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Objective: To describe the systems strategies used to reduce improve specific services in clinical
failures in delivery of breast and cervical cancer screening services practice,'”!! including policy-level

in HMOs with high performance rates for these services.

Study Design: Multiple case study.

Participants 'and Methods: Seven HMOs participated in an L A
assessment of their breast and cervical cancer screening policies physician reminders,

strategies to increase access,'*!* prae-

tice-level strategies such as patient and
1415 and motivas

and procedures. Current clinical practice guidelines were analyzed, tional strategies for individual patients

and key informants-were interviewed about organizational poli- and clinicians.'®'”
cies and procedures-that ensure initial screening and follow-up of
abnormal results.-Data were analyzed across plans for several,
theoretically relevant domains, including leadership and policies,
clinical decision support, delivery system design, clinical informa-

tion systems, and patient self-management support.

Recent analy-
emphasize the need to
implement multiple strategies.

Some HMOs have demonstrated

leadership in preventive services such

Segl0:11.18-20

Results: Practice guidelines were fundamentally similar across a5 breast and cervical cancer screen-

plans for both cancer screenings, although operationalization of
risk and formatting of the written documents differed. These plans
adopted a wide array of strategies, particularly in the clinical deci-

ing, conducting research trials to
determine best practices®'* and build-

4 2527 (1
sion support, clinical-information systems, and patient self-man- 108 model programs. Given | that

agement support domains, but there is room for improvement. most IIMOs already cover screening
Differences among plans and between strategies for breast and services, it can be valuable to under-
cervical cancer screening provide new understanding of how 0 ¢tand the relevant policies and prac-
approach this problem.

Conclusions: Organizations seeking to improve performance of i ] . )
breast and cervical ‘cancer-screening should consider multiple FAtES. This article describes a qualita-
strategies aimed at multiple targets and.should ensure that strate- tive investigation of 7 health plans with

tices used by plans with high screening

gies used for one type of cancer are considered for others.

above-average success in implement-

(Am ] Manag Care 2003;9:745-755)

he past 2 decades have witnessed wide-
spread national and local efforts to
improve the performance of important
clinical preventive services.! A common
approach to improvement has been: the
development and dissemination of clinical
guidelines, such as those for breast and cervi-
cal cancer screening.”® Although evidence-
based guidelines are clearly an important
starting point, they are insufficient by them-
selves.”® Variation and inconsistency in per-
formance remain challenges for clinicians,
medical groups, and health plans.’
An array of strategies has been shown to
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Table 1. Selected Characteristics of Participating Plans

1998 Primary Care Primary Care
Primary Care Enrollment, Clinicians, Physicians by Specialty,
Plan Sites, No. No. % of Total % of Total
Group Health Cooperative 28 480 000 71 MD 18 IM
<1 NP 72 FP
28 PA 10 Ob/Gyn
Henry Ford Health System/Henry
Ford Medical Group 24 250 000 94 MD 54 IM
6 NP/PA 20 FP
26 PED
Kaiser Permanente Hawaii 17 210 000 75 MD 58 IM
20 NP 22 FP
5 PA 20 Ob/Gyn
Kaiser Permanente Northern California 37 2 400 000 76 MD 76 IM/Med
23 NP 24 Ob/Gyn
<1 PA
Kaiser Permanente Northwest 16 420 000 77 MD* 62 IM
23 NP/PA 28 FP
Kaiser Permanente Colorado 16 340 000 81 MD 53 IM
7 NP 28 FP
12 PA 15 Ob/Gyn
4 PC
Kaiser Permanente Southern California 85 2 600 000 61 MD 40 IM
21 NP 42 FP
18 PA 18 Ob/Gyn

MD indicates physician; NP, nurse practitioner; PA, physician assistant; IM, internal medicine; FP, family practice; Ob/Gyn,
obstetrics/gynecology; PED, pediatrics; Med, medicine; and PC, primary care.

*Ob/Gyn is not considered primary care.

following questions:

1. What types of strategies are used by these high-
performing plans, and how much variation is there
among them?

2. Are implementation strategies for breast cancer
screening different than those for cervical cancer
screening?

3. What gaps exist between the organizational strate-
gies of these plans and the literature?

Information derived from such a descriptive case
study approach can be of value to other HMOs, medical
groups, purchasers, clinicians, and policymakers as
examples of approaches associated with benchmark
performance.

METHODS

Study Overview and Participants

The Cancer Research Network (CRN) is a collabora-
tion of HMOs funded by the National Cancer Institute
to increase the effectiveness of preventive, curative,
and supportive interventions for major cancers.
Detecting Early Tumors Enables Cancer Therapy
(DETECT), 1 of 3 original CRN research projects, is
investigating the reasons why any individual with pre-
paid access to preventive services should be diagnosed
as having late-stage breast cancer or invasive cervical
cancer.

The DETECT investigators systematically assessed
policies and procedures for breast and cervical cancer
screening in a convenience sample of 7 geographically
diverse, nonprofit plans. Table 1 summarizes selected
characteristics of these plans. The 1999 Health Plan
Employer Data and Information Set (HEDIS)* rates of
these 7 plans® for breast and cervical cancer screening
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range from 76.1% to 81.5% (national average, 74%) for
mammography screening and from 77.0% to 84.4%
(national average, 73%) for Papanicolaou testing.

Guiding Framework

The Institute of Medicine report Ensuring Quality
Cancer Care™ addressed the need for quality cancer
screening as part of the cancer care continuum. We
conceptualized this continuum as a progression of types
of care with equally important transitions between
them (Figure 1). Each type of care and transition is sub-
ject to failure, some of which is the responsibility of
providers, some of patients, and some of the delivery
system. To improve screening rates and outcomes, it is
important to identify potential problems in types of care
and transitions.

Domains of inquiry for this research were guided
by organizational theory and models®***** and by
empirical evidence on interventions to improve
provider performance.*'>*5 The Chronic Care
Model***" articulates strategies at several levels (plan,
group, and practice)®® that target plan leadership, cli-

nicians, and patients to achieve the goal of productive
interactions and encounters. Figure 2 depicts the
Chronic Care Model strategies investigated in the
present study.

Data Collection

Data were obtained from a content analysis of each
plan’s breast and cervical cancer screening guidelines
(fall 1999) and a structured survey of plan key inform-
ants. The survey instrument was developed by a work-
ing group of plan investigators (all authors) and was
pilot tested at 2 nonparticipating CRN health plans. The
survey was approved by the institutional review boards
of all participating plans. Use of an interviewer’s manu-
al, with question-by-question instructions, ensured con-
sistency in data collection, which occurred from
December 1999 through February 2000. Investigators at
the 7 plans conducted interviews with the individuals
most knowledgeable about each topic for the group- or
staff-model components. Four plans reported <10 key
informants, 1 plan reported 10 to 20, and 2 plans
reported 21 to 25.

Figure 1. Detecting Early Tumors Enables Cancer Therapy (DETECT) Study Evaluation Framework

Types of Care

) Outcomes

Risk Assessment Detection Diagnosis Treatment Intermediate
Age Clinical Breast Mammography Surgery Invasive cervical
Family history Exam/ Ultrasound Radiation cancer
Exposure history ﬂ Mammography ﬁ Colposcopy ﬁ Adjuvant Late-stage breast
Genetics Pelvic/Papanicolaou Biopsy chemotherapy cancer
Lifestyle testing Palliative care
Long term
Morbidity
Limits of Failure to Failure to Failure in Failure in Failure in Treatment Mortality
Epidemiologic Screen Detect Follow-up of Diagnosis Follow-up on Failure Satisfaction
Evidence Abnormal Recommendations
Patient Sensitivity/ Findings Sensitivity/ Treatment
Failure to compliance specificity of specificity System patient efficacy
identify need test System Technology provider Patient
to screen Technology failure resources compliance
resources Patient Quality of Provider error
Application noncompliance interpretation
of standards Provider Tissue/pathology
Quality of interpretation error
reading and
Biologic communication
characteristics

Potential for Failures During the Process of Care

Organizational Strategies That Minimize Failure

Adapted from reference 31.
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Figure 2. Chronic Care Model Organizational Strategies Used at the Plan, Group, and Practice Levels to

Improve Quality of Care

Leadership at Multiple Levels

Research commitment
Performance standards
Financial recognition incentives

Delivery System Design

Service arrangements/contracts

Task delegation/teams —
(Nurse Practitioner/Physician
Assistant)

Centralized/decentralized services

Appointing procedures

Quality control/improvement processes

Clinical Decision Support
Guideline development, updating,
dissemination, and education

Prepared, Proactive
Practice Team

Productive
Interactions and
Encounters

Informed, Activated
Patients

Clinical Information Systems
Encounter reminders
— Risk lists of screenings or other

care needed
/ Tracking of patients not adhering
to screening, follow-ups, or

other recommendations

Patient Self-management Support
Education about guidelines

\ Information about service arrangements
Risk assessment surveys

Reminders of screening needs

— Tracking and follow-up of incomplete

adherence to screening or abnormal
| findings recommendations

Outcomes

Adapted from reference 36.

Analyses

Two independent investigators (K.V.G. and J.G.Z.)
analyzed and synthesized the content of the screening
guidelines. Plan investigators reviewed the analyses of
their own guidelines for accuracy, blinded to the other
plans’ analyses.

The lead author (K.V.G.) analyzed the key inform-
ant data from all 7 plans using qualitative analytical
strategy™ and techniques.*® Similarities and differences
across plans were summarized for each survey domain.
Using a process of constant comparison,*! the data were
then analyzed for themes in terms of organizational
strategy, target (eg, clinician or patient), and type of
screening (breast or cervical cancer). Leadership was
assessed primarily at the plan level.

RESULTS

Findings are presented according to the domains
identified in Figure 2, highlighting variations among
plans and between the 2 types of screening.

Leadership/Policies/Processes
Research Commitment. In the past 5 years, 6 of the
7 plans carried out public domain research related to

breast cancer screening that was funded by external
sources. Only 2 plans did so for cervical cancer. Breast
cancer studies addressed improving mammography
technology, motivational intervention trials, guideline
adherence (observational studies), and follow-up of
abnormal results. Cervical cancer studies investigated
optimal screening intervals, efficacy of screening in
older women, human papilloma virus testing, and
adherence to guidelines.

Performance Standards. All of the plans partici-
pate in HEDIS,* and all are accredited by the National
Committee for Quality Assurance. Internally developed
or driven standards exist, but they vary in point of orig-
ination and frequency of monitoring. Other strategies
for assessing performance are reported under quality
control.

Financial and Other Incentives. All of the plans
either reward or recognize clinicians or practices for
high performance rates of breast and cervical cancer
screening. Only 1 plan reported financial incentives for
individual clinicians, whereas 4 reported them for
practices or clinics as a whole. No plan recognizes
individual clinicians for their personal performance,
but 3 plans recognize practices that achieve good rates.

Delivery System Design
Service Arrangements. Overall, screening services
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are ordered or provided through pri-
mary care providers in a decentral-

Table 2. Decision Support Strategies

ized process. One exception is a plan
that has a comprehensive central- Plans, No. (N =7)
ized bréast Car-loer Scree.r}iflg pro- Breast Cancer Cervical Cancer
gram with dedicated facilities and Screening Screening
staff. Plans vary with respect to
departments that order the screens: Guideline Content
6 plans reported that at least 50% of Age based only 1 7
Papanicolaou smears are performed Risk based (may consider age) 6 0
by 1 department (with S naming Age 40-49, not at high risk 3 NA
obstetrics/gynecology), and 4 plans Upper age limits 3
reported that at least 50% of mam- After hysterectomy NA
mograms are ordered by 1 depart- L .
ment (2 each naming internal Guideline Development and Dissemination
medicine and obstetrics/gynecology). Revision committee members

Processing and interpretation are Internal medicine/family practice 7 7
more centralized, particularly for Radiology 7 NA
Papanicolaou smears. Six of the 7 Obstetrics/gynecology 6 7
plans reported that 1 laboratory per- Surgery 6 3
forms all of the cytologic services. All Health education 6 6
of the plans reported that 1 group has Medical oncology 5 3
responsibility for quality control. In Management/administration 5 6
contrast, plans reported 4 to 35 plan- Pathology NA 5
owned mammogram facilities (6 o
plans indicated that 1 group is Training
responsible for quality control at all None 1 2
facilities), and 6 plans use contract Mandate and provide 2 1
facilities for some mammograms. Provide 4 4
Four of these 6 plans could not

readily provide information about
these contracted facilities, such as
the number of radiologists who read
mammograms.

Quality Control and Improve-ment. In the past 5
years, all of the plans emphasized quality improvement
activities that consider screening performance and
technical quality. All of the plans provide periodic feed-
back to clinicians on rates of breast and cervical cancer
screening, although they are more likely to provide the
individual clinician (panel) rates for cervical cancer
screening (5 plans for cervical cancer and 4 plans for
breast cancer) and the facility (all patients) rate for
breast cancer screening (3 plans for breast cancer and 2
plans for cervical cancer). All of the plans reported qual-
ity standards or processes to increase the accuracy of
detection for cervical cancer (eg, limits on the number
of Papanicolaou smears read per day for cytotechnolo-
gists and verification reads on reports with normal find-
ings) and breast cancer (eg, double reads of all
mammograms and reports to radiologists on cancers in
performed mammography assessments). All of the plans
reported efforts to improve the quality of interpretation

NA indicates not applicable.

for cervical cancer (eg, regular training and reevaluation
of a minimum number of normal slides) and breast can-
cer (eg, feedback to radiology technicians on image
quality).

Clinical Decision Support Guidelines

All of the plans have established clinical practice
guidelines for cervical cancer screening and breast
cancer screening (Table 2). Operationalization of risk
and formatting of the written documents differ, but
the guidelines are fundamentally similar across plans
for each cancer with respect to technologies, screening
frequency, and upper and lower age limits for each can-
cer. Risk level seems to be the paramount considera-
tion for breast cancer screening recommendations,
whereas age and onset of sexual activity are the priori-
ties for cervical cancer screening recommendations.

For breast cancer, all of the guidelines address high
and average risk levels and consider personal history,
previous biopsy with a positive finding, and family his-
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Table 3. Variation in Clinical Information Support

Plans Using Plans Using
Function, No. Mode, No.*
System Function Br Cx Mode of Notification Br Cx
Notify clinician that screening is due 6 6 Registration slip at appointment 3 3
Summary list on periodic basis 2 2
Medical record flag 1 1
Subtotal 6 6
Notify clinician of abnormal result 7 5 Report copy or other direct method 6 4
Medical record flag 3 1
Other 0 1
Subtotal 9 6
Track whether follow-up completed 3 5 Clinician informed 2 4
Clinician not informed® 1 1
Subtotal 3 5

Br indicates breast cancer screening; Cx, cervical cancer screening.
*Some totals are >7 owing to the use of multiple modes.

*List provided to clinic contact, but it is not clear whether the clinician receives it.

tory in determining risk level. Operational definitions
vary across plans (eg, “first-degree relative” vs “rela-
tive”). Differences in exact age and risk definitions are
reflected in differing recommendations for mammog-
raphy periodicity (annual or every 2 years). Only 1
plan makes mammography recommendations based
solely on age. Plans also vary in whether they recom-
mend mammography for the 40- to 49-year-old age
group not at high risk (3 plans) and in whether there
are upper age limits for screening (3 plans).

For cervical cancer, all 7 plans define high risk using
varying operational definitions (eg, multiple sexual
partners, human papilloma virus infection, smoking,
and early onset of sexual intercourse), but risk level
does not affect recommended periodicity in 2 plans.
All of the plans emphasize age more prominently than
risk factors. Five plans address whether to screen
women older than 65 years, and 6 address screening
after hysterectomy.

Plans develop breast and cervical cancer screening
guidelines similarly, with multidisciplinary represen-
tation, clinician input, and heavy reliance on evi-
dence. All of the plans expend considerable effort
constructing and revising guidelines. Within a plan,
review schedules tend to be the same (at least every 2
years) for both guidelines. All of the plans disseminate
the guidelines to individual clinicians, with wide use of
internal electronic communication (intranet) systems.
Less effort is expended on training, with most plans

providing it but few requiring it.

Clinical Information Systems

Most plans have systems that notify the clinician
when a woman is due for screening, that notify the cli-
nician of an abnormal test result, and that track
whether recommended follow-up of an abnormal result
is completed (Table 3). Plans vary in the mode of noti-
fication, such as cueing via the visit registration slip
(for patients with appointments) vs distributing lists of
overdue patients (for all patients, not conditional on a
scheduled appointment). Each plan uses the same
mode of notification for mammograms and
Papanicolaou smears. Visit-based systems are comput-
erized and are also used for patient notification; at 1
plan, however, this system is in place only in the
obstetrics/gynecology department. For breast and cer-
vical cancer screening, active notification is more com-
mon than is flagging the medical record. Clinicians are
generally informed on a monthly basis about all their
patients who have not completed recommended follow-
up of an abnormal Papanicolaou smear finding. In con-
trast, clinicians are informed on a patient-specific,
ongoing basis about patients without recommended fol-
low-up of an abnormal mammography finding. Neither
breast nor cervical cancer screening had more strate-
gies for all 3 types of systems across plans.

Patient Self-management Support
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General Health Education. Plans reported a multi-
faceted, traditional approach to education on breast and
cervical cancer screening, with methods such as newslet-
ters, pamphlets, member handbooks, and posters named
by all 7. Four plans use electronic media such as video-
tapes or audiotapes, and 3 plans use the plan Web site.
More educational strategies were reported for breast can-
cer screening than for cervical cancer screening.
Dissemination of guidelines to members is identical for
breast and cervical cancer screening: 6 plans provide
consumer versions to members at enrollment, 5 pro-
vide them annually, and 5 provide them on request.

Risk Assessment Surveys. Among the 5 DETECT
plans that conduct risk assessments, the most common
target population is Medicare members. Information
is collected at enrollment. The proportion of eligible
members reached varies from <25% to >85% among
the plans.

Reminders and Tracking. Table 4 displays data on
strategies for notification of members about breast and
cervical cancer screening. Almost all of the plans notify
women directly about the need for screening, notify
women of an abnormal screening result, and ensure
contact with individuals who do not complete recom-
mended follow-up of an abnormal result within a spec-
ified time. More strategies regarding the need for
screening and abnormal result notification are used
for cervical cancer screening, whereas more strategies
regarding failure to follow up are used for breast cancer
screening. Plans with computerized systems that print
on the visit slip are unlikely to use other methods of
informing women that they are due for screening. They
are also unlikely to use the system to notify members of
an abnormal result or to pursue women who fail to fol-
low up an abnormal result. Telephone calls about
abnormal Papanicolaou smear results are generally
made by the clinic where the member receives the care,

Table 4. Variations in Patient Self-management Support

whereas notification of an abnormal mammogram result
is from radiology or a centralized screening program.

COMMENT

Case studies can provide valuable descriptive infor-
mation about strategies used by successful organiza-
tions to meet their goals.’” Findings from this
assessment confirm that the participating plans or their
respective medical groups have adopted a wide range of
organizational strategies to reduce the potential for fail-
ure in and between the processes of breast and cervical
cancer screening, follow-up, and diagnosis. Every plan
includes 1 or more strategies in each domain posited to
have an effect on the healthcare team, on patients, or
on their interactions (Figure 2). The variation in imple-
mentation across plans and between breast and cervical
cancer screening services provides a useful illustration
of the diversity of possible approaches and the opportu-
nities for further quality improvement. Although sys-
tems strategies may be more difficult to implement in
network models or fee-for-service arrangements,** some
of the strategies and combinations of strategies should
be generalizable to any large medical group.

The study plans emphasize clinical decision support,
clinical information systems, and patient self-manage-
ment support strategies. Plans have developed and dis-
seminated breast and cervical cancer screening
suidelines for many years. Like Brown and colleagues,**
we found that the guidelines differed dramatically in
length, format, and organizing principles, but substan-
tive differences were minimal. Realistically, however,
the evidence supporting training and continuing educa-
tion consistently demonstrates that guidelines in and of
themselves do not dramatically alter practice, and
resources should be directed toward other systematic

Mode of Notification

Plans Using
System Function Function, No. Visit Slip Mail Telephone Other Total*
Br Cx Br Cx Br Cx Br Cx Br Cx Br Cx
Notify that screening is due 7 7 3 6 4 5 2 1 1 1 10 13
Notify of abnormal result 7 6 0 3 6 0 1 10 11
Pursue if no follow-up 7 5 1 0 4 5 4 0 1 13 9

Br indicates breast cancer screening; Cx, cervical cancer screening.
*Some totals are >7 owing to the use of multiple modes
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changes to ensure implementation %!* 154346

Clinical information strategies are varied and com-
plex. Although nearly all of the plans provide either
encounter reminders or lists of members needing
screening (but not both), they have focused less attention
on systems for tracking whether screening and follow-up
have occurred. Patient self-management strategies
amplify clinical information support,?'?*547-4% and
most plans have implemented 1 or more strategies for
reminders and tracking. Although most plans target
strategies to clinicians and members, these systems are
generally separate (eg, the system that reminds the cli-
nician that a woman is due for screening does not share
information with the system that reminds the patient).
Plans with appointment-based notification may fail to
notify women who do not access care. Plans generally
notify women and their clinicians of the need for
screening and of abnormal results, but there is room for
improvement in the compilation of statistics for quality
improvement monitoring.

The important issue of continued periodic screening
(vs current prevalence of screening) was not considered
in this study. Strategies to target women who have not
been screened regularly or who have not been screened
at all are noted in the text and in Table 3. Given the
common approaches of in-reach at time of notification,
medical record flag, and periodic lists to clinicians, an
important missing safety net strategy may be needed for
women who do not access the system at all.

With respect to notifying a woman of abnormal
results, more creative options may need to be explored,
including e-mail delivery for those with access to com-
puters and increased use of certified mail and telephone
counseling.

Areas less emphasized in this study are leadership
strategies, including performance standards, and deliv-
ery system design. Performance standards and monitor-
ing efforts emphasized initial screening (Figure 1).
Follow-up of abnormal results may represent an oppor-
tunity for more quality improvement. For example,
none of the 7 plans reported monitoring the time
between interpretation of an abnormal Papanicolaou
smear result and notification of patients and clinicians
or the existence of a corresponding performance stan-
dard. Likewise, none of the plans reported using quality
monitoring strategies or recognition incentives for
appropriate (timely) follow-up of abnormal test results.
Another component of DETECT is examining the issue
of follow-up from the patient’s perspective, and the
results should shed light on potential quality improve-
ment objectives.

All 7 plans have made both screens the topic of
quality improvement. Although the literature is

ambivalent about the impact of continuous quality
improvement on prevention services’™! and the feasi-
bility of validly measuring its impact,”” some method
of change management is required to improve care.
These activities are complementary to the other
strategies that these plans have adopted.™ For exam-
ple, although systems are in place for notification of
abnormal results or completion of recommended fol-
low-up, no plan has set benchmarks for these impor-
tant processes. '35

HMOs have undertaken a variety of service arrange-
ments, including level of centralization, and staffing pat-
terns to increase access and accountability.'™** In this
study, 1 plan has centralized the screening process, and
only for breast cancer. Centralization of tracking that
follow-up of abnormal results has occurred is more com-
mon, notably for breast cancer screening. The approach
to staffing, however, may be as important as, or interact
with, centralization or decentralization of services.
When members have direct access to obstetrics/gyne-
cology offices for primary care, most Papanicolaou
smears are performed there.

All of the plans reported efforts to improve the quali-
ty of interpretation for cervical cancer (eg, regular train-
ing and reevaluation of a minimum number of normal
slides) and breast cancer (eg, feedback to radiology tech-
nicians on image quality). Quality of mammogram and
Papanicolaou smear interpretation has been an issue of
concern nationally.>*> All 7 plans are certified by the
American College of Radiology and the American
College of Pathology, whose regulations specify mini-
mum quality control activities. Plans generally did not
report standards or monitoring for contracted entities,
but most mammograms and Papanicolaou smears are
interpreted centrally.

Differences in strategies between breast and cervical
cancer screening were evident, but there was no clear
emphasis on one type of screening over another. Plans
reported more research emphasis on breast than cervical
cancer screening. There seems to be equal lack of empha-
sis on internal performance standards for both types of
screening. Clinical information strategies were essential-
ly equivalent for breast and cervical cancer screening,
although plans reported more systems in place for track-
ing patients who are nonadherent for cervical cancer
screening or follow-up of abnormal results than for breast
cancer screening. Patient self-management support evi-
denced little difference among plans, with somewhat
fewer plans reporting tracking and follow-up mechanisms
for nonadherent patients for cervical cancer screening
than for breast cancer screening. The apparent discon-
nect between patient and clinician systems provides a
promising opportunity for improvement.
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Several lessons for other health plans, purchasers,
and large medical groups can be drawn from this analy-
sis. We found that successful organizations are applying
multiple strategies in all of the domains identified
through research.?’ Variations in strategies across
plans and between cancers illustrate the range of possi-
bilities rather than truly divergent approaches. Specific
strategies, as well as total numbers of strategies, may
reflect differences in the organization of care delivery,
variations in clinician types and physician specialties,
and the influence of clinical champions.®® Additional
performance standards, for example, on screening
utilization by continuous enrollees or follow-up of
abnormal results, may be required. Consideration of
more centralized screening programs may be justi-
fied. Just as important, however, are advances that
capitalize on existing information resources to fur-
ther improve performance. In particular, systems that
track follow-up of abnormal results on the clinician
and patient sides could be harnessed for quality
improvement. An important theme to emerge from
this analysis was the room for improvement, even in
these successful organizations.

This study has several limitations. The study HMOs
are not a representative sample of managed care organ-
izations, representing vanguard rather than average
plans in terms of preventive services. Data collection
was carried out only on the group- or staff-model com-
ponent, but some of these HMOs have many members
receiving services from contracted medical groups. Our
focus on systems at the plan and medical group levels
does not systematically capture practice-level efforts,
which are important in determining clinician perform-
ance. The descriptive nature of this study does not
allow us to assess the relative importance of a particu-
lar strategy. Finally, important aspects such as leader-
ship style, competency and continuity, and other
practice organization approaches*®!' were not meas-
ured. In addition, 5 of the participating plans are Kaiser
Permanente regions formed by exclusive Permanente
Medical Group contracts with the Kaiser Foundation
Health Plan. Activities undertaken in these organiza-
tions may be more interdependent than those of the 2
independent plans. The medical groups are almost
completely autonomous in terms of operations, howev-
er, and breast and cervical cancer screening policies
and procedures fall within their purview. Thus, there is
ample room for variations in screening policies and
improvement strategies.

In summary, this study reports on the variety of
strategies that organizations and practices could adopt
to reduce failures in breast and cervical cancer screen-
ing and detection:

¢ Leadership commitment can be reflected in
involvement in research, performance standards
expectations, and financial and other incentives.

e Service arrangements can vary but should empha-
size quality control and improvement.

e Clinical decision support strategies (guidelines
and dissemination) are important in defining risk
and periodicity.

¢ (Clinical information systems (tracking processes
of care) and member self-management (reminders
and notification) that reinforce clinician and
patient actions are important, but mode varies
and vigilance about awareness and implementa-
tion is critical.

e Variable strategies should be considered for dif-
ferent types of screening tests and for care
processes across the continuum (screening, fol-
low-up of abnormal results, and diagnosis).
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