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The passage ofthe Breast an~ Celvica} Cancer' 
Monallty Prevention Act t!stablisiled a natIonwide, 

, comprehensive public he(uth' program to'increase 
access to breast and cervicalicancer screening , 
services Jar women who are medically underserved. 
Tms act created the first c'ppOnUl'1ity for state ' 
health a8f1nci9~ to build a pJblic liealth 
infrastructure for cancer . 

tt&.ttlJE'$..tio.::.@~tablJsn-e(U·JY'ldetect 
Since then, the Natlonal13reast QIld Cervical Cancer 
Early Detection PTolfra.l£'(NBCCEDP)(Jj'i[s1bacomii-(z 
i!QtionwJ(Je p.rog!Jiij[jv{i1:La.budge.cQt$loo:milliE~) 
Thirty-five states and nin.! "f.,merican Indian Tribes 
are supported to irnplemE!rIt 

I 

comprehensive 
screening programs. Fjft~?efl states; three territories, 
end the DJ"strict ofColumbia receive planning and 
infrastructure grants as pai;t of t.l1e Capacity 
Building Pl'O$rf2m: The ~"BCC£DPsurv8illance data 
through!onuary31,1995 shows that 556,003 
screen!ng tests have been p~avidf,dtowomen who 
are medicalJy underservedj The succ~ss of 
NBCCEDP has contributed/to the gro~ring pressure 
on ,tate health agencies to!jocus more attention and 

. resources on chronic dise'ose pre''len fion and 
control. 
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'B' REAST CANCER IS the o'\ t common!,., 
.. .. . diagnosed cancer and the s Qnd_leaclin.g 

cause of cancer death arno g women 
the. United States. For 1995. the American 

Cancer Society estimates that breast aneer will be 
diagnosed in 180,000 women, and 4:6, 0 women will 
die nODl the disease.1 We currently d pot know how 
to prevent breast cancer from oecum. g. Thus, detect­
ing carcinoma of the breast at an earl stage is the key 
to more Ueatment opttons. Impro d, lSu:rvivaJ., IU1d 
decreased mortality.2 Research has own til t the use 
of mammography can reduce the mot us 
breast cancer amon wo yeaxs and oide 
perceJi 3 -\ ". 

. . r..i: e~d~v:eral1;i:Ocidence,of invasi£e cer:vic,akcan~ 
~detrmSla'Steadily. over:ilie,last~s"t~\'~ra.l:-de~aae~. 

c:b.ut:m-reeent-years.;,tliis-rateJias_iIfcreasea-aInoBg 
~om:en::wlio..aI;!cle_s~:§-'ty..e..ars.::::old=m-f995, , 
i.fW.S'ii¥~C1il_.canc:er.JYili:be;dia8!!osed-in·~p'p-rox. 
(tm.i{elY:..t5i800:w§.men""jp~m('lI).'~~i,tu:wm:lfe~ 
[diasno,ed,iIl-aboul·6~;ooo-women._Ih this same year 
about 4,800 wom.en will die of cervic:iil cancer.l e 

rime.ry goal of aervlcal c~c9r ser~enin8 i 0 in­
ase detection and treatment ofpre~anc us cervi­

cal ionS a.nd thus preven t the oce ' eli otcervical 
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cancer. Although no c:linldaltrials have studied the 
efficacy of the Papani,:ola~u (Pap) test in reducing 
cervical cancer rts that it is an 

, effective tscnmJ!OJn' 

i 
, StudIes have cOllsi!iten,tly shown multiple barriers 
to the routine use ofbraastland cervical caacer screen· 
ing saNiees. These ba.:rrl~rs have included the c'o·s!S 
associated with the sc:reening tests,IIs: 
:r:e·c;om~di'£iSl~for scr~enjDg, :l:ae:~ G ,wlfdja 
about ilia . , of early detection, a:ndlepl'c$f 

:cancer,8 Studies bave also 

udioa show that these 
barriers remain conststenC but the extent to whicb 
they play arolein the ulldefutilizatIon of these screening 
tools tends to vary betwe~n individuals and commu­
nitiss, :. 

The complex problem; of increasing access to can­
cer screening services. cannot be adequately addressed 
by interventions that target onJy one barrier at a time. 

fVt iR (2..o{k.~ 
~. ~",\I'\ C~1~ 
~:.~~ ~'IV? 

reuY', (')oV ~0C, - ~\ q '7 

Rather, the design and implementation of carefully 

coordinated comprehensive programs that use inno­

vatlveetrategie; to addres!: multiple barriers are es­

sential if the use of services 1s to be increased. 

In re, 


Program forms the 

alion for acomprebensive. national effort for 


the control of breast ,and cervical ~ancer, 


f~ 
Organizational Setting .'  

f~'F~,edlimlr9~61 th8LQe1i)Ia.ni~gefEYlf«tHiDmie
tRMS. It is internationally renowned for its critical 
work in controlling infectious illnesses, such as ma-' 
larla, smallpox, polio, and Legionnaires' disease. In 
the m1d·lsaos, CDC expanded lts activities induon­
ie disease control and made a strong commitment to 
reducing morbidity and mortality from chronio ill· ' 
nessas. A review of CDC's chronic disease control 
functions revealed that many ot the activitie3 were 
located In different organizatiotlal settings through­
out the agency and lacked a concentrated focus. In 
1985. a limited budget ofapproximately $3 milUon 
was provided to teams within CDC to award compet­
itive grants for chronic disease projects. In 1988, the 
chronic disease functions andactlvities Within the 
agency were reorganized into the National Center for 
Chronic Disease' Prevention and Health Promotion 
(NCCOPHP). 

The mission ofNCCDPHP is to prevent premature 
death and disability from d:ixonic diseases and to 

same public health strategies used to manase infec­

tious diseases should be used to successfully combat 

breast and cervical cancer. The control of these 

cancers should be incorporated into the pUblic bealth 

system in much the same wayes programs that pro­

mote the control of tuberculosis, sexually u,aDsmUted 

diseases, and the acqUired lmm.uoodefiCiency syn­
drome epidei::nIc. ' 


As the nation's 

ng 
for the development of 


intervention prog~ams cancer control was viewed 

as a natural progression from their efforts. in imple­
menting infectious disease progra:ms. , Thepresenca 


P6/b(6)
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The landmark Jegls/~tion.marked 
important progre~is in the fight to .' 

, I 

prevent and contl'ofchronic diseases 
and contributed momentum to the 
wave of national j'nterest in women's 
health issues. 

I 
I 
I 

of such programs would refognlze the clitical role 

Congress Responds 

The passage of the tar~itl:Bl'lal@er&Cf.all@ancel'i1 
~lillinlYJRreMent:i1ijifNGJro(ll(9'9'(i) was a proQuel of 


rapid blputisan action by th~ Congress and the Exec· 

utive Branch.tO This act, which was authored and 


. . introduced 
House of 

care climate ;at the ume was one of 

by H6 Waxman in the . 


increasing public and congressional concern about 
women's health issues, Througb tbe 19705 and 19805. 
many prominent women be¢ame active In the fight 
,asaiIlst breast cancer. IlL 1:989, the Executive and 
Legislative branches of the :federal government be­
came increasingly concerned about the disease bur­
den from breast cancer a.nd :missad opportunities to 
detect and treat premaligua:rj.t a:nd preinvasive cervi­
cal neoplasia. Many polic~ makers recognized the , 
Importance of establishin.g ~ na!1omv1de infrastruc­
ture to increase the use ofma.rn.mograpby and Pap test 
screerungsamong all wor.len by 'Implementing early 
detection programs designed to address multiple bu· 
riers to screening. Of special concern to congression­
al and government leaders ~as tbe poor use of these 
screening tests among welmen who were uninsured 
and underinsured' and amo~g racial and ethnicmi­
nority women. . . 

. I 

:9t:<" ~~)~. r~J 

i~~ ~~~\,k./J:IJ 


...-----------'------------....... As the Congress moved fOl"W'ard to draft the legisla­

hea1th agencies need to in the prevention and 
control of ' cancer.e In "~~'A.""''' 

Waxman's initiative received bIpartisan 

tion, the PHS began to lay the foundation for a nation­

. 

The CDC awarded grants of approxi­

al detection effort. ~~~~~]~l~m~~~ 

m.ately $400,000 to $555.000 to four states: Colorado. 
Minnesota, South Carolina, and West Virginia. These 
resources were used to establish state breast and 
cervical cancer activities that would start to build the 
infrastructure for early detection efforts. 

Inlea:r,}yjJ:l\9..9QllHf!!l.XWB.BS'an, Chairman of the 
Subcommittee on Health and Environment of the 

support and wag passed in June of 19QO. Senator 
Barbara Mikulski championed the billln the Senate 
and secured passage with a wide majority in August 
1990. Marilyn Quayle provided strong aupport for the 
program. Once the legisla~on was passed by Con­
gress. it was ~rnedUnt'§l1~b¥>1lr.esrd6tt@ebFgelB:nshl1 
on August 10, 1990. Thelandmark legislation marked 
important progress ill the fight to prevent and control 
chronic diseases and contributed momentum to the 
wave of national interest in women's health issues . 

. The legirslitiM @li'f1~~}}~lllI0.11~35~ estab­
lished a<Rf' ant.s 10 stires to carry out activ-
Ities 1nrs~Ig&as.: 
1. 

and Ge:r.v.·i'Gal Ganesr" . 
to 

to@3i.nlmWt£!lli)j unCiersenw.e'at;women:forbI:aasp 
' 

2. 

3. 

4. 

5. 

interpretation of such procadures. a~d 

6. 	 toetralMtelpr.0$gr.&'a'cH~i7ffft~through the estab­
lishment of~rl~Tr.i'~enf~t~s.~ 
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figure 1. National Breast and Cervical Cancer Early Detection Program-1995. 

1-<>- Amerltan Indian: InitIative: 

Aldie Slope New.. AMoe.. Ltd.- North Slope D%ug'. BarrOJ,l. AK. 

Ch4I.o!ee HalKlA ,·Tel"4equ81'i. OK . 
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~~ oCapacity Building 
.~ 

Progr.am&
() 

• 	 CompTeM!n~lve Screening 
Programs 

VIRGIN 

ISLANDS 


Ch4I)'ellie ~tvor Slo\l~ Tribe • Eagle Bulle, SO. 

Enlem BaM ofChe:ld<ee ',",lant· Clli!rokee. NC. 

Malliilaq Auodel1on ·I(otzebllll. AK. 

Plee$8nrpoinl Pi!$~quodtlt - PelT'(. ME. 

P08rchBand 01 Cfeeldnllians- AlmOl't. AL 

Soulh Pugellnle1'lfi>sl Pllmnlrg Agen'Y - Shello". WA. 

Sou",a:ntr.ll foundallon • A.Mnolllge.AK.. 
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are allowed tq donate personnel and 
other services as part of thl~ir match to the CDC grant, 

The issue that has caus8d ~e greatest controversy 
concerns the aVailability of funds to pay for the treat­
ment of women diagnosed w.j'tb canee rous or precan­

. cerous lesions.Congressm;m ¥'axman was concerned 
that unlnsurad women whc, were d ia~osedwith breast 
and cervical cancers would b~ StrWd8d in the health 
C8l'8 system with no abili~y to pay for tr~atment. Be:. 
cause the use of federal trLon~es \-0 pay for treatment 
services might rapidly deplete the funds avaIlable for 
screening services, ·decidsd that .th~titiml 

The National Strategic Plan 
.. ' I 

'das'issued by the 
~"I'.?"'t!'l""'for I of PHS eitermembersof 

the Association of State 11Ild Territorial Health offi­
cials, the National Associ'ition.of County Health Offi­
cials. and the United States Conference oflocal Health 
Officials called on PHS to strengthen the fad·eral em­
phasis on those cancers that' riruaril affect' women. 

series !)finterac ti ve meetings were 
initiated by these three agenCies to obtain input from 
the public, privata, and vol up tary' sectors: _ More than 

. . , 
i 

-

7S national Clrganizations provided guidance during 
the process. This. gUidance resulted in the develop­

ment~an~d~~~~=O~f:th:e~N~at~io=n~a=lisu~~~Pl~a~n
in 19~~. 

ing implementation of the N , the plan was a 
valuable guide to CDC. Many of the priority issues 
identified in the plan are now addressed by CDC, 
stale and local health agencies and their partners as 
they implement breast and cervical cancer early 
detection programs, 

Building'State and Tribal 
Infrastructure 

,,;. The· €(tngt~ss a rs];!r.i~tijiJ[$;3~I;ll..~J:l:npnSfirt~;/ 
li9Bforrth"'i!fiI:~1'Y~ . J;tlii~i;gg,~m"' In the £umm.er 
ofl991, CDC used a competitive application process 
to fund the t1rst eIght sta~es. §.t~~g,asg~~•.iI 
~e.t!Ugi..$,r2g!.~~ajveraging $3 million to fund com­
prehensive screeIling programs in California, Colo­
rado, Michigan. MInnesota, New Mexico, South 
Carolina, Texas, and West VirginIa. In FY 1992. 
appropriations increased to $50 million. and CDC 
was able to expand .the number of states receivtng 
support for comprehensIve screening programs.from 
B to 12. In January 1992, CPC added four new 
states-Maryland, Missouri. Nebraska. and North 
Carolina. . .. ... 

During the first two years of implementation, 
CDC recogriized that the initial 12 states would have 
benefited from resourc;as for planning and for devel­
oping an infrastructure before the Infusion of funds 
for estates, 
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To allow time for infrastru~ture development. CDC 
established the CapacityBUilding Program in October 
1992. A competitive application process was llsed to 
award grants that ranged fr()m!S225,OOO to $280;000 to 
18, additional states to hl~lp them prepare for the 
delivery ofscreening programs{ These capacity building 
resources enabled lItates to hire ~taff, develop canCQr 
plans and coalitions. carry oU,t publiC and profession­
al education efforts. impro~e and monitor' quality 
assurance systems. and design and enhance surveil-

G
. lance activities. . i 

"Thaprogramconunued to ,expand in FY 1993 with 
appropriations of $12 milllon, Using a compeUUve 
pplication process. CDC a,jd~d, si:< lJlor~ comprehen­

sive states----Massachusett:i. Ne:" Yor.k. Ohio, Penn­
sylvania, Washington. and r'lsconsm,. !hese six 
states had all been award,e,d capacity bUl1dlng,g~antsCDC prcrvlded"'support- to 26 states and 9 tribes and . 
the previous year. In this same year, an additional r 'bal " ~ h' _l_~'
•. t t j i dth C.na·ity.· B.. 'ld'ngPr.. r d ·\.Ul otsanlzahonsiorcompre enslvescree"J.ugpro~nmes a es 0 ne e a:-: c. Ul 1 ,_..QKam,an /' . ~ thr'" . d.'I.~" . 

. ;BYI®crdWf";;{'99:tRiliEHN'BeGE,I!)p.k;:~is'tacUv-e.ih~45;Vgrams. TwentY-,Quf states. ae territorIes. an W.e
!'Stitet:; - .- -' - " , . - - - pistrict of Col~mbfa were iund_e4 as 9af~ci~y B~ld.(] 
COJlgressional hearings w~re also held jtl~--:aron ling~Progz:ams.)The NBCCEDP was truly nat1onwld~. 
the activities and accomplishirnents of the NBCGEDP. In IT 1}i195. CDC en~er~d its fifth y.ea: of thlS 

Following these hearings. cc.o:il"g:t;~sJir;,eaMmOr.@:"d~EL]J proS:aI'O w:tI:a.n,~ppro~~l~~_~?_o~~l~O~ ~}~l"on._qnc
7

~1il~~ilie...~sc.t5~.~rt~.:--G~lfCl3tr.MOftaliti'._~!~vl~ed fUndmg,to 35 state~ C1"l}CiJLtn~es an4g~b_a1. 
l:EreCillentionActand aaaea t:Qver;.l key amendments: to ' organizations .lor comprehenslVe scree rung programs. 
the legislation. The IlS'j:aWofi'7"P,L 103-183, Fifteen states. three territories. and the District of. I 

l'equi.ea CDC to 18i~ . _. "tr'iri 5~ to Qiose" "fates .Columbia received planning and illfras tructure grants 
(Wi,th711igli~aisease_b1ifdEliEfrOiIi' breast or, cervical as part of the Capacity Building Program (Figura 1). 

~ , 

figure 2. Includes: Mammograms performed for screening or follOWing an abnorn:tal breast examination. 
Source: Minimum Data Elements through 01f31/95. 

cancer:ll Grant funds could only be made available to 
states that provided coverage for mammograms and 
Pap tests through their state Medicaid programs. States 
could pay no more than the Medicare rate for screen­

,ins and diagnostic procedures. 
Co~g~ess alS'O'ldlj&c:te'a~C[tOEeSt?ol' ,ant 

.V08r8m.wtthIAm~r~~;ti.i~~~~a~'} 
Qi;'~U'~O!iS'~Q!It,~£~:ct:re.e,ningseIW.tces·among';"A:m~ 

(iicapJrialLlJ,vo"'rileR? GDClaunched this major initiative 

in 1993 and began to build important relationships 

with tribal leaders and American Ind1an organlza­
lions across the country; In October 1994. nine tribes 


. and tribal organizations were funded through a com. 
.' petitive application process to establish comprehen­

sive sCfl1lsning programs. . .. 
'. IElfY~U94. with an app. ropriatibn 0['$78 mUlioj)n;: 

Mam'mograms Pap Tesrs 
(n1220.592) . (n=335,411) 

65-7.4 5,3%<40 4.3 

19,2% 

50-64 75+ 2% 
24.4% ....... 


<30 
24.10/" 

Percent distribution ofmammb3rilm.; and P<lP tests, by.1YE'srOUp, Nalional Breast t//1d Om'ie,,} Cancer Early 
Detection Program. 1991·1 $j'9S 
. ! 

. 50-64 44.6%. 
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I. ~gencies contract with 11 b~oad range. of- providerJportant role intb,e succes~ O[~f~ NBCCEDP: Usfng a 
· ,agencies t9 d"eli!,er"screening~~rv'ices: Each state has variety ofintensive community-based-eJfoits, the pro-

developed its own deliv81:y s:vstem basad uponavall- grambassuccesstullyscreened medicallyunderaerved 
able resources. women. One of the early important lessons learned 

In Texas, for example, the~~3!f(hea1th.depart.n;le~t was that the NBCdmP"'::CoulOnocexpeccto-reach . 
contracts _withrcoiil:rnunityand IT'Jgrant health c~ .womso-hineerof~c.reeningw{uiout geveI'opljig Pai(.; 
fers~YoungWomen·s.Christian A3~ociations (YW.C~)., rnerships with thos~ organizations that hav~ tor xnany 
c)(the~US'A3amily P~!Mil}g!organizatioru, commu~J fyears served the priorltipopulatititis'CDC'wantf!dJd 
/nity-bas,~d_o~g;m!~!~O_I!:s. ~~_fou~_ty ~e~Jth qepart~) :reash: 'Publiceducitiorfmaterials andoutieach strat­
· mants. IhNebraska. wherEla county bealth department· ~.' '. . 
~"-- - ~. I I ' 

system does not exist and ,;,'bere fe';v community- .-----------------~---"I 

When PL 101·3.5:4 ~aspassedby 
Congress, states were. concerned 

about the burdel' that treatment 

would place o~ th~jr health care 
t 

system given that ~a federal funds 

were available t.) PilY for treatment. 
i. 

Program Design and Im:plementation 
! 

Removing financial b(lfri~rs to screening is only 
the first step towards redlJCU:;18 mortality from breast 
and cervical cancers, particular! y among women who, 
are medically underserved.. V t.,t,r: heelth seMce de­
livery system Is to reach these welmen, a:co.IDP!e1!·et:f-, 

,sWe approaClfJSneeaed:tli;!tiiifegrate$1.na-coordinates­
(:the fol1owing critical elements: screening. referral •." 
~and follow-up services, :public l:'lducation and out­
,:reach. professional educa':.ion, qU31 ity as~;ura.(lce, sur­
. veill;mce, and partl1e.r.ship d1velqpment. 

I 

Screening, Referral, iim~ FCillow-J.lp System. , 

The:NBcCEDg~efmDu:rseS:-staf8Sf6rClfriicarbreast"l
rexams,"f;crEleiifng ma.nlmognhru, p!dvic J!X/UnS, Pap· 
· tests. and some diagnostic procedures. State health I 

!Jased_or8ani;atto~Lare.establ!shed. ,the state cop0 . 
t;ractsdir.e~Jy~ith pdv~t"phys!ci aI!~~Mm1aIlg. and 


· Michigan conJ~ac:.tpri,marily, with loc,al_.BJld county) 

'he.aJth depii£tmants.. .(!Contracts 'Nith tbese agencies 

can include support fqr screening and diagnostic 

procedures; public educat.ion:: coaJ i Lion activities; and 

Clinical. outreach. and ad.mi~istra[ive support staff. 


c-" When PLr9-r:.35~ .i\'as !,a3~~. by CdIigfe-ss, states( 
were concerned about tae 15.ur.Bet\.that-.lraatment . 

. would place on-thefrfieiili~care system given th;t 

no federal funds were available to pay for treatment 
.and limi~!cL~e_s~u!ces~_~~J.Et.ayait~bla_f~r diagnostic
c:!_ervices,..~Establishing a network of medicarprovig­
rers wbo are w!l11ngto. donate tl:lt~S~ se,rv1ces Is at 
LchaUenge for many states. States bave shown-cre­
ativity and determlnaUon In tdentlfylng and secur· 
ing financial resources for diagnostic and treatment 
services for women who are served by the NBCCEDP. 
Resources for these services vary across states and 
are a reflection of state and local government sup- . 
port, medical .P-.toYi.de.r_glt.n~osilYJ and community 
commltment . ...JExamples include -county programs, 

)orthe underserved. state-funded cancer clinics, and> 
Ileg1slatlve mandates to use clg~rette t~.r!i':venues...f~r 
( diagnostic or treatment services. In some states, com­
munity cbrilinitlrienf rangesffom local efforts to raise 
funds for diagnostic and treatment services to the 
willingness ofa national or local foundation fo pay 
for these serVices for women who lack resources for 
care. For example. the Susan G. Komen Breast Can­
cer FOUIldatIon has dOllated resources from its annu­

. al Race for the Cure for diagnOStic. and treatment 
.services in' several states. Medical providers and 
hospltalsln communlUes have been critical partners 
by donating diagnostic and treatment services. Many 
states have hired case managers to work: with provid d 

er organizations to ensure that each woman that 
reqUires rollow~up .receives appropriate and timely 
diagnostic and treatment services. 

Public Education and Outreach 
,..,.--'------.......-- .--~ ..... ,.-~ - ~ '-­

I-Fu~lkeducation aI;.d outreacli-hasplayed an im-1 

Professional Organizations 

• American Academy of Physician Assistants 
• American College of Radiolosy., 
• American College of PhYSicians 
• American Medical Women's AssocIation 
• American Nurses Association 
• Association ofTeachers ofPreVfmtlve Medicine 
• National Medical Association 

P6/b(6)
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Figure 3. Includes: Mamm,)grkms performed for screening or following an abnormal breast examination. 
Source: Minimum Data Elem~nts through 01/31/95. . 

Mammograms Pap Tests 
(n..220.592) (0=335.411) 

Asi,m 2.5"/0Other/Unknown 4.1 % Other/Unknown 3.9% Asian 1.9% 


American Indian ..... . 

American Indian 8.3% -~." White. Non­ 11.9%~ 

White./Hispanic 46.6%Black. Non" NonHispanic
Hispanic 16.3% 	 Black.. 48.4%

NonHispanic 
12.8% 

Percent Distribution ofMamm:ogr"nts and Pap Tests, 8y Rilce and Erhnicicy, National Breast and Cervical Cancer EiJfly 
DetectiDnProgram,7991-799,5 . 

egies n~eded to be serlsfti,~~2. til~.$r~~p~grg~~~d by 
~~~ati:t pr0f:r~~w1th~gard .(cLeul ture.-1anguagi; . 
tpldJi!e..r:acy._2 )Examples)"of innovaUve community· 
based strategies have incluoed the followIng inter­
ventions and activities: , 

r:::.--._. \Ill , ; 	 " ­
•. The-r~xasD8partmelJ.tofHealth funds theYW'CA, . 

in Abilene to Ilrovid'!I screening services. The 

~TZr:[~~~;~~:~:s,t~Vt~~~:~:ili~~:~I' 

,fers, and programs afiiliated wl th the YWCA. To 
facilUa:ie acces'sto-stfee

inin-g's8rVices;' th~ YWCA 
prov,ides ,transportatil)n to the cli~fsites. Th!, 
lYfW.CA als()eiiiul'es',tnafwomen wit.b. abnormal 
~~ -~#f,-., _........-.. "f."" 1~"'·v',''.;;_ _~. !. .' ," " -. " 

'~tes!.S~recei~~~pp~,?:piiate ane",!riID~l~'. follow-up 
,>and'1.afifftfi~sfiJ11ncial resources"for diagnostic
ancH.reatment services'. " ,­

,.---- I. -"'-' .... "-- "'- ­
• In :Maryland; the staTe health depart:coen'fha.:i j 

placed 'state.fuIidedoufreach' '-yorkersat each'of 
··the .. cO~?'tt:~~~,~·.·dElpl~gin~?~t:ll:r~ugh~\lt:\h'e
state'to enhance th,e_p1-ogram's,mtervB!lhOn ef"L 
fort~;TA~~'Women-liirn~ for t.hese posluOnSCOmE! ') 
~ESJk~~lirilmunit¥ ;md'are pnm·arll~orcfer·Ini· /
nOri,tyWQmlm. The outreach workers recruit-women, 'f 

'1;' .. "--, ~". -----~- •
who 8.Ie In need of screening services from vari· 
ous sit~:itn~(~~iI1g'sB~io,r citizen-centefS~'low~ 

.;'Focus iro-ups ~ere held with women who were 
60ye'ars and older to test concepts and education­
al materials. Public educal10n materials are pro­
~J!~d J9_program participants in;flaj!!an;Creol~. 

rEnglish, FNmcli.~andSpanish.y. -:~~. ---,Y 

• .I;-~:i~y~;~:'$:~Jt'ate"healUide~arl~e~i~sta~1 
'lished the ~OI!c.ept_ofBre.l!~tJ:IEl(1J.th,PCIJ'tnerships 
as IS unique method of delivering screening ser­
vices throughout the state .. The Breast Health 
Pa:.l::Ile::s,~~:,.:work to ~'r.i.ng~fJj.ti,i~sourceiofatr~f7 
par.tJ.1,ers in a commuIiH)'i~tegethBr to address ~~Q 
c!ve'rcomeba:rrilfr's't(f~I1i~. For example. the 
Batavia tommuhity iiiGenesee COl.ll1ty established 
a Breast Health Partnership w1th partIcipation 
from more than 30 agencies. The Saint Jerome's 
Hospital Healthy Living Unit functions as the 
coordinating agency and the data management 
center. The YWCA of Genesee County manages 
the reimbursement of screening services for the 

,PaItr'lership. Some of!~~j~1).aIP·~ipat~n~~ae~n9ie~ 
Includethe ACS•. OIfige for Aging. Umtea Way. 

'-the"T-o'nIi\\'iJi"'cdl':Tnbe, 'Geiiese's Memori'S.l Hospi-, 
ial;3:~a¥pra.nnea·Parellt1ioo9.. I~-' ., . 

Professional Education 	 . 

.sh,9:R~v c~urches, Influ~nza vc'_Clnatlon cbmcs. 
. an~~'f1urSlllg ho~es.) r 

• 	 lnMa,s~--~"S'!3~tt~,thepr6grarn has'(fevelOpedpni1t~' 
~>m~a~ ..stfor woml~riwrho.:,e"pl'i.mary langu~ge 
;~J10t:Englishor_whQ~:e:rea.ding abilityJs limited: 

ic~.m!YJ\19~~ lik~,ly.Jq\';;,~eJ',. ~Feening if they-nave i 
Rhyslciari's recQ!AIIlendaUonp·HTheNational Stra­
tegic- Plan 'suggests that each encounter-with an 
emergency room physician, an obstetrician or gyne· 
cologist. an internist, a dentist, or a nurse-is an 

~ncome.liousil)g.fa~torles;J;2m~:n~er,.c:lub~~,tf.!i~_~~~~ral!,t"!clJes h~ve show!l_~at[womenare sig~if-f 
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<;V\ ~ -\8~O : f-~ ~'\''{~ 'CO-U'f' ~L€.Jrcr!~ ~'--.'A 

~ fls ~U(A. C~ /' ..?! ~tJ._ ~~ 000:::\ 
r.- n,,~· _ . ~. \\ if , 1.--7. c..:~ \..\ll(~ 4,ovr-L I _if~ r,.I.-. 

'-./~. Cc1~ ~~ \U/~ c.~:: ~ ;.~,~- O· (- . (1"S. ·~.te 

Th~ ability to iml'J~men t a national 
strategic effort to tontrol breast and I 

cervical cancers depends largely on 

the assistance prov,ided by partners in 
both the public elntJ private sectors. 

"--~ ~~._____ "M.~ 

,o.ppC?!.tUJ'lity.!~~afhealthcilre:proYlder-to edu~ata wom~ '1 
en about screening forbmas,t and cervical cancers. r 

. -: I~1a.u_~cl~}J'l8 ~~NB.CCED:.·CDC e$t~blished fm'·1 
rportantrelatlonshlps wltb .. maJ9r Plof~sslon~,~rgani.~ 
}.zations across the coun=ry.;Ihf CDC has iP19v1ded'J 
~t~ources to these org~l'zationsJor the development
'of training -materials. phys:i cian, raminder iystems. 
and educational curricula ,to improva skills in the 
areas ot screenIng. quality: a~mr8nce. communica­
tion. and counseling. : 

State health agencIes !lave tcrgei~d many of their 
professional education effor,ts to family practitioners, 
internists. obstetricians and gynecologists. nurses, 

. . physiciahs' -assistants,-andotheralli ed bealth p~()fes: 
;~ sionals. The focus of the b'aining has been on detecUon"; 

/anddiagiWstlcprocedures.commurucationskills,guidlf 
. lines for screening, data. collection and reporting re­
!)quirements, and the stnmgthening of clinical s~ 
,. ~- --~~ -_. .~--~-----.-~--. 

Quali.ty Assurance 

The National Strategi(: Pian suggests tha[ an effec­
tive qUality assurance :lys~arn for a breast cancer 
screening program provMes confidence that a techni­
cally satisfactory marnm.ogram was performed, that 
the results were interpnte~ properly. and that the 
results were reported to th:e referring clinician and 
the woman in a timely man,net.9 

_JQualitrassurance--strategies'forcervTcal-cancerl 
{screening bave focused on both improved specim~n. j 
I collection by, the pr,imary care prac!i~ioner and on,\ 
i~terpretation by the lab'natory,":3he:Clinical Labo- '\ 
ratory Improvements Act of 1988 (eLlA 88) has in-)I\ creased the federal role ill e~allla!ion..a!lJLove£~!ght~f 

\.lapo_ratorY.l)erformance.'ls JQuality control measures 
and proficiency testing (Ire ;being developed and im­

, of m.ammography and cytological services natton· ~~'-Y 
wide.10 CDC developed technical gUidelines formam­
mography and cytology services for facilities 
participating in the NHCCEDP. To ensure high-quali­
ty screening tests. all mammography facilities are 
required to meet standards of the American College of 
Radiology and all cytology laboratories are required 
to meet eLlA aa standards. In 1993, the reauthoriza­
tion required the state programs to adhere to the new 
standards for mammography quality assurance devel­
oped by FDA. 

State health agencies have taken several important . 

steps to develop and improve quality assurance pro­

grams for mammography and cytological services . 

Medical advisory committees have been organized in 

states to provide technical guidance. assist with train­

ing activities, review and develop clinical protocols, 

and develop gufdelines and systems to ensure that.the 

breast end cervical cancer screening process is car­

ried out in a safe and effective manner. Training and 

education activities have been.provided to radiolo­

gists, radiologic technologists, and cytotechnologists. 

Additional staff have been hired in Bome stales to 

monitor the compliance of mammography facilities 

and cytopathology laboratories with stale and federal 

quality assurance standards and requirements . 


Surveillance 

Su.rveillance activities are necessary to effectively 

evaluate the program's progres..!... in meeting Elstab. \ 

lished gQ..ab_and obi~ctive~\ When thiNB-CCEDP'wB;s 


iimplemented 1n 1991~-CDC. in collaboration with its 
)stat8 partners. developed a set of minimum data ele~ 
;ments to monlIor the program's screening. diagno!Ucl 
and treatment activitie$./-~ -- -~.- -- - -- ~ 

'-.-_for each woman recalvli'ig-screenlngseiVlces',·tne.i 
rst8tes collect and report to CDC information on screen~ 
lIng location, demographic characteristics, screenJng, 
'reSults, diagnostic.procedures ao.d outcomes, and inl;;' 
\Ual treatment Theit:racking-alld-fo116w:-\f:fof women 
with abnormal test results has been a labor-iiltansi~e 
~cttyity for states,/rriic}Ungana renunaersystems bave) 
'been implemented in clinics to en$uretimely"fol1ow­
up ofall wome-riWith-aononnal fGidings and treatment 
of all women with cancer or precancerous conditions. 
R@n(f!!iJY~~~~_.h.a~e also been implemented to 
:encourage all ~olIle.n with normal screening exams to 
reJ!lrn~·forresc-ieenin'gU1t.. !Jl..e_.~I'p~opri.~~ jn.t~rval.

plemented to improve diaghostic accuracy. 'Jdany states have a surveillance team that consists or 
With the passage ofPL 101-354 in 1990, Congress ; epidemiologiC and data management staff to Ip'!.nag,e 

recognized the importance lOf improving the quality' . ~~~!.~r_v~ll~l!.ce_~2f!1pp!1enl of the pr~gram. ] . 
,, 
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These data are used to r61p state health agencies (AH~~ceof'B.reast,ca.zlcerOrganjzatian~(N:Aj3CQl.J 
implement. monitor, and evaluate their screening pro-an'"dthe Nat.ional Cancer Institute (NCIl to improv,e~ 
grams: provide Congress arid CDC partners with data l'ic~es's toeady"detection services/Avon created the 
on the progress and accoDlpfishmenls of the NBCCEDP; Avon Breast Access Fund and raised $10 million to 
and direct and evaluate CDq:'s breast and cervical can- support community-based efforts through the sale 
car control efforts, of its Breast Cancer Awareness pin and key ring, 

, Avon has funded more than 125 programs through 
National Partnerships' the YWCA of the USA and NABCO, These organiza­

. . .' , . . . tions work closely with state health agencies to 
The abilIty to lmplem~n~ a nutlonal strategIc effort provide breast health education, recruitment and 

to control breast and ce:"lc~l CaJ1C~ers de?~nds largely outreach. and support services for women. 
on ~e asslsti;llce prOVIded, b~ pcr~~)n both ~_ In 1994,CDCexpanded its collaborative nelwork 
~hll~_andpnY.E-~__s~ftorsdgDC~J~s:...h~av!l'y-on_ ~ts) by funding 12 organizatlon& to develop educational 
i p~er~hips,~~_t!;_I1atl~!lal,--:,olu~t.a~. __ana_prlv~ta_ o~- I strategies and interventions to improve its capacity 
S3nlzahons·to bUIld the n.ecessary mfrastructure at the to reach racial and ethnic mlnoritie3 older women, 
coniinunity level to provide,screening services for all lesbians. and women with low lite;acy skills (see 
women who need them. rhesa parmers bavs play.~.a box entitled National Organizations). ' 
critical rolelnassisj:,iI!8 slate health agencies In)feacli~ 

/IiijprJ,o,rity- 'populations; 'such:l-;;-women- with ·.low ~! 
I'ji!fcomes, racial and eth.nil:mtnorILtes, women withlo~ 
~l~Jeracy.$k.ills._older _,!!~.!!"en., and lesbians. - . . Program Impact 

, At the national and statifevel; i.l1~"-CDC and its state 
partners have established a: strong ......orking relation- .At the state and local level. the NBCCEDP has 
ship with lheACS. Through its national office and local made remarkable progress in establishing breast 
divisions, ACS assists in the develooment and delivery and_ceIYicalc.anc~J'.early detection Erograms. The 
eleDe-directed programs. ~ocal r:CS divisions serve ,mCCEDP surveillance aata-tlliough-JanUa.r~r31;-) 
as active partners with sta,te heal th 2gencies to increase '199'Ss}{ows that 5~ft'-.003 screening tests have been ' 
access to screening servl.ce~ among woman who are provided to womenwho are medically underserved, 
medIcally underserved. CDC collaborates with ACS As of this date, the program had provided 220.592 
staff in all programmatic ar~as, includiog the imple· mammograms in 18 states. Of the women who re­
mentation of early detection programs. public and pro- celved mammograms, 1.005 were diagnosed with 
.vida! edu.!=~~n-,-B?d c_o~ponso!_?nipYlsonfE.~l1CeS~~__ r:~~e!lst ~~~er~ D~ing th~ ~~e £eric:~,:J3-5,4n~Pap# 

fin 19~3. CDC entered Ulto a un.lque partnershipwi!p.v 'tasts wers p~rformed and a total of 14.605 womenJ 
~AVOIlProducts~ Inc:. YWCA of tl:~_~~J\..Ih~Nallo~~; ,,'were di<l$nosed wiUicervical intraepitbelial neo- j 

- -;"--- plash!.. a precursor of cervical cancer that can 'b~\ 
National O~anh:ation.5 $uccess,~lly treate4· Invasive cervical cancer was 

• I rdiagIiosea in 120 wQmen~ - ,. -- --~ . 
• American Association of Retired Persons The moet important rid:. {adou for breast ca.nl:!ar 
• American Faderatio!1 ofTear;bers are being female and older age.1 The NBCCEDP's 
«II American Indian Health: Care Association gUidelines place a high priority on screening wom­
• National Caucus 'and Ce~ter for Black Aged. Inc. en so years and older. As of January 31. 1995. 59 
-National Coalition of Hi'p;ud c Health and percent oftha mammograms were prOVided to worn-

Human Services Organizatic1ns en 50 years and older (Figure 2). 
• NationeU Education AS6C?ciaUon Although the incidence of cervical cancer does 
• National Hispanic Council cn Aging not rise appreciably with age. mortality from this 
• National Migrant Re:ioUrtCe Program disease J.!..WgheC~~I1g_ ~.1d~~. w~men!16 Further-. 
• Mayo Foundation . more,(Ol~er women' are less li~e~'y _t~ !ect:!J'~~ ~~P .. } 
• Susan G. Komen Bre:l.st Cancer ?ollndationitests on a!eg~lar~b~~is.~AS ofJanuary 31, 1995,57 
• World Education. Inc:. : 'pel'centofthe Pap tests were prOVided to women 40. 
• Young Women's Christian . ..),ssociation of years and older (Figure 2). , 

the USA' rRe~c:hins:r~cialan,d,;ethnj~minorHywomen with ! 

{sCreeningj_~rvicesj s_~a,hi8b:_ p.rior!ty %2.r tbe_p!.l?gram. 'i. 
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I\. review of the NBCCEDP's Iracial a-"d ethnic break­
, 	 . \..

down revISals that 4Q percent or tIle ma.mmogtams. 
~!!~_PIQY'ige.d.to.minQrity_women_andr..hat'48Percenttl 
.91 all Pap tests were provid,3A,'(O rntnority women;-> 
-(Figure 3).--- -.- .-' . '. ; . 

The NBCCEDP was estabpshed early on in states 
that had a high proportion of;Hispanic women. Thus.' 
22 percent oftha tnam.mo.gr~s and 21 percent of Pap 
tests were provided to Hispanic women. With the 
implementation at the I\:rnetlcan Indian Initiative in 
1994. the NBCCEDP has hnprpved its capacity to reach 
American Indian women. The NBCGEDP will enhance 
its capacity to screen black :women with the recent 
implementation ofcompr"hens!ve screenIng program.s 
in states with a high proportipn of black women. 

Discussion 

The Breast and Cervical Cancer Mortality Preven­
tion Act of1990 laid an important foundation for the 
development of a publ1c health focus for cancer con­
trol in theUn1ted.S~t~!.~flle-CDCsNBCCEDP-is onel 

(oftha largest efforts in ·ron... ic d. i'5SaS6 pre..v. erition il'nd !ch.

I control ever undeI1~e~ by.~ (lg~ncy oI ~~~d!~a!_' 
\. government. Thelegislalion.provlded the tirstoppor­

tun:ityfor the federal and state governments together 
to address the control of breast and cervical cancer ln 
a concerted and deliberElte manner. At the state and 
community levels, the de,velopment of early detection 
programs has'fesulte'd-in'new'0flfa.o i 2 adonarcapaci!j. 

rana infrastructure. for cancer control. increased st~fi . 
! re~ources and Qxpertise. muitip]e collabojativl:f'P8f~ ~ 
I nerships in the private nnd public sectors, state ana : 

cou:u:ounlty coalitions, aJ:ld a graa tar understanding of , 
f the challenges 1n del1veIirig preventive health serried 
\_es/to women who a.rQ'_l1lQdiCaJJy,.tlr&eIs~r:y~d. r"fhe 

NBCGEDP's comprehensive ;approach to breast and 

cervical cancer control ensures that not only medical­

ly underserved women benefit fr:m this early d.etec­

tion effort but that all wOJnengain lTom the educational 

activities. public and private;partninsrupS. and quali· 

ty assurance standards tmplemonted in the slates. 


The success of NBCCEDP has contributed to the 

growing pressure on state health agencies to focus 

more attention and reso'urees on chronic disease pre­

vention and control. TMs public healt.h foundation 

for breast and cervical cancer cor: wol could signifi­

cantly benefit efforts ofstates:in d"valoping a compre­

hensive cancer preventi.on a!td control program. that 

would address other cancer ,sites' such as skin, lung, 

colon, rectum, and prostate. i 


I 

One of the greatest challenges for the futW'e Is to . 
sustain the moment~m and commitment of federal and 
stategovernments to implement acomprebens1ve sc:reeniDg 
program In the remaining 15 states. the DlstrictofColwn­
bia, and U.S. territories, md to expand screening cover­
age in currently funded states and American Indian 
tribes and tribal organizations. Acomprehensive. nation­
wide program such as the NB.CCEDP provides an IJJl.ique 
opportunity to improve the. use of breast and cervical 
cancer screening tests among all women. TlUs national 
effort has allowed the· Unlted States to make strides. 
toward the achisvement of the Healthy People 2000 
objectives for breast and cervical cancer control, particuv 

larly e..tDODg women who are medically underserved. 
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CDC'S CERVICAL CANCER PREVENTION EFFORTS, 


," Passed by Congress in 1990, the Breast and cervical Cancer MortalityPrevention Act, 
, authorized CDC to implement a national program to ensure that women receive appropriate 

high-quality cervical cancer screening ahd'follow-up. The legislation provides for grants to be 
allocated to states for adtivities in six areas: " ' ' ',' ' ' , 

; .•'Jl' ..\-\ 

1) Screening m~dically underserved women for breast and cerVical cancer. 
2) Providing tr~atment referrals and follow up services for women with abnormal 

scree~ing results. 
3) Creating and disseminating public information and education ab<;>ut cervical and 

breast cancer screening and control. " 
4) Improving h~alth professionals' training. . 
5) Implementitig programs to monitor screening and analysis procedures. 
6) Evaluating p:rogram activities thfougp surveillance s~stems.' ' . 

, ,I . " 

The act stipulates that at least 60% of funds given to states must be spent on screening 'and 

referral services, and th;e other 40% may be used for provider and public education,quality 

monitoring and surveillance activities. Only 10% of state funding may be used for ' 

administrative purposes. States are required to ensure that women with precancerous lesions 

receive necessary treatment although such services cannot be paid for by money authorized by 

the Act. 


To achieve these goals; CDC developed the National Breast and Cervical Cancer Early Detection 
Program (NBCCEDP).! Through this program, CDC reimburses states for clinical breast exams, 
screening mammogratris, pelvic exams, Pap tests and some diagnostic procedures. State health 
agencies contract with ;various provider agencies including the YWCA, family planning , 
organizations, commut:1ity organizations, county health departments"and private physicians. 
Fifty states, five territories, the District of Columbia and 13 Ainerican Indian/Alaska Native 
organizations currently participate in the program. 

, I 

I, 

" 

Components of the NBCCEDP 
, , 

I) Screening and EduCation/Outreach programs , " 

CDC works with a nUfuber of state, local, national, consumer and voluntary organizations to 

provide screening ser~ices for traditionally underserved populations of women. Ex:amples of 

such programs includ9: ' . " 


I 
'" A program to enabl~ Alaska Natives close to populations of Alaska Native women to create 
culturally appropriate ioutreach strategies and education.materials. . 

I 


I 

i 



!~ .../ 

, 

I 


* A collaborative program between the Breast and Cervical Cancer Early Detection Program in 
the California Departme'~t of Health, the YWCA of Glendale, the Mission City Clinic; 
University ofCalif ornial Los Angeles andothercommunity organizations to improve and expand 
screening services and outreach efforts. 

I . 

I 


I 
* The Nebraska Breast and Cervical Cancer Early Detection Program which manages ,

I· . 
culturally sensitive outr~ach programs aimed at Vietriamese women (a population with a high 

rate of cervical cancer). i ThrOUgh this program, letters in Vietnamese are mailed to all women 

over the age of 18 which invite the women to the YWCA to learn about screening services . 


. ' , I , , 

* A program run through the Texas Department 'of Health which uses funds to pay the YWCA 

to recruit women ~hrough churches, clinics, senior centers and YWC:A programs to gain 

treatment services. 


! 
I , 

* A Maryland state health department program which places funded outreach workers at county 
health departments thro~ghout the state; workers come from the comp1Unity and 'ar.e .mainly 
older minority women. I 

* An educational progt!am in Massachusetts which provides printed educational materials in 

languages other than English, including Haitian-Creole; French and Spanish. 


! ' 

* Collaborative programs with the American Cancer SoCiety, Avon Products Inc., YWCA,· 
. National Alliance ofB~east Cancer Organizations, National Cancer Institute, National Center for .' 

Farmworker Health Inc;" and other organizati~ns to sponsor education and outreach efforts. . 
I 

Through September 1996, 690,560 Pap tests were provided by NBCCDEP. 21,257 cases of 
cervical intraepithelial neoplasia (CIN, the precursor to cervical cancer which can be detected by 
Pap testing) and. 258 c~ses of invasive cervical cancer were discovered. As of January 31, 1995, 
48% of Pap tests w~re provided to minority women. ' , 

I 
J 

II) Professional Education Programs: 
\ '. - . . 

The CDC establiShed a'number of professional education programs for program managers,. 
, health care professiona'ls, health educators, administrative staff and outreach workers: The 
programs have focuseq on detection and diagnostic procedures, guidelines {or screening, 
communication skills, data collection, reporting requirements and strengthening clinical skills. 

I . 

I 

III) Duality Assurance: 

The CDC has created ~creening guidelines and helped the FDA to condu~t.quality assurance 

training programs. Programs have focused on improving specimen collection ,by the primary 

care practitioner and specimen i~terpretation b>, the laboratory. ' 


, I 

IV) Surveillance Programs: , 

When the NBCCEDP Was created in 1991, the CDC created a program to monitor screening, 

diagnostic and treatme,nt activities. States collect and report to CDC information on screening 

location, demographicicharacteristics of those screened, screening results, diagnostic procedures 




• 

' 
~... ,. 

, ,I 

I ,
and o\,\tcomes, and initial treatment. Reminder ,systems have also been implemented to 
encourage women to return for rescreening. 

, : 
! 

Y) Treatment: [ 
The legislation which authorized CDC to enact NBCCDEP does not allow CDC to use funds for 
treatment. However, many women manage to obtain treatment through state and local 
government support, donated medical services and community programs. State-funded cancer 
clinics arid legislative mandates to use cigarette tax revenues for diagnostic or treatment services 
both help to provide treatment. 

I 

Monetary Allocations fOr NBCCEDP: 

In fiscal year 1993, $72:billion was appropriated for NBCCEDP; in FY 1994, $78 billion was 

appropriated; and in 1997, $140 million was appropriated. 

[' 

i 
I, 

i
! ' 
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C~nters for 

NatiorqI Breast 
, 

Q. The legislation authoripng the 
Program (Public Law 101-354) 
screening services to worben of 

.. to women who need it? !. 

A. The states funded for the N 
demonstrated creativity and rt ..1-·...rT!".n. 

women who are diagnos~d with 
states include Medicare and J....J.~;l..Il\'a.IU 

health insurance for thost who have 
I 

state and situation. 

I' 

Other sources of treatment are more 
extent of statel10cal govel-nment 
commitment, as well as the 
women who need it. Examples 
cancer clinics, and state H::gjslature 

tV 

Medical providers and hospitals in 
approaches have been shOv..-n to be 
using the influence of me4ical ad . 
n.egotiation to distribute treatment 
negotiation to have providers and 
a specific number ofwomen to treat 
residency programs; and IS) frequent 

I 

Examples of COm..rriunity 'cornmitrnlent 
to the willingness of a local ...v .....'W.u 

be found. Additionally, some states 
. I 

support treatment costs ~uch as the 
I . 

comparues. 

I 
Fundamental problems include the' 
are uninsured or underin;sured and 
States. Additionally, some 
low reimbursement rates, excess 
This is particularly a proplem in 
lack ofqualified medical: providers. 

, : 
1 

Prevention (CDC) 

and Cervical Cancer Early Detection 
to provide breast and cervical cancer 

are in place to provide treatment 

Cancer Early Detection Program have 
and securing treatment services for 

Traditional sources of treatment in all 
for these programs and private 

UU>:,....,...... L) and coverage vary substantially by 

within states and are a reflection of the 
generosity and community 

conunitment to finding treatment for 
uncompensated care programs, state aid 

ta"", revenues for treatment. 

donated treatment services. Creative 
the cooperation of providers including: 1) 
rt<rr,rol",;. for provider cooperation; 2) 

and hospitals in a community; 3) 
dollar amount for treatment or target 

utilization of teaching hospitals with 
n""",lVU With providers. 

efforts to raise funds fortreatrrient 
ifno other sources of treatment could 

partnerships with industry to 
;;;;UH-<1LL'IJI including chemotherapy by drug 

ofuncompensated care for women who 
of the health care systernin the United 

.u."..,..',.... andlor Medicare patients because of 
and/or complex payment systems, 

the situation is compounded by the 

I 
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"As we m.uve infO the 21st century, P.llblic health ()rganizati{)n.~, private 'lgencies. 

and p)"(~j'essi(}l1al and vo/umary organizaTions mUST form parTnerships 
, ~o SUpPO;! Clnd enrich services 10 fhe pl:lMtc.." 

, 
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,Breast and Cervic:al Cancers",r 

I 

An estimated 2 millkm American Womt!l1 will b~' 
dil<lf:,"n(lSed wit.h bNl'lilt M ccryisnl C>1I\ccr in ,the 1990~, 
and half a million will lose [heir lives. A dispropor­
donate numbc'l" of deaths will be <l,rrlllng minoricie:l 

. and women ()f low inc()lm·. '.; 
id IBreast cancer is t he In()st comlnon nC'ln ermaro ogic 

c.ancer among American women andis secOl'ld only to 
lung cancer as a cause c.,)f cllnc~r.rdatc:J JeHr.h~. An' 
estima[cd 180,200 new ca:;es of breas( cancer among 

will dic from [he disease.! 

:; ;: ! 

A" ~ v ~ ll.;:Y! elj I""' 
~ \J The Program 

\.C; d _ I 

. The Breast and Cervica :ander ~: rion 

women will be Jil:lgnosed 'n 1997, and 4.3,900 womcn 
r0 ( .tf!.:tIr ,rJ J ~ ...t" N ~~ 

if~ l 'o~.(> ~PJ <.f 't~-!-

Act of 1990 aut orizcd th.! CDC co implement Ii 
national program w ensure rh'HC everY Woman for 
wh')!ll it i:\ deemed apprOFiate receives reO" 
screenin fo!' b east an c~:rvica cancers, ro 
ollow-u cessa, ,,1m assiJrao(.e 
~ ormed in accordance with brrt!n( rec{.)mmendarions 
fi,lT qmllity ,)ssurance. CDC Implements many of these . 
aCtivities through parmersh.i~ wich state and territorial 
health agencies, American In~i<ln/Alaskcl Native' . 
organi!ation~) and other nati~nal organizations. [n 
Fiscal Year 1997, CDC encer~d into the seventh ycar 
of [his landmark national pwgram char brin).!" critical 
breast aI\d cervical ctil'\cer scr~en ll.lg services [0 

underserved w()m~n. including ()[der women, women 
with low income.llninsured ("r lmderimllred wom~n, 
c.,)T women of f<lCiai/cthnic mi~()rity'gn)up~,

! . 
Appropriations.of $140 millibn In 1997 en"ible.CDC 
to e9tablish greater access to' ~creening Hnd f<..)lklW.llp . 
services, increCl!)ed edliciltion;anJ Olltre,lch pn),t;ralns 
fur womt:n and 'he,lIth c:;u,: pi-twidcrs. and improved 
quality aSSurance measure:; fdr mal,nmography and 
cervical cywlc..)gy. 

Fifry states, five terriwries. rbe Diwicr of Columbia. 
and 13 American Indian/Ala~ka Na(iVe or~m1'i::arioo.s 
now particip,m: in the Nariorml Rre<l;;E and Ct::rvklll 
Cancer Early Detectioo PW1,!r;'lm (NRCCEDP). crx: 
provides national program le~der5hip in collaboration 
with other federal Clgeode:; <I~d rrl)fe~"i()nal. n:1[it)nal, 
vulunmrv. ,mJ C(lDSumer \~r£~inl!;H i,)ns, 

. i 

• 

, 

." 

. I 

" 

The incidence ()f inva~ive cervical cancer ha:; 
dccrca,;cd significantly over the last 40 years. due 
in large parr to early detection efforts. Still. an 
c~tirrH:lted 14.500 new ~(-I"e, ~)f inva~ive ce~vicfll 
cancer will be diagnosed in 1997, and 4,800 
women will die from the disease. Vimm\lv all c.,)f

1 

these d?9.ths can be prev,en[ed by making these 
ll~esa~l~g screening se~V1Cs ava!labl~ to all 

./ womY'.lt nsk. • , 
~ ..f, y!" vf/~ ~ ) v!J. 

The National Breast and Cervical 
Cancer Early Detection Program. 

. . 
Comprehensive Screening Programs 

AlISO States 

Dislric[ 01 Columbia 

Notttlern Mariana ISlands 

Republic of Palau 

U.S, virglnfslllnds 

Amorienn Indi:lnlAlas](a Native orsanlZ{llions 
Arc;!ic Slope Nalive Associalion. AK 
Che;okee Nation. OK 
Ctleyenne River Sloux,Trlce. so 
Eastern Band of Cherokee Indians. NC 

. Hopi Triol:>. A2 


Indian Comml,lniry Health Sel'llice, AZ 

Maniil3q Association, AK 


.f:-javajo Nalion. NM & liZ 
Natille American Reh:3biliralion Association of the Nonhwesl. OR 
.F>leaSllnl PoIO,t PassamequoCldy Tribe, ME 

Poarch Band of Creeklndi(lt1s, AL 

SOutllCOl1lral FounCfillion ..... K 


; Souln Puge! Inlenrioal Planning Agency. WA 

Capllclty-iSulldlng "rosrem~ 

Americen Samoa 

'Pl.leno Rieo 

'7his iniliative" wiLl rernove many ofThe 
financial barriers women facti! in getting 

timely ma'mmograms and PaplestS." 

-Donna E. Sha/ala. Secre.rary 

U.S, D~J)armltm' ofHealTh IJnd Humall Service.\' 


. ! 
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.Screening and F.)II~w.. up Services 

Why Get Screened? ' 

Bn!(}st cancer screening by m<\mmography is the 

most effective method of detc<:tin/.: hrea~t cancer 

in ,itil earliest, most rre:uable s~age. Mammography 

detects ca.ncer tm average of I:. 7 ycar.~ before: che 

wom~m can feel the lump herself and IOC2t(!s cancers , 

too small w be felt durin): a hre,b( examination: 

Generally, survival has an invcr~~: rdationship with' 

the stage of breast cancer at detection - the more 

adv;mced the cancer stag,:. the lower the :>urvival rate. 

When breast cancer is diagnosed ;l[ a local stage. thl.! 

S-year survival rate is 97%. When breasr cancer i~ 

diagnosed at a distant stal~e (mCt",sr.a~ized), the 5·year 

slirvival rate decreasell t() 20~Y~. 
 j , 

Theli~ci~~1!li.?(:)Jlrrc~:Cif;E-ervica I~._n . ·c, t':':' ~, ~'g:f! 
differs from t at 0 reast cancer ~crc:cning: die 

primary goal'is not co find ca;ncer, but~·cfi;eg.J·, ' 

- , " """,1"..., "'~fl~. Det.~ction and t~.ltm:enc of 

~-- ! 

precancerous cervic,ll esi.:ms,(dysplasla) identified, 

by Papanicolaou (Ptlp) ~cree~ing cEln rl.cwnlly prevent 

cervical car~~er. AdditiOnally~~~r,Mtea " " 

~~~p;:WlH~le;" . 'ar:ti 'ti{'str~~, li~ 

(~pod;~fc~~t:' . most" "£Srl:"em:r~&ri.t ;.c!m,!ly 
iimd£:apprdPr[a'~S;~~rditttH!n ';cif\<t(0tlbWjUp. 

Treatment 
ct~l£lB~E'§)P"':l~gf~i~lf~;~~,~h'n~(~njesriot ,p~j't 
·lpaymeD:d(.)r.:tte~lfffi~i1dwTtn'X~Tf)@ttcirltcl$t Howeve r, 

ftlnded program, have :lh(hVI1 creativity and determi­
narion in identifYlng and ~,e~uring uem.rnem services 
for women diagnosed wirh breast cancer or cervical 
abnormalities, These trearm~m sources reflect the 
extem of state and local goV:emmt:nt suppOrt, m~dic(\l 
provider generosity, and c0111muni(y commirmem. 

T-44G P,04i24 Jab n 442 . 

:. i " I .,: :.' .': ' ,- ', ... ' '. :. I· ' 

Examplc~ of these res<;>urces include ,ounry programs 
for the: indigent, state-funded cancer cliniCS, and in 
one srare, a legi::oImive mandare to us~ cigarette [aX 

revenue to pay for [C{:3rmenr. The IndIan Health 
Service ha.. funded trearment for many American 
Indian/Alaska Native organizacion:;. Medical providers 
and hospitals in cOinmunities have abo dl)!)lHed 
treatment .:;ervic.es. 

PCln;l:Int Distribution of Mammograms and 

Papanicolaou Teat. Provided to NBCCEDP Participants, 

by Race/Ethnicity. '991-19~6 


'" 
'~I 

" 

Mammograms by ~ace/Ethnlcity 
TOlal ... 524.575 Other/Unknown 

5.4% 

American Indian/AlaSka Native 

7.1% 


Asian 

2.8"10 ;~ 

:.j 
While. non·Hiscani¢ >,".'j 

SO.8% .• ' 
~,;.: 

---:...--------------"---- ';,'t 
Papanicolaou Tosts by RacelEthnlclty )
TOlal =690.560 

Q,herIUnl(t'lo....I' 
5.4% 

American Indian/Alaska Native 
10,1% 


Asian 

2.3% 

81ack, non·Hisparlic 

~, ~ 

'13,0% , Wnile. non.Hlspanic i)' 
SO. 1% ;~i 

Sourca: NBCCEDF' data Inrough 9130/96 
, " 

) _.::.....:.!.::_..~~·-.:;;:.:.:.:.:.. ::.:;.::.:.;.;:.L.,,:.:.:;.:.-IO:.......W':.:.:..' 0' '~'•.' ."'" .. ' .....:.._ .::...,:;~; .... :'~,:.::-:_"_..:. 


Number of Examinations for Flccal VQlira 10Q1-1996 
among NBCCEOP Participants 

F'1 91·92 FY 93 FV 94 FY 95 F'1 96 FY 91·92 1''193 FY 94 FY!lti FY 96 


MammQllramS lolala524,515 Pap tests tOI8",690,560 


ZQO,QOQ 

. 160.000 

o 

',',. , 

Total examinations" t.215,135 .. " 
~ 

Source: NBCCEOP data tnrough 9130196 (,t 
~__',_._"'•.;. ...:.:.,.:~,..:;, ..... ,'" ',' O;"..:..:.-·..:...:...:..._._:.-. .... u .. ,.;d.~·,:::,·.:l·~,.. .:.......LJ 


• 
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Si:lrveillance HIIIIiI U 
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How the Program:H,asHelped 

Rate of Breast Can!=srs per 11)O.OQO MClmmograrrisamong 
NBCCEDP Participants, by A!)e Group, 1991-1996 . 

j 

Source: NBCCEDP delll through ' . . 

InclUdes biOPSy-diagnosed in SilU and injla~ive [".;,:.<>1 c'lli.: .. , 


Public Education ;u,~ Outreach 
'I 
! 

I 

.Rate of Cervicallntr8splthellal Neopiasi8 (CIN) per 100;000 
Pap Tests among NBCCEDP Partjcipanl~, by Age tlroup 
1991-1996 .' ' 

~ '0000 


~ 6000 

Co 

t:. eooo 
o 

& 4000 

o 

"" 2000 


o 
~1)-.019 !lo-<!4 

---- , . ,._- elN ----_. 

.	SO<llce: NBCCEDP data tnfougn 9130/96 
Includ .... biop:oy-o.cgno:lcd erN I. elN II, elN III 

. .. , .~ ,.. ~.-" . . .. " . : 

•. QJlemit~~$lif§ffiia; i:; ,1 multi-ethnic Los AnJ;dcs 

I 
"Comprehensive stTategie" will be Mededto educmf! . ~lJhurb where l),9.!l?l¥i!li2U~h;:>ae,11k:itf\:!J!IiderserveG!J 

ta~ftuJa!'inns include Eastern Europeans, Asians, andand motivate women jo :..ee.k screening s'ervic(:s.",
I, ' Hispanics. The California Deparnnem of Health's 

Bn::ast (mJ Cervic.al Cancer Early' Ddecrion~~\JJ U.S..Dep-;;'::::::;J~~·~~::;~~/t;I~'~~;:::;;;;' Sen1ices 	 Pft.ll!ram joined forces with t.ht: YWCA of GI~nd:lIc:. 
the MissionCity Clinic, Ul)iversi(y \.)fCalifomia \j r-',J-."V 	 : 
Los Angeles. (lnJ numerous can'ununity-h,lsed\t J-.- I - p' - IJ nnovatlve rogram :'trategies 	 ()rganiz,ll:ions W deliver compn:hcnsiv~ sc.reenln~ 

~ 	 ; ­ ::;ervices. lluClugh thc~C? p;lrrner.~! cClmbin~d.(:ffl);t,;.
f'"(f ~he program has made signiflqam progr(;s~ in bUilding. 

a hidlV()\umeof women fwm H lan.:e ~ind diverse 
, Sf<l(e and cOll'l.muniry parmt:r;.;hips (0 serve wornCt). 

cotrl,muniry rccdve high quaHtybr;'a~t scrcl:!ning
(0 Var" 	 hav,· bet:n designed co 

service~ and cdll(.ation. 	 ' ~ 
• 'e.lmiS ;;J~d~§:~ica[Gant.e7EarlYl• 	 €l:ny:~MI,,~r:ag!:'i~I~l@Bthe iSoutilcenrral 

. Foundation's Alaska Nat ive \'{ltlln,~n', W"llm:.:;;: C .... '~', ---..-,j.:~$FDT~§.~~B~p~~~~q.t~F\li·et~r@§D
Lwoln~nJf>.r~( )m,.ce];\~IG.ahG3flC~ril:uh(:,.J!,:admit .Pmject <lnd many other patrncr..; collaburate to C¥,~~~n Ha:)~ing:>, Nebraska, d'l.e progral~bring breast :and ccrvir..:"l cc}ncer .;cre.:-nii.'lg and 

, aetermll'l.c(] fhM VI~tnamese women wer(: not
community ~each to m~dic3l1y unJi:!rserved 

r(!tuming for their annml1 clinic visirs bec.auseweJmen. Ar~skaJ~HifLt:b'i2Qhi:t:'M!face m.any barrief:\ 
, reminders were in English. In JlIly 1996, lener:; inir: seeking health t~~n.: tha'tirequire rhe devdopm..:nt 

f ra, ' . 'l;l~··f$.~""l'· •. -1~''I'.z;;m;:;;;;;il· ~.J'" I . VictnalTlcsi:!were mailed to all Vi(:tn,nn<!s(:! women 
~ ?1I. :~I~,~> Y,:~~::'('i)_U~l'i:.ac rr!{tJf:W'egl~,~rat;';"l . ag~d 18 years and ()ver in Hastin!-:s. This letter'eauc:atlonaL:matemll~ Tlus pannership reaches 

invited rhem tel ,mend a pro'grar~ 'at (h(: YWCA')ut t(.\ mClny organi1eck)ns that '-='Irt hri ng ~pecial 
in Vietnamese that pnwide~l ~dllCmi()n about and c(,'lmpcr~n(:ie=, and skills (::>providc w,)m~n wich 
rdi::rrais for screening service:;. R~n"Llsl:! Vietnamese ,. brea!t health cJuctltk,n tlnd 5cl'ccnin~ ~cn·jcc,. 
women may be more comfortable ~cces$in!.! heal(h. The projecr is managed hy,Ala:J;" N'~([ve5, who· 
care with ochef woml.:!n, rh~·w. erl~wh,ya'~C'~schC!ct)are close w. rhi.: community and who unJcrmmd uled~(orclinic~£'i,;its"hmleia:t, ,tci~&ittl-th~T~' ., ·Native ways of commun:c\uing and inreraccing. 
~s.('i)as:-~f~T:hli:"';; ertC.lft,; illlistrace Ncbr3::k:.·~" 	 i ' 
c(lmmitmenr ro,@1'fiTi:a[I'Y:5cJJ.~itivcJlllm!ad}).: 
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Partnerships and Cpalition Development
. . 

.. ,. I 1'-.' .-----, ......--._.-. ._---, 
NationaIOrganiza.t1oQs . NatioflilI CQnteT for FarJ7'llWoTke'l" Health, Inc. 

The Traveling Lay Healrh Advisors (TLHA)Since 1992:CDC has <Iw~mled IfunJ~ [L) nariona'rol'ganh;l­
prt)gr~m was developed [() addre5s the need for[ion;.> to educme th~ir c1.m~rinlt~.ms <lb,)l1t breast ,md cerv'i­

'!, comprehensive and culrurally :;ensitive early c,1l c.u1c(:r:'O, 1'0 inc.i'e.ase aC1.:eS$ cbhn::cIS( (ln~l cervical cnl1~a 
:;creening ai11(mg IImler.ser..ed \Y()I1)(:n, ;md t_tJAie.\~ I,)p ,! detection of c~t'icer among mostly Hispanic 

migrant and seasonal farmworkers. TLHAs~tN(r'-S- ~l~ir~~g_~ 	 ~ 
provide basic education "m women':( hl!.,lth,,i1th;a~(~n;,ies'<ln , .• ln~ 

. rcfcrrnls [() breasr and cervical cancer screening $1!.=.Jkl;_\!rJ,v.e_1.1rg'{~~~ii~tfipt'iotiS:'ifl~ll~Je 
. sites, tracking and follow-up s<:rviccs. <ll1d . I 

• Amcrk~m A~<.\)ciarion of m.::rir<.·d Pt'r~(llH rran:iI~ltion of se·rvicc inf'Jrmaiim'l for farm workers. , 
• .Anu.:rk:an h·der~lri1.1n 1. ,f Tl.:il<.:lwr,;' b.lllGllH lil TI.MAs help assure continuiry of (an:,H$sisring I 

h llllhbrit In health c~mers <m.d clinic~ in ~Irranginc follow-up I. i . 
cnrc .and referrals and inlo,:<lting pariem medica! i• 	Anwrkan Indi~ln H\;"Jrh.,l:r.· !\";:lcj,lliLlll

, I r~c(.lr(,k The$c activities c(,1ntriburc tCl the mission iI 

of tb~healr.h centers by r~a(:hin~ ,} J;;reClter i 
i 

'. Nati,ll1al (::1I1C1I~ :ll)~1 Cl.:tHL'r ,)n P,l"ck Ag<.:'d.ll\l.'. pcrcl!ntage of [he [,Hee[ popular ion whil~ 

• Nariol1,tI C~nrl.:l' lilr Fan1lwtlrk,:r I l..:alrh. 111(, '! 	 srr~ngrhening NBCCEDP df~lrtS (0 decrc:1$c 
lX1!'ricr:\.tl) hre.1st :.md ccrvic;.1 c~mcer scrc~ning.

'. N~lthlllar (:oulirill(1 <.It' IlIsp;ll\i\' Hl'.tir/rand HlIIlI:m 
. Narional CCnti.!r for Farniworkcr Healrh. Inc. ~~·r\'iL ..; <. lrgal)i::lfi, ~n," . 
collaborated on devdllping :.:I commllnity media 

II NHrlO1)H l E,!lIGI['I"l!1 A~~d~' Ill( j'll1 F:uide fl.lradv\.iCates who are imeres[ed in health 
Ii N:lri,l\)allll~pailk CIII "dl,ll!)' ,·\t..:illl.! prom<;)rion with (l f<lClIS 011 brl!;lst rmcl cervical 
II :-ills,ml i.K;'m~·ll· Br"';I,'I l :In(vr h'l'llhLILi'lIi 	 cam.:<:rs. This step.by-s[(:1' guide ,:111 hc)w to IJSC 

rm:di,) channels r.o r~a(;h Hispanic auJi(mc(~s I:;
• W"rU J~,lll'·;lrl ..n avaibbk in S['1ill1i:.;hanci Engli.,h from rhe­
• Y'Wl ::-\ \It IIw ll.:->./\. 	 N.)tional Ce.·mer fl)f Fflrll1\vorker lle;:,lch. Int. 

Other'~Efienateoni~Q,riMi9na.J 	 YWCA ()f the U,S.A., rhe NHtkll'lal Alliance of 
. 	 . I . 

Brea~c Can<.:t!f Orga11izariol1:-i (NABCO), and th~The ability w implemenr a nariomd program w 
Narional C;H)(:~r In~tit1.lti! w educate women ahoufcontrol hreasr ~lTld cervical c1t1ccrs d~pends largely (In 
hr~a:sr healeli nnJ ro improve acccss ro early de[~c·The invcilvemtnr flf vmioJs pmrner:; in stme nnd l..)cal 
riOT) st~rvice:s, Av(Jn'~ BT~"lst C;\lIcel' Awareness g(lVCrnm~nrs, physicians. l);H!ionct! :1nd priv;l(~! sector 
Crllsade ha~ raised m,)I'(' lhan $ J8millimi forl)rganhari,,)J)s. and consllf11erS'. Cf.,)C rdies he,wily . 
hrC::lsr canct!r pm~mms nark,nwidc through theon rht.'!se pantie:rships [0 huild [he nC:(CS;;.lry 
sale or irs Rr~'IS[ Canccr ,A,.v.';)r~!nt·s:s pink ribbnninfrastrucrur~ Tn provide :;crc'l'lling -,ervicts tnr .lll 
rflldllctS. Av,)t'\ b:~s funded more than 200 pro' women wh,) need rhL'111. I 	
gr::'lll1S rhmLl~h N/\RCO and YWCA 11frhe U.S.A. 

• G£m~'Hc~rl~c.~ncei::"Sociei:~~.lJTh..:: CDC '\l'1.d ACS • Natioiial,Brc'a"s'r~!~T~lec~f~ 1['l April
collahorarion combines t,hl: r,;Slllll'CeS of narional 1996, dlt! NBCCEDP, Avon's Bn:!<lst Cancer
ACS divisil)TlS with CDC and iL~ ~tTl1ng ties t,~ Awarene:is Cru;sade, rl1\:' New York Stene 
rhe dep;:utmcIlTs of h~~alt\1 .in cV(:fy;;rClte.ACS . l )epan1l1cnr of Health, and WQEO Pimburgh, 
assists in Jevd,)ping lind ddivcring CDC-funded cOllJllcced a natkmal [l'II;:G>nference ~H 650 
pn)gl'ams. ACS Jivi::Lms: $~('V(: ~b partners With h.:atiol1S. The [(:](:(;()nference highlighred five 
,,[(w:: hloHllth agencl'l!s u, ih~rnt." :;c.rci::n.ing case s[lJ(.:lk.~. which 3ddre~scd su~:,essfLll parmer­
services [0 llH:dil.:cllly I.Il1Jers(:J\cJ WomeH, CDC ships ,md rrove!) mlrr~~clch strategies j~lr n!<.lching
collllhortm:'.:1 with AC3 ;<,wtf in all pmgnullmatic low-inL'om1.:!, min~lri[y and ukkrwomi:l1. A r.~cbgc
areas, il1cllldihg t~s[ablisl-ling (!nrly di;!rectl(II1' is ,1vC1ibble to hdl' in the implemenn't1'ion of hreast 
I'wJ,.';r<lm:5, provider I.:JUG1ril,ln eff1.lrts, .~nJ spl!cial hcalrh omnmch pwgl'<1m::; in cOlIlImmi.cie:s. CDC . 
dem~H'\strari,m proj~c::s. ,!; .. . . . C( \ntinll~S [,) SlIPP,)r[ parml.:rshir Jeve!llpml.:nt as 

• (A\::lrn.J'n 1993, a unique pliblic-pivarc pnrmership an impl.lt'tant cllmpIJnent l)f succ(:~sftl! <.:ancer 
Willi c:\l~lblished am01\~: CDC, ,:'\vDn.Pl'oduc(:; Inc .. prevention and c()nrrol effort,;, 

. I 	

•• 
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Quality Assu ,. :ffj 
;­ (QlJ<ll~i.s 

cancer C!flrly detection 
control tooi. 

training pmgmm fOl' oftki('lls respl)nsible for rel!lI!acing 
facilities, CDC's activities in quality H:;surancc havc 
'als(l inc!udedthe crcation (.If educational pmcranis for 
appropriate pmfeiisk"lnals. . 

Quality Assurance in Cytology. 

,The Mammography QuaHty' Standards 
Act of 1992 

Thl: I~JirnJI19g(aphy Qua: iry Scamhlrds Ac[ cSf<lblished 
a nariLmwide program to reg~lnw rhe quality 3SSUf:'lnl.:;: 

pnlctices il13l1 mai11mourap~v fac.iliriC'S: thr'!Iu,l!h(lur' 

th.e United Smtes and auchl.'>rizt:JFD/\ t() caHy I.)ut 
this pwgram, CDC h~~ ;l,;.::i ..~:ed FDA il'\ fonnulatin~ a 
I" i" 

I 

CDC has funded the As:;nciariol1. of Statc anJ 
Territorial Public HL:alch Laborarory Prnt:;nlm Directors 
to write rC'comm;;ndmions rcgardin~ the impact of 
clll~ing bborawrks rh~ILClre fOLmd (G pmvide inferil.)( 
cymlogy si':rvices. Thl., rCptlrt b focusing oTnhe respon­
sibilities ,md roles of rhc health department in nc.ltify· ' 
ing paricnc., and physiciao5 who hl:lve received ;i~rvice5 
'and diagnosrk tests from thc£;c ffjdlities. A wf)rkin~ 
gwup of starl." l<1hor~lrory directors and niltiunal e.xPert~ 
ha~ been convened w.sruciy Hnd recommend polki(;!s 
concerning rhcsc issues. 

! 

Pro~essional EdUication 

The National Training: Center for the 
Prevention and Early l?etection of Cancers 

Other Key Partner~ 
i 

American. Cnllcj;!1;: ,i Phy:;kian:, F~lOd Clnd Drug Administnnion 

American C(Jtlt~ge ofRadiol~)gy , Health Care Fimlllcing Admillisrra[inrY . 

Americlln Public Health Asst)ci,uion Health ~(::\t)un::c:; und Servic.:·~ Admipi:ltwtit)n 
.A.~~\)'intk)n of St::lte and Tefrjrorial Chronic Disca:;c Indian Health Service 
, Prot-:ntm Directors I 

! 
National :"lIianc.e of Breast Canc~r Or~ani:3tions 

Asmci;Hi(1n of Scate and Tcrrirori,d Oirecwl's of Puhlic Nationa! A~s()cim:il)n of County Hc,lirh Officials 
Health Education i National Cancer Institute 

Association ufStClte and Territorial He:llth Officiats Narional Governors Association 
• I 

i\ssociation of Te~l(:J)l:r.s of lTrever'l i\'e [vkJ iei [1t! National Medical Ass,,)ci:mun 

-------_.. "," '--'--------,­
For more Information or additional caples of this document. plelse contact the 

.: Centers for DIsea5e Control and P,"ontian, .' 
, Nationll Cttnttr for. Chronic Distase Prevention lind Health Promotion, Mllil Stop K·64, 

4'770 Bufprd Highway NE,Atlanta, GA ~0341·3724, (770) 488-4751. J' 
I E.maU to c.ancerlnfo@cdc.gov 

. 'h"P:IfWWW •.C~_c_.9_a_Y_/_n_C:'-C:I_p_h_P_/d...,c;_P_'_ ......__________... ' ...• 
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U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Public Health Service 

i 
I 

ra·· 

This report summarizes the impact of this initiative, CDC's Na­

onal Breaatan,d C.;,vical Cancer Early Detection Program (NBCCEDP),during July· 
1 1995. . 


'. uring the rel;lorting peri .."" 
1i£~~r.ii:1J~",ovide"a~iG~GtH r;fsur:e'CUo'rO:un(Je1iA's'l!Jr:edi:Women. 
. During July 1991-September 1995, the program provided 327,017 mammograms; 
61.2% of the mammograms were provided to wOr:nen aged ~50 years, and 46.7% were 
provided to women ()fracial and.ethnic minorities. Breast cancer was diagnosed in 
1674 of the wort;1en who received·mammograms. Although the rate of abnormalities 
detected by mammogram was highest for younger women, the rate of breast cancers 
detected per 10(l,OOO mammograms in~reased directly with increasing age (Figure H. 

*Public Law 101·354. 
I' 

, . 
, I 
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Although screening 'mammography anctl!Lam.t£r.t~tere essential strategies for c8n~ 
cst prevention and control,these procedures have been(s]i[sJ;J'litijJ1y;;:unoews-e-d . .The 
most important ftj,slSlfia€:r:a:r§.ifor breast cancer are female sex and older age (5); how.­
ever, findings fro'm the 1992 National Health Interview. Survey (NHIS) indicated that 
only 35% of women aged 250 years reported having had a screening mammogram

• . . I ' 
rJ n ;.;:o~u.;;;,scC,''':::;ai:;;. 

FIGURE', Rate* of breast can~er$1 by age -' United States, National Breast and 
Cervical CanelBr Early Detection Program, July . 1991-September '995 

i ' 

~ . 

min Situ. 

, ~ . 

40-49 50-64 65-74 

Age Group (Years) 
. "Per 100,000. ma~mo9rams, age-adjusted to the 1970 U.S. population. 

, 
, I 

2 

.. Invasive800 


600 


Q) 

(6400 
0:: 

200 

o 
"?:.75 



"JUL-21-97 13:29 From: T-44G P.10/24 Jobw 442
i 

i 
I, 

Early dete.~tio~ programs at the state and community Jevels have resulted in in: 
creased staff resources and expertise for cancer control, innovative public and 
professionalc:ducation programs for women and health-care providers, collaborative 
partnerships :invdrving the private and public sectors, state and community coalitions, 

. and improved understanding of the barriers that preventunderserved women from 
'seeking screening services. Improvements in measures for ensuring quality of screen-' 
ing tests and th~ establishment of public and private partnerships have benefitted 
all women. For ~xample, when tne NBCCED? was implemented in 1991, provider 
agencies participating in the ,progrom were required to meet technical guidelines for 
mammography and cytology services, which included having all mammography 
facilities meet standards established by the American College of Radiology 
and the Food and Drug Administration and aU cytology laboratories' meet standards 
e~tabJished t·y the Clinical Laborato 1m rovem ' 
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I " 

__' Natio'J'Ul! Strategic Pl'all for; EAlty Det:fd:ion. cuuC controC ojBreast tmt! CerviaI!Canars 
! 

_ Tilt National Breast an4 ~e.rvita£ Canur !:.ato/ DeIUtion. Pro9n:un. At-A-G,Uwt, '1997 
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! . . 
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From Momuu'!J' tl1IIf},,(ortifity Wed§' Report (MMWR): 

_ Nationaf MelarwmalSliin Canur Detection and' Prevention Monthl ~ 1996i Survey ofKnow~e of azul 
AWl1ren.e.ss AEout Mt1anofta -' U,S. 1995;M.:MWRi May 3) 1996i Voe. 45 I No, 17 

__. Deaths from MeIarwJnll-!U.S" 1973-1992; MMWRj May 51 1995; vor. 44 I No. 17 . 
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~ Tlie National Progm.m. ofCiuuL.:r Rt.9i.strits At-A,-Gf4nu, 1997,. 
'. I'

from. Momitli~ IWI},(oTfi1i:i!J1 Wed§' kJ'ort (MMWR):' . 
_ 	 .SUlU Ctl~ R.e:gistrie.s:: stdtus ofAuifwrLzi"9 Legisl'atian ani Ena.6finB ~ians - US, Oct 1993; 

. :M:MVVRj reb 4, 195'4j vpc. 4.3 / No, 4 . 

GJ,IPrr.tt4£Qut«r 	 , , 
__ 	coforutaC Canur: The Importlmee ofEarty Deteetion, At-A-GIGnuI 1996 

From MoriirR~~Jd'o~'ty Wte.o/ &yort (MMWR): 
_ S,reeni"9 R,g.U.s for co.roru.~ Canur. New Guttfdine,s a:iu! Current Uti!iutf.on - M:MWR; FeE 91 1996; 

VoL 45 INa. 5 ' . 
I 
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-Estimated New Cancer Cases arid Deaths by Sex for All Sites. United States. 1997" 
Estimated New Cases Estimated Deaths 

BotbSue5 
560,000 

Male 
294,100 

Female 

265,900 
S,+4\} 5,600 2,(:140 
1,820 1,200 620 
2,500 1.400 1,100 
2,030 1,500 530 
2.090 1,500 590 

127,070 67,440 59,630 
11.500 8,700 2,800 
14,000 8,300 5,700 
l,140 540 600 

46,600 22,"00 2-+,000 
8,300 4,400 3.900 

410 150 260 
12,400 7,500 4,900 
3,500, 1,300 2,200 

28,100 13.500 14,600 
1,120 450 670 

16S,nO 98,490 67.430 
4,230 3.300 930 

160,400 94,400 66,000 
1,290 790 500 
1,410 750 660 
4,100 1,900 2,200 
9,490 6,100 3,390 
7,300 4,600 2,700 
2,190 1,500 690 

181 ,600 1,400 1 0,200 44,190 290 43,900 
RC:f'roductiv8 organs 
fCerviiUtai 
Cor~i 
Ovary 
Vulva 
Vagina &. other female genital 
Prostate " 
Tosti, 
Penis & other male genital 

.. ' : 
,i 
I 

i 
! 

, 
I 

424,800 
,' l".t-:5Q07,2- . 
34,900 
26,800 

3,300 
2,300 

334,500 
7,:WO 
1,300 

343,000 
-
-
-
--

334,500 
7,200 
1.300 

81,800 
flB.,~op7 

34,900 
26,800 

3,300 
2,300 

-
-

68,870 
~;soo7 

6,000 
14,200 

800 
700 

41,800 
JSO 
220 

42,370 
-
--
-
-

41,800 
350 
220 

ct6,500
~:~,800/ 

b,OOO 
14,200 

800 
700 
-
-
-

Urinary gystom 
Urinary bladder 
Kidney 
Ureter & othc:r urin~ry organs 

, 
i' 

I 
I 

i 

85,400 
54,500 
28,800 

2,100 

S8,OOO 
39,500 
17.100 
l,4()O 

27,4<>0 
15,000 
11,700 

700 

23,520 
11,700 
11,300 

520 

15.060 
7,800 
7,000 

260 

8.460 
3,900 
4,300 
. 260 

E~1: & orbir 2,100 1,100 1,000 250 140 110 
Brain f 17,600 10,100 7.500 13,200 7.200 6,000 
Endocri,,<; ~)'Hcm 17.560 5,530 12,030 2,070 870 1,200 ,Thyroid 16,100 4.700 11,400 I ' 1.230 450 780 
Other c:ndocrine i 1.460 830 630 .840 420 420 

, 
T.ymphoma 61.100 34,200 26,900 25,280 13,220 12.060 

Hodgkin', disease 7,500 3.900, 3.600 1.480 S20 660 
Non-Hodgkin's lympnnma : 53,600 

" 
30,300 23,300 23,800 12,400 11,400 

BOfh Sues Male Female 
All Sires l.382,400 785,800 596,600 

Oral c;,viry &. phurn'" 
Tongue 
,Mouth 
Pharynx 
Ochcr or:ll cavity 

Digestive system 
£soph:1gus 

~ 

Stoml1ch 
Small inro:srine 
Colon 
Rectum 
Anus. 3naJ c:lnal, &. anorectum 
Liver 
Gallbladder & other biliary 
Pancreas 
Other digestive ()T);lInS 

Re,piratory ',y,ccrn 
L:irynx 
Lun~ 

Othc:r rcspirarory org'al'l~ 


Bones &joints : 
2.500 1.300 1,100 

Soft rissue (including heart) 6,600 J,700 2,900 
ISkin (excluding basal & squamous) , 54,300 34,900 19,400 

Mc:lanomas I 40,300 22,900 17,400 
Other nonepithelial skin 14.000 12.000 2,000 

Bfeast 

, 
)0,750 
6;400 

11,000I 
8,800 
4550 

225,900 
12.500I 22,400 

! 4,900 
9.1,100! 
37,100 
3,400 

1],600 
i 6,900 

27,600
: 3,400 
I 194,6lJl.l 
, 10,900 
I 178.100 
i 5,600 

20,900 
4,200 
6,700 
6,400 
3,600 

120,000 
9,400 

14;000 
2.600 

45,500 
20,900 
1,400 
9,100 
2,500 

13,400 
1,200 

111,400 
8,900 

98,300 
4,200 

9,8S0 
,2,200 
4,300 
2,400 

950 

105.900 
3.100 
8,400 
2,300 

48,600 
16,200 
2.000 
4.500 
4,400 

14,200 
2,200 

83,200 
2,000 

79,~00 

1,400 

Mulriple myc:lom:l 13,800 7,900 
Leukemia 
Acute lymphocytic leukemia 
Chronic lymphocytic leukemia 
Acute myelocytic leukemia 
Chronic myc:locytiC Icukemia 
Other leukemia 

2g,300 
3,000 
1,400 
9,200 
4,300 
~,400 

15,900 
1.600 
4,300 
4,700 
2,400 
2,900 

5,900 

12,400 
1.400 
3,100 
4,500 
1,900 
1.500 

I 
10,900 
21,:310 

1.410 
4,900 
6,300 
2,400 
6,300 

5,500 5,400 

Il,nO 
no 

2,800 
3,400 
1.400 
3,400 

9,540 
640 

;2.l00 
1,9(10 
1,000 
2,900 

35,500 16,500 19,000 34,000 17,400 16.600 
"Exdudcs baul 'lllJ .qu:uno.., cell ,kin "meers ':lIlci in 61(11 ~~rcinoma, excepr bladd<r. C3fcinonu in .itu <"If ,h. hrcll.r ~c''',>IInr. fc,r ..hullr 30,000 ncw CB'<S nnnll!lUy, 
and mel.Mm. ,.fcllloma ill liN ~~COUI\[s iet ~bou! 17,300 ""W <..~••nnu~lIy. R~.~I ceU ~nd 'qu~moul CtU 'kin call~tr, ~c~ount (or more rh~1\ 900,000 """" ,.>co >llllu:.Jlr, 
About 2.100 nonmebnom1 ski" ~~nce( dead,. 'J.te includd ;,m"l1JLihe d.ath~ frum c~nccr of other lnd un;pccitlcd site, which ~rt t~pecrtd.ro oc.:uc,in lj9i, 
Estimate! of nc"VI c~sc. '~(C bl.cd OIl incidtnce r~!/:. (rllen NCl SEER pN!:r~m 1980-1993, 
Amuica.,') C>l.OCCI" SQI!~Cl"\<' S""J' ...~i.lta.f\CC R,'c~n':~l"Ch~ 1997. " 
D~rllource: NCr Su(Ve;!l~Jlcc,'l!pideminjniY, alld'£'lId Ro!e.!!! Progrlm. 1996 . . 

": " .:4,::'; " ' 
CANCER. FACTS &. F[GU~ES1997 
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Estimated Cancer Mortality, by State, 1997" 

Stille: 

Reponed 
Momlity 
Rate per 
lOO,OOOt 

I 
I 

All 
Sires! 

Female 
BreQ.8t Cervi" 

Colon&. 
Rectum 

Corpus 
Uteri Lu.ng Melanoma 

Non· 
Hodgkin's 
Lymphoma Pancreu Prostate 

Urinary 
Bladder 

.A.hb:'lm:1 179 9,400 . 670 
Alaska 171 600' 60 
Atj~ona 159 8,900 .~ 670 
Ark.:uuas 180 6,400 ~ 470 
Californil 162 51,700 4,200 

Colorado 147 0,000 i 520 
Conne:cticut 166 7,000 ' 480 
Delaware 195 1.800: 140 
Dist, of Columbia 221 1,400 : 130 
Florida. 16S 40,100 2,900 

Georgia 177 12,900 : 950 
Hawaii 137 1,900 1 

110 
Idlho 149 2,000' liO 
Illinois 181 26,500 I . 2,200 
IndiAnA 178 12,800 I 960 

Iowa 159 6,800 I 590 

660 SO 2,800 140 380 420 670 ISO 
'.1 so 5 190 5 1Q 20 40 S 
SO 810 100 2,600 130 390 450 710 180
gd 610 SO 2,200 60 270 280 530 130
'- . 4,700 530 13,800 780 2,200 2,600 3,90n UOO.~~tqC 
150 590 70 1.500 90 260 360 500 130 
t-28 690 SO 1,800 100 320 370 520 IRa 

"1 •• 

\20 140 10 540 20 80 SO 110 60 
':1@ 130 20 330 5 50 100 110 30, , , 
3,~Q 3,700 430 12,100 510 1.700 2,100 3,200 940 

. ffS 
240

\,..fti'~t
~2,R 

1,100 150 3,900 190 390 690 960 1ijO 
220 10 490 10 100 130 14() 40 
190 5 510 30 . 90 70 180 40 

2,700 260 .7,100 340 1.l00 l.200 1,900 530 
1,300 140 4,000 170 490 690 850 29() 

770 90 1,800 90 350 280 490 IRQ 
550 60 1.500 110 250 290 430 100 
940 70 3,300 130 3$0 460 560 160 

10 3,000 110 320 690 

Kan,;as 1$9 5,400 380 
Kcnntc!.:y 193 9,400 ! ,650 i,ll
Loui~i.. n .. 194 '1,,,.00 700 920 530 130 
Maine 186 3.300 i 240 t~t 310 30 1,000 40 150 160 220 70 

Maryland 190 10,400 ' 840 \lqO 1,100 130 3,000 110 380 480 ill() 200 
M15S;tchusem 181 14,400. 1.100 ~p 1,600 120 3,800 220 6$0 JOO 1,000 360 
Mic:hi""n 177 20,500: 1.500 160 2,1.00 260 6.100 220 860 LOOO 1,60ll 490.'
Minnesota 156 8.900 i 720 40 860 90 2,200 100 SJO 420 700 150 
Mississippi 1111 . 6,000 : ~30 70, SlO 20 l,70() 50 200 JOO 510 70 

Missouri 177 1.2,800 ; 840 1io 1,300 150 4,100 170 550 570 890 250 
Monta.na 162 1,900 : 150 2'0 190 20, 510 20 90 100 180 30 
Nebraska 157 3.4001 270 1'0 380 30 890 30 170 170 260 60

!
Nevada . 184 3,500 260 3,p 310 10 1,100 60 140 160 220 50 
New Hampshire lS2 2,600 230 240 .5 720 30 120 130 150 60 

New JersilY 194 18,500 ' 1,600 '13,6 
3,9 

1,900 220 .. ,100 230 760 940 1,400 460 
Nc:w Me.'Cico 146 2,800 : 24D 20 220 40 660 60 120 140 220 701
New York 172 38,100 . 3,400 400 3,900 SSO 10,200 410 1,800 2,100 2,6()O 910

I'"
North Carolina 175 16,000 ! 1,200 '119 1,500 180 4,800 2.30 640 7['0 1,300 30() 
North Dakora 157 1.500 ' 120 ):'5 150 20 310 .20 90 70 170 4O 

Ohio 181 25,700 ! 2,100 22'0 2,600 330 7,700 260 1,100 1.200 1,800 560 
Oklahoma 170 7,100 : 480 7.0 680 40 2.300 100 360 340 ,;30 150I~ Oregon 168 7,200 I 490 40 590 80 2,200 120 310 380 560 140 
Pc:nnsylvania 1.79 3l.300: 2.700 210 3.300 380 8.500 390 1,400 1,500 2.400 630 
Rhode Island 179 2,400 : 200 l ~o 280 20 710 30 130 90 120 70 

800 70 2.400 90 260 360 630 180Sourh Carolina 17S 8,000 : 6;:10 \toSouth Dakora 155 1,600 I 14{) 10' 160 10 .400 10 SO 90 140 50
I.'

Tennessee . 179 11.800 ! 910 1100 1.200 '110 3,800 200 480 . 580 780 .l)() 

Texa~ 170 35,300, 2,800 ~OO 3,600 3$0 10,800 4SQ 1.600 1,900 2.600 620 
Utah 126 1,400 ! . 200 tio 230 30 460 70 140 110 240 60.. 

10 100 10 360 30 50 50 90 30 
Virginil 179 t:UOO I 1.100 
Vermont liS 1,200 ; 80 

100 1.300 150 .1.700 200 S20 no 980 250 
Washington 165 11,000 850 9~ 1 , 930 100 3,200 150 450 520 810 230 
Wesr Virginia 184 4,900 ' 320 490 4D 1,600 70 170 :200 320 130 
Wisconsin 166 11,200· . !\9U 1.000 17() 2.700 130 S40 590 1.000 250i~~j

10 70 5 240 20 30 40 80 10Wyoming 154 RIO: 80 
, ~ • ..r " 

173 560,000 '43,900 ~8~ql 54,900 6.000 160,400 7,300 28,100 41,!lOO 11.700 

·f:x.Jttdc~ b,,<;\llnd ><jU3mou, ~tll ,k.i" '':In,''S ~nd. in $I~; <"ei"o,,,·,, ""''';"1'' 1-\;I<lde(, 

tAv~':\J;C' ;tnnu31 .nor[:l.iiry '31< t", 19S?-1993. ;\dJusrd '0 tl;" :;!l< di,,,~ib\lti,,n or rh~ 1910 US .:cnstJ~ jl"p"bri"n. ",Sm••srim,no' m~)' nor 3dd lel US !<lr~1 Ju. (,I ,,,,.ullin!:, 

Am.:ri';1fl C;ltt<;,:r $"...ierv Survdll~n'c Ro;c~(ch: 1997. 


'D1',l ;"\lr~c' NCr ~tJrv"ill"m;., Cpidcmioln<"V. 3nd.E.nd R~"ul" Pr,,~r;'rn. '11)96, il,,11'N7, American Can.:.:( $,><.:icry, l.lI:. 
, . <'. 1 . •-

~ -~ 
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. ,
20 Year Trends in Cancer Death Rates' per 100 t OOO Population, 1971-1973 to 1991-1993 

Ran:& in Ratcein Perc:ent Number of Number of 
Sirell Sex 1971-1973 1991-1993 Changes DC:llth~ 1913 D..adu1991 

All Sites 
M:llc: 

. F,male: 
204.5 
132.0. 

219.0 
142.0 

i% 
8% 

190.487 
159,110 

279,375 
250,529 

Brain 
Male 
female 

4.7 
3.2 

5.1 
3.5 

9% 

9% 
4.650 
3,661 

6.551 
5,442 

Breast 
Male: 
Female 

0.3 
26.8 

0.2 
26.4 

-33% 
-1% I 

293 
31,850 

3SS 
43.555 

[Cervix Fc:male~""':---:-5~6 .2.9 . _~8% :....f),i)4L .•(58.37 

Colon & recmm 
Male: 
Female: 

25.3 
20.0 

22.3 
15.1 

-1.2% 
-25% 

22.680 
24,823 

28,199 
29,206 

. Corpus uteri Female 4.7 :1.4 -28% 5,696 0,098 

Esophaj;lUs 
M3.I~ 

Female­
5.0 
1.4 

6.2 
1.5 

24% 
7% 

4,768 

1.723 
7,813 
2,637 

Hodgkin" Malo 1.9 0.7 -63% 1,732 900 
disease Female 1.1 0.4 -64% U8S 674 

lGdney 
Male 
Female 

4.3 

1.9 
5.1 
2.3 

19% 
21% 

4,004 
2,330 

6,358 
3,964 

Larynx 
Male: 
Female 

2.8 
0.3 

2.5 
0.5 

-11% 
67% 

Z,6S6 
388 

3,163 
Sig 

Lc:ukemia 
Malc 
Female: 

g.9 
5.3 

8.4 
4.9 

-6% 
-8% 

8.262 
6,216 

10,873 
8,834 

Livc:r 
Male 
F'cmll.!.e 

3.4 
l.ll 

4.6 
2.1 

35% 
17C!6 

3,013 
2.116 

6.068 
3.995 

Lung 
Male 
Fl:male 

61.3 
12.7 

73.5 
32.9 

20% 
H9'lt! 

.59,082 
15,706 

92,493 
56,,z34 

Melanoma 
Male 
F.:male 

2.0 
1.3 

3.2 
1.5 

60% 
15% 

1,964 

1,465 
4,129 
2,584 

Multiple: Mcle .2.Q 3.8 36% 2,579 4,902 
myeloma Female 1.9 2.6 37% 2.389 4,939 

Non- Hodgkin's Mllle 5.8 8.1 40% 5,471 \O,4S9 

lymphoma Fe:male J,9 5.3 36% 4,747 10.028 

Oral cavity 
Male 
Female 

5.9 
1.9 

4.4 
1.6 

-25% 
-16% 

5,553 
2,269 

5,SlS 
2,726 

Ovary Fcmale 8,6 7.8 -9% 9,885 12,870 

Pancreas 
Male 
F.:male 

11. i 
6.7 

10.0 

7.3 
-10% 

9% 
10.380 
8,273 

12,669 

13,7711 

Prostate Male 21.4 26.8 25% UI,830 34,86S 

Stomach 
Male 
Female 

10.4 
5.0 

6,6 
3.0 

-37% 
~40% 

9.178 
6.020 

8,229 
5,621 

testis Male: 0.7 0.2 .-71% 798 374 

Thyr(')id 
. Male: 
Female 

0,4 

0.5 
OJ 
0.4 

-25°,f) 
-20% 

315 
6S7 

398 
132 

Urinary bladder M3Jc: 
Female 

7.2 
2.2 

5.7 
1.7 

·21% 
-23% 

6.481 
2,855 

7,474 
3,48:; 

. I 
'A,ij",,'f<:d to the ~sc'dimib\lri..n ,,( ch~ 1970 US an;lH ?opulari".n. 

Norl!: I!vcn cho\l!;h d.arh r~re, declined '.'f rc,n~ined mbk ,"" ~lJmber of d"L!h. in~re3sed b"'::'UI" r~ popubrion over 05 h~~ b.:~"me I~rger and older. Thel)S p')f\ubdon 

incrC'JicQ 12% from 1973 1<> 1993. . 

A,ncrican C~nccr S,,<:;.I)' Surv.illon,,, R"sc,r~h, 1~97. 


D2r~ ~\\\Ir'c; Vi!~1 Slllisrk~ "t' ,he Unired s",Js. 199). 

, . 

"f- ' 
' .. , ' H',·7··. 
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BREAST CANCER 
New Cases: An estimated 180,209 new invasive cases 
among women in the United Sta~es during 1997. About 
1,400 new cases of breast cancer.will be diagnosed in , 
men in 1997. Between 1982 and '1987, breast cancer 
incidence rates for women increased aboU( 4% a year but 
recently have leveled off at about 110 per 100,000. Most 
of the recent incre:l.se in r:ues is celieved to be due to 
marked increases in mammograp;hy utilization, allowing 
the detection of early-stage brea~t cancers, frequently 
before rhey would become cliniq,lly apparent. 
Deaths: An estimated 44,190 deaths (43,900 women, 
290 men) in 1997; in women, the second major cause 
of cancer death. According to the most recent data, 
mortality rates continue to decline in white women and, 

, for the first time, are also declini.ng in younger African­
American women. These decreases may be due to earlier 
detection and improved treatme*t. 
Signs Ilntl Symptoms: The earlies~ sign of breast cancer is 
an abnormaliry that shows up o~ a mammogram before 
it can be felt by the woman or her health care provider. 
When breast cancer has grown to the point where 
physical symptoms exis~, bre~st c~anges .m~y ~nc~ude a 
lump, thickening, swellIng, dlmp,irng, skin Irmatlon, 
distortion, retraction, scaliness, pain, tenderness of 
the nipple, or nipple discharge. Breast pain is very 
commonly due to benign conditions, and is uncommonly 
the first symptom of breast cancFr. 
Risk Fllctors: The risk of breast dancer increases with 
age. The risk is higher in the wdman wh? has a pers~nal 
or family history of breast cancer; some torms of bemgn 
breast disease; early menarche; late menopause; lengthy 
exposure to postmenopausal estrogens; recent use of 
oral contraceptives; never having children or having the 
first live birth at 'a late age; and higher education and 
socioeconomic status. lnternatio~al variability in breast 
cancer incidence rates correlate with variations in diet. 
especially fat intake, although a ic~usal role ~o: dietary 
factors has not been firmly established. Addltlonal 
factors that may be a~sociated Jirh increased breast 
cancer risk and that are currently under study include 
pesticide and other chemica! exposurt!s, a~coh?l .. 
consumption, induced abortion,: and phySiCal mactlYlty. 
Exciting n.ew research aboutB~CAl. and B~CA2 
susceptibility genes for breast cancer IS also 10 progress, 
although, general screening in the popula.tion fo: these 
genes is not yet recommended. Researc~ l~ ongomg to 
learn more about the complex chara~tens{lcs of these 

genes and to evaluate their contribution to rhe incidence 
of breast cancer. 
A majority of women will have one or more risk factors 

for breast cancer. However, most risks are at such a low 
level that they only partly explain the high frequency of 
the disease: in the population. To date. knowledge about 
risk factors has not translated into practical ways to 

prevent breast cancer. Since women may not be a~l~ to 
alter their personal risk factors, (he best opportUnIty for 
reducing mortality is through early detection. 
Early Detection: The value of mammography is that it 
can identify breast abnormalities that may be cancer 
before physical symptoms develop. Numerous studies 
have shown that early detection increases survival and 
treatment options. The' Society's guidelines for early 
breast cancer detection ($ee page 29) stress mammog­
raphy and physical examinations. .' 
Most breast lumps are not cancer, but only a physician 

can make a diagnosis. When a woman has a suspicious 
lump or when a suspicious area is identified on a 
mammogram, diagnosric mammography can help deter­
mine whether additional tests are needed and if there are 
other lesions !ttat are too small to be felt in the same ' 
or the opposite breast. All suspicious lumps should be 
biopsied for a definitive diagnosis. ' 
Treatment: Taking into account the medical situation 
and the patient's preferences, treatment may involve 
lumpectomy (local removal of the rumor) and removal of 
the lymph nodes under the arm, masteqomy (surgical 
removal of the breast) and removal of the lymph nodes 
under the arm, radiation therapy, chemotherapy, or 
hormone therapy. Often, two or more methods are used 
in combination. Numerous srudies have shown that, for 
early-stage disease, long-term survival after l~mpectomy 
plus 'radiotherapy is similar to survival after slmple . 
mastectomy or mastectomy plus radiotherapy. Patients 
should discuss possible options for the best management 
of their breast cancer with their physicians. Signific!l.nt 
advances in reconStruction techniques provide women 
a variety of options for breast reconstruction after, 
mastectomy. In recent years, this has ?een performed 
most often immediarely at the same tIme as the 
mastectomy. High-dose chemo[herap~ with bone , 
marrow transplant or stem cell rescue 1S a new treatment 
under erudy for certain special cases of bre:ls;t cancer. 

, Survival: The 5-year relative survival rate for localized 
breast cancer has increased from 72% in the 1940s to 
97% today. If the cancer has spread regionally, however, 
the rate,is 76%, andJor women wirh distant metasrascs 

':8', _ ,, 'I, "." .."', CA:NCERFACT$'&FlGURES'1997: 
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Leading Sites ofNew Cancer Cases and Deams-1997 Estima.tes" 

, Cancer Cases by Site and Sex Cancer Death5 by Site and Sex 


Male Female Male Fcm:dc 


Prostate Brent 

334,500 180,200 

Lung Lung 
98,300 79,800 

Colon Colon 
&n:ctum &, rectum 

66,400 64,800 

Urinary blQdder Corpus uteri 
39,500 34,900 

~on-Hocl.glcin'$ Ovary 
lymphoma. 26,800 

30,300 
~on-Hodgkins 

Melanoma of the skin lymphoma 
22,900 23,300 

Oral cavir:y Md:l.n.oma of the skin 
20,900 17,400 

Kidney Urin:uy bladder 
17,100 15,000 

lcu.la:mill C.rvi:a: 
15.9QO 14,500 

Stomach Pancreas 
14,0CI0 14,200 

All Sites All Sites 
785,800 596.600 

i 
'£:o:dl,lding basal i.nd ''lunmo",. cell "kin c;tllcer 3nd in situ cardnuma. cxcepr bl.ddcr. 
Amcric:ln Cancc'r Society Surveillance RCSCalCh, 1997. 

I 

[he rare is 20%. Survival after a diagnosis of breast 
cancer continues to decline beyond five years. Sixty-five 
percent of women diagnose4 wirh breast cancer survive 
10 years, and 56% survive 1~ years. 

For more information abo~t breast cancer, please 
inquire about the American: Cancer Society publication 
Brtast Cancer Facts & Figur~s. 

I 

CERVIX (UTERUS) C,ANCER
I 

New Cases: An estimated 14,500 cases of invasive 
cervical cancer will be diagnosed in 1997: Rates have 
decreased steadily over the past several decades.f<leclin:i 
[illgltoffi:J2f2per lOO~Q.OOil1-1973Jo:::g]_peL10:O;O~Ot[i0l 
[f99T.}As Pap screening has; bcccm~ more prevalent, car­
cinoma in situ of the cerv~ is now more frequent than 
invasive cancer, particularly in women under age 50. 
Deaths: An esdmared 4.800 cervical cancer deaths inI· . 
1997. Rates declined 48% oerween 1971-1973 and 

! 

LWlJ 
94.400 

Prostate 
41,800 

Colon 
&'recrum 

27,000 

Pancrns 
13,500 

Non-Hodgkin'S 
lymphoma 

12.400 

Leukemia. 
11,770 

Esophagus 
8,700 

Stomw:h 
8,300 

DonV)' bl.ad4er 
1,800 

Liver 
7,500 

All Sites 
294.100 

Lung 
66,000 

Breast 
43,900 

Colon 
&recrum 

27,900 

Pancr~a$ 
14,600 

OVa!}' 

14,200 

Non-Hadgkin'~ 
lymphoma. 

11,400 

Leukemia 
9,540 

Corpus uteri 
6,000 

Br:a.in 
6,000 

Stomach 
5.700 

All Sit<:s 
265,900 

101997, American Can,cr S.,cict:<:, Inc. 

1991-1993. Rates for Mriean Americans. declined more 
ra~idly- than ~hose for whites; howeyerLin:::r<193,}h~ 

unortalir:y..rate-for-Aft-ican.Ameri"an...women;.was..~l) 
~~-::.tn.ii:tlJW~ojimes:gr:earer::tn.n~he r!ife31'rrio-rlg~

i~w!m·e"n·"r ..~ . 

Signs and Symptoms: Abnormal vaginal bleeding or 
spotting~ abnormal vaginal discharge. Pain and systemic 
symptoms are late manifestations of the disease. 
Risk Factors: Cervical cancer risk is closely linked ro 
sexual behavior and to sexually transmitted infections 
with certain types of human papi11omaviru:i. Women 
who have fim intercourse at an early age, multiple sexual 
partners, or parrners who have had multiple sexual part­
ner. are at incre:l.sed risk of developing the disease. 
Other risk factors include cigarette smoking and low 
socioeconomic status. . 
Early Detectian: The Pap test is a simple procedure that 
can be performed by a health care professional as parr of 

... r .'. ,.... '; . ,.,' 
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How to Estimate Cancer St~tistics Locally, 1997 
, 

Multiply ~mmunity population by: 

To ohtain the estimared number of... All Site8 Female BreaSt" Colon & Rec:rum Lung ProlitalQ' 

0.0052 0.0013 0.0005 0.0007 0.0026 

Cancer deaths 0.0021 . 0.0003 0.0002 0.0006 0.0003 

People who will evenruaUydcYelop icancer 0.4325 0.1261 0.0589 0.0704 0.1984 

People who will evenrually die of dncer 0.2252 0.0353 0.0259 0.0616 0.043 

<For (cm:uc br~~!1 callcer mliltiply. by female population ~nd for pro't.1tt can~c, multiply bjI m:lle population, 


Nol't: Tn~sc c~kuI:.rion~ provide only ~ rough IF'prolcimarion of thc numhcr "I' people in ~ .'p~eifi~ communir:y who '""Y dcYcl"p <If die "f ';'"'<r. These e'fim«rcs .houl<.l b. ui~d 

with elution bCC1U'C they do not r~necr rh~ loge (.)r rlci::al C.h:tf:tCn::ti"ic, of fhe popy.l'ati.ai\~ 2t:eC" to detection t.nd frC2rmct\t. Of tltPO.. Utll to t'''1e. f"ctQr,. M,u\y ."',,. have ';Gn.;er 


f1<gi~trie. whi~h counr rhe number of c~nc~,s th,e OC~Ut in lacZlliric; throughout rhe S.tMC. The Amcri.:~n C~n,cr Society re;ommend, using d,r;t fwm rh..e registries.....hen it i. 

lV1.il~blc, ro more ~c~ur1ttly .srimat" loelll 'cln,ec surlsrics. 

Amcriqn C>n,er Society SurvclU1nce R.:lcu{h 1<;97. 


Data source: NCt Survcilh".::c.I-~l'id~mioligy, and End RcsulcsProgmll.1996. 01997. AmcriclUl C~ncer Society,ln" 
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a pelvic exam. A small sample of cells is swabbed from 
the cervix, transferred to a slide, lind examined under a 
microscope. This test should be performed annually with 
a pelvic exam in women whq are, or have been, sexually 
active or who have reached age 18 years. Afcer three or 
more consecutive annual exa!ms wi~h normal findings, 
the Pap test may be performed less frequently at the . 
discretion of the physician. ~ 
Tretztmeni.;\I.rvasive cervical jc:ancers generally are treaced 
by surgery or'radiation, or by a combination of the two. 
In situ cancer stages, change,s in dle cervix may be 
created by cryotherapy (the destrucrion of cells by 
extreme cold), by elecrrocoagulation (the destruction of 
tissue through intense heat 9Y electric cUfre!').!), la.ser 
ablation or by local surgery. : . 
Surv; 

COLON AND PJ.ECTUM 
CANCER 
New Ca5c5: An estimated Ijl,~WO Cl5C5 in 1997, includ~ 
ing 94,100 of colon cancer and 37,100 of rectal cancer. 
Colorecral cancers account for about 9% of new cancer 
diagnoses. Incidence rates have declined in recent years 
from a high of 53 per 100,000 in 1985 to 45 per 100,000 
in 1993. This decline has b~en experienced primarily by 

, . , 

whites, while incidence rates for African Americans have . 
stabilized but have not yet begun to decline. Research 
has suggested that the recent decline may have been due 
[0 increased sigmoidoscopic screening and polyp removal, 

.preventing progression of polyps [0 invasive cancers. 
Deaths: An estimated 54,900 deaths (46,600 from colon 
cancer, 8,300 fro~ rectal cancer) in 1997, accounting fOf 

about 10% of cancer deachs. Mortality rates for colorectal 
cancer have fallen 32% for women and 14% for men 
during the past 20 years, reflecting decreasing incidence 
rates and increasing survival rates. However, the mortal­
ity rare for Mrican-American men continues to rise. 
Sigm and Symptoms: Rectal bleeding, blood in the stool, 
a change in bowd habits. 
Risk Factors: A personal or family history of calorectal 
cancer or polyps, and inflammatory bowel disease have 
been associated with increased colorectal cancer risk. 
Other possible risk factors include physical inacrivity, 
high-fat and/or low-fiber diet, as well as inadequate 
intake of fruits and vegetables. Recent studies have 
suggested that estrogen replacement cherapy and non­

. steroidal antiinflammatory drugs such as aspirin may 
reduce colorectal cancer risk. . 
Etzl'ly DeleciiQn: Digiral rectal exam, fecal occult blood 
test, and sigmoidoscopy an: recommended by the 
American Cancer Society to detect colon or rectal cancer 
in asymptomatic patients. These tests offer the best 
opportunity for the diagnosis and removal of polyps, and 
hence the prevention of these cancers. pigiral recral 
exam is performed by a physician during an office visit. 
The American Cancer Society recommends that this 
exam be performed annually after age 40. The fecal 
occult blood test is a simple method to [est feces for 
hidden blood. The specimen is obtained by the patient 
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Five-Year Relative Survival R*es by Stage at Diagnosis· 

Sin 
All Stages 

% 
Local 

lifo, 

Regional 
% 

Oistant 
% Sire 

All Stages 
°Al 

Local 
% 

Regional 
% 

Distant 
% 

Brain 29 3~ 32 52 Melanom:t. 87 9S 61 16 ' 
Breast (female) 

Cervix 

84 

69 

91 

91 

76 

50 

20 

9 

Orill 

Ovary 

53 

% 

81 

92 

42 

51 

18 

2S 
Colon & rectum 

Corpus uteri 

61 

84 

9~ 
9S 

63 

66 

7 

26 

Pancreas 

Prostate 

.. 
81 

13 

99 

S 

93 

2 

30 
Esophagus 11 22 11 2 Stomach 21 , 61 23 2 

Kidney 
Larynx 

59 
66 

Ss 
84 

60 
54 

9 
40 

Tcni6 
' Thyroid 

9S 
9S 

99 
100 

97 
94 

12 
41 

I.iver 
Lung 

6 
14 

1,3 
48 , 

8 
18 

Z 
2 

Urinary bladder 81 93 49 6 

" . 
'Adjum,d for normal life u:pt,r~n'Y. This ch;,.~r i. bmd on ,~e' di~gnO&td from 1986 to 1992. foUow.:d {hr<.lLlgh 19~3. 

l:ht~ .oun:e: NCI Surveillance. £pidemiology, and End Result> Progrlm. 1996. (:)1991, Amcri,~1'1 Cancer Sncilley,lnc.
-
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had children are more likely to develop ovarian cancer 
than [hose who have. Pregnancy and the use of oral 
contraceptives appear to be prqtective against ovarian 
cancer. Women who have had breast cancer or have a 
family history of breast or ovarian cancer are at increased 
risk. Mutations in BRCAl or BRCA2 have been 
observed in these families. Another g~n~tic syndrome 16 
characterized by colorectal cancer, endometrial cancer, 
and ovarian cancer. Certain rate genetic disorders are 
associated with increased risk. ;With the exception 
ofJapan, industrialized countries have the highest 
incidence rates. . 
Early Dettch'()n: Periodic, thor9ugh pelvic exams are 

. important. The Pap test, usefu~ in detecting cervical 
cancer, only rarely uncovers ovarian cancer. Transvaginal 
ultrasound and a rumor marke" CA 125. may assist 
diagnosis. Women over the age of 40 should have a 
cancer-related checkup every year. 
Treatment: Surgery, radiation therapy, and drug therapy 
are treatment options. Surge~ usually includes the 
removal of one or both ovaries and fallopian rubes 
(salpingo~oophorectomy), and: the uterus (hysterectomy). 
In some very early rumors, only the involved ovary will 
be removed, especi~l1y in young women who wish to . 

have children. In advanced di~ease, an attempt is made 
to remove all intraabdominal 4isease, (Q enhance the . 
effect of chemotherapy. . 
Survival: Sevent:y~eight percent of ovarian cancer 
patients survive one year after ;diagnosis;the 5-year 
relative survival rare is 46%. If! diagnosed and treated 
carly, the rate is 92%; howe~r, only about '24% of all 
cases are detected at che localized stage. Five-year relative 
survival rates for women with :rt:gional and distant disease 
are 51% and 25%, respecrively~

i 

.PANCREAS CANCER 
New Cases: An estimated 27,600 new cases in the United 
States in 1997. There is some evidence of a slightly more 
frequent incidence of pancreatic cancer in African 

. Americans than in white Americans. Among men, inci­
dence rates have been declining since the early 1970s. ' 
Deaths: An estimated 28,100 deaths in 1997. Since the 
early 1970s, mortality rates among white Americ~ns have 
been decreasing slightly while mortality among African 
Americans has been increasing. 
Signs and Sympt()ms: Cancer of the pancreas generally 
occurs without symptoms until it is in advanced stages. 
Risk FildQTS: Very little is known about whl1t causes the 
disease or how to prevent it. Risk increases after age 50, 
with most cases occurring between ages 65 and 79. . 
Smoking is a risk factor; incidence rates are more than 
twice as high for smokers as for nonsmokers. Some 
studies have suggested associations with chronic 
pancreatitis, diabetes, or cirrhqsis. In countries where the 
diet is high in fat, pancreatic cancer rates are higher. 

Early Detection: At present, only surgical biopsy yields a 
certain diagnosis, and because of the "silent" course of . 
the disease, the need for biopsy is likely to be obvious 
only after the disease has advanced. Researchers are 
focusing on ways to diagnose pancreatic cancer before 
symptoms occur. Ultrasound imaging and computerized 
tomography scans arc under investigation. 
Treatment: Surgery, radiation therapy, and anticancer 
drugs are treatment options. but generally have little 
influence on the outcome. Clinical trials with several 
new agents could suggest improved survival anq should 
be considered an option. 
Survival: For all stages combined, the 1·year relative 
survival r~te is only.20%, and the 5-year rate is 4%. 

/ , ~ , .1' 
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Trends in Cancer Survival by R~ce and Year of Diagnosist United States. 1960-1992 

. I 

White AfriQSl American 

Relative 5~Year S~val Rate (Percent) . Relative S·Year Survival Rate (Percenr) 
Site 19110-03 1910-7~ 1914-76 19&0-92 1986·92 1960-63 1970-13 1974-76 1980-82 1986-92 

All sires 39 43 ! 
I 50 52 59" . 27 31 39 40 44° 

Brain 
Breast (female) 

18 
63 

20 
68 

I 
22 
75 

2S 
'77 

2']" 
85' 

" 19 
46 

19 

51 
:J7 

63 
31 
66 

32
70' 

~ 
. 

Cervix 58 64 69 68 71 47 61 64 61 56" 
Colon &. rectum NA NA! 50 55 62" NA . NA 45 46 53" 
Corpus uteri 73 81. 

I 
89 83 86B 31 44 61 54 56 

Esophagus 4 4 5 S 12· 1 4 4 S i S· 
Hodgkin's disease: 40 67 77. 75 62" NA NA 69 72 72 

Kidncry 37 46 52 51 60' 38 44 49 55 55 
Larynx S3 62 i· 66 69 68 NA .NA 58 59 52 
Leukemi~ 14 22 ;

I 3S 39 
,
\- 43" NA NA 31 33 34 

Liver NA NA 4 4 7· NA NA 1 2 S" 
Lung 8 10 12 14 14" 5 7 11 12 11 
Melanoma 60 6S i SO 83 88" NA N.'\ 66T (lOT 72· 
Multiple: myeloma 12 19 I 24 28 28° NA NA 17 29 30 
Non· Hodgkin's 
lymphoma 31 41 ' 47 52 52" NA NA 48 51 44 

Oral 45 43 : 55 55 SS NA NA 36 31 Jl 
Ovary 32 36 . 36 . 39 46" 32 32 4(\ 39 40 
Pancreas 1 21 3 3 4" 1 2 3 5 S" 
Prost'llre SO 63 6& 75 89" 35 S5 58 65 73" 
Stomach 11 13; IS 16 ]9" 8 13 17 19 20 
Tesds 63 12: 79 92 95" NA NA 76'" 90+ 86+ 
Thyroid gland 83 86 ; 92 94 96· NA NA 88 95 90 
Urinary bladder 53 61 : U 79 81· 24 36 47 59 60· 

Nom: All Jites C1fc~ory ClCducies ban-lInd $qu.mou~ ,eU ,\;.in c,nc<rs ;nd in ,iN ,;I'\;inomu CIt,,,pt bbdcler. 
'Tbo difference in r4fe6 between 1974-16 3nd ;1986-92 i. mrisdcaUy ~igniticam (p <O.OS). 
·Th~ standard etror of the swviVil ..In: is grcat\:r tb1n 5 percen!~~ points, 
NA .. flO! aV:Wllble. 	 ' 
DltI60l.IrcC: End RcGl.Ihs Croup, 1960-1973; Nel Surveillance. £pic:kmiology, 4nd End R.swa; Prnit:l!ll. 1996. 	 '01991, Ametkan C.m~ct Socioty, Inc, 
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.	physician. Melanomas often st~rt as small, mole-like 
growths that increase in size and change color. A simple 
ABeD rule outlines the warning signals of melanoma: 
A is for asymmetry. One half qf the mole does not 
match the other half. B is for Horder irregularity. The 
edges are ragged, notched, or ~lurred. C is for color. 
The pigmentation is not uniform or intemcly black. 
D is for diameter greater than 16 millimeters. Any sudden 
or progressive increase in size should be of particular 
concern. 

Treatment: There are five methods of treatment for 
basal cen cancer and squamous cell cancer: surgery (used 
in 90% of cases), radiation therapy, electrodessication 
(tissue destruction by heat), cryosurgery (tissue destruc­
tion by freezing) and laser therapy for early skin cancer. 
For malignant melanoma, the. 'primary growth must be 
adequately excised. and it may be necessary .to remove 

. I 

, -,' 

, .,. 

nearby lymph nodes. Removal and microscopic examina­
tion of all suspicious moles'is essential. Advanced cases 
of melanoma are treated.according to the characteristics 
of the case. 
Survival: Foe basal cell or squamous cell cancers, cure 
is highly likely if detected and treated eady. Malignant 
melanoma can spread to other p:lrts of ~he body quickly; 
however, when detected in its earliest stages, and with 

. proper treatment, it is highly curable. The 5-year 
relative survival rate for patients with malignant 
melanoma is 87%. For localized malignant melanoma, 
the S·Year relative survival rate is 95%; and rates for 
regional and distant disease are 61% and 16%, respec­
tively. About 82% of melanoma!i are diagnosed at a 
localized stage. 
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Cancer affects Americans of al~ racial and ethnic groups, .~. Americans in the US, accounting for about 12% of the 

and kills more people annually!than AIDS,. acc,idents, . 4," population.' ... .. 

and homicide (()mbined. In 1997 alone, the American tV Cancer Incidence: The le~ding cancer sites for Mrican-

Cancer Society est~mates that $60,000 can~~r deaths will' American men during 1988-1992 were prostare, lung, 


, occur, 483,500 among whites, ~2)200 among African colon and rectum, oral cavity, and stomach. African­
. 	Americans, and 14,300 among !Americans.of other races. . American men have.a higher overall cancer incidence 

!'-1any of these deaths co~ld be iprevent~d t~rou~h . . . rate than any other. racial or ethnic group in the US.. 
Increased cancer prevention an~ screenmg. and Improved They also have higher incidence ra.res for cancers of the 
access to medical care. i . prostate, lung, .and oral cavity rhan those for other 

Informacion on racial and eth1nic differences in cancer groups' .. 
occurrence can help focus our ~fforts in the war against Then~dmgca:ncer'Sires:f~AJfican~~mef.icari~w()rrieri) 
cancer. In this new special sect~on of Cancer Facts & [tifdud~~q.rea:s!L501on apo.' cecrurn,Jyng;..cQr.p.usI.1.uIDi::ancf 
Figures, we present informatio~ on racial and ethnic ~Rates for cancers of the lung, and colon and 
patterns in the occurrence of cancer, risk factors) and rectum are higher among African· American women 
screening examinations. in an effort ro p'romote a better thll.n among women of a.ny racial or ethnic group other 
understanding of the cancer b~rden in the United States; than Alaska Natives. 

Risk Factois,Srreeni,ngJ and /I(Cess to Health Care:
ALL CANCERS COMBINED Obesity is a major health problem for African-American 
Althoug~ cancer is common:inlAmericans of all nidal men and women. According to data from the Behavioral 
and ethnic groups, the rate ofcancer occurrence (orten Risk F:lctor Surveillance System, 37.7% of African- . 
called the incidence rate)varie~ considerably from group American 'women and 28.4% of Mrican-American men 
to group, Among men, cancer tates are highest among .are overweight. Mrican-Amc:ri~an women arc more 

African-Americans, followed by whites whose rates are . likely to be overweight than women of other races or 

about 16% lower. Cancer inCidence rates fOI American· ethnidties. . 


w' ­ t 

Indian men in New Mexico. are the lowest, and rates High smoIqng rates and low participation in breast 
among Asian men, i~ paniculair, Chinese, Filipinos. and screening exams are also major contributing factors to 
Koreans, are also low. Among women, the differences in . health problems among African Americans. According 
rates across radal and ethnic g~oups are less pronounced to the most recent dara, 33.9% of African-American 
than among men. Rates arerughes1: among Alaska- . men and 21.8% of African-American women report that 
Native women, followed dos'ely by white women. Cancer· they currently smoke. Only 54.9% of African-American 
rates are lowest for American I;ndian women from New women over 50 report having had a mammogram and a 
Mexico and Koreans, but arc also low for Chinese and clinical breast exam within the previous two years. 
Filipino women. . I . , 


. i Asians and Pacific Islanders

i 

The Population: According to rhe 1990 US census, aGROUP PROFILES 
person is an Asian or Pacific Ishnder ifhe or she has 

African Americans' I "origins. in any of the original peoples of the Far East, 
The Population: The US cen~us refers to African Southeast Asia, the Indian subcontinent, or the Pacific 
Americans as blacks and defines them as "persons whose Islands." This group is very diverse, including individuals 
lineage includes ancestors who! originated from any of . from at least 24 ethnic populations who speak more than 
the black racial groups of Africa." The maj(>riry of 30 major languages or ,dialects. Due to immigration and 
African Americans aredescendanrs of slaves who were . high birthrates, the Asian and Pacific Islander popula­
transported from Africa.'to the! US and the Caribbean tion is growing rapidly. The 1990 US census counted 7,5 
during the 17th through the l~th centuries. However, an million Asians and Pacific Islanders living in the US, 
increasing proportion orthis popularionis comprised of comprising about 3% of the population.This percentage 
either new immigrants or thci~ first or second generarion is expected to increase to 4.5% by the year 2000 and to 
descendants. African Americans comprise the second 10.7% by 2050. 

. largest racial group in the US. :According to the 1990 .. Cancer Incidence: Cancer incidence rates vary consider­
census, there. ue approximately 30 million African ably among subgroups of the Asian' and Pacific Islander 

. 	 I', ,
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population. However, for 19~8-1992, information on 
, cancer incidence is only available for Chinese, Filipino, 
Hawaii::In, Jg,panese, Korean; and Vietnamese men and 
women. Even among these six sub populations there is 
variation in the leading cancer sites. Among men, the 
top three sites among Chinese, Filipinos, Hawaiians, 
and Japanese are prostate, l~ng) and colon and rectum; 
among Koreans they are lung, stomach, and colon 
and rectum; and among Vietnamese, they are lung, liver, 
and prostate. Stomach cancer rates among Korean men 
and liver cancer rates among Vietnamese men are 
higher than those among men of any other racial or 
ethnic group. 

2025461682 T-327 P,15/19 Job-843 

The top rhree cancer sites among Asian and Pacific 
Islander women are breast, lung, and colon and rectum 
with the following exceptions. The stomach is a leading 
cancer site among JaEanese and Korean women, and 
thlyy~_is_a~leaaing'i.c-ance,r~si[esamO.ri.g£ietn~mese; 
~gm~,nt~~ry.~aJ:c..~@ltii~i_aen~~~rites~~W6ng:J/
Vietfi:imesc~w~~cn:;:a'rUmotc;'tkan: tvio,a'rfd,t~~ltalf-tirnes~
"fl'.""" -.-~-:~ ... :.-:';:_,.7.0:"",.~~,,!~.'P"""''''__ -~'' ",,' "~' ~.~. J.... h,.f;"'_~i.' >,,-.~ 

hlgh;Ltharp:ares'.for;;ariy.:other·racial oliillQic'group. . 
RiSk Factors. Screening, and/luess to Health Care: 
Because the Asian and Pacific Islander population is 
very diverse, risk factor and screening prevalence 
rares would be expected ro vary considerably among 

Cancer Incidence Rates· for All Sites Combined by Race, Ethnicity, and Sex, US, 1988-1992 

Race or Ethniciry 

African Americans 
560 

Chinese 

Filipinos 

_Male 
• Female 

Japanese 

Koreans 

Vietnamese 

Alasb Natives 

American Indians 

WhitC:1i 

Hiipaniest 

o 100 200 300 400 500 600 . 
'Incidence rates :l.fe per 100.000 ~nd ll1: ~go:·:"ljuHCd [0 the 1970 US ~rlndud p"l'ubtion. 

tPO"".\Uk of [--tilpani.: Ctl"igin tT\;l)l be of :lr'-Y r~ce, . 

D3ta 6,,"rCo: NCI Survcil1.""". EpidemiolulO'. lOci End )<.."ult. Prognm. 199,6. 
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~iiienceRate9"'for me.FivtMosr Freguently~gnosea:Cancers-by~Race.-Ethnicity._ana-S,ex,_US,'_1988~'-1992'::;7 
LNl~ 

A&iean Ala"ka American 
American!> Chinese Filieino8 Hawa.ii:ms Japanese Koreans Vietnamese Natives Indians Whites' Hiseanicst 

P""t"rc: Lung Prostntc' LunS PrO$ra~ Lun! L ...ng I_ung Pro,tcafe PrO't:1t8 Pro~t:1ta 

180,6 52.1 69.8 ~9.0 88.0 S3.2 70.9 8Ll 52.5 1.34.7 89.0 

Colon&. Coi'm &. C,,\,)n &. 

Lung Prostate Lung Pro,;cace rectum Sromach Liver rc:ct'Um rC:CNm Lung Lung 
117.0 46.0 52.6 57.2 64.1 48.9 41.R 79.7 18.6 76.0 4l.8 

. Colon & Colon & Colon & Colon & Colon &. Colon & Colon & 
tectum 

60.7 
teCNm 

44.S 
rccrum, 

35.4 
rectum 

42.4 
Lung 
4.3.0 

rectum 
31.7 

Prosr:nc 
40.0 

Prostate 
46.1 

Kidney 
15.6 

rcccum 
56.3 

c<;crum 
3S.3 

Oral 
20.4 

Liver 
20.S 

Non-Hodg19n's 
Iymph()ma 

12.9 ! 
Swmach 

20,S 
Stomach 

30.5 
Liver 
24.8 

Colon &. 
rccnlm 

30,5 
Stomach 

27.2 
Lung 
14.4 

Urinary 
bladdc:r 

31.7 

, 
Urinary 
hladder 

l.s.~ 

Non-Hodgkin'; Urinary Nnn-H("dgkin's 
Stomach Smrnach Livc:r lymphoma bladd~r Prostate Srom:lch Kidney* Liver* lymphoma Stomach 

17.9 IS.7 10.5 12.S 13.7 24.2 25.8 19.0 13.1 lS.7 15.3 

J'~EI:7 
i.o\l:isb9 American 

~riC'!l8'
CA.fiic:an'?,. 

Chinese 
. 

J FUieinO$ 
I 

Hilwa.!lans JQpanese EKotean8"'i',xliffiiiml;se~ N.u1'i7ei::::Jlndlans WhItes IHlspa~
-

Breast Brc:ast Bre:m : Brcast Brca~t Breast lCer~ Breast . Breast Breast Breast 
95.4 SS.O 7~.1 : 105.6 82.3 28.5 t43'AJl' 78.9 31.6 11Ul 69.i! 

Colon & Colon & Colon cS4 Colon&. Colon &. Colon & Colon &. 
rccrom rc;'t:1Jm reC[um:

; 
Lung recrom rectum Breast rectum Ovary Lung rccmm 

45.5 33.6 20.9 43.1 39,5 21.9 37.5 67.4 17.5 41.5 24.7 
Colon & CoLon &. C'.>lun& 

Lung Lung Lung. recrum Stomach Sromach Lung Lung rcct'Urn rc:crum Lung 
44.2 25.3 17.5 I 30,5 IS,3 19.1 31.;a 5'0.6 15.3 3SI..1 19.5 

Corpus Corpus Corpus Colon & Corpus 
uteri uteri Th)'Toid uteri Lung Lung rectum Kidneyt Callbllldder uteri f9.rviX?]14.4 11.6 14,6 ' 23.9 15.2 16.0 27.1 16,7 13.2 22.3 (,,16'.2 _"$ 

Corpus' Corpus Corpus Corpus 
Ovary uteri Stomach uteri ~1~;} Srom:lcn CCiYi.x7 ut~ri Ovary uteri~erv)13.2 9.3 12.1 13.0 14.$ 25.S CIH......D 10.7 15,8 13.7 

·lncid~n,e ra~es per 100.000. age-;djllsrcd ro 1970 US ,Wldltd popubtion. 

tP.. r_.,n. <lr I-I'-rh.n.'e (')(ig;o rnA)' be of any n.~Ct, • 

*R~rc is l:>~••d on f;'wct rh~n 25 CUC9 and ~ilY be &llbjtCt to gr<mr vMia1>ili~ rh~n rht other r"fee wl\i,1\ arc b~sed on Iilrger numbers. 


D.!l source: NC1 Su(Vcill2nce, E;pidemiolopr. and End R""J" Pr<>gnm. \9%. fll997, Amerlc3.n Cancer Society. In" 


subpopulations of this group.: Unforrunately, data on 
national patterns of risk factors and screening for. 
subpollUlations of Asians and Pacific Islanders are not 
currently available to prove or disprove this hypothesis. 
Among all Asian and Pacific :Islander groups combined. 
prevalence rates for tobacco use, chronic alcohol 
consumprion, and obesity arei lower than those for other 

. racial or ethnic groups. How~ver, the prevalence of these 
,risk factors could be further ~educed through targeted 
intervention efforrs. In addic~on, cancer screening rates. 
among Asian and Pacific Islander women could be 
improved. In 1991-1992. Asian and Pacific I~lander 
women had lower rates of Pap test screening and 
mammography and clinical breast examination than ~ 

any other US racial or ethnic, population. )Jg' .A.. 
, ~~, ~ 

~ tf ~. ~ 
,~~, 

Native Ainericans 

The Populat;",: The US census refers to Native 

Americans as American Indians and Alaska Natives, 

and defines them as "any'person having origins in the 
original pe~ples of North Ame,rica, :ind who maintains 
cultural ide1ification through rribal affiliations or 

. community recognition." American Indians and Alaska 
Natives represent more than sao tribes each w,ith unique 
cul~!.1ral, genetic, and sociodemographic characterisrics, 
In 1990. the US census counted about 2.1 million 
American Indians and Alaska Natives living in al150 
States, appro"iniarely one-third on re.. ervation.. and h:llf 
in urban centers. Native Americans comprised about 
'0.8% of the US populadon In 1990. 
Cancer Incidence: Information on cancer incidence 
among Native Americans is only available for American 

20., ... ' .' .. , 
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Percent ofUS Adults ~th Sdected Self- Reported Risk Factors, by Race, Ethnicity, and Sex. US 1991-1992 
% Men % Women 

Asians Asians 
Africa~ and Pacific Native I African and Pacific Native 

Risk Factor Americans Islanders American, Whires Hispanics'" 

Currenr tobacco use 1 3.t9: 20.4 53.7 28:0 24..3 

Chrooi..: alt.:~hol con~umption2 4.3: 2.3 6.9 6.7 5.9 

Overwcight3 2RA: 10.8 33.8 14.8 23.8 
, 

Lack of health c:m: pJan" 22.2: l7.5 33.2 15.1 35.5 

P1P test within the past 2 years 5 -! 
Mammography and clinical 
brc:ast tXllm wirhin the preceding 
2 years: women .50 and older :; 

Americans blandcnI AmcriQnl Whiecs Hiap.nh:,,+ 

21.8 

0.7 

37.7 

20.8 

66.1 

7.5 

'1' 

10.1 

15.7 

58.4 

33.1 

t. 
30.3 

24.8 

61.2 

24.7 

1.1 

21.7 

12.5 

62.3 

15.1 

0.8 

26.5 

32.6 

63.4 

54.9 48.5 tiO.i 57.7 55.0 

+Per;l>n' "f Hi'pa.nic oriKin m:ly be of .ny facc. : 

t Unstable e.tirn~!c b~lcd on leiS th:ln 50 Qbscrv~cium. 


l(')~!" source: Natinn:..! He~rh Interview Survey. tiS. 199., P~r.\on; who have e'er ~Inokcd 100 ,i,~rcr:tc5 Uld ",ho ~T' current smokers, 

JD~r~ S(lll'~": BchaviorJ.! Ri~l< F~ctor SurveiU:ln;;c ~y,;r'lll. 1991-19'1'2, f'cr>OM ""ho ,nn.un"d UO or mOTe dri"k:. d"""e; th. po', m""th. 

;lO~n eour,.: Beh.v;",:..! Risk F3ctof S... r.ciU~nc. Sy~tcm, 1991-1~n. Body fl.h~$ lndc:r (BMll27,3 or greater in ",'.uuen or 27.S or greater in men. 
'Data '.)ute.: BchavlQral Ri.k P.cror Su.....,ill.nc~ S)",tem. 10Ql,"'92~ No <o.'.rog' by i"..........:•. HMO. Or 3Qllcrnmcnr plan. :lLleh 25 Mcdk~r. or Medielid. 

;D:lt~ '0''=: B~b'l\lict:U Ri6k F,,~~"r Survcilbnce ~y,rcrn. 1991 -1992. 1<)1997. Americ.n C~nccr Society, In.:. 

Indians from New Mexico and Aliska Natives. The top 
three cancer sites for Alaska Native men arc lung, colon 
and rectum, and prostate, while the leading sites for 
American Indian men from New ¥e.xico are prostate, 
colon and rectum. and kidney. Colorectal cancer rates 
among Alaska Native men and lcid,ney cancer rates 
among American Indian men are higher rhan those for 
any other racial or ethnic group. The liver cancer rate' . 
among American Indians is also qUite high. but this rate 
may not be very accurate, due to the ~mal1 number of 
liver cancer cases occurring in rhis :racial group. 

Among Alaska Native women, the leading cancer sites 
are breast, colon and rectum, and lung, while among 
American Indian women from New Mexico. breast, 
ovary, and colon and rectum, are the leading sires, 
Alaska Native women have higher Irate$ of colorecral 
cancer and lung cancer than any other racial or ethnic 
group, and American Indian wom~n have very high rates 
of ovarian 2nd gallbladder cancers,l. 

In general, the cancer rates we ha~e presemed for 
American Indians are lower than rhose for orher racial or 
ethnic groups. It is noc known whether these low rates. 
are accurate, whether they are reprcscnrarive of 
American Indians from New Mexico but not other areas, 
or whether they are undercounts of the true~ncidcnce 
rate. Data on :l larger cros~-!:ection: of the American 
Indian population are needed to m?re completely 
evaluare the cancer status of this group. ..I} 

Risk. Factors. Screening, and Access tk Health Care: Native~. 
Americans have very high ratc.s of exposure ro cancer 

: Jt1 
" 21 

risk factors, in particular cigarette smoking. According to 
data. from the 1994 National Health Interview Survey, 
53.7% of Native-American men and 33.1% of Native­
American women reported that they currently smoke. 
Smoking rates for Native-American men are over 50% 
higher than rates among men in other racial and ethnic 
groups. In addition to cancer risk factors, access to 
health care is also a problem for Native Americans, who 
are second only to HisplmicG in their hck of healrh care 
coverage: 33.2% of Native-American men and 24.8% 
of Native-American women reponed having no health 
care plan in 1991-1992. . 

Whites 
The Population: Whites are defined by the US census as 
"persons having origins in any of the original peoples of 
Europe, North Africa, or the Middle East," Whites are 
by far the largest racial group in the US, and health care 
programs historically have been targeted toward chern. 
In 1990, the US census counted about 209 million 
whites, comprising about 84% of the US population. 
Cancer Incidence: The leading cancers among white men 
are prostate, lung, colon and rectum, urinary bladder. and 
non-Hodgkin's lymphoma. White men have higher 
urinary bladder cancer incidence:: rates than men of any 

other racial or ethnic group-almost rwo times higher 

than Hispanic men who have the second highest rates. 


. The leading cancer si res among white women are breast. 

lung, colon and reccum, corpus uteri. and ovary. Breast 

cancer rares,among ~hite women ~re hig~er rhilo those 
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prevalence of chronic alcohol 

for women of any other raciaLor ethnic group. Since . 
most Americans arc whites, trye leading cancer sites for. 
whites are also the leading sires for the US as a whole.. 
RiSk Factors, Scree1ling, andA4ess to Health Care: 
Although whites do not have ~igher prevalence rates for 
robacco usc, chronic alcohol consumption, or obesity 
than other racial and ethnic groups, reduced exposure to 
these risk factors could help to' reduce overall cancer 
incidence rates. Among white 'f'omen, rates ofPap test 
screening and mammography screening with clinical 
brefLst exam are in the same: range: as those: for other 
racial and ethnic groups. White men and women are 
more likely to have a health care plan than individuals 
in other racial or ethnic groups:. '. . 

Hispanics 
The Population: The US Censu~ defmes Hispanics as 
"persons of Mexican. Puerto Rican, Cuban, Central or 
South American} or other Spanish culture or origin, 
regardless of ra.ce." The term ".Qatino" is also often used 
to describe individuals in this group. The 1990 census 
counted 22.4 n:illion Hispanics; comprising about 9% of 
the US population. Due to higH birth and immigration 
rates, the Hispanic population i~ growing rapidly. . 
According to US census projections, by the year 20l0} 
Hispanics will surpass non·Hispanic African Americans 
a& the largest US racia.! or ethnic group, and by the y~ar 
2050,22.7% of the US population are expecred to be 
Hispanic. There are Hispanics i~ every racial group. 
In 1990, the US census reported;' that 91.3% of the 
Hispanic population was white, 5.4% African American, 
1.2% Native American, and 2.1% Asian and Pacific 
Islander, 
Cancer InCidence:, The leading ca~cer sites for Hispanic 
men and women are the same asithose for whites: 
prostate, breast, lung, and colon ~nd rectum. This is not 
surprising since most Hispanics are white. Incidence 
rates among Hispanics for each of these cancers, 
however, are a.t lease 30% lower c'han rates for whites. 
Orher cancers commonly diagno~ed among Hispanics 
include cancers of the urinary bladder and stomach in 
men . 

RisR Factors, mg, and Acceu to Health Care: 
The most striking difference bcnyeen Hispanic,s and 
non-Hispanics wirh respect to their risk factor and 
health care status is that tHispa:nicmen_and~Qm'e.n..:ar.e 
ab'oUttvloi 'ahd-a-h~lhiI!}S.s mor~~.mmf11ian nJinl 
~n:and_w..Qmen_to_reporLhay.ing_noJieaftNl 
~pJan~A 1986 survey suggested thar chis difference 
might be because of the large number of Hispanics who 

ate employed as farm workers or in service occupations 
where health insurance is not . a benefit. 

consumptlon and of obesity is similar in Hispanics and 
non-Hispanics. 

LIMITATIONS AND FUTURE 

CHALLENGES . 

Some of the differences in cancer incidence rates and 

risk factor and screening prevalences among racial and 

ethnic groups may be due to factors associated with 

social class racher rhan race or ethnicity. Poverty levels 

vary considerably by race and ethnicity, with 11% of 

whites, 32% of African American:'!, 32% of Native 


· Americans, 12% of Asians, and 28% of Hispanics, living 
in poverty in 1990. Social class, more than race has been 
shown to predict a person's chance for a good education, 
occupation, income, and living conditions-all related to 
a person's cancer risk' profile. Unfortunately, national 
data is notavailable to evaluate the impact of social class 
on cancer risk. 
A second area of concern relates co the accuracy of the 

available: statistics. The small size of many non-white 
population groups and the methods used to collect data 
may yield coums of cancer cases} risk factors, and screen-' 
ing examinations thar are too high} too low, or simply 

· unrepresent~tive of the group as a whole. 
Despite these limitations, the information that we have 

presented piovides a starting point for future cancer 
comrol effortS. Only when the health needs of aU races 
and ethnicities are considered can we develop the 
prevention and screening progra.ms necessary to reduce 
the impact of cancer on aU Americans. 

Additional Information 
More detailed information on cancer in specific racial 

:and ethnic groups may be found in the: following . 

publications: 

1. American C3llcerSociety. Concer Fam f1nd FigliTtS j01' AfticIJlI AmlTiulII!. 
Atlanta. GA: Amcric:an Cancer Soci(ty. 1996. 
2. Burnansstipanov L. Dresser CM. Native American Monograpn No.1; 
Nwl; ofAmai(01/ indian! lind AitlJlo Noti'1lfS. National Can":r Instirute. 
NIH Publication No. 93-)603, 1993. 

3. Centcrsfoc Diseatie Cormol and Prev~ntion. ChT~Jli( Dijcl1u in Millority 
P"I'"/lllio~s. Ad"n·,.: C.nt<rl for Di.easc Control ~nd Pr!:vemion. 19'i2. 

4. MiUer BA,Ko!onel LN. Bcrn;tein L, ct al. (cds). Ra(ifi/IElhnic P/lturm oj 
C,,"(.'1' i" rhi Umi.d Slfllcs JPflR-J992. NMion41 C~l\ccr lnnhutc, NIH pub.. 

· No. 96-4104. Bethesda, MD. 1996: 
5. Wingo PA, Bolden S, Tong T. ~t :l.L Cmwr Srali;/i(s/OT Africoll ,;meriW/i, 
1996. CA-A Canr.lT jourtln/jor Clillil'if171s 199h;46:113-125. 

22. 
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.~ 

• 
BACKGROUND AND DATA SOURCES • 

The primary measures associated with assessing the impact of cancer in the general population are the • 
•
It number of new cases per year per 100,000 persons (incidence rate), the number of deaths per 100,000 

persons (mortality rate). and a determination of the proportion of patients alive at some point subsequent 
to the diagnosis of their cancer (suNival rate). All three measures are included in this report using data 

•
t from the Surveillance, Epid19miology, and End Results (SEER) Program based within the Cancer Control 

Research Program at the National Cancer Institute (NCt) and cancer mortality data provided by the 
National Center for Health Statistics (NCHS) for the entire United States (U.S.). All incidence and 

•
t 

• 

mortality rates in this report are age:.adjustedto the 1970 United States standard million (see Appendix). 

unless otherwise specified.; Age-adjustment minimizes the effect of a difference in age distributions when 

comparing rates. I . 


•
• 
The SEER Cancer Statistics Review (CSR) containing the most recent cancer incidence, mortality and 


• 

sUlVival statistics is made available by NCI annually. Since 1996, the CSR has been available 

electronically on the SEER Home Page, http://www-seer.ims.nci.nih.gov under "Publications;- The WEB 


• 

page allows for the more timely distribution of the CSR. This CSR includes incidence, mortality and 


• 

survival data from 1973 thrbugh 1994. the most recent year for which complete data are available. 

Incidence data for 1994 appear to be 98 to 99 percent complete. Therefore. caution must be exercised 


• 

when comparing rates for 1,994 with those for previous years. Data are presented for a wide spectrum of 


• 

cancers. The scope and purpose of this review are consistent with a report to the Senate Appropriations 

COmmittee (Breslow, 1988) which recommended that a broad profile of cancer: be !,resented to the 

American public on a routine basis. 	 .

• 
 I 
I 	

. 

Incidence and syrviyal data: The National Cancer Act of 1971 mandated the collection, analysis and 

» 
» dissemination of data useful in the prevention, diagnosis and treatment of cancer.' This mandate led to 

the establishment of the SEER Program. P. continuing project of the Net, the SEER Program collects 
cancer data on a routine basis from designated population-based cancer registries in various areas of the » country. Trends in cancer incidence, mortality and patient survival in the United States are derived from 
this database. i» 

» 	 A sequel to two earlier NCI: programs--the End Results Program and the Third National Cancer Survey-­
the SEER Program was initiated in several geographic areas of the United States and its territories, with t 
case ascertainment beginning with January 1, 1973 diagnoses. The initial SEER reporting areas were 

t 	 the states of Connecticut, I~wa, New Mexico. Utah. and Hawaii and the metropolitan areas of Detroit. 
Michigan; San Francisco-Oakland, California; and the Commonwealth of Puerto Rico. ~ I 

I 	 .'~ 	 tn 1974-'975. the program,was expanded to include the metropOlitan area of New Orleans. Louisiana, 
the thirteen-county Seattle-Puget Sound area in the State of Washington and the metropOlitan area of 

• 
~ 

Atlanta, Georgia. New Orleans participated in the program only through the 1977 data collection year. In 
1978 ten predominantly black rural counties in Georgia were added. American Indian residents of 
Arizona were added in 1980. In 1983, four counties in New Jersey were added with coverage • 	 retrospective to 1979. New Jersey and Puerlo Rico participated. in the program only until the end of the 
1989 reporting year. Two areas of Caliiornia, Los Angeles County and the San Jose-Monterey area •t (Monterey, San Benito, Sar'lta Clara and Santa Cruz Counties) began reporting with 1992 diagnoses. 
Both population-based cancer registries began data collection earlier than 1992 and they have provided 
earlier data from 1988 through 1991 for inclusion in the CSA. The incidence trends and survival data for •8, this report are from five St~tes: Connecticut, Hawaii, Iowa, New Mexico, and Utah and four metropolitan 
areas: Detroit SMSA. AtJa~ta'SMSA, San Francisco~Oakland SMSA, and Seattle-Puget Sound (Fig. 1-1): 
Incidence rates by SEER ~rea including Los Angeles and San Jose-Monterey are shown for the most . 

• 
 recent S-year period along with area-spacific mortality in each section. 


t Data from the nine or elevE1n SEER geographic areas used in this report . repre~ent an estimated 9.5 or 
13.9 percent of the UnitediStates population. respectively. By the endof 1994, the database contained J , 
 I ' 




•• • 

• • • 

• • 

• • • 
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•tI ~ 
information. on over 2 minion cases diagnosed since 1973; currently over 150,000 new cases are 	 ~ 
accessioned yearly. ! 

Areas were selected primarily lor their ability to operate and maintain a population-based cancer reporting 
system and for their epidemiologically significant population subgroups. With respect to selected 

•
11 

demographic and epidefniologic factors, they are reasonably representative subsets of the United States 
population, 

I 	

••
•~ The goals of the SEER Program are: 

1. 	 Assembling and rep6rting. on a periodic basis, estimates of cancer incidence and mortality in the 
United States. 

2. 	 Monitoring annual cancer incidence trends to identify unusual changes in specific forms of cancer 
occurring in population subgroups defined by geographic and demographic characteristics. •

, •3. 	 Providing continuing information on changes over time in the ex1ent of disease at diagnosis, trends in ~ 
therapy, and associated changes in patient survival. 


, ' 


4. 	 Promoting studies designed to identify factors amenable to cancer control interventions, such as: a) 
environmental, occupational, socioeconomiC, dietary, and healt/:t related exposures; b) screenIng 
practices. early detection and treatment; and c) determinants of the length and quality of patient. 
survival. 

I 
I •••

•• • 

The SEER Program is conducted. under contract with nonprofit. medically oriented organizations having 
statutory responsibility for registering diagnoses of cancer among residents of their respective geographic 
coverage areas. Each contractor maintains a cancer information reporting system; abstracts records for 
resident cancer patients seen in every hospital in and outside the coverage area: abstracts .all death 
certificates on which cancer is listed as a cause of death for residents dying in and outside the coverage 
area; searches records of private laboratories, radiottlerapy units. nursing homes and other health 
servlces units which provide diagnostic service to ensure complete ascertainment of cases; registers all 
in situ and malignant nepplasms with the exception of certain histologies for cancer of the skin; records .. 
data on all newly diagnosed cancers, including selected patient demographics, primary site. morphology, 

•
11diagnostic confirmation,extent of disease, and first course of cancer-directed therapy; provides active 

follow-up on all living pa~ients except lor those with in situ cancer of the cervix uteri; maintains 
confidentiality of patient records; submits a computer tape to NCI twice each year containing data on all 
reportable diagnoses of ,cancer which were made in residents of the coverage area. In situ cancers of •
the cervix uteri are not reportable to SEER beginning with 1996 diagnoses. Since 1992, the SEER 
program has coded site,and histology by the Intemational Classification of Diseases for Oncology, 
second edition (ICD-O-2) (Percy et aI, 1990). All cases before 1992 were machine converted to ICO-O-2. 
The primary site groupings used for incidence are found in the Appendix. Follow-up rates are also in the 
Appendix, ! •• 
Mortality data; A public:use tape containing informationon all deaths occurring in the United States by 
calendar year is obtained annually from the National Center for Health Statistics (NCHS). Information on 
each death includes ag~ at death. sex, geographic area of residence, underlying and contributil"!g causes 

••
of death. Only the underlying cause of de:::th was used in the calculation of mortality rates. Numbers and 
the numerators for mort~lity rates for HH; SEER.geographic areas, for each state and fQr the total U.S. 
are obtained from these!tapes. A list of the mortality site groupings used in this publication is in the 
Appendix. 

~umber of estimated cancers and deaths in 19a,z; Projections of the number of cancer cases and 
number of cancer death~ in the United Slates for 1997 have been obtained from the American Cancer 

••Society (ACS). rhe ACS prOjected inci.der:1~eto .1997 based on incidence rates from SEER for 1979-93 II 
and applied by the ACS:tqthe 1997 estimated total U.S.'popul~ti6n (Parker,etal, 199.7). •­
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•
.; 

• 
• fQpulation data: Populatioh estimates are obtained each year from the U.S. Bureau of the Census. This • 
•
• 


year, revised estimates of t)1e populations of U.S. counties were obtained by five-year age group (0-4, 

5-9 ....• 85 and over), sex, a,nd race (including white and black) for July 1, 1994., SEER makes county 

estimates for each state available on the SEER Home Page (http://www-seer.ims.ncLnih.gov) for race 


• 

(whites, blacks, non-white)~ 5-year age group, sex, and year of diagnosis (each year 1973 to 1994). 

Additional estimates can be obtained from the U.S. Census Bureau Home Page. 

• 
U.S. Bureau of the Census (BOC) population estimates for Hawaii were altered according to 

• 
independent estimates developed from sample survey data collected by the Health Surveillance Program 
(HSP) of the Hawaii Department of Health. For Hawaii, the aU races and black populations are the same 

• 	
I 

• 

as those sent by the BOC.' Proportions of thepopuration by different racial groups from the HSP were 


• 

used to generate estimate~ for whites, ~tc. Since the HSP survey was for all of Hawaii and not by 

county, population estimates were not broken down by county. The white population estimates for Hawaii 


• 

provided by the BOC are g'enerallY larger than those generated by the HSP, Since whites in Hawaii 


• 

account for less than two percent of the total white population represented by the SEER reporting areas. 

white incidence rates for t~e entire SEER Program are not noticeably affected. Procedures tor 


• 

calculating rates by race for Hawaii are currently under review. 


. 	 I 

•• 	
LONG· TERM TRENDS. 1950·1994 

While many cancer trends I have inconsistent patterns over time, i.e. at $Qrne times increasing.and at a 	 other times decreasing, the more consistent trends become even more evident when examined over a 
·Ionger period of time. Trends in cancer monality from 1950 to 1994 are summarized by age for all 
cancers combined, excluding and including lung cancer (Table 1-2). These mortality figures are based on •t 	 the experience in the totaliUnited States. 

I 

t Summaries of long-term trends in cancer incidence, mortality and survival are outlined in Table 1-3. The 

t table shows the estimated. number of cancer cases and the reported number of cancer deaths for 1994; 


the next four columns shor-' incidence and mortality changes over the 45-year time period from 1950 to 
t 1994. Both the total percent change and the estimated annual percent change for incidence were based 
t 	 on incidence data from the five geographic areas for which data are available for each of three time 

periods, around 1950, 1969-71 and 1973·74 to 1994. Due to the limited availability of incidence data 
from the early time periods and the change in the composition 01 the non-white population over time, the •t 	 incidence trends are presented for whites only, The estimates for children are for children of all races 
combined in Connecticut ¢nly, Mortality daia are for the total United States and are for whites only for 

•
t 

• 
comparability to the incidence data. The last two columns display five-year relative survival figures for 
patients diagnosed during' two time periods. 1950-54 and 1986-93 and are based on information from the 
End Results program for ~950·54 and SEER lor 1986·93. . 

•• 
Caution should be exercili!ed when interpreting these statistics. Evaluating trends over such a long period 

• 
of time may hide recent c~anges in the trends. In addition, the straight line model fit to the log of the 
incidence and mortality rates and used to calculate the estimated annual percentage change may be 

• 

inappropriate if the trend ~as changed directions or if the rate of change in rates has changed 

dramatically. .: 	 ' 

• 	 SUMMARY TABLES 

•
t 

•• 
While there are detailed t~bles in separate Sections for each of the major cancer sites, information on 
some of the more rare ca,ncers can be found in the summary tables of section I. For a detailed list of 
primary sites, the summa~ tables provide incidence and mortality rates for the most recent S·year period. 
"trends (percent change and estimated annual percent change) from 1973 to the most recent year, 

•• 
median age at diagnosis,:median age at death, and survival rates. THe information is provided by race 
(all races, whites. blacks)! and by sex. 

• 



I 
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YEARS Of LIFE LOST DUE TO PBEMATURE Df::ATH FROM VARIOUS CAUSf.S 

Mortality rates alone gi~e an incomplele picture of the burden deaths impose on the population. Another 
measure which adds a pifferent.dimension is the years of life lost due to premature death from a 
particular cause of death. This provides some indication of the extent to which life is cut short by a 
panicular cause or disease. 

j 

ThiS measure is estimated by linking sex-specific life table data to each death for a particular age.. The 
life table permits a dete'rmination of lhe number of additional years a person would be expected to live at 
any given age. In this report, the ages used in the calculation were in five-year groups with the remaining 
years of life left averaged over the five ages within each age group. These years of life lost are summed 
over aI/ deaths due to a particular cause yielding the estimate of the pers~m-years of life lost (PYLL). 
Also presented is the average years of life lost (AYLL), obtained by dividing the PYLL by the number of 
deaths. Both of these measures can be calculated for any cause of death. 

I 

CANCER PREVALENCf:: 

There are different ways to define cancer prevalence. It could be the number of people who currently 
have cancer. It could also be the n'umber of people who have ever had a particular cancer. Long-te.rm 
incidence and .survillal tates from the State of Connecticut back to 1940 were used to estimate age­
specific prevalence rates for Connecticut for a recent year. The age-specific prevalence rates for . 
Connecticut were applitpd to the total U,S. population to estimate the number 01 Americans who were (will 
be) alive at a specific point in time who were ever c;liagnosed with invasive cancer (but including in situ 
bladder cancer). These prevalence estimates are an attempt to quantify the number of persons in the 
U.S. who have ever had a diagnosis of cancer (i.e., history of cancer). Prevalence estimates in this 
section were calculated based on Feldman (1986). There are several studies currently underway to 
evaluate different methods of calculaling prevalence and the reliability of using data from 9 SEER areas 
back to 1973 or data only for the State of Connecticut back to 1940. Caution should be used in 
interpreting prevalenceiestimates, . 

I 
PROBABILITY OF BEING DIAGNOSED WITH OR DYING FROM CANCEB 

Tables in the Cancer Statistics Review present, for selected cancers, the probability (expressed as a 
percent) of an individual of specified age being diagnosed with the specified cancer within ten, twenty or 
thirty years and within their total ramaining lifetime. Lifetime risks of being diagnosed with cancer and 
lifetime risks of dying fr9m cancer also appear (as percents) in the tables. 

Lifetime and interval risks Qf being diagnosed with cancer: The probability of being diagnosed with 
cancer is computed by :applying cross-sectional age-specific 1992-94 incidence and monality rates from 
the SEER areas to a hypothetical eohon of individuals. This hypothetical cohort, consisting of an 
arbitrarily specified number of live births (e,g., 10,000,000), is considered at risk for two mutually 
exclusive events: 1) developing the specified cancer; and 2) death due to other causes without the 
specified cancer. Thus a standard muitiple decrement life table is derived (with five-year age intervals up 
to age 94 and a 95+ interval) using these two types of events. In each age interval we start with the 

, j 

number alive and free of the specified cancer at the beginning of the interval, and subtract out the 
number who develop tl1e specified cancer and the number who die of other causes among the cancer 
free. The lifetime risk of being diagnosed with the specified cancer is derived by summing all cancer 
cases from age °throu'gh 95+ and dividing by 10,000,000. This calculation does not assume an 
individuallive~ to any particular age, rather it is the sum over all age intervals of the probability of living to 
the beginning of each age interval times the probability of developing cancer in that interval. The . 
probability of developinlg cancer during any time period (e.g., within 10 years of turning SO years of age) is 
calculated by adding up all the cancers in the life ,table over the specified age range and dividing by the 
number of indi.viduals alive andfre~ of the 'specified cancer at:thebeginning of:the period. , .. , .. 
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• 
 For more details on this methodology see Feller et. aJ (1992) and Feuer et aL (1993). One improvement
• 
! 

over past calculations of the risk estimates was made in the population figures for people over age 85 . 

" 
. To improve the precision of our calcuialions. populations for the age groups 85-89~ 90-94. and 95+ were 
obtained by partitioning the 85+ figure i rom the SEER areas by interpolation using figures from the 1980 
and 1990 decennial censuses. The BOC provided populations for these age groups for 1990 to 1994. 

•• 
, . . , 

lifetime risk of dying from Caocer: The lifetime risk of dying from a specified cancer is derived using a 
standard multiple decreme'nt life lable (Elandl-Johnson, 1980) where a person is exposed to the risk of 
dying from the specified cancer and all ;other causes based on mortality data from the SEER registry

• 
 areas. Although the lifetime risk of dying irom cancer could have been derived for the entire U.S .• these. 


• 

estimates were based only on data from SEER areas to allow comparison with the risk of diagnosis. 

estir:pates. 

• I U.S. CANCER MORTALITY RATES BY STATE• 

•• 
Average annual mortality f;ales for the most recent 5-year period are presented for all races by sex for 
selected cancers for all 50 states and the District of Columbia. The rates are per 100,000 and age­
adjusted to the United States (U.S.) j 970 standard million population. The five states with the highest 
rates and the five states with the lowest rales are identified. The sUites are also ranked from highest rate 
to lowest rate for each of the cancers for which rates are reported. The percent difference (PD) between 
the individual state rates and the rate for Ihe total U.S. is given and is based on the following formula: 

iPD ;;;;; 100(Si2te rate· Total U.S. rate)/Total U.S. rate • 
i 

The standard error provided lor each age-adjusted rate is calculated based on the assumption that. for 
each age·specific rate, the number 0; deaths is a Poisson random variable (Keyfitz. 1966) with the 
variance of the age-adjusted rate being a linear combination of the variances of the age-specific rates 
(Snedecor, '980a). The difference beiween each age-adjusted state rate and the age-adjusted total U.S. 
rate Is also tested for stat!stical signiiicanc.; by calculating a Z statistic from the following formula: 

• Z = (State rate - Total U.S. rate)/SE" 

It is recognized that the two rates being compared are not independent because each state is part of the 
U.S.; however, this should not compromise the statistical test since each state represents a small 
proportion of the total U.~. 

The standard error of theIdifference between two age-adjusted rates (SE(I) is given by the following 
formula:· ! . . . . 

• 
•• 

! 

•
• where SEl: and SEu are the standard errors of an individual state rate and the total U.S. rate respectively. 

The variance of each rate, i.e, the square of the standard error. is based on the Poisson assumption. 

• 

.. 
The standard error does 'not represeni lhe tOlal error which may be present in the age-adjusted rate but is 
merely the variance associated with the rates. In addition to this variance, there also exist potential 
biases and errors in the ~eaSUr6m€nt ·.)t the rate which are extremely difficult to accurately assess and 
probably have a differential impact on the error for one state rate versus another. . 

•
• 
Errors in the umeasufem~nt" of death rates ca'n occur in either the numerator (the number of reported 

deaths) or the denominator (the population at risk). Sources of numerator error may include the under 

registration of deaths. Although investigalion by the National Center tor Health Statistics indicates that 
over 99% of all deaths in this country are registered. little is known concerning differentials by geographi~ 
area. age. sex, or race. , . •»

• ­
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Numerator error also cah occur due to misclassifications. These may include misclassification of,race or 
ethnicity and cause of death, Recent research indicates that, for infant mortality, misclassification is 
highest for races other than white or bl2Ck (Hahn, 1992). The exttpnt of racial or ethnic misclassifications 
in death certificate coding, however, remains unknown. 

In coding overall cancei mortality, misclassifications of cause of death would occur in those cases where 
the true cause of death was cancer, but a cause other than cancer was coded (and the reverse). Within 
the subset of all cancer 'deaths, there is the additional problem of misclcissification of the primary cancer. 
It is already known, for example, thaI this is a problem with primary liver cancer (Percy, 1990). 

I 

Denominator errors arise through census under- and over-enumeration in the decennial census (which is 
the base for intercensal ipopulation estimates and population projections). To the extent that any over- or 
under-count is substantial and vari2t)le among subgroups or geographic areas, it may have important 
consequences on death rates. The effect of an under-count is that it decreases the denominator leading 

, to an over-estimation of Ithe true rate. Conversely, an over-count wotJldresult in an under-estimation of 
the true rate. 

In 1980, under-enumeration varied by age group with the greatest difference found for those 80 and 
older, who were under-qounted by about five percent (U.S. Bureau of the Census, 1986). All other age 
groups were either over~ or under-counted by less than 3 percent. For age-sex-race groups. the 
cClllerage was IQwestJor black men aged 4()'49 wheretheunder-couFit was 19 percent. It is thought that 
no improvement was acbieved wiih the 1990 census, and in some instances, under-enumeration may be 
even worse than 1980. 

I 
The impact of any of th~se errors is ihat they alter the counts in either the numerator or the denominator 
which in turn affect the calculated rate, Since the types of error encountered may differ by type of 
cancer, age group, race, sex, or even state, their impact is difficult to ascertain. Caution is recommended i 


; 
when dealing with thosei areas where potential problems may be present.
I 

I In testing the difference~ between the to\al U,S. rate and the rate for each state'and the District of 
Columbia for a given cancer, it was necessary to consider the large number of statistical tests that were 
performed. because it would be expected that some tests are significant dl.le to chance alone. To . 
account for multiple corrlparisons, the overall significance level was chosen such that the probability, that 
at least one comparison:would be significant is 0.01. Furthermore, based on one of Bonferroni's 

I inequalities (Snedecor. 1980b). the significance level for each individual comparison was set equal to 
I 

t 
i 0.01/51. where 51 is the number of comparisons made for each type of cancer. Thus, any individual 

comparison with an associated p value less than 0.0002 was considered to be statistically significant. 

Caution must be exercised in assessing statistically significant differences. Some states may have rates 
I • 

that are very close to the total U,S. rate, but because of their large population, the difference between 
their rate and the total U.S,. rate is fO\Jnd to be statistically significant. On the other hand, some smaller 
states may have rates tliat differ substantially from the total U.S. rate, but because of their relatively small 
population, the differences are found to be statistically nonsignificant. 

If the percent difference between the tWQ rates is small, there may be 'some qiJestion as to the 
importance of the differenCe. It is diHicult to,specify a percent difference below which there would be no 
concern because the relative difference observed will be a function of the magnitude of the rates 
involved. It may also belof value to consider Ihe size of the absolute difference between a state rate and 
the national rale in assessing the importance ot a statistically significant difference. To further assist in 
the interpretation ofthe data, the tables are footnoted to indicate absolute differences greater than 5, 10 
or 15 percent, depending on thE: magnitude ofthe cancer rates. 
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It i.s importantto note that Icomparing individual state rates with the toteil U.S. rate and assessing 
statistical significance is npt an appropriate procedure for assessing geographic clustering of state rates. 
Identification of states whi~h may represE:nt regional clusters of high or low rates would require additional 
statistical and graphical analyses. 

For a number of cancers, ~he District ot Columbia is found to have the highest mortality rates. It can be 
argued that it is inappropriate to compare cancer rates for the District of Columbia with those from the 50 

.States because the District of Columbia is a predominantly urban area whereas states are comprised of a 
combination of urban. sutiurban. and rural areas. Mortality rates for many cancers are higher in urban 
areas. Also, the District o,f Columbia has a higher percentage of blacks (about two-thirds) than any state, 
and their higher mortality rates for several types ofcancer elevate the overall rate for the District of 
Columbia. 

INCIDENCE AND MORTALITY TIME TRENDS 

• Graphs depicting time trend lines are inCluded for most of the individual cancers. Trend lines were fit 
using polynomial regression oi the form .• 

I 

Y, =Bo + S,x + ... + B"x
n

•• 
I 

where Yx is the 'rate in year x. 
. ; 

First order polynomials fit: a linear trend representing either a constant yearly increase or decrease. or a 
trend which is basically lIat over the years involved. Second order polynomials may fit a trend whose 
function may increase or .decrease to some maximum or minimum point in time before changing direction 
or whose rate of increas~ or decrease may not be constant. Polynomials higher than second order fit 
trend functions which may reach several maximum or minimum points. The correct function is 

••
•.. 
•• 

determined by whether the addition of a higher order leads to a significant value for the coefficient, B, 
associated with that particular order (i.e., a trend is second order if and only if the term B2 is significantly 
different from zero). Trend lines were not ii! ior some cancers when annual rates showed substantial 
variation due to small nu~be(s ot cases in the numerator: Most of the trends were fit with either first or 
second order polynomial functions. 

INTERPREIATION OF CANCER STATISTICS.. •• In reviewing the various cancer incidence, mortality, and survival statistics provided in this report. the 

II reader should be aware thai a numb~r of factors may affect the interpretation of many of these statistics. 

Survival rates for all cancers combined: The mix of cancers is changing over time as the incicience of . 
some cancers increase arid the incidence of others decrease. Thus, the relative contribution of a specific -
cancer to the survival rate for all cancers combined may not be constant over time. Because survival 
rates differ by form of cancer, the overall cancer survival rate can fluctuate even when the survival rates 
for individual cancers remain unchanged, Ii is possible to adjust the survival rates for all cancers 
combined for a calendar period based on the relative frequency of each cancer for some specified 
reference period: however. rates adjusted in this manner have been found to differ by only a small 
amount from unadjusted: rates..In the future, such an adjustment may become more important if there 
are substantial changes ,in the incidence of various cancers. 

Early detection/screening: A factor that may lead to an'artifactual increase in patient survival as well as 
incidence for a specific cancer is Ihedetection and diagnosis of cancers earlier than otherwise expected. 
These changes can occ~r subSequent tc· the introduction of a new procedure to screen subgroups of the 

, ., I 

'. ,I,', 
, , , ~ 

I 

.1 
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population for a specific cancer and need not be related to whether or not use of the screening t~st 
results in a decrease 16 mortality from Ihat cancer. As the proportion of cancers detected at screening t 
increases, presumably as a resul! of increased screening of the population, patient survival will appear to 4 
inc~ease. The addition,al survival associated with the time between a cancer being diagnosed by a 

screening procedure and the tinle at which Ihe cancer would have been diagnosed in the absence of 
 •screening has been termed "lead-time" (Zelen, 1976) and results in an artifactual increase in patient 

survival. Screening for breast cancer has been demonstrated to result in increased survival over and 
 • 
above that resulting frdm "lead-time" alone. Screening for breast cancer has been demonstrated to 4 
reduce breast cancer mortality. The benefit of screening is being stUdied for some other cancers. 
Screening may also re~ult in a decrease in survival rates for invasive cancer if the screening procedure • 
consistently detects a cancer in a preinvasive phase. In this case, length-biased sampling (Zelen, 1976) t 
may be operating and, if so, will result in those cancers that would have had a relatively good prognosis 
had they progressed to invasive disease being preferentially detected in a preinvasive phase. There is, • 
therefore, the posSibilitY of a systematic elimination of invasive cancers that would have had a relatively t 
good prognosis. If this: occurs: Ihe mix of cancers that are not detected at screening and do progress to C 
invasive becomes less:prognosticelly iavorable resulting in a temporal decrease in survival for patients 
with invasive cancers. !This latter eHeci of screening on patientsurvivaJ may at least partially explain 4 

. survival trends for cervIcal cancer. .Other possible cancers affected include breast, c%n, rectum and 

•
C 

prostate. 

..Changes in.cUagnostic.Criterja: Early detection of cancer resulting from screening andlor earlier response 
to symptoms may result in the increasing diagnosis of small (early) tumors prior to their becoming life • 
threatening. This may have thE: effect of raising the incidence and survival rates with little or no change in t 
mortality rates. Breast; colon, prostate, cervix uteri, bladder and skin (melanoma) are some of the 
cancers most likely to be aHec!ed. •, 4I 

I 

4Technological advanceS in diaanostic prOCedures; Temporal trends in survival for patients with specific 

cancers by stage at diagnosis as \,','ell as temporal trends in distributions of stage at diagnosis are not 


•• 
•
tpresented in this report However, it is possible that the reader might compare survival by stage and 

stage distributions giver here .... ith those for earlier time periods as provided in previous reports. Thus, it 
is necessary to comment on the ef1ect of technological advances on the diagnosis and staging of cancer. 
The probability that a patienl's' cancer wilt be assigned to a particular stage may change over time due to 
advances in diagnostic:technology. Utilization of new technology can give rise to a temporal 
phenomenon known as stage migration. Stage migration occurs when diagnostic procedures change 
oller time resulting in an increase in the probability that a patient's cancer will be diagnosed in a more t 
advanced stage. For e~ampl€:, certain distant metastases which would have been undetectable a few 
years ago can now be diagnosed by a Computer Tomography (CAT) scan or by Magnetic Resonance 
Imaging (MRI). Therefore. some of the patients who would have been previously diagnosed as having 
cancer in a localized or;regional stage 'Nould now be classified as having cancer in a distant stage. Thus, 

••t 
the likely result WoUld be to remove the worst survivors from the localized and regional categories, Le. 

• 
•• 
tthose with previously undetected distant metastases, and put them into the advanced stage category. As 


a result, the stage distribution for a cancer may become less favorable over time, but the survival rates 

for each stage categorY may improve. The latter occurs b~ause those patients shifted from early to 

advanced stage ffkely h,ave poorer SUr/ivai than ear1y stage patients, as indicated previously. but better 

survival than advanced!stage patienis as identified in past time periods. However, overall survival would 

not change. This has been referred to as the "Will Rogers phenomenon" (Feinstein, 1985) and is an 

important concept to understcnd when examining temporal changes in survival by stage as well as 
 •temporal changes in stage disl,-ibulions. Trlis phenomenon could affect staging for virtually all solid 

~mors. I . 


Eyolution of stage classificatioos: The American Joint Committee on Cancer has produced a new staging 

classification for many cancer5 every few years. The e\fOlution of such classifications reflects the 
 • 
identification of new prognosiic iacrois which may influence choice of treatment. Because the SEER •
Program collects data o;n extent of disease rather than some determination of stage specified in the •• 
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medical record, changes in ~tage deiiniiions should not produce stage shifts as long as the detafled data 
on extent of disease are included in the medical record. For those cancers for which new prognostic 
variables are introduced int~ staging. such that previously collected detailed data on extent of disease 
cannot be collapsed into stage categories, there can be problems in assessing temporal trends in stage 
of disease. It is only possible to determine what effect changes in staging have had on stage-specific 
survival and stage distdbuti9ns by reviewing the evolution of staging for a given cancer. One reason for 
using the historical categories of localized. regional and distant is that these categories have been fairly 
comparable over time. ' 

I 

l 


Interpreting relative survival rates: The relative survival rate is the ratio of the observed survival rate to 
the expected survival rate for a patient c;ohort. The expected rate is based on mortality rates for the total 

population taking into account, as appropriate. the age, sex, race. and calendar year of diagnosis of the 

patients. It is assumed that the presence ot cancer is the only factor which distinguishes the cancer 

patient cohort from the gen~ral population, with the relative survival rate indicating the probability that· 

patients will escape death due to causes associated with their diagnosed cancer.' In some cases, there is 

a factor related to the risk of a cancer which is also related to the risk of dying from causes unrelated to 

the cancer. An example ofisuch a factor is smoking. Smoking is a major risk factor for lung cancer, and 

therefore, a cohort of lung cancer patients is going to consist of a much higher proportion of smokers than 

the general population. However, smoking is a risk factor for other diseases resulting in smokers having 

a shorter life expectancy than non-smokers. Expected survival rates for lung cancer patients based on 

the general pqpulation will be unduly optimistic for this reason and will result in relative rates which are 

lower than they should be .. The problem cennot be easily corrected because life-tables for smokers and 

non-smokers are not readily available. 'The possibility that expected rates may not be appropriate for a 

given patient cohort should. also be considered when examining relative survival rates for patients with 

cancers of the cervix uteri or breast. because the risk of these cancers has been associated with 

SOCioeconomic status (Baquet. 1991) which, in turn, may be related to life expectancy. 


Comparison with other databases: The SEER data are obtained from population-based cancer registries 
covering about ten percent of the United States population. It is sometimes of interest to compare cancer ,i 
statistics for SEER areas ..~ith those from other registries both in the United States and worldwide. In I· 

I, 

making such comparisons; it is essential that the factors considered above be carefully considered for .} 
I 

both data sources. In addition, completeness of case ascertainment. fUl~s used to determine multiple 
~: 

primaries. follow-up, and rtlles used in assigning and coding cause of death should be assessed along t 
with the sources and procedures used in oDlaining population estimates. Depending on the rates being { 

compared, there could be other coniounding factors Which should be adjusted for or otherwise 
~ 

i 
considered. ·'t

i i 
I 1 

It is sometimes interesting' to compare survival data for cancer patients in SEER 'areas with that from· I: 
l' 

clinical trials. This must be done with great caution. Survival data from clinical trials may have been ; 

,obtained from a patient population thal is different from patients diagnosed in SEER areas in regard to 
prognostic factors for the cancer in qUestion. Any survival comparisons would have to adjust for such 

. differences. Also, it is ne~essary to verify thai the methodology used in computing survival rates is the 
same for both data sources. Patients from clinical trials may differ from patients diagnosed in SEER. 
areas in regard to characteristics that rnay be related to survival but are not recorded in either database. 
If this were true for a given CanC<3f, it would noi be possible to make valid comparisons of the type 
•. I 

dIscussed here. 

Errors in data collection: in the process 01 registering cancer patients, errors in abstracting and coding 

the data including demogtaphic information, cancer site and/or histology, extent of disease, treatment, 

and patient survival may be made, Quality control studies are periodically carried out to detect and 

correct this type of error, ~ut no attempt is made here to Incorporate this source of error into the variance 

estimates of cancer rates:eported here. 


Comparison of tbis report!witrl previous reoorts: The cancer registries that participate in the SEER 
ProgramsubrTljt data on ~II cancers diagnosed in their coverage areas.to ,the National.Cancer Institute 
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each year. Because at the dynamic nature of the registries' data bases, it is possible that the numbers of 
cancer cases in a particular race·sex-age-cancer category may change in a calendar year for which data 

! have already been reported in a previous publication. One possible reason for this is that additional 
cancer cases that were previously overlooked for a given calendar year may be found and reported to the 

j1' , , central registry. A second reason relates to follow-back of cancers diagnosed by death certificate only. 
Successful efforts to establish the dates of diagnosis for such patients will change 'the number of patients•!, 

I! reported in a given year. A third reason relates to possible code changes that may occur when a patient 
! 
I dies. For example, information on race is generally available on the death certificate and may be used to 

update a previously unknown value. A fourth reason is the elimination of duplicate records for. the same I patient, often due to n~",e changes or misspellings. 

I 
This discussion has a<!jdressed issues thai may result in a recent report having a different number ofI cases for a given time period !han in an earlier report with its resulting effect on incidence and possibly

I survival rates. Populapon eSlimateo5 may also change from one report to another for some calendar 

I! 

, years. This occurs becaUSe the NGI receives population estimates which are regularly updated by the 


Bureau of the Census.! For example. previ9US population estimates for the nine years following the 1980 

census were recently ~eplaced with improved, new estimates controlled to population counts now ' 

available from the 1990 census. Such changes may result in some differences between incidence and 
mortality rates for a caiendar period as published in two different reports. .Iii , I1,;: 

iL I ,
p,: 

' 

i STANDARD ERRORS OF RATES
ti: 
I
\!. " " 

I" Survival rate~: In the tableS presenting survival rates, the reliability of the rates is indicated based on the 
:j!: 
, , magnitude of the standard error. In add,ilion. if there were fewer than 25 total diagnoses in the first 

interval of the life table :constructed to calculate survival, or if all cases became lost to follow-up within an 
interval. a valid survival rate could not be calculated, as noted in the footnote. 

The standard error (SE) of a relative sUNival rate is obtained as follOWS (Ederer, 1961): 

where CF\ is the t year relative survival rate, q, is the probability of dying in year 1. e, is the effective 
number of patients at ri$k in year'. and d, is the number of deaths in year 1. The subscripts 2 through t 
refer to subsequent years after diagnosis. 

rn~idence and mortality 'rates: The standard errors orage-adjusted incidence and mortality rates are 
often not specified. HO'vvever, the reader can approximate the standard error of a particular incidence or , 
mortality rate by the foll.::>wlng formula tor the standard error of a crude incidence or mortality rate (Keyfitz. 
1966): . 

SE(rate) ::!! ratel[eventsrn 

where events refer to the number of cancer diagnoses associated with·an incidence rate or the number of 
deaths associated with ~ mortality rate, ' ' " , 

i 

Appendix Tables A-1 an1 A-2 provide numbers of cancer diagnoses within SEER and numbers of deaths 
in the total U.S.• respect\vely, by race and sex for the most recent five-year period. These can be used to 
obtain approximations of: the standard ~rrors for associated age-adjusted rates for the same time period 
using the above formula., To approximate the standard error for a rate for a single year the number of 
events is the number of c;iiagnoses or deaths divided by five. ' 

! 

"'l 
'~ 
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DEFINITIONS 

. I 
Several technical terms are used in presenting the data in this report. The following definitions are 
presented here in an attEfmpt to clarify their use to the reader. 

1Dcidence rate: The cancar incidence rats is the number of new cancers of a specific siteltype occurring 
in a specified population:during a year, expressed as the number of cancers per 100,000 people. It. . 
should be noted that the numerator of the rare can include multiple primary cancers occurring in one 
individual. This rate cani be computed ior each type of cancer as well as for all cancers combined. 
Except for five-year age-specific rates, all incidence rates are age-adjusted to the 1970 U.S. standard 
population or to the world standard (see below). Rates are for invasive cancer only, unless otherwise 
specified. ' 

I . 
Mortality rate: The cancer mortality rate is the number of deaths with cancer given as the underlying 
cause of death occurring in a specified population during a year, expressed as the number of deaths due 
to cancer per 100,000 pJople. This rate can be computed for each type of cancer as well as for aU 
cancers combined .. Except for age~specifjc rates, all mortality rates are age·adjusted to the 1970 U.S. 
standard population or td the world standard (see below). 

Age-adjusted rate: An age-adjuSied rate is a weighted average of the age-specific cancerincidence (or 
mortality) rates, where tHe \... eights are the proportions of persons in the corresponding age groups of a 
standard population. The potential confounding effect of age is reduced when comparing age-adjusted 
rates computed using the same standard population. For this report. the 1970 United States standard 
million and wond standard million populations are used as the standards in computing all age-adjusted 
rates. 

Eercent Change: The percent change in rates over the entire time period covered by this report was 
obtained by calculating the aVerage of the 1973 and 1974 rates and the average of the rates for the most· 
recent two years, subtracting !rle lormer from the latter, dividing the difference by the former, and then 
multiplying by 100 to con1ven the. number 10 a percent. Percent changes are also provided for two five­
year periods, 1975-79 arid the mosl recent S-year period. 

Estimated Annual Percent Change: The Estimated Annual Percent Change (EAPC) was calculated by 
fitting a regression line I~ the natural iogarithm of the rates (r) using calendar year as a regressor 
variable, i.e. y =: mx + b where y "". Ln r and x = calendar year. The EAPC -= 1 00* (ell'> - 1). Testing the 
hypothesis that the Annufll Percent Change is equal to zero is equivalent to testing the hypothesis that 
the slope of the line in the above equatic,1j is equal to zero. The latter hypothesis is tested using the t 
distribmion of m/SEm wil~ the number of degrees of freedom equal to the number of calendar years 
minus two. The standarq error of m, Le, is obtained from the fit of the regression (Kleinbaum, 
1988). This calculation assumes that the rates increaseq/decreased at a constant rate over the entire 
calendar year interval. The validity 0: this assumption was not assessed. In those few instances where 
at least one of the rates ':'as equal to zero, the linear regreSSion was not calculated. Because the . 
methods used in 1heir cal~ulaljon are not directly related, it is possible that the signs of the PC and the 
EAPC may disagree, and this ,:,o::urs in a ie:w instances in the tables presented. The differences 
between incidence and fDO:1aliiy trends for the time'period 1975-79 versus those for the most recent five- ' 
year period are tested fo~ statistical significance using a t statistic with six degrees of freedom defined as 
the difference in the regression coetlicients divided by the standard error of the difference (Kleinbaum, 
1988). i . 

Qbserved survival rate: The observed survival rate is obtained using standard life table procedures and 
represents the proportion1oj cancer patients surviving for a specified length of time after diagnosis. 

Belatiye survival rate: Th:e relative survi';!aJ rate is calculated using a.procedure described by Ederer, 
Axtell, and Cutler (1961) wher~by the obseiVed survival rate is adjusted for expected mortality. The 
relative survival rate reprfisenls lhe li~elii;1ood that a patient will not die from causes a.ssociated 

" " . 

I 
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i . 
specifically with their can~:er al some specified time after diagnosis. It is always larger than the observed 
survival rate for the same ,group of patients. 

f ' 

. Standard error: The stan~ard error of a rale is a measure of the sampling variability of the rate. 

Person Years of Life Lost:: The Person Years of Life Lost (PYLL) was calculated as follows. For each of 
the individuals who died of 2. particular cancer of interest. it was possible to obtain, the number of 
additional years they were1expected to survive conditional on their survival to the age at which they died 
of their cancer. This cond(tional expectation was obtained from life tables for the United States 
population available from the National Center for Health Statistics. The PYLL in the general population 
aSSOciated with a particular cancer is simply the sum of this conditional expectation over all those 
individuals who died of that cancer. 

I . . 
Average Years of Life 1,,251: The Average Years of Life Lost (AYLL) associated with a particular cancer is 
the PYLL associated with that cancer in the general population divided by the number of deaths from.that 
cancer in the general population. . . 

Stage of Disease at Diagnosis: Localized - an invasive neoplasm confined entirely to the organ of origin. 
Begional - a neoplasm thai' has extended beyond the limits of the organ of origin directly into surrounding 
organs or tissues; into regiynallymph nodes; or both direct extension and regional lymph node 
involvement. Distant· a n~oplasm that has spread to parts of the body remote from the primary tumor 
either by dIrect extension 0'[ by discontinuous metastasis. Unstaged - information is not sufficient to 
assign a stage. 
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figure IV-10 
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Table V-1 
CERVIX UTRRI CANCER 'Invasiye' -I 

o 
"­

TRENDS IN SF-58 ~NCrQENCE AND U,S, MQRTALr~Y, BY RACe AND AGE 	 N 
U1 
"­AIL Races. Females 'fihi te FeJII.a1es BlaclLk~emales (,I) 

A1L__ .<5~ ...~ All. _~ SQ+---.All <50 50 .. -I' 

lNCtDBNCE fRENDS 'expressed in cercentsl§; .... 
! 97)-94 U1 

All Ages ....
Percent Change (PC) -40.6 -34 .7 -45.6 -39.5 -26.7 -49.4 -58.9 -61.1 -'57.4 "'"' Est. Annual PC (SAPe) -2.h -LIi", ·2.9 .. -2.1 ... -1.2. -3. Oolt -4.3 .. -4.3 .. -4.4~ 

Onder 65 
Percent Change (~C) -38.1 -36.1 -51.5 
Est. Annual PC (EAPCI -2.0. -1.8<l -4.1. c..o 

~ 
____ 0 . 

._--' I ­-----.c--.,.---65-and-over -.. -~----
(PC) ~'19. 0 -51oJ -62, 
(1",PCI 3. J .. -3.1- .\ 09 ... "'"o 

.", 

1.9l!i..:.1.:'-_·_1"),L...1.l.G.L'l:; W 
P~~c~nt Change «11CJ ~1J . 3 -ll 4 1·1 . ') ~H.7 l J ' 1 -16.1 -17 .) -lS ') ·18. I) I ­

I3s 1':'. IH)f"\t..Fi 1 eJe (f~l' PC 1 -~ 0 J .. ), S , ~~) , L ~ - ..1 . ~~ ... .1) . 7. -5. (,.It -5.4 ,-4 (j .9 t.D 


I-' 


PC) -7. G l; : (; -il.'! -7.6 ~, , -'10.0 -16.9 . i,l .. J. J . (. 

C;,,'C) ;>.H. - '-- . S' '- ') - ,\ {I: -:, . I. (, ) . (, ... (. 7 - S " I. 


~IORTALr'l'Y TRBI'>'DS lexpresseri in percents) (j: 

.l<J73-94 
All Aqes 0 

Percent Change (PC) -44.5 -J6.5 -47.8 -43.1 -30.3 '48.1 -5L.9 ()
-5.3.8 -51.2 1:"'4 

Bst. Annual PCIHAPC) -2,S. ~ l. 9. ,3.2", -2,7. ,.1.4", -3.h -l. lit -3.4"1 -3. J. ;... 
I 

UndeL' 65 	 Z 
()Percent Change (PC) -42.1 -J9.8 -54.6 .... 

Es t .. Annua 1 PC (SAPe) ·2.5", -2.3* -J.5.... I 
'4 ....65 snd over 

Percent Change (PC) -48.1 -49.J -46.4 ::t: 
Est. Annual PC (EIIPC 1 0 -3,)"1. -J .4. -3.0. 

l~25-72 - .MoI. ll~m.s: 

Percent Change IPC) -14.1 -11.8 -).5.0 -13.9 -11. ~ -14.7 -15,3. -12.6 -L6.2 

fis t. i\n r.ua ) PC 'RAPC) -4.8. -4.6 -4.9" -4.h -4.6 -4.8. -5.4. '5.0.. -5.6. 


122Q-2~ - AL~ A~SS 
Percent Change (PC) -403 -3.6 -4,6 -J. 0 -2.4 -3.3 -6.9 -7. e -6.5 
Est. Annual PC (SAPe) -1.5 •• -:1.4<> 1.6",. -1.0. -0.9 -1.1+. -2.9 -3.3 -2.7 

The Est, .Annllal PC is the Estima.ted Annual Percent Change (ETlI'CI ovec the time .interval . 

Ii .S'BER Program. 


. 6 NCHS public use tape . 
.. 	 The EAPC :is slgni[icantly different from zero 11>".(5) .. 
The EAPC for 1990-94 is s gnificantly different from the EAPC for 1915-79 (p<.OS). ~• oo 	 The EAPC for 1990-94 1s s gnificantly di fferent (rol!1 the &AFC for 1915-19 (p<.10). ......
Stati.stlc cOll1a not be ca cll1ated. 	 -e 

o " 
N 
-e 
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o ... CERVIX UTERr CANCER I Invasive! 	 -8 
"'­

S~RB INCID&~CE§ AND U.S. MQRTALITY6 RATES. AGE-ADJUSTED AND AGE-SPECIFIC BATHS. BY RACE 	 "" tI> 
"'­
<0 

___~______.lncidence§ us 14ortalitv6 -I 

___________-'ALl!..J1L-'Rwa..,c...'eJL~j~IMles tolbite Pemales Plack Females All RaceS. Females It/bite PeJ!lales Black Females 

....
AGE-SPBCIFIC RATES. 1990-94 	 tI> 

AGE AT DIAGNOSrS/DBA~H: 	 .... 
0-4 0.0 0.0 0.0 0.0 0.0 {J.O 	 ~ 

5-9 0.0 0.0 0.0 0.0 0.0 0.0 
10-11.1 0.0 0.0 0.0 0.0 0.0 0.0 
15-19 0.3 0.2 0.6 0.0 0.0 0.0 

~.20-2' 2.5 2.5 2.6 0.2 0.2 0.2 (,.J 

25-29. - 6. ~- 6.:7 _ 6.4 0 ..8 . - - _ .0.. 7 __.LL. _____ . __9 __ 

)0-3·\ U ,(, ,2 1 .10.6 2.() \ ,9 
.... 

"' J .1:::'") ::.-:, ') 	 14·. [: t Ii. ·1 :1 r, . ;~ j.) ) , tl ~; .7 
o 

.1 f) ':'1·\ 15.7 t-l . 5 23.1 4 ~ 11 3.& e : 2 t,,,,,} 

';-19 	 J6 _& 1S.'; 22.9 :'.6 C9 ] 1."1 
'-' ....50-:.4 	 If.,7 15. J 22.9 ';.5 5.6 l).7 
(0 . 

5~~-:,9 16, l, 14.0 21.4 7.0 6. I '\'\.-\ .... 
(;0- (,·1 J 11 ••\ 1 Ii.-\ /.~~iJ .,. S t: . 2 n.D 
(.5 - (;!) . )13, G 1';.2 ) 2 .~) B.O (..7 1.0.<) 
7(,-7-! J S . I) t:}. I; /,,\ , /. ~I • 0 7. ,) :'.l _ J 
75-79 16.2 1) .9 40.) 9.5 a.l 23.7 

80-84 18 .2 15.9 46.4 11. 8 10.' 1 )2. (; 

65+ 15.0 12.0 46.7 12.6 '11 . 1 30.1 

0 
t"" 
C)AGE-ADJUSTED BATES. 1990-24 ;...

ACE AT DIAGNOSIS/DIATH: I 

All ages 8.J 7.7 12.2 2.9 2.5' 6.) Z 
C) 

Under _65 7.4 7.0 9.7 2.2 1.9 4.4 ...... 
65 and Qver 16.6 14.7 34.4 9.3 8.0 23.3 

I 
Z ...... 
~ 

IIll ages (',..arid std.IE97.8 7.J 10.9 	 2.5 2.2 5.4 

§ 	 SEER Pr~ri'lm. Rates are per 100.000 and are age-adjusted t.o the uno u.s. standard population. except ...!here no1..e<1. 
6 	 NCHS public use tape. Rates are per 100.000 and a;.re age-adjusted to the 1970 U.S. standard population. except II,herc t§

noted. o 
{1) 	 ....Rates are per 100.000 and are. age-adjusted to the lIIorld standard pOpUlation. 
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o 
-8 
"­

SEBR [NCID3NCBIj AND U. S. I(QRT!;L!'fX6 Illt'res. lIGB-J\OOUSTBD BATES. BY ..~ACE AND.~ 
N 
CJI 
"­

All Races. F"Clales I\'hite Fema'e" Slae'" females (0 

::A1~",50_50+ All <~ 50... /;11 <50___ 50+ -I 

SEES I~CID~~~ R&~~S 
YBAR OF DIAGNOSrS: I-'

197) VI.2 a.7 31.2 12.8 7.6 26.9 29.9 17.9 66.6 til 
1974 12.7 7.6 29.6 11.6 7.0 2S.1l 25.2 . 12.0 65.7
1975 12.': I-'7.3 211.2 H.l 6.7 24.6 1.7.9 13. ) 73.2 ....1976 11. 51 7.2 26.6 10.8 6.7 23. 6 24.6 1:2.0 61. 6

197'l 10.9 6.4 24.7 9.8 5.7 22.2 23.0 12.4 55.4

1978 10.5 6.3 23.5 9.5 5.6 20.7 19.9 9.) 52.8.

1979 10.6 6.6 23.1 9.2 5.8 l!I.7 23.5 12.0 59.)

1980 10.2 6.1 22.7 9.1 5.5 20.) 19.0 10.0 46.6 

L9Ill 9.0 5.5 19.7 8.0 5.0 17.3 19.1 10.1 47.0 Dl 
1982 8.9 5.4 19.7 7.9 5.1 16.4 L7 .6 7.6 49.4 I:.> 

·0-­1983. ·8 Al 5,6 18.-6 . -9.1 . 5; 2' 16.9 lS:'2 8-:9.--. --)lr,S-
I-'1994 9.2 6.1 111.7 8.3 5.. 7 16.« 1.7.1 . 9.7 41. 0 

l.985 I:i.S 5.3 H.·t 7:6 S.l. lS,j 1.5.9 6.8 .:3.(1 "' ­
J.913(~ 9.0 :; . 9 18.5 8 . :j 5, ~I :15.9 lS.2 -, . ~ · '/ o 
1911"1 e.'J ~, . ~ )7 .• \ 7.4 5. ~! 1·) . ,) 15.2 6.6 · ., '" 19.iO 8.0 6.0 ; 7. G :l.0 5.6 • 15. L 1" . /).0 .2 
J 9 fI'J 0.9 5. y ~o.o 8.J 5.9 15.7 U.2 5.9 .'/ ,...
J 9~O 8.9 I; . :> L7.7 8.) 5 9 is.,) n. (; ··f. ? · :I <.0 
199 L 1) .•1 ::' .3 1. 7. tj 5. t t5.5 ]).4 Q ~ ~; .2 

~.' w 

., .., ...... 
19 9:~ (l. ) :,.5 1.6 7 7.1J 5 ..\ L5.2 il.f) "I. 1 .1 

1.:19) 0.2 (-) , " :> 1(, ::; 'J . 6 :; 11 L ~\ , 6 : 1. . ,) (. ". · )

J:l ~l! '1.11 ,', . I. lO.G 7.:1 S.O i I . ) 5 ~ .1.1") " 
19'~}O-~·~ lI.J S S U;. :) 7.. 7 'j. 11 1.5.0 I.? 7, 6 5 · (; 

IJ. S. ~QBIlll,l:rx RA:ra,s
YEAR OF PBATH: 


197) 5,2 2.0 1'>.0 4.4 1.6" 12.9 1) .1 5.0 17.9 

1974 5.0 L.9 14.6 4.3 1.6 12.9 H.7 4.6 3), 6 
1975 4,6 La 13.4 L'J L'- 11. 6 11. i. 4.2 )2.1 t"" 

o 
1976 4.5 1.6 l3. 4 3.9 1.4 1l.S 10.7 3.6 32.4 (") 

1977 4" .1 1.5 12.3 ),5 1.2 10.6 lU,l 3.7 )0.0 > 
t978 4.0 1.6 11. 6 3.4 1.:; 10.0 9.6 3.'> 28.3 I 

Z1979 3.6 1.4 11. 2 ).) 1.2 9.8 1l.1l ).) 25.1l (")1980 3.7 1.S 10.6 3.1 1.2 9.1 6.9 3.4 25.9 .....
1981 ),6 1.4 10.5 3.1 1.2 9.0 6.2 2.7 24.9 I 
1962 3.4 1.3 9,8 2.9 1.1 8.3 8.1 2.7 24.6 Z .....1963 .).3 L3 9.6 2.1'1 1.1 e,) 8.1 2.9 24.J 
1964 3.3 1 . .3 9,2 2.8 1.1 7,8 1.6 2.9 22.1 ::r:: 
1965 J.! 1.3 6.9 2.7 1.1 7.6 1.3 2.5 22.)

1906 3.2 1.3 '9.9 2.7 1.1 7.5 7.7 LO 22.2 

1987 3.0 1.3 8.3 2.6 1.1 7.1 6.8 2.7 19.6 

1988 3.0 1.J iI.J 2.1i 1.1 7.0 6,7 2.2 20.6 

1999 LO 1.) 6.2 2.5 l.l 6.6 7.1 2.4 21.5 

1990 3.0 1.3 8.3 2.6 1.2 7.1 6.4 2.5 18.5 
1991 2.9 1.3 6.0 2.5 1.1 6.7 6,4 2.3 H.B 
19'J2 2.9 1.3 1.9 2.S 1.1 6.6 6.7 2.5 19.1 
199) 2.8 1.2 7.7 2.Q 1.1 6.6 6.3 2.3 18.7 
1994 2.6 1.2 7.7 2.5 1.1 6.8 'i.6 2.l 16.2 
1990-91 . 2.9 1.3 7.9 Z.S 1.1 6.8 6.3 2.': 18 <I 

I§ 
o 

.~ I-'SBER Pro,]l:'arn. Rates are per lCQ,OOO ana ace age-adjusCea co the 1970 Ii.S. scandara population. 

. 6 NCHS public use tape. Rates at'e ;leX" 100.000 !'lI1d aJ'e age-acjusceci 0::0 the 1910 U.S. standard populat.i.on . 
(0 

"­o 
N 
-I 

••••••••••••••••________ a ___ •• _____ • __ __~ 
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Table V-I} 	 o 
-aCE3VIlI 	 \JABSI CANC8RllnllAsiye! 
"­
N 

SURVIVAL RATES. BY RACE. D.l.AGNQS1S YBAR fTAOE AND hGE 
(JI 

<0 " 
A] I Races. I'elll.ales !\llit;e Females DIad. I'emales 


_______---,_~'--.........,_~_.<:!A"'l_""~____'_,...:'<::..sLlOL__·_"_.......!'iw;O~+:_.....:. Ail ~Q", !)O~ AU <50 5'0+ 
 .... 
~-YR RBLATIVE SURVIVAL RATES 	

(JI 

....YEAR OF DIAGNOSIS: 

, 196,O~6J· 56 47 
 "'" 

1970"73' 64 61 

1974-76·' 69.7 81.2' 57:7 69.~ 92.2 58.2 6).6 75.2 5).6 , 

1977-,79'" 69.1 77.9 '59.3 '69,' :79.7 6(l~2' 62.1. 71'.)·53.1 ~ 


_._..~ _~_~_19.80=-82~____. __..._. __~_'_o:L2 _____39.:0-' .._. c..>
".=.::...:------·-"','-'-""·------,--------·-·0-­. . ....1993-85~ 	 6B.6 76.3 

1986'9')b 	 66.9 77.50, 
o 

·1.906- 9)" ." "'"' 
"'"",\ 

.'\l.l. S'1'f«:ElS (,g,9 Tl ~ S :.7.0 'll.4 90.2 ~\9 i 57.1 .4 50.7 
J.A~C /I LV,ED 91..3 92 9 ~7. (I ,91 9 93: 7 fJP ,0 88.2 . J H6.0 to,'.1 

, f-' 
aq 51. 7 07.7 SL L 5,;) . 9. lie, ~ 40.9 [1.9 1.1 

f':t S'l')\N" 'J , l iLl. 9. 9.S J .0 9 .7. '1 7. ] 0 (, 
., 

6J . ·1 10.7 51 (1 G·I .•\ '0 'S2,'. r,::. 7 r "r;. SI .IJU :;, 

STAGE' PlSTRIBUTtON (' I 1986-9)· 

ALLS'rAGES 	 0 
t'"'Number 	of ,cases a.465 G,654 . ),811 ' 6.652 3,760 2.892 1, 261 630 631 ("') 

Percent' 100" lCO'll 100' lOO\ 1(10' 100\ . lOOt 100\ lOOt ;... 
I,

LOCALIZ3D 52 65 36 54' 69 37 40 . 49. J1 Z 
REG1ONAL 3] 25 41 II 2) 42 40 36 . 4l ("') 

,.. D!S'fAN'l' 8 5 12 8 4 12. 12 7 17 -j 
ZUUSTACED 	 7 6. <} 'I 5 9 - 9· 9 9 -:= 

.5.::.XR RELATIVE SURVIVA:i. RATES, 1986-91" 
/,G8AT DIAGNOSIS: 


"45 79.8 82.,4 GSA 

45-54 67.2. . , 69. j 55.4 

55-64 62.5 ' 64. e . 50.1· 

65-74. 55.2 55,0 54.5 

75 ... 41.7 42.6 40.21 

Under 65 73.6 76.:1 59.) 

~5 :a'ncl over' 50.1 50,.6 50,0 


Rates are based on End Results data from"a seZ::.es ,of hospital :registrie.s ,and (jl'1e pop'<l.1ation-based cegist.:ty. 

Rate? 'are ,from the seER Pr,og::c'arn. They are- based on data fror-l populat.ion-base'd registries in Conllect.icut~ Ne.,/ ~Ie;xico, 

uta:), 10'"E!, Hawaii. Atlant.a, Detroit, Seat.tle-:Puget Sound and San FnloTlcisco-Oakland. Rat-.es a::-e based 01'1 follow-up of 

patient.s through 1994. 


a· ~he difference in rates bet\<leer.. 19'14-76 and 1~86-91 is statistically signl.ficant (p<.C5). 

t The standard error of tne survival rate is bet·...ear. 5 and 10 pen::entage points. 
 oR 	 The stand«rd errOl:' of the sUL'vival ·rate is greater than 10 percentage point.s,. IN) 

Statistic cO\lld not be calculated. . o 
o " IN) , 

-I 
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Table V-S o 
CERVIX 07ERI CANCER (lnyasiyel -I 

"'­
NO 
en 

lNCIPENCE. MORTaLITY. AND SURVIVAL RATBS "'­
<.0 
-I 

By Yeat of Diagnosis/Death 

......All Races, Females en 

j:... 

"'" 
Year of DiagnosislDeath 

197) 1974 1975 L976 1977 1978 1979 1960 1981 .1962 19B1 ]96~ 1985 19a§ 1997 1986 19ft9 1990 '991 1992 1993 1994 ~ 
c..> 

--·0·_ 
[ncidence-' ...... 

w _____ ~ 

""oJ 4 _2 12.1 II .4 . J L 9 10.9 1.0 _~, ]0.6 10.2 9.0 B_9 I) 0 9_, L 8.5 9,0 e_:< (1 . fJ " 9 8.9 o . '\ 8,) 13,2 7.8 h.) ­

.: ,,'" "-' ,.... 
)'0 r fit t .1 t)' (j) ,.... 

u..,S. ~., '2 ~~ ~ 0 11.0. •. 5 iLl 'I 0 ) , f.J J . " J . 6 ).~ ),) ) :1 ] _..1, 1.2 ) I) :< 0 ),0 :1,0 1.,'1 ~~'. ~l 2 !3 /..8 

-". 


SEER 4.4 4.6 3.8 4.1 3.5 3.6 3 .. 2 2.9 J.l 2.9 2.8 2.7 2. ',I' -2.6 2;4 2._,5 2.7 2.3 2.~ 2.3 2.2 2.5 


Reldtive Survival Rates ISEER)"> . - . '., 
o· 
1:""'­1,c-:year 84.5 86.7, 86.3 98:2 87.2 86.'1 in .1 86.5 86,2 87.1 89.0 e8.2 86.-8 85.6 67.4 87.2 88.9 '88.0 a8.7 87.0 89.3 (") 

2-~ear 75.4 76.3 79; 2 78.7 78.2 77.'4 77.5 77. O. -76.9 75,2 78.5 78.5 75.8 76.3. 71.9 78.6 80.9 79.4 79.2 17 .4 :.-
I

)':"year 69.6 714 73.5 7.4.2 71.3 7).2 71.1 7LO 73.1 69.5 74.0 73.8 71.1 7 L j '72.5 75.1 76.0 75.0 73.5 Z 
(")4 -yea!; 66.5 68.8 70.6 71.7 71.6 69.7 . 68.6·70.~ 69.0 67.2 71.0 10.9 68.6 60.~ 69.7 . 73.4 n.o 72.6 .... 

5-year 65.1 67./ 68.7 69.7' 69.4 60:2 66.7 68.) . 67. J 65.8 69.9 69.2 6.6.7 65.9 67.5 72.4 70.8 I 
Z

II-yeaI:' 63.3 65.5 67.7 68.9 68.9 67.0 65:3 67.1 66.2 63.7 67.7 66.9 65:8 65.2 66.8 70.2 .... 

7-year 6~.6 ,65.0 67,1 68,.0 67.9 . 65.5 64.5 64.9 63.7 63.1 66.5 65.6 64~46).e 65:7 . I:I:,. 


8e-year 61. 6 63.6 66.1 67: 5 67.7 64.4 63.7 M.O 62.2 62.6 65.1 64.2 63.2 6J.O, 

S-year 61.1 62.~ 66.1' 66.S 66.7 6),6 63.S 63.1 62.1 62.) 65.1 63.0 '62. :2 


'lO"year 61.1 61.6 64.7 65.8 66.l 63.6 62.0 6La 62.0 62.3 64. ~' 62.8 
_l1:·year 60.0 61.3 64.0 65.1- 65.4 6), 2. 62'.0 61-.7 62.0 62.2' 6L,9 

lZ,':year 59.4 61.1 63. 9 6(. .1 64.9 63.0 62.0 61.0 61. 7 61. J 

L)-year 59.4 61.2 62.8 ~3.7 61l.9 62.3 62.0 61.0 61.3 

14,~year 58.8 60.8 62.6' 62.9 64.6 61.2 62.0 60.) 


. -L5-yeaJ." 58.n 60.5 62._4 62.6 64.5 60.6 61.S 
16-yeal: S8 {\ 60,. } 61'-1 62.6. 64.1 60.1 
i/·Year 57-.8 59.2 60.5 62.2 6J.6 
.la-year 57.1 SIl.S 60.2 62.1 
19-year 56.7 57.6 59.5 
20--year 56.6 56.5 
.n-year . 55.8 

Note: 'Incidence and mortality rates are per lOO,OOIl and are- age-adjusted to the .1970 U·.S. standard population. o 
NO 
......Survival rates are relative rates expressed as Percents. "'­o 
NO 

,.a__ ___ __._. • ._A __ ____._~aa ----~~~~~~~~~~ 
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Table V-6 
S:;:'/T'o' ,jTEBI CANCER (Inva§iveJ 

Diagnosed-With CanceL I~ 10, 20 and 30 Years and In Remaining LifetimB, 
; GivGrl C",ncar Free At Current Age By Race 

Lifetime Risk (Pe~c",! t.) of Being Diagnosed Wi th Cancer. and 

Lifetirr~ (percent:) of Dying From Cancer 


SEER Areas, 1992-94 

AU Races 

C'urret'!t 


l 

, 
~ge 

: 1 {> ··... r:, +;1Q yr;ji +;l0 :irs :f;:lP.tl,t1lal J';l . 
I 

;0 '0.00 0.00 0.05 0.83' 

10: 0.00 0.06 0.18 0.34 
20 0.05 O.IS 0.34 0.84 
)0 I) ~ 13 0.28 0.43 0.79 
40 0.15 0.31 0.46 0.67 
SO 0.16 0.31 0.43 0.52 
60 0.17 0.29 0.37 0.39 

Litatim;, Risk of Being Diagnosed = 0.83% 
Lif e time ·?i;,;K of Dying = 0.27% 

Whitee 
Current· 
~e 

~20 ';lTS +30 yrs EYentually 

: 0, 0.00 0.00 0.06 0.77 
10 0.00 0.06 0.19 0.77 
20' 0,06 0.19 0.33 0.77 
30 (1.13 0.27 0.41 0.12 

0,1<1 0.28 0.42 0.59~~, 0.14 0.,28 0.38 0.46 
60, 0,15 0.26 0.32 0.33 
I ' 

! 'Li £ Risk of Being Diagnosed 0.77% 
: : Liiatim9 Risk of Dying = 0 .. 25t 
I 

Blacks 
Curr.:r:t 
Age 

+ZQ yrs ... 30 :irs EYPnl:ua] 1';l 

: 0' 0 00 0.00 0.04 1.12 
10 0.00 0.04 0.16 1.14 
20 0.04 0.16 0.38 1.15 
:30 0.13 0.35 0.55 1.12 
40 0 22 0.43 0.64 1. 02
50' <]. :£ 2 0.44 0.60 0.83 
~O 0 );1 0.43. 0.59 0.68 

Lifetime ?is].; of Being Diagnosed 1.12% 
Lif",cirni2 'Risk of Dying = 0.49% 

< • .' 

.', 
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oTable V-7 
CERVIX U'l'!}RI CANCER (] nyljIS i ye I -I 

N " 
AVERAGE ANNUAL AGE-AOJUS-TED CANCER ~lQR'rALITY6 BATHS BY STATU, U!9Q-94 en 

- <0 
All Races, Females -I 

" 

Joo" 

State Rate SE Rank PO en 
TOTAL U.S. 2.9 0.02 Joo" 
High Five States_ ..... 

District of Columbia 3.9':' 0.46 (01) 34.5 
Kentucky 3.8~ 0.18 (02) 31:0 
Delaware 3. Sf) 0.44 to3) 31.0 
South Carolina 3.8f) 0.19 (04) 31.0 ~ 

C.>J.tississippL _____-'-___________ ._ 3.. 7.f) _ _0.22 (aS) __27___6_____-. __.__. 
------0 

La,... Five States -Joo" 
. South -Dakota -.--- 2.00 O. J2. (47) -31.0 .....
Alask6 1.90 0 .. 42 (48 ) -3.4.5 <:> 
\ilyoming .I. U(I O. J n ('I;) -:n.9 .'" 
Idaho .l . GEHo 0.23 (:';0) -,1 tl . tJ .:,., 

Ninnesot,. 1. SE/)(I 0.1.1 (:;1 ) -'IlL r ~ 
<0 
f~ 

c·-________ SE ncO,,) It PI) n.;!J;~Jlili: ~~t.{~"~"~~L~ 

-A 1 ai::,am:a 3.60 0.17 (06) 24:1 !>lontana 2.41) 0.30 (39) .-17.2 

Alaska 1. 90 0.42 (46) -34.5 Nebraska. 2.0(1- 0.21 (44) -31. 0 

Arizona 2.5 0.15 (36) -13.8 Nevada . 2.6 0.27 (32 ) -lO.3 

Arkansas 3.1 0.20 (19) 6.9 Ne." Hampshire ),3 0.33 (11 ) 13 .8 

California 2.7 0.06 (29) --6.9 Neill Jersey 2.9 0.11 (2l ). 0.0 
 0Colorado' 2.20 0.15 (40) -24.1 New I~exico 2.6 o.Z5 (31 ) -10; ) l"'" 
Connecticut 2.0$1) 0.14 - ({IS) -31.0 New York 3.1 0.08 (16) 6.9 (") 

>­De1a'll/are 3:80 0.44 (OJ l - 31.0 Noz-th Carolina 3.0 O.lZ (20) 3.4 I 
District of Columbia 3.90 0.46 (01) 34.S North Dakota 2.5 0.37 ()4 ) -13 .8 

(") 
z 

Florida 3.2 0.09 (1)) 10.3 Ohio 2.9 0.09 (24) 0.0 .... 
.Georgia 2.8 0.12 (27) -3.4 Oklahoma 3.2 0.16 (12) 10.3 I zHawaii 2.0(1- 0.25 (46) -31.0 Oregon 2.1f) 0.16 (42) -27.6 .... 
Idaho 1.6$1> 0.23 . (50) -44.8 Pennsylvania 2.9 0.09 (22) 0.0 = Illinois 3.1 0.10 (1B) 6.9 Rhode Island 2.6 0.31 (33) -10.3 

Indiana 3.0 0.13 (21) 3.4 South Carolina 3.ef)- 0.19 (04) 31.0 

IOyla 2.4-C1- 0.17 (37 ) -17.2 South Dakota 2.00 0.32 (47) -ll .0 

Kansas 2.7 0.19 DO} -6.9 Tennessee ).50 0.15 (08) . 20.7 

Kentucky 3. effi-o 0.18 - (02) 31.0 Texas ). JGl. O.OB (10) D.B 

Louisiana 3.4<1 -0.17 (09 ) 17.2 Utah 2.40 0.25 (38) -17 .2 

~faine 3:2 0.29 (lS) 10.} Vermont 3.1 0.44 {17 ) 6.9 

t-far:yland 2.S 0.14 (26) -3.4 Virginia 2.6 0.12 (25) -}.4. 

t-!assachusetts 2.2ffi-o 0.1.1 (41) • -24.1 -~/ashington 2.1$(1- 0.12 (43) -27.6 

!>fichigan 2.8 0.10 (28) -3.4 Itlest Virginia 3.6(1 0.25 (07) 24.1 

Hinnesota 1.5EBo 0.11 (5l) -;48.3 'Ilisconsin 2.5 0.13 (35) - -13.8 

Nississippi 3.70 0.22 (05) 27 6 ~lyoming 1. B(I 0.38 (49) -37.9 

Nissouri 3.2 0.14 (14 ) 10. } 


(, NCHS public use tape. Ra~es are per' 100.000 nnd are age-adjusted to the 1970 V.S. standard populatiQIl .. 
.SE St.andard ereor of the .ate. ­ IS 
PD Percent difference het'lleen statE rate and total u.s. rate. o 

'Q NAbsolute dif(el':ence bet.ween state rate and total U.S. rate 'is 15\ or Inore. C.>
$ Difference bet\.reen state rate and total U-.S. rate is statistically significant {p<=.ooo:n. " o 

N 
-a 

'AaaAAAAAAAAAA •• AaAaa-.aa.aa_.~a.a_aa.~ ••• _ 
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Table v··a 

ceRVIx UTERI CANCER (Invasivel o" -I 
ACE-A!)Ju.s:TBP SeER INCIDENCE' RATI>S§. 'SEBR MORTAL!T)! RATes/), bND 5-YEAR BELATIVE' SUIWtVAL RATESt) 

N.By Registry. Race and Age " 
QI 

. ALi BaCE:~' Females . l\'hite Fwalps . Black Females ".<0
An <; 0 50. AIL <.50 50+ 'All 550 50 .. . :!, 

SERB INCIDENCE BlITHSS, 1290-24 

, REG! S'l'R¥ ' 
 .....Standard 9 registries e.] 5:5 16.9 7,7' S:4 15.0 12.2 6.5 29.6 ('.II 

.......
San Francisco-Oakland 8.3' 5,0 'IlLS 7.6 4.916.0 10.. 1 6 5 21. :3 
connecticut '7.4 5.3 H.8 6.9 5,2. 12.1- 14.2 6.3 :18.6 ~ 

Metro~olit!ln Detroit '9.1 6,0 lB.6· 7.9 5.5 15.2 12.9 7.1 30.,6 
Hawail '9.2 6.2 18 . .5 9.3 5.e 20.3 ..., 
IOWA 8.,2 6.0 14.8 8.0 5.9 14.6 ­
New .Mexico 9.7 6.2 . 20. S 9; 9 • 6.4 20.4 
Seattle-PUget Sound 1.4 4. '9 15,1 ,1.2 5,0, 1'3.9 9.0 ' 5.3 20.3 g

'. Utah . _' 8.0 ,5.-4 16.0., 7.9 5.5 ,15.2. 
_~__~__~.:-:__,___I{et!;'opol.i:taJ\_.At lanta: -- --'-, 9,;,1. -'---_"-c_-5..-5~ .. :-:~-20 .,4-----'---7,7-- --,-,c5,.-l--·· -'-1578-~- -- -- "--B;.0--~--,-5-,-9-.,---:'- -)4'09-'- ­ -'-.----~---o .... 

."" san Jo.se;"!4:onterey··· 9-.1~'20,-48.6 5:7' "17':4""'8".3--- ').1:24:3 
Los,Angeles u.s 25.0 ',11 .. 7 ··S.l ,22;1 11.9. 6.6 ·213.2 o" "'" 

." 
w 
~;:. J 1.1 6.2. 2_ I" (1.·9 5.6 r. ; (. ?., 0 "2. <.0 
'1-0 

5;111 r'r;(.inc 2, } J ': '0 . 6'. 'J 2.1 I ,0 S. ,1 J.:l l,~ '0 10.~ 

Conrt.:;~ct L\~tl t 2 .. 0 0.9 r

. .y • 
')
•• '1 n I) ~ '1.,7 it.7 .1.', ') H.~· 


Hc:t.:1.-(>~~oJ ita.n'· D8tl,Oi t /..9 I . 'J 7 .• G 2.1 l L G.S <!.~ l. S .LI. . ~ . 

Ha\~il.i:L' '2.0- 1.1 4.7 2.7 1.2 1.5' 

Iowa ' '2.4 1.2 '. 6.1 2.4 1.2 6.0 

'Ne~1 l~eKico 2.6 1.0 1'.7 '2.4 1.0 7.0 
Seattle-Puget Sound. 2.0 1.0 5,2' 1.6 0.8 1;,.7 5.0 2.6 12.4. 
Utah '2.4 . 0 .. 9 7.1 2.<' 0.9 6.7 

. Q. B.Me troP'lli tan. Atl.uita 2.2 6.4 1.4 0.6 4:..l 4,'1 1.5 14.7 
dSan JOSe-l'lont'erey 2.4 0.9 7.0_ 2.2 0.9 6.0 2.8 0.8 9.1 I:""Los Angeles ' 3.2 1.4- 8.7 3.1 1.5 8.0 4.8 1.8 14..0 (') 

-> 
S1!R~'IVAL RAmSn , J.!.!!Ul-2J I 

REGISTRY ·z 
(')Standard '9 registries 66.9 17 5 57.8 71.4 60.2 59.2 57.1 63.4 50. '1, .,...., 

San Francisco-Oakland 66.3 75:2 ·60.2 70.6 '17 ;", 61.2 58.5 63. :Ii 5'1; 91 Z 
I 

Connecticut 66.9 75.6 56.4 6S.6 78.0 ' 56.6 51. 6i 49.81, . S2.91 .... 
. . f,1etl'oDol i tan Detroi t 63.1 72.4 53.0 66.8 77 .2 54.8. 55.0 61.1 49.,7 ::t: 

Hawai'i 68:8 16.1 56.41' 62.31 71.01 41.51 
]0>.13 12.7 sO.a ',63.4 72.9, eO.2 . 63.5 
Ne'W Nexico 69.3 78.) 56.9 71..6. ' 80.4 59.5 ­
Seattle-Puget Sound 75.2 62 9 61. '1 76.2 84.6 61.3 61.61 
Utah ' 7) :2 83.3. 56.2; 74.1 Ill. 6 57.81 
.!~etropolitaTl Atli'mt.a 69.] 79.0 54.7 76.,4 B!>.O 61. 0 " sa. 5 .68.3 46 

Note, San Jose-Honterey and Los Angeles are new SBER anl.as as of 1992 and thai!;' data are only used in this table and 'not other. 
tables in this section. . 


§ SEER Program. Incidencerat~s are per' 100.'000 and .are' age-adjusted to the 1910 U.S. standard populatlon. 

I) NePoS, public use tape. ~Iortality rates are per 100.000 and are age-adjusted to the 197.0 U.S.scandard populatloll. 

0, Survi val J:at,es are relat.ive rates expressed as percent.s and are based 011 fol101tI-up of patients through 1994. 
I The standard error of the survival rate is betweenS andlQ percentage points.. ' I§;o The standard error of the survival-' rate is greater than 10' percentage points. o 

Statistic could not be calculated or.populations are inadequat<'!. N 

. 

" 
"'" 
o 
N 
-a 



SEER Incidence and U.S~ Mortality. 
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(!11C'ervix Uteri, Under 50 Years of -Age .. 	 "­
~I

By Race 	
<P 

I-" 
(!11 

I-""'" . 
White,·· 	 '.' Black' 

.tj 
--- - -;.-RatEfper'1 OO;OOO-(If)gsealer:--:---. -~,.-"- ---. ----... ' . ------:-- -----~.------ --Rate-per-1 00. 000. (log~sGale) .. ----, .:...-- c,., 
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SE.·ER.. lncidence andUoSo Mortality 
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COLON AND 
Tiilhle VI-I 

BElCTl1l:{ CANCER (Invas lye) 

o 
-a 

" N 

~ .. 

T!!.BMPS IN SaER lNCIDENCE AND u. S. f10RTALITX. BY RACE AND SEX 1.0 
:--3 

All Races 
__----"-Tl.I.o...,taL Uales ____~emales 

INCIDBNCB TBHNPS lexgressed in gerceDt~I§; 

1273-9. 
All Ages

Percent Change (PC) -5.2 
Est. Annual PC (EAPC) -0.2 

-1.9 -9.4 
0.1 -0.5.. 

Total 

-7.6 
-0.3 

Whites 
Males 

-5.0 
0.0 

Females 

-11.5 
-0.7>10 

Total 

22.5 
0.91'1' 

Blacks 
l<fales 

3'1.6 
1.4'" 

Females 

14.1 
0.6.1.· 

.... 
til 

.... 
""'< 

~ 
Under 65 ,

---Percent' Chanqe '(PC) ----- ­ ;;7:7 
Est. ·Annual PC lBAPC)·-O. 4. 

-0'.9 
0.1 

- -- --;:'-1'5 ;2 
"0.9,, .. 

~11.8· 

-0.6",· 
-;;5:6'" 

. -0.1 
--19 . J 
-1.1~ . 

. -----26;9 
1.0~· 

.. )7; 1 
1. )A 

10-:-5-----''' ­
o.a. 

c..> 
--0 .... 

"'" 65 and over 

1 ~.15:::'D_-_lILL_ f.G1:.:';, 
p(!J.~C;i!n t ChaIl9·~ 

E:_~t, AnJ1u;\] PC 

(PC) 
(E:J\I?C) 

(PC) 
(E:hPC) 

-},9 
- 0 ..1 

? J 
O. 

2 .•\ 
O. t 

J.7 
L , 5 

-6.0 
-0.'1' 

J J 
O.J 

-5. ~ 
·0.2 

2.2 

·'\.7 
0.0 

L'l 
~ 

-7.0 
-O.<1~ 

O. '/ 
O. 

1.9.7 
(I . 9.­

7 ·u 
l. t. 

)).0 
1. S .. 

<I.1i 
J . '1 

11 . (. 
0.<1 

10 9 
:::.3 

o 
'\0 

"""'.<0 
>-;-. 

1920-94 - ALL AGRS 
Percent Change
Est. Annual PC 

(PC) 
(~PC) 

-6.6 
-2.3•• 

-8.1 
-2.7.... 

-S.5 
-2.0"'. 

-7.4 
-2.5... 

-9.0 
-3.0 ... 

-6.3 
-;!.3•• 

-3.4 
..,1.1 .. <> 

,-1.5 
-0.4 

-4.9 
-1. Ii 

~IQR'l'ALITY 'tRENDS lexp,essed 

1973-24 
All Aqes

Percent Chanqe (PC) 
Est. Annual PC (HAPC) 

Under 65 
Percent Change (PC) 
Est. Annual PC (EAPC) 

in pen::ents16; 

-19.6 -14.2 
-l.t. -0. a... 

-23.8 -16.4 
-l.h -0.9'" 

-25.0 
-1.5. 

-31. 9 
-2.0.. 

-21.8 
-1.3. 

-26.5 
-1.5... 

-16.6 
-0,9. 

:-19.6 
-.1 0­

-27.2 
-1. 7#r 

-34.4 
-2.2. 

9.3 
0.5. 

0.5 
0.0 

22.3 
.1. o. 

17.8 
0 •.7. 

-0.1 
0.0 

-13.7­
-0.6. 

0 
t""' 
(") 
;.­
I 

Z 
(").... 
I 

Z .... 
:= 

65 andover 
Percent Change 
Est. Annual PC 

(PCI 
(EAPC) 

-17.6 
-1.01r 

-13.2 
-0.7. 

-21.6 
-l.·h 

-19 . ., 
-LIt. 

-15.4 
-0.9 .. 

-2J .8 
-1.4. 

U.S 
0.7. 

24,7 
1.2. 

8.6 
0.4010 

l225-22 - ALL .&GB:S 
Percent Cnange
Bst. Annual PC 

(PC) 
(HAPel 

-0. <1 
':0. L 

1..2 
0.4 

-1. 8 
-0.6 

-0.6 
:-0.2 

1.1 
0.4 
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The Est. Annual PC is the Estimated Annual Percent Change (EAPCI Qver the time interval. 
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fo 	 HeHS public use tape. 
The BAPC is siqnificantly different from zero (p<.05) . N• 	 -aThe BAPC for 1990-94 is significantly different from the EA~C for 1975-79 (p<.05).• 	
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