et al, 2002; Janz, 1997; Skaer, 1996)
a. Ask for vouchers, discounts for transportation and child care so that patients can attend screening and treatment activities
b. Use of block monitors, with web TV in the home to get health information from the web

c. Get county funding in order to make appoints and screen families that use the web TV
d. Mobile vans to do outreach in community
e. Convene focus groups to gather input on community needs and assistance with program development.  (http://ctb.lsi.ukans.edu )
6. Increase access to diagnostic and treatment services (return to grid)
a. Link to statewide breast and cervical cancer screening programs, providing access to more diagnostic and treatment services. 
· Ref May et al
b. Link with larger health systems, hospitals, comprehensive cancer centers to provide services (screening, diagnostic, and follow-up care)

c. Links with community policy makers to address apparent barriers to screening

d. Linkages with statewide programs such as BCCCP, Komen, etc.

7. Build capacity and expand the cancer care team into the community (return to grid)
a. Offer expert/technical assistance for presentations, educational materials, and health fairs to advocacy groups that help to educate patients in the community  

· Paskett ED et al CAEBP 5/99, v8; 453-459
b. Involve pharmacists in education about FS prep
c. Outside support for providers to help decrease the burden of patient education (handouts should include websites)
d. Partner with community specialists, teaching them the model and making them part of the team whenever possible
e. Develop a referral and feedback process with community specialists
f. Identify community agencies also serving health center clients and use them for recruitment and to improve follow-up adherence by using their current case management systems
8. Maintain a resource database on support services available to people diagnosed with cancer (return to grid)


a. Develop a directory of local resources to give the patient (including pharmacy programs, transportation, financial assistance)

b. Use cancer information services to highlight local services

c. Develop screen saver for mass distribution

d. Work with local agencies to develop e-tool data base and make it available to patients

e. Provide information on professional case managers to assist with resource allocation and referral

f. Identify breast cancer resources in the area

g. Create a calendar of routine community events relating to cancer and have the health center promote the activities on the calendar

Clinical Information Systems  (return to grid)
1. Develop query capability and/or automated identification of high-risk or relevant subgroups (return to grid)


a. Develop succinct set of standardized measures of risk (i.e.; breast cancer surveillance consortium)

b. Capture history of cancer, and identify those patients with possible risk of familial cancer for a special educational session

c. Develop a system for selecting patients for screening based on demographic guidelines

d. Registering to include conditions that place patients at higher risk (i.e.; polyps) so that appropriate follow-up occurs.

e. Look at socio-economic factors of population served with advanced disease

f. Identify women who have missed screening by 12 months and one day so they can be contacted via phone, visit, and/or letter.

g. Identify/match persons >50 years old living at the same address and invite them to visit together and attend education or screening events

h. Analyze cancer inclusive data by region to identify census tracts with high rates of advanced disease or cancer mortality

i. Flag for women turning 40 years of age to invite them to have 1st mammogram (make it a special event with a gift as incentive)

2. Develop a centralized source of information regarding who is due for screening or has an abnormal screening test (Registry)   (return to grid)


· Yabroff et al ; Mandleblatt et al; Wagner et al, 1998
a. Develop registry, computer-based, like DEMS
b. System should identify patient when registering for appointment if due for test
c. System should print reminder list of all patients who have not had screening or follow-up within a prescribed period
d. Build centralized information systems across groups of health centers to make it affordable
e. Generate aggregate and patient-specific reports of timely screening and follow-up

f. Use standardized terminology in an information system that is considered consistent with national guidelines
g. Use standard terms to characterize screening and diagnosis results that are positive (include information for follow-up and how to locate patient)
h. Generate report at each patient visit for provider use
i. Information system should go beyond the health center level because prevalence for certain types of cancer is not high enough to have many cases at the health center level
j. Obtain feedback from health center providers as to what type of data to collect and which reports would help screening
k. Create a centralized database for tailoring letters and reminders to patients using information for clinical information systems
3. Create automated reminders for screening and follow-up  (return to grid)


· Sin and Leger, 1999; Mandelblatt and Yabroff, 1999; Wagner, 1998; Bonfill, 2001; Snell, 1996

a. Make a decision regarding whether outreach (reminders to women outside of regular visits) and/or in reach (reminders to women in the course of usual care) will be used 

b. For in reach create automated reminders in an electronic record or on encounter forms

c. Mechanism to identify patients needing follow-up on diagnosis

d. Computer generated automatic reminders to providers of patients who are due for screenings based on demographics
e. Screening updates by birth date

f. Automatic notification of physician and other health care providers for positive cancer screening (i.e.; PAP, Mammo)

g. Generate automatic e-mail and telephone reminders of follow-up for consumers

h. Create monthly reports (in triplicate) of all patients due for a test:  to physicians in aggregate form, to the record to attach as a prompt, and to the patient.

i. Create outreach reminders and the systems to identify contact them. 

4. Create a tracking system that identifies abnormal screening, follows their referral progress, and/or sends reminders (return to grid)


a. Reminder mechanism to identify patients monthly who have been referred out to make sure they have accessed treatment
b. Develop electronic patient records that identify risk factors and track screening activities
c. Utilize electronic tracking system for patient referrals in which pop-up features would alert clinical staff if patient does not keep follow-up appointment
d. Include date of results, date of communication with patient, what type of communication was used, and what the next step will be as well as an evaluation
e. Monitor time between screening, result, and diagnostic result by referral provider

f. Real time tracking so that the health center will know when they are not going to meet their set goals

g. Automatically enter screening data and follow-up health data from patient records on an Information System to track follow-up
5. Make the tracking system relevant to the diagnostic workup of all three cancers (return to grid)


6. Improve communication between care providers across the continuum of care (return to grid)


a. Empower team to pull information from system (not to go to IS)

b. Electronic feedback from specialist to PCP
c. Crosswalk existing registries with available clinical trials to allow information to be immediately available at the time of diagnosis
7. Availability of provider specific performance feedback (return to grid)


· Dietrich, 1992; Nattinger, 1989
a. Automated report formats that provide monthly summary of the percent of 

i. Referral to date of screening 

ii. Number of days from abnormal test to diagnosis 

iii. Diagnosis to initiation of treatment
b. Provide feedback to clinicians in terms of adequacy of test (i.e., PAP)
c. Report clinic/health center statistics on a periodic basis to clinicians
Delivery System Design  (return to grid)

1. Identify people at risk through queries of data system and identification of relevant populations   ((return to grid)

a. Work place screening
· Tilley, 1999; Allen, 2001; Mayer, 1993
b. Have group education programs/meetings in the health center to get the message out to patients and address this concern

c. Assess context of where the health system is located or delivers care, in terms of the population’s need
d. Outreach to young adults and college campuses

e. Female adolescent education on breast and cervical cancer screening

f. Promote CRC screening around men, using events designed for them

g. Work place screening

h. Consider a group class on using FOBT, maybe as a part of a “Now that you are 50” special educational event or CRC screening day

i. Check on the status of cancer screening and follow-up for at risk groups whenever they come to the clinic
j. Designate screenings that occur each month, advertised in the community
2. Proactive management and reminder systems in place  (return to grid)
· Wagner, 1998; Bonfill, 2001; Snell, 1996; Somkin, 199; Becker, 1989; McPhee, 1991; Burack, 1997; Litzelman, 1993

a. Place a summary form on patient record so clinician can quickly see what test patient is due for and send parallel reminders to patients.
· Cardozo, 1998
b. Call patients to schedule appointments

c. Automated phone calling system

d. Integrate delivery cancer screening with other preventative health services 

e. Generate automatic mail (e-mail, telephone) reminders for consumers to let them know when they are due for screening
f. Reminders for office visits (e-mail whenever possible)
g. Remind patients of screening on their birthday
3. Redesign care roles to best meet the patient needs  (return to grid)

· Mandelblatt, 1993; Herman, 1995; McCarthy, 1997

a. Case management and community health educator

· Weber, 1997
b. Follow-up case-management with computerized tracking and specialized nurse practitioner

· Engelstad, 2001

c. Nurse, peer educator, and soap opera style video 

· Davis, 1998

d. Redesign the office roles to identify a prevention champion who coordinates activity around screening (from checking patient status to outcomes of follow-up) 

· Khanna N et al JABFP March-April 2001
e. Self management screening provider (not necessarily a physician) should have training skills re:  patient/physician communication about screening options

f. Cross train staff to expand capability

g. Develop peer resources/ counselors (like for HIV) to educate regarding the importance of screening

h. Identify nursing staff responsible to identify and make referrals for screening
i. Access to volunteers to talk with reluctant patients

j. Develop care teams that include staff relevant to all aspects of identifying and tracking necessary programs

k. FNP doing sigmoids, breast exams and PAPs

l. Case management RN/peer coach

m. Train health center staff to do screening procedures

n. Use medical assistant to hand out FOBT and arrange counseling for patient
4. Develop a standardized referral plan for diagnosis and treatment (return to grid()

a. Contractual relationship with specialty groups with agreement on communication format and timelines

b. Identify to the patient who they have been referred to

c. Know who you are referring to and meet with them to explain your efforts and get buy-in and cooperation

d. Develop educational outreach to address practitioner barriers to referrals for complete diagnostic evaluation

e. Contracted relationships with specialty groups with an agreement on communication format and expected timelines

f. Develop relationship/ partnership to have specialist donate time
g. Make referrals to specialists who accept/participate in patient’s insurance
h. Develop incentives reimbursement for specialists to do screening and follow-up (found to be ineffective in Hillman, 1998)
5. Design communication and follow-up systems to meet patient and provider needs (return to grid()

a. Multi-disciplinary team conference around specific clients to provide continuity of care

b. Cancer support groups to help with the interpretation of results and next steps (use of survivors)

c. Designate specific team members responsible to communicate with patients, specialists, and providers about abnormal test results

d. Use of patients as a second line of information source (voices of experience; peer support)

e. Notification of results offer a variety of options to patients on their notification of results

f. Wrap a set of helpful services into the referral process for diagnosis (transport, social services, child care, etc.)

g. Develop method of reporting normal results and emphasize continued screening behaviors

h. At initial service visit, provide verbal and written information about tests and possible results and their meaning

i. Five out pre-paid phone cards for follow-up needs

j. Have patient fill out card and address it to self and put in tickler file to mail when appropriate

k. Ensure that a recall system for short-term follow-up is in place (i.e.; a repeat CBE in 3 months)
l. Patient can look up teams and specialists in front of the physician
6. Standardize specialty feedback after a diagnostic workup (return to grid()

a. Set up a referral loop from the health center to the patient to the specialist, and back to the health center through letters and phone calls

b. Fax-back/referral form recognized by radiologists/ gastroenterologists

c. Electronic feedback from specialist to the PCP
7. Care planned and coordinated with patient assured of timely complete diagnostic evaluation and follow-up  ((return to grid)
· Legler, 2002; Taylor, 1999; Margolis, 1998; Weber, 1997; Lane, 1993

a. Devote a day to screening/Same day screening
· Dolan, 1999
b. Create a navigator to assist with access to information and treatment options

c. Develop multimedia system/people to answer questions quickly (e-mail access to providers and staff)

d. Investigate delays in scheduling diagnostic exams (availability of appointments) and encourage setting aside appointments for your patients

e. Have nurse available for culturally competent/ relevant patient education and referrals

f. Case management of test results, including education, testing procedure (FOB) and follow-up into the health care system

g. Provide translation for common second language

h. Offer on-line service in the exam rooms or some other process for assisting the patients to formulate their questions prior to the visit

i. Scan the chart at each clinical visit to verify screening requisites have been fulfilled:  if not, do at the time of visit or schedule it for another time

j. Review the charts of all patients appts the day before or morning of appts to include the need for screening or follow-up
k. Enhance access by arranging twice monthly visits of mobile mammo van to the CHC so that women don’t have to leave the usual health center setting

l. Wellness clinic days:  providers available to perform CBE and open mammo schedule, including outreach component
m. When patient has a screening result, consider standardized telephone assessment of the patient’s ability to adhere to follow-up process/ protocols

n. Use appropriate language when communicating result to patients in writing or verbally

o. Develop a patient visit form that summarizes for the clinical staff and mid-level staff any specific needs of the patient, the exact screens to be administered and any other relevant information
p. 24 hour nurse line
8. Make notification of results a routine part of care return to grid()

a. Use multimedia channels to inform patients of results (mail, e-mail, fax, phone, etc.)

b. Call patients with results

c. Negative results may be given by mail and positive results make an appt. for briefing of next step to a specialist

d. Set up counseling sessions to explain results of screening and follow-up for consumers.  Collect data from consumers at these sessions

e. Create standardized methods for mailing results

f. Utilize the letters and brochures to communicate results (easy-to-read/language specific)

g. Preparation/ interpretation of positive results at the point of screening referral

h. A system set up to ensure that patients know they will receive notification whether normal or not and must follow-up if they do not hear results

i. Send results to every patient.  If test is positive, letter should include initial suggestion about what to do and make appoint if discussion with physician is needed
j. Inform patient of results with short instructions of next step
9. Offer work place screening return to grid()

Decision Support (return to grid)
1. Provide ongoing educational opportunities for providers regarding screening (return to grid)
· Lane, 2001; Costanza, 1999

a. Train providers to use the ACS guidelines for nutrition during and after cancer treatment, reference:  
· CA Journal Vol 5 No 3, May/June 2001) www.cancer.org
b. Provider education in the form of skills training regarding patient/physician communication positive test results, multi-step process

c. Educate patients and physicians about recommendations for persons with conditions like polyps or fibrocystic disease that puts them at risk

d. Design performance based interventions to apply to groups or team processes in implementing guidelines

e. Train providers to counsel patients and help them make good informed decisions 

f. At least one member of team (and ideally all members) trained in risk communication (what does positive or negative results mean?)

g. Web based CME education for physician and other practitioners on screening and follow-up
h. Yearly seminars for providers on health maintenance
2. Create mechanism to obtain feedback from referral specialty groups and facilitate consultation with same specialists (return to grid)

a. Contractual relationship with specialists

b. Access to specialty care when necessary 

c. Consider the following when considering various specialty groups/specialists:  is follow-up appropriate and streamlined?  Is there good feedback loop and collaboration?  Do the specialists accept insurances?  Can the patient access over-the-counter prescriptions or non-prescriptions or injectables 

d. Collaborate with community and local hospital for registered dietician to assist in the development for risk reduction diet

e. Establish specific dates and times for conference calls with specialty care providers

f. Establish a routine pathway for the PCP to direct tough questions (i.e., about equivocal test results)

g. Have specialty care providers come to health centers annually/semi-annually to talk with teams and patients

h. Communication with specialty providers to set a standard for communicating results (# of days from test)

i. Keep a state of the art option list up to date for your providers regarding diagnostic and surgical referrals

j. Know who to talk to about genetic testing and prophylactic options

k. Create a specialty referral group to be a resource through the web
3. Develop collaborative relationships to augment decision making (return to grid)

a. Members of care team should meet periodically as a “tissue committee” to examine case studies of important successes and egregious failures in screening or screening rates

b. Care team to attend cancer conferences at the local hospital

c. Develop a listserv for exchange of questions, good ideas, thoughts of best practices for members of other healthcare teams and centers
4. Create a mechanism to facilitate knowledge about outside efforts and requirements (return to grid)

a. Information on opportunities to participate in clinical trials should be readily accessible to patients and providers

b. Interface with the available and appropriate clinical trial database; both prevention and treatment 

c. Should be aware and promote the use of legislatively authorized coverage and care

d. Interface with PCC to local advocacy resources and information, including “patient navigator”

e. Provide alternative medicine links that patients can use

5. Make relevant information available at the time of the visit (return to grid)

a. Have list of all community resources for cancer readily available at the point of care delivery 

b. Pull-down screen on information system that includes relevant screening at appropriate intervals

c. Provide periodic feedback to practitioners regarding who is eligible for screening, has had screening, has had an abnormal finding, has been referred for complete diagnostic evaluation, and has had complete diagnostic evaluation.

d. Develop mechanisms, to the extent possible, that provides immediate results to prevent loss of follow-ups

e. Equip each team with touch screen connection to clinical information systems so that each patient’s status can be assessed promptly

f. PAP test will likely have educational notes and citations printed on the PAP in the future that will help direct appropriate management

g. Standardize flow for review of positive results

h. List cancer screening dates as vital statistics in the front of the medical chart, like we do for immunizations)

i. Develop a system for acquiring test results done outside the delivery system and link it to the primary health system

j. Palm based culturally appropriate communication prompts for delivering effective test results and outlining next steps

k. Use simple, culturally appropriate educational information on positive outcomes of early detection

l. Cross check pap summaries provided by pap labs with follow-up reminder log, card file, or computer data system
m. Notice boards in rooms with screening information
6. Facilitate provider and patient access to guidelines (return to grid)

a. Guidelines on posters in exam and waiting rooms

b. Pocket and wallet card reminders for providers and patients (perhaps refrigerator magnets for the patients)

c. Develop low literacy materials in different languages that can help patients with decision making regarding evidence based treatment options

d. Provide computer based system for patient informed decision making about prescription options and screening

e. Guidelines embedded into flowsheet used at the front of chart to allow team to easily identify when the patient is due for screening test or follow up.

f. Patient education on evidence based guidelines and treatment options

g. Have clear result interpretation guidelines for providers
h. Internet within the clinics, with access to web-based guidelines and materials

i. Identify diagnostic guidelines for identifying populations at risk for each cancer site
7. Ensure that treatment decisions and care processes are based upon explicit proven guidelines (return to grid)

a. Develop pathways of care for patient needs and expectations

b. Automated guidelines where consensus exists

c. Develop and use a high-risk assessment tool based on guidelines

d. Describe results and treatment options and identify resources where providers can acquire ore detailed information

e. Develop a clear “if…then” table regarding results through next steps (esp. for cervical cancer)

Self Management Support (return to grid)
1. Patients are helped to set and achieve personal goals and given aids to assist in changing behavior 
· Rakowski, 1998;  Rimer, 1999

a. Tailored reminder messages delivered to consumers to encourage appropriate self-management (delivered by phone, mail, e-mail, etc.)

· Taplin, 1994; Wolosin, 1990; Somkin, 1997; King, 1998; Taplin, 2000; Lantz 1995; Shenson, 2001; Chambers, 1989; King, 1994
b. Summary screening record –patient diary 

· Dickey, 1992

c. Targeted mailing

· Fox, 2001

d. Follow-up with patient

· Manfredi, 1990

e. Reminder plastic credit card for wallet-re screening 

· Schapira, 1992 

f. Ask rather then tell: Ask patients about their commitment to participate in screening and their beliefs and perception of both benefits and barriers. 

· Rakowski, 1992; Pearlman, 1996

g. Respond empathically: Respond and strive to understand patients’ beliefs, concerns and feelings; Use the NURS approach (Name, Understand, Respect, Support) 

· Smith, 1996

h. Utilize barrier counseling (problem-solving) to increase acceptance of screening 

i. Seek agreement that leads patient and clinician through action plan and specifies goals, barriers and next steps

j. Develop a written plan for follow-up, which the patient signs after discussing necessary supports with clinical staff, making sure that the patient retains a copy

k. Summary screening record that the patient keeps (summary materials re: abnormal results, describes routine evaluation of each cancer)

l. Work with patient populations to identify their barriers to screening

m. Define screening as an informed choice that is an easy and effective way to maintain wellness, in context with other behaviors

n. Simple contract with patient (“you do X and we will do Y”)

o. Create workbook to track patient and family members’ health (immunizations, screenings, diagnoses, treatment, and medications)

p. Self management flow sheet of dates of exams, follow-up, with results brought back to PCP

q. Provide relevant/simple information to patients to help achieve their stated goals
r. Utilize barrier counseling to increase acceptance of screening
s. Develop self management flow sheet that includes the dates of exams, follow-up, with results brought back to PCP
2. Provide patient with culturally and literacy appropriate education and resources needed to evaluate their screening options  (return to grid)


· Yancey, 1995  Herman, 1995 “theory-based education” Aiken, 1994; Champion, 1994; Bastani, 1999; Lipkus, 2000; Saywell, 1999; Skinner, 1994; Dalessandri, 1998; Davis, 1997 ; Janz, 1997; King, 1994; Rothman, 1993
a. Provide every at-risk patient with educational materials emphasizing benefits, value as well as limitations and risks of screening

b. Provide information tailored to the beliefs, values and barriers that are prevalent in the populations served 

· Rakowski, 1998; Clark, 2002; Rimer, 1999

c. Use information systems in office settings for access to education on screenings, results, treatment options, lifestyle change, etc.

d. Consider novel means and modes of communication (e.g., T-shirts, coffee mugs, key chains, placemats)

e. Nurses role clarified to include review of an array of educational materials with the patient and answer questions 

f. Promote ACS screening guidelines

g. Give written instructions and include information describing what the test is about, why it is important, where to get treatment, etc (in an appropriate language)

h. Educate patients and physicians about recommendations for persons with conditions like polyps or fibrocystic disease that puts them at risk

i. Define constellation of preventative behaviors

j. Create web-based centralized educational materials
k. Know the types of foods your populations eat and create a relevant 3-day meal plan for the CRC prep period so that clients will see that food restrictions are not so different
3. Create expectation that patient should pursue results and provide feedback to the providers (return to grid)


a. Seek feedback from patients (on-line, through mail, and by phone) about experience with screening, self-management, questions, and issues

b. Empower patients to ask and know about the risks of screening, including the possibility of a false positive 

c. Have patient report back to PCP experiences with screening, decisions about subsequent screening, etc (esp. delays/problems and positive experiences)

d. 1-800 number to call if follow-up does not occur within appropriate time period outlined in diary
4. Include family, care givers, etc. in educational skills training and decision making regarding need for diagnostic work-up (return to grid)


a. Provide materials that identify how family might support patient to address barriers and participate in the screening and follow-up diagnostic process
5. Provide educational information on screening and follow-up to the health center population (return to grid)


a. Computerized kiosks in the health center with relevant highlighted web sites on cancer screening

b. Post messages that communicate positive health throughout the health center

c. Change the setting of the clinic to focus on education  (waiting room brochures, videos, kiosks, computers, etc.)
d. Develop/purchase media (i.e.; video) describing techniques and their benefits that can be viewed in the waiting room
6. Create mechanisms for patient peer support and behavior change programs (return to grid)


· Bird, 1998Dignan, 1996; Margolis, 1998; Navarro, 1998; Sung, 1997; Calle, 1994
a. Link with culturally sensitive groups and promotoras for both outreach and support

b. Add patient representative to the team

c. Identify patients support network and, with patient agreement, involve them in education and follow-up activities

d. Identify community resources to assist patients or provide support as needed (i.e., self management)

e. Support group for cancer patients

f. Make a buddy system available to patients, enlisting the aid and personal commitment of cancer survivors to act as voluntary mentors for those new cancer patients who would thrive with and desire this type of personal support

g. Use peers to educate in ethnic populations

h. Develop patient peer-support group
7. Create a clearinghouse for a variety of alternative and traditional treatment modalities (return to grid)


a. Develop a directory of local resources to give the patient (including pharmacy programs, transportation, financial assistance)
b. Have materials ready which specify coverage options for evaluation and diagnosis
c. If want to provide information on complementary alternative medicine for cancer, consider using NCI Office of Complimentary and Alternative Medicine as a resource
d. Information should be available on alternative or complimentary healthcare services in the community (i.e., acupuncture for pain)
8. Patient access to and use of culturally sensitive/appropriate clinical information (return to grid)


a. As patients move and change health systems, timely transfer of information between health centers is facilitated and promoted

b. Data available for cancer patients (i.e., copies of pathology reports)

c. Provide screening summary output for patient use at the next health care place

d. Orient IT systems to be patient based:
i. Patient gets reminders
ii. Patient can access chart information
iii. Reminders to the clinical team also go to the patient
iv. Patient can query the health care team directly

e. Inform/notify the patients with information on their illness and if it will be in a clinic and state database (reportable)

f. Information coming back from patients regarding their satisfaction with care in referral sites should be available for use by providers

g. Set up computer terminals and kiosks, as well as providing support staff in the health center, to provide screening and cancer treatment information to consumers

Organization of Healthcare (return to grid)
1. Assess and develop the health care service delivery system to meet the needs of the population (return to grid)


a. Patient vouchers for screening 

· Kiefe, 1994; Skaer, 1996

b. Create tool to assess gaps and strengths with the existing healthcare setting and system

c. Utilize current and previous patients in the development of cancer service delivery models
2. Provide culturally competent staff for the patient population  
· Skaer, 1996; Taylor, 1999 ; Fox, 1998(return to grid)


a. Make sure that someone indigenous to the patient population review the versions of “result communicated” for language and cultural issues

b. Provide translation services at the time of care delivery for your population served
3. Regularly update Board, senior leadership, staff, and community on progress (return to grid)


a. Somewhere easily visible to primary care teams, there should be a chart or graph depicting changes in the screening numbers since the project began and updated frequently (as a daily reminder)

b. Report the progress achieved in cancer at the regular medical staff meetings
c. Identify community leadership and advocacy groups that will support and advocate for resources.  Keep them informed of progress and challenges.
d. Cancer reports are part of all Board, Performance Improvement, and Staff meetings to train staff on the pilot
4. Allocate resources and remove barriers for implementation of improving cancer screening and follow-up in the system (return to grid)


a. Create designated meeting time for the staff to share how the practice is doing to achieve screening and early detection goals

b. Develop a “screening status team” responsible for oversight (main levels, PAP levels, sign levels, outreach)

c. Give the team the autonomy to test and implement changes
d. Program coordinator/manager hired
e. Mobile van to deliver cancer screening opportunities
5. Develop partnerships with other community and health care organizations interested in patient care and outcomes (return to grid)


a. Develop contractual relationships with specialty groups

b. Develop interfaces with public/ community hospitals and health centers
c. Allow local/community support group to meet at the health center
6. Integrate cancer screening and follow-up into the Business and Performance Improvement Plan (return to grid)


a. Institute incentives (financial and other for patients and providers) for documenting patient informed decision-making about screenings and self management 

b. Making cancer screenings a quality topic for health center

c. Provide performance reports by physician on adherence to guidelines, perhaps graphical representation distributed on a monthly basis and provide as feedback to the provider and to medical staff meetings.

d. Institute a process for regular audits to assure accuracy of data about screening and follow-up for tracking as well as identification of staff needs for education
7. Clarify referral relationships for relevant diagnostic services (return to grid)


8. Create patient advocacy expertise availability (return to grid)


a. Each health center should have at least one person trained to assist with financial management, insurance coverage, and finding social support
b. Tailored print communication for new enrollees with recommendations for screening needs
9. Survey patients and staff for satisfaction with services (return to grid)
a. Develop mechanism to obtain regular patient feedback about cancer care

b. Provide patient and comment feedback forms in the outer office for those who want to comment or make suggestions

c. Collect provider and specialist satisfaction on the referral and feedback process
Effective “Kitchen Sink” Interventions (return to grid)

a. Reminder flow sheets for patients and providers, audit with feedback, provider educational workshop

· Manfredi, 1998

b. In reach with chart reminders, exam room prompts, in-service meetings, patient-directed literature, community outreach with educational sessions, literature distribution, community events, media, and church programs 

· Paskett, 1999

c. Development of community based provider advisory committee, small group provider training session, provider newsletters, television and radio targeted to community, development of minority task force to encourage screening with screening discounts and billboard advertising 

· Fletcher, 1993

d. Patient educational brochures, physician reminders including chart stickers and flow sheets, audit with feedback 

· Preston, 2000

e. Educational materials, provider presentation, small group discussions with role modeling, free screening for un/under-insured, physician reminders 

· Slater, 1998

f. Provider education and prompts, integration of a project nurse, patient education, video with role model in talk show format, and reminders, transportation vouchers 
· Taylor, 1999
1. Aiken LS, West SG, Woodward CK, Reno RR, Reynolds KD. Increasing screening mammography in asymptomatic women: Evaluation of a second-generation, theory-based program. Health Psychol 1994; 13(6):526-538.

2. Allen JD, Stoddard AM, Mays J, Sorensen G. Promoting breast and cervical cancer screening at the workplace:  Results from the Woman to Woman Study. Am J Public Health 91, 584-590. 2001. 

3. Bastani R, Maxwell AE, Bradford C, Das IP, Yan KX. Tailored risk notification for women with a family history of breast cancer. Prev Med 1999; 29(5):355-364.

4. Becker DM, Gomez EB, Kaiser DL, Yoshihasi A, Hodge R. Improving preventive care at a medical clinic: How can the patient help? Am J Prev Med 1989; 5(6):353-359.

5. Bird JA, McPhee SJ, Ha NT, Le B, Davis T, Jenkins CN. Opening pathways to cancer screening for Vietnamese-American women: Lay health workers hold a key. Prev Med 1998; 27(6):821-829.

6. Bonfill,X., Marzo,M., Pladevall,M., Marti,J. and Emparanza,J.I.  Strategies for increasing women participation in community breast cancer screening (Cochrane Review).  Cochrane. Database. Syst. Rev.  1: CD0029432001
7. Burack RC, Gimotty PA. Promoting Screening Mammography in Inner-City Setting.  The Sustained Effectiveness of Computerized Reminders in a Randomized Controlled Trial. Med Care 1997; 35:921-931.

8. Calle EE, Miracle-McMahill HL, Moss RE, Heath CW Jr. Personal contact from friends to increase mammography usage. Am J Prev Med 1994; 10(6):361-366.

9. Cardozo LJ, SteinbergJ, Lepxzyk MB, et al. Improving preventive health care in a medical resident practice. Arch Intern Med 1998; 158:261-264.

10. Chambers CV, Balaban DJ, Carlson BL, Ungemack JA, Grasberger DM. Microcomputer-generated reminders. Improving the compliance of primary care physicians with screening guidelines. J Fam Pract 1989; 29(3):273-280.

11. Champion VL. Strategies to increase mammography utilization. Med Care 1994; 32(2):118-129.

12. Clark, M. A., Rakowski, W., Ehrich, B., Rimer, B. K., Velicer, W. F., Dube, C. E., Pearlman, D. N., Peterson, K. K., & Goldstein, M. (2002). The effect of a stage-matched and tailored intervention on repeat mammography(1). Am J Prev Med, 22(1), 1-7.
13. Costanza, M.E., Luckman, R, Quirk, M.E., Clemow, L., White, M. J., Sroddard, A.M.  The effectiveness of using standardized patients to improve community physician skills in mammography counseling and clinical breast exam
14. Dalessandri KM, Cooper M, Rucker T. Effect of mammography outreach in women veterans. West J Med 1998; 169(3):150-152.

15. Davis TC, Hetkel H, Arnold C, Nandy I, Jackson RH, Murphy PW. Intervention to increase mammography utilization in a public hospital. J Gen Intern Med 1998; 13(4):230-233.

16. Dickey LL, Petitti D. A patient -held minirecord to promote adult preventive care. J Fam Pract 1992; 34:457-463.

17. Dietrich AJ, O'Connor GT, Keller A, Carney PA, Levy D, Whaley FS. Cancer: Improving early detection and prevention.  A community practice randomized trial. BMJ 1992; 304:687-691.

18. Dignan M, Michielutte R, Blinson K, Wells HB, Case LD, Sharp P et al. Effectiveness of health education to increase screening for cervical cancer among eastern-band Cherokee Indian women in North Carolina. J Natl Cancer Inst 1996; 88: 1670-1676. 

19. Dolan NC, McDermott MM, Morrow M, Venta L, Martin GJ. Impact of same-day screening mammograhy availability: Results of a controlled clinical trial. Arch Intern Med 1999; 159(4):393-398.

20. Engelstad LP, Stewart SL, Nguyen BH, Bedeian KL, Rubin MM, Pasick RJ et al. Abnormal pap smear follow-up in a high-risk population. Cancer Epidemiol Biomarkers Prev 2001; 10(10):1015-1020.

21. Fletcher SW, Harris RP, Gonzalez JJ, Degnan D, Lannin DR, Strecher VJ et al. Increasing mammography utilization: A controlled study. J Natl Cancer Inst 1993; 85(2):112-120.

22. Fox SA, Stein JA, Gonzalez RE, Farrenkopf M, Dellinger A. A trial to increase mammography utilization among Los Angeles Hispanic women. J Health Care Poor Underserved 1998; 9(3):309-321.

23. Fox SA, Stein JA, Sockloskie RJ, Ory MG. Targeted mailed materials and the Medicare beneficiary: Increasing mammogram screening among the elderly. Am J Public Health 2000; 91(1):55-61.

24. Goldstein, M. G., DePue, J., Kazura, A., & Niaura, R. (1998). Models for provider-patient interaction: Applications to health behavior change. In S. A. Shumaker & E. Schron & J.
25. Hillman AL, Ripley K, Goldfarb N, Nuamah I, Weiner J, Lusk E. Physician financial incentives and feedback: Failure to increase cancer screening in Medicaid managed care. Am J Public Health 1998; 88(11):1699-1701.

26. Janz NK, Schottenfeld D, Doerr KM, Selig SM, Dunn RL, Strawderman M et al. A two-step intervention of increase mammography among women aged 65 and older. Am J Public Health 1997; 87(10):1683-1686.  
27. Keller, V., & Carroll, J. (1994). A new model of physician-patient communication. Patient Educaiton and Counseling, 23, 131-140.
28. Keller, V., & White, M. (1997). Choices and Changes: A new model for influencing patient health behavior. JCOM, 4(6), 33-36.
29. Kiefe CI, McKay SV, Halevy A, Brody BA. Is cost a barrier to screening mammography for low-income women receiving Medicare benefits?  A randomized trial. Arch Intern Med 1994; 154:1217-1224.

30. King E, Rimer BK, Benincasa T, Harrop C, Amfoh K, Bonney G et al. Strategies to encourage mammography use among women in senior citizens housing facilities. J Cancer Educ 1998; 13:108-115.

31. King ES, Rimer BK, Seay J, Balshem A, Engstrom PF. Promoting mammography use through progressive interventions: Is it effective? Am J Public Health 1994; 84(1):104-106.  

32. Lane, D.S., Burg, M.  Strategies to increase mammography utilization among community health center visitors. Medical Care 31:175-181, 1993.

33. Lane, D.S., Messina, C.R.,  Grimson, R.  An educational approach to improving physician breast cancer screening practices and counseling skills.  Patient Education and Counseling 43: 287-299, 2001.
34. Lantz PM, Stencil D, Lippert MT, Beversdorf S, Jaros L, Remington PL. Breast and cervical cancer screening in a low-income managed care sample: The efficacy of physician letters and phone calls. Am J Public Health 1995; 85(6):834-836.

35. Legler,J., Meissner,H.I., Coyne,C., Breen,N., Chollette, V., and Rimer, B.K.  The effectiveness of interventions to promote mammography among women with historically lower rates of screening.  Cancer Epidemiology, Biomarkers & Prevention  11: 59-71, 2002.
36. Lerman C, Hanjani P, Caputo C, Milller S, Delmoor E, Nolte S et al. Telephone counseling improves adherence to colposcopy among lower-income minority women. J Clin Oncol 1992; 10(2):330-333.

37. Lerman C, Ross E, Boyce A, McGovern P, Gorchov, McLaughlin R et al. The impact of mailing psychoeducational materials to women with abnormal mammograms. Am J Public Health 1992; 82(5):729-730.

38. Lipkus IM, Rimer BK, Halabi S, Strigo TS. Can tailored interventions increase mammography use among HMO women? Am J Prev Med 2000; 18(1):1-10.

39. Litzelman DK, Dittus RS, Miller ME, Tierney WM. Requiring physicians to respond to computerized reminders improves their compliance with preventive care protocols. J Gen Intern Med 1993; 7:311-317.

40. Mandelblatt,J.S. and Yabroff,K.R.  Effectiveness of interventions designed to increase mammography use: a meta-analysis of provider-targeted strategies.  Cancer Epidemiol Biomarkers Prev.  8 : 759-767, 1999.
41. Mandelblatt J, Traxler M, Lakin P, Thomas L, Chauhan P, Matseoane S et al. A nurse practitioner intervention to increase breast and cervical cancer screening for elderly, poor, black women. J Gen Intern Med 1993; 8:173-178.

42. Manfredi C, Czaja R, Freels S, Trubitt M, Warnecke R, Lacey L. Prescibe for health: Improving cancer screening in physician practices serving low-income and minority populations. Arch Fam Med 1998; 7:329-337.

43. Manfredi C, Lacey L, Warnecke R. Results of an intervention to improve compliance with referrals for evaluation of suspected malignancies at neighborhood public health centers. Am J Public Health 1990; 80(1):85-87.

44. Margolis KL, Lurie N, McGovern PG, Tyrrell M, Slater JS. Increasing breast and cervical cancer screening in low-income women. J Gen Intern Med 1998; 13:515-521.

45. Mayer JA, Jones JA, Eckhardt LE, Haliday J, Bartholomew S, Slymen DJ et al. Evaluation of a worksite mammography program. Am J Prev Med 1993; 9(4):244-249.

46. McCarthy BD, Yood MU, Bolton MB, Boohaker EA, MacWilliam CH, Young MJ. Redesigning primary care processes to improve the offering of mammography:  The use of clinic protocols by nonphysicians. J Gen Intern Med 1997; 12:357-363.

47. McPhee SJ, Bird JA, Fordham D, Rodnick JE, Osborn EH. Promoting cancer prevention activities by primary care physicians. Results of a randomized, controlled trial. JAMA 1991; 266(4):538-544.

48. Miller SM, Siejak KK, Schroeder CM, Lerman C, Hernandez E, Helm CW. Enhancing adherence following abnormal Pap smears among low-income minority women: A preventive telephone counseling strategy. J Natl Cancer Inst 1997; 89(10):703-708.

49. Nattinger AB, Panzer RJ, Janus J. Improving the utilization of screening mammography in primary care practices. Arch Intern Med 1989; 149:2087-2092.

50. Navarro AM, Senn KL, McNicholas LJ, Kaplan RM, Roppe B, Campo MC. Por La Vida model intervention enhances use of cancer screening test among Latinas. Am J Prev Med 1998; 15(1):32-41.

51. Ockene & M. W.L. (Eds.), Handbook of Health Behavior Change (Second ed., pp. 85-113). New York: Springer.
52. Paskett ED, D'Agostino R, Rushing J, Velez R, Michielutte R, Dignan M. Community-based interventions to improve breast and cervical cancer screening: Results of the Forsyth County Cancer Screening (FoCaS) Project. Cancer Epidemiol Biomarkers Prev 1999; 8(5):453-459.

53. Paskett ED, Phillips KC, Miller ME. Improving compliance among women with abnormal Papanicolaou smears. Obstet Gynecol 1995; 86(3):353-359.

54. Pearlman, D. N., Ehrich, B., Rakowski, W., Goldstein, M. G., & Moulton, A. W. (1996). Breast cancer screening counseling women for mammography. A curriculum for primary care providers. Dallas: Susan B. Komen Breast Cancer Foundation.
55. Preston JA, Scinto JD, Grady JN, Schulz AF, Petrillo MK. The effect of a multifaceted physician office-based intervention on older women's mammography use. J Am Geriatr Soc 2000; 48:1-7.

56. Rakowski,W., Ehrich,B., Goldstein,M.G., Rimer,B.K., Pearlman,D.N., Clark,M.A., Velicer,W.F. and Woolverton,H.  Increasing mammography among women aged 40-74 by use of a stage-matched, tailored intervention.  Prev. Med.  27: 748-756, 1998.

57. Rakowski, W., Dube, C. E., Marcus, B. H., Prochaska, J. O., Velicer, W. F., & Abrams, D. B. (1992). Assessing elements of women's decisions about mammography. Health Psychol, 11(2), 111-118.
58. Rimer, B.K., Glassman, B.  Is there use for tailored print communications in cancer risk communication? J. of the National Cancer Institute Monographs, No. 25: 140-148, 1999.

59. Rollnick, S., Mason, P., & Butler, C. (1999). Health Behavior Change: A Guide for Practitioners. Edinburgh: Churchill Livingstone.
60. Rothman AJ, Salovey P, Turvey C, Fishkin SA. Attributions of responsibility and persuasion: Increasing mammography utilization among women over 40 with an internally oriented message. Health Psychol 1993; 12(1):39-47.

61. Saywell RM Jr, Champion VL, Skinner CS, McQuillen D, Martin D, Maraj M. Cost-effectiveness comparison of five interventions to increase mammography screening. Prev Med 1999; 29:374-82.

62. Schapira DV, Kumar NG, Clark RA, Yag C. Mammography screening credit card and compliance. Cancer 1992; 70:509-512.

63. Shenson D, Cassarion L, DiMartino D, Marantz P, Bolen J, Good B et al. Improving access to mammograms through community-based influenza clinics.  A quasi-experimental study. Am J Prev Med 2001; 20(2):97-102.

64. Sin, J.P., St. Leger, A.S. Interventions to increase breast screening uptake: do they make any difference? J. Med Screen 6: 170-181, 1999.
65. Skaer TL, Robison LM, Sclar DA, Harding GH. Financial incentive and the use of mammography among Hispanic migrants to the United States. Health Care Women Int (US) 1996; 17:281-291.

66. Skinner CS, Strecher VJ, Hospers H. Physicians' recommendations for mammography: Do tailored messages make a difference? Am J Public Health 1994; 84(1):43-49.

67. Slater JS, Ha CN, Malone ME, McGovern P, Madigan SD, Finnegan JR et al. A randomized community trial to increase mammography utilization among low-income women living in public housing. Prev Med 1998; 27:862-870.

68. Smith, R., Marshall-Dorsey, A., Osborn, G., Shebroe, V., Lyles, J., Stoffelmayr, B., Van Egeren, L., Mettler, J., Maduschke, K., Stanley, J., & Gardiner, J. (2000). Evidence-based guidelines for teaching patient-centered interviewing. Patient Educ Couns, 39(1), 27-36.
69. Snell,J.L. and Buck,E.L.  Increasing cancer screening: a meta-analysis.  Prev. Med.  25: 702-707, 1996.
70. Somkin CP, Hiatt RA, Hurley LB, Gruskin E, Ackerson L, Larson P. The effect of patient and provider reminders on mammography and papanicolaou smear screening in large health maintenance organization. Arch Intern Med 1997; 157(15):1658-1664.

71. Sung JFC, Blumenthal DS, Coates RJ, Williams JE, Alema-Mensah E, Liff JM. Effect of cancer screening intervention conducted by lay health workers among inner-city women. Am J Prev Med 1997; 13:51-57.

72. Taplin SH, Anderman C, Grothaus L, Curry S, Montano D. Using physician correspondence and postcard reminders to promote mammography use. Am J Public Health 1994; 84(4):571-574.

73. Taplin SH, Barlow WE, Ludman E, MacLehos R, Meyer DM, Seger D et al. Testing reminder and motivational telephone calls to increase screening mammography: A randomized study. J Natl Cancer Inst 2000; 92(3):233-242.

74. Taylor V, Thompson B, Lessler D, Yasui Y, Montano D, Johnson KM et al. A clinic-based mammography intervention targeting inner-city women. J Gen Intern Med 1999; 14(2):104-111.

75. Tilley BC, Vernon SW, Myers R, Glanz K, Lu M, Hirst K et al. The next step trial: impact of a worksite colorectal cancer screening promotion program. Prev Med 1999; 28(3):276-283.

76. Wagner,T.H.  The effectiveness of mailed patient reminders on mammography screening: a meta-analysis.  Am J Prev. Med  14: 64-70, 1998.
77. Weber BE, Reilly BM. Enhanced mammography use in the inner city: A randomized trial of intensive case management. Arch Intern Med 1997; 157:2345-2349.

78. Wolosin RJ. Effect of appointment scheduling and reminder postcards on adherence to mammography recommendations. J Fam Pract 1990; 30(5):542-547.

79. Yabroff KR, Kerner JF, Mandelblatt JS. Effectiveness of interventions to improve follow-up after abnormal cervical cancer screening. Prev Med 2000; 31:429-39.

80. Yabroff KR, Mandelblatt JS. Interventions targeted toward patients to increase mammography use. Cancer Epidemiology, Biomarkers and Prevention 1999; 8:749-57.
81. Yancey AK, Tanjasiri SP, Klein M, Tunder J. Increased cancer screening behavior in women of color by culturally sensitive video exposure. Prev Med 1995;24: 142-148.  
PAGE  
21
11-05-02


