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‘The National Breast and Cervical
Cance'r'Early Detection Program:

f .
The passage of the Breast and Cesvical Cancer’
Mortality Prevention Act established a nationwide,

~comprehensive public health program to'increase

access fo breast and cervicalicancer screening
services for women who are mea’xca!!y underserved.
This act created the first npportumty forstate -
health agencies to build a pub}zc health
infrastructure for cancer control at the state.and
TGl

Hstyearoffthis |

e p‘*"é’t;n.;e;apﬁ} ét_{gg ;ca‘cess-fo fund the ﬁ;s?
(8ightstates to establish: eur}y detection- progmmsE
Since then, the Natfona} Brecst cmd Cemcai Cancer

u_,w-—..,»\_.

Thmy ftve states and nins Amencan In dzan T mbes
are supported to im p!eme'n: comprehensive
screening programs. Fifteen states, three territories,
and the District of Colum bm receive planning and
Infrastructure grants as part of the Capacity

Building Program. The NBCCEDP surveillance data

through January 31, 1995 shows that 556,003
screening tests have been provided to-women who

" are medically underserved. The success of

NBCCEDP has contributed ﬁto the growing pressure

on state health agencies to focus more attention and -
" resources on cbromc disease preven tion and

control.

;
breast cancer, cervicel cancer, earl

datection, progrom snactment, public
health prcgram, women’s health -
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~butcifi-tecent-ysars<this_rate. has_Increased-among

A Comprehensive Public Health Response
to Two Magor Health Issues for Women

Cancer Socisty estimates that breast fancer will be
_disgnosed in 180,000 women, and 46, 00 womenwill
die from the disease.} We currently dd not know how

10 more treatment Opuons, improved survival, and
‘decreased mortality.? Research has own that the use

A eroverall incidence:of invasive cervical;cancer,
gbas'd“é'é‘f"é"’ésed “steadily over'tha Jests evaraludecades,

women_who.are”less-than-50-years—old"I8-1995,
1nvaswe ve.cervical cancer willbe.diagnosed-in-approx-
¥15;800-women, ang:carcinoma insitwiwill be?
{diagnosed in-about-65; 65,000-warman I this same year
about 4,800 women will die of cervical cancer.!

rimary goal of cervical cancer screen.ing i
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cancer. Although no cl linical trlals have studied the
efficacy of the Papanizolaou {Pap) test in reducing

cervzcal cancer mortal!ty. experts agree that it is an
3 Y ¥ . Ry ¢ 8 ( {1

Although mammograms and g,:-are crucial
~7  components of a cancer prevenuon and control strate-
. they ara mutmely e IR0BE I HaaIth"}Peopfe

35"5’5 SEHEH ea N ServiceV(PEIS WastablisHed AT

}'"é'aTNHowaver, the baseline data on mammography
use from the 1087 Natianal Health Interview Survey
(NHIS) showed that enly;28ipercentiofy WOTENIS 0yparsy)
andaoldersreportads hzmng f8ceivedeaemammogram

Tathin iRepasttireaiyears, This proportion waslowgr
fOTracialandiothn ol ROt} omansfopworan! twho
cbadiless thanhzgh FeCllooReduUcat onbIoTWOmeRWRD
QW EIE0V erashlTS) ysa:s.wemen.whe wereliving
BelowatheRpovertyslevnly ’

. In 1991’?&' RobH Sesxalishd thatfEEtHeyBaR2000,
gsfpercention mensheuldba necivin'g@a%?&pft?ét“

withinuheRpTeEading{one)eTEeRy RS’ Baseline

"data on the use of the Pap test from the g/S87NHIS

1nd1cated{thamy ! o feWOmEngaged 10

- ygarssanaNodeT reported%hav»mg racaivedrsiPapitest

Mt.bingth:eﬁpastgthre@ yearew As with the use of

mammography screening, ths proportiun wasjl"ﬁ’é’rﬁ

feﬂmﬁ%l?"’clrthnxc minsHtyAWomenBIoTEY

Studies have consi stent] y shown multiple barriers
to the routine use of breast'and cervical cancer screen-
ing services. These barriers have included the costs
associated with the screening tests, 158 E{:jphysi(:l
recommenHatonefor scréening, EEkYo wled’é’
about theg_m JOrtafice: of early detecnon ands,:Z:f
15T RingIoHaEYd (e gnosisof cancer.? Studies have also

* shown that Womenhw o YN R e ety
- QKB yRIEIN O BLwi thsin s usancel Ofese MandEobiain’
f;chmcalpreemi\ve seqvicest Kaluzny ot al.raport that
TBwhncome mdaldmmlmm )
GECENCEITSCroenINgIEarvicesW¥ st udies show that thess
barriers remain consisteni, but ths extent to which
they play aroleinthe underutilization of these screening
- tools tends to vary besween individuals and commu-
nities,

The complex protiem of increasing access to can-
cer screening services cannot be adequately addressed
by interventions that target only one ba.rrier atatime.

{
i

The National Breast and Cervical Caricer Edriy Detection ngmm

“agencles i na Ieadershxp
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Rather, the design and 1mplementation of carefully
coordinated comprehensive programs that use inno-
vative strategies to address mulnpla barriers are es-
sential if theuse of screening servicesistobe increased

In 1_response_to this_need, the Centers forBD sease
ConToAndIRTeventomCDE) s tabl (s Redn HeNations
LJ_}?a's’ir’“’d CorvicallCanc o e ot VR DS te et BT Pro-
gramY(NBEEEDRWn$T980./ This Program forms the
foundation for a comprehensive, national effort for

the control of breast anid cervical cancer

&
Organizatienal Setting T P6/b(6)

Fioundedgz:n:j‘ls‘f&rs‘ the(CDGFEREge DL VIt
gBHSY Itis internationally renawnad for its cntical’
work in controlling infectious illnesses, such as ms-
laria, smallpox, polio, and Legionnaires’ diseass, In
the mid-1980s, CDC expanded its activities in chran-
ic disease control and made a strong commitment to
reducing morbidity and mortality from chronic ill--
nesses. A review of CDC's chronic disease control
functions revealed that many of the activities were
located in different organizational settings through-
out the agency and lacked s concentrated focus. In
1985, a limited budget of approximately $3 million
was provided to teams within CDC to awsrd compet-
1tive grants for chronic disease projects, In 1988, the
chronic disease functions and activities within the
agency were reorganized into the National Center for
Chronic Diseass’ Prevention and Health Promotion

(NCCDPHPJ

The mission of NCCDPHP is to prevent premature
death and disability from chronic diseases and to
promote healthy personalbehaviors@ reastg __Q{E’e'if‘;f
gvicalycancerfcanitrol didont FIo Y asTaRt0 DYDHOTLY
{for ETavrcaa erYit was the vision of CDC that the
same public health strategies used to manage infec-
tious diseases should be used to successfully cornbat
breast and cervical cancer.' The control of these
cancers should be incorporeted into the public health
system in much the same way as programs that pro-
mote the control of tuberculosis, sexually transmitted
diseases, and the acquired immunodoﬁciency syn-
drome apidemlc

As the nation’s prevention agencyl,scmcze:n%'joy%a

’§treng worh "g?r'e‘l o7 i piwithi state andtocal ihgalth
2N U3 ,;'

tole for the development of

intervention programs for cancer control was viewed

as a natura] progression from their efforts in imple-
roenting infactious disease programs. The presence
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The landmark Ieg;’sfaf tion, marked
important progress in the fight to
prevent and control.chronic diseases
and contributed momentum to the
wave of national interest in women'’s
health issues.

of such programs would recognlze the critical rols
health agencies need to play in the prevention and
control of breast and ¢ er cancer.? In l@_ggthe‘
PESSageToHi e Breas van ANCerv e AN CanCon

‘ fPreventzenzAct?cr'e!a'tei3thﬁs%ﬁrpa-. TN Oe
Eealth‘ﬂ’a'g‘e'n' CigTgBRbuil ; ~ %Eli‘c
health¥infrastou 1910 oG
f'érwchrc diseaserpreventiontara’ conuol'”

Congress Responds

As the Congress moved forward to draﬁ the legisle-
tion, the PHS began to lay the foundation for a nation-
&l early detection effort. In(ﬁscalfy@]( ﬁmmc :

W R y P I

i artnershn

dasign!earlgdaectanpro '

TArmSlfonmEalcall yiander
Retvadtwonen® The CDC awarded grants of approxi-
mately $400,000 10 $555,000 to four statss: Colorado,
Minnesota, South Carolina, and West Virginia. These
resources ware used to establish state breast and

~ cervical cancer activities that would start to build the

infrastructure for early detection efforts.

Ingearlys1:990%HenryAWASRan, Chairman of the
Subcommittee on Health and Environment of the

HonseEnergy and Commerce Committes sinitroduceds
bl A BT HVaYs (At D e e Tl n AtV ST Faring I ee

e AN e CA eI N e S Se i T ps Bty cas t GywomT

gemwithylowsincomes. The program, which was to be

dltrd hyCElC also pmv;ded for puiblickand;

gggx_l_lanca and eva@ahﬁ“ﬂ@%’m o sy program
#Bfivites: Waxman's initiative received bipartisan
support and was passed in June of 1890. Senator
Barbara Mikulski championed the bill in the Senate

The passage of the QBreastr‘ﬁ]Cem, icalpCancery s and secured passage with a wide majority in August

PUEralyBRIEVEn SVeniBOPACIHOIETOS0 was & product of
rapid bipartisan action by the Congress and the Exec-
utive Branch.’® This act, which was authored and

" introduced by Congressmarni- Haru'y Waman in the :
House of Representatives, gstabli g
omipIEEns VBpublicRh el thig
4CCES s@to;breasanc mvicale Ing
women@whosmsmdmers eRy ,ed

“The'Health care climate at the Gme was one of
mcraasmg pubhc and congressional concern about
women’s health issues. Through the 1970s and 1980s.
many prominent women became active in the fight
.against braast cancer. In 1989, the Executive and
Legislative branches of the federal government be- -
came increasingly concerned about the disease bur-
den from breast cancer and missad opportunities to
detact and treat premalignant and preinvasive cervi-
cal neoplasia. Many policy makers recognized the
Importance of establishing & natlonwids infrastruc-
ture to increase the use of mammog raphy and Pap test

. screenings-among all woraen by implementing early

detection programs desigried to address multiple bar-

riers to screening. Of special concern to congression-

al and government leaders was the poor use of these

screening tests among wamen who were uninsured

aod underinsured and ameong rmal and ethnic mi-
nority women. ‘

i

1890, Marilyn Quayle provided strong support for the

. program. Once the legislation was passed by Con-
gress, it was SignediintelambyInFesidenNGEorge B ushr 7
on August 10, 1980. Thelandmark legislation marked
important progress in the fight to prevent end control
chronic diseases and contributed momentum to the
wave of national intetest in women's health issues.

‘The 163i818tio g RIBlICHIEWARRBI0E3S4y estab-

lished & HTOFTAMNO HeTantSNOISLates to carry out activ-

itles In(giAkeyjaTeas:
1. to‘ cr:e:en}m:e:dlcallyun

2.

; *cerwcal cancer.

5, to esbhsh mechanismsiformonitoringitheiqual-

{iiyNotbscreeningaprocedulesyand the quality of
" interpretation of such procedures, and

6. to eValuatetprogram actriswitiesuthmugh the sstab-
lishment of{s;uj:rv;:exl’l’é’ffcegsystems



Figure 1. National Breastand Cervical Cancer Early Deiection Program—1995.
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other services as part of thoir match to the CDC grant.
The issus that has caussd the greatest controversy
cancerns the availability of funds to pay for the treat-

ment of women diagnosed with cuncerous or precan-

. cerous lesions. Congressman Waxinan was concerned
that uninsured women whe were diagnosed with breast
and cervical cancers would bs strandzd in the health
care system with no ability to pay for treatment. Be-
cause the use of federal wioniss o pay for treatment
servmes might rapidly deplate [bs funds avaﬁabla for

vleswns*rscexgvjegnmely and ap-
@prep 1ate[tre Amentservicas HOWO e th*‘é*sé‘is,e‘wm‘éw

jcouldnotberaimbursed? t}:mugh mwac-smpfund”

“dnd-cervicalycancersit This charj,e was'issued by the

Asszstam Secretary for He: 1lth of PHS efter members of
the Assaciation of State und Territorial Health Offi-
cials, the National Association of County Health Off-
clals, and the United States Conference of Local Health
Officials called on PHS to strengthen the federal em-
phasm on those cancers that pri ma.rwtv affect women.

tutesof}{ealth "Aserios of mteractwe meetings were
initiated by these three agencies to obtain input from
the public, private, and voluntary sectors, More than

i
t

k
}
f

@Startfu“p“na’cnvxdesﬁngluded?‘? 118
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75 national organizations provided guidance during
the process. This guidance resulted in the develop-
ment and publication of the National Strategic Plan
in1993. Theplanladdresseqicancencon Tolissues iy
{ﬁWiucgm{as]atﬂinlegratiﬁ’ﬁ?’éi‘d -Eoordina-7
fiiorioteTeeningservicesy2) publicfeducationy(3)-
profess ’é’ﬁ'a‘lﬁ'“ducanomandg’practz"c“é"ﬁ(ag} quahty as-
‘ f’s‘m%'da[slﬁsuwezuancewandgegvaluanon} Dur-
{ing implementation of the NBCCEDP, the plan wasa
valuable guide to CDC. Many of the priority issues
identified In the plan are now addressed by CDC,
state and local health agencies and their partners as
they implement breast and cervical cancer early

detsction programs.

Building State and Tribal
Infrastructure

ngies ppmpnatedﬁswﬂ_miluo KEY2

1@"*?1’“?&:‘”@5?3?@?&“@:}: TPEogtam” In the summer
©0f1981, CDC used a competitive application process
1o fund the flrst eight states. STEtEINCRILE AgPHEITE ¥
Werggivenigrants:e averaging $3 million to fund com-
prehensxve screening 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 receiving
support for comprehensive screening programs from

8 to 12. In January 1992, CDC added four new

o states—Maryla.nd Missouri, Nebraska, and North

Carolina.
During the first two years of lmplementation,
CDCrecognized that the initial 12 states would have °

th  bensfited from resources for planning and for devel-

oping an {nfrastructure before the infusion of funds
for screening services ﬁIn these states, STEHS pgtime@
a'v'era'g'e'dgfsimk‘%n%us beforgegsscnrezenmg dctually;began./

TeCTuiting; andggirj)

staif; 2):xdentxbfimg§gd;con,
tractl»ng‘ W'Ith”?f“ rovlde r{0Tganizations mdehver‘x

mfer&dlég
lvf"é"ﬁ( )"deye opzng

mg public?!’" duca . *'g.nd }’uytreach‘stratégxes ang sl?
Iestabhs%ggﬁ sufs gillance: system~to track KEnd-Tols;
ow'women:~
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To allow time for infrastructure development, CDC
established the Capacity Building Program in October
1992, A competitive application process was used to
award grants thatranged from!$225,000 to $280,000to
18 additional states to hnalp them prepare for the
delivery of screening programs! These capacity building
resources enabled states to hire staff, develop cancer
plans and coalitions, carry out public and profession-
al education efforts, improve and monitor quality
assurance systems, and desxgn and enhance surveil-

_lance activities. -

“The program continued to expand inFY 1993 with

appropriations of $72 million.” Using a compstitive

pplication process, CDC added si:xmore comprehen-

sive states—Massachussetts, New York, Ohio, Penn-
sylvania, Washington, and Wisconsin. These six

states had all been awarded capacity building grants -

the previous year. In this sams year, an additional
nine states joined the Capacity Building Program, and

DYEOTober=1993 1he :NBECEBRe Wastactive:ina 457
B tatEEf? !
" Congressional hearings were also hsld m@@?orx
" the activities and accomplishments of the NBCCEDP.

Following these hearings, Congiesspreat
@01’354,utheh3nam*§§_§:and“(:ervxcal Cc.ncer*Mortallty
Prévention Actahd added several key amendments ta
the legislation. The pew< ”g'g’xslatmn, PL 103-183,
Tequired CDC to(give: Ve RIRding, pridsity 1o (hoss etates
with-a high_disease_ burdem_fr breast or cervicel

i

|
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cancer.’! 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
- ing and diagnostic procedures. :
Congress alggt directedf@ﬁ Lo establish ag a‘ggranjt ‘
»epmgramawu.h«.‘\me dian %sé_and;t:ibalwrga— o
nizations'tol mcreas 733 emng TG SeLvices. amongAmer?
dican Indian warfieR? CDC launched this major initiative
in 1993 and began to build important relationships
with tribal leaders and Americen Indian organiza-
tions across the country. In October 1894, nine tribes
and tribal organizations were funded through a com-
‘petitive application process to establish comprehen-

sive screening programs.

. In FY-1994, with an appropriation of'$78 million;
‘CDC provided support ta 26 stetes and 9 tribes and
Utribal organizations for comprehensive screening pro-
#) [grams. Twenty-four states, three territories, and the’
[District of Columbia were funded as Capacity Build- J
ling. Programs. “The NBCCEDP was truly nationwide.
In FY 1895, CDC entered its fifth year of this

thoTized PL.§ Progtam with an appropriation of $100 million. CDC

-provided funding to 35 states and g iribes end tribal -
‘organizations for comprehensive screening programs.

~ Fifteen states, three territories, and the District of.

_Columbia received planning and infrastructure grants
8s part of the Capacity Building Program (Figure 1).

Figure 2. Includes: Mammograms performed for screenmg or foll owmg an abnormal breast examnination.

Source: Minimum Data Efements through 01/31/95.

Mammograms
(n*~220 .:92) ‘

<40 4.3% |
. RN
75+ 4.2%

2,
- 65-74, “"4
10% ‘

50-64 44.6%

Pap Tests
(n=335,411)

65-74 5.3%

50-64 75+ 2% .

24.4% N o . g
<30
24.1%

40-48

- 25% +30-39 19.2%

Percent distribution of mamunograms and pap tests, by age group, National Breast and Cervical Cancer Early

Detection Program. 7993‘-199§ '
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When PL 101-354 was pa‘sse-d by
Congress, states were concerned

¥ about the burden that treatment
would place on their health care
system given that no federal funds
were available to pay for treatment.

Program Design and Imfp-le'm entation

Removing financial barriers to screening is only
the first step towards reducing mortality from breast
and cervical cancers, particularly emong women who
are medically underserved. If ths hzzlth service de-
livery system is to reach these women, a:comprehen=
_§ive approachis needed thatintegratzs inid coordinates-

Cthe following critical elements: screening, referral,,
and fallow-up services, public sducation and out-
‘reach, professional education, quzlity assurance, sir-
“veillance, and partnership de‘,\:e opment. ‘

| Sc:réening, Referral ;anc'i FExllow-up Systemv

The NBCCEDP reimburs rses 5 states for climical breasty _
T‘exarns creening mammograms, pelvic exams, Pap |
' tests, and some diagnostic procedures. State health |
| agencles contract with a broad range. ofeprovxder «
agencies to deliver screening services. Each state has
developed its own delivery system based upon avall-
able resources.

In Texas, for example, the stats health. department
contracts with/commuRify v and migrant health ce\n‘~
fers, , Young Women's Christian AsSociations (YWCA)._
of the USA, family planningiorganizations, commu- ¢/
mty-basad organizations, and | county health depart>
. mants. Th Nebraska, wherea county health department
system does not exist and where feiv community-

based. organizations are. established, the state con-

. tracts directly with privats physicizns/Maryland and
‘Michigan contract primarily with local and county;?
‘health departments.. Contracts with these agencies
can include support for screening and diagnostic
procedures; public education; co.hucm activities; and
clinical, outreach, and administrative support staff.

When PL101-354 was passed by Congress, staleS/ ‘

“were concerned about the burdan. ihat- treatment’

- would placs on their health) jcare system given that

no federsl funds were available to pay for treatment
and limited resources were available for diagnostic

C:servxces Establishing a network of medical provid-

ers who are willing to. donate these services is a’
‘challenge for many states” States have shown cre-
ativity and determination {n identifying 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 provider generosity, and community
_commitment. . /Examples include County programs
" for the underserved, state-funded cancer clinics, and’
, legislative mandates to use cigarette tax revenues for
‘diagnostic or reatment service$. In some states, com-
munity commitment ranges from local efforts to raise
funds for diagnostic and trealment saervicss to the

- willingness of 8 national or local foundation to pay

for thess services for women who lack resources for
care. For example, the Susan G. Komen Breast Can-
cer Foundation has donated resources from its annu-

- @) Race for the Cure for diagnostic. and treatrment

services in several states. Medical providers and
hospitals in communites have been critical partners

~ by donating disgnostic and treatment services. Many

states bave hired case managers to work with provid-
er organizations to ensure that each woman that
requires follow-up receives appropriate and timely
d1agnostic and treatment services.

Public Educanon and Outreach

“Public-education and outreach Has played an im- 7
porzant role in the success of the NBCCEDP. Using a
variety of intensive community-based efforts, the pro-
gramn hassuccessfully screened medically underserved
women. One of the early important lessons learned |
was that the NBCCEDE catild Tiot "expect 10" fgach
vwomen inneed of screening without developing pan-"
nershaps with those organizations that have for many

 jyears served the priority populatioris CDC wanted to

,raach Public aducauon materials and outreach strat-

' Professional Orgamzanons

Amencan Academy of Physician Assistants
American College of Radiclogy:

American College of Physiclans

Amsrican Medical Womsn's Assoclation
American Nurses Association

Association of Teachers of Preventve Medlcms
National Medical Association

» o« s ® » & o
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Figure 3. Includes: Mammograms performed for screening or following an abnormal breaSt examination.
Source: Minimum Data Elements through 01/31/95.
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Other/Unknown 4.1% ‘

American Indian 8.3% <

Mammog:a ms
(n=220,392)

Asmn 2.5%

White, Non-

Other/Unknown 3.9%
American Indian .-y

Pap Tests
(n=333.311)

.Asian 1.9%

118% 7 . .
. ‘ White.

Black. Non- “Hispanic 46.6% C
Hispanic 16.3% : Black, . Noni-iwpamc
: ' A 48.4%
NonHispanic ,

12.8%

Hispanic 22.1% Hispanic 21%

Percent Distribution of Mammfogmms and Pap Tests, By Race and Ethnicity, National Breast and Cervical Cancer Early
Detection Program, 1991-1985

egies nseded to be sensitive to Lhe g groups targeted by

the state programs s with- r!agard to-culture,-languags,
and literacy.”

;Examples of innovative community-

based strategies have included the following inter-

ventions and activities:

"in Abilene to provida s screening services.

1
.‘

The'T ‘I‘exas bapartmem of Health runds the YWCA

" The
YWCA Tecruits women in this ‘predomitiantly ;
rural area through chusches, clinics, senior cen?
ters, and programs aﬁlhated with the YWCA. To

facilitate accessto: scraenmg services; the YWCA
provides transportation to the clinic sites. The
‘YWCA also gnsures that women “with abnormal
g tests'frecewe appropnata and. “tmelys follow-up
Tand idggﬁtﬁﬁes ﬁnancml resources for diagnostic
and tfedtment services.”

In Maryiand "the state health depariment has
placed state funded outresch workers at sach of
‘the colifity™h alth deepartmems%thwughout 1he

state 15 énhance the program’s intervention efs.

forts The women hired for these posiuons Gofhe

from the comrnumty and are primarily older mi-

nority y worneh, ‘The out(each workers recruitwomen ..

who are in need of screening sarvices from vari-

ous sites including senior citizen centers, low-
,incomehousing factorles, homemc‘ker clubs, thrift
‘shops, churches, mﬂuenza va«“cmauon chmcs.
: and fiursing homes. ! :

o

In Mass gsetta the program has Gove 2veloped pr pnm-’
{ "ed.materials, for women whosz.primary languige
. is not English or whosereading “bxlxty_zs limited:

i

¥

5

r Enghsh French, and Spanish.

. Focus groups were held with women who were
60 years and olderto test concepts and education-
al materials. Public education materials ere pro-
vided to program participants m'Hama.n Creole,

In Now York theistate health ¢ departmant estaby/

Jished the concept of Breast Health Partnerships

as a unique method of delivering screening ser-
vices throughout the state. The Breast Health
Partuershxpg work to bringezhe resources ofallthe
partners ina coinmunity“tegethsr to address and
dvercome bartisisto screemr"fé - Fot example, the
Batavia community i Genasee County established

‘a Breast Health Partnership with participation

from more than 30 agenciss. The Saint Jeroms's
Hospital Healthy Living Unit functions as the

-coordinaling agency and the data management

center. The YWCA of Genesee County manages
the reimbursement of screening services for the
partnership. Some of the jparticipating" ~agenciesy
‘inglude the ACS, Office for Aging, United Way,

the*Tonaw Y44"TTibe, Genesee Memorial Hosp;-
tal and Pla.nned Pa.renthood ;.

Professmnal Educatmn

Several studies have shown that vomenare signif-}

icantly ; mote likely. to,seek s screening if théy have @
physician’ 's recommendation.!*!% The National Stra-
tegic Plan suggests that each encounter—with an
emergency room physician, an obsletrician or gyne-
cologist, an internist, a dentist, or a nurse—is an
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The ability to imp!émem‘ a national
strategic effort to control breast and
cervical cancers depends largely on
the assistance provided by partners in
both the public amfi private sectors.

L S e
)

opportumty for: afheal th care; provzder to educate  wom:™
‘en about scraemng for braast and cervical cancers. 7
_ Inlaunching the/NBCCEDP, CDC established im- |
Fportant relatxonshxps with major professional organi-
1 2ations across the country.. The CDC has aprovided>
‘\resources to these organizations’for the development -
of training materials, physxcxa_n reminder & systems,
and educational curricula to improve skills in the
“areas of screening, quality! assurence, communice-
tion, and counseling. |
State health agencles have targeizd many of the{r

professional education efforts to family practitioners,
internists, obstetricians and gynecologists, nurses,
physiciahs’ assistants, and-other allied health profes-
sionsls. The focus of the training has been on detection
~-and diagnostic procedures, cormmunication skills, gulde-

. lines for screening, data collection and reporting re-
I>quuements, and the strengthening of clinical skills. |

Quality Assurance
The National Strategic Plan suggzsts that an effec-
tive quality assurance system for & breast cancer
screening program provides confidsnce that a techni-
cally satisfactory mammogram wwas performed, that
the results were interprated properly, and that the
results were rsported to the refermg clinician and
the woman in a timely manner.’®
_3Quality assurance strategies for cervical cancar“j
/screening have focused on both improved specimen
' collection by the primary cars pr2 zmoner and ong
interpretation by the laboratory.®. TheClinical Labo-
ratory Improvements Act of 1988 (CLIA 88) has In- J
creased the federal rale in evaluation and oversight of
\laboratory performance.’s [Quality control measures
and proficiency testing are being dzveloped and im-
plemented to improve diagnostic accuracy.
With the passage of PL 101-354 in 1990, Congress
recognized the importance of irnproving the quality” -

t
|
(
|
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. of mammography and cytological ssrvices nation-

wide.!?CDC devsloped technical guidelines for mam-
mography and cytology services for facilities
participating in the NBCCEDP. To ensure high-quali-
ty screening tests, all mammography facilities are
required to mest standards of the American College of
Radjology and all cytology laboratories are required
to mest CLIA 88 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-
grems for mammography and cytological services.
Maedical advisory committees have been organized in
states to provide technical guidance, sssist with train-
ing activities, review and develop clinical protocols,
end develop guidelines and systems to ensure that the
breast end cervical cancer scrsening process is car-
ried out in a safe and effective manner. Training and
education activities heve bsen provided to radiolo-
gists, radiologic technologists, and cytotechnologists.
Additional staff have been hired in some stales to
monitor the compliance of mammography facilities
and cytopathology laboratories with stats and federal
quality assurance standards and requirements.

Surveillance

Surveillance activities are necessary to effectively
evaluate the program's progress in meeting estab-
lished goals and objectives. When the NBCCEDP was

;implemented in 1991, CDC, in collaboration with its
istate partners, developed a set of minimum data ele*
ments tomonitorthe pmgram s screcning, diagnos tic,
.and treatment activities., -

" _For each woman recelving screaning Services, the/
rstates collect and report to CDC information on screen-
'ing location, demographic characteristics, screening
‘results, disgnostic procedures and outcomnes, and iniy

- 'tial treatment. Thejtracking and follow-up of women

‘with abnormal test results has been & labor intensive
activity for states. ‘I‘rackmg and remindsr systems have|
‘been implemented in clinics to ensure timely follow-
up of all wornen with abnormal findings and treatment
of all women with cancer or precancerous conditions.
Remmder _systems h have also been implemented to -
‘ancourage all women with normal screening exams to
return for rescreening’ at_the appropriate_interval,
“Many states have a surveillance team that consists of
epxdemxologlc and data management staff toc manage

. the surveillance component of the program. ER

s s s e e
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These data are used lo he p state health agencles
implement, monitor, and evaluate Lheir screening pto-

grams: pravide Congress and CDC partners with data -

on the progress and accomplishments of the NBCCEDF;
and direct and svaluate CDC’s breast and cervical can-
cer control sfforts. !

National Partnerships ‘ i

The ability to implement a national strategic effort
to control breast and cervical cancers depends largely
on the assistance provided by pariners in both the

pubhc and private sectors, [CDC reliss: heavily onits /

partnerships with national, voluntary, and private or-
gamzauons 1o build the necessary infrastructure at the
community level to provide screening ssrvices for all
woman who need them. Thes:: pariners have playad a

critical role in assisting state hezlth agencies inteach-

[ing priority populations, such 3 women- with.low .i

B iﬁcomes racial and ethnic minoritiss womenthhlow f

\iteracy skills, older women, and lesbiens. -
- At the national and stats level, th& CDC and its state
parters have estatlished a,strong working relation-
ship with the ACS. Through its national office and local
divisions, ACS assists in the development and delivery
of CDC-directed programs. Local ACS divisions serve
as active partners with state hsalth zgencies to increase
access to screening services amcmg woman who are
medically underserved. CDC ccllaborates with ACS
- staff in all programmatic areas, including the imple-
mentation of sarly detection programs, public and pro-
vider education, and cosponsorsaip of conferences.

/1n 1993, CDCentered intoa unigue pa.rmershxp with¥

&Avou Producis, IRé., YWL,A cf the USA. The National

Natiana.l Orgamzatmns

. Amencan Assocxatmn of Retired Persons
® American Federatiorn of Tearbﬁrs
© American Indian He.ﬂtb Cars Association
e National Caucus and Center for Black Aged, Inc.
s ‘National Coalition of Hxsmr ic Health and
- Human Services Organizations
* National Education Asscciglion
® National Hispanic Council cn Aging
® National Migrant Resource Frogram .
® Mayo Foundation |
® Susan G. Komen Breast Cancer ¥ oundanon
® World Education, Inc.
* Young Women’s Christian As:ociation of
the USA f

t
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°

/Alliance of Breast:=Cancer Orgamzabens (NABCO), 4

[ and the National Cancer Institute (NCI) to improve-
‘ac¥ess to early detection services.’Avon created the
Avon Breast Access Fund and raised $10 million to
support community-based efforts through the sale
of its Breast Cancer Awareness pin and key ring.
Avon has funded more than 125 programs through
the YWCA of the USA and NABCO. Thess organiza-
tions work closely with state health agencies to
provide breast health education, recruitment and
outreach, and support services for women.

In 1994, CDCexpanded its collaborative network
by funding 12 organizations to develop educational
strategies and interventions to improve its capacity
to reach racial and ethnic minorities, older women,
lesbians, and women with low literacy skills (see
box entitled Nationa} Organizations). '

Program Impact

At the state and local level, the NBCCEDP has
made remarkable progress in establishing breast
and cervical cancer early detection programs. The
NBCCEDP suxv_eﬂlance data through January 31;- Y
1995 shows that 556,003 screening tests have been
provided to women who are medically underserved.
As of this date, the program had provided 220,592
mammograms in 18 states. Of the women who re-
ceived mammograms, 1,005 wers diagnosed with
brsast cancer. During the same period, 335,411 P4p; P
tests were. performed and a total of 14,605 women)
. were diagnosed with cervical intraepithelial neo-
"'plasia, a precursor of cervical cancer that can bel

- successfully treated. lnvaswe cewical cancer was

¥iagnosed in 120 women."

The most important risk factors for breast cancar
are being female and older age.? The NBCCEDP's
guidelines place a high priority on screening wom-
en 50 years and older. As of January 31, 1965, 58
percent of ths mammograms were provided to wom-
en 50 years and older (Figure 2).

Althbugh the incidence of cervical cancer does
not rise appreciably with ags, mortality from this

. disease Is higher among older women.*® Further-
- more.{older women'are less likely to receive Pap ;.

fests on a regular basis.® ‘As of January 31, 1995, 57
‘percent of the Pap tests were provided to women 40
years and older (Figure 2).

! Reachxng racialangd; ethnicminority-women wuh

/sCreeninig s servicesisa hzgh priority for the program
b

[
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A review of the NBCCEDP'sracial and ethnic break-
down reveals that 48 percent of the ma.mmograms
wete provided tominority women end that epercent
‘of &ll Pap tests were pmvidaa ‘o minority women_
“(Figure 3)—

The NBCCEDP was esta'bhsned early on in states
that had a high proportion of Hispanic women. Thus,
22 percent of the mammograms and 21 percent of Pap
tests were provided to Hispanic wornen. With the
implementation of the American Indian Initiative in
1894, the NBCCEDP has imnproved its capacity to reach
American Indian women. The NBCGEDP will enhance
its capacity to screen black ‘women with the recent
implementation of comprahens!ve screening programs
in states with a high proportion of black women. '

Discussion -

The Breast and Cervical Cancer Morntality Preven-
tion Act of 1990 laid an impcrtam foundation for the
development of a public health focus for cancer con-
trol in the United States. Tle CDC's NBCCEDP'is 048 ;
of the largest efforts in chronic disezse preventionand |

¢ontrol ever undertaken by . an agency of the federal '

{ government. The legislation provided ths firstoppor-
tunity for the federal and state governments together
to address the control of breast and cervical cancer in
a concerted and deliberete manner. At the state and
community levels, the developmsnt of early dstection

programs hasTasulted innew orgafizational capacity

( and infrastructure for cancer control, increased staff, -
resources and axpertise, multiple collaborative Part- .

} nerships in the private and public sectors, state and |
community coalitions, and a greater understanding of |
the challenges in delivenng preventive health servic.’
s.10 women who are_medically. underserved. The
NBCCEDP's comprehensive zpprozch to bredst and
cervical cancer control ensures thzt not only medical-
ly underserved women benefit from this sarly detec-
tion effort but thatall woinen gam from the sducational
activities, public and private'partnsrships, and quali-
ty assurance standards implemonted in the states.

Tha success of NBCCEDP has contributed to the
growing pressure on state haa}m gencles to focus
more attention and reso: urces on cnrcnic disease pre-
vention and control. This public health foundation
for breast and cervical cancer coruol could signifi-
cantly benefit efforts of states'in devaloping a compre-
hensive cancer preventien and control program that
would address other cancer sites'such as skin, lung,

colon, rectum, and prostate. |

One of the greatest challenges for the future is to
sustain the momentum and commitment of federal and
stategovernments toimplement a comprebensive screening

program in the remaining 15 states, the District of Colum-

bia, and U.S. territories, and to expand screening cover-
age in currently funded states and American Indian
tribes and tribal organizations. A comprehensive, nation-
wide program such as the NBCCEDP provides an unique
opportunity to improve the use of breast and cervical
cancer screening tests smong all women. This national
effort has allowed the United States to make strides
toward the achievement of the Healthy Peopls 2000
objectives for breast and cervical cancer control, particu-
lerly among women who are medically underserved.
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-Passed by Congress in 1990, the Breast and cervical Cancer Mortality\Prcvcnti‘on Act,
- authorized CDC to lmplcment a national program to ensure that women receive appropriate
high—quality cervical cancer screcnmg and follow-up. The lcglslatlon prov1dcs for grants to be

allocated to states for act1v1tlcs in six areas:

1) Screening medically undcrscrvcd womén for breast and cervical cancer.
2) Providing treatment referrals and follow up services for women with abnormal
scrccmng results.
3) Creating and disseminating public information and cducatlon about ccrv1ca1 and
breast cancer screening and control. ~
4) Improving hcalth professionals’ training, ‘
5) Implcmcntmg programs to monitor screening and analy31s proccdures
6) Evaluating program activities throtigh surveillarice systems.
| )
The act stipulates that at least 60% of funds given to states must be spent on screening and
referral services, and the 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 treatmcnt although such services cannot be pald for by money authorlzcd by
the Act : , o, . o

]
I

To achieve these goalsi: CDC developed the National Breast and Cervical Cancer Early Detection
Program (NBCCEDP). Through this program, CDC reimburses states for clinical breast exams,
screening mammograms pelvic exams, Pap tests and some diagnostic procedures. State health

- agencies contract with various provider agencies including the YWCA, family planning
organizations, community organizations, county health departments, and private physmlans

Fifty states, five territories, the District of Columbia and 13 Amerlcan Indian/Alaska Native

organizations currcntly part1c1pate in the program.
. i. . .

Components of the NBQCEDP
\ Sersening and Fdulation/Outreach Progza
. CDC works with a number of state, local, national, consumer and voluntary organizations to
provide screening scrv1ccs for traditionally underserved populations of women. Examplcs of
such programs mclude
- * Aprogram to enable Alaska Natives close to populations of Alaska Native women to create
culturally appropriate ioutreach strategies and education materials. * -

%
|
|
i
I



treatment sérvices.

* A collaborative program between the Breast and Cervical Cancer Early Detection Program in
the California Department of Health, the YWCA of Glendale, the Mission City Clinic,
University of Calrfornla Los Angeles and other commun1ty organlzatlons to 1mprove and expand .,

screening services and outreach efforts.

I

- * The Nebraska Breast and Cerv1cal Cancer Earl Detection Program which manages
‘ y. gr

culturally sensitive outreach programs aimed at Vietnamese women (a population with a hlgh
rate of cervical cancer).’ Through this program, letters in Vietnamese are mailed to all women

_over the age of 18 Wthh invite the women to the YWCA to learn about screen1ng services.

!

* A program run through the Texas Department of Health which uses funds to pay the YWCA
to recruit women through churches, clinics, senior centers and YWCA programs to ga1n

h
i
O

* A Maryland state health department program which places funded outreach workers at county
health departments throughout the state; workers come from the community and are mainly
older minority women. | -

* An educational progr'am in Massachusetts which provides printed educational materials in
languages other than Engllsh 1nclud1ng Haltran—Creole French and Spanrsh '

- * Collaborative programs w1th the Amerrcan Cancer Socrety, Avon Products Inc., YWCA
. National Alliance of Breast Cancer Organizations, National Cancer Institute, National Center for
- Farmworker Health Inc., and other organizations to sponsor education and outreach efforts.

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 cases of invasive cervical cancer were discovered. As of J anuary 31, 1995

48% of Pap tests were provrded to- mrnorrty women.

!
1

The CDC established a number of professional education programs for program managers,.

' health care professionalls, health educators, administrative staff and outreach workers. The

programs have focused on detection and diagnostic procedures, guidelines for screening, .
communication skills, data collection, reporting requirements and strengthening clinical skills.

" III} OQuality Assurance:

The CDC has created screening guidelines and helped the FDA to conduct quality assurance
training programs. Programs have focused on improving specimen collection by the primary .
care practitioner and specimen 1nterpretatron by the laboratory

IV) Surveillance Pro rams ‘ o

When the NBCCEDP was created i in 1991, the CDC created a program to mon1tor screenmg,

diagnostic and treatment activities. States collect and report to CDC information on screening

location, demographic;characteristics of those screened, screening results, diagnostic procedures
| , .

i
y
i
|
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and outcomes, and lnltlal treatment. Remlnder systems have also been implemented to
encourage women to return for rescreening.

1
Y) Treatment: i : :
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 and legislative mandates to use cigarette tax revenues for diagnostic or treatment services
both help to provide treatment.

i

. ) . R Al .
In fiscal year 1993, $72 billion was appropriated for NBCCEDP; in FY 1994, $78 billion was
appropriated; and in 1997 $140 million was approprlated .
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Céﬁters for Dx%ea ONETO| ,and Prevention (CDC)
Nationzi'liBreast an _Early Detecuon Program
Q. The legislation authonnng the CD ‘ "i 1onal st and Cervical Cancer Early Detection

Program (Public Law 101-354) providgt_
screenihg services to women of low-
to women who need it? |

state and situation.

b
Other sources of treatment are more
extent of state/local government suppo%; =l der generosity and community
commitment, as well as the state/localh p‘éfrﬁ“*xgnts commitment to finding treatment for
women who need it. Examples mclude‘ W dgggﬁd uncompensated care programs, state aid
indz eﬁl{;g,arette tax revenues for treatment.

1d within states and are a rcﬂectlon of the

Me'dica[ providers and hospitals in commiut f, Havealso donated 'treatment services- Crcative
approaches have been shown to be effe o
using the mﬂuence of medlcal adwso y:cait (esﬁdia.dvocate for provider cooperation; ’>)

stsis roviders and hospitals in a community; 3)
DeClﬁc do]la: amount for treatment or target

negotiation to have prowders and hosp'
a speaﬁc number of women to treat fr

unity efforts to raise funds for treatment
ck" if no other sources of treatment could

companies.

Fundamental problems mclnde the instffy
g
are unmsured or undermsured and thekm

272
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-Breast and Cervical Cancers

v o . j
. . S
An estimared 2 million Americin women will be” The incidence of invasive cervical cancer has

diagnosed with breast or cervical cancer in the 1990s, . decreased significantly over the last 40 years, due
and half a million will lose their lives. A dispropot- in large part to early detection efforts. Still, an
tionate number of deaths will be among minorities " estimated 14,500 new cases of invasive cervical

- and women of low income. | : cancer will be diagnosed in 1997, and 4,800

i

women will die from the disease. Virtually all of

thL>L deaths can be prevented by making these
feaavmg screenmg services available to all .

Breast cancer is the most commor: nondermatologic
cancer among American women and is second only to
lung cancer as a cause of cancer-relared deaths. An
estimated 180,200 new cases of breasvcancer among
wamen will be diagnosed :n 1997, dnd 43,900 women
will dic from the. disease. |

The Natioha& Breast énd Cervical

) . i
Cancer Early Detection Program N
- - i
screening for bneast and ce rvnml cancers, mt Comprehensive Screening Programs - ;
follow-u ssary, and assurance thar th Al SO States ' W
performed in accordance with current recommendarmns 1 Distriet of Columbia v b
t'o_[ quality assurance. CDC implements many of these - Northern Mariana isiands o - : [,
activities through partnerships with state and territorial Republic of Palau Y
health agencies, American Indian/Alaska Native U.S. Virginislands o j
. . . o . . . ” ‘ . 4
oggamzanona, and other natidnal organizations. In- . | snesican indianvalaska Native arganizations ¥
Fiscal Year 1997, CDC entercd into the seventh year Arctic Slape Native Association, AK
of this landmark national pmqmm thar brmm critical | Cherakee Nation, OK ]
breast and cervical cancer screening services to Cheyenne River (5:*°”‘T"°°~ S0 . R
underserved women, including older women, women vii:fagzia’f;f herokae Indians. N N
with low income, uninsured or underinsured women, . Indian Community Health Service. AZ
or women of racialfechnic xm;nom) ‘aroups. Maniilag Association, AK :
. . Al . . i i K
Appropriations.of $140 million in 1997 enable CDC - Navajo Nation, NM 8 42 i
blish d foll ’ Native American Rehabilliation Assaciation of the Nonthwest, OR :
to establish greater access w0 gcreening and follow-up - -, -Pleasani Point Passamaquoddy Tribe. ME X
services, increased education and vutreach programs " Poarch Band of Creek Indians, AL
for women and health car: providers, and improved” ‘| Goutncontrat Foundation, 4K Y
quality assurance measures for mammography and .- South Puget Intearibal Planning Agency, WA - 3
cervical cyrology. : capaclty-auudtng Programs A
Fifty states, five termitories, tht District of (.nlumbla Ameficen Samoa i
and 13 American Indxan/r\hsl\a Native organizations "Puerto Rico !
now participate in.the Narional Breast and Cervical B T o T T X ST 3 oy S AR :

Cancer Early Detection Program (NBCCEDP). CDC

provides national program leadership in collaboration A E
with other federal agencies and professional, national, ~ “This initiative will remove -many of the

voluntary, and consumer erganizations. v financial barriers women face in gerring
' timely mammograms and Pap zesrs

—Donna E. Shala}a Scc:emry ,
U S Deparment of Health und Human S'erm:e\ .

e
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Screening and Follow-up Services

i
{

*,

*  Why Get Screened? | |
Breast cancer screening by mammography is the - Examples of these resources include county programs
most effeccive method of detecting breast cancer ‘ for the indigent, state-funded cancer clinics, and in
in its earliest, most treatable stage. Mammography one state, a legislative mandate to use cigarette tax
detects cancer nn average of 1.7 years before the revenue to pay for trearment. The Indian Health
woman can feel the lump herself and locates cancers Service has funded treatment for m: my American
oo small o be felt during a breast examination. Indian/Alaska Native organizations. Medical providers
Generally, survival has ar. inverse relationship with - and hospitals in communities have also donated
the stage of breast cancer at djetc-c:tion — the more treatment services..

advanced the cancer stage, the lower the survival rate.
When breast cancer is diagnosed ar a local stage, the
5-year survival rate is 97%. When breast cancer is

Porcont Distribution of Mammograms and =
diagnosed at a distant stage (meastasized), the 5- -year Papanicolaou Tasts Provided s NBCCEDP Participants, Fg

survival rate decreases to 70% : by Race}Ethmcﬂy, 1991-1993

Thefintemledoncome;o LLrV]ca:* ancer
differs from that of breast cancer screening:
prlmarv goal is not to find cancer, bum i

the Mammogramsg by Race/Ethn!cixy . : ]
31 o Total « 524,575 : Cthar/Unknown ;

Hispanic 4%
18.6% >4%

W -
precancerous cervzcal esions (dyap 8\&"1) identified

Amarican Ingian/Alaska Native

by Papanicolacu (Pap) sa eemng can actually prevent 1% .
3) cervical cancer. Addmon.zlly,l ificenuicaly Asian o
. : SETI % N y/ 5
(J {dc ccted th [ e’arhmmmsm 28% , 5
: Black, non-Hispanic ‘ .
16.3% - White. non-Hispanic jt)
%
Papanicoloou Tests by Race/Ethnlcity 4
7 Total = 690.560 X Otherfdnkaown ‘

VY. Hispanic 5.4%

e I C 19.0%

® [EOst®MAny women cite cost as the. reason they
do not use early detection progr nmsg\danygare Tot American Indian/Alaska Native
aware*af theav: clllclbll ,mf low N 10.1%
ey Asigh
2.3%
Black, non-Hispanic Wh Hispanic |
N 2, «
{b zmpcrtant ) 4 13.0% . ite, };13'::1 %spamc :
L] Cclnln_gnicatlen*Bam&’rs R QInmuUnic: ' Sourca: NBCCEDP dara ihrough 9/30/96 '

BT I L R A T T Ot e AN R R R I N A S S A R RS
vy 50 S0 e o s S e

.h sxman Numbaear ot Examinations for Figcal Yeare 1681-1606

;rcu)mmenda A 100y ’
CLack ufsChdd§@3°re.‘ Some wOmen need{a;sqst nce? | among NBCCEDP Participants

withat atranging- c.hsid'cme tosbesblero e suéenmg | 200,000 : \e617 L sl 8

’ : [ - 180.000 A i
Treatment : 120000 y
@T FRENBEECEDPegislatiVe miundudcdoes not permit 90,000 E
F""""“'--—v—« w . R &
¥payment forcréatrentwith CBGHurdds However, 10000
. funded programs have vshmwn creativity and derermi- , 0 -
nation in identifying and securing treatment services - FYS192FYSIFYOSFYOsFYap FY 0162 FY9IFYOLFYOSFYos |1
for women diagnoscd with bredst cancer or cervical - Mammagrama totale524575 -+ Pap tests 101a1=690,560.
abnormalities. These trearment sources reflece the " Total Examinations = 1.215,13§
extent of state and local fovernment support, medical Source: NBCCEDP data through 9/30/36 g
provider generosity, and commu'\w, comumirment. e e — g

i

1
|
|
b

e

i
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How the Program Has Helped @fs’:‘hﬁe’*éﬂ)@»sé
! Guerdabnormals ><.>f ccmcal
""OO'OOO screen. intraepiche il n(.ulesm ((_,INﬁ) BRI precursor

.-}.

ml‘%@dé’?&@

finvisive cervical caticer tharc:
M Ay
étrezted weTe- n.]m‘gms.sed ~AtOrR 3

INVAsive cervical.cancer were dmjmo»ed,,a fate ofj‘)

incbe: successfullv-—

iy,
per r-100,000-As. s-depicted.-below, thesrateaiof CINZ
“decrensed withrincreasing age:f -

Rate of Breast Cancers per 100,000 Mammograms among
NBCCEDP Particlpants, by Age Group, 1991-1986

2
&

& o
8

o
(=]

8

Per 100,000 Mammo;glams

9 75«

4045 30-64 e3-74

Source: NBCCEDP gata through $:30/96
Inciudes biopsy-diagnosed in situ and invasive breast cancer

‘Rate'of Cervical intraepithglial Neopiasia (CIN) per 100,000
Pap Tests among NBCCEDP Pamclpams, by Age Group,
1991-1996 -
0,135
g 1003@ .. r—
o
S
S 8000
& S 9000
: o
. 8 .k
N S 4000
= 2000
S - i it X
o ) I,
<20 30—35 4:';-«9':I :o—csa 63-78" 78+ -
‘Snnirccr NBCCEDP data through 930136 ) '
inoludes biopay-disgnoscd CIN I, CIN I, CIN I

R e -
Lt b

Public Education and Outreach

i

“Comprehensive strategies wu’} be needed 1o educazer ‘

- and motivare women Io : eeL s ;emmg services.”

o

—Donna E. S}n:!afa. Sevretary
U.S. Deparment of Health and H uman Services

4 A :
U = & |

@ Innovanve Program ‘btratemes

c,
q/’a’ ~ The program has made ~.|me1cmt prooru.i% in buddmu
state and community partm rshlp\ [0 serve women.

' VariousCUHEATAEHVITEs have been designed o
NS cdumtc“?iﬂsmenaemdmmotwate theiF T bescrestied)

o UipARChorageRAIRKE jthe | Southcentral

" Foundation’s Alaska Native Women's Wellness
Project and many other partm rs collaborate to
bring breast and cervical cancer screening and
communiry outreach to medml]y underserved

women. AlRska Nt vroTent ace many barriers

in seeking health care thatrequire the develupuu.nt

of gx:ltt&rallﬁtfmhun eperand /

educationa TAREAS This partnership reaches
out to many otganizations that can bring special
competrencies and skills toprovide women with

- breast health cducation and scrcening services.

. The project is managed | i Aluska Natives, who
are close ro.the commurity and who understand

" Native way’s of commun: cating and i mtexaccmg
' : j

e winrim mom e s

gr.Califoriialis o multi-ethnic Los Angeles
suburb whcre non:zEnglishspeukiny underserveds

o Glemialey

populations include Eastern Europeans, Asians, and
Hlspamc‘: The California Department of Health's
Breast and Cervical Cancer Early Detecrion
Program joined forces with the YWCA of Glendzle,
the Mission City Clinic, University of California
Los Angeles. and numerous community-hased:
organizations to deliver comprehensive screening

. services. Through these pareners’ combined ¢ffores,
a high volume of women from # large and diverse
community receive high quality breast se r:enmg
services and education.

TEENEbaskabreastnd Cervical Cancer Early?
e REORET t«\’cggccmo.d abot *\*’wtmme:e;
TN forw Rom, cervicalicancers thedeading
eancersitaln Hastings, Nebraska, the program
d=rermincd thar Vietnamese women were not
returning for their annual clinic visits because
“reminders were in English. In July 1996, letters in
Victnamese 'were mailed to all Victnamese women
“aged 18 years and over in Hastings. This letter
invited them to uttend a program at the YWCA
in Viernamese that provided education about and
referrals for screening services. Because Vietnamese
- women may be more comfortable accessing health
care with other women, rhe,wnmewwhn'm sehiec

{”Ied {Ol’ C]}IIIL ot

itshavesaminterprecer w iththerd
(AR gE A Wp T hese efforts illustraté Nebraska's
S L strate N
commitmént to culturall TSEnsitive ourreach:
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V"'P.artnership's and Cioallition Development

N
.National Organizations.
Since 1992; CDC hus awarded fun<s to narional organiza-
tions to educate their constitnenes about breast and cervi-
" cal cancers, o inciease access to hreast and cervical eancer
\‘creening among underserved women, and o _fie.’\"qlo;i‘ .
1O 1t1rxt’°’§“ﬁh oI

r.hm-'wzmrenku\ el
al‘th‘ en s ws»and“Auu 1C: 1T ndmn/fg

Arm owam ’a‘rﬁfn}ﬁ ghm IRV

atoiwingclude

La_;k

& American Association of R‘med,pc‘rwns

® Amecrican Federation of Teachers Education
Foundartion (o

® American Indian Hmlrlnnrv Asiociation '

B Mavo }-nlznd wion, Ine.

& Nutional Caucus and Center on Black —\md lne.

* @ Narional Center tor Fannworker [ ealth, Ine.

"W Natlonal Coulicion of Fhspanic Health and Human

Service Organizations

® Narional Educanion A.\.m\.‘l:miw{}

B Nuional L lispanic Couneilon Auing:

& Susan . Koen Breist (f;‘fnur Fmimimm}

8 World ldacunon

B YNWORA of the ULSAL

§
OtherﬁNatlonal C’ ‘l‘labgga-ggpgsn

The abxhz\,« to implement a narional program to
~control breast and cervical cancers depends largely on
the invalvement of various partm. rs in state and local
governments, physicians, pagional and privarte sector
organtzations. and consumers, CDC relies leavily

on these partnerships to build the necessary
infrastructure ro provide serekning services for all
women who need them,

;

!

® {Wmerxcan "Cancer Sodiety. é}TE\L cne and ACS

. collaboration combines the resources of narional
ACS divisions with CDC and i strong ties Lo
the departmenrs of healt h in every stare, ACS
assists in developing and delivering CDC-funded
programs. ACS divisions serve as partners wich
stare henlth agencies 1o increase screening
services to medically underscrved women, CDC
colluborntes with ACS seaff in all programmatic
areas, mdmhm establishing early ditection”
programs, prov ider LdUL«NlOﬂ efmu:s, and special
demonstration projecss. .| o

¢ (Avon.In 1993, a unique pubhc -private p.nmer:hlp
was established among CDC, Avon Producrs Inc.,
A ek

|

i+ cancers. This step-by-step guide on how 1o use

referrals to breast and cervical cancer screening
sites, tracking and follow-up services, and

National Center for Farmworker Health, Inc.

‘migrant and seasonal farmworkers. TLHAs

of the health centers by reaching a greater i

T-445 P.06/24 lab-442
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National Center for Farmaorker Hedlth, Inc.
The Traveling Lay Health Advisors (TLHA)
program was developed ro address the need for
comprehensive and culturally sensitive early
detection of cancer among mostly Hispanic

provide basic education on women'’s health,

translation of service information for farmworkers.
TLHAS help assure continuity of care, assisting
health centers and clinics in arranging follow-up
care and referrals and in locating patient medical
records. These activities contribute to the mission

percentage of the tareet population while ' |
strengthening NBCCEDD eftorts to decrease

barriers.ro breast and cervical cancer sereening.

collaborated on developing a commumity media
guide for advocates who are interested in health
promation with a facus on bresist and cervical

media channels to reach Hispanic audiences is
available in Spanish and English from the
National Center for Farmworker [Health, Inc.

YWCA of the U.S.A., the National Alliance of
Breast Cancer Organizations (NABCO), and the
National Cancer [nstitute to educate women about
breast health and to improve access to early detec-
rion services, Avon's Breast Cancer Awareness
Crusade has raised more than $18 million for

~ breast cancer programs nationwide through the’

sale of irs Breast Cancer Awareness pink tibbon
products. Avon has funded more than 200 pro-
grams through NABCQO and YWCA of the U.S.A.

S PRI I PR A G s et _.,.-_..»- .
National Brdast Cancer Teleconfcrencer [n April

1996, rhe NBCCEDP, Avon's Breast Cancer

Awarencss Crusade, the New York State
Department of Health, and WQED Pireshurgh,
conducred a national teleconference at 6350
locations. The releconference highlighred five
case studies, which addressed successtul partner-

*ships and proven ourreach strategies for reaching

low-income, minority and olderwomen. A package

is available to belp in the implementation of breast

health ourreach programs in communities. CDC

continues to support partnership development as

an important component of successful cancer
-prevention and contral efforts.
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.The Mammographv Qua ity Standards |
Act of 1992 :

i

The MTmmography Quairy | Stardards Act umbhshed
a nationwide program to regulare rhe quality assurance
praczices in all 1'nal‘£‘mmgmphy facilities throughour
the Unired States and authorized FDA to carry out
this program. CDC has asisted FDA in formulating a

i
i

Professuonal Edwcatlon

The National Trdmmg Center for the

Prevention and Early Detecnon of Cancers

eERE: 'Dlvmon of C.mu.r Pw\'enmon and (.mmml

Bl nm.whfa
———--—rv-""““"""
Tiiccenwill
'porrumttci

g

Ep’ra fe33ionals ol 3n: ane 0
Eindscribal-organizanone The target audume wd[

mcludg;pmomms MIANAPETs, ¢1cimtzxx>wt,lff df}}
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training program for officials responsible for regulating
*facilities. CDC's activities in qualiry assurance have
“also included the creation of educntmml programs for
appropriate professionals.

Quality Assurance in Cytology.

-CDC has funded the Association of State and
Territorial Public Healeh Laboratory Program Directors

to write recommendations regarding the impact of
closing laboratories thacare tound to provide inferior

© eytology services. This report is focusing on the respon-

sibilivies and roles of the health department in notify-
ing paricnts and physicians who have received services
and diagnostic tests from these facilities. A working
group of stare laboratory directors and national experts
has been convened to study :m\i recommend policies
concerning these issues.

data uumagara—lggglth cducatorsphysicians;varses,

CradiBISE st xdlolmgxcq! rechnologistseytotéchinolo-

gistseand oGtreac h-workers, Training will be skills-
Based and will use new and creative approaches,
including hw. interacrive satellite caurses.

Other Key Partners BT

American College of Phy»man\

American College of Rﬁdtology '

American Public Health ‘\smu ation

Association of State and Tcmwrml Chronic Discase

- Drogram Directors

Association of State and ﬂ.mmn 4+ Directors of Public
Healeh Educarion |

Association of State and Territorial HL alth Othcm{

- Association of Teachers of llrcx entive Medicine

t

Food and Drug Administration

Health Care Financing Administrarion

Health Resources and Services Admnmtmuon
Indian Healrh Service

Natlonal Alliance of Breast Cancer Orgamzarions
National Association of County Health Officials
National Cancer Institute :
Narional Governors Associ iation

,N’itton.zl Mu‘llml Association

" For more informatlon or addltional coples of this documant, please contact the
| . Centars for Dlsease Control and Prevention,
" National Cmnter for Chronic Dissase Prevention and Health Promotion, Mail Stop K-64,
47?0 Buford Highway NE Atlanta, GA 30341-3724, (770) 488-4751.
; . E-mall to cancerinfo@cdc.gov
“'http://www.cdc.gov/nccd php/depe
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During the 19903 breast or cervical cancar will be diagnosed in an estimated 2 mnl-
lion women in th!e United States, and 500, 000 will die as a result of these diseases {7}.
Screening mammography followed by timely and appropriate treatment can reduce

S AleLop .< ‘ » I'O}
. CESSHIOE breastgandﬁncemlcal cancer scneemng sewlces?%
nde served women This report summarizes the impact of this initiative, CDC's Na-
tlonal Broast and Corvical Cancer Early Detecnon Program (NBCCEDP), durmg July -

1991-September1995 4 ‘
n : PR - 7,;. e , A',‘ El oo . £

i cemcaI”é"a”’ﬁ’c’;’?rﬁwe’r’e’nipmwdedxoxu mnsu redéor&undermsu rednwomen
During Juty 1991-September 1995, the program provided 327,017 mammograms;
61.2% of the mammograms were provided to women aged 250 years, and 46.7% were
provided to women of racial and ethnic minorities. Breast cancer was diagnosed in
1674 of the women who received - mammograms. Although the rate of abnormalities
detected by mammogram was highest far younger women, the rate of breast cancers
detected per 100.000 mammograms mcreased dnrectly wnth mcreasmg age (F:gure 1.
(A3 t‘é"i‘é!of’i?zwawi:’ap tests: {o}

Heponed by: ongram Sves Bf and Office of the Director, D:v of Cancer Preventmn and Control
National C’ente: far Chromc: D:saase Prevenrlon and Health Promonon, CDC :

*Public Law 10 1-%154.
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S iencreasmgmo at ledstz80%-the, prcparuon of low-mcel;g_etw
T S 7 e S PO _“”*“~»w
ﬂ"w""o‘f’me aged ..;ISgy;edrs"{wnth‘utenne ‘cervix)-who have' rece«vedxaeP‘ap test.w
' recedmgra yearsjebjecmves 16.11b and 18. 12d ‘@% }@T@h Breast-and*"(:erwca

P
ﬁ%&ﬁ%‘ﬂ@fmevenn - abledgstata \

{ Estructure‘-’t‘o‘f’lmfacc s‘ta‘f
women whofare? iC 1

C are nwe
-gixth yeair%’fi

Segncerhasin mc*reasea

cer prevention and control these procedures have been{Substantiallyundérused. The
most important FISKEAR

for breast cancer are female sex and older age (5); how-

~ aver, findings from ne 1992 National Health Interview Survey (NHIS) indicated that

only 35% of women aged 250 years reported having had 3 screening mammogram

dunng the prev:ous year. ladatthoughcemcalcancer death Fatesiare -

;nlghergang elder wemen(&é)de'r Women are Ie%lrecane E’.»ap tests onga
S in

i g' from,,a,b@alt FCRICA ovxder%cos,g assocuated-wnth.«the-tests,
d andingref ofieatly; det‘é‘é‘i’non@

FIGURE 1. Ratef of breast eancers, by age — United States, National Breast and

Cervical Cancar Early Detecﬁon ‘Program, July.issj-September 1985

800 - - Invaswg
] In Sltu

' 40-49 5064 6574 375
' Age Group (Years)

~ *Per 100,000 mammograms, age-adjusted to the 1970 U.S. population.

T-445 P.00/24

Although screaning mammography andi EMare essential strateg:es for can-
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Early detestion programs at the state and community levels have résulted in in:
creased staff resources and expenise for cancer control, innovative public and
professional education programs for women and health-care providers, collaborative
partnerships involving the private and public sectors, state and community coalitions,
-and improved uqderstandmg of the barriers that prevent underserved women from.
‘seeking screening services. Improvements in measures for ensuring quality of screen-
ing tests and thé sstablishment of public and private partnerships have benefitted
all women. For example, when the NBCCEDP was implemented in 1991, provider
agencies panici‘pbting in the program were required to meet technical guidelines for.
mammography and cytology services, which included having all mammography
facilities meet standards estabiished by the American. Couege of Radiolegy
and the Food and Drug Adm:mstrat:on and all cytology labaratories meet standards

ed partners p Wit
encanﬂCanceraSmc;etmeoung Women's- “Chris-

Y *ﬂ‘?‘f:gg"‘u %Ws,usan_G.-Komen;Breast;CanWw

' a*\?', 19965CDCTeceived, Congressuonalfappropnatlons of $1255RIlIToR
{forbreast a‘wﬁ%m HEEHEs o EDEIHD T‘r‘&"ﬁﬁ%‘?fundmg 16°35 states’and%me

A erlcanl_lndmn/Alaskan Natlmams for comprehensxve‘screemng programs . .
anﬂd_gmw T ;&gﬂhave beemprov deWtes,-the_Dlstrzct—of f-Columbia,
andthresyeriitories . Dorir < ~ ntxcnw:dmgﬁ?‘we?
gscrg_e_ggg andmg he-remaining. 15 states=the-District & o@_lg_@wd '
<several-of therUiSTIETTitonies. - : '
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National Centar for Cﬁronw Disease Przventwn a:uf Hea[th Promotwn
| Dm.swn of Cancer Prevention and Control
Available Pubfications

—— 1997 National Breast Canw Awareness Manth Kits
_ Nationaf Strategic Plan for Earfy Detection and Control of Breast and Cemca[ Cancers
—_— The National Breast a:f Cervical Cancer Earfy Detection Program At-A-Glanice, 1997
Breast and Cervical Canw' Screening: Barriers and Use among Specific Popufauon.s, Januiary 1995
—_ Developing Interverntion Strategies jbr Breast and Cervical Cancer. Scraemng A Sagf-szdj; Guide for Progmm
Listening to Your Audience: Using Focus Grougs to Plan Breast and Cervical Cancer Public Educnton Programs

!

Planners, 1995 = |
—__ Beyond the Brochure: AItemauva A;:?raacﬁzs to Effective Health Communication
——. Resources for Reaching Spacm[ Populations, Breast and Cervical Cancer Prevention am{ Ccmtmf, jan .1994

—— State Laws Relating w Breast Cancer, DCPC, Legislative Summary, September 1996
Your Message Counts, A Gma.e for Commwuty Leaders, How to Plan Your Communications Stateqy for Bmast

and Cervicaf Cancer, lemqwf Guide, May 1995 (National Center ﬁ)r Eamworﬂar Health)
—— Evaluation of Common Breasr. Pmﬁ('zms A Primer for Primasry Care Providers

From m:ﬁwgz wmwg/ Weekly Report (MMWR):
National Breast Cancer Awareness Month, Breast Cancer Incidence and Mnmﬁty —11.5. 1992;
—— . Update: National Breast and Cesvical Caricer Earfy Detection Program -Jufy 1991- Sqtemﬁer 1995, MMWR;

Octaber 4, 1996; Vol. 45 / No. 39
—__ Use of Mammography Services by Wcmm Aged 265 Years Enrolled in Medicare — ULS, 1991-1993; MMWR;

Oct 20, 1995; Vol 44/No 41

June 14, 199¢; Vol 45 / No. 23
— Surveillance Summary — April 24, 1992, Vol 41 / No. ss-z (Surveillance; Screening Befaviors)
Deatﬁ.s from Breast C:mcer — U.S. 1991 MMWR, Apnf 22, 1994; Val. 43 / No 15 '

— Results from the Nat'l B&:C Cancer Early Detection ngram Oct 31, 1991-Sept 30, 1993 MMWR;

July 29, 1994; Vol. 43 / No. 29

"~ Pagel
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‘ Prostate Cancer: Can We Reduce Mortality While Preserving Quafity of Life? At-A-Glance, 1994-1995
National Skin Cancer Prevention Education Program, At-A-Glance, 1997
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From Mozﬁz}z?gz and Montality Weekly Report (MMWR):

National Melanoma/Sitin Cancer Detection and Prevention Month, May 1996; Survey of Knowledge of and
Awareness About Melanoma — 1LS. 1995; MMWR; May 3, 1996; Vol. 45 / No. 17

__ Deaths from Melanomz —, u 3., 1973-1992; MMWR; May 5, 1995; Vol. 44/ No. 17

- The National Program of Cancm Registries At-A-Glance, 1997
From Marfm’igy and Marm&;y szié/ Report (MMWR):- - :
.Statz Carncer Registries: Status of Authorizing Legislation a and Enabfing Regu!ntwns —_ LIS Oct 1993;
MMWR; Feb 4, 9"’4, Vof 43/No. 4

e |

Colorectal Cancer: The Imféim&s of Early Detection, At-A-Glarce, 1996

From Morbids 9/ MJ lv{armﬁty Weaéézﬂgpart (MMWR): :
Screemng Rates for Co. orez:mI Cancer: New Guidelines and Cunent I.Itiﬁzntten — MMWR, Feﬁ 9, 1996,
Vol 45 /No.5 ' _ « ‘
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’ Estimated New Cancer Cases afnd Deaths by Sex for All Sites, United Scates, 1997 *

Estimated New Cases Estimated Deaths
__Both Sexes Male " Female Both Sexes Male Female
All Sires ‘ ' 1,382,400 785800 596,600 $60,000 294,100 - 265,900
Oral cavity & pharynx ; 30,750 20,900 9,850 8,440 5,600 2,840
Tongue v i 6,400 4,200 -2,200 1,820 1,200 620
Mourh ‘ i 11,000 6,700 4,300 2,300 1.400 1,100
Pharynx 8,800 6,400 . 2,800 2,030 1,500 530
Other oral cavity 4550 3,600 950 2,080 1,500 550
Digestive system - . 225,900 120,000 105,900 127,070 67,440 59,630
Esophagus ’ i 12,500 9,400 © 3,100 11,500 8,700 2.800
Stomach : 22,400 14,000 8,400 14,000 8,300 5,700
Small intestine ' ! 4,900 2,600 2,300 1,140 540 600
Colon § 94,100 © 45,500 . 48,600 46,600 22,600 . 24,000
Recrum : 37,100 . 20,900 16,200 8,300 4,400 3,900
Anus, anal canal, & anorectum : 3,400 1,400 2,000 410 150 - 280
Liver ; 13,600 9,100 4,500 12,400 7,500 4,900
Gallbladder & other biliary ; 6,900 2,500 4,400 , 3,500 1,300 2,200
Pancreas : 27,600 13,400 14,200 © 28,100 13,500 14,600
Other digestive organs f 3,400 1,200 2,200 1,120 450 670
Respiratory ‘syscem [ 194,600 111,400 $3,200 165,920 98,490 67,430
Larynx ; 10,900 8,900 2,000 o 4230 3.300 930
Lung: | 178.100 92,300 79,800 160,400 54,400 66,000
Other respiratory organs ! 3,600 4,200 1,400 1,290 ‘ 790 500
Bones & joints f 2,500 1.300 1,200 - 1,410 - 750 660
Soft rissue (including hearr) ' 6,600 " 3,700 2,900 4,100 1,500 2,200
Skin (excluding basal & squamous) | $4,300 . 34,900 19,400 9,490 6,100 3,390
- Meclanomas ! 40,300 22,900 17,400 7,300 4,600 2,700
Other nonepithebal skin ( 14.000 12.000 2,000 2,190 1,500 690
Beeast 181,600 - 1,400 180,200 44,190 %0 43,900 |
Bcpio_ductive organs ! 424,800 - 343,000 - 81,800 - 68,870 42,370 26,500
ECemE w3007 — (14,500 Ga300> — & 4500,
Corpus uteri i 34,900 — 34,300 6,000 —_— 6,000
~ Ovary | 26,800 — 26,800 14,200 - 14,200
Vulva 3,300 = 3,300 800 - 800
Vagina & other female geniral | 2,300 — 2.300 700 — 700
Prostate B L 334,500 334,500 : - -+ 41,800 41,800 -
Testis : X 7,200 7,200 - 350 350 -
Penis & other male genital Co 1,300 1,300 — 220 - 220 . —
Urinary systom b 85,400 58,000 27,400 . 23,520 . 15,060 8,460
Urinary bladder . 54,500 39,500 15,000 11,700 7,800 3,900
Kidney " 28,800 17.100 © 11,700 11,300 7,000 4,300
Ureter & other urinary organs i 2,100. ‘ 1,400 700 . 820 260 © 260
Eye & orbir ’ 2,100 1,100 1,000 250 140 110
Brain ; 17,600 ' 10,100 7,500 13,200 7,200 6,000
Endocrine systern ' ' 17,560 . 5,530 . 12,030 2,070 : 870 1,200
Thyroid ) L 16,000 4,700 11,400 R 1.230 450 780
Orher endocrine r’ 1.460 _ 830 630 840 420 420
l.ymphoma 61,100 34,200 - 26,800 25,280 13,220 12,060
Hodgkin’s disease P 7,500 - 3,300 - 3.600 1.480 820 660
Non-Hodgkin's lymphoma : §3,600 30,300 23300 - 23,800 12,400 11,400
Multiple myeloma j 13,800 7,300 - 5,900 10,900 ‘ 5,500 5,400
Leukemia ; 28,300 15,900 12,400 - 21,310 1,770 . 9,540
Acute lymphocyrtic leukemia ; 3.000 1,600 1,400 1,410 770 640
Chranic lymphocytic leukemia ; 7,400 4,300 " 3,100 4,900 2,800 2,100
Acute myclocytic leukemia ) 9,200 4,700 4500 6,300 : 3,300 2,900
Chronic myclocytic leukemia : 2,300 2,400 , 1,900 2,400 1,400 1,000
Other leukemia T 4,400 2,900 1,500 6,300 3,400 2,900
Other & unspecified primary sites | 35,500 16,500 19,000 - | . 34,000 17,400 -16,600

*Excludes batal and squamous cell skin sancers and in situ carcinomas excepr bladder. Carcinama in sitw of che breast aceounts for abour 30,000 new cases annually,
and melanoma catcineta in siey sccounts for about 17,300 new cazes annually. Basal cell and squamous cell skin cancers account for more than 900,000 new cases snnually.
About 2,100 nonmelanoma skin cancer deathis are included amony the deaths from cancer ofojncr and unspecified sites which are expecred o ocourin 1997,
Estimares of now cases ace based na incidence rates from NCI S&R program 1980-1993,
. American Ceacer Saciery Surveillance Reavarch, 1997, . .

Dita source: NCT Surveillance, Epidemioiogy, and End Resuts Program. 19%. ©1997, Anwerican Cancer Sadiery, Ing,

'
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Estimated Cancer Mortaliry, by State, 1997 | S :

Reported " ‘

Morraliry i A ' : Non-

Rateper  All ' Female " Colon & Corpus Hodgkin's Urinary
State 100,000t Sires : Breast Cervix Recoum Uteri  Lung Melanoma Lymphoma Pancreas Prostate Bladder
Alabamna ©19 9,400 670 80 660 80 2800 140 380 420 670 150
Alaska ! 600 60 5 50 S 19 S 10 20 40 5
Arizona U159 89001 670 (50 810 100 2,600 130 390 as0 710 180
Arkansas ' 180 6,400 | 470 §Q 610 50 2,200 60 270 280 530 130
California 162 51,700 - 4200 /S0 4700 | 530 13,800 780 2,200 . 2,600 3,900 1,100
Colorado 47 6000, 520 | is( 590 70 1.500 90 260 360 500 130
Connecticut 166 7,000: 480 690 50 - 1,800 100 320 370 520 180
Delaware 195. 1,800 140 140 10 540 20 80 80 110 60
Dist, of Columbia 221 1,400 . 1307 130 . 20 330 5 ‘50 100 110 30
Florida - . 168 40,100 2,800 3,700 430 12,100 . 510 1.700 2,100 3,200 940
Georgia S 177 12,9000 950 1,100 150 3,900 190 390 690 960 180
Hawaii 137 1,900 10 220 10 490 10 100 130 140 0
Idaho 149 2,000 170 190 5 510 30 90 70 180 40
lilinets - ’ 181 26,500 j 2,200 12,700 260 7,100 340 - 1,100 1,200 1,900 530
Indiana 178 12,800, 960 1,300 140 4,000 170 490 690 850 290
Towa : 159 6,800 590 770 90 1,800 90 350 © 280 . 390 180

© Kansas 159 5,400 330 550 60 1,500 110 250 250 430 100

Kenmcky ‘ 193 - 9400 650 940 70 3,300 - 130 - 350 460 560 160
Loujsiana 194 9,400 760 920 70 . 3,000 110 320 530 690 130
Maine 186 3,300 | 240 310 30 1,000 40 150 160 220 0
Maryland 190 10,4007 840 1,100 130 3,000 110 380 480 810 200
Massachusetts 181 © 14,400 1,100 1,600 120 3,800 - 220 650 700 1,000 360
Michigun 177 20,500 1,500 ° 2,100 260 6,100 220 860 1,000 1,600 430
Minnesora 156 8900; 720 860 % 2200 100 30 120 700 150
Mississippi 181 ° 40007 430 510 200 1,700 . 50 200 300 510 70
Missouri , 177 12,800 . 840 1,300 150 4,100 170 550 570 890 250
Montana 162 1,900 : 150 190 0 20. 510 20 . 90 100 18 - 30
Nebraska 157 34000 270 380 30 890 30 170 170 260 60
Nevada (184 35007 260 310 100 L100 60 140 160 220. 50
New Hampshire 182 2,600 230 240 .5 720 30 120 130 150 60
New Jersay 184 18,500 1,600 1,900 220 4,700 300 . 760 940 1,400 460
New Mexico 146 28007 . 240 220 40 660 60 120 140 220 70
New York 172 38,100 3,400 3,900 580 10,200 410 1,800 2,100 2,600 910
North Caroline 17§ 16,0000 1,200 - 1,500 180 4,800 230 640 760 1,300 300
North Dakora - 157 1,500 120 150 20 310 .20 90 - 70 170 40
Chio 181 25,7001 2,100 2600 330 7,700 260 1,100~ 1,200 1,800 560
Oklahoma 170 7,000 480 680 40 2,300 100 360 340 .. 530 150
Oregon 168 7.200 <90 590 - - 80 2,200 120 310 380 - 560 140
Pennsylvania 179 31,300 2,700 3.300 380 8,500 350 1,400 1,500 2,400 630
Rhode Island 179 2,400, 200 2 280 20 710 30 130 90 . 120 70
South Carolina 178 gooo. 620 . [s0| 800 70 2,400 90 " 260 360 630 180
South Dakota. 155 16001 140 10° 160 10 . 400 10 50 90, 140 50
Tennessee 179 11,8000 910 00| 1200 110 3800 200 420 - 580 780 230
Texas T 170 353000 2,800 400 3,600 350 10,800 450 1,600 1,900 2,600 . 620
Utah 126 2,400 - 200 20 230 30 460 70 140 110 240 80
Vermont 175 1,200 , 80 10 100 10 360 . 30 50 50 50 30
Virginia 179 13.200] 1.100 100 1.300 150 3.700 200 £20 720 980 250
Washington 165 11,000 850 60 930 100 3,200 150 450 520 810 230
West Virginia 184 4900: 320|404 490 40 1,600 70 . 170 200 320 130
Wisconsin 166 11,200+ 890 (1004 1000 70 2,700 130 540 . 5%0 1.000 250
Wyoming 154 830, 80 8. 70 5 240 20 30 40 80 10
Unmited States? 173 SA0,000° '43,500 '3,800) 54900 6,000 160,400 7,300 23800 28,100 . 41,800 11,700
*Exchides basal and squamous cell skin cancers a)’n@in sing curcinomis except bladder, -
tAverage annual mortality rate tor 1989-1993, adjusted fo the e diseribution of the 1970 US census population.  §Stace estimates may not 2dd 10 US total due o sounding,
American Cancer Society Surveillance Rescareh, 1997
“Daw sourcer NCT Surveillanve, Epidemiology, ar‘[]d,End Rutults Program, 1996, L . B 421997, Ameriean Caneer Socieny, Ine.
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20 Year Trends in Cancer Death Ratcs per 100,000 Populanon, 1971-1973 to0 1991-1993

{

: ! Rarcsin " Ratesin Percent Number of Number of

Sites Sex ;19711973 1991-1993 Changes Deaths 1973 Dsaths 1993
Al Sices Male 204.5 219.0 7% 190,487 279,375
A tees * Female 132.0 142.0 8% 159,110 250,529
Brai Male , 47 51 9% 4,650 6.551
ram Female ! 32 35 9% 3,661 5,442
3 Male : 0.3 0.2 -33% 293 388
reast Female 268 26.4 1% /31850 43,555

[Covi . Female———" 5%~ 9. A% 504l 45837
Colon & Male 253 223 -12% 22.680 28,199
olon & rectum Female : 200 151 -25% 24,823 29,206
. Corpus uteri Femnale ' 4.7 3.3 ~28% 5,686 6,098
Esonh Male , 5.0 6.2 24% - 4,768 7,813
Sophagus Fernale : 1.4 15 7% 1.723 2,637
Hodgkin's Male 1.9 0.7 ~63% 1,732 900
disease Fermale . 1.1 0.4 -64% 1188 674
Kidney Male a3 51 19% 4,004 6358
7 Female 19 23 21% 2,330 3,964
Male f " 28 25 -11% 2,656 3,163
Lagynx Female , 0.3 0.5 67% 388 818
i Male ‘ 8.9 8.4 -6% 8,262 10,873
Leukemia Pemale | 5.3 49 8% 6216 8,534
L Male | 34 4.6 35% 3,013 6,068
fver . Female ‘ 1.8 21 17% 2,116 3,995
L Male 61.3 73.5 20% 59,082 92,493
4P Female i 12.7 32.9 C159% 15,706 56,234
Mok Mae 2.0 32 60% 1,964 4,128
clanoma Female i 13 1.5 15% 1,465 2,584
Multiple Male ! 28 38 © 36% 2579 4,902
myeloma Femnale ‘ 1.9 25 37% 2,389 4,939
Non-Hodgkin's Male , 5.8 8.1 0% 5,473 10,458
lymphoma Female i 39 $.3 36% 4,747 10,028
Oral cavi Male ; 5.9 44 -25% 5,553 5,515
v Female | 1.9 16 -16% 2,269 2,726
Ovary Female ., %6 7.8 -9% © 9,885 12,870
Pa Male ; 11 10.0 -10% 10,380 12,668
fceeas Female 6.7 7.3 9% 8,273 13,776
Prostate Male , 21.4 26.8 25% 18,630 33,868
Male f 10.4 6.6 -37% 9,178 8,229
Stomach Female | 50 30 -40% 6,020 5,621
Testis Male F 0.7 0.2 % 798 374
. ‘Make | 0.4 0.3 -25% 315 398
Thyroid Female : 0.5 0.4 -20% 657 732
. Male : 7.2 5.7 -21% 6,481 7,474
Urinary bladder - Female | 22 17 -23% 2,855 3,488

*Adjusted to the age distributian of the 1970 US census :>op1 lation,

Note: Even though death rates declined of remained stable, the aumber of desths increased bevuuse the popul:non over 65 has become larger und older. The: U": population
increased 22% from 1973 w 1993, : :

Amcrican Cancer Sociery Surveillance Research, 1997.
Darta source; Vital Statistics of rhe United Suutes, 1993,

L
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HECTED CANCERS

BREAST CANCER

New Cases: An estimated 180,200 new 1nvasive cases
among women in the United Srates 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 about 4% a year but
recently have leveled off at about 110 per 100,000. Most
of the recent increase in rates is believed o be due to
marked increases in m:mmography utilization, allowing
the detection of early-stage breast cancers, frequently
before they would become clinically apparent.

Deaths: An estimated 44,190 deaths (43,900 women,
290 men) in 1997; in women, the second majar cause

of cancer death. According to the most recent data,
mortality rates continuc to decline in whitc women and,
for the first time, are also declining in younger African-
American women. These decreases may be due to earlier
detection and improved treatment.

Signs and Symptoms: The earhest sign of breast cancer is
an abnormaliry that shows up on 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 exist, breast changes may include a
lump, thickening, swelling, dimpling, skin irritation,
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 cancer.

Risk Factors: The risk of breast cancer increases with
age. The risk is higher in the woman who has a personal
or family history of breast cancer; some forms of benign
breast disease; early menarche; late menopause; lengthy
exposure 1o postmenopausal estrogens; recent use of
oral contraceptives; never having children or having the
first live birth ar-a late age; and higher education and
socioeconomic status. International variability in breast
cancer incidence rates correlate with variations in diet,
especially fat intake, although a causal role for dierary
factors has not been firmly establzshed Additional
factors that may be associated with increased breast
cancer risk and that are currently under study include
pesticide and other chemical exposures, alcohol
consumption, induced abortion, and physical inactivity.
Exciting new research about BRCAI and BRCA2
susceptibility genes for breast cancer is also in progress,
although general screening in the population for these
genes is not yet recommended. Research is ongoing to
learn more about the complex characteristics of these

IR B L GBS
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genes and to evaluate their contribution to the 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 able to
alter their personal risk factors, che best opportunity for
reducing mortality is through carly 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. T he Society’s guidelines for early
breast cancer detection (see page 29) stress mammog-
raphy and physical examinations.

Most breast lumps are not cancer, but only a physman
can make a diagnosis. When a woman has a suspicious
lump or when 2 suspicious area is identified on a
mammogram, diagnostic mammography can help deter-
mine whether additional tests are needed and if there are
other lesions #at are too small to be felt in the same
or the opposite breast. A/ suspicious lumps should be
biopsied for a definitive diagnosis.

Treatment: Taking into account the medical situation
and the patient’s preferences, treatment may involve
lumpectamy (local removal of the tumor) and removal of
the lymph nodes under the arm, mastectomy (surgical
removal of the breast) and removal of the lymph nodes
under the arm, radiation therapy, chemotherapy, or
hormone therapy. Often, wo or more methods are used
in combination. Numerous studies have shown that, for
early-stage disease, long-term survival after lumpectomy
plus radiotherapy is similar to survival after simple
mastectomy or mastectomy plus radiotherapy. Patients
should discuss possible options for the best management
of their breast cancer with their physicians. Significant
advances in reconstruction techniques provide women

a variety of options for breast reconstruction after
mastectomy. In recent years, this has been performed
most often immediately at the same time as the
mastectomy. High-dose chemotherapy with bone
marrow transplant or stem cell rescue js a new treatment
under study for cerrain special cases of breast cancer.

- Survival: The S-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%, and for women with distant metastases
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Leading Sictes o
' : " Cancer Cases by Site and Sex
Male ’ l " Female
i
Prostate : Breast .
© 334,500 180,200
Lung o Lung
98,300 £ 79,800
Colon : ; © Colon
& rectum i & recrum
66,400 64,800
Urinary bladder f Corpus uteri
39,500 ; 34,900
Non-Hodgkin's : Owary
lymphema 26,800
30,300 Non-Hodgkin's
Melanoma of the skin ! lymphoma
22,900 i 23,300
Oral caviry ' Melanoma of the skin
20,900 | 17,400
Kidney Urinary bladder
17,100 ; 15,000
Leukemia ! Cervix
15,300 3 14,500
Stomach Pancreas
14,000 ; 14,200
Al Sites : Al Sices
785,800 : 596,600

i
*Excluding basal and squamous cell skin cancer and in situ carcinomas except bladder.
Americar Cancer Society Surveillance Rc;sca:ch, 1997,

f New Cancer Cases and Deaths—1997 Estimates®

‘ Cancer Deaths by Site and Sex
- Male Female
Lung Lung
94,400 €6,000
Prostate . Breast
41,800 43,900
Celon Colon
& rectum & recrum
27,000 27,900
Pancreas Pancreas
13,500 14,600
Non-Hodglins ~ Ovary
lymphoma 14,200
12.400 Non-Hodgkin's
Leukemia lymphoma
A11,770 11,400
Esophagus Leukemia
8,700 9,540
Stomach Corpus uten
8,300 6,000
Urinary bladder " Brain
7,800 6,000
Liver Stomach
7,500 5,760
All Sites All Sites
294,100 265,200

©1997, American Cancer Seciery, Inc.

the rate is 20%. Survival after a diagnosis of breast
cancer continues to decline beyorid five years. Sixty-five
percent of women diagnosed with breast cancer survive
10 years, and 56% survive 15 years.

For more information about breast cancer, please
inquire about the American' Cancer Society publication
Breast Cancer Facts & Figures.

i

CERVIX (UTERUS) CANCER
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, {declin=d
(ing from_ 14.2"per 100,000-in"1973 710 8-2_per 100,000 in/
(1993.3As Pap screening has become more prevalent, car-
cinoma in situ of the cervix is now more frequent than
‘invasive cancer, particularly in women ynder age 50.
Deaths: An estimated 4,800 cervical cancer deaths in.
1997. Rates declined 48% berween 1971-1973 and

A
R .

ey .
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1991-1993. Rates for African Americans. declined more

rapidly than those for whites; however/in_1993_the

{ mortality-rate-for-African-American-women was,till
& Ritéy

Wi inen?

Smd Symptoms: Abnormal vaginal bleeding or
spotting; abnormal vaginal discharge. Pain and systemic
symproms are late manifestations of the disease.

Risk Factors: Cervical cancer risk is closely linked to
sexual behavior and to sexually transmitted infections
with certain types of human papillomavirus. Women
who have first intercourse at an early age, multiple sexual
partners, or partners who have had multiple sexual part-
ners are at increased risk of developing the disease.
Other risk factors include cigarette smoking and low
socioeconomic status. , ‘
Early Detection: The Pap test is a simple procedure that
can be performed by 2 health care professional as part of

i
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How to Estimate Cancer Statistics Locally, 1997

To obtain the estimared number of...

Mulsiply corf:munity popularion by:

AllSites  Female Breast® Colon & Rectum Lung Prostate*
New cancer cases 0.0052 0.0013 0.0005 00007 0.0026
Cancer deaths 0.0021 - 0.0003 0.0002 0.0006 0.0003
Peaple who will eventually develop cancer 0.4325 0.1261 10,0589 00704 0.1984
People who will eventually die of cancer 0.2252 0.0353 0.0259 0.0616 0.043

“For female breast cancer multiply. by female population and for prostare cancer multiply by male population, .

Nave: Thasc caleslations provide only 2 rough approximarion of the aumber of peaple in 4 speeific communiry who muy develop ar die of cancer, These extimatey should be wied
with caution because they do nat reflect the age or racial charactericries af the papulatian, access 1o derection 1nd trearment, ar expaiuen €0 rick factore. Many stuton have cancer
regiseries which counr the number of cancers thac occur in lacalities thmughour the state, The American Cancer Sociery recommends usmg data fram chese {:gxs:ms when itis

wailable, to more accurately estimare local lcancer statistics.
American Cancer Soclery Surveillanee Rescarch 1997.
Dara source: NCI Surveillance, Fpidemiology, and End Results Program, 1996.

€1997, American Cancer Saciety, Inc.
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-~ a pelvic exam. A small sample of cells is swabbed from
the cervix, transferred to a slide, and examined undera
microscope. This test should be performed annually with
a pelvic exam in women who are, or have been, sexually
active or who have reached dge 18 years. After three or
more consccutive annual exams with normal findings,
the Pap test may be performed less frequently at the
discretion of the phy51:1an
Treatment. Invasive cervical icancers generally are weated
by surgery or radiation, or by a combination of the two.
In situ cancer stages, changes in the cervix may be
treated by cryotherapy (the destruction of cells by
extreme cold), by electrocoagulation (the destruction of
tissue through intense heat by electric currem), aser
ablation or by local surgery. -

Survival. ughrygscven*percmmﬁ

PRSIV Clec e SIS Coemon, andrw%*éu"r?
é‘.@gﬂﬁve‘@‘éazsgmggdctected"'*"‘,at ;\,an,e3ar41}astage,emvaﬂ<e

IGETViCAlTAT CET iS-0ne Of The-most successfully frearable’

geancers L e VA P T A T A T &)

gogix}ﬁdmcanccrs WhiteeateamgicalicliethamA fncan
A Gans-t0- have their cancers diagiosed,ats thlyeariy
stag %figvﬁfeugﬁpercq HOHfCEmical ncanc:c:rsuarnonzg-whxT~>
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“COLON AND RECTUM

CANCER ; |

New Cases: An estimated 131,200 cases in 1997, inelud-
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 4 high of 53 per 100,000 in 1985 to 45 per 100,000
in 1993. This decline has been experienced primarily by

;
A

i
S

PR

whites, while incidence rates for African Americans have
stabxhzed but have not yct begun to decline. Rescarch
has suggested thar the recent decline may have been due

. fo increased sigmoidoscopic screcmng and polyp removal,
-preventing progression of polyps to invasive cancers.
Deaths: An estimated 54,900 deaths (46,600 fram colon

- cancer, 8,300 from rectal cancer) in 1997, accounting for
about 10% of cancer deaths. 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 rate for African-American men conrinues o rise.

Signs and Symptoms: Recral bleeding, blood in the stool,
a change in bowel habits.

Risk Factors: A personal or family history of colorectal
cancer or polyps, and inflammatory bowel disease have
been associated with increased colorectal cancer risk.
Other possible risk factors include physical inacnvity,
high-fat and/or low-fiber diet, as well as inadequare
intake of fruits and vegetab es. Recent studies have
suggested that estrogen replacement therapy and non-
steroidal antiinflammatory drugs such as aspirin may
reduce colorectal cancer risk.

Early Detection: Digital rectal exam, fecal occult blood:
test, and sigmoidoscopy are recommended by the
American Cancer Society to detect colon or recral cancer
in asympromaic patients. These tests offer the best
opportunity for the diagnosis and removal of polyps, and
hence the prevention of these cancers. Digital 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 test feces for
hxdden bl ood Thc ;peclmcn is obrained by the pancnt

Sl e Tl e
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Five-Year Relative Survival Rates by Stage at Diagnosis®

AllStages  Local  Regional  Distant AllStages  Local  Regiomal  Distant
Sive % % % % Site , % % % %
Brain 29 34 32 52 Melanoma 87 95 61 16
Breast (female) 84 97 76 - 20 Oral . §3 81 42 18
Cervix 69 91 50 9 - Ovary 46 92 51 25
Colon & recrum 61 9 63 7 | Pancreas 4 13 5 2
Corpus uteri 84 95 66 26 Prostate 87 99 93 30
Esophagus 11 2 11 2 Stomach 21 . 61 23 2
Kidney 59 88 60 3 Testis 95 99 97 7
Larynx 66 84 54 40 " Thyroid 9s 100 %4 47
Liver 6 13 8. 2 Urinary bladder 81 93 43 &
Lung 14 48 : 18 2 : -

*Adjusted for normal life expectancy. This chm is bmd on cases dugnos:d from 1986 ro 1992, followcd thmugh 1993.
Dats source: NCI Susveillance, Epidemiology; and End Results Program, 1994, ©1997, American Cancer Society, Inc.
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had children are more likely to develop ovarian cancer PANCREAS CANCER

than those who have. Pregnancy.and the use of oral . . .
contrace Nes appear to be Prote(tlve agal nst Ovaflan le C'-R.ffs. An estlmﬁ-tﬁd 27’60{? new cascs‘"} the Unlth
\ﬁl States in 1997. There is some evidence of o slightly more

cancer. Women who have had breast cancer or have a f tincid ¢ ; in Afri
family history of breast or ovarian cancer are at increased fequent incldence of pancreatic cancer in Alrican

. . . . 5 M w M * . - --
risk. Mutations in BRCA1L or BRCA2 have been _ Americans than in white Americans. Among men, inci

observed in these families. Another genetic syndrome is dence rates have been declining since the early 1970s..

characterized by colorectal cancer, endometrial cancer, = Deaths: An estimated 28,100 deaths in 1997. Since the
and ovarian cancer. Cerrain rare genetic disorders are early 1970s, mortaliry rates among white Americans have
associated with increased risk. With the exception been decreasing slightly while mortality among African
of Japan, industrialized countries have the highest Americans has been increasing.
incidence rates. ' Signs and Symptoms: Cancer of the pancreas generally
Early Detection: Periodic, thorbugh pelvic exams are occurs without symptoms unul 1t is in advanced stages.
- important. The Pap test, uscful in detecting cervical R.s'.fﬁ Factors: Very little is %(nou‘m a\'bout what causes the
cancer, only rarely uncovers ovarian cancer. Transvaginal disease or how to prevent it. Risk increases after age 30,
- ultrasound and a rumor marker, CA 125, may assist with most cases occurring between ages 65 and 79.
diagnosis. Women'over the age of 40 should have 2 Smoking is a risk factor; tncidence rates are more than
cancer-related checkup every ')’rear twice as high for smokers as for nonsmokers. Some

Treatment: Surgery, radiation thcrapy, and drug therapy studies have suggested associations with chronic
are treatment options. gurger}, usually includes the pancreatitis, diabetes, or cirrhosis. In countries where the

E
removal of one or both ovaries and fallopian tubes diet is Kigh in fat, pancreatic cancer rates are higher.

(salpingo-oophorectomy), and'the uterus (hysterectomy). Early Detection: At present, only surgical bxopsy yields a
In some very early tumors, only the involved ovary will certain diagnosis, and because of the “silent” course of -
be removed, especially in young women who wish to the disease, the need for biopsy is likely to be obvious
have children. In advanced disease, an attempt is made only after the disease has advanced. Researchers are

to remove all intraabdominal dxseas:: to enhance the focusing on ways to diagnose pancreatic cancer before
effect of chemotherapy. § ‘ symptoms occur. Ultrasound i imaging and computerized
Survival: Seventy-eight percent of ovarian cancer tomography scans are under investigation.

patients survive one year after diagnosis; the S-year Treatment: Surgery, radiation therapy, and anticancer
relative survival rare is 46%. If diagnosed and treated - drugs are treatment options, but generally have lirtle
carly, the ratc is 92%; however, only abour'24%% of all influence on the outcome. Clinical trials with several
cases are detected at the localized stage. Five-year relative  new agents could suggest improved survival and should
survival rates for women with ‘regional and distant diseasc be considered an option.

are 51% and 25%, sespectively. » Survival: For all stages combined, the 1-year relative

survival rate is only.20%, and the 5-year rate is 4%.

‘CANCER FACTS & FIGURES 1997 *
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Trends in Cancer Survival by Race and Year of Diagnosis, United States, 1960-1992 -

f Whire Afman American
Relative 5:Year Survival Rate (Percent) ‘Relative §-Year Survival Rate (Percem)

Site 1960-63  1970-73  1974-76  1980-82  1986-92 | 1960-63  1970-73  1974-76  1980-82  1986-92
All sites 39 3 50 52 s v 3 ¥ @
Brain 18 2 22 25 29° 19 19 27 31 3R &
Breast (female) 63 68 75 * 77 gs5* 46 51 63 66 700N
Cervix 58 64 . 69 68 7 47 61 64 61 56°
Colon & recum  NA NA | 50 55 62* NA . NaA 45 46 . §3°
Corpus ureri 73 81 89 83 86° S 3 a4 61 54 S6
Esophagus 4 4, S 8 12 1 4 4 5 o

~ Hodgkin's diseasc 40 67 72 75 82* NA NA 69 72 72
Kidney 37 a6 52 ‘51 60° 38 44 49 55 3
Larynx 53 62 1 66 89 68 NA -~ NA 58 59 52
Leukemia 14 22 35 39 - 43° NA NA 31 -33 34
Liver NA NA -4 4 7 NA NA 1 2 5*
Lung 8 10 12 14 14° 5 7 1 12 n
Melanoma 60 é8 | ) B3 8g* NA NA 66T 60" 72+
Multiple myelomz 12 19! 24 28 128° NA NA 27 29 30
Non-Hodgkin's 4 f '
lymphoma 31 41 . 47 52 §2° NA NA 48 s1 44
Oral 48 43 55 ss ss NA NA 36 3 3
Ovary 32 36 36 39 46" 32 32 40 39 40
Pancreas 1 2 I 3 3 4* 1 2. 3 .8 s

* Prostate - s0 63 6% 75 g9° 35 55 58 65 73"
Stomach 3] 13 15 16 19° 8 13 17 15 20
Testls 63 72! 79 7] 95° NA NA 76* 90+ 86+

~ Thyroid gland 83 86 | 92 94 9%° NA NA 88 95 90
Urlnary bladder s3 6l 74 73 82° 24 36 47 59 &0°

Note: All sitcs category excludes basal and squamous cell skin cancers and in situ carvinomas except bladder.
*The difference in rates berween 1974+76 and 1986-92 is sadistically significant (p <0.05).

*The standard error of the survival rare is greater than $ percentage points.
NA = not available.

Data source: Ead Results Group, 1960-1973; NC1 Surveillance, Epidemiology, 2and End Results Program. 1996,

f
-physician. Melanomas often start as small, mole-like
growths that increase in size and change color. A simple
ABCD rule outlines the warning szgnals of melanoma:
- A is for asymmetry. One half of the mole does not
match the other half. B is for border irregularity. The
edges are ragged, notched, or blurred. C is for color.
The pigmentation is not uniform or intensely black.
D is for diameter greater than 6 millimeters. Any sudden
or progressive increase in size should be of particular
concern.

Treatment: There are five methods of treatment for
basal cell cancer and squamous ccll cancer: surgery (used
in 90% of cases), radiation therapy, ¢lectrodessication
(ussue 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 1o remove
' ' [

©1997, American Cancer Soclety, Ine.
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nearby lymph nodes. Removal and microscopic examina-
tion of all suspictous molesis essential. Advanced cases
of melanoma are treated according to the characteristics
of the case.
Survival: For basal cell or squamous cell cancers, cure
is highly likely if detected and treated early. Malignant
mclanome can spread to other parts of the body quickly;
however, when detected in its earliest stages, and with
 proper treatment, it is highly curable. The S-year
relative survival rate for patients with malignant
melanoma is 87%. For localized malignant melanoma,
the 5-year relative survival rate is 95%; and rates for
regional and distant disease are 61% and 16%, respec-
tively. About 82% of melanomas are diagnosed at a
localized stage.
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Cancer affects Americans of ali racial and ethmc groups .

and kills more people annually'than AIDS, accidents,

and homicide comébined. In 1997 alone, the American lﬁ\)

Cancer Society estimates that.560,000 cancer deaths w
“occur, 483,500 among whites, 62 200 among African

" Americans, and 14,300 among Americans.of other races.

- Many of these deaths could beiprevented through
 increased cancer prevention and screening, znd improved
access to medical care, A 1 -

Informartion on racial and ethmc differences in cancer
occurrence can help focus our efforts in the war against
cancer. In this new special section of Cancer Facts &
Figures, we present information on racial and ethnic
patterns in the occurrence of cancer, risk factors, and
screening examinations, in an effort to promote a better
understanding of the cancer burden in the United States.

"ALL CANCERS C(DMB{NED

Although cancer is common in' Americans of all racial
and ethnic groups, the rate of cancer occurrence (often

called the incidence rate) vanes considerably from group ..

to group. Among men, cancer rates arc highest among
African-Americans, followed by whites whose rates are
about 16% lower. Canccr mczd;:nce rates for American -
Indian men in New Mexico are the lowest, and rates
among Asian men, in parncular, Chinese, Filipinos, and
- Koreans, are also'low. Among women, the differences in
rates across racial and ethnic groups are less pronounced
than among men. Rates are highest among Alaska- -
Native women, followed closely by white women. Cancer -
rates are Jowest for American Indian women from New
Mexico and Koreans, but are-also iow for Chmesc and
Filipino women. ’ :

GROUP PROFILES
African Américans ‘ :

The Population: The US census refers to African
Americans as blacks and definés them s “persons whose -
lineage includes ancestors who! ongma:ed from any of

the black racial groups of Africa.” The majority of
African Americans are descendants of slaves who were
transported from Africato theiUS and the Caribbean
during the 17th through the 19th centuries. However, an
increasing proportion of this populanon is comprised of

either new immigrants or thcn‘ first or second generation:

descendants. African Americans comprisc the second
. largest racial group in the US. According to the 1990
census, there are apprommately 30 rml lion Afrxcan

‘than among women of any racial or ethnic group ¢ other

. Amencans in the US accounnng for about 12% of the

" population.
Cancer Incidence: The lcadmg cancer sites for African-
American men during 1988-1992 were prostate, lung,

-colon and rectum, oral cavity, and stomach. African-

American men have a higher overall cancer incidence
rate than any other racial or ethnic group in the US. .
They also have higher incidence rares for cancers of the
prostate, lung, and oral cavity than thosc for other
gmups ~

" Thelledding cander Sites for African- Amemcamwemcn
ificlude-breast;colon and rectumm, lung, COrpus-uters,and

. gervicuteriRates for cancers of the lung, and colon and

rectum are higher among African-American women

than Alaska Natives.
Risk Factors, Streenmg, and ./Iccess to Healtb Care;
Obesity is 2 major health problem for African-American

men and women. According to data from the Behavioral
Risk Factor Surveillance System, 37.7% of African-

American-‘women and 28.4% of African-American men

.are overweight. African-American women are more

likely to be overweight than women of other races or

ethnicities.

- High smoking rates and low participation in breast

screening exams are also major contributing factors 1o
health problems among African Americans. According
to the most recent data, 33.9% of African-American
men and 21.8% of African-American women report thar
they currently smoke. Only 54.9% of African-American
women over 30 report having had a mammogram and a’

~ clinical breast exam within the previous two years.

Asians and Pacific Islanders
The Pnpw’a:wn According to the 1990 US census, a
person is an Asian or Pacific Islander if he or she has
“origins.in any of the original peoples of the Far East,
Southeast Asia, the Indian subcontinent, or the Pacific
Islands.” This group is very diverse, including individuals
from at least 24 ethnic populations who speak more than
30 major languages or dialects. Due to immigration and

* high birthrates, the Asian and Pacific Islander popula-

tion is growing rapidly. The 1990 US census counted 7.5
million Asians and Pacific Islanders living in the US,
compnsmg about 3% of the population. This percentage
is expected to increase to 4.5% by the year 2000 and 10
10.7% by 2050.

~ Cancer Incidence: Cancer incidence rates vary consider-
ably among subgroups of the Asian-and Pacific Islander

.c‘AN’éER FACTS & FIGURES 1997 %
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population. However, for 1988-1992, information on

“cancer incidence is only available for Chinese, Filipino,

Hawaiian, Japanese, Korean; and Vietnamese men and

- women. Even among these six subpopulations there is

variation in the lcadmg cancer sites. Among men, the
top three sites among Chinese, Filipinos, Hawaiians,
and Japanese are prostate, lung, 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.

i

2025461682 T-327 P.18/18 Job-843

The top three 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 Japanese and Korean women, and
the Cervix is a Icadanglcancer\gs1te¢among_\izetnamesé7
WOTEN? Cervxcal“cancerx ongd

ore” ST
higher than rates. foriany: other racxal 6t ethmc ¢ group.
Risk Far:tors, Screening, and Access to Health Care:
Because the Asian and Pacific Islander population is
very diverse, risk factor and screening prevalence
rates would be cxpected to vary considerably among

Cancer Incidence Rares* forAll Sites Combined by Race, Ethnicity, and Sex, US, 1988-1992

Race or Ethmcx!y 3

African A.fnexicans
Chinesev :

Filipinos }
Howniians
Japanese

Koreans
Vietnamese
Alaska Natives
American Indians
Whites

Hispaniest

e T 560

Bl e
B remae

469
| 34

{ i T f
0 S 100 200

i

*Incidence rates are per 100.000 and are age-udjusted to the 1970 US standard population.

tPervanx of Hitpanic origin may be of uny face.
Dara souree: NCI Surveillance, Eptdemm)ug) 10d End Results Program, 1996,

! ! 1 7
300 400 560 - 600

©1997, American Cancer Sacicey, Ine.
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[ncidence Rates® for the Fi tve “MastF fequently D:agnosed Cancers. byRace,Ethmcxty._and Sex, US, 19881992/

. Males?

A.En‘:nn } : ) Alaska  American .
Americans Chinese  Filipinos  Hawalians Japanese  Koreans Vietnamese Natives  Indians Whites - Hispanicst
Prostacc Lung Prostare’ Lung Prostare Lung Lung Lung Proctate Prostate Prostate
180.6 52.1 69.8 89.0 88.0 §3.2 70.9 81.1 §2.5 134.7 89.0

Colon & Colon &  Colon & ) i
Lung Prostate Lung Prostate fectum  Stomach Liver tectum feceum Lung Lung
1170 46.0 52.6 . 57.2 64,1 48.9 41.8 79.7 18.6 76.0 41.8
"Colon&  Colon&  Colon & Colon & Colon & Colon&  Colon &
rectum rectum recrum | rectum Lung rectum  Prostatc Prostate Kidney rectuim teerum
6Q.7 44.8 354 424 43.0 3.7 40.0 46.1 15.6 56.3 383
' Non-Hodgkin's Colon & Urinary ° Urinary
Oral Liver lymphoma Stomach Stomach  Liver recurn Stomach Lung bladder hladder
20.4 20.8 129 | 20.5 30.5 248 305 272 14.4 317 15.8
. Non-Hodgkins  Urinary ‘ A Non-Hodgkin's
Stormach  Stomach Liver | lymphoma bladder  Prostare  Stomach  Kidney?  Livert lymphoma  Stomach
17.9 15.7 105 ! 12.5 13.7 24.2 25.8 19.0 13.1 18.7 15.3
ARitan" . f Alaska” American
Americansp Chinese Filipinos - Hawailans Japanese [Koreans=/VIcthamesery (Nadves_Indlens Whites  /Hispaniest
Breast Breast’ Breast | Breast Breast Breast  (Cervix®? Brease - Breast Beeast Breast
95.4 55.0 73.1 | 105.6 82.3 28.8 &30 78.9 31.6 111.8 69.4
Colon&  Colon&  Colon & . Colon& Colon& Colon & . Colon &
recrum rectum recrum | Lung rectum  reetum  Breast recturm Ovary Lung rectum
45.5 33.6 209 - 431, 395 219 375 67.4 17.5 41.5 24.7
Colon & Colon & Colon &
Lung Lung Lung | rectum Stomach  Sromach Lung Lung tectum recrum - Lung
432 253 17.5 ! 30.5 15,3 19.1 31.2 50.6 15.3 38.3 195
Corpus Corpus ' Corpus - Colon & Corpus
uteri © urerl Thyreid uteri Lung Lung rectum Kidreyt Gallbladder uteri Corvix;
14.4 11.6 146 23.9 15.2 16.0 271 16.7 13.2 22.3 16273
Corpus- Corpus , Corpus Corpus
Cervix Ovary uteri Stomach uteri Cemx Stomach Cemvix?  uteri Ovary uteri
13.2 9.3 121 . 13.0° 145 1528 258 882 107 15.8 137

“Incidence rates per 100,000, age-adjusted to 1970 US ntandard pogulmon
tPareons of Hispunic srigin may be of any rece,

$Rate is based on fower than 25 cases and may be subject to greater variabiliy than the other rates which aze based on larger numbers.

Data sourcer NC1 Sucveillance, Epidemiology, and End Rexulis Program, 1996.

©1997, American Cancer Society, Inc.

subpopulations of this group.;Unforrunately, data on
national patterns of risk factors and screening for.
subpopulations of Asians and Pacific [slanders are not
currently available ro prove or disprove this hypothesis.
Among all Asian and Pacific [slander groups combined.
prevalence rates for tobacco use, chronic alcohol
consumption, and obesity are lower than those for other
~ racial or ethnic groups. However the prevalence of these
-risk factors could be further rcduced through targeted
intervention efforts. In addmon cancer sCreening rates
among Asian and Pacific Islander women could be
improved. In 1991-1992, Asian and Pacific Islander
women had lower rates of Pap test screcaing and

- Native Americans

The Popu!atz&z : The US census refers to Nartive
Americans as Amencan Indians and Alaska Natives,
and defines them as “any person having origins in the
original peoples of North America, and who maintains

cultural 1dengification through tribal affiliations or

_community recognition.” American Indians and Alaska

Natives represent more than 500 tribes each with unique
cultural, genetic, and sociodemographic characteristics.
In 1990, the US census counted about 2.1 million
American Indians and Alaska Natives living in all 50
States, approximarely one-third on reservations and half
in urban centers. Native Americans comprised about

mammography and clinical breast examination than * % 0.8% of the US population in 1990.
any other US racial or ethnic, population. X Cancer Incidence: Information on cancer incidence
gy % ambn’g Native Ameéricans is only available for American
25' & * S .

-
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Percent of US Adults with Selected Self-Reported Risk Factors, by Race, Ethnicity, and Sex, US 1991-1992

% Men : % Women
i Asians . ‘ ' Aslans
African  and Pacific  Nagve African and Pacific Native

Risk Factor Americans Islanders Americans Whites Hispanics™ | Americans Tslanders Amecricans Whites Hispanics*
Currenr tobacco use! 33.9 20.4 $37 280 243 | 28 75 331 247 15.2
Chronic aleshol consumption? 4.3 23 6.9 6.7 5.9 0.7 i 1, 1.1 0.8
Overweight? 8.4 10.8 338 . 248 238 | 377 101 303 217 265
Lack of health care plan* 2.2 17.3 332 151 385 | 208 15.7 248 125 326
Pap test wichin the past 2 years’ = — - - - - 66.1 58.4 61.2 62.3 63.4
Mammography and clinical b ' ' '

breast exam within the preceding i . : '
2 years, women SO and ofder 5 - — — - — 549 48.5 60.7 57.7 55.0

*Persons of Hispanic otigin may be of any rice.

1 Unstable estimate based on less than SO observations.

IDuta soutce: National Healeh Intetview Survey, US, 1994, Perions who have cver sinoked 100 cigarertes and who are current smokers,

2Dara source: Behavioral Risk Factor Surveillunce System, 19%1-1992, Purions who cansunicd 60 or more drinks during the pust moarh.

e source; Behaviarad Risk Factar Surveillance System, 1991-1992, Body Mass Index (BM]) 27.3 o¢ greater in women or 27.8 or greuter in men.

*Dara souree: Behavioral Risk Facror Surwcillunes Syscem, 109141992, No saverage by insurance. HMO. or government plan, such 25 Medicare or Medicaid.

Dara source: Behavioral Risk Fuctar Surveillance Syitem, 1991-1952, . ©1997, American Cancer Saciery, Ine.
. i

e

1

Indians from New Mexico and Alaska Natives. The top risk factors, in particular cigarette smoking. According to
three cancer sites for Alaska Native men arc lung, colon ~ data from the 1994 National Health Interview Survey,
and rectum, and prostate, while the leading sites for 53.7% of Nartive-American men and 33.1% of Native-
American Indian men from New Mexico are prostate, American women reported that they currently smoke.
colon and rectum, and kidney. Colorectal cancer rates Smoking rates for Native-American men are over 50%
among Alaska Native men and kidney cancer rates highert ian rates among men in other racial and ethnic
among American Indian men are hlgher than those for groups. In addition to cancer risk factors, access to
any other racial or ethnic group. The liver cancer rate: health care is also a problem for Native Americans, who
among American Indians is also quire high, but this rate are second only to Hispanics in their lack of health care
may not be very accurate, due to the small number of coverage: 33.2% of Native-American men and 24.8%
liver cancer cases occurring in this racial group. of Native-American women reported havmg no hcalth
Among Alaska Native women, the leading cancer sites care plan in 1991-1992.
are breast, colon and rectum, and lung, whde among Whites

American Indian women from New Mexico, breast,
ovary, and colon and rectum, are the leading sites. Tbe Population: Whites are defined by the US census as

Alaska Native women have higher 'rates of colorecral “persons having origins in any of the ongmal peoples of
cancer and lung cancer than any other racial or ethnic Europe, North Africa, or the Middle East.” Whites are

group, and American Indian women have very high rates by far the largest racial group in the US, and health care
of ovarian and gallbladder cancers.! programs historically have been rargeted roward them.
In general, the cancer rates we haw. presented for In 1990, the US census counted about 209 million

~ American Indians are lower than those for other racial or whites, comprising about 84% of the US population.

ethnic groups. It is not known whether these low rates Cancer Incidence: The leading cancers among whire men
are accurate, whether they are represcntative of are prostate, lung, colon and rectum, urinary bladder, and
American Indians from New Mexico but not other areas, ~ non-Hodgkin’s lymphoma. White men have higher

or whether they are undercounts of the true incidence  urinary bladder cancer incidence rarcs than men of any
rate. Data on a larger cross-section, of the American =~ other racial or ethnic group—almost two times higher
Indian population are needed ro more completely <~ than Hispanic men who have the second highest rates.
evaluate the cancer status of this group. %  The leading cancer sites among white women are breast,

Risk Factors, Screening, and Access to Health Care: Native ‘%" lu‘ng, colon and rectum, corpus uter, 3f}d ovary. B“ﬂsf

Americans have very high rates of exposure to cancer cancer rates.among “{}}1?6 wamen are higher rthan those
| DT o
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for women of any other racxal or ethnic group. Since -
most Americans are whites, the leading cancer sites for
whites are also the leading sites for the US as a whole. -
Risk Factors, Screening, and Access to Health Care:
Although whites do not have hxghe: prevalence rates for
tobacco use, 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 women, rates of Pap test
screening and mammography screening with clinical
breast exam are in the same range as thosc for other
racial and ethnic groups. White men and women are
more likely to have a health care plan than mdwxduals
in other racial or ethnic groups ‘

Hispanics

Tbe Population: The US Cenaus defines Hispanics as
“persons of Mexican, Puerto Rican, Cuban, Central or .
South American, or other Spamah culrure or origin,
regardless of race.” The term “Latino” is also often used
to describe individuals in this group. The 1990 census
counted 22.4 million Hispanics, comprising about 9% of
the US population. Due to hlgh birth and immigration
rates, the Hispanic population i growing rapidly.
According to US census projections, by the year 2010,
Hispanics will surpass non-Hispanic African Americans
as the largest US racial or cthnic group, and by the year
2050, 22.7% of the US population are expected to be -
Hispanic. There are Hispanics in every racial group.

In 1990, the US census reported that 91.3% of the
Hispanic population was whire, 5.4% African American,
1.2% Native American, and 2. 1% Acian and Pacific
Islander. ,

Cancer Incidence: The leading cancer sites for Hispanic
men and women are the same asithose for whites:
prostate, breast, lung, and colon and rectum. This is not
surprising since most Hxspamcs are white. Incidence
rates among Hispanics for each of these cancers,
however, are at least 30% lower than ratcs for whites.
Other cancers commonly diagnosed among Hlbpanlcs
include cancers of the urinary blddder and “stomach in
men and cancers_of_the uterine cervix and corpus in
women. {CEmigAlT AN PTa e SaoR H%pmmm

e

Risk Factors, Screening, and Access to Health Care

The most striking difference between Hispanics and
non-Hispanics with respect to tl their risk factor and
health care status is thaUHlspamc men.and_women_aré
about o and-a-half times more likely than nond
Hispanic men_and.women to_reporr-having_no_healthy

(eare plany A 1986 survey suggested that this difference

might be because of the large number of bepmu.s who

i
1

i

’Bespxte,.thxs.deﬁczt i healthac_ar

2025451682 T-327 P.18/18 Job-843

are employed as farm workcrs or in service occupations
where health insurance is n%ys offered as a benefit.
cacoveragerHispanic
~HiSpanicwomen

301 S >
'rohac had 2 TECEnt PapUees "o"r“"mammogram and
.J-dmlcalﬁbreastaexami The prevalence of chronic alcohol

consumption 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 ro factors associated with
social class rather than race or cthniciry. Poverty levels
vary considerably by race and ethnicity, with 11% of
whites, 32% of African Americans, 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 2 good education,
oceupation, income, and living condirions—all related to
3 person’s cancer risk profile. Unfortunately national
data is not available to evaluate the impact of social class
on cancer riek.

A second area of concern relates to the accuracy of the
available scatistics. The small size of many non-white
populartion groups and the methods used 1o collect data
may yield counts of cancer cases, risk factors, and screen--
ing examinations that are too high, too low, or simply

- unrepresentative of the group as a whole.

Despite these limitations, the information that we have
presented pq'ovxdcs a starting point for future cancer
control efforts. Only when the health needs of all races
and ethnicities are considered can we develop the
prevention and screening programs necessary to reduce
the impact of cancer on all Americans.

Additional Information

More detailed information on cancer in specific racial
and ethnic groups may be found in the following
publications:

1. American Cancer Society, Cancer Facts and Figures for African Americans,
Atlanta, GA: American Cancer Sociery, 1996,

2. Burhansstipanov L, Dresser CM. Native American Monograph No. 1;
Needs of American Indians and Alutka Nasives, National Cancer Instirure.
NIH Publication No. 93-3603, 1993 '
3. Centers for Disease Control and Prevention. Chronic Disease in Minerity
Popuistions. Atlanta: Cenrers for Discase Control and Prevendion, 1992,

4, Miller BA, Kolanel LN, Bernstein L, et sl. (cds). Racial/Etbnic Patterns of
Cuncer in. the Unitsd States 19881992, Nations! Cancer Instirute, N1 pub.-

" . No, 96-4104, Bethesda, MD, 1996:

CANCER FACTS '&.F'lGURES 1997

. ngo PA, Bolden 8, Tong T, &1 al. Cancer Statissics Jor African Amernam,
1996, CA—A Cancer Journal jor Clinicians 1996,46:113 -125.
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BACKGROUND AND DATA SOURCES

The primary measures assoc:ated with 2ssessing the impact of cancer in the general population are the
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
1o the diagnosis of their cancer (survival rate). Alf three measures are included in this report using data
from the Surveillance, Epidemiclogy, and End Results (SEER) Program based within the Cancer Control
Research Program at the National Cancer Institute (NCI) and cancer mortality data provided by the
National Center for Health Statistics (NCHS) for the entire United States (U.S.). All incidence and
mortality rates in this report are age-adjusted to the 1970 United States standard million (see Appendix)
unless otherwise speclfled Age- adgustment minimizes the effect of a difference in age distributions when
comparmg rates. i : :

i

The SEER Cancer Statistics Review (CSR) containing the most recent cancer incidence, mortality and
survival statistics is made available by NC| annually. Since 1996, the CSR has been available

gj003/027

electronically on the SEER Home Page, hitp://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 through 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 1994 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 presented to-the

- American public on & routine basis. ‘

Jngmgncg_anﬂﬂumm_dm; The National Cancer Act of 1971 mandated the collection, analysis and
dissemination of data useful in the preveniion, diagnosis and treatment of cancer. This mandate led to
the establishment of the SEER Program. A continuing project of the NCI, 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. ! -

. : o
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
case ascertainment beginning with January 1, 1873 diagnoses. The initial SEER reporting areas were
the states of Connecticut, lowa, New Mexico, Utah, and Hawaii and the metropolitan areas of Detroit,
Michigan; San Francisco-Qakland, California; and the Commonwealth of Puerto Rico.

In 1974-1975, 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 coliection year. In
1978 ten predominantly black rura! counties in Georgia were added. American indian residents of
Arizona were added in 1980 In 1988, four counties in New Jersey were added with coverage
retrospective to 1879. New Jersey and Puerto Rico panicipated in the program only until the end of the
1989 reporting year. Two areas of California, Los Angeles County and the San Jose-Monterey area
(Monterey, San Benito, Santa Clara and Santa Cruz Counties) began reporting with 1892 diagnoses.
Both population-based cancer registrizs began data collection earlier than 1992 and they have provided
earlier data from 1988 through 1981 for inclusion in the CSR. The incidence trends and survival data for

this report are from five States: Connecticut, Hawaii, lowa, New Mexico, and Utah and four metropolitan .

areas: Detroit SMSA, Atianta SMSA, San Francisco-Oakland SMSA, and Seattle-Puget Sound (Fig. I- 1).

Incidence rates by SEER area mctudmg Los Angeles and San Jose-Monterey are shown for the most .
recent 5-year period along with area- specific mortality in each section. »

Data from the nine or eleven SEER gecgraphic areas used in this report -represent an estimated 9.5 or

13.9 percent of the United States population, respectively. By the end of 1994, the database contained
! ) B B . “. . s - ! .

Sy

i




Tor/25/97  15:14  B301 102 3191  OLCA-NCI-NIH ' " lgoo4s027

i
|
i

information.on over 2 m:lhon cases d!agnosed since 1973; currently over 150 000 new cases are
accessioned yearly

Areas ware selected prifnarily for their ability to operate and maintain a population-based cancer reporting
system and for their epidemiclogically significant population subgroups. With respect to selected
demographic and epsdemwlogxc factors, they are reasonably representat:ve subsets of the United States
population. ‘

The goals of the SEER Program are:

1. Assembling and reportmg on a periodic basis, estimates of cancer mcxdence 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 contmumg informaticn on changes over time in the extent of disease at dxagnos is, trends in
therapy, and associated changes in patient survival.

4. Promoting studies désigned to identify factors amenable to cancer control interventions, such as: a)
environmental, occupational, sociceconomic, dietary, and health related exposures; b) screening
practices, early deleciron and treatment; and ¢) determinants of the length and quality of patient-
survival, ’

. t . B
‘ i
The SEER Program is conducted under contract with nonprofit, medically oriented organizations having
statutory responsibitity 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 privale laboralories, radiotherapy units, nursing homes and other health
“services units which provide diagnostic service to ensure complete ascertainment of cases; registers all
in sity and malignant nepplasms with lhe exception of certain histologies for cancer of the skin; records
data on all newly diagnosed cancers, including selected patient demographics, primary site, morphology,
diagnostic confirmation, extent of disezse, and first course of cancer-directed therapy, provides active
follow-up on all living patients except for 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 1892, the SEER
program has coded site.and histology by the International Classification of Diseases for Oncology,
second edition (ICD-O-2) (Percy et al, 1990). All cases before 1992 were machine converted to ICD-0-2.
- The primary site groupings used for incidence are found in the Appendix. Follow-up rates are also in the
Appendix. j ,

Mortality data: A publiciuse taps containing information on all deaths occurring in-the United States by
calendar year is obtained annually irom the National Center for Health Statistics (NCHS). Information on
each death includes age at death, sex, geographic area of residence, underlying and contributing causes
of death. Only the underlying cause of dezih was used in the calculation of mortality rates. Numbers and
- the numerators for mortality rates for the SEER geographic areas, for each state and for the total U.S.
are obtained from these!tapes. A list of the mortality site groupings used in this publication is in the
Appendix.

Nurmber of estimated cancers ang deaths in 13997 Projections of the number of cancer cases and

number of cancer deaths in the United States for 1997 have been obtained from the American Cancer
Society (ACS). The ACS projected incidence t0 1997 based on incidence rates from SEER for 19?9-93
and applied by the ACS 10 the 1%7 estsmated total U S ‘population (Parker.et al, 1997) :

L L X X Xy X X Xy yyrryyYyrrrrryyryyYyYyYyyyre
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Population data: Populatioh estimates are obtained each year fromn the U.S. Bureau of the Census. This
year, revised estimates of the populations of U.S. counties were obtained by five-year age group (0-4,
5-9...., 85 and over), sex, and race (including white and black) for July 1, 1984.. SEER makes county

~ estimates for each state available on the SEER Home Page (http:/Awww-seer.ims.nci.nih.gov) for race
(whites, blacks, non-white), 5-year ags group, sex, and year of diagnosis (each year 1973 to 1994).
Additional estimates can b? 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 all races and black populations are the same
as those sent by the BOC,: Proportions of the population by different racial groups from the HSP were
used fo generate estimates for whites, etc. Since the HSP survey was for all of Hawaii and not by
county, popuiation esnmates were not broken down by county. The white population estimates for Hawaii
provided by the BOC are generally larger than those generated by the HSP, Since whites in Hawaii
account for less than two percent of the tolal white population represented by the SEER reporting areas,
white incidence rates for the entire SEER Program are not noticeably affected. Procedures for.
calculating rates by race er Hawail are currently under review,

| |
, LONG-TERM TRENDS, 1850-1994

While many cancer trends. have inconsistent patterns over time, i.e. at some times increasing-and at
other times decreasing, the more consistent trends become even more evident when examined over a
longer period of time. Trends in cancer mortality from 1950 to 1994 are summarized by age for all
cancers combined, excludmg and including lung cancer (Table 1-2). These mortality figures are based on
the experiencs in the total United States.

Summaries of long-term trends in cancer incidence, monality and survival are outlined in Table 1-3. The
table shows the estimated number of cancer cases and the reported number of cancer deaths for 1994;
the next four columns show incidence and mortality changes over the 45-year time period from 1950 to
1994. Both the total percent change and the estimated annual percent change for incidence were based
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 avai lability of incidence data
from the early time periods and the change in the composition of the non-white population over time, the
incidence trends are presented for whiles only. The estimates for children are for children of all races
combined in Connecticut only. Mortality daia are for the total United States and are for whites only for
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 1950-54 and SEER for 1986-93.

Caution should be exercised when inierpreting these statistics. Evaluating trends over such a fong period
of time may hide recent changes in the trends. In addition, the straight line model fit to the log of the
incidence and mortality rates and used io calculate the estimated annual percentage change may be
inappropriate if the trend has changed directions or if the rate of change in rates has changed
dramatically.

SUMMARY TABLES

While there are detailed tables in separate sections for each of the major cancer sites, information on
some of the more rare cancers can be found in the summary tables of section |. For a detailed list of
primary sites, the summary tables provide incidence and mortal ity rates for the most recent 5-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. : ‘




. 07/25/97 15:14  B3I01 402 3181 OLCA-NCI-NIH ~ lgoos/027

IFE LOST DUE TO PREMATURE DEATH FROM VARIQUS CAUSES

Mortality rates alone give an incompleie picture of the burden deaths impose on the population. Another
measure which adds a different 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
panticular cause or dlsease

This measure is estsmated by linking sex-specific life table data to each death for a particular age The
life table permits a determination of the number of additional years a person would be expected 1o live at
any given age. In this repon, 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 all deaths due to a particular cause yielding the estimate of the person-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.

| : REVALENCE

There are different ways to define cancer prevalence. It could be the number of people who currently
have cancer. It could also be the number of people who have ever had a particular cancer. Long-term
incidence and survival 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 applied to the total U.S. population to estimate the number of Americans who were (will
be) alive at a specific point in time who were ever diagnosed with invasive cancer (but including in situ
bladder cancer). These prevalence sstimates are an attempt to quantify the number of persons in the
LS. who have ever had a diagnosis of cancer (i.e., history of cancer). Prevalence estimates in this
section were caiculated based on Feldman (1986). There are several studies currently underway 1o
evaluate different methods of calculating 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
:nterpretmg prevalence estimates.

! _. .

ILITY OF BEING DIAGNOSED YING FROM

Tables in the Cancer Statistics Review present, for selected cancers, the probability (expressed as a
percent) of an individual of specifi=d 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
litetime risks of dying from cancer also appear (as percents) in the tables.

‘ interval risks of being diagn ith cancer: The probability of being diagnosed with

cancer is computed by applying cross-sectional age-specific 1992-94 incidence and mortality rates from
the SEER areas to a hypothetical cohont 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) develop ng 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
1o age 94 and a 95+ mterval) using these two types of events. In each age interval we start with the
number alive and free of the specified cancer at the beginning of the interval, and subtract out the
number who develop the 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 surnming all cancer
cases from age O through 85+ and dividing by 10,000,000. This calculation does not assume an
individual lives to any pamcular age, rather it is the sum over all age intervals of the probability of living to
the begmmng of each a‘ge interval times the probability of developing cancer in that interval. The
probability of developing cancer during any time period (e.g., within 10 years of turning 50 years of age) is
calcuiated by adding up ali the cancers in the life table over the specitied age range and dmdmg by the
number of mdmduals alive and free of the ‘'specified cancer at the' begmnmg of the: penod DR

f . .



1 - v . .
-o-vv'v-vw-v-v.vw-vvvyv'.‘w"'UUUGUUUU."U'UU.O.‘-

. area. age, sex or race

. 07/25/97 15:14  B301 402 3181  OLCA-NCI-NIH | ~ lgoo7/027

For more details on this me:thodology seée Feuer et. al (1992) and Feuer et al. (1993). One improvement ‘
over past calculations of the risk estimzaies was made in the popuiation figures for people over age 85.

" To improve the precision of our calcuiations, populations for the age groups 85-89, 90-94, and 95+ were

obtained by partitioning the 85+ figure irom the SEER areas by interpolation using figures from the 1980
and 19890 decennial censuses. The BOC provided populations for these age groups for 1990 to 1994.
M&MW The lifetime risk of dying from a specified cancer is derived using a'

standard multiple decremem life table (Elandi-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 from cancer could have been derived tor the entire U.S,, these.
estimates were based only on data from SEER areas to allow comparison with the risk of daagnosrs
estimates.

I

' U.S. CANCER MORTALITY RATES BY STATE

Average annual montality rates 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.) 1970 standard million population. The five states with the highest
rates and the five states with the loweast rates are identified. The states 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 individuat state rates and the rate for the total U.S. is given and is based on the following formula: -

- |

iPD = 100(Sizie rate - Total U.S. rate)/Total U.S. rate

The standard error provided for each age-adjusted rate is calculated based on the assumption that, for
each age-specific rate, the number of deaths is a Poisson random variable (Keyfitz, 1966) with the
variance of the age-adgusted rate being a linear combination of the variances of the age-specific rates
(Snedecor, 1980a). The dsffereme beiween each age-adjusted state rate and the age-adjusted total U.S.
rate is also tested for statasncal s:gmncnm: by calculating a Z statistic from the following formula:

Z = (State rate - Total U.S. réte]fSE,,

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

The standard error of the{‘dmereme between two age-adjusted rates (SE,) is given by the following
formula: ' : '

|
! SE, = [(SE,)? + (SE )"

g A
where SE, and SE, are the standard errors of an individual state rate and the total U.S. rate respectively.

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

The standard error does 'not represeni the total 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 measurement of the rate which are extremely difficult to accurately assess and
probably have a differential impact on the error for one state rate versus another.

i
Errors in the “measurement” of deatn rates can oceur 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 investigation by the National Center for Health Statistics indicates that
over 99% of all deaths in this couniry are registered, fittle is known concerning dn‘ferentta s by geographic
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Numerator error also can 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 whitz or black (Hahn, 1992). The extent of racial or ethnic misclassifications
in death certificate codmg, however, remains unknown.

in coding overall cancer mortalnty 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 misclassification of the primary cancer.

" ltis already known, for example ihat this is a problem with primary liver cancer (Percy, 1990).

!
Denominator errors arise thrcmgh census under- and over-enumeration in the decenmal census (which is
the base for intercensal population estimates and population projections). To the extent that any over- or
under-count is substanti al and variable among subgroups or geographic areas, it may have important

~consequences on death rates. The efiect of an under-count is that it decreases the denominator leading
~ to an over-estimation of'the true rate. Conversely, an over-count would resuit 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, whe were under-counted by about five percent (U.S. Bureau of the Census, 1986). All other age
groups were either over- or under-counted by fess than 3 percent. For age-sex-race groups, the
coverage was lowest for black men aged 40-49 where the under-count was 19 percent. It is thought that
no lmprovement was achieved with ths 1990 census, and in some instances, under enumerauon may be
even worse than 1880, :

The impact of any of the;se errors is that 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, ¢t even state, their impact is difficult to ascertain. Caution is recommended
when dealing with those| areas where potential problems may be present.

In testing the differences between the total U.S. rate and the rate for each state-and the District of
Columbia for a given cancer, it was necessary 10 consider the large number of statistical tests that were
performed, because it would be expected that some lests are significant due to chance alone. To |
account for multiple comparisons, 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
inequalities (Snedecor, 1980b), the significance level for each individual comparison was set equal to
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
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 found to be statistically significant. On the other hand, some smailer
states may have rates that differ substantially from the total U.S. rate, but because of their relatively srmall
population, the diﬁerences are found to be statistically nonsignificant.

if the percent difference oetween ihe two rates is small, there may be some question as to the
importance of the difference. Itis difiicult to.specify a percent difference below which there would be no
concern because the relative difference cbserved will be a function of the magnitude of the rates
involved. It may also be of vaiue to consider the size of the absolute difference between a state rate and
the national rate in assessing the importance of a statistically significant difference. To further assist in
the interpretation of the data the tables ars footnoted to indicate absolute differences greater than 5, 10
or 15 percent, depandmg on the magnitude of the cancer rates. :
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It is important to note that comparing individual state rates with the total U.S. rate and assessing
statistical significance is not an appropriate procedure for assessing geographic clustering of state rates.
|dentification of states wh:ch may represent regional clusters of high or low rates would requxre add:txonal
statssucal and graphlcai analyses

For a number of cancers, the District of Columbua iS found to have the highest mortality rates. It can be
argued that it is inappropriate tc 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, suburban, and rural areas. Mortality rates for many cancers are higher in urban
areas. Also, the District of Columbia has a higher percentage of blacks (about two-thirds) than any state,
and their higher mortalzty rates for several types of cancer elevate the overall rate for the District of

Columbia.

P

INCIGENCE AND MORTALITY TIME TRENDS

Graphs depicting time trend lines arz included for most of the individual cancers. Trend lines were fit
using polynomial regression of the form '

where Y, 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 flat over the years involved. Second order polynomials may fit a trend whose
function may increase or decrease {¢ some maximum or minimum point in time before changing direction
or whose rate of increase 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.., 2 trend is second order if and only if the term B, is significantly
different from zero). Trend lines were not fit for some cancers when annual rates showed substantial
variation due to small numbers of cases in the numerator. Most of the trends were fit with either first or
second order polynomial functions. »

+
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INTERP ATION OF CANCE ] i
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In reviewing the various cancer incidence, morality, and survival statistics provided in this réport, the
reader should be aware that a number of factors may affect the interpretation of many of these statistics.

®

[

»

»

»

®

2

®

»

»

»

»

®

2

-

»

. i

» ‘ Y, =By + Bx+ ... +Bx",
»

»®

-

»

]

»

»

»

-

®

»

»

»

P Survival rates for all cancers combined: The mix of cancers is changing over time as the incidence of .
some cancers increase and the incidence of cthers decrease, Thus, the relative contribution of a specific
cancer to the survival rats for zll cancsis 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. It is possible to agjust 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 rales adjusted in this manner have been found to differ by only a small
arnount from unadjusied' rates. In the future, such an adjustment may become more nmponam if there
are substantial changes in the incidence of various cancers. :

~ Early detection/screeninq A facior that may lead to an'artifactual increase in patient survival as well as

incidence for a specific cancer s the detection and diagnosis of cancers earlier than otherwise expected.
These changes can occur subsequent to tha introduction of a new procedure to screen subgroups of the

E
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population for a spscific cancer and need not be related to whether or not use of the screening test
results in a decrease in monality from that cancer. As the proportion of cancers detected at screening
increases, presumably as a rssult of increased screening of the population, patient survival will appear to
increase. The additional survival associated with the time between a cancer being diagnosed by a
screemng procedure and the tirhe at which the cancer would have been diagnosed in the absence of
screenmg has been termed "lzad-time” (Zelen, 1976) and resuits in an artifactual increase in patient
survival. Scresning for breast cancer has been demonstrated to result in increased survival over and
above that resulting from “lead-time" alone. Screening for breast cancer has been demonstrated to
reduce breast cancer mortality. The benefit of scrgening is being studied for some other cancers.
Screening may also result in a decrease in survival rates for invasive cancer If the screening procedure
consistently detects a cancer in 2 preinvasive phase. In this case, length-biased sampling (Zelen, 1976)
may be operating and, if so, will result in those cancers that would have had a relatively good prognosis
had they progressed lo invasive disease being preferentially detected in a preinvasive phase. There is,
therefore, the possnbilrty ofas ,szemat ¢ elimination of invasive cancers that would have had a relatively
good prognosis. If this' occurs, the mix of cancers that are not detected at screening and do progress to
invasive becomes less prognostically iavorable resulting in a temporal decrease in survival for patients
with invasive cancers. i This latier elfect of screening on patient survival may at least partially explain

- survival trends for cervical cancer. Other possible cancers affected include breast, colon, rectum and

prostate. *

.Changes in diagnostic.criferiz: Sarly detection of cancer resulting from screening and/or eartier 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 littie or no change in
mortality rates. Breast; colon. prostats, cervix uteri, bladder and skin (melanoma) are some of the
cancers most likely 1o be affecizd. .

: Temporal trends in survival for patients with specific

cancers by stage at diagnosis as well as ternporal trends in distributions of stage at diagnosis are not
presented in this report. Howsever, it is possible that the reader might compare survival by stage and
stage distributions given hers wiih those for earlier time periods as provided in previous reports. Thus, it
is necessary 1o comment on the gffect of technological advances on the diagnosis and staging of cancer.
The probability that a patient's cancer will be assigned to a particular stage may change over time duse 10
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
over time resulting in an increase in the probability that a patient's cancer will be diagnosed in a more
advanced stage. For examplg, 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
Imaglng (MRI). Therefore some of the patients who would have been previously diagnosed as having
“cancer in a localized o’ -regional stage would now be classified as having cancer in a distant stage. Thus,
the likely result would be to remove ine worst survivors from the localized and regional categories, i.e.
those with previously undetecizd 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 because those patients shifted from early to
advanced stage likely have poorer survival than early stage patients, as indicated previously, but better
survival than advancedistage patients as identified in past time periods. However, overall survival would
not change. This has been referied to as the "Will Rogers phenomenon” (Feinstein, 1985) and is an
important concept to undsrstand when 2xamining temporal changes in survival by stage as well as
temporal changes in stage distributions. Thss phenomencn could affect staging for virtually all solid
tumors.

ion of classxf $: The American Joint Committee on Cancer has produced a new staging
classification for many cancers every few years. The evolution of such classifications reflects the
identification of new prognosiic faciois which may influence choice of treatment. Because the SEER
Program collects data on extent of dis sease rather than some determmanon of stage speciﬂed in the

'
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medical record, changes in féta'ge:defini‘zions should not produce stage shifts as long as the detailed data
on extent of disease are included in the medical record. For those cancers for which new prognostic
variables are introduced into staging. such that previously collected detailed data on extent of disease

cannot be collapsed into stage catagories, 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 distributions by reviewing the evolution of staging for a given cancer. One reason for
using the historical categoriées of localized, regional and distant is that these categories have been fairly

comparable over time. '

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

population taking into account, as appropnate. the age, sex, race, and calendar year of diagnosis of the
patients. It is assumed that the presence of cancer is the only factor which distinguishes the cancer
patient cohort from the general 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 patisnts is going to consist of a much higher proportion of smokers than
the general population. However, smoking is a risk factor for other diseases resuiting in smokers having
a shorter lifa expectancy than non-smokers. Expected survival ratss for lung cancer patients based on
the general population will be unduly optimistic for this reason and will result in relative rates which are
lower than they should be. . The problem cannot 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 bs 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, 1981) which, in turn, may be related to life expectancy.

m with ot ses: The SEER data are obtained from population-based cancer reglstrles
covering about ten percem of the United States population. Itis sometimes of interest to compare cancer
statistics for SEER areas with thcse from other registries both in the United States and worldwide. In
making such comparisons; il is essential thai ihe factors considered above be carefully considered for
both data sources. -In addition, compleieness of case ascertainment, rules used to determine multiple
primaries, follow-up, and rules used in assigning and coding cause of death should be assessed along
with the sources and procedures used in obtaining population estimates. Depsnding on the rates belng
compared, there could be other CuﬂlOUﬂdlﬂu actors which should be adjusted for or otherwise
considered. %

. { . .
It is sometimes interesting'to compare survival data for cancer patients in SEER areas with that from ‘
clinical trials. This must be done with great caution. Survival data from clinical trials may have been

_obtained from a patient population that 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 necessary to verily that 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 may be refated to survival but are not recorded in either database.
lf this were true for a gnven cancar, it would not be possible to make valid comparisons of the type
discussed here

Errors i data collection: @n the process ol registering cancer patients, errors in abstracting and coding
the data including demographic information, cancer site and/or histology, extent of disease, treatment,
and patient survival may be made. Quality control studies are periodicalty carried out to detect and
correct this type of error, but no attampt is made here to Incorporate this source of error into the variance
estimates of cancer rates eponed here.

omganson of this report!with previous reports: The cancer registries that pamc:ipate in the SEER
Program submet data on zll cancers diagnos &d in their coverage areas 1o the National Cancer Institute

i
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each year. Because of the dynamic nzature of the registries' data bases, if 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
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
reported in a given year. A third reason relates to possible code changes that may occur when a patient
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 sarne
patuent often due 1o name changes or misspellings.

This discussion has addresscd issues that may result in a recent report having a different number of
cases for a given time period than in an earlier report with its resuiting effect on incidence and possibly
survival rates. Population estimaig s may also change from one report to another for some calendar

~years. This occurs because the NCI receives population estimates which are regularly updated by the

Bureau of the Census., For sxampte previous population estimates for the nine years following the 1980
census were recently replac ! with improved, new estimates controlled to population counts now
available from the 1900 census. Such changes may result in some differences between incidence and
mortality rates for a calendar period as published in two different reports.

| |
; TANDARD ERRO F BATE

Survival rates: In the tzbies presenting su rvival rates, the reliability of the rates is indicated based on the
magnitude of the stancard error. In addition, if there were fewer than 25 total diagnoses in the first
interval of the life table construcied to calculate survival, or if all cases became lost to follow-up within an
interval, a valid survival raze could not be caleulated, as noted in the footnote.

The standard error (SE) of a relative survival rate is obtained as follows (Ederer, 1961):
$E{CR.) = (CR)'l(./(e-dy)) + (@f(ex-dy)) + ... + (g/(e-d))®

where CR, is the t year relative survival rate, q, is the probability of dying in year 1, e, is the effective
number of patients at risk in year 1, and 4, is the number of deaths in year 1. The subscripts 2 through t
refer to 3ubsequent years after diagnosis.

Ingidence and mgngh{y ralgs: The standard errors of age-adjusted incidence and mortality rates are
often not specified. However, the reader can approximate the standard error of a particular incidence or .

mortality rate by the foilo' ving iormula for the standard error of a crude incidence or moriality rate (Keyfitz,
1866): ; A

’ SE(rate) = rate/[events)'?

where events refer to thT nummber of cancer diagnoses assoc:ated wuh an incidence rate or the number of
deaths associated wath IO nality rate. ,

Appendix Tables A-1 am A 2 providé numbers of cancer diagnoses within SEER and numbers of deaths
in the total U.S,, respemweiy, by race and sex for the most recent five-year period. These can be used to
obtain approximations oijthe standard errors 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 d lagnosas or deaths divided by five. :

i
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REFINITIONS

Several technical terms are used in presenting the data in this report. The following detinitions are
presented here in an attempt to clarif‘y\ their use to the reader. ,

Incidence ratg: The cancer incidence rats is the number of new cancers of a specific site/type 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 rate can include multiple primary cancers occurring in one
individual. This rate canibe computed ior each type of cancer as well as for all cancers combined.
Except for five-year age- 'speci ic 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. '

Mortality rate: The cancier mortality rate is the number 6f deaths with cancer given as the underlying
cause of death occurnng in a specified population during a year, expressed as the number of deaths due
to cancer per 100,000 people. This rate can be computed for each type of cancer as well as for all
cancers comnbined.. Excep’ or age-specific rates, all mortality rates are age-adjusted to the 1970 U.S.
standard population or to the world standard (see below)

Age-adjusted rate: An zge-adjusied raie is a weighted average of the age-specific cancer incidence (or
mortality) rates, where the weights are the proportions of persons in the corresponding age groups of a
standard population. The poiential coniounding effect of age is reduced when comparing age-adjusted
rates computed using ths sams standard population. For this report, the 1970 United States standard
riltion and world standard million populations are used as the standards in computmg all age- adjusted
rates. i

Percent Change: The perceni change in rztes over the entire time pericd 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, s‘ubtracftinc the former from the latter, dividing the difference by the former, and then
multiplying by 100 to convert the number 10 a percent. Percent changes are also provided for two five-
year persods 1975-79 and the most recent S-year penod

I
Estimated Annual Percedt Change: The Estimated Annual Percent Change (EAPC) was calculated by
fitting & regression line to the natural logarithm 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 = 100*(e™ - 1). Testing the
hypothesis that the Annual Percent Change is equal to zero is equivalent to testing the hypothesis that
the slope of the line in thé above equation is equal to zero, The latter hypothesis is tested using the t
distribution of m/SE,, with the number of degrees of freedom equal to the number of calendar years
minus two. The standard error of m, i.s. SE,, is obtained from the fit of the regression (Kleinbaum,
1988). This calculation assumss inat the rates Increased/decreased at a constant rate over the entire
calendar year interval. The validity of this assumption was not assessed. In those few instances where
at least one of the rates was squal (o z&ro, the linear regression was not calculated. Becausé the
methods used in their calculation are not directly related, it is possible that the signs of the PC and the
EAPC may disagree, and this cccurs in & few instances in the tables presented. The differences
between incidence and mortality trends for the time periog 1975-79 versus those for the most recent five-
year period are tested fon stzaiistical significance using a t statistic with six degrees of freedom defined as
the difference in the regression coer‘memb divided by the standard error of the difference (Klembaum
1988). 1 ,

TTUSITTITUIA3TTN

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

~ Belative survival rate:" Trie relative survital ra rale is calculated using a procedure described by Ederer,
Axtell, and Cutler (1981) whereby the observed survival rate is adjusted for expected mortality. The
relative survival rate represents:the likelinood that a patient will not die from causes associated
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specifically with their can?:er al some zpecified ime after d'agnosus It is always larger than the observed
survival rate for the same oroup of pauonts

v

- Standarg error: The standard error of a rate is a measure of the sampling variability of the rate.

_ Person Years of Life Lost The Person Yezrs of Life Lost (PYLL) was calculated as follows. For each of
the individuals who died of z particular cancer of interest, it was possible to obtain the number of
additional years they were'expecizd 1o survive conditional on their survival to the age at which they died
of their cancer. This condilionzl expectation was obtained from life tables for the United States
population available from the National Cenier for Health Statistics. The PYLL in the general popuiation
associated with a particular cancer is simply the sum of this conditional expectation over all those
Individuals who died of that cancer.

Average Years of Life Lost: The Average Years of Life Lost (AYLL) associated with a }:)articular cancer is
the PYLL associated with that cancer in the general population divided by the number of deaths from that
cancer in the general popuianon

Stage of Disease at Riagnosis: Logalized - 2n invasive neoplasm confined entirely to 1he organ of origin.
Regional - a neoplasm thai has exiended beyond the limits of the organ of origin directly into surrounding
organs or tissues; into regional lymph nodes; or both direct extension and regional lymph node

. involvement. Distant - a neoplasm that has spread to parts of the body remote from the primary tumor
either by direct extension o7 by discontinucus metastasts Unstaged - mformaﬂon is not sufficient to

assign a stage i
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Figure IV-10

Breaét _vs..Lung Cancer Mortality
. White‘i Females vs. Black Females
| United States, 1973-94
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Bst. Annual PC (EARC) - -4.,8a -4.6 T B —4. 7% . -4.6 . ~4.8x -5. 44 -5, On -5.6%
“Percent Change (PC) -4.3 -3.6 -4.6 =30 2.4 -3.3 ' -6.9 2.8 - -6.5
Est. Annual PC (BAPC) ~L.54% ~-1.40 ~1.04¢ -1.0¢ -9 -1.1¢ ~2.9 -3.3 -2,
The Est. Annual PC is the Estimaced Annual Percent Change (EAPC) over the time interval.
§ 'SHER Program. ’
- ‘NCHS public use tape‘
o The EAPC ig s.\gmt‘camly dxfferent from zero (p<.CS). .
L 2 The EAPC for 1990-94 is significantly different from the EAPC for 1975- 79 (p<.05}). L2
¢ The EAPC for 1990-94 is significantly different trom the EAPC for 1975-7% (p<.10}. 8
C - Statistic could not be calculated. -8
: ) -
o
e
-
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SEER Program. Rates are per 100,000 and are age-adjusted to the 1970 U.S. standard population, except where noted.
NCHS public use tape. Rates are per 100,000 and are age-adjusted to the 19270 V.5. standard population, except where
noted. . :

Rates are per 100,000 and are age-adjusted to the world standard population.

Table V-2
a .
SEBR _INCIDENC, AND U.S. MORT (2} TES, AGE-ADJUSTED B-SPECIFY TES Y R
Incigences$ N US Hortalityh
Al)_Races. Femg i e ¥ enales e 3 2
AGE-SPRCIFIC RATES, 1990-94

AGE AT DIAGNOSIS/DEATH: :
0-4 0.0 0.3 0.0 0.0 0.0 9.0
5-9 0.0 0.0 0.0 0.0 0.0 -3.0
10-14 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
20-24 2.5. 2.5 2.6 0.2 0.2 0.2
el e e 25-29. 0 L L oL Bl . .8.7 P . 6.4 . .08 . . L . 0.7 NI N A
’ A0-24 1.6 12,1 10,6 2.0 VL9 A
35-773 . 4.8 Lad 16,2 3.3 R 5.7
- a0 5.7 14.5 23,1 4.4 3.6 .2
45-49 16.8 15.6 22.% 5.6 4.9 117
50-54 ' 16.7 15.3 22.9 6.5 5.6 13.7
55-59 . . 16 .2 14.0 27.4 7.0 6.1 T4
O 60-64 18.4 16,47 : 2¢.8 7.5 (3] 17.6
CE5-60 : TN 16,2 32,5 #.0 6.7 20.0
1H-74 S0 13,6 2402 9.0 7.8 3 B
75-79 16.2 13.9 40.3 9.5 8.1 3.7
8064 ’ 18.2 15.9 46.4 11.8 10,3 2.6
B85+ 15.0 12.0 46.7 12.6 11.1 3o.1

AGE-ADJUSTED BATES. 1990-94
AGE AT DIAGNOSIS/DEATH:

All ages 8.3 7.7 12.2 2.9 2.5° 6.3
Under 65 7.4 7.0 9.7 2.2 1.9 . 4.4
65 and oveyr 16.8 14.7 34.4 9.3 8.0 23.5
K11l ages {(world std.)® 7.8 7.3 10.9 2.5 2.2 - 5.4
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Table V-4 N
CERVIN UTEBR1 CANCER {lnvasive)

. . s - N s

white Females

_All Races. Females i i —  Black Fempales .
‘ All . <50 RN 11 A3l <59 50 ALL <50 S+
' 5-YR REBLAT
YEAR OF DIAGNOSIS: - B ‘ c , L
L U196D%67° . e - . - : - .. 58 BRI - 47 - -
8 1970-73° ; g - - S . . 64 - - - 61 - S
1974-76" W - 68.7 BL.2 §7.7 69.5 822 58.2 ’ 63.6 5.2 53.6
. 1977-79% R 66.1 . 77.9 59.3 ’ 69.4 9.7 66:2° 71.3 753.1
.7 1980-82° % L 872 790 .55, S 619 80.4 55.61 L -0 7%.7 51.2
... :%e3-B8%" - - 68.6 . - _.78.3 . 571.8 70.4.° 80.2 . | 58.9 59.9 6.2 . . 50.1
1986-93° . 5 66.9 ' 77.50 57.8° 1.4 80.2 £ 592 57.10 £3. 40 507
. 1986-93% o . . A .
o T ALL STAGES - . : 3.8 . 7i.s - n7.g . 71.4 . . 80.2 59,7 . 57.1 63.4 50.7
LOCALTZED - IO 92,9 87,8 - -91.% .. 983.7 sp.0 Ly 88.2 89.3 BE. 0
REGTOMAL 494 51.7 £7.7 S1:t 54,9, 0 48.% : . 40,9 6.9 4y L
COIETANT - 9.0 8L 9.4 BN 131.0 . 9.3 L 7.4 20 10.6
UNSTAGED I G634 713.7 si.d4 TGa L4 Bb:{:“ 524 ) 6z, 71! 751 L4805
ALL 'STAGES. S R s - R ' B
 Number of .cases g.465 4,654 3,811 . 6,652 3,760 2,892 1,261 - 630 631
Percent . ° .’ 1608 Co160% 7 100% T 1G0% 1008 . 100% © . 100% 100% 100%
LOCALIZZD 52 65 36 54- (3] 37 40 49, 31
REG1ONAL ‘ 311 25 43 i 23 42 S 40 36 © 43
5 DISTANT . , 8 . . s 12 T8 : 5 - 12. .12 R 17
. mas'rmzo o 7 S e - 7 ‘ 5 9 o -3 .9 2
‘S-YR _RELATIVE Sﬂ ygyﬁ B& BS. 12& Si
- #GS AT DIAGNOSIS: . . . :
‘,45 Lk .. 79.8 - o= 82.4- - - T 6S5:4 - -
. 45-54. ’ S 61,2 T - : . 69.3 L. g 55.4 CL -
55—64 : o62.5 - - . 64,8 - s “50.% R -
65-74 - : . 55.2 - - 55.0 - - 54.5 o -
- 15+ R o 4b.7 - - ’ .. 42.8 - - 40.21 = -
" Under 65 P 7346 R - 76.3 _— - " 59.3 . e -
65 and over® . .50.3 T - . '50.6 e 50.0 - -

 Rates are based on End Results data from, a set.es of hospital registries and one popolatxon based Leg)BttY.

Rates dre from the SEER Program. They are based on data from population-based registries in Connees icut, New Nexxca,
» Ytan, lowa, Hawaii, Atlanta. Detra:t, Seattle-?uget gound and San Francisco-Oak:andi Raree are based on rollow~up ot

patients *Hx&ugh 1994.

The cifference in rates between 1974-76 and 1986-93 is statistically sugnificant»(pc.@ﬁ}.

The.standar®d error of the survival rate is between 5 and 10 perceuntage poiﬁts.

The standard error of the survival rate is greatez than 10 pexcentage points.

Statigtic could not be calcu;atea.
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Table V-5 .
CRRVIX UTERI CANCER (Invasive)

By Year of Diagnosis/Death

All Races, Females

Year of Diagnosis/Death

1973 1977 1978 1979 1981 1962 198 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993
- [ﬁ..c.,i‘dence... R D e e it h o S e - s A oo T e T T I e j’“‘ "'_"" haand "‘_':."' s - - =
$EER J4.2 0 x2.7 12.4 .31L.9 10.9 LO.5 10.6 10,2 S0 ®.3. W& 9.z H.5 9.0 #.1 .4 8.9 8.9 .4 6.3 8.2 7.8
Mortality
T8z o500 w6 &S 4.1 40 3.8 3.7 3.6 3.4 3.3 3.3 3.1 1.2 3.0 3.0 1.0 3.0 2.9 2.0 2.8 2.8
4.4 4.6 3.8 4.1 3.5 3.6 3.2 2.9 I.1 2.9 2.8 2.7 2.7 .2.6 2.4 2,5 2.7 2.3 2.4 2.3 2.2 2.5
Relative Survival Raﬁes'fSEBQ{
l-year - B4.5 86.7 86.1 ,88:2 987.2 86.1 87.1 86.5 86.2 87.1 69.0 86.2. 86.9 85.6 67.4 87.2 86.9 '88.0 8.7 87.0 89.3
- 2-year . 715.4 76.3 78.2 78,7 78.2 77.4 77.5 77.0.-76.9 75.2 78,5 78.5. 75.8 76.3 71.9 78.6 -BO.9 79.4 79.2 7.4
J-year 69.8 '71.4 73.5 74.2 73.3 713.2 71.1 73.0 73.% 69.5 74.0 73.8 71.%1 7L.3 72,5 75.1 76.0 75.0 73.5
d-year  £6.5 68.8 70.6 71.7 71.6 6£9.7 69.6 70.1 69.6 67.2 71.0 70.9 68.6 6B.L 69.7-73.4 73.0.72.6
5-year  65.1 67.7 68.7 63.7° 69.4 66.2 66.7 68.3 67.3 65.8 63.9 69.2 66.7 65.3 67.5 72.4 70.8
. 6-year  63.3° 65.5 67.7 68.9 68.9 67.0 65.3 67.1 66.2 €3.7 67,7 66.9 €5.8 65.2- 66.86 70.2
7-year  62.6 65.0 67.1 68.0 67.9 -65.5 64.5 64.9 63.7 63.1 66.5 65.6 64.4 €3.8 65.7
§Zyear  61.6 63.6 66.1 67.5. 67.7 64.4 63.7 64.0 62.2 62.6 65,1 64.2 63.2  63.0.
 S-year  61.1 '62.3 6.1 66.5 66,7 63.6 €).5 63.1 62.1 62.3 65.L 63.0 '62.2
10-year =~ 61.1 61.6 64.7 65.8 66.1 63.6 62.0 6L.8 62.0 62.3 64.% 62.8
‘Ml-year 600 61.3 64.0 65.1° 65.4 63,2 62.0 61-7 62.0 62.2 63.9
12-year 59.4 61.) 63.9 64.1 64.9 63.0 62.0 61.0 61.7 61.3
. 1}-year  59.4 61.2 62.8 3.7 64.9 62.) 62.0 6L.0 61.3
la<year  58.8 60.8 62.6° 6.9 64.6 61.2 62.0 60,3
LS-year  58.8° 60.5 62.4 62.6 64.5 60.6 61.5
l6-year  58.8 60.) 61.1 62,6 64.1 60.1
17-year 57.8 59.2 60.5 62.2 63.6
A8-yeaxr  57.1 58.5 60.2 62.1
li-year 56.7 57.6 -59.5
20-year 56.6 S6.5 -
2i-year

"55.6

Note: Incidence and mortality rates are petr 100,000 and are-age~adjustéd to the 197¢ U.S. standard population.

w WY ¥ ¥V ¥ w X dlhA‘D.llh O W Y WY Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y YY Y Y YY W

Survival vates are relative rates expressed as percents.
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Table V-6 ,
CERYIY UTERT CANCER (Invasivel

Percent Diagnosed With Cancer Ia 10, 20 and 30 Years and In Remaining Lifetime,
© Given Cancer Free At Current Age By Race

Lifetimé Risk (Percsni) of Being Diagnosed With Cancer. and
Lifetima Riszk (Percent) of Dying From Cancer

© SEER Areas, 1992-94

k 211 Races
Age : : .
o 10 vrs +20 vrs  +30 yrs Eventuyally .
| ‘ S B ' « P
‘o 0. 00 0.00 0.05 0.83 ‘
10 G.0Q 0.06 0.18 0.84
K 20. 0.0% 0.18 0.34 0.84
30. b.1z 0.28 0.43 0.79%
40 0,15 0.31 0.46 Q.67
50 0.16 - 0.31 0.43 0.52
60 a.17 0.29 - 0.37 0.39

Lifetims Risk of Being Diagnosed = 0.83%
Lifetimsz Rizk of Dying = 0.27%

; Whites

Current -

Age '
i $20 yrs  +20 yrs  +30 vrg Eventually
‘0. "0.00 0.00 0.06 0.77
10 0.0¢0 0.06 0.19 Q.77
20: .06 0.19 0.33 0.77
30 0.13 0.27 0.41 0.72
40 0.1¢ 0.28 0.42 0.59
50 0.14 0.28 0.38 0.46
§0, 0.1% 0.26 0.32 - 0.33

§ ‘Lifstime Risk of Being Diaénoséd'= 0.77%
{ ‘Lifatime Rick of Dying = 0.25% :

: .

i Blacks

Current

Age :

‘ +10 yre +20 vrg  +30 vrs Eventually
Lo 0.00 0.00 0.04 1.12
10 Q.40 0.04 0.16 1.14
20 3.04 .16 6.28 1.15
30 0.12 6.35 0.55 S 1.2
40 0.22 0.43 0.64 1.02
50 G.zz 0.44 ©0.60 0.83
60 .24 0.43. 0.59 0.68
' Lifetime Risk of Béing Diagnosed = 1.12%
f Lifztime Rizk of Dying = 0.49%

‘
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Table V-7
R )
AVERAGE ANNUAL AGE-ADJUSTED CANCER MORTALITYS RATHS BY STATH, 1990-9%4
’ * All Races, Females
State i - Rate SE Rank PD
TOTAL U.S. ) 2.9 0.02 .
High Five States. . . ’
District of Columbia . ; 3.94% 0.486 {01) 34.5
Kentucky . - 3.6 0.18 (02) 31.0
Delaware . - 3.80 0.44 {03) 31.0
. . South Carolina : 3.8n 0.19 (04) 310
e e e e e .. MisSieSiEPL. o 3,TR 00,22 _ {05) 276 el e .
o Low Pive States o o
- South Dakota ‘ 2.0% 0.32 {47 -31.0 7 IR C ) )
hlaska 1.940 0,47 (48} ‘~34.5 - . - -
Wy oming . 1.8 G.38 (44) ~37.9
1daho ) L.GEBG 0,23 (50) ~44 .8
Mimnesota 1. 5B O.Lt (51) =43
Raga SE Ranle - p@ State . Nale r NE L Ragik 220
" -Alabama 3.6n0 0.17 (06) 2471 Montana 2.4 - 0.30 {39) ~-17.2.
... Alaska 1.9% 0.42 (48) ~34.5 Nebraska . - . 2.00 0.21 (44) = -31.0
.. Arizona 2.5 0.15 (36) ~-13.8 Nevada : 2.6 - 0.27 {32) -10.3
- Arkansas 3.1 0.20 {19) 6.9 New Hampshire 3.3 0.33 {1y} 13.8
California 2.7 0.06 (29) -6.9 New Jersey 2.9 C0.11 (23) 0.0
Colorado 2,20 0.15 (40) ~-24.1 New Mexico 2.8 0.25 {31) -10:2
Connecticut 2,000 0.14 (45) -31.0 New York 3.1 0.08  (16) 6.9
Delaware l.8% 0.44 (03) 31.0 North Carolina 3.0 0.12 (20) 3.4
District of Columbia 3.9% 0.46 (01) 34.5 North Dakota 2.5 0.37 {34) -13.8
Florida 3.2 0.09 (13) 10.3 Ohio 2.9 0.09 {24) 0.0
. _Georgia 2.8 0.12 {(27) -3.4 - Oklahoma 3.2 0.18 (12) 10.23
Hawali 2.0% 0.25 (46) -31.0 Oregon - 2.1% 0.16 {42) -27.6
Idaho 1.6B .23 - (50) ~44.8 . Pennsgylvania 2.9 0.09 (22) 0.0
Illinois 3.1 g.10 (18) 6.9 Rhode Island 2.6 - 0.11 {33) ~-10.3
Indiana 3.0 ° 0.13 (21) 3.4 South Carolina 3.8 0.19 (04) 31.0
Iovwa 2.4 0.17 {37} ~17.2 Scouth Dakota 2.06 . 0.32 (47) -31.0
Kansas 2.7 0.19 (30) ~6.8 Tennessee 1.56 015 (08) 20.7
Kentucky 3.86B0 0.18 - (02) 31.0 Texas 3.3B. o0.08 {10} 13.8
Louisiana 3.4%0 .0.17 {(09) 17.2 Utah 2.4% 0.25 {38) ~17.2
Maine 3:2 0.29 (1sy _ 10.3 Vermont 3.1 0.44 {17) 6.9
Maryland 2.8 0.14 {26) ~3.4 Virginia 2.8 0.12 (25) -3.4
Massachusetts 2.2 0.11 {41) - -24.1 - ‘ashington 2.1 0.12 (43) -27.6
Michigan 2.8 0.10 . (28) ~3.4 -. Vlest Virginia 3.64 0.25 (07} 24.1
Minnesota 1.5 0.11 {(51) -48.3 " Wisconsin 2.5 0.13 (35} -13.8
Miseissippi 3,70 0.22. {08y =~ 27.6 Wyoming 1.8 0.38 (49) -37.9
. ‘Missouri 3.2 0.14 {14y 7 10.2 ) .
N Y . NCHS public usé tape. Rates are per 100,000 and are age-adjusted to the 1970 U.S. standard population,

Standard error of the rate.
percent difference hetween state rate and total U.5. rate.,

Absolute difference betwéen state rate and toral U.S. rate is 159 or more.

Difference between state rate and total U.§. rate is statisticaliy significant (p<=.0002}.

Y W W W W W W YW YW YWY W Y YWY Y Y YW Y Y Y Y WY Y YY YW Y YW Y Y W W W W W W W W Wy Wy Wy
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Table V-8 i
LW,

fu VAL RATESO

By Registry, Race and Age

“REGI STRY )
' Standard 9 registries

San anncxsco-OakLand
Connecticut

Metropolitan Detroit

Hawaii

Towa

‘New Mexico
Seattle~Puget Sound
Gtah

- Ban Jose Monterey””‘
Los ‘Angeles

-

st iout,
rouroepellcan’ Decroit
Hawaii. -

lowa

“New Mex:co
Seattle~Puget Sound
Utah

Metropolxtau Atlanta

San Jose- Monterey
Los Angeles -

REGISTRY
Standard 9 registrxes

San Francisco- Oakla.nd
: Connecticut ‘
- Hetropolitan Detroxt
- Bawail

Ioma

. New Mexico

Seattle~Puget Sound

Uta
Herropolitan Atlan»a

ncisdo-0akland
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San Jose-Monterey and Los Aﬁgeles are new SBER
tables in this section,
SERR Program.
NCES public use tape.
Survival rates are relative rates expressed as
The standard error of the survival rate is between 'S and .10 percentage points., .
The standard error of the survival rate is greater than 10 percentage points.

Statistic could no* be calculated oxr populations are iuadeqnate.

=1
N

areas as of 1992 aﬁd their daca are only used in thxs table and’ ﬂot othex:
and are age- adguacea to the 1970 U.S. standazd populat:on

100,000 and are age-adjusted to the 1970 U.S. standard popul.at.xon
percents and are based on follow-up of patients through 14994,

.

-
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16.9 7.7 - S.4 15.0 2 6.5 -29.6
- 18.5 7.6 4.9 16.0 10..1 6.5 21.3
13.8 6.9 5.2 12.1 14.2 £.3 38.6
. 1B.6&° 7.9 5.5 15.2 12.9 7.1 30,6
13,5 9.3 5@ - 20.3 - < -
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SEER Incudence and U.S. Mortahty
Cervnx Utern Under 50 Years of Age
I By Race -
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SEER Incndence and U.S. Mortahty o
Cerwx Uteri, Ages 50 and Over |
P By Race -
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YWhites Blacks
Total Hales Females Total les Total
. } ‘ .

All Ages
Percent Change (PC) -5.2 -1.% -9.4 -7.6 ~5.0 -11.5 22.5 34.6 14.1 -
Est. Annual PC (EAFC) -0.2 0.1 -0.5a ~0.3 0.0 ~0.74 0.9% 1.4¢ 0.6

Under 65 . i

“Percent’ Change (PC) "~ 7.7 -0n9 - TTT=1%,2 7T ¢t w11.8 7 T ERTET T T 19,3 7 TTTTTT6TS T 770 yaTs
Bst. -Annual PC (BAPC) - 0. 44 0.1 - Q. 9w - - -0.6%- =01 -1.,1%- - 1.0 1.38 0. 8w

65 and over . )

Percent Change (PC) ~3.9 -2 .4 -6.0 -5.4 -4.7 -0 19.7 . 3.0 11.0
Est. Annual PC (BARC) 0.1 0.1 -0 4 -0.2 Q.0 ~0. 0. 0.9 1.5 0.4

197519 - ALL_BGES : E : S .

- Percent Change (PC) » 2.3 3.7 1. 2.2 K 0.7 7.0 4.8 1.5
Zut, Annual PCOTEARC) 0.9 1.5 0,3 0.9 105 G 1.0 1.4 Z.
Percent Change (PC) -6.6 ~8.1 -5.5 -7.4 -9.0 -6,3 -3.4 ' 1.5 -4.9
Est. Annual PC (EAPC). -2.3nd «2.Tad ~2.0u0 -2.5aé ~3.0ud -2, 3wd =1.1w0 ~0.4 -1.6

R Y T esged in :

All Ages
Percent Change (PC) -19.6 -14.2 -25.0 -21.8 -16.6 -27.2 9.3 22,3 0.1
Est. Annual PC (BAFRC) -1, 1% -0,08e -1.54 «-1.3% ~0.9% -1.7# 0.5 d.0% 0.9

Under 65 : . . Y ;

" Percent Change (PC) -23.18 -16,4 o -31.9 ~26.5 -19.6 ~34.4 0.5 .17.8 ~$3.7
Est Annual PC (EAPC) ~L . 4w =0, 94 -2.0x -1.5« ~L. 0% ~2.2% 0.0 0. 7% ~0.6n

65 and over - . .
Percent Change (PC} -17.6 ~-13.2 -21.6 ~-19.7- -15.4 -231.8 "14.5 24.7 8.6
Est. Annual PC (EAPC) ~1.04% -0. 7% 1.0 -1.1w ~0.9w 1.4 0.7Tw 1.2+ 0.44
Percent Change (PC) -0.4 1.2 -1.8 -0.6 1.4 ~2.1 1.2 1.6 S 1.1
Bst. Annual PC (BAPC) -0.1 0.4 -0.6 ~0,2 0.4 -0.7 '0.7 0.7 0.7
Percent Change {PC) -4.6 -5.5 -4.3 -4.9 5.9 - -4.5 -2.5 1.9 -3.5
Est. "Annual PC (BAPC) ~1.6wd ~1.94% -1.5%% -1.7a@ —2.0&0 o=k, 540 . =1.0¢ -0, 8 -1.3¢.

foer o>

The Est.
SEEBR Program.

NCHS public use cape.

The BAPC is significantly different frxom zero (p<.0§5).
The BAPC for 1990-94 is significantly different from the EAPC for 1975-79 (p<.0%).
The EAPC for 1990-94 is significantly daEferent from the EAPC €or 1375-79 (p<.10}.

Statlstic could not. be calculated,

Annual PC is the Hstimated Aunual Percent Change (EAEC) over the time xnterval.
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