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EXECUTIVE SUMMARY

The Maryland Comprehensive Cancer Control Plan
2004-2008: Our Call to Action is a resource and guide
for health professionals who are involved in planning,
directing, implementing, evaluating, or performing
research in cancer control in Maryland. This plan rep-
resents the coordinated effort of over 200 individuals
across the state that came together through 14 com-
mittees and a Core Planning Team to develop a docu-
ment that reflects the needs of Marylanders. This plan
was not developed by, or for, any one organization. It
was developed by a broad partnership of public and
private stakeholders whose common mission is to
reduce the burden of cancer in Maryland. This plan
was developed by Marylanders for Marylanders.

The State of Maryland Department of Health & Mental
Hygiene, on behalf of many partnering organizations,
received a cooperative agreement from the Centers for
Disease Control and Prevention in 2001 to develop a
comprehensive cancer control plan for the state. Although
there have been two previous Maryland Cancer Control
Plans, this plan is more comprehensive in nature and
has involved the participation of broader and more
diverse organizations in its development than did the
previous two plans.

Comprehensive cancer control is defined by the
Centers for Disease Control and Prevention as “an
integrated and coordinated approach to reducing can-
cer incidence, morbidity, and mortality through pre-
vention, early detection, treatment, rehabilitation, and
palliation.” Comprehensive cancer control is an emerg-
ing model that integrates a range of cancer control
activities to maximize the use of limited resources to
achieve desired cancer prevention and control out-
comes. The structure of this plan follows the CDC’s
definition of comprehensive cancer control. This plan
includes chapters that cover cancer control from pri-
mary prevention through survivorship and palliative
care. Although there are over 100 different cancer sites,
it was not feasible to cover every cancer site in this
plan. Rather, this plan covers those cancer sites, inter-

ventions, or issues that we know from research will
have an impact on cancer incidence, morbidity, mor-

tality, and quality of life.

The plan starts with a chapter describing an overview
of the burden of cancer in Maryland and a cancer con-
trol model for the state. The Plan is then divided into
sections. The first section deals with primary preven-
tion of cancer. Chapters in this section focus on tobacco-
use prevention and cessation and lung cancer, diet and
physical activity, ultraviolet radiation and skin cancer,
and environmental issues. The second section address-
es secondary prevention or the early detection and
treatment of cancer. Chapters included in this section
are cancer site-specific. There are individual chapters
on breast, cervical, colorectal, prostate, and oral can-
cer. The next section deals with tertiary prevention.
Chapters included in this section cover pain manage-
ment and end-of-life care. The remaining chapters of
the plan highlight crosscutting issues that are of impor-
tance to cancer control including cancer disparities,
cancer surveillance, and patient issues and cancer sur-
vivorship. The Preface describes the background, the
past Maryland Cancer Plans, and the processes used to
develop the Comprehensive Cancer Control Plan. The
Appendix contains information on data sources and
methods.

Each chapter was written and/or edited by 10 to 20
Maryland experts in that area. A committee was formed
for each chapter, and in general consisted of epidemiolo-
gists, health care providers, researchers, cancer survivors,
and other representatives from local and state health
departments, governmental agencies, community-based
organizations, academic health centers, hospitals and
other health care facilities, and cancer support groups.
Committee members, as well as guest speakers and
chapter contributors, are listed at the beginning of each
chapter.

Each committee reviewed epidemiologic data, scientif-
ic research, and existing programs and resources, espe-
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cially those available in Maryland. They identified gaps
and barriers to cancer control in Maryland for the
issues addressed in their respective chapter, and from
these developed goals, objectives, and strategies. In
general, the outline of each chapter is as follows: a
review of data in Maryland relevant to the chapter’s
topic, a discussion of disparities, existing programs and
resources, gaps and barriers, and then a section listing
goals, objectives, and strategies. In addition, each chap-
ter has a measurable target for change.

The goals, objectives, and strategies that are provided
at the end of each chapter serve as a guide to all organ-
izations in the state and show areas where additional
attention is needed. The objectives are far-reaching and
complex. No one organization can carry out all of
these activities. Rather, these goals, objectives, and
strategies are listed as our call to action to encourage
any organization involved in any aspect of cancer con-
trol to address one or more of these goals and objec-
tives, and apply the appropriate strategies as resources
and opportunities arise.

Following is a list of the goals and objectives for each
chapter in the plan. The objectives relate to public edu-
cation, professional education, service delivery (such as
screening, diagnosis and treatment), health insurance
issues, research, access and utilization, data collection,
analysis, and dissemination and policy issues. Specific
recommended strategies for each objective are found in
the goals, objectives, and strategies sections of each
chapter.
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Goals and Objectives

Chapter 2:
Cancer Surveillance

Goal:

Fully implement cancer surveillance—the development,
collection, analysis, and dissemination of cancer infor-
mation—in Maryland.

Objective 1:

Develop, maintain, and enhance data systems to ensure
accurate, timely, and complete information needed for
the prevention and control of cancer.

Objective 2:

Expand access to, and analysis of, the databases used
for cancer surveillance in Maryland in order to better
meet the information needs of program planners, poli-
cy makers, researchers, and the public.

Objective 3:

Broadly disseminate cancer surveillance findings to pro-
mote cancer awareness, policy development, and imple-
mentation of cancer control programs.

i

Chapter 3:
Cancer Disparities

Goal:
Reduce cancer health disparities in Maryland.

Objective 1:

Increase public and community awareness about can-
cer health disparities and cancer prevention, screening,
and treatment in Maryland.

Objective 2:

Develop and implement health care programs designed
to reduce cancer disparities among targeted popula-
tions in Maryland.

Objective 3:
Increase cancer disparities documentation and interven-
tion on a systematic basis in Maryland.

Objective 4:
Increase provider education and reimbursement aimed
at reducing cancer disparities.

Objective 5:
Improve access to, and utilization of, cancer screening
and treatment options for underserved populations.

Objective 6:
Improve the quality of cancer care received by racial/
ethnic minorities.

PR g
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Chapter 4:
Patient Issues and
Cancer Survivorship

Goal:
Enhance the quality of life for all cancer survivors in
Maryland.

Objective 1:
Enhance access to information and resources for
Maryland cancer survivors, their friends, and families.

Objective 2:
Reduce the financial burden on cancer survivors and
their families.

Objective 3:

Ensure that all cancer survivors have access to psycho-
social support services throughout all phases of their
cancer experience.

Objective 4:
Address the needs of long-term cancer survivors in
Maryland.

Chapter 5:
Tobacco-Use Prevention and
Cessation and Lung Cancer

Goals:
Substantially reduce tobacco use by Maryland adults
and youth.

Substantially reduce youth and adult exposure to sec-
ondhand smoke.

Objective 1:

Fund Maryland’s comprehensive Tobacco-Use Prevention
and Cessation Program at least at the minimum level
recommended by the Centers for Disease Control and
Prevention.

Objective 2:
Establish public policy that supports state and local
bans on smoking in all public places and workplaces.

Objective 3:
Increase the excise tax on cigarettes to $1.50.

Objective 4:
Enact civil prohibition on the sale of tobacco to youth
under 18 years of age.

Objective 5:
Ensure access to tobacco-use cessation services.

Objective 6:
Enhance existing program activities.

Objective 7:
Continual evaluate and improve state and local pro-
grams.
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Chapter 6:
Diet and Physical Activity

Goal:

Reduce the burden of cancer in Maryland through the
promotion of healthy diet, healthy weight, and physical
activity as a means of cancer prevention.

Objective 1:

Increase awareness of and demonstrate healthy eating
and physical activity patterns among Maryland fami-
lies and communities.

Objective 2:
Increase the prevalence of healthy diet, healthy weight,
and physical activity among Maryland youth.

Objective 3:
Increase access to a healthy diet and physical activity at
Maryland workplaces.

Objective 4:
Increase the number of health care providers offering
preventive nutrition and physical activity services.

Objective 5:

Engage the public with appropriate health messages
related to nutrition, obesity, physical activity, and cancer
via the media.

Objective 6:
Increase scientific knowledge regarding the relation-
ship among nutrition, physical activity, and cancer.

Chapter 7:
Ultraviolet Radiation
and Skin Cancer

Goals:
Prevent increases in mortality from melanoma cancer.

Increase utilization of sun-safe behaviors.

Objective 1:
Increase public awareness about sun safety and skin
cancer.

Objective 2:
Increase physician awareness about sun safety and skin
cancer.

Objective 3:
Increase the number of melanoma cancers diagnosed at
an early stage.

Objective 4:

Develop improved data to document the prevalence of
skin cancer examinations and appropriate diagnosis
and follow-up of melanoma and other skin cancers in

Maryland.

Objective 5:
Implement policy changes to increase the use of sun-
safe behaviors, particularly among youth in Maryland.

11
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Chapter 8:
Environmental Issues and Cancer

Goal:
Improve prevention of environmentally related cancers.

Objective 1:
Improve cancer prevention program evaluation.

Objective 2:
Improve data collection and carcinogen exposure assess-
ment.

Objective 3:
Improve information regarding occupational risk fac-
tors for cancer.

Objective 4:
Enhance collaboration between academic research insti-
tutions and state and local public health departments.

Objective 5:
Improve recognition and screening for cancers associated
with infectious agents.

Objective 6:
Reduce the differences in cancer rates attributable to
socioeconomic status or racial status.
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Chapter 9:
Colorectal Cancer

Goals:
Reduce colorectal cancer mortality.

Reduce disparities in the incidence and mortality of
colorectal cancer.

Objective 1:

Increase the rate of screening for colorectal cancer of
those aged 50 and older by increasing the public’s
knowledge of colorectal cancer risk factors, symptoms,
screening recommendations, and options.

Objective 2:
Clarify myths and dispel fears about colorectal cancer
related to appropriate screening and prevention methods.

Objective 3:

Increase the knowledge of primary care providers (includ-
ing family physicians, internists, and gynecologists) of
appropriate colorectal cancer screening recommenda-
tions, and increase the proportion of providers who rec-
ommend or provide screening for colorectal cancer.

Objective 4:
Increase the trust of the public in the health care system.

Objective 5:

Promote health insurance coverage for colorectal can-
cer screening methods that are appropriate for each
individual.

Objective 6:

Overcome barriers to screening, including difficult pre-
procedure colonic preparation, transportation issues,
scheduling and timing issues including conflict with
work schedules, living alone, etc.
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Objective 7:
Ensure that patients with insurance coverage for col-
orectal cancer screening are screened.

Objective 8:

Increase available funding to pay for diagnosis and treat-
ment for all who are screened and found to need addi-
tional care.

Objective 9:
Overcome language, literacy, and cultural barriers in
health care providers’ offices.

Objective 10:

Increase funding for colorectal cancer screening among
uninsured, low-income Maryland residents, especially
in Baltimore City.

Objective 11:

Ensure that there are sufficient providers to perform
colonoscopy and/or sigmoidoscopy for all who require
the procedures in Maryland.

Objective 12:

Ensure that there are sufficient providers who can per-
form initial physicals and clearance examinations for
the uninsured, accept low-income clients and clients
with Medicare and Medical Assistance, and have flex-
ible hours necessary to working patients.

Objective 13:
Communicate the importance of primary prevention of
colorectal cancer through healthy lifestyles.

Chapter 10:
Breast Cancer

Goals:
Reduce the incidence of breast cancer in Maryland.

By 2008, reduce the proportion of late stage breast
cancers diagnosed in all women and reduce the rates of
late diagnosis in African-American women to that of
white women.

Ensure that all women who develop breast cancer are
diagnosed with Stage 1 disease with <1 cm tumors.

Research factors contributing to high incidence and
mortality rates in Maryland and develop appropriate
interventions.

Ensure access to prevention, screening, treatment, and
follow-up care for all Maryland residents.

Preserve the Cigarette Restitution Fund (CRF) for
addressing health issues in Maryland.

Objective 1:

Determine why Maryland has high breast cancer inci-
dence and mortality rates compared to other states in
the nation.

Objective 2:
Continue to monitor breast cancer prevention research
and promote activities to prevent breast cancer.

Objective 3:
Increase breast cancer risk assessment and risk-appro-
priate strategies.

Objective 4:
Ensure continued access to early detection and treat-
ment of breast cancer.

Objective 5:
Increase the number of providers that perform mini-
mally invasive biopsy techniques.

13
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Chapter 10:
Breast Cancer continued

Objective 6:

Promote optimum state-of-the art breast cancer care for
all breast cancer patients regardless of regional, racial,
age, or other disparities.

Objective 7:

Increase the number of individuals with ductal carci-
noma in situ and early stage breast cancer that receive
treatment appropriate for their diagnosis.

Objective 8:
Provide breast cancer survivors with information regard-
ing the long-term effects of treatment.

Chapter 11:
Prostate Cancer

Goals:
Reduce prostate cancer mortality.

Reduce disparities in the mortality of prostate cancer.

Monitor the proportion of men who have had a PSA
test and a digital rectal examination.

Objective 1:
Increase public education about prostate cancer.

Objective 2:

Continue to monitor research findings regarding the
effectiveness of primary and secondary prevention inter-
ventions in reducing prostate cancer mortality.

Objective 3:
Promote informed decisionmaking prior to screening
with PSA and digital rectal examination.

Objective 4:

Promote education about prostate cancer treatment and
support services for patients diagnosed with prostate
cancer.

Objective 5:
Monitor research in primary, secondary, and tertiary
prevention.
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Chapter 12:
Oral Cancer

Goals:
Reduce oral cancer mortality.

Reduce disparities in the incidence and mortality of oral
cancer.

Objective 1:
Increase oral cancer literacy among Marylanders.

Objective 2:
Increase provider education and training related to oral
cancer prevention and early detection.

Objective 3:
Increase public access to oral cancer prevention, early
detection, and treatment services.

Objective 4:
Increase scientific knowledge regarding oral cancer.

Objective 5:
Maintain a centralized, statewide mechanism for sup-
port of oral cancer initiatives.

Chapter 13:
Cervical Cancer

Goal:
Reduce cervical cancer mortality in Maryland.

Objective 1:
Increase awareness in the general public of cervical cancer
screening recommendations and availability of programs.

Objective 2:

Increase cervical cancer screening in women who have
not been screened in the last five years, especially older
women, and increase compliance with recommended
follow-up.

Objective 3:
Ensure that all providers have access to state-of-the-art
guidelines for the management of cervical abnormalities.

Objective 4:
Ensure access to medical care for all.

Objective 5:

Conduct Maryland-specific surveillance research on
barriers to cervical cancer detection and treatment by
establishing a statewide follow-back study mechanism
to allow for monitoring of failures through follow-back
and to evaluate and modify intervention strategies.

Objective 6:

Determine why there are discrepancies in survival
among different segments of the state population, tak-
ing into account multiple factors including race and age.

15
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Chapter 14:
Pain Management

Goal:

Increase awareness of, and access to, comprehensive
pain assessment and management services for all can-
cer patients in Maryland in light of the current public
health crisis of inadequate pain control.

Objective 1:

Increase provider awareness and training regarding
appropriate pain assessment, management, and relevant
regulatory issues.

Objective 2:
Increase provider reimbursement for cancer pain ther-
apies.

Objective 3:

Increase consistency among different health care systems
regarding compliance and adherence to standards for
cancer pain assessment and management.

Objective 4:

Eliminate barriers due to cultural, age, sex, and income
disparities and ensure equal access to pain management
therapies within the health care system.

Objective 5:
Increase scientific knowledge regarding assessment and
treatment of cancer pain.

Objective 6:
Increase public knowledge and awareness of cancer
pain management practices and referral sources.

Objective 7:

Enhance existing legislation and create new regulations
designed to increase awareness of, and access to, com-
prehensive cancer pain assessment and management
services for all cancer patients in Maryland.

Chapter 15:
End-of-Life Care

Goal:

Increase the number of Maryland cancer patients, as well
as their family members and friends, receiving quality
end-of-life care and related services.

Objective 1:
Expand provider education and training related to end-
of-life care.

Objective 2:
Increase public awareness of end-of-life issues.

Objective 3:

Improve access to end-of-life care for all Marylanders
with specific attention to improving physician reim-
bursement for appropriate end-of-life care.

Objective 4:
Enhance access to the continuum of end-of-life care
services throughout the state.

Objective 5:
Enhance scientific research into all aspects of end-of-
life care.
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PREFACE

Background

In 1994, the Centers for Disease Control and Prevention
(CDC) worked with state cancer control staff throughout
the nation and other cancer organizations to define the
concept of comprehensive cancer control. CDC has
defined comprehensive cancer control as “an integrated
and coordinated approach to reducing cancer incidence,
morbidity, and mortality through prevention, early
detection, treatment, rehabilitation, and palliation.”
Comprehensive cancer control is an emerging model that
integrates a range of cancer control activities to maximize
the use of limited resources to achieve desired cancer pre-
vention and control outcomes. In 2003, the CDC pro-
vided funding for 12 states to develop comprehensive
cancer control plans. Sixteen states have current compre-
hensive cancer control plans. The principles governing
comprehensive cancer control are shown in Table 1.

Table 1.
Comprehensive Cancer Control Principles

Past Maryland Cancer Plans

In 1988, the Maryland Department of Health & Mental
Hygiene (DHMH) received a cooperative agreement
from the National Cancer Institute entitled “Data-Based
Interventions in Cancer Control.” This cooperative
agreement provided funds to DHMH to gather and ana-
lyze data on the burden of cancer in Maryland, develop
a statewide cancer control plan, and implement one
strategy identified in the plan.

As a result of this cooperative agreement, the first
Maryland Cancer Control Plan was published in 1991.
This plan represented a collaborative effort among sev-
eral different offices within DHMH as well as commu-
nity and academic organizations in the state. The pri-
orities of this plan were the prevention and cessation of
tobacco use and the early detection and treatment of
breast and cervical cancer. Because of the priorities
enumerated in the 1991 Maryland Cancer Control
Plan, a statewide breast cancer screening program was
initiated in cooperation with 26 community hospitals,

m  Scientific data and research are used systematically to identify priorities and inform decision-making.

m  The full scope of cancer care is addressed, ranging from primary prevention to early detection and

treatment to end-of-life issues.

m  Many stakeholders are engaged in cancer prevention and control, including the medical and public health
communities, voluntary agencies, insurers, businesses, survivors, government, academia, and advocates.

m  All cancer-related programs and activities are coordinated, thereby creating integrated activities and

fostering leadership.

m  The activities of many disciplines are integrated. Appropriate disciplines include administration, basic and
applied research, evaluation, health education, program development, public policy, surveillance, clinical

services, and health communications.

Source: CDC, Division of Cancer Prevention and Control. Fact Sheet on Comprehensive Cancer Control, 2003.
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and a state-funded breast and cervical cancer diagnosis
and treatment program was initiated for uninsured and
underinsured, low income, non-Medical Assistance eli-
gible Maryland residents. Subsequently, DHMH was
awarded a multi-year cooperative agreement from the
CDC to develop a statewide breast and cervical cancer
screening program.

In 1996, the Maryland Cancer Control Plan was
updated. The priorities identified in the second edition
of the Maryland Cancer Control Plan included the pre-
vention and cessation of tobacco use and the early
detection of colorectal, breast, and cervical cancer.

Cancer Control History in Maryland

In Maryland, there exists an atmosphere of support
and commitment to reduce cancer incidence and mor-
tality rates and the suffering caused by cancer. The gov-
ernor’s office established the State Council on Cancer
Control by an executive order on June 26, 1991 and
updated this executive order in November 1997 and
December 2002. Since the formation of the Maryland
State Council on Cancer Control, Maryland has expe-
rienced an unprecedented period of partnership among
the Maryland legislature, local health departments,
and the major academic cancer centers.

The Maryland General Assembly has passed several
laws related to cancer control that benefit residents.
For example, in 1991, the Maryland General Assembly
passed a law requiring Maryland health insurers to
provide a benefit covering the cost of mammography
screening. Since then the Maryland General Assembly
has passed legislation on mandated benefits for colorec-
tal cancer screening, prostate cancer screening, and laws
to cover the cost of clinical trials.

With funds derived from the November 1998 Master
Tobacco Settlement Agreement with the tobacco indus-
try, the Maryland General Assembly created the
Cigarette Restitution Fund (CRF) as the repository of all
settlement funds received by Maryland. In the spring of
2000, the Maryland General Assembly crafted and then
enacted SB 896 and HB 1425 creating the Cigarette
Restitution Fund Program (CRFP) to implement strate-
gies to conquer cancer and end smoking in Maryland.

As a direct result of the CRFP, Maryland has a strong,
statewide network of cancer and tobacco community
health coalitions that are comprised of individuals and
organizations that are committed to addressing the cancer
and tobacco-use prevention needs of local communities.

In addition, there are numerous and varied cancer pre-
vention, education, and screening programs, cancer
research programs, and tobacco-use prevention and
cessation programs.

Development Process

The planning stage of the comprehensive cancer plan
was initiated with a leadership institute sponsored by
the CDC and the American Cancer Society (ACS).
Representatives from the Maryland State Council on
Cancer Control, University of Maryland School of
Medicine, and ACS attended the leadership institute
and met several times to discuss initial planning strate-
gies. A Core Planning Team (CPT) was formed in April
2001 and included representatives from the Maryland
DHMH, ACS, University of Maryland, Johns Hopkins
University, and local health departments. The CPT
developed a grant application for funding from CDC
to develop a comprehensive cancer plan. In October
2001, DHMH was awarded a cooperative agreement
from CDC, on behalf of the CPT, to develop a com-
prehensive cancer plan.

The membership of the CPT was then expanded to
include representation from other nonprofit, health
care, and community organizations from around the
state. The overarching goal was to have broad repre-
sentation within a small practical group that could
reach consensus and make efficient decisions. The pur-
pose of the CPT was to provide oversight and guidance
to the development of an updated Maryland
Comprehensive Cancer Control Plan.

Among its many activities, the CPT developed the
overall framework in which the plan would be devel-
oped, drafted the outline of chapters to be included in
the plan, determined the committees that would be
formed, and assisted with recruiting membership for
each committee. The CPT has continued to meet on an
ongoing basis to provide direction to the development
of the plan.

Committee Structure

The cancer control planning process in Maryland
involved the establishment of working committees to
focus on individual cancer topics and generate recom-
mendations for cancer control within those respective
topics. Several considerations were made during the
recruitment process for committee members. First, the
aim was to fill the committees with approximately
10-20 members each. It was agreed that committees
larger than 20 members may have difficulty meeting
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deadlines and obtaining consensus and that commit-
tees with fewer than 10 members would provide inad-
equate input. Second, it was vital that committee mem-
bers be diverse, balanced, and include the necessary sci-
entific expertise relevant to the committee’s topic.
Special efforts to were made to recruit minorities as
well as appropriate professionals, including epidemiol-
ogists and health care providers.

Committee members were recruited from DHMH,
local health departments, other government agencies,
community-based organizations, hospitals and other
health care facilities, advocacy organizations, cancer
support groups and survivor networks, and the two
largest academic centers in Maryland (Johns Hopkins
University and the University of Maryland). Individual
recruitment was then conducted as needed to maintain
balance and diversity in membership. A total of over
200 individuals were recruited to serve on the 14 com-
mittees. Members of each committee, as well as guest
speakers and chapter contributors, are listed at the
beginning of each chapter in this plan.

A chairperson was selected for each of the 14 commit-
tees. DHMH staff worked closely with each chairper-
son to develop agendas, timelines, and materials for
committee meetings and to coordinate operational
matters for each committee. Over the course of several
meetings, the committees reviewed materials and
employed a variety of methods to accomplish their
goal, which was to develop a set of recommendations
that would form the basis of the corresponding chap-
ter in the new cancer plan. Most committees dedicated
one or more meetings to the review of epidemiologic
data and scientific literature and to the compilation
and assessment of information on current programs
and policies. The committees utilized topical brain-
storming and the nominal group process to generate
and prioritize ideas, ultimately drafting a list of strate-
gies for inclusion in their corresponding chapter.

Town Hall Meetings

In an effort to gain public input for the 2004-2008
Maryland Comprehensive Cancer Control Plan, a
series of seven public town hall meetings were held
across the state between July 16 and August 8, 2002.
The details of the meetings are shown in Table 2.

A staff person facilitated each meeting and panelists
consisted of members of the Maryland State Council
on Cancer Control, the CPT, and the working com-
mittees. On the Eastern Shore, two sites incorporated

the use of video-conferencing technology.

Over 170 people participated in the town hall meetings
and provided input on the cancer issues faced by
Marylanders. Testimony was compiled for each meet-
ing and organized by subject area to correspond with
the 14 committee topics. Relevant testimony was then
returned to each committee for review and incorpora-
tion into their recommendations. A complete summa-
ry of proceedings of the town hall meetings is available
on the cancer plan website at http://www.maryland
cancerplan.org/meetings.html.

Consensus Conference

A statewide consensus conference was held on October
16, 2002 and, with over 300 people in attendance,
served as the first public forum for the 14 committees
to present their preliminary findings and recommenda-
tions. The two main goals of the conference were (1) to
share the accomplishments of the 14 working commit-
tees and (2) to provide an arena for public comment on
the recommendations of the committees and to serve as
another venue for public involvement in the develop-
ment of the new cancer plan.

Participants were asked to complete a feedback packet,
which allowed for comment on specific content areas of
each presentation. Feedback was then compiled and given
to each committee chairperson and/or chapter writer for
consideration. Each of the PowerPoint presentations, as
well as complete transcripts of the feedback submitted by
participants, is available on the cancer plan website at
http://www.marylandcancerplan.org/presentations.html.

Writing Phase

Writing of the cancer plan commenced in early 2003
after the committees reviewed the feedback from the
consensus conference. After all committee meetings
were complete, a chapter writer was recruited from the
membership of the committee. In some instances mul-
tiple writers were recruited for a chapter. Detailed
chapter outlines for each chapter were developed by
DHMH staff and provided to all chapter writers as a
means to facilitate the writing process. A committee
review process was conducted for all chapters in this
cancer plan. Committee members were provided with
a draft chapter and were asked to submit comments
and suggestions regarding the content and structure of
the document. Editorial, design, and layout services
were performed by Evins Design of Baltimore, MD.
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Table 2

Maryland Regions Served by the 2002 Town Hall Meetings

PREFACE

Date Location Region Served
July 16 Prince George’s Hospital Center, Prince George’s County
6:00-8:00 p.m. Cheverly, MD
July 18 Anne Arundel County Public Library Central Maryland
6:00-8:00 p.m. Linthicum, MD
July 25 Charles County Health Department Southern Maryland
6:00-8:00 p.m. White Plains, MD
July 30 American Cancer Society Montgomery County
6:00-8:00 p.m. Silver Spring, MD
August 1 Bon Secours Baltimore Health System Baltimore City
6:00-8:00 p.m. Baltimore, MD
August 6 Robinwood Medical Center Western Maryland
4:00-6:00 p.m. Hagerstown, MD
August 8 Eastern Shore Oncology Eastern Shore
4:00-6:00 p.m. Regional Cancer Center

Easton, MD

University of Maryland,

Statewide Health Network

Salisbury, MD

Evaluation of the Planning Process

An evaluation committee consisting of members of the
CPT was formed to monitor the evaluation component
of the cancer control plan development process. The
evaluation committee chose the Content-Input-
Process-Product model (CIPP) as the basis for evaluat-
ing the planning process and adapted the model for use
in Maryland. Use of the CIPP model facilitates analysis
of information and data so that modifications can be
considered, alternatives examined, and final decisions
made. Evaluation was accomplished through a contin-
uous and systematic approach of feedback acquisition
at each committee meeting for the purpose of modify-
ing the planning process as needed.

Website

The cancer plan website (http://www.marylandcancer plan
.org) was an invaluable communication tool throughout
the planning process. The website allowed for quick and
easy information dissemination to those participating in
the planning process, including announcements about
upcoming meetings, event information and registration,
and planning updates. In addition, the website provided
the comprehensive cancer planning process in Maryland
with an elevated public profile and provided access to a
broad audience. Through the availability of a variety of
electronic forms, the website allowed input and partici-
pation from many individuals not directly involved in
cancer control in Maryland. The website will serve as the
online home for the cancer plan as well as the future
home for information related to the implementation
process.
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CHAPTER 1 ::

BURDEN OF CANCER IN MARYLAND

BURDEN OF CANCER

IN MARYLAND

Cancer is the second leading cause
of death in Maryland after heart
disease and one in four deaths in
Maryland are due to cancer (Table
1.1). Improvements in the preven-
tion, early detection, and treatment
of many types of cancer have led to
a decline in the overall cancer death
rate in Maryland and the nation.:
Cancer mortality rates in Maryland
had been increasing until 1990
when the mortality rates started to

Table 1.1

fall. Cancer mortality rates are
falling across all sexes and races
in Maryland (Figure 1.1).

Despite these declines, the burden of cancer in Maryland
remains formidable. The population in Maryland is
aging and becoming demographically more diverse.
Because cancer occurs more often in older persons, the
burden of cancer is expected to grow. The total annual
number of cancer cases and the number of persons liv-
ing with cancer in the United States are expected to dou-
ble by the year 2050.2 The increased number of persons
living with cancer will place a growing demand on the
health care system for more supportive, palliative, and
general medical services. A focus on the quality of life of
cancer survivors will become more important as more

The Seven Leading Causes of Death in Maryland, 1999

Rank Cause of Death Number Percent of
of Deaths Total Deaths
All Causes 42,908
1 Heart disease 12,014 28.0%
2 Cancer 10,096 23.5%
3 Cerebrovascular disease 2,860 6.7%
4 Chronic respiratory disease 1,941 4.5%
5 Diabetes 1,408 3.3%
6 Accidents 1,240 2.9%
7 Influenza and pneumonia 1,150 2.7%

Rates are per 100,000 population and are age-adjusted to the 2000 U.S. standard population.
Source: Maryland Vital Statistics, Annual Report, 1999; Maryland Cancer Registry, 1999.
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Figure 1.1

Historical Trends in Cancer Mortality in Maryland for All Cancer Sites,

Both Sexes, and All Ages (1975-1999)
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and more persons are surviving cancer.>*

The demographic makeup of Maryland’s population
continues to diversify. Overall, blacks suffer a dispropor-
tionately higher burden of cancer compared to whites.
The Hispanic population in the state is growing, as are
other minority populations. There is a need to better
understand the magnitude of cancer incidence, survival,
mortality, and the issues faced by these racial and ethnic
groups, including access to care and a greater need for
culturally appropriate prevention, early detection, and
treatment. Not all segments of the population have ben-
efited equally from cancer prevention and treatment con-
trol efforts; more efforts are needed to overcome health
disparities. These efforts will require greater attention to
education, costs, access, and cultural appropriateness.’®

Advances in emerging cancer control technologies and
the application of effective interventions, as well as
improved access to state-of-the-art cancer care, should
lead to further reductions in cancer death rates.
However, even with these improvements, the aging of
the population alone will increase the number of per-
sons who are diagnosed with and treated for cancer,

and who will survive longer at increasingly older ages.®
The overall goals for this plan are to decrease overall
cancer mortality, decrease overall cancer incidence,
improve the quality of life for all cancer survivors, and

reduce cancer disparities among ethnic minorities.

Cancer Mortality (Deaths)

Over 10,000 Marylanders die from cancer each year.
Maryland’s overall cancer mortality rate of 211.7 deaths
per 100,000 population in 1999 was statistically signifi-
cantly higher than the 1999 U.S. cancer mortality rate of
202.8 deaths per 100,000 population (Table 1.2).

Maryland’s rank in overall cancer mortality rates has
been steadily improving compared to other states in the
nation and the District of Columbia. For the time peri-
od 1986-1990, Maryland had the third highest cancer
mortality rate in the nation; for the time period
1991-1995, Maryland ranked 6th highest; and for the
time period 1996-2000, Maryland’s rank dropped to

the 11th highest cancer mortality rate in the nation.”
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BURDEN OF CANCER IN MARYLAND

Overall Cancer Incidence and Mortality by Sex and Race

in Maryland and the United States, 1999

Incidence 1999 Total Males Females Whites Blacks Other
New cases (#) 23,267 11,964 11,300 17,313 4,807 592
Incidence rate 476.8 569.3 414.8 469.7 468.1 370.2
U.S. SEER rate 476.1 555.8 422.3 478.3 5191 N/A
Mortality Total Males Females Whites Blacks Other
MD Deaths (#) 10,096 5,208 4,888 7,560 2,394 142
MD Mortality rate 211.7 266.2 177.3 204.0 257.9 105.1
U.S. Mortality rate 202.8 252.6 169.6 199.8 256.5 N/A

Rates are per 100,000 population and are age-adjusted to the 2000 U.S. standard population.
Source: Maryland Cancer Registry, 1999; Maryland Division of Health Statistics, 1999; SEER, National Cancer Institute, 1999.

Cancer mortality increases with age for all races and
sexes (Figure 1.2).

Overall cancer mortality rates are higher in males than
females, with black males having the highest overall
cancer mortality rate. Black males have higher mortal-
ity rates than white males, and black females have
higher overall cancer mortality rates than white
females in Maryland (Figure 1.3).

Although cancer occurs more frequently with advanc-
ing age, it is also the second leading cause of death in
children aged 5-14 years and the leading cause of
death in adults aged 25-64 years (Table 1.3).

Overall cancer mortality rates from 1995 to 1999 were
statistically higher than the U.S. in 12 Maryland jurisdic-
tions (Anne Arundel, Baltimore, Baltimore City, Caroline,
Cecil, Charles, Dorchester, Harford, Prince George’s,
Somerset, Wicomico, and Worcester counties), compa-
rable to the U.S. in 10 jurisdictions (Allegany, Calvert,
Carroll, Frederick, Howard, Kent, Queen Annes, St.
Mary’s, Talbot, and Washington counties), and statisti-
cally lower than the U.S. in two jurisdictions (Garrett
and Montgomery counties) (Figure 1.4).

There are over 100 different types of cancer that are
classified according to the organ or tissue of origin and
histologic features. Lung cancer is the leading cause of
cancer deaths, accounting for almost one-third
(28.6%) of all cancer deaths in Maryland. Colorectal
cancer follows, accounting for 10.9% of all cancer
deaths in the state. Breast cancer accounts for 8.3%

and prostate cancer accounts for 6.0% of all cancer
deaths in Maryland. Together, cancers of the lung and
bronchus, colon and rectum, breast, and prostate
account for over half (53.8%) of deaths due to cancer
in Maryland (Figure 1.5).

There have been notable trends in cancer mortality
among different cancer sites in the last seventy years. In
the United States, lung cancer became the leading cause
of cancer death among males in the mid-1950s and the
leading cause of cancer death among females by the
late 1980s. Lung cancer mortality in Maryland has
started to decrease among males, but, unfortunately, is
still increasing in females. Lung cancer remains, by far,
the leading cause of cancer deaths in both men and
women (Figures 1.6 and 1.7). Any significant efforts to
improve cancer mortality rates will need to address the
primary causes of lung cancer, especially tobacco use
among Marylanders.

Mortality due to the three most common cancer sites
(colon and rectum, breast, and prostate) is decreasing
overall in Maryland. From 1995 to 1999, Maryland
experienced a decrease in cancer mortality rates for can-
cer overall, for these three major cancer sites, and among
all races and both sexes. However, cancer mortality rates
are increasing for leukemias and cancers of the bladder,
corpus uterus, and pancreas (Figure 1.8).

Among Maryland men, the five leading causes of can-
cer deaths are cancers of the lung and bronchus,
prostate, colon and rectum, pancreas, and non-
Hodgkins lymphoma. Among Maryland women, the



Figure 1.2

All Sites Age-Specific and Cancer Mortality Rates by Race and Sex in Maryland, 1995-1999
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Table 1.3
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BURDEN OF CANCER IN MARYLAND

Leading Causes of Deaths by Age in Maryland, 1999

Age Cause of Death Number Percent
of Deaths of Deaths
5-14 years Accidents 42 33.1%
Cancer 21 16.5%
15-24 years Assault 196 31.3%
Accident 193 30.8 %
Suicide 63 10.1%
25-44 years Cancer 415 13.8%
Human Immunodeficiency
Virus (HIV) 369 12.3%
Diseases of the heart 344 11.5%
45-64 years Cancer 2,659 34.7%
Diseases of the heart 1,879 24.5%
Diabetes 299 3.9%
65 years Diseases of the heart 9,727 31.6%
& older Cancer 6,967 22.6%
Cerebrovascular disease 2,521 8.2%

Source: Maryland Vital Statistics, Annual Report, 1999.

Figure 1.3

All Sites Cancer Mortality Rates by Race and Sex in Maryland, 1995-1999
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Figure 1.4
Overall Maryland Cancer Mortality Rates by Geographical Area:
A Comparison to Rates in the United States, 1995-1999
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Figure 1.5
Percent of Cancer Deaths by Type of Cancer in Maryland, 1995-1999*

Other 13.4%

Lymphoma-Hodgkins
disease 0.3%

Cervix 0.8%

Larynx 0.8%

Corpus and uterus, NOS 1.1%
Melanoma 1.2%

Liver 1.7%
Oral cavity and pharynx 1.6%

Kidney and renal pelvis 1.8%

Lung and bronchus 28.6%

Multiple myeloma 1.9%
Urinary bladder 2.2%

Ovary 2.4%
Esophagus 2.4%
Stomach 2.5%
Colon and rectum 10.9%

Leukemias 3.4%

Lymphoma-non-Hodgkins 3.8%

Pancreas 5.1% Breast 8.3%

Prostate 6.0%

*Total deaths reported 1995-1999 = 50,694
Source: Maryland Division of Health Statistics, 1995-1999.
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Figure 1.6

BURDEN OF CANCER IN MARYLAND

Age-Adjusted Cancer Death Rates* of U.S. Males by Site, 1930-1999
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five leading causes of cancer death are cancers of the
lung and bronchus, breast, colon and rectum, pan-
creas, and ovary (Table 1.4).

Cancer mortality varies by age. Leukemia, brain and
central nervous cancers, and non-Hodgkins lymphoma
are the most common causes of cancer deaths among
children under 19 years of age; cancers of the lung and
bronchus, breast, colon and rectum, pancreas, and non-
Hodgkins lymphoma are the most common causes of
cancer death among adults aged 2049 in Maryland;
and cancers of the lung, colon and rectum, breast, and
prostate are the most common causes of cancer death
among persons aged 50 and older in Maryland.

Cancer Incidence
(New Cases)
Each year, over 23,000 Marylanders are diagnosed

——@=— Stomach

with cancer. The age-adjusted cancer incidence rate for
Maryland in 1999 of 476.8 cancer cases per 100,000
population is comparable to (i.e., not significantly dif-
ferent from) the 1999 U.S. SEER cancer incidence rate
of 476.1 cancer cases per 100,000 population (Table
1.2). The overall age-adjusted cancer incidence rate for
men in Maryland, however, is statistically significantly
higher than the rate for men in the U.S. In addition,
Maryland men have higher age-adjusted cancer inci-
dence rates for lung and bronchus and prostate cancers
compared to men in the U.S. The age-adjusted cancer
incidence rate for Maryland females is comparable to
the rate for females in the U.S.*

Total cancer incidence rates in Maryland decreased an
average of 3.4% per year from 1995 to 1999.° During
this time period, overall cancer incidence rates declined
in black men and white men, remained relatively stable
in black females, and increased slightly in white females
(Figure 1.9).
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Figure 1.7

Age-Adjusted Cancer Death Rates* of U.S. Females by Site, 1930-1999
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Cancer occurs predominantly in older persons, with a
median age at diagnosis of 68 years." Cancer incidence
increases with age across all races and sexes. One in 12
males and 1 in 11 females aged 40-59 years of age will
develop cancer, whereas 1 in 3 men and 1 in 5 women
aged 60 to 79 years of age will develop cancer.!" Cancer
incidence rates are higher in males than females over age
54 in Maryland. Below the age of 50, white women have
the highest cancer incidence rates (Figure 1.10).

The most frequently diagnosed cancers among persons
under 20 years of age differ from those occurring in
older age groups. Leukemia and cancer of the brain
and central nervous system account for approximately
37% of cancers among persons under the age of 20.
Among persons aged 2049 years, breast cancer inci-
dence is substantially higher than any other cancer site,
representing over 27% of all cancers diagnosed in this
age group. Melanoma, lung and bronchus, thyroid,
and colorectal cancer ranked high in frequency for this

-—e— Stomach

age group after breast cancer. Among persons 50 years
of age and older, prostate, lung and bronchus, breast,
and colorectal cancer were the most frequently occur-
ring cancers.

The most commonly diagnosed cancers among
Marylanders are prostate (15.8%), breast (15.6%), lung
and bronchus (15.1%), and colon and rectum (11.4%)
cancers. Combined, these cancers comprise 57.98% of
all cancers diagnosed (Figure 1.11).

Among Maryland men, cancers of the prostate, lung
and bronchus, and colon and rectum comprise over
58% of all newly diagnosed cancers. Among Maryland
women, cancers of the breast, lung and bronchus, and
colon and rectum comprise 57% of all newly diag-
nosed cancer cases. (Table 1.5).
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Figure 1.8
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Figure 1.9
All Sites Cancer Incidence Rates by Race and Sex in Maryland, 1995-1999
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All Sites and Age-Specific Cancer Incidence Rates by Race and Sex in Maryland, 1995-1999
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Table 1.4

BURDEN OF CANCER IN MARYLAND

Five Leading Causes of Cancer Mortality in Maryland by Sex, 1995-1999

MALES FEMALES
Cancer Site Percent Cancer Site Percent
of Deaths of Deaths

Lung and bronchus 32.2% Lung and bronchus 24.8%
Prostate 11.7% Breast 16.8%
Colon and rectum 10.4% Colon and rectum 11.4%
Pancreas 4.8% Pancreas 54%
Non-Hodgkins lymphoma 3.9% Ovary 4.9%

Source: Maryland Cancer Registry, Maryland Vital Statistics, 1995-1999.

Table 1.5

Seven Leading Cancer Incident Sites by Sex in Maryland, 1995-1999

MALES FEMALES
Cancer Site Percent of Cancer Site Percent of
New Cases New Cases

Prostate 30.9% Breast 31.8%
Lung and bronchus 16.6% Lung and bronchus 13.5%
Colon and rectum 11.0% Colon and rectum 11.9%
Bladder 5.7% Corpus uterus 5.0%
Non-Hodgkins lymphoma 3.7% Ovary 3.6%
Melanoma of the skin 3.6% Non-Hodgkins lymphoma 3.4%
Oral cavity 3.1% Melanoma 2.9%

Source: Maryland Cancer Registry, DHMH, 1995-1999.

Table 1.6

Trends in Five-Year Relative Survival Rates

in the United States, 1974 to 1998

by Year of Diagnosis

Cancer Type 1974 to 1976 1983 to 1985 1992 to 1998
All cancers 50% 52% 62%
Lung and bronchus 12% 14% 15%
Colon cancer 50% 58% 62%
Rectum cancer 49% 55% 62%
Breast cancer 75% 78% 86%
Prostate cancer 67% 75% 97%

Source: American Cancer Society Facts and Figures, 2003.
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Stage of Disease
and Survival

Staging is the process of determining the extent of dis-
ease progression at the time of diagnosis. Blacks are less
likely to be diagnosed with cancer at the localized stage,
when the disease may be more easily and successfully
treated, and more likely to be diagnosed at regional and
distant stages."

The five-year relative survival rate represents the pro-
portion of persons who are living five years after a
diagnosis of cancer. There have been notable improve-
ments in U.S. five-year relative survival rates for the
most common cancers. (Survival data is not available
for Maryland.) Five-year relative survival rates for all
cancers increased from 50% in 1974-1976 to 62% in
1992-1998 (Table 1.6). For nearly every cancer type,
blacks have lower five-year relative survival rates than
whites at each stage of diagnosis."

Economic Impact:
Costs for Cancer Care

The economic impact of cancer is large. The National
Institutes of Health estimates that the overall cost for
cancer in the year 2002 was $171.6 billion, of which
$60.9 billion was for direct medical costs (i.e., the total
of all health expenditures), $15.5 billion was for indi-
rect morbidity costs (i.e., the cost of lost productivity
due to illness), and $95.2 billion was for indirect mor-
tality costs (i.e., the cost of lost productivity due to pre-
mature death). Maryland’s population represents
approximately 1.88% of the total U.S. population.
Using this proportion of the national annual direct
costs for cancer, it is estimated that the total annual
cost for cancer in Maryland in the year 2002 was $3.2
billion, and the total direct medical cost was $1.1 bil-
lion (Table 1.7).

Risk Factors

Cancer can be attributed to a variety of factors. These
factors may act together or in sequence to initiate or
promote the development of cancerous cells."* Various
estimates have been made regarding the proportion of
cancer deaths attributable to certain factors (Table 1.8).
It is estimated that nearly two-thirds of cancer deaths
in the United States can be linked to the use of tobac-
co, dietary factors, obesity, and lack of exercise.'

The most effective means of preventing cancer is to
reduce the use of tobacco products since an estimated
30% of all cancer deaths can be attributed to tobacco
use. Scientific studies have shown that involuntary
exposure of non-smokers to smoke from tobacco
products (i.e. environmental tobacco smoke) poses a
health risk for non-smokers, including an increased
risk of lung cancer. Tobacco is causally related to can-
cers of the lung and bronchus, mouth, larynx, esopha-
gus, bladder, kidney, and pancreas and may be related
to cancers of the colon and cervix.'®

An estimated 30%-35% of all cancer deaths can be
attributed to nutrition and its effect on obesity and lack
of physical activity.” Evidence indicates that a diet that
reduces cancer risk should be high in vegetables and
fruits, and low in red meat and salt.

An estimated 4%—5% of all cancer deaths can be attrib-
uted to occupational exposure to carcinogens. Some
chemicals (e.g., benzene, asbestos, vinyl chloride, arsenic,
aflatoxin) show evidence of causing cancer in humans.
Other chemicals are considered “probable” human car-
cinogens based on evidence from animal experiments

(e.g., chloroform, DDT, formaldehyde, PCBs)."®

Approximately 5% of cancer deaths are attributed to
heredity. That is, certain individuals are more suscepti-
ble to developing cancer due to family history and/or
because they have inherited genetic changes."”

Viruses and other infectious agents are estimated to
cause 5% of cancer deaths. For example, the human
papilloma virus (HPV) types 16 and 18 cause cervical
cancer and are associated with oral cancer, and the

hepatitis B virus may cause cancer of the liver.?’

Reproductive factors such as early age of menarche,
late age at first birth, and late age at menopause may
increase the risk for breast cancer. Women who have
not had children are at greater risk for developing can-
cers of the endometrium and ovary.”!

Alcohol use interacts with tobacco in the causation of
oral cancer and cancers of the upper respiratory system
and gastrointestinal tract. The combination of alco-
hol and tobacco use increases the risk significantly
more than the use of tobacco or alcohol alone in the
upper respiratory system and gastrointestinal tract.

Exposure to ultraviolet radiation from the sun is
responsible for over 90% of skin cancers, including
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Table 1.7

Estimated Annual Costs of Cancer Care in the United States and Maryland, 2002

Cancer Type

Estimated Annual
Costs in the U.S.

Estimated Annual
Costs in MD

Total cancer care

$171.6 billion

$3.2 billion

Total direct medical costs

$60.9 billion

$1.1 billion

Direct Medical Costs by Cancer Ty

pe

Breast cancer

$5.45 billion

$102.5 million

Colorectal cancer

$5.45 billion

$102.5 million

Lung and bronchus

$5.00 billion

$94.0 million

Prostate cancer

$4.68 billion

$88.0 million

Cervical cancer

$1.68 billion

$31.6 million

Head and neck cancers

$1.61 billion

$30.3 million

Melanoma

$ .70 billion

$13.2 million

Source: American Cancer Society, Facts and Figures, 2003 (for U.S. data for total cancer care and total direct medical costs); SEER-Medicare database, per-
sonal communication, Martin L. Brown, Ph.D., Applied Research Program, National Cancer Institute (for U.S. data on direct medical costs by cancer type);
Maryland DHMH, Center for Cancer Surveillance and Control (estimated annual costs in Maryland are based on the assumption that Maryland represents

1.88% of the U.S. population).

Table 1.8

Estimated Proportion of Cancer Deaths Attributable to Various Risk Factors

Risk Factor Doll and Peto Harvard
Estimate Estimate
Tobacco 30% 30%
Adult diet/obesity 35% 30%
Sedentary lifestyle - 5%
Occupational factors 4% 5%
Family history of cancer - 5%
Viruses/other biologic agents 10% 5%
Perinatal factors/growth - 5%
Reproductive factors 7% 3%
Alcohol 3% 3%
Socioeconomic status - 3%
Environmental pollution 2% 2%
Ionizing/ultraviolet radiation 3% 2%
Prescription drugs/medical procedures 1% 1%
Salt/other food additives/contaminants - 1%

Source: Doll R, Peto R. The Causes of Cancer. Quantitative Estimates of Avoidable Risks of Cancer in the United States Today. New York, NY: Oxford University
Press. Inc.; 1981 and the Harvard Center for Cancer Prevention. Harvard Report on Cancer Prevention. Volume 1: Causes of human cancer. http:/www.hsph

.harvard.edu/cancer/publications/reports.html.
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Figure 1.11

Percent of All Incident Cancer Cases by Type of Cancer in Maryland, 1995-1999*

Other 11.0%

Lymphoma-Hodgkins disease 0.6%
Liver 0.7%

Multiple myeloma 1.0%

Cervix 1.1%
Larynx 1.0%
Esophagus 1.2%
Stomach 1.6%
Ovary 1.7%
Leukemias 1.8%

Pancreas 2.2%

Kidney and renal pelvis 2.3%

Oral Cavity and pharynx 2.4%

Corpus and uterus, NOS 2.5%

Melanomas of the skin 3.3%

Lymphoma-non-Hodgkins 3.5%
Urinary bladder 4.2%

*Total incident cases reported 1995-1999 = 120,182.
Source: Maryland Cancer Registry, 1995-1999.

melanoma. Prolonged sun exposure, a history of severe
sunburns, and sunburns during childhood have been
implicated in the development of skin cancer. Radon
exposure in homes can increase lung cancer risk, and
cigarette smoking greatly increases the effect of radon
exposure on lung cancer risk.?

Risk factors vary for different cancer sites (Table 1.9).

Disparities

Blacks are more likely to die from cancer than persons
from any other racial or ethnic group in Maryland. In
1999, the overall cancer mortality rate for blacks in
Maryland was 257.9 deaths per 100,000 population
compared to a rate of 204.0 deaths per 100,000 popu-
lation for whites in the state (Table 1.2). These data
show that the cancer mortality rate for Maryland
blacks is 26% higher than the cancer mortality rate for
Maryland whites.* Black males have the highest overall
cancer incidence and mortality rates compared to black
females, white males, and white females (Figure 1.3).

Prostate 15.8%

Breast 15.6%

Lung and bronchus 15.1%

Colon and rectum 11.4%

Despite these high rates among blacks, cancer inci-
dence and mortality decreased more among blacks
than whites in Maryland from 1995 to 1999. Between
1995 and 1999, overall cancer incidence rates declined
an average of 3.4% for all races, 6.2% for blacks, and
2.8% for whites in Maryland. Similarly, the death rate
for all cancers in Maryland decreased an average of
1.9% per year for all races, 3.0% for blacks, and 1.5%
for whites.”> These data show that gains are being
made to lessen the disparities in cancer incidence and
mortality in Maryland, but much more work remains
to be done.

Cancer Control Model
for Maryland

A Cancer Control Model has been developed in
Maryland to provide a framework for decisionmaking
regarding cancer control policies and services in the
state. (Figure 1.12.) The underlying principle of the
Cancer Control Model is the importance of using sci-
entific evidence to guide the development and imple-
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Table 1.9
Select Cancer Types and Associated Risk Factors

Cancer Type Risk Factors

Breast cancer Age; personal and family history of breast cancer; atypical hyperplasia;
early menarche; late menopause; obesity after menopause; recent use of
oral contraceptives or postmenopausal estrogens and progestins; never
giving birth to children or giving birth after age 30; alcohol; inherited
genes.

Colon and rectum Age; personal and family history of colorectal cancer or polyps;
inflammatory bowel disease; smoking; alcohol consumption;
obesity; physical inactivity; high fat and low fiber diet; inadequate
intake of vegetables and fruits.

Leukemia The causes of most leukemia are unknown. Some risk factors are genetic
abnormalities (Down’s syndrome); cigarette smoking; benzene; ionizing
radiation; human T-cell leukemia/lymphoma retrovirus (HTLV-1).

Lung and bronchus Cigarette smoking is by far the most important risk factor in the
development of lung cancer. Other risk factors: occupational or
environmental exposure to arsenic and some organic chemicals like
radon and asbestos (particularly among smokers); radiation exposure
from occupational, medical, and environmental sources; air pollution;
tuberculosis; and for non-smokers, environmental tobacco smoke.

Lymphoma Risk factors are largely unknown, but may involve reduced immune
function (e.g., organ transplants) and exposure to infectious agents
(HIV, HTLV-1); age; occupational exposure to herbicides.

Oral cavity and pharynx Cigarette, cigar, or pipe smoking; use of smokeless tobacco; excessive
consumption of alcohol.

Ovary Age; never giving birth; use of fertility drugs; hormone replacement
therapy; personal history of breast cancer; family history of breast or
ovarian cancer; hereditary nonpolyposis colon cancer.

Pancreas Cigarette and cigar smoking; obesity; physical inactivity; chronic
pancreatitis; diabetes; cirrhosis; a diet high in fat.

Prostate Age; black race; and family history of prostate cancer.
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Table 1.9

Select Cancer Types and Associated Risk Factors

Cancer Type

Risk Factors

Skin Excessive exposure to ultraviolet radiation from sunlight or tanning
lamps; fair complexion; occupational exposure to coal tar, pitch, creosote,
arsenic compounds, or radium; family history; and multiple or atypical

moles.

Urinary bladder

Smoking is the greatest risk factor for bladder cancer. Other risk factors

include: living in an urban area; workers in dye, rubber, or leather

industries.

Uterine cervix

Human papilloma virus (HPV); having sex at an early age; many sexual

partners; cigarette smoking.

Uterine corpus (endometrium)

High cumulative exposure to estrogen is the major risk factor for

endometrial cancer, the most common type of cancer of the uterine

corpus (e.g., estrogen from estrogen replacement therapy, tamoxifen,

early menstruation, late menopause, never giving birth, a history of
failure to ovulate, and obesity). Other risk factors for uterine corpus
cancer include infertility and hereditary nonpolyposis colorectal cancer.

Source: American Cancer Society, Facts and Figures, 2003.

mentation of cancer control policies and services in the
state. Focusing policies and services on those that are
evidence-based maximizes the use of limited resources
in the most effective way to reduce the burden of can-
cer among the citizens of Maryland.

Cancer control starts with research. Basic research
involves discovering new knowledge about the causes
and etiology of cancer as well as new ways to detect,
diagnose, and treat cancer effectively. Basic research is
translated into interventions and technologies that can
then be applied to individual patients, communities,
and the general population. Research demonstrates
which interventions are most effective in reducing inci-
dence, morbidity, and mortality. For example, the
results of clinical trials provide information on the best
methods to detect, diagnose, and treat individuals with
different types of cancer. Cancer research is of the
utmost importance in furthering our knowledge in can-
cer control.

Community-based participatory research is a collabora-

tive approach to research in which communities are
actively engaged in the research process through partner-
ships with academic institutions. Community-based par-
ticipatory research recognizes the unique strengths that
each partner brings. It begins with a research topic of
importance to the community and aims to combine
knowledge with action to achieve social change, improve
health outcomes, and eliminate health disparities.*

In recent years, national organizations, funding agen-
cies, and researchers have called for a renewed focus on
community-based participatory research, recognizing
the importance of social, political, and economic sys-
tems to health behaviors and outcomes. This renewed
focus is due to many converging factors, including our
increased understanding of the complex issues that
affect health, the importance of both qualitative and
quantitative research methods, and the need to trans-
late the findings of basic, interventional, and applied
research into changes in practice and policy.”

For an individual, the Cancer Control Model follows a
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Figure 1.12
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Cancer Control Model for Maryland

RESEARCH

Basic
Research
(Discovering
new knowledge)

Translational
Research
(Turning discoveries
into interventions
and technologies)

Applied

BURDEN OF CANCER IN MARYLAND

Research
(Learning to apply
new interventions

and technologies)

COMMUNITY-BASED
PARTICIPATORY RESEARCH

(applying and providing what we know to all)

DELIVERY OF

SERVICES

Cancer Period of Asymptomatic Clinical Advanced Survivorship
Continuum Susceptibility Disease Disease Disease or Death
Primary > Secondary > Tertiary
Prevention Prevention Prevention
Cancer Risk Factor Early Detection State-of-the-Art End-of-Life Care and
Interventions Reduction and Treatment Treatment Pain Management

Examples

Tobacco prevention
and cessation;

Early detection and treatment of breast,
cervical, colorectal, prostate,
and oral cancer

Delivery of pain therapy,

hospice care, or post-diagnosis

dietary changes, exercise;
protection from
UV radiation

support services

PATIENT ISSUES

CANCER DISPARITIES

CANCER SURVEILLANCE

Source: Adapted from: 1999 Annual Cancer Report for the President’s Panel and unpublished writings of John W. Southard, M.D., M.P.H.,

formerly with the Office of Chronic Disease Prevention, MD DHMH.

continuum from a period of susceptibility to asympto-
matic disease, clinical disease, advanced disease, and
survivorship or death. During the period of suscepti-
bility, a person is healthy and has not developed cancer.
During this period, primary prevention or risk reduc-
tion activities should be undertaken. Primary preven-
tion refers to approaches to prevent or reduce the
occurrence of disease (e.g., cancer) among individuals
who are susceptible to developing the disease.
Examples of evidence-based primary prevention inter-
ventions in cancer control are tobacco prevention and
cessation, dietary changes and increased physical activ-
ity, and reduction of sun exposure.

During the period of asymptomatic disease, a person
has developed cancer but has not developed any signs
or symptoms of the disease. During the period of clin-

ical disease, a person has developed cancer and has
signs or symptoms of the disease. During these periods,
early detection and state-of-the-art treatment (second-
ary prevention) are vital. Clinical trials have demon-
strated that the early detection and treatment of breast
cancer and colorectal cancer can significantly reduce
mortality due to these cancers. The early detection of
cervical cancer has resulted in a reduction in both the
incidence of, and mortality from, this disease. Research
has improved treatment of many types of cancer,
resulting in improved survival and reduced mortality.
Clinical trials are ongoing to learn better ways to
detect, diagnose, and treat different types of cancers.

During the period of advanced disease, efforts are
needed to improve quality of life and survival as well
as reduce morbidity, disability, and death. This can be
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accomplished through state-of-the-art treatment, end-
of-life-care, and pain management. These approaches
are termed tertiary prevention.

Throughout the cancer continuum, there are issues that
warrant special consideration. Patients, their families,
and their significant others are affected in a myriad of
ways throughout the entire cancer control process and
have special needs warranting attention. In addition,
cancer disparities exist at each step in the cancer con-
tinuum and they too must be addressed.

Lastly, cancer surveillance is needed to collect, analyze,
and report data and information to inform policy mak-
ers about interventions that are working and those that
are not.

At the state level, the first step in the Cancer Control
Model is to identify those interventions that have been
proven, through research, to reduce death, disability,
and incidence, and/or improve survival of cancer along
the cancer continuum (Appendix B, Table 1). The next
step is to determine if these proven interventions are
being used by all racial and ethnic groups and in all
geographic areas of the state. Gaps in the provision of
these proven interventions should be identified, and
evidence-based public health policies and services should
be implemented to assure the provision of these proven
interventions among communities that are not being
reached, filling gaps in services, education, and access
to care (Appendix B). In this way, the Cancer Control
Model can help guide interventions and policies in the
state to help reduce the burden of cancer among
Maryland’s citizens.
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CANCER SURVEILLANCE

CANCER SURVEILLANCE

A key to improving cancer control
in Maryland is cancer surveillance.
Public health surveillance is the
ongoing, systematic collection,
analysis, and interpretation of health
data essential to the planning,
implementation, and evaluation of
public health practice. It involves
the tracking of data and is closely
integrated with the timely dissemi-
nation of these data to those who
need it.' Additionally, surveillance
can provide data to raise awareness
of public health problems and
support the development of policies.

Cancer surveillance utilizes data such as the occurrence
of cancer (incidence), cancer deaths (mortality), risk
factors for the development of cancer (e.g., smoking,
overweight, fruit and vegetable intake), cancer screen-
ing behaviors (e.g., the use of mammography,
colonoscopy, Pap tests), and diagnostic and treatment
services in the population. In a well-functioning cancer
surveillance system complete, timely, and high quality
data are transformed into information that is easily
accessible to those who use it to prevent and control
cancer. Figure 2.1 illustrates the key elements of cancer
surveillance.?

Cancer data and information have many uses includ-
ing planning, policy-making activities such as resource
allocation, evaluation of cancer prevention and control
efforts, and applied research into the reasons behind
the numbers.

This chapter utilizes case studies to illustrate real exam-
ples and situations where cancer surveillance informa-
tion has contributed to public health action: the moni-
toring and evaluation of programs, policy making
(including resource allocation), and applied research.

For example, data from the Maryland Department of
Health & Mental Hygiene (DHMH), the Maryland
Cancer Registry, and Maryland Vital Statistics have
provided information that allows better understanding
of the scope of the breast cancer problem in Maryland
and expanded breast cancer screening services (Table
2.1).

In the past, cancer surveillance data were used in the
development of the Report of the Governor’s Task
Force to Conquer Cancer in Maryland and the Report
of the Task Force to End Smoking in Maryland.*
These reports provided policy direction for the alloca-
tion of funds and priorities under the tobacco settle-
ment for the Cigarette Restitution Fund Program
(CRF) in Maryland (Table 2.2).

Tracking cancer incidence and mortality rates over
time to determine emerging trends is another aspect of
cancer surveillance. One example of an important use
of cancer surveillance data is to combine what is
known about trends in cancer incidence (from the
Maryland Cancer Registry) and mortality (from Vital
Statistics) with trends in the aging of the population to
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Table 2.1
Cancer Surveillance Case Study:

Cancer Surveillance Leads to
Breast Cancer Screening Programs
(Planning)

Cancer Surveillance Information:

m  Maryland was among the top ten states in the
nation with high breast cancer mortality rates
iIl 1991 (Source: Maryland Vital Statistics, NCHS)

m  Breast cancer incidence rates in Maryland were
higher than those in the nation.

(Source: Maryland Cancer Registry, SEER)

m  Research indicated that breast cancer mortality
could be reduced by approximately 30% with
early detection and treatment.

State, Local, or Community Action:

The Health Services Cost Review Commission’s
(HSCRC) Illness Prevention Program was expanded
in 1989 to include breast cancer screening proposals
from Maryland hospitals. The Maryland
Department of Health & Mental Hygiene provided
technical assistance to hospitals applying for these
dollars.

Results:

By 1992, 28 Maryland hospitals had applied for
and received grant funding from the HSCRC to
conduct local breast cancer screening programs for
underserved women. Between 1989 and 1995,
34,000 women were screened, 45,000 mammo-
grams were performed, and 366 women were diag-
nosed with breast cancer.

project the future burden of cancer in Maryland. This
is an especially important issue because the baby
boomer generation is entering the ages of greatest can-
cer incidence. Projecting the number of persons likely
to be diagnosed with cancer in the future can help
Maryland to plan for cancer prevention, education,
and early detection programs as well as cancer diag-
nostic and treatment services (e.g., hospital beds, physi-
cian and nursing staffing, outpatient surgery and
chemotherapy services, and rehabilitative, home health,
and hospice care) and to foster cancer research.

Cancer surveillance data can be used to evaluate cancer
prevention and control programs by monitoring trends
in cancer incidence, stage, and mortality over time. For

Table 2.2
Cancer Surveillance Case Study:

Cancer Surveillance and the
Maryland Tobacco Settlement
(Resource Allocation)

Cancer Surveillance Information:

m  Maryland ranked among the top states in
cancer mortality in 1998. (source: Maryland Division

of Health Statistics, National Center for Health Statistics)

m  More than $3 billion is spent on the direct and
indirect costs of smoking in Maryland per year.

m  Tobacco use is the leading cause of preventable
deaths, including those due to cancer.”

State, Local, or Community Action:

In 1998, Maryland joined other states in a lawsuit
against tobacco manufacturers to recover Medicaid
costs associated with the treatment of smoking-
related illness.

Results:

The state of Maryland is a signatory party to the
master tobacco settlement agreement reached via
multi-state litigation against the tobacco manufactur-
ers. The Maryland Cigarette Restitution Fund
Program was established in 2000 and is used to fund:

m  tobacco-use prevention and cessation programs

] cancer prevention, education, screening, and
treatment programs

B cancer research programs

m  atobacco crop conversion program.

example, cancer mortality rates in Maryland have been
decreasing at a faster rate than that of the nation. For
the time period 1986-1990, Maryland had the third
highest cancer mortality rate in the nation; for the time
period 1991-1995, Maryland ranked sixth highest; and
for the time period 1996-2000, Maryland’s rank
dropped to the 11th highest cancer mortality rate in
the nation.®

Cancer surveillance can support population-based
research studies aimed at better understanding the can-
cer problem in Maryland. For example, data from the
Maryland Cancer Registry was used for one research
study to understand the geographic pattern of prostate
cancer in the state (Table 2.3).
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Table 2.3
Cancer Surveillance Case Study:

Prostate Cancer (Research)

Cancer Surveillance Information:

Prostate cancer is the most frequently reported
cancer among Maryland men. Nationally, the mor-
tality rate for prostate cancer is twice as high
among black males than white males.

(Source: Maryland Cancer Registry, National Center for Health Statistics)

State, Local, or Community Action:

m  The Johns Hopkins Bloomberg School of
Public Health received a grant from the
Centers for Disease Control and Prevention to
investigate racial and geographic variations of
prostate cancer incidence in Maryland.

m  The Johns Hopkins investigators obtained and
geo-coded prostate cancer data from the

Figure 2.1
Information Dissemination Is at the
Center of Cancer Surveillance

INTERPRET
FINDINGS

ANALYZE
DATA

COLLECT
DATA

Brownson RE, Remington PL, Davis JR, eds.

Note: Schematic is adaption of Figure 3.1 in Chronic disease
epidemiology and control in 2nd Ed.

Washington D.C.: American Public Health Association: 1998. p 56.
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Maryland Cancer Registry. Geo-coding data is
a process that involves associating address
information with a geographic location, which
enables placement of a cancer case within a
state, a county, and a zip code.

Results:

INFORMATION
DISSEMINATION

While the analysis is still underway, prelimi-
nary results have highlighted areas of
increased prostate cancer incidence.

In addition, the analysis also identified a need
to develop a mechanism for geo-coding post
office box addresses. The investigators are col-
laborating with the Maryland Cancer Registry
to obtain additional funding to develop
methodology and software that central cancer
registries can use to improve the effectiveness
of geo-coding cancer registry data.
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Databases Used for Cancer
Surveillance in Maryland

In Maryland, cancer surveillance is supported by data
from a variety of sources, including the Maryland
Cancer Registry, the Maryland Vital Statistics
Administration, the Maryland Behavioral Risk Factor
Surveillance System, the Maryland Cancer Survey, and
other databases, surveys, and research. Table 2.4 is a
compilation of Maryland and federal databases that
can be used for cancer and cancer-related surveillance.
The table includes information on purpose, availability,
and limitations of each database. These databases col-
lectively represent the spectrum of cancer and cancer-
related events occurring in Maryland. The Maryland
Cancer Registry is a population-based database that
collects information on all new cases of cancer in
Maryland. The Maryland Vital Statistics Administration
collects information from death certificates on all deaths
in Maryland, including cancer deaths. The Maryland
Hospital Discharge database, which is administered by
the Health Services Cost Review Commission, collects
medical information about individuals discharged
from hospitals in Maryland. The Maryland Medical
Care database, which is administered by the Maryland
Health Care Commission, collects data on physicians’
services provided to Maryland residents who have pri-
vate health insurance. The Maryland Behavioral Risk
Factor Surveillance System (BRFSS), which is adminis-
tered by the DHMH, is a statewide telephone survey
that collects information on knowledge and behavior
of Maryland adults aged 18 and older related to major
health conditions, such as screening for various types
of cancer. The Maryland Cancer Survey (MCS), which
is administered by the DHMH, is a statewide telephone
survey that collects information on cancer risk factors
and screening practices of Maryland adults aged 40 and
older. The Maryland Adult Tobacco Survey (MATS) and
Maryland Youth Tobacco Survey (MYTS) collect infor-
mation on the use of tobacco products by Maryland
adults and youth, respectively. The Maryland Oral
Cancer Survey is a telephone survey that collects infor-
mation on oral cancer risk factors and screening prac-
tices of Maryland adults aged 18 and older. The
Maryland Statewide Health Network Baseline Survey
of Maryland Counties (MSHN) is a telephone survey
that collects information on cancer attitudes, knowledge,
and practices of Maryland adults aged 18 and older in
three regions of the state (Western Maryland, Baltimore
City, and the Eastern Shore). The Maryland Medicaid
Management Information System (MMIS) collects med-
ical information on Maryland Medicaid recipients.

Some of these databases collect information for the
entire population in Maryland (e.g. the Maryland
Cancer Registry, the Maryland Vital Statistics
Administration); other databases use a representative
sample to collect information on Marylanders (e.g.,
BRFSS, MCS, MATS, MYTS). The remaining data-
bases have information on certain segments of the
Maryland population (e.g., the Maryland Medical
Care database, MSHN, MMIS) such as the population
served through Medicaid.

In addition, there are several federal databases that are
used in cancer surveillance (also listed in Table 2.4).
The National Cancer Institute (NCI) Surveillance,
Epidemiology, and End Results Program (SEER) col-
lects information on cancer incidence, stage, and sur-
vival from 11 cancer registries throughout the United
States that are estimated to represent 14% of the U.S.
population. (The NCI State Cancer Profiles is a tool for
visualizing data through tables and graphs for the
nation or by state.) The Centers for Disease Control
and Prevention (CDC) National Program of Cancer
Registries (NPCR) collects information from all states
that have state cancer registries. The NPCR published
its first report of cancer incidence in the nation, in coor-
dination with SEER, in 2002. The National Center for
Health Statistics has several databases. The NCHS
National Vital Statistics System collects information on
cancer mortality from each of the states in the nation.
The NCHS National Health Interview Survey (NHIS)
is a continuous in-person interview survey conducted
on a random sample of households in the country that
collects information on illness and disability (including
cancer) in the nation. The NCHS’s National Health
and Nutrition Examination Survey (NHANES) col-
lects information on the health and nutritional status of
adults and children in the United States. The
Environmental Protection Agency has numerous data-
bases that can be consulted for cancer-related informa-
tion. The U.S. databases are useful for comparison
when statewide data is available and can inform users
of national trends when state-specific information is
not available.

Surveillance systems are designed to answer basic ques-
tions, generally about the entire population. Questions
having more detail, greater depth, or broader scope
require special research studies and are frequently initi-
ated by scientists. Table 2.5 lists examples of questions
that can be answered by the various databases used for
cancer surveillance.
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Table 2.4

Maryland Cancer-Related Database Summary: Databases That Can Be Used for Cancer Surveillance

Database/System Main Purpose Demographic Years of Data Examples Comparability Notes/
Contact Phone No. and Geographic Available Availability of Data with U.S. and Limitations
Coverage Data Collected Other State

Website for Reports Reports on
and/or Data Cancer Outcomes
MD Cancer Registry To register cancer All Maryland 1992-2001 Aggregate data Cancer site, stage;  NAACCR contribu-  No information on

. incidence among residents; age, available; release of patient’s age at tors, other states, survival status; limited
DHMH’ Famlly Health Maryland residents  race/ethnicity, date county or case-based  diagnosis, race, Canada, Mexico, detail on stage of
Admlnlstrathn, Center for of diagnosis, county data requires sex, county of SEER on basic cancet, occupation,
Cancer Surveillance and of residence approval by the residence cancer measures and other risk factors
Control DHMH Institutional (smoking, screening)
410-767-5521 Review Board
www.fha.state.md.us
MD Behavioral Risk To collect popula- 4,400 telephone 1988-2001  User-generated reports MD residents aged  National and other ~ Annual data not available
Factor Surveillance System  tion-based behavioral surveys from MD, available on MD 40 and over who state BRFSS studies,  for some counties; no data
(BRFSS) health data about English-speaking DHMH website for have had a Maryland Cancer on non-English speaking

) chronic diseases, adults aged 18 and estimates where the colonoscopy within ~ Survey, Oral Cancer  residents; self-reported
DHMH’ F amlly Health injuries, and preven-  over; stratified sample sample is >50 the past 2 years; Survey, and data and refusals to
Admml;tratlon, Center ) for (v health services based on urban or surveys; user-generat-  mammography, Maryland Statewide  answer the survey or parts
Prevention Health Services 1, coneribute to rural telephone prefix/ ed reports available exercise, nutrition,  Health Network of it; non-coverage due to
410-767-5159 premature morbidity  exchange; age, race, on CDC website, and overweight Survey households without

or mortality ethnicity, sex, marital statewide only; phones; estimates based
www.marylandbrfss.org; status, education, CD-ROM data on sample sizes <50
www.cde.gov/brfss employment, income, available for 1990- should be interpreted
county of residence 2001 from CDC with caution

MD Cancer Survey (MCS)  To collect popula- 5,000 telephone 2002 Report available at MD residents aged  National and state Persons <40 years old not

. tion-based behavioral surveys from MD, website; data use 40 and over who BREFSS, Oral Cancer  captured; no data on
DHMH’ Fapnly Health and health data English-speaking policy being developed have undergone Survey, and MD non-English speaking
Administration, related to cancer adults aged 40 and cancer screening; Statewide Health residents; self-reported data

Center for Cancer
Surveillance and Control

410-767-0791

Website:
www.fha.state.md.us/
cancer/pdf/MCS_Report
_2002-V3.pdf

surveillance and
screening practices

over; stratified sample
based on urban or
rural telephone prefix/
exchanges; same
demographics as
BRFSS

similar to BRFSS

Network Survey

and refusals to answer the
survey or parts of it; non-
coverage due to house-
holds without phones;
estimates based on sample
sizes <50 should be
interpreted with caution

oS



Database/System Main Purpose Demographic Years of Data Examples Comparability Notes/
Contact Phone No. and Geographic Available Availability of Data with U.S. and Limitations
Coverage Data Collected Other State
Website for Reports Reports on
and/or Data Cancer Outcomes
MD Vital Statistics To administer All births/deaths Data files: ~ Aggregate and county ~ Age, race, Hispanic ~ National Vital Verification of cause
Administration birth/death certifica-  among Maryland 1970 to level data available origin, sex, marital ~ Statistics System of death informa-
tion and summarize  residents; year of present; upon request; release  status, education, (NVSS) collected by tion is not possible;
410-767-5950 mortality statistics death, place, data vital of single-record data ~ occupation, the National Center lack of automated
www.mdpublichealth.org/vsa for administrative and age at death, statistics requires DHMH residence, for Health Statistics death registration
and public health place of birth, race, reports: Institutional Review place of death, (NCHS); standards delays public health
use ethnicity, sex, 1960 to Board approval; cause of death, set by NCHS analysis
cause(s) of death present public-use data avail-  manner of death
able through CDC
MD Adult Tobacco Survey To collect behavioral, MATS: 16,596 tele- MATS: September 1st of each  Prevalence of tobac-  MATS: BRFSS Some minority
(MATS) and MD Youth lifestyle, and other phone surveys from 2000 year for prior year; co use (all tobacco . populations may be
Tobacco Survey (MYTS) data supporting MD, English-speaking Data Use Policy is in ~ products); tobacco MYTS: National under-represented;
) CRF’s Tobacco-Use  adults aged 18 and MYTS: development; county  cessation; attitudes, Youth Tobacco Survey
DHMH’ Famlly Health Prevention and over; sample stratified 2000 and level data are available knowledge about (NYTS) and yoth MATS: NO data ol
Adrplnlstratlon/ Cessation Program by jurisdiction 2002 tobacco nse, social tobacco surveys in nop—Enghsh speaking
Office of Health context, and expo- other states residents; self-reported
Promotion, Education and MYTS: 55,967 middle M. ’s econd-hand data and refusals to
Tobacco-Use Prevention and high school-based smoke answer the survey or
surveys; 2-stage cluster parts of it; non-cover-
410-767-1362 sample generated for age due to households
www.fha.state.md.us/crfp/ each jurisdiction without phones
html/stats.cfm MYTS: Excludes
school dropouts,
students whose parents
refused to let them
participate, and those
who were absent
during survey
MBD Hospital Discharge To provide a stan- Patients served by Data files:  Confidential and Discharges include National Hospital Does not assure that
Database dard set of data Maryland’s 66 general 1980 to unidentified formats ICD-9* codes for Discharge Survey cancer is captured
about each hospital  hospitals, not includ-  present available; hospital and ~ primary, secondary (NHDS) collected by if cancer is not listed
DHMH’ MD Health Care discharge or ambula- ing specialty hospitals . patient’s jurisdiction diagnosis and CPT**  the National Center as one of discharged
Commission, HSCRC tory care visit; (e.g., chronic care) Electronlc are captured; out-of-  codes of procedures  for Health Statistics diagnoses
410-764-2605 hospital rate setting files: 1996 grate patients are or procedures due to  (NCHS) and other
to present cancers listed as the

www.hscrc.state.md.us

normally excluded
from analysis

primary diagnosis, by
jurisdiction of resi-
dence or hospital

states” hospital dis-
charge databases
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Table 2.4

Maryland Cancer-Related Database Summary:

Databases That Can Be Used for Cancer Surveillance

Database/System Main Purpose Demographic Years of Data Examples Comparability Notes/
Contact Phone No. and Geographic Available Availability of Data with U.S. and Limitations
Coverage Data Collected Other State
Website for Reports Reports on
and/or Data Cancer Outcomes
MD Medical Care To support policy Practitioner fee-for- 1996-2001 Detailed data avail- Coverage type, Medical care items are  Excludes services
Database decision making: service encounters and able down to zip code  claim-related often compared with  provided for self-pay,
health options, health prescription drug cov- and county level; conditions, diagnosis  SEER data; this system  Medicaid, and unin-
DHMH’ _MD Health Care market, and cost and  erage among MD resi- patient ID is encrypt-  code, procedure does not encompass sured populations;
Commission, Dat? utilization patterns dents privately insured ed; data available 1 code, reimbursement  entire Maryland excludes MD residents
Systems & Analysis or insured through year after collected amount population who work out of state,
410-764-3570 HMOs are self-insured, or
insured through self-
www.mbhcc.state.md.us/ funded emp]()yers;
database/_database.htm does not include insti-
tutional bills; data for
HMOs excludes pri-
mary encounters; rates
not available due to
lack of population
denominators
MBD Oral Cancer Survey To collect knowledge 1,127 telephone First Data available MD residents aged ~ Some comparability No data on non-
. and behavioral data  surveys from MD, survey: approximately 6 18 and over who to BRFSS and MCS English speaking resi-
DHMH’ Famlly Heglth relating to oral English-speaking September ~ months from end of  have undergone oral dents; self-reported
Administration, Office of cancer risk factors, adults aged 18 and 2002 collection; data-use cancer exams in the data and refusals to

Oral Health
410-767-5736

signs, symptoms,
and dental health

screening exams

over; over sampling
of African-American
men; age, race,
ethnicity, sex, status,
education

policy is pending;
county-level data is
not available

past year

answer the survey or
parts of it; non-cover-
age due to households
without phones;
estimates based on
samples <50 should
be interpreted with
caution; county- and
region-specific data
not available
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Database/System Main Purpose Demographic Years of Data Examples Comparability Notes/
Contact Phone No. and Geographic Available Availability of Data with U.S. and Limitations
Coverage Data Collected Other State
Website for Reports Reports on
and/or Data Cancer Outcomes
MD Statewide Health To examine health Approximately 500 First survey; Data-use policy in Knowledge, attitudes, Some comparability Only includes data
Network (MSHN) attitudes, knowledge, interviews per county  ongoing as  development; internal ~ and practices relating to BRESS and the from selected
Baseline Survey and practices of among English-speak-  of July 2003 data use with strict to health behaviors;  Commonwealth Fund  jurisdictions in the
o MD residents in ing MD adults discretion; lag time insurance, preventive state

University of Ma.ry land,. three regions aged 18 and over; from collection to services for lung,
SChOO,l of Medlcme,. Office (Baltimore City, general demographic dissemination TBD skin, breast, colon,
of Policy and Planning Western MD, and information prostate, cervical,
410-706-1742, the Eastern Shore) and oral cancers;

other tobacco-related

diseases, CVD,

(hypertension, stroke)
Maryland Medicaid To collect medical, Maryland Medicaid 1995-2002  Aggregate data avail-  Demographics, Compares with Does not specify
Management Information ~ administrative, and ~ recipients (earlier able on request; disease prevalence national and state whether the diagnoses
Systems II billing information to years release of identifiable ~ (ICD-9%); treatment ~ Medicaid listed are suspected

, monitor financial available) data requires DHMH  (e.g., inpatient, administrative and being ruled out

DHMH, Medlgal Care transactions for Institutional Review outpatient, hospital,  databases or are confirmed
Progr. ams, Medicaid Medicaid recipients Board approval; physician) by
Operations, county level data is procedure code
Data Management & available
Analysis, Office of

Planning & Finance

410-767-5683

*ICD-9 refers to the American Medical Association’s International Classification of Diseases.
**CPT refers to the American Medical Association’s Current Procedural Terminology.
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National Cancer-Related Surveillance Systems

Database/System

Website

Focus

National Cancer Institute

m  Surveillance, Epidemiology, and End Results (SEER)

www.seer.cancer.gov/publications

] Wonder

http://wonder.cdc.gov

(] State Cancer Profiles

www.statecancerprofiles.cancer.gov

Incidence, mortality, cancer prevalence, and reports

Centers for Disease Control and Prevention

m  National Program of Cancer Registries

www.cdc.gov/cancer/npcr

m  State/Territory Cancer Data

www.cdc.gov/cancer/dbdata.htm

Incidence; incidence and mortality

National Center for Health Statistics (NCHS)
m  National Health Interview Survey (NHIS)

www.cdc.gov/nchs/nhis.htm

41,000 household interviews annually on health behaviors, chron-
ic conditions, health care coverage and use, and health status and
limitations; periodic modules include: cancer, HP2010, diabetes

[] National Health and Nutrition Examination
Survey (NHANES)

www.cdc.gov/nchs/mhanes.htm

Health and nutritional status of adults and children in the U.S.;
examples of data include: disease or condition prevalence, risk
factors, nutrition monitoring, growth and development, disease
monitoring

m  National Vital Statistics System (NVSS)

www.cdc.gov/nchs/nvss.htm

Death rates

m CDC WONDER

http://wonder.cdc.gov

Death rates

Other

] American Cancer Society (ACS)

www.cancer.org/docroot/home/index.asp

m  Environmental Protection Agency

WWW.epa.gov
(search for databases)

Incidence and mortality, cancer facts and figures, reports from
1997-2002 by state; various environmental databases
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Examples of Questions that Surveillance Systems Can Answer in Maryland

Sample Questions
About Cancer
in Maryland

Cancer Surveillance
Source

Answer

How many men had lung
cancer in Maryland in 1999?

Maryland Cancer Registry

In 1999, 1,904 cases of lung cancer were
reported among men in Maryland.

How many women died of
breast cancer in Cecil County
in 2000?

Maryland DHMH
Vital Statistics

In 1999, 10 breast cancer deaths were reported
among women in Cecil County, Maryland.

How does Maryland’s rate of
colorectal cancer compare
with the United States’?

Maryland Cancer Registry;
SEER (U.S.)

Compared to the U.S. (53.3 per 100,000
population), the Maryland 1999 incidence
rate is not statistically significantly different
(54.3 per 100,000 population).

Does the Eastern Shore have
a higher rate of breast cancer
mortality than Western
Maryland?

Maryland Cancer Registry

The Eastern Shore has 30.9 breast cancer deaths
per 100,000 population compared to 27.2 breast
cancer deaths per 100,000 population in Western
Maryland (1995-1999 data). The rate is not
statistically significantly different.

Do black men have a higher
rate of prostate cancer than
white men of the same age
in Baltimore City?

Maryland Cancer Registry

In 1999, black men in Baltimore City had a
higher prostate cancer incidence rate

(236.7 per 100,000 population) than white men
(168.8 per 100,000 population). This rate is
statistically significantly higher.

What percent of melanoma
cases in Maryland were
diagnosed at an early stage
in 1999?

Maryland Cancer Registry

In 1999, 43.6% of melanoma cases were
diagnosed at an early stage in Maryland.

What percentage of Maryland
adults and youth smoke or
use tobacco products?

Maryland Adult Tobacco
Survey
Maryland Youth Tobacco
Survey

In 2002, 19.8% of Maryland adults reported
being current smokers. In 2002, 18.4% of
youth in grades 9-12 reported being current
smokers.

What percentage of
Marylanders eat 5 or more
vegetables and fruits each day?

Behavioral Risk Factor
Surveillance System (BRFSS)

In 2000, 27.4% of Marylanders reported eating
5 or more fruits and vegetables a day.
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Improvements in
Cancer Surveillance
in Maryland

Since publication of the 1996 Maryland Cancer Control
Plan, there have been notable improvements in several of
the cancer surveillance databases in Maryland. In addi-
tion, several new databases have been implemented since
the 1996 cancer plan. The following improvements have
expanded Maryland’s ability to measure, track, and
report changes in cancer control:

m  The Maryland Cancer Registry has received the
gold standard from the National Program of
Cancer Registries for the quality and complete-
ness of its data in 2001, 2002, and 2003. This
means that complete, timely, and accurate data
have been assembled to represent Maryland’s
cancer incidence. The Maryland Cancer Registry
utilizes data from the Maryland Vital Statistics
Administration to produce an annual report on
cancer mortality in Maryland.

m  The Maryland Vital Statistics Administration is
using a computerized algorithm that is applied to
determine the underlying cause of death when mul-
tiple causes of death are specified on Maryland
death certificates. The Maryland Vital Statistics
Administration Annual Report has become timeli-
er and all reports since 1996 are available on the
Internet.’

m  The Maryland Behavioral Risk Factor Surveillance
System (BRFSS) has increased its sample size from
3,600 interviews in 1996 to 4,800 interviews in
2002. The BRFSS regularly over-samples the rural
areas of the state, enabling annual regional
measurement of most risk factors and preventive
services."

m  New surveys have been implemented, such as the
Maryland Youth Tobacco Survey (2000 and 2002)
and the Maryland Adult Tobacco Survey (2000),"
the Maryland Medical Care database (1996-
present), the Maryland Oral Cancer Survey (2002),
and the Maryland Cancer Survey (2002), which
give a clearer picture of cancer risk factors and
screening in Maryland.

Maryland’s “Annual Cancer Report” has been
published since the baseline report in 2000 under
the Cigarette Restitution Fund Program, detail-

CANCER SURVEILLANCE

ing cancer outcomes in the state’s priority areas."

m The Maryland Cancer Registry Advisory
Committee meets several times a year to advise
the Maryland Cancer Registry on issues related
to data quality, data use, and data dissemination.

Despite these important advances, there is more that
can be done in cancer surveillance to accelerate analy-
sis and promote cancer awareness, policy develop-
ment, and program planning for cancer prevention and
control in Maryland. Cancer surveillance in Maryland
must move from “data rich” to “data smart.”

Gaps in Cancer Surveillance
in Maryland

The Cancer Surveillance Committee identified the fol-
lowing gaps in cancer surveillance. These gaps are list-
ed in relationship to the steps in the cancer surveillance
model depicted in Figure 2.1.

Gaps in Data Collection

] Lack of all the data elements needed for
cancer surveillance. For example, stage of
disease for various cancer sites reported to the
Maryland Cancer Registry is incomplete. Survival
status of all individuals diagnosed with cancer in
Maryland is not available. (Survival rates refer to
the proportion of individuals diagnosed with can-
cer who are alive at varying years after their diag-
nosis. Five-year relative survival rates are often used
to monitor improvements in cancer treatment.)
Other data elements are not completely reported to
the Maryland Cancer Registry, such as occupation-
al status, tobacco use, length of residency, etc. In
addition, there may be a need for new analyses and
qualitative studies, which may require additional
data collection (e.g., quality of care data).

[ | Lack of complete information on race, eth-
nicity, and place of residence for all new
cases of cancer. Ethnicity is under-reported to
the Maryland Cancer Registry. The Maryland
Cancer Registry is currently developing an algo-
rithm to better estimate Hispanic ethnicity.

] Need to improve the quality of data ele-
ments submitted to the Maryland Cancer
Registry among selected facilities. This
could be accomplished by: increasing training of
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tumor registrars; increasing the number of certi-
fied tumor registrars in Maryland who perform
cancer registration; and increasing the number of
American College of Surgeon-approved hospitals
in Maryland.

Lack of quality control and quality assur-
ance methods in some of the databases
used for cancer surveillance. For example,
there is no quality assurance assessment of caus-
es of death; this could lead to the possibility of
misclassification errors. One study has suggested
that a high proportion of prostate cancer deaths
may have been due to other primary causes.

Gaps in Access to Cancer Data

Need for greater access to cancer surveil-
lance information. This could be accomplished
in a number of ways, including the creation of
public-use data files and interactive access (e.g.,
Web-based, user-defined utility reports) to data-
bases used for cancer surveillance in Maryland.
Public-use data files and user-defined utility
reports allow easy access to data and allow
analysis of data in aggregate groups (e.g., geo-
graphic area, race, sex, etc.), while protecting the
confidentiality of the individuals represented in
the dataset. Pubic-use data files and utility
reports have been created for a number of feder-
al databases such as the NPCR,** BRFSS," and
NCI SEER Program.” The Centers for Disease
Control and Prevention and the National Cancer
Institute have recently collaborated to create a
public-use cancer data file on state cancer pro-
files using state-based cancer incidence and mor-
tality data.'® The Maryland Cancer Registry is
currently collaborating with the NCI to develop
a public-use data file for cancer incidence data in
Maryland. Similarly, the Maryland BRFSS has
developed a public-use data file. Public-use data
files widen accessibility to data, shorten the time
frame for analysis, and increase the likelihood
that the data will be used.

Gaps in Data Analysis

The ability to proactively or reactively analyze cancer
surveillance data must be expanded. This expansion
may be accomplished in the following ways by:

o Training in statistics, including small area analy-
sis, an analytic method used to determine the
number of health (or other) events which occur

in small geographic areas such as zip codes,
block groups, or census tracks (the goal of the
analysis is to compare health events occurring in
one area to those occurring in a similar geo-
graphic area or a larger, standard popula-
tion)"™"¥; training in cancer epidemiology and
biology, including cancer in children; training in
risk and health communication; and adaptation
of the CDC’s Guidelines for Investigating
Clusters and Health Events. In order to ana-
lyze changes in cancer incidence within com-
munities (smaller than a jurisdiction), for less
common cancers, and within racial and eth-
nic groups, there is a need for expertise in,
and new approaches to, small area analysis.

o Using analytic tools for small area analysis,
geographic area analysis, and geographic
information systems.

o Developing a list of leading cancer indicators
(e.g., incidence, mortality, treatment, risk
behaviors), avoidable cancer events, and events
that are sentinels of problems in the delivery of
cancer prevention, education, screening, and
treatment services that can be used to monitor
or track changes in cancer control in Maryland.

It is vital to provide technical assistance to local
health departments in cancer surveillance and
analysis. Assistance from state agencies and aca-
demic health centers in analyzing local data,
compiling county-specific data (including trends
over time), and directing further studies or col-
lection of additional data would have an impact
on planning, targeting, and monitoring cancer
programs.

In addition, there is a need for expanded research
into risk factors, etiology, and outcomes and the
knowledge, attitudes, and behaviors of both the
public and providers. The quality of care provid-
ed to cancer patients for selected cancers must be
evaluated and CRF-funded research on surveil-
lance-related topics must be encouraged. Of
course, additional funding for research must be
sought to accomplish these goals.

Gaps in Information Dissemination

Sub-optimal dissemination of existing
cancer surveillance data to those who
are implementing programs and policies
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to improve cancer control. These profes-
sionals, along with the general public, need
increased access to cancer reports and cancer sta-
tistics in order to optimize the efforts of cancer
surveillance. The Internet has proven to be effec-
tive in reaching those who wish to know.

In addition, each of the other chapters in this plan
describes site-specific cancer surveillance needs and rec-
ommendations. This chapter’s recommendations
address overall cancer surveillance needs.
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Cancer Surveillance

Goals, Objectives, and Strategies

Goal:

Fully implement cancer surveillance—the development,
collection, analysis, and dissemination of cancer infor-

mation—in Maryland.

Target for Change

By 2008, increase the capacity to conduct cancer
surveillance in Maryland.

Objective 1:

Develop, maintain, and enhance data systems to ensure
accurate, timely, and complete information needed for
the prevention and control of cancer.

Strategies:

1.

Continue to support the Maryland Cancer
Registry Advisory Committee in its role as advisor
to the Maryland Cancer Registry on issues related
to data quality, data use, and data dissemination.

Encourage the development of quality assurance
and quality control methods in all databases used
for cancer surveillance in Maryland.

Re-establish a statewide Cancer Surveillance
Adpvisory Group to meet regularly to further cancer
surveillance in Maryland.

Develop a set of leading cancer indicators (e.g.,
incidence, stage, survival, mortality, treatment, risk
behaviors), avoidable cancer events, and events
that are sentinels of problems in the delivery of can-
cer prevention and control services that can be used
to monitor or track changes in cancer control in
Maryland.

Facilitate standardized measurement of race, eth-
nicity, and geographic area in databases that can
be used for cancer surveillance in Maryland.

Provide training opportunities for cancer regis-
trars and other collectors of cancer-related data.

Increase the number of Certified Tumor Registrars
in Maryland who actively work in cancer registra-
tion.

Explore barriers as to why hospitals do not have
an in-house tumor registry.
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Objective 2:

Expand access to, and analysis of, the databases used
for cancer surveillance in Maryland in order to better
meet the information needs of program planners, poli-
cy makers, researchers, and the public.

Strategies:

1.

Continue to pursue the creation of a public-use
(non-confidential) data file for databases that are
used for cancer surveillance in Maryland.

Expand the interactive access (e.g., Web-based,
user-defined utility reports) to databases used for
cancer surveillance in Maryland.

Develop a list of priority research questions
about specific Maryland cancer problems; share
these research questions with potential funding
sources, the statewide academic health centers,
researchers, health leaders, and others.

Develop a guide/report that reviews, aggregates,
and summarizes methodologies that local and
state health agencies and others could use to
address small numbers issues and assessment of
disparities, while maximizing information and
maintaining privacy.

Increase the capacity of state agencies to perform
small area analysis of cancer-related events in
Maryland.

Investigate the feasibility of a prospective method
for cancer monitoring,.

Create a surveillance resource that would list
existing population-based cancer data for assess-
ment of local or state cancer concerns (e.g.,
watershed information, demographics available
from the census, and others).

CANCER SURVEILLANCE

> o “\’
2 J j
Objective 3:

Broadly disseminate cancer surveillance findings to
promote cancer awareness, policy development, and
implementation of cancer control programs

Strategies:

1.

Develop and maintain a master distribution list
of cancer reports.

Create a list of Internet websites for cancer-
related surveillance reports and articles pertaining
to Maryland cancer statistics and information.

Share major surveillance reports and findings with
the media.

Establish feedback mechanisms by which users
of cancer surveillance system information can
provide suggestions, including their unmet needs
for information, and other comments.

Maintain, periodically revise, and continue to create
informational materials about cancer surveillance.

Continue to distribute cancer surveillance docu-
ments, including reports and articles, to the
appropriate audiences.
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CANCER DISPARITIES

Despite dramatic improvements in
health in the United States over the
last century, at no time in the
history of the United States has the
overall health status of racial/ethnic
minority populations such as
African Americans, Native
Americans, Hispanics, and several
Asian subgroups equaled that of
white Americans.' Disparities in
health are receiving increased
national attention, and several
major federal and local initiatives
have been set up to define and
reduce or eliminate disparities in
health. While advances in health
and medical care have produced
improvements in longevity and
health outcomes, there remain dis-
proportionate disease burden and
poorer health outcomes, or “health
disparities” in the United States.>

The term health disparities has been defined in several
ways.* For the purposes of this chapter, the committee
developed the following definition, which is used
throughout the chapter: “Health disparities are differ-
ences in the incidence, mortality, and burden of dis-
eases and other adverse health conditions that exist
among specific population groups in Maryland.”

While racial/ethnic disparities in health are the largest
category of disparities for which supportive data exist,
disparities in other categories exist such as geography
(urban vs. rural), gender (male vs. female), socioeco-
nomic status (poor vs. non-poor), and age (elderly vs.
non-elderly). It is important to note that racial/ethnic dis-
parities may not be mutually exclusive of other dispari-
ty classifications. While many factors have been
described as “causes” and are likely to be important in
the genesis of disparities, scientifically validated evidence
of definitive causal pathways and the underlying factors,
such as biologic mechanisms, are poorly understood.*”

Cancer, the second leading cause of death in the United
States, has documented racial/ethnic disparities which
create a disproportionate burden for minority popula-
tions.**'® The unequal burden of cancer in minority
and underserved communities nationally and in
Maryland is a crisis that requires intensive scientific
research, community outreach, and translational activ-
ities that foster discovery and delivery of existing and
new interventions to eliminate disparities. As such, the
solutions to reduce and eliminate cancer disparities are
complex and require intensive and multidisciplinary
approaches that unite research and community out-
reach strategies.
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Overview of
Health Disparities

A substantial body of scientific literature documents
racial/ethnic and low-income population differences in
risk factors and exposures for behavioral, environmen-
tal, and other factors related to cancer disparities. This
includes cigarette and smokeless tobacco use, alcohol con-
sumption, diet and physical activity, and occupational and
environmental exposures. (See chapters 5, 6, and 8.)

Disparities in health care access, utilization, and deliv-
ery are well established.! Access to, and delivery of,
quality health care and differences in cancer screening
and follow-up, as well as disparities in cancer treat-
ment,' palliative care, and pain management® are all
factors related to racial/ethnic and geographic dispari-
ties in cancer rates. These health care factors may result
in differences in cancer prognosis, stage, survival, mor-
tality, and recurrence for minorities and the poor.

Health care delivery disparities have resulted in impor-
tant national discussions as a result of a recent Institute
of Medicine report."* This report concludes that
minorities, particularly African Americans, frequently
receive lower quality of health care than whites, even
when access-related factors are controlled.”'*'"** The
sources of these disparities are complex and likely
developed within the context of historic inequities,
bias, clinical uncertainty, mistrust, personal behavior,

Table 3.1

and the organization and operation of the current U.S.
health care system."”

Disparities may occur in risk factors, exposures, and
access and use of quality cancer services, which may
result in higher cancer morbidity or incidence rates.
Disparities in access to quality cancer and health care
services may produce racial/ethnic differences in cancer
outcomes, such as higher mortality or lower survival
rates from certain cancers. This has been well-docu-
mented for African Americans compared to whites.*?'2
Data from the American Cancer Society, Centers for
Disease Control and Prevention (CDC), National
Cancer Institute (NCI) Surveillance Epidemiology and
End Results (SEER) program, and North American
Association of Central Cancer Registries document the
existence of disparities in cancer incidence, mortality, and
survival among different racial/ethnic groups, particular-
ly for African Americans. Table 3.1 highlights cancer dis-
parities among blacks and whites in incidence, mortality,
and survival for select cancers in the United States.

From 1992 to 1999, African Americans were at a high-
er risk of developing and dying from cancer than any
other racial or ethnic group.” During this time period,
the age-adjusted cancer incidence rates for all sites
combined among African Americans was 526.6 per
100,000 persons compared to rates of 480.4 for whites,
329.6 for Hispanics, 348.6 for Asian/Pacific Islanders,
and 244.6 for American Indian/Alaska Natives.

Black/White U.S. Cancer Incidence, Mortality, and Survival Rate Ratios

Black/White Black/White Black/White Survival
Incidence Ratio Mortality Ratio Rates (%) Ratio
(1995-1999) (1995-1999) (1992-1999)
Breast (female) 0.88 1.32 .84
Lung 1.27 1.18 .82
Cervix 1.68 2.21 .84
Prostate 1.63 2.33 95
Esophagus 1.78 1.80 .58
Stomach 1.96 2.23 .96
Liver 1.58 1.49 .68
Colon 1.12 1.36 .84
Oral cavity 1.19 1.71 .60

Source: Ries LAG, Eisner MP, Kosary CL, et al., editors. SEER Cancer Statistics Review, 1975-2000. Bethesda, MD:

National Cancer Institute, 2003 (Accessed at http://seer.cancer.gov/cst/1975_2000).
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Generally, whites have been the reference group in
these epidemiological studies.** African-American
males are the only group from any of the five racial and
ethnic groups to have overall cancer incidence and
mortality rates that are higher than overall cancer inci-
dence and mortality rates for whites.

During the same time period, white females had the
highest incidence of breast cancer, while African-
American females had the highest mortality from breast
cancer. African Americans had the highest incidence
and mortality rates of all groups for colorectal, lung,
and prostate cancer. The one exception to this rule were
African-American females who had a slightly lower
mortality rate from lung cancer than white females.

Among other racial and ethnic subpopulations, the fol-
lowing can be seen:

1. Cervical cancer incidence rates in Vietnamese
women are five times higher than the rates among
white American women (1988-1992).

2. Hispanic women had the second highest invasive
cervical cancer incidence rates after Viethamese
women and twice the incidence rates of non-
Hispanic white women.

3. Hawaiian women have the highest incidence and
mortality from uterine cancer compared to other
populations.

4.  Alaska Natives have the highest incidence and
mortality from colorectal cancer compared to all
other populations except African-American males,
whose mortality is slightly above that of Alaska
Natives.”

The remainder of this chapter is devoted to Maryland-
specific health and cancer disparities. Maryland data,
where available, will be provided for African
Americans, Hispanics, Asian/Pacific Islanders, Native
American/Alaska Natives, and whites. Major factors
contributing to cancer disparities in Maryland are dis-
cussed, including geography, insurance status, socioe-
conomic status, and age. The chapter concludes with a
discussion of some emerging special populations in the
state and provides recommendations to reduce or elim-
inate cancer disparities in Maryland.

CANCER DISPARITIES

Classification of
Race and Ethnicity

This chapter uses the standard federal classification of
race and ethnicity referred to as “OMB Directive 15.”
For more than 20 years, the standards in the federal
Office of Management and Budget’s (OMB) Statistical
Policy Directive No. 15 have provided a common lan-
guage to promote uniformity and comparability for
data on race and ethnicity for population groups.
These standards were developed to provide consistent
data on race and ethnicity throughout the federal gov-
ernment. Development of these data standards
stemmed, in large measure, from new responsibilities
to enforce civil rights laws. Data were needed to mon-
itor equal access in housing, education, employment,
and other areas for populations that historically had
experienced discrimination and differential treatment
because of their race or ethnicity. The standards are
used not only in the census (which provides the data
for the “denominator” for many measures), but also in
household surveys, on administrative forms (e.g.,
school registration and mortgage lending applications),
and in medical and other research. The categories rep-
resent a social-political construct designed for collect-
ing data on the race and ethnicity of broad population
groups in this country and are not anthropologically or
scientifically based.

The standards have five categories for data on race:
American Indian or Alaska Native, Asian, Black or
African American, Native Hawaiian or Other Pacific
Islander, and white. There are two categories for data on
ethnicity: “Hispanic or Latino” and “Not Hispanic or
Latino.” The definitions of these categories is as follows:

| American Indian or Alaska Native: A
person having origins in any of the original peo-
ples of North and South America (including
Central America) and who maintains tribal affili-
ation or community attachment.

B Asian: A person having origins in any of the orig-
inal peoples of the Far East, Southeast Asia, or the
Indian subcontinent including, for example,
Cambodia, China, India, Japan, Korea, Malaysia,
Pakistan, the Philippine Islands, Thailand, and
Vietnam.

] Black or African American: A person having
origins in any of the black racial groups of Africa.

Terms such as “Haitian” or “Negro” can be used
in addition to “Black or African American.”
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m  Hispanic or Latino: A person of Cuban,
Mexican, Puerto Rican, South or Central American,
or other Spanish culture or origin, regardless of race.
The term “Spanish origin” can be used in addition
to “Hispanic or Latino.”

[ Native Hawaiian or Other Pacific
Islander: A person having origins in any of the
original peoples of Hawaii, Guam, Samoa, or other
Pacific Islands.

m  White: A person having origins in any of the
original peoples of Europe, the Middle East, or
North Africa.®

Cancer Disparities
in Maryland

In Maryland, as in the United States, increasing atten-
tion is being placed on reducing and eliminating dispar-
ities in health. As on the national level, Maryland can-
cer disparities occur in a variety of categories including
racial/ethnic, geographic, gender, age, and socioeco-
nomic groups.” Disparities may exist for cancer inci-
dence, survival, and mortality; socioeconomic status;
risk factors such as occupational exposure, tobacco use,
diet, nutrition and alcohol intake, physical activity, and
family history; access and use of cancer prevention,
screening, and early detection services; and treatment,
pain management, and palliative care.?***%

While major efforts are underway to define and
describe disparities, the identification of specific factors
that cause disparities and how these factors are
interrelated is complex and poorly understood.
Interventions to reduce or eliminate disparities are even
more poorly understood. The following is a list of
some major factors that may explain cancer disparities:

m  risk factors and exposures (e.g., tobacco, alcohol,
diet and physical activity, environment, and
occupation)

[ ] socioeconomic status

m  discrimination

m  knowledge, attitudes, and behaviors
m  access to quality care

m  low participation in clinical trials

m late stage at diagnosis

delay in seeking diagnosis or treatment

m  culture and language

m  cancer care related behaviors, such as cancer
screening and follow-up, early detection, treat-
ment and palliative care, and pain management.

m  other emerging factors, such as biology, prognos-
tic factors, and co-morbidity

Racial and Ethnic Cancer
Disparities in Maryland

Racial and ethnic minorities and underserved communi-
ties in Maryland suffer distinct disadvantages in accessing
readily available health care services for cancer prevention,
screening and follow up, early detection, and treatment.*
Historically, minorities and the poor have been under-
represented in cancer research, particularly prevention
research.” Low representation in clinical trials and poor
access to the benefits of cancer research are related to poor
cancer outcomes. Racial/ethnic disparities in cancer inci-
dence, mortality, and stage distribution in Maryland are
found in Tables 3.2-3.8. Some rates are not available for
Asian/Pacific Islanders, Hispanics/Latinos, and American
Indians/Alaska Natives for some cancer sites due to 25 or
fewer cases within the group. For the time period
1995-1999, the “other” category is used in some places
as a combined indicator of smaller minority populations
(American Indian, Asian, and Pacific Islander). Note that
in these cases, the “other” group is not a homogenous
population and contains subgroups that have different
cancer rates.

Cancer Disparities in
African Americans

African Americans in Maryland have the highest over-
all cancer incidence and mortality rates of any racial or
ethnic groups (Table 3.2), as well as the highest inci-
dence and mortality rates for many specific cancer
sites, including the highest rates for colorectal, oral,
and lung cancers. Cancer mortality is higher among
blacks than whites for every cancer site; this is espe-
cially true for prostate and cervical cancer.

In general, African Americans are diagnosed with can-
cer at later stages than whites. Maryland whites have a
higher proportion of localized disease at diagnosis than
blacks, while blacks have higher regional and distant
disease than whites (Table 3.4). Among whites, 43.3%
of cancers are diagnosed in the localized stage com-
pared to 34.8% for African Americans. There is high-
er localized disease in whites and higher distant disease
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Table 3.2

Maryland Cancer Incidence and Mortality, All Sites Combined by Race and Ethnicity
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Race/Ethnic Group Dates Overall Incidence Overall Mortality
African American 1995-1999 527.6 276.9
White 1995-1999 492.9 210.3
Hispanic / Latino 1999 284.1 38.3
Asian / Pacific Islander 1998-1999 203.1 101.6
American Indian / 1998-1999 144.0 134.5
Alaska Native

Source: Miryiand Cancer Rogtry e 10 (e 2000 1S stendard popiation.

Table 3.3

Cancer Mortality Rates for Select Cancer Sites by Race

in Maryland and the United States, 1995-1999

MD Total MD White MD Black U.S. Total

Lung and bronchus 62.5 61.3 72.5 57.7
Prostate 38.2 311 78.5 33.9
Female breast 31.2 29.8 38.3 28.8
Colorectal 24.3 22.9 31.9 21.7
Cervix 3.1 2.4 53 3.1

Rates are per 100,000 and are age-adjusted to the 2000 U.S. standard population.

Source: SEER, 1995-1999.

Table 3.4

Percent Distribution of New Cancer Cases by Stage at Diagnosis and Race

in Maryland, 1999

STAGE AT DIAGNOSIS

Race Localized (%) Regional (%) Distant (%)
MD Whites 43.3 20.9 16.1
MD Blacks 34.8 22.7 19.4

Rates are per 100,000 and are age-adjusted to the 2000 U.S. standard population.

Source: Maryland Cancer Registry, 1999.
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Table 3.5

Lung Cancer Incidence and Mortality by Race in Maryland

Race/Ethnic Group Dates Incidence Mortality
African American 1995-1999 82.4 72.5
White 1995-1999 77.4 61.3
Other* 1995-1999 41.3 22.0
Hispanic / Latino 1999 29.3 7.8
Asian / Pacific Islander 1998-1999 21.4 19.5
American Indian / 1998-1999 N/A N/A
Alaska Native

Rates are per 100,000 and are age-adjusted to the 2000 U.S. standard population.

Source: Maryland Cancer Registry.

*Race reported as American Indian, Asian, and Pacific Islander are counted in the category called “Other.”

Table 3.6

Colorectal Cancer Incidence and Mortality by Race in Maryland
Race/Ethnic Group Dates Incidence Mortality
African American 1995-1999 66.0 31.9
White 1995-1999 57.0 22.9
Other* 1995-1999 50.0 11.7
Hispanic / Latino 1999 34.3 N/A
Asian / Pacific Islander 1998-1999 27.1 11.1
American Indian / 1998-1999 N/A N/A
Alaska Native

Rates are per 100,000 and are age-adjusted to the 2000 U.S. standard population.

Source: Maryland Cancer Registry.

*Race reported as American Indian, Asian, and Pacific Islander are counted in the category called “Other.”

Table 3.7

Female Breast Cancer Incidence and Mortality by Race in Maryland
Race/Ethnic Group Dates Incidence Mortality
White 1995-1999 144.2 29.8
African American 1995-1999 128.6 38.3
Hispanic / Latino 1999 83.5 N/A
Asian / Pacific Islander 1998-1999 68.9 7.9
American Indian / 1998-1999 N/A N/A

Alaska Native

Rates are per 100,000 and are age-adjusted to the 2000 U.S. standard population.

Source: Maryland Cancer Registry.
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Table 3.8

CANCER DISPARITIES

Prostate Cancer Incidence and Mortality by Race in Maryland

Race/Ethnic Group Dates Incidence Mortality
African American 1995-1999 255.0 78.5
White 1995-1999 158.4 31.1
Hispanic / Latino 1999 86.0 N/A
Asian / Pacific Islander 1998-1999 35.7 N/A
American Indian / 1998-1999 N/A N/A
Alaska Native

Rates are per 100,000 and are age-adjusted to the 2000 U.S. standard population.

Source: Maryland Cancer Registry.

in blacks at the time of diagnosis for several types of
cancer. For example, blacks with invasive cervical,
breast, and prostate cancers are less likely to be diag-
nosed in Stages I or I than are whites.*

African-American females have the highest incidence
and mortality rates for cervical cancer. While white
females have the highest overall breast cancer incidence
rates, African-American females experience higher
death rates from breast cancer than any other racial or
ethnic group. Additionally, only 53.8% of African-
American females are diagnosed in the most treatable
stage of breast cancer, the local stage, compared to
62.9% of whites who are diagnosed at the local stage.

African-American males have the highest incidence and
mortality rates and late-stage diagnosis for prostate
cancer. They experience a considerable disparity in
both prostate cancer incidence and mortality rates. The
incidence of prostate cancer in African-American males
is 1.6 times higher than that in white males, and mor-
tality rates are over 2.5 times higher in African-
American males than white males. Additionally, only
67.5% of African-American males are diagnosed at the
local stage of prostate cancer, compared to 71.0% for
whites.

In Baltimore City, African Americans account for near-
ly 65% of the residents. Nearly a quarter of the popu-
lation live in poverty, and the mortality rate for all can-
cers is the highest in the state—33% higher than the
state cancer mortality rate. African Americans in
Baltimore City have cancer mortality rates that are
nearly 50% higher than the state cancer mortality rate.**

Cancer Disparities in
American Indian and Alaska Natives

Maryland has approximately 28 American Indian
tribes, several of which are indigenous to the state.
Despite having the lowest overall cancer incidence in
Maryland, American Indian/Alaska Natives experience
the third highest cancer mortality rate of all races/eth-
nic groups in the state. This population increased near-
ly 20% from 1990 to 2000, so surveillance and report-
ing is needed to provide a description of cancer in this
population at the state level.

Cancer Disparities in
Asian/Pacific Islanders

Asian/Pacific Islanders in Maryland experience lower
overall and site-specific cancer incidence and mortality
rates (where reported and/or available) compared with
other racial/ethnic groups. However, Asian/Pacific
Islanders are not a homogenous population and con-
tain subgroups that have different cancer rates. One
disparity for this population is evident in the stage of
diagnosis for gender-based cancers—only 56.2% of
female breast cancer cases are diagnosed in the most
treatable, localized stage (1997-1998) while males
diagnosed with prostate cancer fared better than the
state average of 65.7% with 71.4% diagnosed in the
localized stage.** Another apparent disparity is found
in national data (1996-2000) that show higher death
and incidence rates for certain cancers among this pop-
ulation. For example, this group experiences the high-
est incidence rates of liver and stomach cancer for both
genders. This population increased more than 50%
from 1990 to 2000, so surveillance and reporting is
needed to provide a description of cancer in this popu-
lation at the state level.
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Figure 3.1

Percent Distribution of Maryland’s Rural Population within Maryland Counties, 2000
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Source: U.S. Census Bureau, Census 2000.

Cancer Disparities in
Hispanics/Latinos

Although Hispanics/Latinos have lower cancer inci-
dence and mortality rates overall compared with those
of African Americans and whites, among minority
populations they experience overall and site specific
cancer incidence rates second only to African
Americans. Hispanic/Latina females show disparity in
the early diagnosis of breast cancer—only 50% are
diagnosed in the most treatable, localized stage.*

Considering the rapid population growth in this par-
ticular population, specifically an increase of 82.2%
over the prior decade, there is concern for escalating
health disparities within this population.

Racial/Ethnic Disparities
in Cancer Screening
and Treatment

In addition to higher cancer incidence and mortality and
poorer survival rates from a number of malignancies,
documented disparities in health services, cancer screen-
ing, and treatment in Maryland include the following:

Despite high rates of “ever” being screened with
mammography and Pap smears among African
Americans in Baltimore City, low follow-up rates

Arundel
56

Wicomico
316

WWorcester
36.4

for abnormal results contribute to late-stage diag-
nosis, higher mortality, and poor survival rates for
African Americans with breast and cervical cancer.

m  Cervical, breast, colorectal, and prostate cancers
are excellent examples of disease sites in which
cancer disparities exist in Maryland and nation-
ally despite available screening methods.”

m  Treatment differences between black and white
men for prostate cancer also exist.

Geographic Cancer
Disparities in Maryland

Maryland is a geographically diverse state comprised
of 23 counties and Baltimore City with a total land
area of nearly 10,000 square miles. The population in
Census 2000 was nearly 5.3 million residents, a 10%
increase since 1990. The population ranges from near-
ly 900,000 in Montgomery County to approximately
650,000 in Baltimore City, with 30,000 residents in
rural counties.

While Maryland is predominantly urban, nine of its
twenty-three counties (nearly 40%) are predominately
rural (i.e. more than 50% of the population is defined
as rural by the U. S. Census Bureau). Overall, the state
is 86% urban and 14% rural.*® Figure 3.1 illustrates
the rural percentages for each Maryland jurisdiction.
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Maryland can be divided into five distinct regions: the
Baltimore Metro region, the Eastern Shore region, the
National Capital region, the Northwest region, and the
Southern region.

The United States Census Bureau defines as “urban”
all territories, populations, and housing units located
within an urbanized area (UA) or an urban cluster
(UQC). It defines UA and UC boundaries as areas that
encompass a densely settled territory, which consist of
core census block groups or blocks that have a popu-
lation density of at least 1,000 people per square mile,
and surrounding census blocks that have an overall
density of at least 500 people per square mile. “Rural”
areas consist of all territories, populations, and housing
units located outside of any UA and UC.

In 1987, the federal Office of Rural Health Policy
(ORHP) was established to seek solutions to rural
health care problems. Since 1999, ORHP has used the
term “rural” to classify areas with populations of
under 2,500. In Maryland, this federal designation
includes Caroline, Dorchester, Kent, Somerset, Talbot,
Wicomico, Worcester, St. Mary’s, and Garrett counties.
The state classifies counties as rural based on their par-
tially isolated locations, population size, and reduced
access to resources and income.” This definition
encompasses Cecil County on the Eastern Shore;
Charles and Calvert counties in Southern Maryland;
and Allegany and Washington counties in Western
Maryland. In total, the federal or state definitions of
“rural” cover all but Queen Anne’s County on the
Eastern Shore, Southern Maryland, and Western
Maryland. This chapter defines the Eastern Shore,
Southern Maryland and Western Maryland as rural
regions, and each county within these regions as a rural
county.

Maryland’s rural population is 738,038 people, or
14% of the state’s population. The Eastern Shore is
the largest rural region in the state. About eight out
of every ten residents in two counties, Garrett
County in Western Maryland and Caroline County
on the Eastern Shore, are part of Maryland’s rural
population.*

Central Maryland (i.e. the Baltimore Metro and
National Capital regions) is predominantly urban and
includes urban Baltimore City. Identifying populations
as urban and rural are essential since geography pres-
ents unique circumstances and factors that hinder
health care access, education, and policy.
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The racial distribution of Maryland is 64% white,
27.9% African American, and the remainder of the
population is Asian, Hispanic, and American Indian.
Baltimore City has a population that is 65% African
American and a poverty rate of approximately
22.9%. On the Eastern Shore, 80% of the population
is white; in Southern Maryland, 77% of the popula-
tion is white; and in Western Maryland, 91% of the
population is white.

Populations from rural counties experience health dis-
parities based on the partially isolated locations,
reduced access to resources and income, and popula-
tion size. Table 3.9 presents data on Maryland’s rural
and underserved populations. Nearly half (7 of 15) of
the counties in rural Maryland have poverty rates
exceeding 10%. Somerset County, where one out of
every five persons lives in poverty, has the highest
poverty level in the state. The Maryland Health Care
Commission reports that 38% of Maryland residents
living below the federal poverty level have no private or
public health insurance. From 1996 to 2001, one out
of every five individuals in Caroline, Somerset, and
Garrett counties had no health insurance. Eight of the
twelve remaining counties in rural Maryland had unin-
sured rates exceeding ten percent.* Of particular atten-
tion is Somerset County, the poorest county in the
state, which is second only to Baltimore City in cancer
mortality rates and leads the state in lung cancer mor-
tality rates.

Barriers to cancer prevention, detection, diagnosis, and
treatment exist in Maryland’s rural and urban commu-
nities. Rural communities have high rates of uninsured
residents and have high numbers of elderly residents,
lack public transportation, and lack access to primary
and specialty health care. Urban areas also have trans-
portation barriers (especially for senior citizens), high
Medicaid rates, and cultural and linguistic barriers.
Some Eastern Shore counties, such as Somerset and
Caroline counties, which have higher numbers of
African-American and migrant seasonal workers,
respectively, also have cultural and linguistic barriers.

While Maryland is a diverse state, data on geographic
disparities within race/ethnicity groups have focused
on the two largest racial segments of the population,
African Americans and whites. Currently, the
Maryland Cancer Registry (MCR) collects data for the
smaller population groups, but often the numbers
within various geographic regions are too small to cal-
culate accurate cancer statistics. Thus, within the dis-
cussion of geographic disparities, cancer disparities for



Table 3.9
Rural and Underserved Populations in Maryland

County Population RURAL Age 65+ Poverty Medical No Health  MUA/P PC MH Den
(#) (#) (%) (%) Assistance Care HPSA HPSA HPSA
(#) Coverage#

MARYLAND 5,296,486 737,818 11.3% 8.5% 624,942 ~ ~ ~ ~ ~
Allegany 74,930 19,245 17.9% 14.8% 11,170 14.5% Yes Yes NA Yes
Calvert 74,563 34,235 13.2% 4.4% 6,373 8.5% Yes Yes NA NA
Caroline 29,722 23,403 13.5% 11.7% 5,336 20.9% Yes Yes NA Pending
Cecil 85,951 44,804 10.5% 7.2% 10,516 12.0% NA Yes NA NA
Charles 120,546 40,644 7.8% 5.5% 12,614 8.4% Yes* NA NA Yes*
Dorchester 30,674 18,262 17.7% 13.8% 6,013 14.1% Yes Yes Yes NA
Garrett 29,846 24,848 14.9% 13.3% 5,952 23.7% Yes Yes Yes Yes
Kent 19,197 14,162 19.3% 13.0% 2,497 14.3% Pending | Yes Yes Pending
Queen Anne’s 40,563 24,632 12.9% 6.3% 3,717 11.1% Yes* Yes* NA Pending
St. Mary’s 86,211 53,238 9.1% 7.2% 9,096 9.2% Yes NA NA NA
Somerset 24,747 12,791 14.2% 20.1% 4,513 19.4% Yes Yes Yes Yes
Talbot 33,812 21,394 14.2% 8.3% 3,776 8.6% Yes* NA NA NA
Washington 131,923 42,499 14.2% 9.5% 15,567 14.1% Yes* Yes* NA NA
Wicomico 84,644 26,777 12.8% 12.8% 14,007 13.0% Yes* Yes* NA Yes*
Worcester 46,543 16,950 20.1% 9.6% 6,468 13.1% Yes Yes Yes Yes
Baltimore City 651,154 0 17.9% 22.9% 195,847 17.3% Yes* Yes* Yes* Yes*
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MUA/P: Medically underserved area for primary care.

PC HPSA: Primary care health professional shortage area.

MH HPSA: Mental health professional shortage area.

Den HPSA: Dental professional shortage area.

#: Based on CDC five-year average.

~: See individual counties for MUA/P and HPSA designations.

*Only partial areas of county designated as MUA/P and primary care, mental health, and dental HPSAs.
Source: U.S. Census Bureau, Census 2000.
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Table 3.10

CANCER DISPARITIES

Cancer Mortality Rates for Maryland and Select Maryland Regions
for All Cancer Sites, Races, and Sexes Combined, 1995-1999

Total Males Females
Maryland Total 220.3 278.1 184.3
Maryland White 210.3 261.1 179.5
Maryland Black 276.9 377.2 214.2
Southern region 229.3 283.9 1911
Eastern Shore region 2294 291.2 187.2
Western Maryland region 203.0 258.1 165.9
Baltimore Metro region 215.8 268.8 183.7
Baltimore City 293.8 392.8 234.3

Rates are per 100,000 and are age-adjusted to the 2000 U.S. standard population.

Source: NCI SEER, 1995-1999.

blacks and whites are highlighted.

Table 3.10 demonstrates select Maryland cancer mor-
tality disparities for African Americans and whites
and for selected geographic regions, including rural
regions, of the state. Age-adjusted mortality rates for
all sites are higher in Baltimore City, the Baltimore
Metro area, the Eastern Shore, and Southern Maryland
than in the state as a whole.

Baltimore City leads the state in cancer mortality rates
for all races combined (293.8) and for African
Americans (322.3). Prince George’s County follows in
all cancer mortality for African Americans (297.2),
with Baltimore County in third place (288.4).
Collectively these three counties comprise nearly three-
quarters of the African-American population in
Maryland. Additionally, African-American females in
the following three regions experience higher mortality
rates than any other race/ethnicity reported in any
Maryland county: Prince George’s (44.1), Baltimore
City (40.9), and Montgomery County (39.8).

The rural areas of Maryland (i.e. Western Maryland,
Southern Maryland and the Eastern Shore) generally
have geographic disparities resulting from a health sys-
tem infrastructure characterized by fewer health
resources and greater travel distances to those
resources, a lack of private and public transportation,
and higher percentages of poor and uninsured citizens.
In some rural regions, agricultural exposures to pesti-
cides, water environmental hazards, and other rural

industries may play a role in cancer incidence and mor-
tality. These factors require additional research to
determine their role in cancer causation.

Urban geographic factors include poor air quality, in
particular, the presence of Hazardous Air Pollutants
(HAPs). HAPs are chemicals that can cause adverse
effects to health or the environment and include chem-
icals that can cause cancer. Maryland ranks sixth worst
in the nation for hazardous air pollutants.

Baltimore City has disparagingly high cancer rates,
along with a disproportionate rate of uninsured or
underinsured minority population (especially those
aged 65 and older). The rural regions of Maryland have
greater percentages of individuals aged 65 and older.

Insurance Status
and Cancer Disparities

Health insurance status is a strong predictor of access
to health care.##45447 Persons with health insurance
are almost twice as likely to seek an annual physical,
including cancer prevention and screening, than per-
sons without health insurance.***° The number of
uninsured Americans has increased from the 1980s
through 2000. Current estimates of the percentage of
uninsured persons under age 65 in Maryland vary
from 10% to 14%, as shown in Table 3.11.5"

Racial and ethnic minorities in Maryland are twice as
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Table 3.11

Percent of Uninsured Persons in Maryland and the United States, 1998 and 2000

Source Year Uninsured in Uninsured in
Maryland United States

U.S. Census Bureau: 2000 9.9% 14.0%

Current Population Reports

Behavioral Risk Factor 1998 13.6% 13.0%

Surveillance System

Source: United States Census Bureau, 2000; CDC BRFSS, 1998.

likely as white, non-Hispanic residents to be uninsured.
Minority groups comprise a higher percentage of the
uninsured at all income levels.”® In Baltimore City, an
estimated 25% of residents do not have health insur-
ance, and in certain segments of Baltimore City, adult
males may have an uninsured rate that exceeds 50%.*

One study found that elderly insured persons were
more than 1.5 times more likely to seek breast, cervical,
and colorectal cancer screening services than the unin-
sured.”” Mammography screening and adherence to rec-
ommended mammography follow-up in older women
are influenced by several socioeconomic factors, includ-
ing insured/uninsured status.’*” Analysis of data col-
lected from more than 28,000 patients in Florida in
1994 and data from a survey in North Carolina showed
that uninsured persons were more likely than insured
patients to be diagnosed with later stages of colorectal,

melanoma, breast, and prostate cancers .***

Socioeconomic Status
and Cancer Disparities

Socioeconomic status (SES) is one of the major deter-
minants of health.®® According to the U.S. Department
of Health and Human Service’s Healthy People 2010
report,’’ higher socioeconomic groups experienced
greater health gains compared to lower socioeconomic
groups. Lower SES has been associated with higher
cancer risk behaviors as well as poorer cancer out-
comes, particularly for cancers of the breast, colon, and
prostate.®>#*¢* Cancer mortality rates in the United
States are significantly higher in the lower socioeco-
nomic groups.” Furthermore, higher educational
attainment and income among African Americans has
been more positively associated with reductions in
smoking among black men than white men.*

Contributing factors associated with lower SES may
include lower educational level, culture, ethnic/cultural
beliefs, and access to adequate health care.

Although overall cancer mortality showed a steady
decrease from 1995 to 1999 throughout the state, ethnic
and racial minorities continue to demonstrate significant
cancer disparities throughout Maryland. SES as a major
contributor to health status and cancer disparities must
be addressed as part of a comprehensive approach to
eliminate cancer disparities throughout the state.

Age and Cancer Disparities

The majority of cancers in the United States occur in
people aged 65 and over.” Elderly cancer patients, in
particular those patients who are over age 635, experi-
ence documented disparities in cancer screening and
risk reduction interventions® and clinical trials partici-
pation.”” Senior citizens (i.e. individuals 65 years and
older) make up only 11.3% of Maryland’s population;
however, seven out of every ten cancer deaths are from
this age group.

The Disabled and
The Mentally Il

There are several definitions of disability. The National
Center for Health Statistics (NCHS) defines disability
as a “limitation of activity due to chronic conditions.”
The World Health Organization’s International
Classification of Impairments, Disabilities and
Handicaps (ICIDH) defines disability according to
functional performance and activity measures.” For
the purposes of this chapter, disability is defined as hav-
ing a physical or mental impairment that limits func-
tion or restriction in one or more major life activities,
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in accordance with the Americans with Disabilities
Act.”" In this manner, those individuals whose impair-
ments were consequent to a mental, emotional, or
physical health condition with limited to severe func-
tional ability, mobility, and self-care are included.

Among Maryland residents, there are 86,500 develop-
mentally disabled persons, 467,364 physically disabled
persons (not inclusive of children under the age of 15 ),
and 76,000 persons with severe mental illness.”” The
disabled population is diverse, crossing all geographic,
racial/ethnic, sex, educational, and socioeconomic lines.
It also consists of persons from various mental and
physical chronic disease strata.

Disability is frequently listed as an indicator in health
disparity definitions.” Yet, there is limited data to
implicate physical or mental limitations solely as a
cause of health disparities. Most often the vocational,
economic, and educational disadvantages experienced
by persons with disabilities are what leads to inequity
in receiving adequate and equal health care.

Chronic diseases such as cancer, arthritis, high blood
pressure, heart disease, diabetes, and substance abuse
affect people with disabilities just as they do the gener-
al population, but they may have unique implications
for the health of people with disabilities.” Cancer sta-
tistics and behavioral risk factor information for the
disabled are not currently available. However, studies
have indicated that women with physical disabilities
reported chronic conditions more than the comparison
group without disabilities and at younger ages,” and
that people with mental illness also tend to be in worse
physical health and to have more chronic conditions
than those with no disorders.”

Data on cancer screening prevalence among persons
with disabilities is also limited. A supplemental report
to the National Health Interview Survey (NHIS) found
that women with functional limitations are less likely
to receive Pap tests and mammograms than women
who are not disabled. This report further suggests that
the probability of receiving screening exams decreases
among older women and among women with more
severe disabling conditions. While studies to correlate
later stage diagnosis of breast cancer among women
with disabilities are conflicting, it is known that
women aged 65 or older who had three or more func-
tional limitations were significantly less likely to have
had a mammogram than non-disabled women in the
same age range.” Research indicates that the presence
of a disability may make it difficult to deliver women’s
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cancer screening exams and may cause secondary
complications that could impair functioning.”®”
Women with a physical disability face multiple barriers
in access to adequate cancer screening. Some of these
barriers include refusal of treatment by health care
providers because of the presence of a disability, the
assumption that a disabling condition precludes sexual
activity and therefore decreases the likelihood of cervi-
cal cancer, the unavailability of appropriate examina-
tion tables, and a lack of mammography facilities and
mobile units that can accommodate the needs of the
physically disabled.®

Characteristics associated with poorer health status
previously mentioned in this report, such as race/eth-
nicity, geography, insurance coverage, and age may
compound cancer disparity issues among the disabled.

Nationally, individuals with disabilities are less likely to
have adequate health care coverage. Among those aged
25 to 64, persons with a severe disability are more like-
ly to lack any form of health insurance than those with
no disability. In 1997, 82.3% of non-disabled persons
aged 25 to 64 were covered by private health insurance
compared to 47.5% of severely disabled persons of the
same age. Private insurance coverage for those persons
65 years and older with a severe disability versus no
disability were 67.0% and 79.7%, respectively.*'

In addition, the probability of having a disabling con-
dition often increases with racial or ethnic minority sta-
tus. American Indians and African Americans have the
highest disability rates at 23.9% and 21.6%, respec-
tively.® Of persons aged 15 to 64, 7.4% of whites have
severe disabilities compared to 12.7% of African
Americans and 9.1% of Hispanics/Latinos.®

The likelihood of having a disability increases with age.
Of the physically disabled in Maryland, about 170,000
(13%) are 65 years of age or older who reportedly
have some sort of mobility or self-care disability.*

Additionally, mental illness is very common in the
United States. Millions of people experience at least
one disorder at some point in their lifetime, and a sig-
nificant number of people experience more than one.
There is a negative stigma associated with having a
mental illness, which in and of itself can be disabling.
Consequently, the shame and embarrassment experi-
enced by persons with a mental illness may keep some
from seeking needed treatment.
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Gay, Lesbian, Bisexual, and
Transgender Populations

Cancer disparity issues for the gay, lesbian, bisexual,
and transgender (GLBT) populations are poorly under-
stood due to lack of data collection and reporting.
While data are not available on disparities for these
populations, empirical information suggests that dis-
parity issues faced by the GLBT population include
physician bias, unequal treatment and/or coverage for
health care, and stress arising from being exposed to
and confronted by homophobia within the health care
system.

Data from the Mautner Project suggest that lesbians
receive routine gynecological screening less frequently
than their heterosexual counterparts and that they are
more likely to be childless or delay childbearing until
after the age of 30. Nulliparity and late age at first birth
have been associated with a higher risk of female breast
cancer.”

Previous negative encounters with the health care sys-
tem, fear of disclosure of GLBT identity, and exclusion
from health promotion campaigns all play a role in
GLBT persons not accessing health care.* If GLBT
people remain closeted to their health care providers,
they may not be given important information that
could help them remain healthy.’” The ability to appro-
priately address cancer prevention and control needs
for these communities requires formal, quality data
collection and reporting and the training of health care
professionals in GLBT cultural competency.
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Cancer Disparities

Goals, Objectives and Strategies

Goal:

Reduce cancer health disparities in Maryland.

Target for Change

By 2008, develop a system to monitor and document
cancer disparities in Maryland.

> o “\’
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Objective 1:

Increase public and community awareness about can-
cer health disparities and cancer prevention, screening,
and treatment in Maryland.

Strategies:

Collaborate with government agencies, academ-
ic health centers, community and faith-based
organizations, and private foundations to edu-
cate the public about topics relating to health dis-
parities and cancer, including:

1.

the importance of social, economic, cultural,
and environmental factors in influencing per-
sonal and community health.

the role of behavioral and biological factors
in determining cancer risk.

types of current interventions that can
reduce/modify risks for developing cancer or
the progression of cancer.

Disseminate current and accurate information
about cancer prevention, screening, early detec-
tion, and treatment, including complementary
and alternative therapies to minority and under-
served populations in Maryland.

Identify “Best Practices” for health commu-
nication and interventions for specific
minority and underserved populations, in
order to improve approaches and effective-
ness of resources.

Utilize existing educational resources, such
as the Cancer Survival Toolbox,* and mod-
ify as appropriate to educate community
members in a variety of settings including
health care, schools, social, and faith-based
institutions.
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Objective 2:

Develop and implement health care programs designed
to reduce cancer disparities among targeted popula-
tions in Maryland.

Strategies:

1.

Adapt the Community Health Worker (CHW)
model for use in a variety of settings in Maryland
to address barriers to access, culturally therapeu-
tic compliance, services utilization, cancer risk
management, and health education.

Work in partnership with local Community Health
Centers and Area Health Education Centers to
develop cancer prevention, screening, and treat-
ment programs aimed at disparate populations.

Link U.S. military veterans with cancer preven-
tion, screening, and treatment services within the
Veterans Affairs health care system.

Implement in Maryland the Department of Health
and Human Services standards for Culturally and
Linguistically Appropriate Services (CLAS),*
including availability of interpretation services.

Foster development and implementation of
“National and Maryland Models that Work” to
reduce and eliminate cancer disparities in target-
ed populations.

Collaborate with the Maryland Special
Populations Cancer Research Network, National
Cancer Institute, and NMA, to increase the num-
ber of minority and underserved health care pro-
fessionals including researchers involved in cancer
research.
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Objective 3:
Increase cancer disparities documentation and interven-
tion on a systematic basis in Maryland.

Strategies:

1.

Support ongoing surveillance efforts and dispar-
ities research

Produce a status report on cancer disparities in
Maryland every two years and disseminate the
report to key stakeholders including communi-
ties, media, health care and social service organ-
izations, and policy makers.

Expand and enforce cancer data collection and
reporting on racial/ethnic minorities based on the
Office of Management and Budget (OMB) cate-
gories and use sub-population groups where pos-
sible.” This includes a Maryland uniform method
of recording race/ethnicity for all hospitals and
other health care facilities that are required to
report to the Maryland Cancer Registry.

Expand cancer data collection in the Maryland
Cancer Registry to include level of education,
socioeconomic status, and primary language.”

Provide technical assistance to community-based
watch groups that monitor industrial and com-
mercial environments.

Expand data collection regarding emerging
populations of concern for cancer disparities,
including the disabled and mentally ill and GLBT
populations.
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Objective 4:
Increase provider education and reimbursement aimed
at reducing cancer disparities.

Strategies:

1.

Require educational modules on cancer preven-
tion, education, screening, and treatment for dis-
parate populations and provide training on cul-
tural diversity and barriers to reaching medically
underserved populations for health professional
students as part of their clinical rotation.

Collaborate with the National Cancer Institute,
Maryland cancer centers, regionally recognized
medical centers, and Area Health Education
Centers to develop continuing education pro-
grams for health care professionals in medically
underserved and rural areas on cutting edge can-
cer prevention, screening, and treatment methods.

Provide reimbursement incentives for primary
care providers to increase prevention, screening,
and treatment services to high-risk groups,
inc