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PROVIDING PATIENT-CENTERED CARE IN A
RESOURCE-POOR ENVIRONMENT

-Care fragmentation results in wogsoutcomes for cancer patients
nationally and resource-limitations makes this veons rural areas

-Patient-centered, team-based care reduces fragnienta

-Health care redesign incorporating PCPs into theedaam does not

require additional resources and can begin now
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* A division of the state Departmerntf Public Health and Human Services

c 4XDOLW\ RI /LIH VXEFRPPLWWHH

* OHPEHUVKLS I URP DFURVV WKH FDUH FRE§WHEXXHD RIQERIOIRS
SV\FKRVRFLDO FDUH SKDUPDFHXWLFDO FDQFHU VXUYLYRL

e Mission:

7KH 07&& VWULYHVWWRHHIQVXDJALEHN R1 &H R GG RHIQWKDWYHHY R/U V
WKURXJK SUHYHQWLRQ HDUO\ GHWHFWLRIY DQG VWDWE




MONTANA CANCER COALITION
QUALITY OF LIFE SUBCOMMITTEE

* Project : Team-based Approach to Cancer Care in Rural & Frontier Montana

* Goal: Provide EDUCATION to health care providers and leaders to help them understand
the need for a team-based approach to care for cancer patients during treatment and
survivorship. Raise AWARENESS of the need for team-based care and the inclusion of
primary care physicians in the care of oncology patients, developing a new model of patient
flow and the inclusion of psychosocial care. Create an easily accessible RESOURCE for
information regarding survivorship and supportive care




Mirror, Mirror 2024: A Portrait of the Failing U.S. Health

System
The U.S. continues to be in a class by itself inTgemmonweaith Fund

underperformance of its health care sector.
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OUR CURRENT SYSTEM IS BROKEN

Fatalto Fearlesss a brutally honestand deeplypersonalaccountof your diagnosisof multiple myelomaand ductal
carcinomain situ breastcancerlt is alsoa primeron how patientswith cancercannavigatewhat youdescribeasa
“deplorablyfragmented,bureaucraticand exceedinglyomplex’medicalsystemthat doesnot benefitpatientsfacing
seriousliness.n the book, Clifford A. Hudis,MD, FACR-ASCGC hiefExecutiveOfficer of ASCOgivesan evenmore blunt
assessmendf the problem.“We do not havea systemin the United States No strategicplanfor health care.No mission
statements.No setof goals.No nationalagenda... We do not havea system Fullstop,” said Dr. Hudis.

What needsto be doneto fix the brokenmedicalsystemandimprovehealth carefor patientswith cancer?

Thisis an unfortunate situationfor patientsandtheir caregiversandit’s not fair. Thehealth caresystemisincredibly
fragmented.Asaresult, patientsare left with havingto integratethe medicalteam, includingmedicaloncologists,
surgicaloncologistsandradiationoncologistsamongothers,into their care.Coordinatingheir care,understanding
complextreatments,andincurringthe financialcostsof cancercareare amongthe biggestburdenspatientsface.

Cavallo,).(2024,March25) FromFatalto FearlessHow PatientsCanTakeControlof TheirDiseaseand FearCancelessThe ASC®ost.
https://ascopost.com/issues/marcB5 £024/from fatal to fearlesshow patientscantake control of their diseaseand fear cancertess/




LEARNING OBJECTIVES

* Fragmentatiorof cancer care delivery and limiteatcess to care results in worse
outcomes for patients residing in rural areas

* A“team-based approaclid care has been proposed (I0OM 2013) to reduce care
fragmentation

 Involvement oPrimary Care Provideracross the continuum of cancer care for their
patients is integral to “team-based” camad coordination across the “team” is necessary




“UNCOORDINATED”
CARE

* “Busy oncology clinics focus on navigating the

increasing complexity of treat ing cancer and the patient’s
primary care provider (PCP) often is out of the loo  p or
unprepared to cotreat patients. As a result, many

treatment toxicities go unrecognized and unaddresse  d;
treatments exacerbate comorbidities or create new o nes
that go unmanaged; nutrition and exercise suffer;p atient
and caregiver needs for information and support go
unaddressed; and patients experience numerous physi cal,
psychological, social, functional, and financial is sues that
impair their quality of life and long- term wellbein g”

* Engaging TEAM Medicine in Patient Care: Redefanger
Survivorship from Diagnosis.Am Soc Clin Oncol EBook.
Education Book. 2022 42:921-931.



Diagnosis Treatment Follow-up
: - Follow-up Is inconsistent;
Disparities in patient patient is confused & anxious whg
outcomes from unclear pl: ®
"

Oncology has .
limited resources  2SRIoRY has limited
i s time for follow-up
disparities visits; BCP is
unprepared to deliver
follow-up care

Oncology has no time for
PATIENTS: 4 beheviors health behaviors
dedline counseling
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ONCOLOGY 1 cannot systematically

monitor symptoms & make referrals

Oncology has limited RESEARCH
time/resources for patient Research/ Trials are not the
education standard of care
Diagnosis Treatment Follow-up
H PRt GUtEoNiSH & Patlent has confidence in clear follow-
: equitably improved up plan; cutcomes are optimized

hip team  Patient efficiently co-  TEAM
provides risk/need  managed with PCP,  MEDICINE
stratified & urvivorship and

Repairing What Is Broken .!@

personalized multiD team
follow-up
PATIENTS Patientimproves ECP & Survivorship
health behaviors to team provide health

optimize wellness behavior counseling

patient :
PCPE
stabilized team manage
comorbidities

pep

Patient self- o
timely e pled SUB-SPECIALISTS CLINICIANS &

information ) RESEARCHERS

PATIENT PROGRAMS
ONCOLOGY
SURVIVORSHIP Timely referrals to Sub-specialists &
Programs address texicities
Survivorship team RESEARCH
educates & supports Research/ Trials are the

patients standard of care

Published in: Catherine M. Alfano; Kevin Oeffinger; Tara Sanft; Brooke Tortorella; American Society of Clinical Oncology Educational Book 42921-931.
DOI: 10.1200/EDBK_349391

Copyright © 2022 American Society of Clinical Oncology




DELIVERING

HIGH-QUALITY
INSTITUTE OF MEDICINE. CANCER CARE
WAS H I N GTO N (DC) : Charting a New Course for a System in Crisis
NATIONAL ACADEMIES

PRESS (US): 2013 DEC 27.

iy, g
Y o
5 /
! 8
o /4
.'f f
s
/i PAELI, 7 L4
INSTITUTE OF MEDICINE




“DELIVERING
HIGH-
QUALITY
CANCER
CARE:
CHARTING A
NEW
COURSE FOR
A SYSTEM IN
CRISIS.*

IOM. 2013

* The complexity of the cancer care system is driven by the
biology of cancer itself, the mult iple specialists involved in the
delivery of cancer care, as well as a health care system that is
fragmented and often ill prepared to meet the indivi dual
needs, preferences, and values of patients who are anxious,
symptomatic, and uncertain about where to obtain th e correct
diagnosis, prognosis, and treatment recommendations.

* Institute of Medicine.2013. Delivering High-Quality Cancer Care:
Charting a New Course for a System in CrisisWashington, DC:The
National Academies Press. https://doi.org/10.17226/18359




“COORDINATED”
CARE

Recommendation 3:An Adequately St__affed, Trained, and Coordinated
Workforce

Goal: Members of the cancer care team should coordin __ate with each
other and with primary/geriatrics and specialist car e teams to
implement patients’ care plans and de liver comprehensive, efficient, and
patient-centered care.

To accomplish this:

Federal and state legislative and re gulatory bodies should eliminate
reimbursement and scope-of-practic e barriers to team-based care.

Academic institutions and profe ssional societies should develop
interprofessional education programs  to train the work-force in team-
based cancer care and promote coordi nation with primary/geriatrics and
specialist care teams.

e Institute of Medicine. 2018elivering High-Quality Cancer Care: Charting a
New Course for a System in GAfaishington, DC: The National
Academies Press. http&loi.org/10.17226/18359.



CURRENT STATUS OF
CANCER CARE DELIVERY
IN RURAL UNITED STATES
AND MONTANA




US Hematology Oncology Sites

Hematologists and Medical
Oncologists at Site

.3-.232
@ 4-30
e 1-3

US Population

County Rural-Urban Continuum Codes
2023 (USDA)

Nonmetro-Urban pop 220K, metro
. adj

Nonmetro-Urban pop 220K, not
metro adj

Nonmetro-Urban pop 5-19.9K, not
metro ad)

Nonmetro-Urban pop 5-19.9K, not
. metro adj

Nonmetro-Urban pop <5K, metro
adj

Nonmetro-Urban pop <5SK, not
metro adj

- Metro-Pop 21M

. Metro-Pop 250K-999K

Metro-Pop <250K

@ ‘FRAGMENTED CANCER CARE” IS
“" & FURTHER FRAGMENTED
GEOGRAPHICALLY IN RURAL AREA




CANCER OUTCOMES IN RURAL AREAS

» Decreased cancer screening and insexh presentation at advanced stages
* Rate of improvement in cancer-related survival laglsind urban areas

» Decreased receipt of standard-of-care cancer thezap

» Less access to clinical trials

» Decreased receipt of any treatment

* Increased financial toxicity of trea&nt related to travel to access care




MONTANA
TUMOR

recisTey - [
DATA (2014-18) No Treatment 18.1% 20.6%

Treatment out of  7.6%* 9.1%
Patient outcomes in MT counties State
with and without a Commission on
Cancer-approved cancer center.

* Delaware — 5.1%

Barrier of "Perception”




“DELIVERING
HIGH-

QUALITY “ Team-based” care rather than

CANCER - e
CARE: ISeaSe-bDased Care 1o move

CHARTING A toward “patient-centered” care
NEW

COURSE FOR

A SYSTEM IN

CRISIS.*

Institute of Medicine. 2013. Delivering High-Quality Cancer Care:
Charting a New Course for a System in CrisisWashington, DC:
The National Academies Press. https://doi.org/10.17 226/18359



THE CANCER
CARE TEAM

R



;?EHVERWG Members of the cancer care team

QUALITY
CANCER
CARE: * Nurses
CHARTING A
NEW
COURSE FOR
A SYSTEM IN
CRISIS.”

Institute of Medicine. 2013. Delivering High-Quality ° PharmaCIStS

Cancer Care: Charting a New Course for a System in Crisis.
Washington, DC: The National Academies Press.
https://doi.org/10.17226/18359

* Physicians: Oncologists, Primary Care/Geriatricians

» Advanced Practice RNs/Physicians Assistants

Palliative Care & Hospice Clinicians

» Psychosocial Support and Spiritual Workers



“ENGAGING

TEAM

MEDICINE IN Members of the cancer care team
PATIENT CARE:

REDEFINING e “Core” cohort

gﬁg\(/:ll\E/gRSH P » Oncologists,APPs, RNs, Navigators, MAs
FROM ‘ e “Consulted” cohort

DIAGNOSIS * Primary Care Providers

Am Soc Clin Oncol Educ Book. 2022 Apr;42:1-11.

“Connected” cohort
» Subspecialists



ENGAGING PRIMARY CARE
PROVIDERS IN SURVIVORSHIP
AND TEAM-BASED CARE OF
CANCER PATIENTS




CURRENT
SITUATION:

DEFAULT
ENGAGEMENT
OF PRIMARY
CARE
PROVIDERS

« Example 1. Management of
hypertension as a complication of cancer
treatment

« Example 2. Management of cancer
therapy toxicities in “outreach settings”



INCORPORATION OF PRIMARY CARE PROVIDERS
INTO THE CARE OF THEIR PATIENTS WITH CANCER

» “Patient-centered’care instead ofdisease-centereddr “system-
centered” care

Reduces “fragmentation” of health care

Facilitates transitioning cancer patients to “suovship” care

Improved efficiencies from working at “top of licest

Improved "wellness” of care team




PRIMARY CARE PHYSICIANS' PERSPECTIVES OF
THEIR ROLE IN CANCER CARE

» Systematic review of 35 articles 0,941 PCPs
» -45% involved during cancer treatment
» -70-80% during survivorship
» -95% preferred a more active role across phases
» -50% felt unprepared to manage late effects
-Rarely and inconsistently receivedfstient information from oncologists

Lawrence RA, et al. J Gen Intern Med, 2015



INCORPORATION OF PRIMARY CARE PROVIDERS
INTO THE CARE OF THEIR PATIENTS WITH CANCER

If all the previous points are true, why am | talking about this over a decade
after the 2013 Institute of Medicine report?
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INCORPORATION OF PRIMARY CARE PROVIDERS
INTO THE CARE OF THEIR PATIENTS WITH CANCER

If all the previous points are true, why am | talking about this over a decade
after the IOM report?

AA System-wide problem
AFragmented care delivery system

AA system-wide approach is needed to address a systaede
problem



INCORPORATION OF PRIMARY CARE PROVIDERS
INTO THE CARE OF THEIR PATIENTS WITH CANCER

If all the previous points are true, why am | talking about this over a decade
after the IOM report?

AA System-wide problem
AFragmented care delivery system

AA system-wide approach is needed to address a systaede
problem

*We don’t have a system!




HOW DO WE MOVE
TOWARD TEAM-BASED
CARE?

 ENGAGEMENT OF ALL
STAKEHOLDERS

e THE“TEAM"
 PATIENTS
* ADMINISTRATION




FILLING THE
GAPS INTHE
CARE TEAM

R



FILLING THE
GAPS INTHE
CARE TEAM

-INCORPORATION OF APPS
INTO THE TEAM

R



FILLING THE GAPS IN
THE CARE TEAM

* Incorporation of APPs into
the team

* No standardized statewide
approach




FILLING THE GAPS IN
THE CARE TEAM

* -Incorporation of APPs into
the team

* No standardized statewide
approach

e Most MSU CoN NPs do not
have job prospects upon
graduation




FILLING THE GAPS IN
THE CARE TEAM

* Need to understand the
discrepancy between “supply
and demand”

* Montana State Oncology

Society and MSU CoN are

working to address this
problem




COORDINATING
THE CARE TEAM

2t




COORDINATING
THE CARE TEAM
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-Role Definition
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-Optimize timely communication




COORDINATING
THE CARE TEAM

-Role Definition

2t

-Optimize timely communication
-Standardize workflows




COORDINATING
THE CARE TEAM

-Particularly important:

* When care crosses organizations

* When care is geographically disparate




COORDINATING
THE CARE TEAM

WE CANWORK ON THIS NOW

-WHAT IS THE ROLE OF PROFESSIONAL
SOCIETIES IN DOING THISWORK?




EDUCATING
THE CARE
TEAM

R



EDUCATING
THE CARE
TEAM

ONCOLOGY-SPECIFIC TRAINING FOR
ONCOLOGISTS

R



EDUCATING
THE CARE
TEAM

ONCOLOGY-SPECIFIC TRAINING FOR
NURSES & PHARMACISTS

R



EDUCATING
THE CARE
TEAM

AD HOC ONCOLOGY-SPECIFIC TRAINING
FOR APPS

R



EDUCATING
THE CARE
TEAM

NO ONCOLOGY-SPECIFIC TRAINING FOR
PCPS

R



WHY WORRY ABOUT LACK OF ONCOLOGY
TRAINING OF PCPs?

i

DEFAULT INVOLVEMENT IN EXPANDING NUMBERS OF
CANCER CARE CURRENTLY CANCER SURVIVORS




Training In "Silos"

CURRENT STATE * Specialist — limited
OF TRAINING knowledge of general care

 PCP — Iimited knowledge
of specialty care and
Impact of that care on
general care




From Cancer Patient

to Cancer Survivor

LOST IN TRANSITION

INSTITUTE OF MEDICINE ano
NATIONAL RESEARCH COUNCIL

OF THE NATIONAL ACADEMIES

SURVIVORSHIP”
OM 2006




“‘SURVIVORSHIP”
|IOM 2024 From Cancer Patient

to Cancer Survivor

* “We argue that the problenis not with the guideline
recommendations themselves intended care models
but with the challenges implementing and sustaining
these within our currenthealth care system.The
problems facing survivors have now been well idesd]
and it is past time to take advantage of experasel
technology that is readily available to implement
multilevel solutions that arecalable and sustainable.”

LOST IN TRANSITION

« Atlas SJ, Hass JS et al. Engaging patients, detcalut)
primary care clinicians in the care of cancer suns: A
coordinated care model with system-level technolagy
move the outcomes needle. JCO Oncol Pract. 202¢ Au
1OP2300818 INSTITUTE OF MEDICINE anp

INATIONAL RESEARCH COUNCIL
* doi: 10.1200/0P.23.00818. Online ahead of print.

OF THE NATIONAL ACADEMIES




SURVIVORSHIP

* Narrow Definition:

6XUYLYRUVKLS FDUH LV WKH IROORZ X@ RDBH@UHUY WKHGE XS\RW F
DGGUHVV WKH SK\VLFDO SV\FKRORJLADOWDGROGWRHOQOWMO LPSDFW



SURVIVORSHIP

* Narrow Definition:

6XUYLYRUVKLS FDUH LV WKH IROORZ X@ RDBH@UHUY WKHGE XS\RW F
DGGUHVV WKH SK\VLFDO SV\FKRORJLADOWDGROGWRHOQOWMO LPSDFW

* Broad Definition:

6XUYLYRUVKLS EHJLQV DW GLDJQRVLV WKHDIXQHAHW IDRHGRH [WKID G




A

Diagnosis Treatment Follow-up

. Follow-up Is inconsistent;
Disparities in patient patient is confused & anxious
outcomes from unclear plan

I Oncologyhas
L rces  Qncology has limited
H S time for follow-up
- P disparities vishts; PO Is
i unprepared to deliver
3 follow-up care
Patient health b o
E . Oncology has no time for
PATIENTS H behaviors. health behaviors
H dedline counseling
: lists not looped
H in for comorbidity management
i - " i
Patient is Patient treatment /|
overwhelmed toxicites develop y H CLINICIANS &
by informati and go unchecked : SUBSPECIMETS
H RESEARCHERS
PATIENT . PROGRAMS
ONCOLOGY

Oncology cannot systematically
monitor symptoms & make referrals

Oncology has limited RESEARCH
time/resources for patient Research/ Trials are not the
education standard of care
Diagnosis Treatment Follow-up
H et s Patient has confidence in clear follow-
: equitably improved up plan; outcomes are optimized

Survivorship team  Patient efficiently co-
provides risk/need  managed with PCP,  MEDICINE

Repairing What Is Broken ~ §)

- stratified & Survivorship and
personalized
follow-up

PATIENTS Batlentimproves BCP & Survivorship
H health behaviors to team provide health
H optimize wellness

behavior counseling

stabilized

pep &

Eatlent self Patient toxicities
manages with are mitigated to
By fimit severity SUB-SPECIALISTS CLINICIANS &
information RESEARCHERS
PATIENT :
ONCOLOGY FHocRe
Timely referrals to
Programs address tosicities
Survivorship team REEANH
educates & supports Research/ Trials are the
patients standard of care

Published in: Catherine M. Alfano; Kevin Oeffinger; Tara Sanft; Brooke Tortorella; American Society of Clinical Oncology Educational Book 42921-931.
DOI: 10.1200/EDBK_349391

Copyright © 2022 American Society of Clinical Oncology




Systematic review of 35 1
articles -10,941 PCPs

PRIMARY CARE » 95% preferred a more active role

PHYSICIANS across phases
AND * 50% felt unprepared to manage
SURVIVORSHIP late effects

e Rarely and inconsistently received
sufficient information from
oncologists

Lawrence RA, et al. J Gen Intern Med, 2015



ENGAGING PRIMARY CARE PROVIDERS IN SURVIVORSHIP
AND TEAM-BASED CARE OF CANCER PATIENTS

x We are making this more complicated than it should be *
x 3 vignettes / models
x Breast cancer

x Key points for other survivor groups with low or intermediate risks related to
the cancer

x Hodgkin lymphoma

x Chronic lymphocytic leukemia
x Health care redesign integrating the PCP into the cancer team
x Trustworthy sites for further information

*Slides kindly provided by KevODeffinger MD, Duke Cancer Institute




BREAST
CANCER

Jane is a 61 year-old white, NH post-menopausal female
that you have followed for several years who has well-
controlled hypertension and mild dyslipidemia with a 10-year
ASCVD risk of 5.0%, is mildly obese (BMI 31.4) and is
relatively sedentary (average of 4-5,000 steps/day).

She is diagnosed with a screen detected left-sided invasive
breast cancer (Stage IIB, ER+, PR-, HER2-). After seeing the
surgeon, radiation oncologist and medical oncologist, Jane
decides to have breast conserving surgery followed by
radiation to the left breast, adjuvant chemotherapy with AC-T
(doxorubicin and cyclophosphamide [AC] followed by
paclitaxel [T]), followed by hormone therapy with an
aromatase inhibitor.



BREAST As a primary care physician, what is your role over
CANCER the next few months:

A.

Follow Jane with social visits to minimize
unnecessary visits and cost (to the patient).

Respond only as needed (prn).

Manage her blood pressure and dyslipidemia
and use the teachable moment for health
promotion?



Probability

Importance of Non-Cancer Comorbidities

PROBABILITY OF DEATH FROM BREAST
CANCER OR OTHER CAUSES AMONG
WOMEN AGE 50 AND OLDER

WITH ER+ EARLY STAGE BREAST CANCER
SEER: 1988-2001

0.4 1 Breast cancer deaths
Other deaths
0.3
0.2
0.1+
] s prr ek’ i
—ban i ! .
0 5 10 15

Time From Diagnosis (years)

Hanrahan EO, et al. J Clin Oncol, 2007

Cumulative incidence of CVD-related death

0.12

0.09

0.06

0.03

0.00

CVD Mortality

Cumulative Incidence Function Percent Of women With

SRR 151088 1 early stage breast cancer
and a cardiovascular risk factor
SEER-Medicare: 2000-2007

100

80

60

Percent

40

20

T T T T

5 : o s .
Years of follow-up 0

=== Women with breast cancer

mHTN = Lipids = DM

- Women without breast cancer

. Chen J, et al. J Am Coll Cardiol, 2012
Bradshaw PT, et al. Epidem, 2016




Adherence to Medications for Comorbidities

Percent of breast cancer survivors adherent to their statin therapy prior to
and following early stage breast cancer diagnosis and treatment
(Group Health 1990-2008, N=4,221 women)

100
90
80
70

60 T~
50
30
20

10
0

PERCENT

Year - 1 Treatment Year + 1 Year + 2 Year + 3
period

Calip GS, et al. Breast Cancer Res Treat, 2013




Adherence to Medications for Comorbidities

Percent of breast cancer survivors adherent to their statin therapy prior to
and following early stage breast cancer diagnosis and treatment
(Group Health 1990-2008, N=4,221 women)

100
90
80
70 _
28 Improved adherence was associated

il With comorbidity management by a PCP

30

20

10
0

PERCENT

Year - 1 Treatment Year + 1 Year + 2 Year + 3
period

Calip GS, et al. Breast Gancer Res Treat, 2013
T - a\ A



Weight Gain and Physical Activity

101 5% weight gain during adjuvant therapy resulted worse
overall survival but no change to disease-free survival
T 08 Mutschler NS, et al. Clin Breast Cancer, 2018
>
S o 50 year-old survivor with a 30% reduction in
7 cardiorespiratory fitness — similar to a woman
= o without cancer at age 70
'5 Jones LW, et al. J Clin Oncol, 2012
>
O o024 -y
— Weight gain (n = 187, 35 events)
— Weight loss (n = 120, 28 events) .
00-] — stable weight (n = 773, 123 events) = 304 ° o . °°o .
0 20 40 60 80 100 120 _E °_ °°° i : o SR g o ©
Time (months) 3 O SETEETRea s ] sonsne, ggn;.f.ho
LE; o~ Famwm g a8 8245885 8358 83 836% ~"5
g 104 o oo 008 g §°O 8 o, °
o o
p—
0
30 40 50 60 70

Age (years)




ROLE OF THE PCP DURING CANCER THERAPY

Manage comorbidities — your care saves lives

» Options for blood pressure management are not chaa by
chemotherapy

You know your patient — promote healthy lifestyles during

this teachable time

* Increase levels of physical activatyd add in some resistance training
» Healthy diet; avoid weight gain



Help manage side effec

ROLE OE THE — your care saves lives
PCP DURING » Establish a clear and responsive line of
CANCER communication with Oncology
THERAPY  Know what you can reasonably manage

and get help for anything else




ROLE OF THE PCP DURING SURVIVORSHIP

Surveillance for recurrence?

Surveillance for second cancers

Surveillance for other risks (e.g., cardiovascular) associated with treat

Manage long term effects

* Neuropathy
» Fatigue
» Psychosocial effects



HOW DO WE
COMMUNICATE?

NOT THIS WAY

- biopsy on 3/5/14 and this demonstratewasive ductal carcinoma, grade 3,
ER/PR negative, Her2 overexpressed (3+ by IHC).

- established care with Dr. _ on 3/1ahd underwent MRI breast on 3/21,
showing 2.7cm mass right breast and suspicious si1ode

- tentatively scheduled for bilateral mastectomy aedonstruction, but when
her biomarkers returned as her2 posié disease, this was put on hold to
further consider the utility of neoadjuvant chemetiapy.

- 3/27/14 Axilla core biopsy + for metastasis to node
- 3/28/14 staging studies demonstrated lilesion, favoring focal fat infiltration
- liver MRI 3/31 notable for hemangioma, no othencerning lesions

-4/4/14-7/18/14 Neoadjuvant TCHP chemotherapy damertinue Herceptin
only through 3/2015

- 8/12/14 Bilateral Mastectomies with complete patigital response
ypTOypNO(0/16); reconstruction with tissue expansger

- Adjuvant radiation 9/24/14-10/28/14

- continuing adjuvant herceptin through March 2015



Information you need from the oncology team:

PCP-FACING
SUMMARY

Who is responsible for surveillance for the primary
cancer (mammogram / breast exam)?

Key symptoms (2-3) that may occur

Key (serious) late effects

Who to contact

* In our vignette — this informtion should take no more
than 4-5 bullet points.




ENGAGING PRIMARY CARE PROVIDERS IN SURVIVORSHIP
AND TEAM-BASED CARE OF CANCER PATIENTS

x We are making this more complicated than it should be *
x 3 vignettes / models
x Breast cancer

x Key points for other survivor groups with low or intermediate risks related to
the cancer

x Hodgkin lymphoma

x Chronic lymphocytic leukemia
x Health care redesign integrating the PCP into the cancer team
x Trustworthy sites for further information

*Slides kindly provided by KevODeffinger MD, Duke Cancer Institute




Cancer Type/LOCBbON HITOIOgY Suttype e ASCO SU RVIVO R S H I P CAR E ptoms should De Brought to the attention of your provider:

Stage: 1 T Om ONot applcabie PLAN TEMPLATE :f'\n;::‘q

ISPt De relsted L0 the cancer coming back

Trestment

pne with thes type of ancer and treatment may expenence:

Zrpol racsoure poe nang: ' HTTP://WWW.ASCO.ORG/PRACTI

Racistion C vez CiNo | Bocy area trestes £ areas kzted Delow. If you have any CoNCerns in these or cther areas,

Systemic Therapy [chemctherapy. hormonal therapy. other] O Yes TiNo CE'RESEARCH/SU RVIVORSH I P'

d out how you Can get help with them

Names of Agents Used

CARE-CLINICAL-TOOLS-AND- o Cht o s

RESOURCES ting [ Fertility O] Sexual functioning

Perzitent symptoms or side effects at compietion of treatment: c No S Yes (e

ongoing health, inchuding the rizk for the cancer coming back of
Cations with your doctor or nurse

- - C Deet
Famalal Cancer Risk Aszescment . —
Genetc/heredrany nzk facon(s) of predispoang CoNatons “‘“ 7 2
:cal actvty
Genetc counceing: © Yes S No Genenc testing resuRs
Follow-up Care Pian
Need for ongoing (aciuvant) trestment for cancer [ ez T No
Adctbonal trestment name Planned durston Pozaidie Side effects P ———
- - rec Dy T .
5 e of pred by Deliveread on
Coorainating Prowioer | When/How often
| |




PROVIDING PATIENT-CENTERED CARE IN A
RESOURCE-POOR ENVIRONMENT

-Care fragmentation results in wagsoutcomes for cancer patients
nationally and resource-limitations makes this veons rural areas

-Patient-centered, team-based care reduces fragnienta

-Health care redesign incorporating PCPs into theedaam does not
require additional resources and can begin now




