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Members
	

	Did Not Attend
	Vikas Batra, MD, FACP, FC – Sussex Pulmonary & Endocrine Consultants, PA

	Attended
	Heather Bittner-Fagan – Christiana Care Health System

	Attended
	Kathleen Connors-Juras – American Cancer Society

	Did Not Attend
	Vicky Cooke – Delaware Breast Cancer Coalition

	Attended
	Tiffany Edwards – Sussex County Health Coalition

	Attended
	Stephen Grubbs, MD – American Society of Clinical Oncology

	Attended
	Nora Katurakes, RN, MSN, OCN – Christiana Care Health System 

	Attended
	Stephanie McClellan – Bayhealth Medical Center

	Attended via phone
	Carolee Polek, RN, MSN, PhD – DE Diamond Chapter of the Oncology Nursing Society

	Attended
	Judith Ramirez – Beebe Hospital – Tunnell Cancer Center

	Did Not Attend
	Albert Rizzo, MD FACP FCCP – Christiana Care Health System

	Attended
	Lisa Schirtzinger – Nanticoke Health Services

	Attended
	Robert Sikes, PhD. – University of Delaware

	Attended
	Sarah Toborowski – Quality Insights

	Did Not Attend
	Michael R. Zaragoza, MD, FACS – Delaware Prostate Cancer Coalition

	
	

	Staff

	

	Attended
	Katie Hughes – Delaware Division of Public Health

	Attended
	Cathy Scott Holloway – Delaware Division of Public Health

	Attended
	Rosemary Doughten – Delaware Division of Public Health

	Attended
	Melissa Keiper – Delaware Division of Public Health

	
	

	Public/Guests
	

	
	

	Attended
	Darcy Burbage – Christiana Care Health System

	Attended
	Brian Tomko – Merck Vaccines

	Attended
	Diana Ellison – Westside Family Healthcare

	Attended
	Melissa Ramos – Westside Family Healthcare

	Attended
	Jo Wardell – DE Quitline

	Attended
	Ewa Dworakowski – American Lung Association

	Attended
	Vikki Benson – Westside Family Healthcare

	Attended
	Crystal Wright – Henrietta Johnson Medical Center

	
	

	
	


Welcome/Review/Approval of minutes



Review/Approval of Minutes
Dr. Stephen Grubbs called the meeting to order at 10:10 am   He took a vote and all present approved the July 9, 2018 minutes as written.

American Lung Association Report Card
Ms. Ewa Dworakowski from the American Lung Association provided a presentation on how Delaware performed on the most recent American Lung Association Report Card.  She said the American Lung Association has established themselves as a leader in defeating lung cancer – the number one cancer killer of both men and women in the United States.  The “State of Lung Cancer” report provides state specific data on key lung cancer measures and by having a better understanding of the impact of lung cancer at the state level, state based interventions that can save lives are encouraged.  Providing the public with knowledge and key data helps to raise awareness of the deadly disease.  The report covers a variety of metrics, developing a new understanding of the impact of lung cancer.  

Ms. Dworakoski stated that on average, the higher prevalence of smoking, the more lung cancer cases in a state.  Utah has the nation’s lowest lung cancer rates while Kentucky has the highest, which parallels the smoking rates in those states.  The survival rate of lung cancer varies by state.  

She stated that lung cancer has one of the lowest five-year survival rates among leading cancers because it is often not caught at an early stage when it is more likely to be curable.  The five-year lung cancer survival rate is 20% nationally. People diagnosed in early stages are five times more likely to survive.  

Ms. Dworakoski stated that the availability of more lung cancer screening sites would increase screening access for patients at high risk, and have a positive impact on early detection and survival of lung cancer.  Delaware had the most screening centers per million people at 21.1 while Utah had the fewest centers per million people at 0.7.  Even though Delaware has an average smoking rate, Delaware has a lung cancer incidence rate higher than average.  Delaware ranks 42 out of 50 states and the District of Columbia with lung cancer incidence of 71.8 per 100,000 people.  Risk factors associated with lung cancer including smoking, exposure to radon gas, air pollution and secondhand smoke.  

Ms. Dworakoski explained that since the five-year survival rate is not tracked in every state, it is something that the American Lung Association is advocating for all states to do.  Lung cancer is more likely to be curable if the tumor can be surgically removed and surgery is more likely to be an option if the diagnosis is made at an early stage before the cancer has spread.  In Delaware, 19% of cases underwent surgery as part of the first course of treatment, ranking 34 out of 48 states and the District of Columbia.  Ms. Dworakowski said that residents could lower their own risk of lung cancer as well as the risk of those around them by these steps:
· Talking to healthcare provider if you meet the high-risk criteria
· Quit smoking if you smoke or help others to quit
· Make house and car smoke free air zones with no smoking allowed
· Test house for radon and take steps to reduce your risk if levels are too high
· Reduce your exposure to unhealthy outdoor air
· Stay indoors on unhealthy air days
· Support clean air policies, including emissions limits and no vehicle idling zones

Colorectal Cancer Screening Guidelines
Dr. Heather Bittner-Fagan informed the group of the American Cancer Society’s (ACS) new recommendations for colorectal cancer screening that encourage screening to begin at age 45 for average risk individuals.  She went on to say the starting age for screening at 50 has been ingrained in the public and in clinical practice, however the ACS Screening Guideline Development Committee concluded that the evidence to start screening at age 45 is clear and compelling.  She advised that there is a rise in colorectal cancer in younger populations and the cause is unknown.  It most likely is an environmental factor and possible factors include:  increasing obesity, lower fiber, more processed foods, less exercise, more inactivity, less aspirin use, life stress and other unknown factors.  Some discussion took place and questions asked include:
· What does the US Task Force recommend?
· Will insurers pay for screening for those ages 45-50?
· What does it mean for 45 year olds that do have insurance?
· Would those in the 45-50 year old group be eligible to be considered under-insured?
· If the Screening for Life program decreases age to 45 for screening, would payment come out of state funds?
· Should Delaware recommend screening for those ages 45 or should we wait?
After some discussion, the committee decided to defer a change in the recommendation until there is a unified message from all valid groups.  The committee will continue to monitor and re-visit the subject in six months to see what other recommendations are at that time.

Lung Cancer Plan

Ms. Katie Hughes presented the committee with an overview of the lung cancer plan.  She provided the Lung five-year plan document that describes all the work from all of the Delaware Cancer Consortium committees combined.  Goals include:

1) Continue to promote lung cancer screening
2) Analyze data in cancer screening databases
3) Inform and educate health care providers and general public on available resources
4) Encourage healthy lifestyles and reduce risky behaviors
5) Initiate and support policies and programs to reduce tobacco use and exposure to secondhand smoke
6) Prevent initiation of tobacco, nicotine and emerging products use among youth and young adults
7) Increase the amount of Delawareans who stop using tobacco and nicotine products
Ms. Hughes added that there is a large focus on lung cancer screening – what are we missing – what do we need to do – what can we do better?  

The committee discussed how hospitals and imaging centers are currently reporting the number of lung cancer screenings performed.  Ms. Nora Katurakes stated that many sites are reporting in different registries, and that it is hard to obtain accurate numbers when this occurs.  The committee determined that all data should end up in American College of Radiology (ACR) lung cancer screening registry and that common data sets and requirements should be analyzed.  

Dr. Grubbs informed the group that the 2019 Retreat will focus on lung cancer.  He also requested an update at the January 14, 2019 meeting on lung cancer screening.  In addition, he would like the agenda to include a request to the Advisory Council for money for lung cancer screening marketing or to get data out of ACR.  

Sharing Time
No items were presented for Sharing Time.

Public Comment
No items were presented for Public Comment

Adjournment
The meeting was adjourned at 11:30 am.


                           

Meeting documentation is available on the DCC website (www.healthydelaware.org) or by contacting Rosemary Doughten (Rosemary.Doughten@state.de.us or 302-744-1000).
Future Meeting (s)




	Next Meeting:

Monday, January 14, 2019
The Outlook at the Duncan Center
500 West Loockerman Street, Dover, DE  19901
	Remaining 2019 meetings: 

Tuesday, April 16, 2019
Monday, July 8, 2019
Monday, October 14, 2019
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Starting Screening at Age 45

+ The starting age of 50 is strongly ingrained in the
public and in clinical practice.

+ The ACS Screening Guideline Development
Committee concluded that the evidence to start
screening at age 45 is clear and compelling.

+ The first step in helping you consider changing your
practice is to go through the evidence together and
see if you agree.
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Recent Developments in Colorectal
Cancer Burden
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What is Causing this Increase in Risk?

* The cause is unknown.

+ Almost certainly an environmental factor; too fast a
change to be due to genetic shift.

* Candidate factors are:

- Increasing obesity - Less exercise
- Lower fiber - More inactivity
- More processed foods - Life stress

- Less NSAID and aspirin use - Unknown factors
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Percentage of Years of Potential Life Lost Due to Death

from Colorectal Cancer by Age at Diagnosis (incidence-based
mortality 2010-14 with follow-up 20 years after diagnosis)

Both sexes
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Modeling Analyses

+ CISNET microsimulation models cited by the USPSTF
originally used CRC incidence data from 1975-1979
(to reflect risk without the influence of screening).

* Recent CRC incidence in persons below age 50
years was not accounted for in the USPSTF model
analyses or the initial ACS-commissioned MISCAN
work on race and gender specific outcomes.
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Recent Developments: Modeling
Analyses

+ ACS decided to revisit the modeling analyses, with
incorporation of the most recent incidence data,
before making a final recommendation for CRC
screening in average-risk adults.
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MISCAN Main Findings

* Modeling results incorporating most recent CRC
incidence data:

- Starting screening at age 45 is more effective than 50,
and provides a more favorable balance between LYG
and screening burden.

- Adds ~ 25 LYG to the 400 LYG per 1000 screened starting
at 50

- Averts ~ one more cancer death (from ~ 37 to 36/1000)
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Starting at Age 45: Other Considerations

* Risks of colonoscopy should be low in 45 to 49 year
age group (since risk increases with age).

+ There is no evidence that CRC and pre-cancerous
neoplasia in the 45-49 cohort is less amenable to
the benefits of early detection than in older cohorts.

* There is evidence that the test characteristics of FIT
and colonoscopy in the 45-49 cohort are no worse
than in older cohorts (just fewer lesions found).
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Starting Age of 45: Conclusions

* Modeling convincingly
demonstrates that, due to the
rising incidence of CRC in younger
individuals, screening all average-
risk persons between the ages of
45 and 75 reduces mortality from
CRC with an acceptable risk (as
measured by number of
colonoscopies per LYG).
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Starting Age of 45: Conclusions

+ The previously expected benefit of starting
screening at age 45 versus 50 can no longer be
considered “modest.”

+ The trend of increasing CRC incidence in
successively younger birth cohorts suggests that the
recommended starting age of 45 will likely continue
to be relevant.

* The benefit-burden balance strongly favors
changing the starting age from 50 to 45.
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Chief

Cancer Screening 2018

Richard C. Wender, MD
f Cancer Control Officer, American Cancer Society
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What’s New in
Colorectal Cancer Screening?
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What Changed? (2018 vs 2008)

« Change in age to start screening to age 45 from age 50.
« No one test is preferred over any other.

« Emphasis on choice:

- The recommendation for CRC screening includes offering
patients the opportunity to select either a structural (visual)
exam or a high-sensitivity stool-based test, depending on
patient preference and test availability.

« Guidance on when to stop screening.

« Reinforce importance of follow up colonoscopy as part
of the screening process.
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Distribution of Years of Life Lost Due to Death from
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