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Cancer Care Services available through the AVAHCS
· Prevention and Screening Programs
· Diagnostic Radiology (x-ray, CT, MRI)
· Laboratory Services
· Pathology Services
· Board Certified Medical Oncologist
· Outpatient Infusion
· Pain Management
· Wound Care
· Patient Navigation
· Medical Library
· Nutrition Counseling
· Inpatient Palliative Care Unit
· Outpatient Palliative Care Program
· Pastoral Care
· Pharmacy
· Rehabilitation Services
· Social Work Services
· Support Groups
· Transportation Services
· Tumor Board Conferences
· Home Based Primary Care
· Medical Equipment
· Handicap Accessible Home Modification Program
· Prosthesis

Services obtained through referral to other VA Medical Centers
· Surgical Oncology
· Robotic Surgery
· PET Imaging
· Clinical  and Prevention Trials
· Genetic Counseling
· Nuclear Medicine

Services obtained through Non VA Purchased Care
· Radiation Oncology – IMRT, IGRT, HDR, Stereotactic Radiosurgery, Seed Implants
· Digital Mammography
· Stereotactic Needle Localization/ Biopsy
· Interventional Radiology
· Hospice
· Home Health
· Advanced Illness Management

Tumor Board/ Cancer Conference

The Tumor Board at the Alexandria VA Medical Center is an integral part of the health care system's cancer care program.  The conference provides a forum to discuss cancer diagnoses and treatments.  Individual patients are presented to a multidisciplinary group of providers to determine the best course of action for each case presented.  There are Medical Oncology, Radiation Oncology, Diagnostic Radiology, Pathology and Surgery representatives available at each meeting.  The discussion includes patient's history, imaging studies, pathology results, AJCC or other appropriate staging, National Comprehensive Cancer Network guidelines and any applicable available VA clinical trials.   Treatment recommendations are based on the attendee consensus.  The patient navigator ensures that recommendations are documented and carried out.  Virtual Tumor Boards are held in conjunction with the Michael E. DeBakey VA Medical Center in Houston, Texas when expertise is needed from specialists not available at the Alexandria VAHCS.   

Prevention and Screening Programs

The AVAHCS follows the U.S. Preventive Services Task Force recommendations for prevention, screening and early detection programs to determine services offered to the veterans served.  Prevention and screening programs are offered through Health Promotion Disease Prevention program as well as through Primary Care Services and are focused on veteran related issues such as smoking cessation, alcohol cessation, and other healthy living messages.  The AVAHCS held a program that focused on disease prevention entitles " Cancer Prevention: Putting it Together" on 2/22/12.

Assessment of Evaluation and Treatment Planning

The AVAHCS strives to ensure that patients within the program are evaluated and treated according to National Comprehensive Cancer Network guidelines.  Each year, physician members of the Cancer Committee select areas to review for compliance and present the findings at MCCC to address any areas that are not in compliance with guidelines.  In 2012, the following reviews were conducted:
1. Adherence to NCCN  guidelines for liver cancer diagnostic tests and treatment
2. Adherence to NCCN guidelines for prostate cancer work up
3. Adherence to NCCN guidelines for Intravesical BCG for bladder cancer







Adherence to NCCN Guidelines for Liver Cancer

Measurement:  Liver cases diagnosed between January 1, 2012 and March 31, 2012. The study included 5 patients.  The study reviewed NCCN recommended diagnostic tests, treatment recommendations, contraindications to treatment and treatment delivered.

Results: Original Imaging Documenting Mass, H & P, Bilirubin, Transaminases, Alkaline Phosphatase, PT or INR, Albumin, BUN, Creatinine, CBC, Platelets, AFP, and Chest imaging were all at 100%.  2nd Scan: CT or MRI – 80%; Core Biopsy – 80%; Hepatitis Panel – 80%.  

Conclusions:  Retrospective chart review revealed the following: 1) The one patient that did not receive the hepatitis panel, it was recommended; however, the primary care physician did not order the lab. 2) Dr. Clement discussed that it may be needed to diagnose without tissue biopsy based on radiologic findings.  Houston VAMC Radiologists are working with Alexandria VAHCS to provide liver reporting protocols that assist specialists in making diagnosis based on imaging studies alone.

Recommendations/Actions:  1. Continue to monitor and report to MCCC.

Adherence to NCCN guidelines for Prostate Cancer Work Up

Measurement: There were 14 randomly selected 2011 cases reviewed for compliance with NCCN work up guideline criteria. 

Results: DRE compliance 93%.   PSA 100%.  CT or MRI of abdomen 100%. Bone Scan 33%

Conclusions: DRE compliance was 93% because of a case with the DRE documented 18 months prior to biopsy.  Bone scan was applicable in 3 cases and only 1 had it performed.

Recommendations/ Actions:  1) Urology providers be reminded to perform the DRE within a short time frame of biopsy or repeat at time of biopsy if necessary.  2)Tumor Board to ensure that bone scans are recommended for those patients with a Gleason Grade equal to or greater than 8. 3)  Urology department needs to be reminded that both bone scan and CT/MRI of abdomen is needed for compliance for Gleason grade 8 cases.  4) Continue to monitor and report to MCCC.


 Adherence to NCCN Guidelines for Intravesical BCG for Bladder Cancer

Measurement:  All bladder cases (total of 20) diagnosed between January 1, 2010 and July 31, 2012.  The study reviewed AJCC staging, NCCN recommended treatment, contraindications to treatment and treatment delivered.

Results: For 1/1/10 to 7/31/12, there were 20 bladder cancers diagnosed and treated at Alexandria VA Health Care System.  Of these, 3 were stage II and 1 was stage IV.  There were 5 low grade Stage Oa.  According to NCCN guidelines, BCG treatment is not appropriate for these cases.  Of the remaining 11 cases, 1 received Mitomycin and 1 had a non functioning kidney and other medical issues that precluded him from receiving BCG or Mitomycin.  Of the 9 that were eligible to receive BCG Intravesically, all 9 received the treatment.

Conclusions:  Retrospective chart review revealed the following: 1) 100 % compliance achieved for Intravesical BCG therapy.

Recommendations/Actions:  1. All cases were in concordance with NCCN BCG guidelines, therefore, no action is needed at this time.

Studies of Quality

Each year the AVAHCS evaluates the care of veterans with cancer by identifying areas with the potential to be problematic in regards to the high quality that AVAHCS strives to provide.  The MCCC sets criteria, conducts the study, analyzes the results, compare with benchmarks from nationally recognized sources, designs and implements actions based on results.  The action plans are monitored for effectiveness and improvement of any quality issues identified.  

Alexandria VA Health Care System Cancer Care Committee
Stage IIIB/IV Lung Cancer End of Life Quality Indicators
2012

Purpose
To monitor indicators of quality of end of life services for Stage IIIB and IV lung cancer patients utilizing existing CPRS documentation.
Methods
Quality Indicators were identified through literature reviews and discussion with Cancer Committee members. The literature review revealed similar study undertaken at the VA NJHCS for all cancer patient types.  The team decided to utilize some of the same indicators and benchmarks in the study undertaken at AVAHCS.
Background
Cancer patients are more likely to experience a greater functional decline in the last five months of life as measured by difficulty performing daily living activities.  It is imperative that the focus on providing quality of life is initiated when the patient is deemed terminal and not to wait until the patient is actively approaching death.  The term palliative care refers not only to the care and management of patients approaching the end of life but also addresses the reduction of suffering throughout the course of illness and for the family into bereavement.  Hospice/Palliative Care has been associated with less suffering and better patient satisfaction than conventional hospital care. The care must be consistent with professional knowledge and based on informed patient preferences.
Review Indicators selected
1. % received chemo in last 14 days of life
2. % starting new chemo regimen in last 30 days of life
3. # of hospital stays and ER visits last month of life
4. Admits to ICU in last month of life
5. Death in an acute care facility
6. Admission to hospice, outpatient palliative care or inpatient PCU within last 7 days of life.
7. Referred for hospice, outpatient palliative care or inpatient PCU.
8. % of patients with an Advance Directive
Benchmarks
The New Jersey Health Care System (NJHCS) VA looked at palliative care in cancer patients in 2008.  Benchmarks set at that facility at that time included:
1. Less than 10% received chemo in last 14 days of life
2. Less than 20 % starting new chemo regimen in last 30 days of life
3. Less than 4% with more than 1 hospital/ ER visit
4. Less than 4% admits to ICU in last month of life
5. Less than 17% deaths in an acute care facility
AVAHCS  decided to utilize these benchmarks as well as establish the following additional benchmarks:
6. Less than 5% admission to hospice, Advanced Illness Management, Outpatient Palliative Care, or Inpatient Palliative Care Unit within the last 7 days of life
7. Greater than 90% referral to hospice, Advanced Illness Management, Outpatient Palliative Care, or Inpatient Palliative Care Unit
8. Greater than 75% of patients will have an advanced directive
Results
The average time from diagnosis to death for patients in this study was 190 days.  61% of the patients lived for more than 90 days.  80% of the patients were enrolled in some form of hospice or palliative care services for 77 days or less.  Of the 84% referred to palliative care services, 16.4% were referred only to the inpatient palliative care unit.
AVAHCS did well in meeting the benchmarks related to chemotherapy usage in the last days of life. Only 1 patient received chemotherapy in the last 14 days of life.  13% received a new chemotherapy regimen in the last 30 days of life.   These indicators were selected because use of new anticancer therapies or continuation of ongoing treatment very near death may indicate overuse or inappropriate aggressiveness.
As far as the other indicators selected, AVAHCS did not achieve the established benchmarks.  There were 22% of the Stage IIIB/ IV lung cancer patients with more than one hospital admission and/or Emergency Room visit in the last month of life.  This exceeds the established benchmark by 18%. There were 9% of the study sample that were admitted to ICU in the last month of life.  This exceeds the established benchmark by 5%.   This data of multiple inpatient admissions/ ER visits could indicate the under utilization of hospice/ palliative care services. Near the end of life, multiple hospital visits may indicate too much focus on aggressive care, inattention to symptomatic issues, lack of advance directives and inadequate use of hospice services.  Near the end of life, patients generally want to be at home as much as possible.  Research in end of life care has suggested that many visits could possibly be prevented with appropriate home care support, education and focus on symptomatic care such as that provided by hospice. Treatment of patients with poor performance status or using unnecessarily toxic regimens for incurable disease could increase hospitalizations for complications.  The adequate treatment of pain at the end of life is essential to end of life care.  Properly addressed pain levels can reduce the amount of ER visits and hospitalizations.
The AVAHCS had 24% of the patients die in an acute care setting. This exceeds the 17% benchmark established. Literature indicates that most patients report a preference to die at home or at a non acute care institution. High rates of death in an acute care setting may indicate a lower quality care at the end of life.  Hospice has been associated with less suffering and better satisfaction than conventional hospital care.  High numbers of ER visits, hospitalizations and ICU admits within the last month of life indicates underutilization of hospice and palliative care services.
Only 84% of the Stage IIIB/ IV lung cancer patients were referred to hospice, Advanced Illness Management, Outpatient Palliative Care, or the Inpatient Palliative Care unit.  The goal established was 90%.  Hospice care is beneficial at the end of life because it offers the opportunity for maximal symptom relief and time to come to terms with a terminal illness without the distractions of undergoing active interventions.  Early use of hospice has been proposed as an indication of high quality end of life care. A high proportion of patients never referred or only referred in last days of life cannot benefit from full realm of services to improve quality of life at death.  
13% of those patients were admitted to hospice, Advanced Illness Management, Outpatient Palliative Care, or the Inpatient Palliative Care unit within the last 7 days of life. The benchmark for this measure was 5%. This indicates a delayed referral pattern for end of life services as the average time from diagnosis to death was 190 days.  Hospice services instituted for just the last days of life is not an optimal use of this important aspect of cancer care.  
60% of the patients had an advance directive.  This also falls short of the 75% benchmark established.
Most studies have confirmed the underutilization of palliative services as appears to be the case at the AVAHCS in stage IIIB and IV lung cancer cases. As a result of the data analysis, it can be concluded that the AVAHCS patients are most likely not receiving the full benefits of being admitted to a palliative care program due to delayed or non referral.  Limited communication about the difficult topic between providers and patients as well as physician biases may affect indicators. Patient perception of hospice, palliative care may adversely affect the benefit of early enrollment.
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Recommendations
1. Ensure that veterans receiving Palliative Care Unit referrals are also referred to outpatient palliative care services in the event that admission to PCU is not possible.
2. Reduce hospitalizations within the last days of life by increasing utilization of outpatient services such as hospice, Advanced Illness Management, Home Health, Palliative Care Consultation Team and Outpatient Palliative Care program.
3. Address ICU admissions through improved symptom management with a goal to control symptoms in an outpatient setting prior to acute exacerbation.
4. Address Acute Care Setting Deaths by appropriate education and utilization of outpatient resources including community placement for those not desiring death at home.
5. All stage IIIB and IV lung cancer patients should be referred for AIM/ palliative care consultations.
6. Refer late stage cancer patients to some form of palliative care services earlier in the disease.  At the time of staging is preferable.
7. Advance Directive discussion by Medical Oncologist at time of staging and appropriate referrals to social work should the patient wish to initiate.
















Prostate Cancer 2012

Prostate cancer has the highest incidence of all cancer in the Veterans Affairs system.  It is the most common malignancy in men worldwide.  The Alexandria Veterans Affairs Health Care System utilizes both Prostate Specific Antigen screening and digital rectal examination to screen veterans for prostate malignancies starting at age 50 or at age 40 for those who are at a high risk. Prostate Specific Antigen (PSA) value which is a protein produced by the prostate gland which is present in high levels in many people who have prostate cancer.  Generally a normal PSA laboratory value is 4 nml or less, anything higher could indicate a need for biopsy.  PSA velocity which is how fast PSA levels go up may also be an indicator of the need for biopsy.  PSA density which measures the size of the prostate compared to the PSA value is also utilized as a means to determine need for a biopsy.    Most prostate cancers (approximately 75%) arise in the peripheral zone and this zone is accessible during a digital rectal examination. Screening is a valuable part of the prostate cancer continuum because most early stage prostate malignancies do not have symptoms.  Therefore, there are no early warning signs for patients to indicate the need for medical evaluation.  Early stage disease is typically curable.  If patients wait until symptoms present then the cancer is usually treatable but not curable.   Most prostate cancers are slow growing and do not affect the patient’s quality of life.  Testing and aggressive treatment may not be indicated if a man has less than a ten year life expectancy.  
There are several predictors regarding the aggressiveness of the prostate malignancy.  These include Gleason’s Score which is assigned based on the appearance of the malignant cell.  The more distorted and aggressive the cancer looks under microscope, the higher the Gleason Grade and the more aggressive the cancer behaves in the body.  There are two grades assigned ranging from 1 to 5.  Primary grade is assigned to the appearance of the largest portion of the tumor and secondary is assigned to the second portion of the tumor.  These grades are reported separately and then added together to determine the Gleason's Score.  Scores from 2 to 4 are very low on the cancer aggression scale.  Scores from 5 to 6 are mildly aggressive.  A score of 7 indicates a moderately aggressive cancer.  Scores from 8 to 10 indicate the cancer is highly aggressive.  Tumor Stage is another predictor especially if the disease has spread beyond the prostate.   Clinically apparent disease vs. clinically unapparent disease can be a good predictor of patient outcomes.  The number of cores and percentage of the core positive on biopsy, perineural invasion and the surgical margin status are some pathologic factors that can predict outcomes. 
Diagnostic procedures utilized to make a diagnosis of prostate cancer include: Digital Rectal Exam (DRE), Prostate Specific Antigen (PSA), Transrectal Ultrasound (TRUS), various imaging studies to evaluate for metastasis and biopsy.
There are various treatment options available for prostate cancer.  At this time, there is not a specified pathway for patients with prostate cancer.  It is recommended that all patient comorbidities, patient life expectancy and tumor predictors be taken into account when treatment decisions are made.  Treatment options include active surveillance (also known as watchful waiting), surgery (TURP, Prostatectomy, and Cryosurgery), Radiation Therapy, Brachytherapy, and hormone treatment.

Data Analysis
An analysis of Alexandria VAHCS prostate cancers from 2002 to 2011 was conducted to look for any patterns that might need to be addressed.  2003 and 2004 survival analysis was conducted to compare our data with the latest NCDB data.
 (
The number of cases diagnosed at the Alexandria VAHCS has trended down through the years.  This can be attributed to changes in Urology staff both in the number of full time staff available and aggressiveness in obtaining prostate biopsies versus PSA watching.  
)
 (
The majority of the cases seen at the Alexandria VA HCS are Stage II.  In fact 78% of all cases are stage II.  Most are diagnosed as the result of a prostate biopsy due to an elevated PSA without palpable nodules.  This stage distribution is certainly consistent with National patterns.
)

 (
The majority of new diagnoses occur in patients in their 60's.  With the 70's age range being second.  This is consistent with national data and no disparities are identified.
)
 (
The race distribution of the prostate cancer diagnoses certainly corresponds to our patient population and does not indicate any issues that warrant exploration.
)
 (
As there has not been one best course of therapy for prostate cancer, the choices of the patients at the Alexandria VA HCS has definitely been the driving force behind treatment modalities undertaken.  All options are discussed openly with the patient.  Patient comorbities and convenience are definitely primary reasons for treatment choice.
)








	ALEXANDRIA VAHCS SURVIVAL DATA 2003-2004
	 
	 

	 
	1 YEAR
	2 YEARS
	3 YEARS
	4 YEARS
	5 YEARS
	TOTAL # OF CASES

	STAGE O
	100%
	100%
	100%
	100%
	100%
	2

	STAGE I
	NO CASES FOR THIS TIME PERIOD
	 
	0

	STAGE II
	98%
	93%
	88%
	79%
	75%
	228

	STAGE III
	100%
	100%
	100%
	96%
	96%
	26

	STAGE IV
	80%
	75%
	65%
	60%
	55%
	20

	
	
	 
	 
	 
	 
	 

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	NATIONAL CANCER DATA BASE DATA 2003-2004
	 
	 

	 
	1 YEAR
	2 YEARS
	3 YEARS
	4 YEARS
	5 YEARS
	TOTAL # OF CASES

	STAGE O
	NO CASES FOR THIS TIME PERIOD
	 
	0

	STAGE I
	97%
	93%
	90%
	87%
	83%
	2866

	STAGE II
	99%
	97%
	95%
	93%
	91%
	161257

	STAGE III
	99%
	98%
	96%
	94%
	91%
	16319

	STAGE IV
	79%
	62%
	52%
	44%
	39%
	9854

	
	
	
	
	
	
	



When comparing the Alexandria VA HCS to the NCDB survival figures, The Alexandria VA HCS is basically the same for 1 year survival for all stages.  At 2- 5 years, the Alexandria VA HCS does better for Stages III and IV and worse for Stage II prostate cancers.  This may be attributed to incomplete work ups for lower stage patients, there was an issue identified on NCCN guideline compliance review where imaging studies were not always ordered as deemed appropriate by the NCCN guidelines.

Conclusion
 The Cancer Committee members will work with Urology staff to ensure complete staging work up is completed for all appropriate prostate cancer patients.  With the implementation of the 7th edition AJCC staging manual and the ability to differentaiate based on PSA value and Gleason's score, we may find that we may be doing as well as the national average when comparing like tumors.  The committee will relook at the survival data when National data becomes available with 7th edition staging information.








Utilization of Surgery for Stage O, I and II Lung Cancer

Background
Resection is the treatment of choice for early stage non small cell lung cancer.  There are three lobes on the right and two lobes on the left.  Early stage lung cancer is typically confined to one lobe or less.  It does not invade the chest wall, parietal pleura, diaphragm, or other structures.  Therefore, a number of surgical procedures may be utilized to treat lung tumors.
Wedge resection is suited to small tumors of the stage O and stage I type.  A segmental resection takes more tissue than a wedge resection and is suited to stage I and II tumors.  Lobectomy, which removes an entire lobe, is most commonly used in lung cancer patients.  Pneumonectomy, which removes the entire lung, may be used in stage II disease but is used sparingly.
A careful assessment of the patient’s pulmonary reserve should always be conducted when considering a lung tissue resection.  Neoadjuvant chemotherapy may be utilized to provide tumor shrinkage prior to a surgical procedure.  This may allow for downsizing of the procedure to be performed. 85% of lung cancer patients die within 5 years of diagnosis.  Therefore, it is imperative that improvement in the number of patients undergoing curative resection be increased.  
Data
Utilizing NCDB Database data from 2000 to 2009, Alexandria VAHCS was compared to other Commission on Cancer facilities.

Data from 2000-2009 NCDB Benchmark Reports
			All CoC	All VA CoC	Alex VA	VISN 16
Stage   O	   27%		    36%		    0%		    27%
              I	   73%		    67%		   49%		    50%
             II	   63%		    59%		   45%		    45%
	
Conclusion
The Alexandria VAHCS is utilizing surgery less than other facilities in the nation as well as less than other VA averages.  Surgical complexity plays a major role in less operative procedures being offered.  Transportation issues for veterans and distance to travel to nearest VA for surgical intervention is also a major deterrent for Alexandria VAHCS veterans in opting for surgical intervention.  Patient co-morbidities can lead to difficult resections lending to a lower number of veterans recommended for surgical resection.  The average age of a stage O, I or II lung cancer patient is 65 years old.
Recommendations
Continue to completely work up patients to determine stage of disease.  If lower stage disease diagnosed, ensure that pulmonary function studies are completed timely and appropriate candidates are referred for surgical resection.  Continue to work towards higher surgical resection numbers in hopes of offering more patients a chance for cure.


VHA OQP Special Study:
Quality of VHA Prostate Cancer Care 2011

Background
VHA OQP conducted a special study on prostate cancer care.  Cases from 2008 were reviewed for criteria selected by panel members from the Atlanta VAMC, Greater Los Angeles VAMC, VA Central Office, and the West Virginia Medical Institute.  The study was conducted to compare care delivered in VA versus the private sector.  This was considered to be of high importance because prostate cancer ranks first in incidence in the Veterans Health Administration.  The results of this study showed the Alexandria VAHCS to have low compliance with several indicators for the study.  Therefore, the cancer committee decided to look at current cases to determine if these issues still existed since the data being reviewed was from 2008 and it is currently 2012.  All cases from 2011 were reviewed for the same criteria as the 2008 cases.
Data Results Summary
There were three types of measures reviewed in the study:  Evidence based guidelines in regards to diagnosis and treatment quality, timeliness measures to address patient-centeredness, and descriptive measures which currently do not have a strong evidence base or consensus but could prove to be useful in characterizing VA prostate cancer care and identifying potential improvement opportunities.
In 2008, only 9% of cases diagnosed with prostate cancer had at least 10 core samples taken at prostate needle biopsy.  2011 cases, only 11% of cases had prostate needle biopsy with at least 10 core samples taken.  2008 cases use of 3D-CRT or IMRT for cases with clinically localized prostate cancer receiving EBRT was 0%.  In 2011, it was 100%.  In 2008, central axis doses of at least 75 Gy for EBRT was 0%. For 2011, 64% of cases received at least 75 Gy central axis dose.  For 2008, 0% received neoadjuvant and/or adjuvant hormonal therapy for high risk patients receiving EBRT.  For 2011, 100% received neoadjuvant and/or adjuvant hormonal therapy.
DRE monitoring in patients in active surveillance was 0% in 2008.  It was still 0% in 2011.  Repeat biopsy following active surveillance decision for early stage prostate cancer was 0% in 2008 and 20% for 2011.
Pretreatment documentation in a single note of PSA, Tumor Stage and Gleason score was 19% (2008).  In 2011 it was 35%.  All other measures reviewed were within acceptable quality in both 2008 and 2011.
Conclusions
All timeliness measures reviewed in 2008 were acceptable and continue to be acceptable in 2011.  Pretreatment documentation is usually accomplished in more than one note.  When all documentation is looked at, the components are present.  100% of patients are receiving IMRT if EBRT is the therapy of choice.  100% of high risk patients are receiving neoadjuvant or adjuvant hormone treatment.  These are both considered to be non issues at present. Central axis dose of at least 75 Gy is at 64% which is an acceptable rate.  Patients are stopped for various reasons before achievement of 75 Gy but all are receiving adequate doses.  The recurrence rate following radiation is not rising at present.There are still a low percent of patients that have 10 core samples taken at biopsy.  Urology was consulted regarding this and one explanation was that cores were limited due to patient factors.  It was explained that any factors limiting the number of cores should be documented in the procedure note.  This item will be monitored periodically for compliance. DRE monitoring in patients in active surveillance and repeat biopsies for patients in active surveillance will be addressed with the Urology Department with supporting literature as to why this measure is needed.

Quality Improvements

The AVAHCS continually strives to improve the cancer care provided to veterans served at the medical center and the outpatient clinics operated by AVAHCS.  In 2012, the following improvements were made:

· Construction of new space in Building 7 to house the Medical Oncology clinic.  A full time RN was hired to assist in Medical Oncology clinic.  
· Business cards with all contact information for the Cancer Care Program including space to document clinic appointment and time. 
·  Implemented a Care Coordination Agreement between Primary Care and Medical Oncology.  
· Created brochures describing the cancer program services and how to obtain VA cancer care.  
· 21% reduction in timeliness of GI cancers from diagnosis to surgical intervention with implementation of referral to Overton Brooks VAMC for colorectal resection versus only referring to the Michael E DeBakey VAMC and work up algorithms designed and implemented for patients needing referral for surgery.
· Improvement – Standardization of Medical Oncology and Tumor Board Documentation.Templates were designed by team members, created by Clinical Applications Coordinator, approved through Medical Records Committee and implemented in CPRS.The utilization of the templates has greatly improved documentation of encounters.  They serve as a reminder of all items to be addressed with the patient during consultation and items that should be discussed during tumor board presentation.  
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