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Welcome/Review/Approval of minutes


Review/Approval of Minutes
Chair, Ms. Katy Connolly began the virtual meeting at 8:30 am.  Dr. Stephen Grubbs motioned to approve the October 11, 2021 meeting minutes and Dr. Nick Petrelli seconded the motion.  The minutes were approved as written.

Delaware Cancer Treatment Program (DCTP) Spending Update
Ms. Kim Hicks, Chronic Disease Bureau Chief, provided an update on the number of people participating in the Delaware Cancer Treatment Program (DCTP).  From the period of July 1, 2021, to December 31, 2021, a total of 127 individuals participated in the DCTP.  The program received and approved 31 applications since July 1, 2021, with 18 coming under financial hardship waivers. 

As per the FY 22 budget, $3.5 mm has been allocated for the DCTP which includes $200,000 cost for the administration of claims by the Division of Medicaid and Medical Assistance (DMMA).  This is transferred each year by a memorandum of understanding.  Payment for claims is set up on a purchase order of $2.5 mm.  Total FY 22 spending to date for September to December 2021 is $471,692.72 for claims which equates to about $36,284.00/week average.

Changes to Cancer Reporting
Chronic Disease Epidemiologist, Sumitha Nagarajan advised that there are upcoming changes to Delaware cancer reporting that will be starting this year.  The Comprehensive Cancer Control Program is currently very busy completing the Notice of Funding Opportunity (NOFO) CDC five-year cancer grant application.  Within that grant there is information on how dissemination of industry data and information should be shared.  Research was done in how other states report.  It was realized that the current Cancer Incidence and Mortality (I & M) Report is too long, hard to interpret, key findings are hard to find and stratification analysis at census-tract level is not epidemiologically sound.  This is also the reason we took away the secondary analysis.  We found that other states use cancer data briefs to help disseminate the information as well as producing comprehensive incidence and mortality tables.  The new NOFO has targets for the program to create and disseminate at least one comprehensive cancer surveillance report that includes age-adjusted incidence rates, stage at diagnosis, and age-adjusted mortality rates for the diagnosis year using SEER site groups stratified by age, sex, race, ethnicity, and/or geographic area.  Our plan is to complete annual reporting in the I & M Report with an all-site (all cancers) chapter, complete a census-tract compendium on all site cancer rates within census tracts and to create two tables.  One on Incidence and one on Mortality that displays comprehensive cancer rates for top 24 cancers in Delaware and the United States.  We will also be doing Data Briefs (one on each top four cancers – Breast, Prostate, Colorectal and Lung), one brief on a special topic such as COVID and cancer for a total of about five-six/year.  An Epi Working Group will also be created to discuss epi data brief topics and data sources available to help build the “Epi Picture” of the particular topic.  Members of the group will include Division of Public Health Epidemiologists, Comprehensive Cancer Control Director and Cancer Registry staff.  Epidemiological profiles for cancer research will also allow for increased sharing of cancer data among cancer outreach programs.  Programs will receive data on target populations to reach for intervention, community events and county level sharing.

The Secondary Analysis Report will be removed going forward since stratification analysis at census-tract did not yield reliable results due to low case counts.  Areas of concern often changed due to the low counts.  We must follow rules of the privacy board as well, so information was often suppressed.  Statistics are currently at county level and we want to go more granular level or lower geographic regions.  Our registry staff is contracted to Westat.  They in turn are part of NCI/NAACR and are part of the zone project.  Zones are created by aggregating census tracts.  This creates a larger geographic region, which means it creates a larger case count.  Delaware will begin participating in February in the Zone Design with Westat working with 14 other cancer registries.  This will allow to stratify by cancer type, gender and ethnicity.  It is an easy web based tool for people to use to see the picture in their region.  We anticipate this project to continue for the next few years.  

Next steps recapped include:
· Establish Epidemiology Working Group
· Kick-off NCI/NAACCR Zone Project in February 2022
· First report on zones with cancer data in 2023
· Continue development of cancer data briefs
· Release first brief April 2022
· Continue to draft revision of comprehensive incidence and mortality tables
· Release tables with 2022 cancer annual reporting
Dr. Steven Grubbs suggested adding how we rate to other states in the Cancer Briefs.  He would also like to see if we can see how we are doing with the HPV vaccine.  Need to keep it on the forefront as it is a preventive message, and we need to continue to support it.

Dr. Nick Petrelli commented that we need to keep in perspective how we have been reporting mortality because at times it is deceiving.  Staging has changed so much through the years that it often gives a false sense of security.

Lt. Governor Bethany Hall-Long agreed with both previous comments from Dr. Grubbs and Dr. Petrelli.  She commented about the concern with sensitivity of the small numbers and that the zone maps may work great.  However, she inquired if data would still be available for internal use such as a census track compendium to produce analysis.  Ms. Nagarajan responded that the program will continue to produce the census track compendium which highlights the all site cancers.

Five-Year Plan Update
Ms. Kim Hicks, Chronic Disease Bureau Chief, introduced Ms. Sierra Martinez as the new Comprehensive Cancer Control Program Director.  Ms. Martinez advised the group that on October 28, 2021 the Notice of Funding Opportunity (NOFO) for the CDC Cancer Grant was released.  The due date is January 26, 2022 so there is a quick turnaround for the submission of the grant.  Ms. Martinez continued by advising the group that the overall purpose and expectations for the NOFO shifted to health equity.  The goals of the five-year plan must be inclusive and equitable.  Applicants of the grant must identify focus populations and plans must be data driven.  Survivorship has been added to the goals for the Advisory Council.  The draft of the Early Detection & Prevention Committee goals was satisfactory as written.  The Cancer Risk Reduction goals need to be updated to include an equity piece and the Cancer Registry goals need to include social determinants of health.  Programs that are funded through this opportunity are :
· Program 1: The National Breast and Cervical Cancer Early Detection Program (NBCCEDP or B&C) 
· Program 2: The National Comprehensive Cancer Control Program (Comp Cancer)
· Program 3: The National Program for Cancer Registries 
There are different funding strategies, and they are broken down by tiers.  Delaware falls into Tier 4 for the NBCCEDP and will apply for the maximum amount.  For Program 2 the max amount is $538,000 and the base for National Program for Cancer Registries is $100,000 with a max of $3 million. 

Dr. Grubbs commented that our program has addressed health equity for 20 years and that we have been way ahead with Delaware being the leader in health equity.  He advised that information should be included in the grant application to illustrate that Delaware has reduced mortality and that what the DCC has focused on, such as HPV vaccine, lung cancer screening and tobacco cessation, has had a BIG impact. 

Chair, Katy Connolly asked for a motion to approve the new five-year plan.  Dr. Grubbs made the motion to approve.  It was seconded and all participating approved the new five-year plan.



ASCO Health Policy Tool-Kit Presentation
Dr. Steven Grubbs provided a presentation on the ASCO Healthy Policy Took-Kit.  Goals of the tool kit are to: 1) provide oncologists with a case study of an effective state health policy that reduced cancer mortality and eliminated racial disparities in the state of Delaware; 2) Provide tools and resources to help identify opportunities for similar initiatives in other states and localities.  The main parts of the tool-kit consist of the summary of what was done in Delaware, share health policy and advocacy and find other helpful resources for work in health policy and advocacy.  The case study shown is of what occurred in Delaware.  The slides show how colorectal cancer (CRC) incidence and mortality in Delaware was higher than the national average.  It also showed once screening programs were instituted, rates decreased in Caucasians more than in African-Americans.  The tool-kit offers a timeline of the history of how Delaware used funds from the Master Tobacco Settlement to help the citizens of the state.  It started with the development of the Health Fund Advisory Committee, then the Delaware Advisory Council on Incidence and Mortality, the Screening for Life program began, the Advisory Council grew into the Delaware Cancer Consortium, then the  Delaware Cancer Treatment Program was formed, the Affordable Care Act was passed, disparities in colorectal cancer mortality were eliminated in Delaware, then the lung cancer screening program was born and finally, a co-payment assistance program was added.  He added that we might be the only state to have eliminated a disparity.

The tool-kit shows how to do policy and advocacy by providing the components of a successful state policy and implementation of strategies.  Key components to successful legislation are: 1) Problem Identification, 2) Building the Team, 3) Public Trust, 4) Evidence Based Solutions, and 5) Process Mapping.  It is very important to collect data and prove programs are working.  If what you are doing is not meeting the goals, then you need to modify in order to continue.  It must also be determined who will manage the project and provide oversight.  Evaluating success and measuring outcome is key.  Dr. Grubbs concluded the presentation advising that ASCO has a lot of tools for their members to use and they also try to train their members on how to communicate effectively.

Dr. Petrelli thought the presentation was outstanding and wanted to emphasize the need to add political trust to the slide that mentioned public trust is crucial.  He also stated that members and volunteers of the Delaware Cancer Consortium buy in because of the accuracy of the data.

Dr. Grubbs advised that conversations had begun with Astra Zeneca, to include funding, because of some articles the newspaper had done about cancer care in Delaware.  It is possible that they are trying to replicate the Delaware lung cancer program in the Appalachia area and eastern Kentucky and therefore we may be called upon to be consultants to pitch that early screening and proper screening can decrease the lung cancer numbers.  This helps to show that you can also make a difference economically and could be promoted around the country.  Lt. Gov. Hall-Long also thanked Dr. Grubbs for the presentation and stated that the Delaware legislators are invested in the DCC.

Sharing Time
Ms. Helen Arthur, HPDP Section Chief, provided an update on the Retreat scheduled for April 11, 2022.  As previously agreed, the Retreat will be virtual and ties into today’s presentations and healthy lifestyles.  She continued saying when it was first decided to have the Retreat, no one expected the surge in COVID cases that we are currently experiencing.  However, it is so important to stay credible and relevant.  It has been suggested to continue planning the Retreat however to make it an abbreviated day, possibly 8:30-11:30, as opposed to all day.  We are concerned that many participants may not be able to make a full day time commitment.  We could still have a possible keynote speaker and panel discussion regarding cancer health care and how it relates to COVID and health equity.  We are still planning on having a tribute to former Governor Ruth Ann Minner as well as interviews from individuals who helped shape the DCC and also from those who benefitted from the programs funded by the DCC.  The physician AC members all agreed to shorten the Retreat saying to stick to quality, not quantity.  The HPDP section will continue to plan for the 2022 Retreat with a shorter length of time.

Public Comment
No items were discussed.

Adjournment
Chair, Katy Connolly adjourned the AC meeting at 9:50 am after thanking everyone for their participation.

Attachments 





             

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





	Next Meeting:
Monday, April 11, 2022 – Virtual RETREAT 
	2022 meetings: 
July 11, 2022 – In-person
October 10, 2022 – In-person
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ASCO Health Policy Toolkit: State Affiliates

Laura Tenner, MD MPH
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Goal of Toolkit

 Provides oncologists with a case study of an effective state health policy that reduced cancer mortality and eliminated racial disparities in the state of Delaware 

 Provides tools and resources to help identify opportunities for similar initiatives in other states and localities. 









Toolkit’s Three Main Components

 

 

 









DELAWARE PROGRAM





Learn from a successful health policy program implemented in Delaware.



STATE HEALTH POLICY AND ADVOCACY



Learn what you can do in your state to become active in health policy and advocacy.



OTHER RESOURCES





Find other helpful resources for your work in health policy and advocacy. 





















THE CRC PROBLEM 



ROBBINS, JCO, 2012





THE DELAWARE PROBLEM













THE DELAWARE PROBLEM





Colorectal cancer incidence was 10.5% higher than the national average.  When broken down by race, African Americans had higher incidence that improved overtime but still experienced excessive mortality compared to whites.  At its best it was 28% and at it worst it was 50% higher.  



Top two lines US an DE mortality – AA mortality exceeded white mortality at best maybe 28% and at its worse 50%.  

Bottom two lines US and DE incidence 
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DELAWARE CRC PROGRAM

 In 2001, Delaware Governor, Ruth Ann Minner, established the Cancer Advisory Council to develop achievable deliverables for Delaware to decrease the cancer incidence and mortality throughout the state. 

 By 2003, the state legislature passed legislation funding the Council’s recommendation to develop a colorectal screening and treatment program for under- and uninsured Delaware residents. 









Delaware Colorectal Cancer Screening and Treatment Program 

1998-2020

1998

Jul

1999

Tobacco Master Settlement Agreement

Health Fund and Health Fund Advisory Committee

Jan 

2001

Gov. Minner Elected

Husband had lung cancer 

Mar

2001

Senate Joint Resolution 2

DE Advisory Council on Cancer Incidence and Mortality

Apr

2002

Turning Commitment Into Action 

Recommendations of the DE Advisory Council on Cancer Incidence and Mortality 

2002

Screening For Life 

Sep

2003

SB 102

Established the Delaware Cancer Consortium

2004

Treatment Program

24 months of treatment for uninsured 650% of FPL

2005

RN Navigators

2010

ACA Passed

Post ACA

2011

Disparities in CRC Mortality Eliminated

2014

Updated Regulations

2015

Lung Cancer Screening

2017

Copayment Assistance Program

2020

SB 8

Accounted for HIM and Medicaid Expansion 



Eligible if Maximum OOP >15% Of Income
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DELAWARE PROBLEM: SOLVED?

Grubbs, 2016
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Grubbs, 2016

DELAWARE PROBLEM: SOLVED?









African American Stage Change by 2009: 

local increased by 300% 

Regional decreased by 40% 

Distant decreased by 70% 
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DELAWARE CRC PROGRAM



Colorectal cancer screening rates increased from 57% in 2001 to 74% in 2009 for all Delawareans, incidence rates of colon cancer declined across all races, and the percentage of advanced colon cancer diagnoses declined, while the percentage of local cancer diagnoses increased. 



 Importantly, the colorectal program closed the disease specific mortality rates between African Americans and Caucasians.



The success of the colorectal program led to further state initiatives including a lung cancer screening program and state co-payment initiatives for high-cost medications such as immunotherapy. 











“We accomplished the following with respect to CRC health disparities from 2002 to 2009: elimination of screening disparities, equalization of incidence rates, reduction in the percentage of African Americans with regional and distant disease from 79% to 40%, and most importantly a near elimination of mortality differences.”

Grubbs, S. S. et al. Eliminating racial disparities in colorectal cancer in the real world: it took a village. J. Clin. Oncol. Off. J. Am. Soc. Clin. Oncol. 31, 1928–1930 (2013).





Drilling Down 

Stephen Grubbs, MD, Chair Early Detection and Cancer Prevention Committee 

The Honorable David McBride, Senator, Delaware

The Honorable John Carney, Governor, Delaware

The Honorable Bethany Hall-Long, Lt. Governor

William Bowser, Esq., Former Chair, Delaware Cancer Consortium

Nicholas Petrelli, MD, Medical Director, Helen F. Graham Cancer Center

Kathleen Connolly, Chair Delaware Cancer Consortium 

Karyl Rattay, MD, Director, DE Public Health

Heather Brown, DE Public Health

Jill Rodgers, DE Public Health 

Lisa Henry, DE Public Health

Alex Parkowski, Marketing

Michael Cordrey, Marketing













African American Stage Change by 2009: 

local increased by 300% 

Regional decreased by 40% 

Distant decreased by 70% 
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Toolkit’s Three Main Components

 

 

 









DELAWARE PROGRAM





Learn from a successful health policy program implemented in Delaware.



STATE HEALTH POLICY AND ADVOCACY



Learn what you can do in your state to become active in health policy and advocacy.



OTHER RESOURCES





Find other helpful resources for your work in health policy and advocacy. 























Key Components to Successful Legislation 

1. Problem Identification

2. Building the Team

3. Public Trust

4. Evidence Based Solutions

5. Process Mapping









Key Components to Successful Legislation-- Resources







Implementation Strategies

 Identify past and current efforts within the state.  What worked?  What was less successful?

 Determine who will provide oversight of the project prior to the launch of the initiative. 

 Utilize various public marketing techniques such as print, local news and radio, and social media. 











Implementation Strategies







Evaluating Your Success





How will the data be collected?





How will the data be analyzed?





Outcome Measures





Does the use of the measure make sense?





Is the measure reliable?





Can valid inferences be drawn from the use of the measure?





Does the burden for using the measure exceed available resources?





Does the use of the measure fit the study design and question?









Implementation Strategies—
Resources







Evaluating Your Success







Implementation Strategies—
Resources



Data Registries and Outcome Measures





Getting Active In Your State



This section answers these questions:

“Where can I find more information about my state and local elected officials?”

“How can I engage with state and local officials?”

“I’ve never done this before! Do you have any tips for me when communicating with my officials?” 

“Does ASCO provide any state advocacy support or opportunities?”







Getting Active In Your State-- Resources







ASCO online directory for state and local officials and the communities they serve





List of ways to engage with state and local officials—Refer to ASCO ACT Network





Communication Tips– Refer to previously developed ASCO reference





ASCO State/Regional Affiliates Page on ASCO.org





ASCO Bill Tracker





ASCO email contact for State/Regional Affiliates information





Refer to Patient Advocacy Organizations







Getting Active In Your State-- Resources











Oncologists hold a unique opportunity to engage with local legislators and influence policy development.   


We hope this tool will be helpful. 



Thank you for your attention
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Sample Logic Model”

Project: Connecting Parents (o Qualiy Onine Heallh Informalion Related to Children's Heallh and Wellness (Parinership of Heallh Science
Library, Public Library, and three nonprofit community-based organization providing support to families )

Goal: _Improve parens'abily to find children's health_information

INPUTS ACTIVITIES OUTCOMES
What we invest What we do Whowe reach | Why this project. | Why this project: | Why this project:
shorterm resuits | intermediate resuits |_long-term resuits
« Consumer health | + Promote oniine « 70 0r more « Parents vil + Parentswiluse_ | + Improved health
information training |  health information to | parents trained |  increase their onine health litracy
session modules | CBO clents. abily to find information
« 150 or more oniine health resources to + Improved child
« Trainers (public | + Promote use of pubiic library information research their future |  health
and health science |  reference services at | users feceive health concems
Iibrarians to local libraries among |  MediinePlus | + Parents wil + Improved
conduct training B8O clents brochures identfy waysto |+ Parents will contact | - community
sessions) contact local reference librarians | support for public
+ Conduct 10 or more | » CBO cients reference forassistance with | fibrary
+ Computertraining | - online search librarians heath information

facities:
« Funding
+ Promotional

materials for oniine
health information

classes with parents
who use the CBOS

+ CBOs will request
more traning
sessions for parents

‘Assumptions

+ Convenient computer training faciites can be ideniied

+ Parents in the CBO programs can be mofivated to attend online computer

training sessions

+_Reference lirarians are available to teach at times convenient to parents

External Factors
+ (+) The main branch of the public ibrary has a computer
training facity with 10 computers and Intemet access
* (-) Anticipated cuts in the public ibrary budget may lead

o staffay-offs and decreased hours of operation
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Logic Model Template

Program: Fiealth Inormaion Oulreach Program
Goal: Improve community members' abilfies o find, evaluate, and use health information
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results results results
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+ Should be confirmed before beginning the program + Cultue, economics, poliics, demographics
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Compendium of Data Registries:

Centers for Disease Control

Behavioral Risk Factor Surveillance System (BRFSS)
Cancer FASTATS

National Vital Statistics System

Health, United States (Annual Health Statistics)

National Cancer Institute

State Cancer Profiles (with contributions from CDC)
Cancer Trends Progress Report
Cancer Prevalence and Cost of Care Projections
Geographic Information Systems
‘Surveillance, Epidemiology, and End Results (SEER)
Cancer Stat Facts
SEER Cancer Query Systems
SEER Cancer Statistics Review
SEER Publications
SEER Explorer

Other Organizations

Cancer (Healthy People 2020)

Cancer Facts and Statistics (American Cancer Society)

National Cancer Database (American College of Surgeons)

Cancer in North America (North American Association of Central Cancer
Registries)

International Cancer Data Sources

Gancer Atlas (American Gancer Society)

Global Cancer Observatory (International Agency for Research on
Gancer)

Gancer Mortality Database (International Agency for Research on
Cancer)
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		 Delaware Cancer Consortium Advisory Council Recommendations for Delaware Cancer Consortium Five-Year Cancer Control Plan





		GOAL 1: Maintain a permanent council that reports directly to the Governor to oversee implementation of the recommendations and comprehensive cancer control; the council should have committees that continually evaluate and work to improve cancer care and cancer related issues in Delaware.

		OBJECTIVE 1: Oversee implementation of the current recommendations and any future recommendations.

		Task/Actions		Responsible Party		Data Source		Timeframe

		Maintain a formal membership approval process; maintain a structured council and committees to ensure clear member roles/responsibilities and expectations are provided.		DPH		Membership List		Year 1 & ongoing

		Recruit committee members from communities of identified targeted populations. 		DPH		Membership List		Year 1 & ongoing

		Coordinate a biennial retreat of the Consortium on the status of cancer and cancer control activities in Delaware.		DPH		Dates of Retreat		Years 1, 3, & 5



		GOAL 2: Develop and implement a five year cancer control and prevention plan based on CDC guidelines and involve multiple stakeholders with assigned responsibilities.

		OBJECTIVE 2:  Compile recommendations for each committee of the Consortium, data on cancer, cancer health disparities, and other relevant information into a state cancer plan; create a plan for Delaware that builds on the previous plan, Imagine what we can accomplish now: The Next Five Year Plan 2017-2021, and spans from 2022-2027.

		Task/Actions		Responsible Party		Data Source		Timeframe

		Create and publish 2022 - 2027 cancer plan, and translate publications into Spanish and Haitian Creole.		DPH		DCR, DCC		Year 1, and ongoing

		Develop two reports to the Governor and legislature on the status of current recommendations and the comprehensive cancer control plan and make additional recommendations as necessary.		DPH		DCR, DCC		Year 3 & Year 5



		GOAL 3: The Delaware Cancer Consortium will serve as a leader and resource for the public.

		OBJECTIVE 3: Each committee of the Consortium will serve as a technical resource in its particular field and will respond to public inquiries; with technical assistance from the Delaware Cancer Registry Advisory Committee, each committee will conduct studies as needed to investigate and respond to questions or concerns related to cancer.

		Task/Actions		Responsible Party		Data Source		Timeframe

		Using outlets such as radio, print, and Internet media, the DCC will inform the public about cancer prevention, early detection, treatment and survivorship.		DPH		Campaign Metrics
and Reports		Year 1 & ongoing

		Ensure all campaigns (media, radio, and traditional) are available in Spanish, Haitian Creole, and take into account literacy levels of the targeted demographic. 		DPH, Marketing Vendor		DPH		Year 1 & ongoing

		The DCC will maintain a culturally inclusive website with information and links to resources for the public.		DPH		Website Metrics		Year 1 & ongoing



		GOAL 4: Reimburse the cost of cancer treatment for every eligible Delawarean for up to two years after diagnosis. 

		Objective 4: The committee will support access equitable access to cancer treatment, and assist with monitoring fee reimbursement for cancer treatment.

		Task/Actions		Responsible Party		Data Source		Timeframe

		Maintain regulations for the Delaware Cancer Treatment Program (DCTP) to ensure eligibility for up to 24 months		DPH		DCTP Regulations		Year 1 & ongoing

		Update DCTP regulations as necessary.		DPH		DCTP Regulations		Year 1 & ongoing

		Reimburse providers enrolled in the Delaware Medicaid Enterprise System (DMES) for costs related to cancer treatment for clients enrolled in DCTP.		DCTP administration, contractor		DCTP Reports		Year 1 & ongoing

		Monitor and evaluate expenditures, client disposition (e.g., insurance eligibility), and health outcomes to ensure efficient resource utilization and quality care.		DPH		DCTP Reports		Year 1 & ongoing

		Maintain contract with vendor who supports the DMES to manage the day to day operations of the DCTP.		DPH		MOU		Year 1 & ongoing



		GOAL 5: Support the Health and Wellbeing and Cancer Survivors

		Objective 5: Improve survival rates for cancer survivors using a culturally inclusive and equitable approach.

		Task/Actions		Responsible Party		Data Source		Timeframe

		Identify focus populations that show decreased cancer survival rates.		DPH, DCR, DCTP		DCTP, DCR		Year 1 & ongoing

		Identify and implement multicultural, inclusive, equitable, and evidence-based Survivorship initiatives.		DPH		DPH, Contracted Vendor		Year 1 & ongoing

		Adhere to the CDC's recommended  short, intermediate, and long-term outcome  metrics when evaluating all Survivorship initiatives.  		DPH		DPH, Contracted Vendor		Year 1 & ongoing

		Monitor efficiency of survivorship interventions based on evaluation methods, and make recommendations for changes as needed. 		DPH, DCR, DCTP		DPH, DCR, DCTP		Year 1 & ongoing
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Changes to Delaware Cancer Reporting

Sumitha Nagarajan, MPH
Chronic Disease Epidemiologist
___________________________







Good morning everyone,



My name is Sumitha Nagarajan

I am the Chronic Disease Epidemiologist within the Delaware Division of Public Health, Comprehensive Cancer Control Program

This morning I will be speaking to you about some upcoming proposed changes to our current cancer reporting

The proposed changes were based on research from other states and guidelines provided in the Notice of Funding Opportunity provided in the new 5-year CDC cancer grant opportunity
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Background

Issues with current Cancer Incidence and Mortality(I&M) Report:

Too long

Hard to interpret

Key findings hard to find

Stratification analysis at census-tract level wasn’t epidemiologically sound

Research from other states: New Hampshire, Rhode Island, Vermont and Hawaii noted:

Produced cancer data briefs

Produced comprehensive incidence and mortality tables

No stratification analysis at census-tract level

New CDC cancer grant (CDC-RFA-DP22-2202 ) Notice of Funding Opportunity outlines recommended cancer data reporting and sharing guidelines

Delaware Division of Public Health is currently applying for this grant











 







In 2021, DPH’s Comprehensive Cancer Control Program has been discussing how to change Delaware’s cancer reporting

Some issues from our current cancer Incidence and Mortality (I&M) report is noted 

We researched other states to find our their cancer reporting structure. We chose these states because they were most like Delaware based on cancer case counts and population.

We discovered most states produced cancer data briefs, there was no stratification analysis at the census-tract level and created comprehensive incidence and mortality tables

The Comprehensive Cancer Control Program is currently applying for the new 5-year cancer grant with the CDC. The current Notice of Funding Opportunity provides guidelines that state Registries can use for cancer data dissemination



Sources on Rhode Island Reports: https://health.ri.gov/programs/detail.php?pgm_id=124

https://health.ri.gov/publications/databriefs/2020BreastCancer.pdf



Source for Vermont Reports: https://www.healthvermont.gov/sites/default/files/documents/pdf/stat_cancer_incidence_mortality_tables-2013-2017.pdf

https://www.healthvermont.gov/health-statistics-vital-records/surveillance-reporting-topic/cancer



Source for Hawaii Report: https://www.uhcancercenter.org/pdf/htr/Hawaii%20Cancer%20at%20a%20Glance%202012_2016.pdf



Sources on New Hampshire Report: https://www.dhhs.nh.gov/dphs/cdpc/documents/nhcancer-2012-2016.pdf
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CDC cancer grant -CDC-RFA-DP22-2202 





PM 27: CCR creates a target number of cancer surveillance publications, burden reports, presentations, and data briefs and disseminates them to NPCR and other entities annually. 

Target: CCR creates and disseminates at least one comprehensive cancer surveillance report that includes age-adjusted incidence rates, stage at diagnosis, and age-adjusted mortality rates for the diagnosis year using SEER site groups stratified by age, sex, race, ethnicity, and/or geographic area. 

Target: CCR presents analysis findings to at least two state or territorial groups and one national group each year (NPCR counts as a national group). 

Target: CCR collaborates on at least one summary surveillance report outside of cancer registry, such as environmental health, immunization, nutrition and physical activity, substance abuse (alcohol, marijuana, opioid use), HIV/AIDS, or sexually transmitted infections. 

Target: CCR creates five one-page cancer surveillance data briefs each year. 





Outlined here was taken directly from the Notice of Funding Opportunity grant document for recommendations for the Delaware Cancer Registry

Read highlighted areas



Source: Cancer Prevention and Control Programs for State, Territorial, and Tribal Organizations (CDC-RFA-DP22-2202) | CDC, page 46
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Cancer Reports and Products

Annual Reporting

Complete chapter 3 of current I&M report on all-site cancers

All-site (all cancers) chapter includes age-adjusted incidence rates stratified by race, gender, age, stage at diagnosis and geographic region

Complete census-tract compendium on all-site cancer rates within census-tracts

This is a legislative requirement

Create two tables: One on Incidence and one Mortality that displays cancer rates for top 24 cancers in Delaware and U.S

Ready-to-use and informative





















Data Briefs

Two-pages

One on each top 4 cancers: Breast, Prostate, Colorectal and Lung

One brief on a special topic such as COVID and cancer

5 to 6 total/year

Epi Working Group

Discuss epi data brief topics and data sources available to help “build the Epi picture” of the particular topic



Members will include: 

DPH Epidemiologists,

Comprehensive Cancer Control Director,

Cancer Registry Staff















Epidemiological Profiles For Cancer Outreach

Increased sharing of cancer data among cancer outreach programs

Quarterly basis programs will receive data on target populations to reach for intervention, community events, etc.

County-level sharing at first









Based on the recommendations from the NOFO, DPH proposes to make the following changes:



For Annual Reporting, DPH will produce Chapter 3 of the current I&M Report. Chapter 3 discusses age-adjusted incidence rates stratified by race, gender, age, stage of diagnosis and geographic region. We will also produce the current compendium report on census-tract analyses. We will start to create comprehensive incidence and mortality tables. These new tables will display rates of incidence and mortality for the 24 cancers in Delaware and compare them to the U.S ranking. These tables will hopefully be an easy tool to view cancer rates instead of digging through current I&M report. 



DPH will also begin to produce 5 to 6, 2-page cancer surveillance data briefs. Will make sure to include breast, prostate, colorectal and lung. These briefs will provide key information on cancer statistics, trends and note health disparities. The hope is the shorter versions will help users interpret and utilize the cancer data more easily



DPH will also increase cancer data sharing to cancer outreach programs. DPH is planning to implement enhanced screening services to Delawareans in the new grant application. On a more regular basis, cancer data, with a focus on populations to ensure to target, will be shared with program planners to ensure interventions and community events are reaching those most in need



DPH will also form an Epidemiology Working Group. The purpose of this group will be to discuss topics on cancer data briefs, research projects, outreach efforts, and discuss data sources available in DPH to pool and help “build the Epi picture” of a particular topic
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Data Brief













This is a proposed cancer surveillance data brief

It is only 2 pages long, but provides insight into trends on incidence mortality, stage at diagnosis and health disparities



This is only a draft and revisions are still being discussed



Other states will data briefs

Rhode Island: https://health.ri.gov/publications/databriefs/2020BreastCancer.pdf

Vermont: https://www.healthvermont.gov/health-statistics-vital-records/surveillance-reporting-topic/cancer
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Incidence Table







This is a proposed table on the display of cancer incidence rates. We plan to also create one on morality cancer rates

These new tables will display rates of incidence and mortality for the 24 cancers in Delaware and compare them to the U.S ranking, along with stratification by gender

These tables will hopefully be an easy tool to view cancer rates instead of digging through current I&M report. Also, the current I&M reporting structure only displays incidence and mortality rates on the 5 cancers discussed for that year’s report. These new tables will expand on the cancer rates provided and available in the Delaware Cancer Registry



This is only a draft and revisions are still being discussed



Other states will similar tables:

Vermont: https://www.healthvermont.gov/sites/default/files/documents/pdf/stat_cancer_incidence_mortality_tables-2013-2017.pdf

New Hampshire: https://www.dhhs.nh.gov/dphs/cdpc/documents/nhcancer-2012-2016.pdf
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NCI/NAACR Zone Design Project



Removed previous Secondary Analysis Report since stratification analysis at census-tract didn’t yield reliable results

Less case count produced unstable incidence rate calculations with wide confidence intervals. Therefore, Areas of Concern changed from year to year

Must follow DPH’s Privacy Board rules for suppression. Due to low case counts, most information shared with public needed to suppressed

Begin NCI/NAACR Zone Design Project

National Cancer Institute (NCI)-funded project, Collaboration with the North American Association of Central Cancer Registries (NAACCR), Westat is contracted with NCI to support the project

Utilization of the zones for cancer reporting that are homogeneous by urbanicity, percent below poverty, percent minority, but still geographically compart

Provide more meaningful data for communities & stakeholders

Westat has worked with 14 central cancer registries to establish their final set of cancer reporting zones

Publicly available websites with zone-level data

California: California Health Maps

Louisiana: Louisiana Cancer Maps - Public Health (lsuhsc.edu)







Read text in slides

Show Louisiana Cancer Map as an example

If members would like more information about the NCI/NAACR Zone Project, please join the Delaware Cancer Registry Advisory Council (DCRAC) meeting later this morning for a more in-depth presentation provided by Diane Ng from Westat/Delaware Cancer Registry





For more information on the NCI/NAACR Zone Project

PowerPoint Presentation (naaccr.org)
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Next Steps

Establish Epidemiology Working Group

Kick-off NCI/NAACCR Zone Project in February 2022

First report on zones with cancer data in 2023

Continue development of cancer data briefs

Release first brief April 2022

Continue to draft revision of comprehensive incidence and mortality tables

Release tables with 2022 cancer annual reporting







First- we need to successfully compete for this grant opportunity.



Assuming all goes well our next steps will include: [Read Slide]
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NCI/NAACCR Zone Design Project

Presentation for Delaware Cancer Registry Advisory Council 



Diane Ng, MPH

Research Analyst, Westat
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NCI/NAACCR Zone Design Project



Removed previous Secondary Analysis Report since stratification analysis at census-tract didn’t yield reliable results

Less case count produced unstable incidence rate calculations with wide confidence intervals. Therefore, Areas of Concern changed from year to year

Must follow DPH’s Privacy Board rules for suppression. Due to low case counts, most information shared with public needed to suppressed

National Cancer Institute (NCI)-funded project

Collaboration with the North American Association of Central Cancer Registries (NAACCR)

Westat is contracted with NCI to support the project





Sumitha will present on opening slide
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Motivation for NCI/NAACCR Zone Design Project

Counties or Census Tracts are not very satisfactory geographic units for cancer reporting and analysis

Issues:

Heterogeneity in population size – counties ~100 - 10 Mil

Unstable rates

Identifiability

Suppression
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Project Plan

Develop a set of cancer reporting zones that will:

Provide greater spatial resolution for large counties

Reduce suppression of data for small counties

Provide more meaningful data for communities & stakeholders

Establish a common zone design method that can be applied to all states 

Zones with minimum and target population of 50,000

Homogeneous by urbanicity, percent below poverty, percent minority

Geographically compact

Work with individual states to apply the method







Population: large enough to support reliable rate calculations and reduce suppression

Homogeneity: facilitate more meaningful comparison and depiction of cancer disparities that are currently obscured because of the wide variation in population 

Compactness: so that the defined areas could more readily be associated with existing neighborhoods and communities and to make it easier to identify spatial patterns in maps of cancer rates

12







Delaware Participation

Delaware has been invited to participate in the project, with a kick-off meeting scheduled for February

Westat will develop zone alternatives for Delaware to review and select their preferred zone configuration (~3-4 months for development and review)

Following selection of the preferred zones, Delaware may utilize the zones for rate calculations and will be provided a template for a web tool to display zone-level data (optional)

Some technical assistance is provided by Westat 

Web tool template can be updated as desired by Delaware/each participating state













July 2019

13







Project successes

We have worked with 14 central cancer registries to establish their final set of cancer reporting zones, with several others expected to start the process in the near future

Utilization of the zones for cancer reporting

Publicly available websites with zone-level data

California: California Health Maps

Louisiana: Louisiana Cancer Maps - Public Health (lsuhsc.edu)

Zone to census tract crosswalk provided to NAACCR for assignment of zones to cases in NAACCR*Prep with annual data submission

Future goal to have this data available to researchers to calculate zone-level statistics
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Project successes

Provide more meaningful data for communities & stakeholders

Greater spatial resolution for large counties

Can identify differences in rates within large counties - reveal heterogeneity overall and within subgroups (e.g., by race/ethnicity)

Allow reporting for areas that previously could not be reported on due to identifiability or suppression issues















 
For additional questions contact:

Sumitha Nagarajan sumitha.nagarajan@delaware .gov
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Spotlight on Disparities    Differences in Race/Ethnicity    •   Non - Hispanic Caucasian females (137.6 per 100,000) have a significantly higher female breast cancer  incidence rate compared to Hispanic females. (105.8 per 100,000).    •   Non - Hispanic African American females (137.7 per 100,000) have a significantly higher fem ale breast  cancer incidence rate compared to Hispanic females (105.8 per 100,000).    •   Non - Hispanic African American (30%) and Hispanic females (29%) have a higher proportion of female  breast cancer diagnosed at the regional stage compared to non - Hispanic Cau casian females (23%).    •   As age increases, so does the incidence of breast cancer.  The highest age - specific female breast cancer  incidence rate was observed among females age 75 - 84.      •   As age increases, so does the mortality from breast cancer:  The highest age - specific female breast cancer  mortality rate was observed among females age 85 and older.   


Stage at Diagnosis    There are three stages of breast cancer diagnosis:  local, regional,  and distant. Females with breast  cancer diagnosed at the local stage have a highest  five - year survival. Therefore, early detection is  important for better outcomes.  According to a study  of 2011 - 2017 SEER data, the five - year relative survival  for females w ith diagnosed breast cancer at the local  stage was 99%.  This survival dropped to 86% among  females diagnosed with breast cancer at the regional  stage, and 29% among females with diagnosed breast  cancer at the distant stage.      Over the past three decades,   the proportion of  female breast cancer diagnosed at the local stage has  increased from 42% to 68%.  During this same time  period, cases diagnosed at the regional stage has  decreased from 43% to 25% and cases diagnosed at  the distant stage has decreased fr om 8% to 6%.   However, when comparing race/ ethnicities, non - Hispanic African American and Hispanic females have  a higher proportion of cases being diagnosed at the  regional stage compared to the local stage.            Early Detection    A screening mammogram (x - ray of the breast) is  used to detect breast disease in females who  appear to have no breast problems.  For early breast  cancer detection in females without breast  symptoms, the DCC recommends that: 11         Females 40 years of age and older should get a  mammogram and clinical breast exam annually.       Females 18 - 39 years of age should get a clinical  breast exam annually.        In 2020, 73% of Delaware females age 40 and older  reporting having a mammogram in the pas t two  years.  When adjusting for demographic and access  to health care factors, having a personal doctor and  having a check - up within the past year were both  associated with receiving a mammogram.   Therefore, access to and being established in the  health c are system is important to meeting  screening guidelines.   
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Division of Public Health

Data Brief

November 2021

Breast Cancer Incidence and Mortality in Delaware

Key Highlights

Most commonly diagnosed cancer among females in the U.S. and Delaware

Delaware ranked 8" in the U.S. for female breast cancer incidence

Delaware ranked 17th in the U.S. for female breast cancer mortality

From 2013-2017, 4,203 female breast cancer cases were diagnosed

73% of Delaware females age 40 and older reported having a mammogram in the past two years

Incidence (New Cases)
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Female breast cancer is the most commonly diag-
nosed cancer among females in the U.S. and Dela- 135

ware. From 2013-2017, there were 4,240 cases of //
breast cancer diagnosed in Delaware. Of these cas-

es, 99% (4,203 cases) were diagnosed in females
and 1% (37 cases) were diagnosed in males. Fe-

male breast cancer comprises 30% of all female
cancer cases in Delaware.
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Incidence rates for female breast cancer increased
8% in Delaware (2003-2007 rate: 124.8 per
100,000; 2013-2017 rate: 135.4 per 100,000) - - :
and increased 3% in the U.S. (2003-2007 rate: Year of iagnosis
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Female breast cancer is the second most common
cause of cancer death among females in the U.S. *

and Delaware. In 2013-2017, there were 700 ” >\
female deaths (15% of all female cancer deaths) | ¢ /

from breast cancer in Delaware. Delaware ranked 1
17" in the U.S. for female breast cancer mortality, | £,

up from 20" in the previous time period. Mortali- \
ty rates for female breast cancer decreased 2% in 2
Delaware (2003-2007 rate: 22.5 per 100,000;
2013-2017 rate: 22.0 per 100,000) and de-
creased 15% in the U.S. (2003-2007 rate: 24.0 ® : ‘ .
per 100,000; 2013-2017 rate: 20.3 per Year of Death
100,000). The difference in female breast cancer i DE Fermale  —8=U.S. Female
mortality rates between Delaware (22.0 per

100,000) and the U.S. (20.3 per 100,000) was not statistically significant.
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Spotlight on Disparities

Differences in Race/Ethnicity

Non-Hispanic Caucasian females (137.6 per 100,000) have a significantly higher female breast can-
cer incidence rate compared to Hispanic females. (105.8 per 100,000).

Non-Hispanic African American females (137.7 per 100,000) have a significantly higher female
breast cancer incidence rate compared to Hispanic females (105.8 per 100,000).

Non-Hispanic African American (30%) and Hispanic females (29%) have a higher proportion of fe-
male breast cancer diagnosed at the regional stage compared to non-Hispanic Caucasian females
(23%).

As age increases, so does the incidence of breast cancer. The highest age-specific female breast
cancer incidence rate was observed among females age 75-84.

As age increases, so does the mortality from breast cancer: The highest age-specific female breast
cancer mortality rate was observed among females age 85 and older.

Stage at Diagnosis Early Detection

There are three stages of breast cancer diagnosis: A screening mammogram (x-ray of the breast) is
local, regional, and distant. Females with breast used to detect breast disease in females who ap-
cancer diagnosed at the local stage have a highest | | pear to have no breast problems. For early
five-year survival. Therefore, early detection is im- breast cancer detection in females without breast
portant for better outcomes. According to a study | | symptoms, the DCC recommends that:"!

of 2011-2017 SEER data, the five-year relative + Females 40 years of age and older should
survival for females with diagnosed breast cancer get a mammogram and clinical breast exam
at the local stage was 99%. This survival dropped annually.

to 86% among females diagnosed with breast ¢ Females 18-39 years of age should get a
cancer at the regional stage, and 29% among fe- clinical breast exam annually.

males with diagnosed breast cancer at the distant

stage. In 2020, 73% of Delaware females age 40 and
Over the past three decades, the proportion of older reporting having a mammogram in the past
female breast cancer diagnosed at the local stage two years. When adjusting for demographic and
has increased from 42% to 68%. During this access to health care factors, having a personal

same time period, cases diagnosed at the regional | | doctor and having a check-up within the past
stage has decreased from 43% to 25% and cases | | year were both associated with receiving a mam-
diagnosed at the distant stage has decreased from | | mogram. Therefore, access to and being estab-
8% to 6%. However, when comparing race/ lished in the health care system is important to
ethnicities, non-Hispanic African American and meeting screening guidelines.

Hispanic females have a higher proportion of cas-
es being diagnosed at the regional stage com-
pared to the local stage.
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Spotlight on Disparities 


Differences in Race/Ethnicity 


· Non-Hispanic Caucasian females (137.6 per 100,000) have a significantly higher female breast cancer incidence rate compared to Hispanic females. (105.8 per 100,000). 


· Non-Hispanic African American females (137.7 per 100,000) have a significantly higher female breast cancer incidence rate compared to Hispanic females (105.8 per 100,000). 


· Non-Hispanic African American (30%) and Hispanic females (29%) have a higher proportion of female breast cancer diagnosed at the regional stage compared to non-Hispanic Caucasian females (23%). 


· As age increases, so does the incidence of breast cancer.  The highest age-specific female breast cancer incidence rate was observed among females age 75-84.   


· As age increases, so does the mortality from breast cancer:  The highest age-specific female breast cancer mortality rate was observed among females age 85 and older. 


			Stage at Diagnosis 


There are three stages of breast cancer diagnosis: local, regional, and distant. Females with breast cancer diagnosed at the local stage have a highest five-year survival. Therefore, early detection is important for better outcomes.  According to a study of 2011-2017 SEER data, the five-year relative survival for females with diagnosed breast cancer at the local stage was 99%.  This survival dropped to 86% among females diagnosed with breast cancer at the regional stage, and 29% among females with diagnosed breast cancer at the distant stage.   


Over the past three decades, the proportion of female breast cancer diagnosed at the local stage has increased from 42% to 68%.  During this same time period, cases diagnosed at the regional stage has decreased from 43% to 25% and cases diagnosed at the distant stage has decreased from 8% to 6%.  However, when comparing race/ ethnicities, non-Hispanic African American and Hispanic females have a higher proportion of cases being diagnosed at the regional stage compared to the local stage.   


 


			


			Early Detection 


A screening mammogram (x-ray of the breast) is used to detect breast disease in females who appear to have no breast problems.  For early breast cancer detection in females without breast symptoms, the DCC recommends that:11  


· Females 40 years of age and older should get a mammogram and clinical breast exam annually. 


· Females 18-39 years of age should get a clinical breast exam annually. 


 


In 2020, 73% of Delaware females age 40 and older reporting having a mammogram in the past two years.  When adjusting for demographic and access to health care factors, having a personal doctor and having a check-up within the past year were both associated with receiving a mammogram.  Therefore, access to and being established in the health care system is important to meeting screening guidelines. 
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Delaware Department of Health and Social Services


Division of Public Health


Delaware Cancer Registry


Cancer Site


US - Male and 


female Rate


DE - Male and 


female Rate


National 


Ranking


DE - Male and 


female Count


Cancer Site


US - Male 


Rate


DE - Male 


Rate


US - Male 


Count


DE - Male 


Count


Cancer Site


US - 


Female 


Rate


DE - Female 


Rate


US - Female 


Count DE - Female Count


All Sites 435.0                  484.3                  4                          28,938                All Sites 472.9            531.5          1,078,731       14,757          All Sites 410.5             450.8              1,077,076       14,181                                    


Breast 67.7                    73.1                    7                          4,240                  Prostate 107.0            125.5          258,914           3,768            Breast 126.8             135.4              329,868          4,203                                      


Lung and Bronchus 52.6                    67.4                    12                       4,185                  Lung and Bronchus 60.6               75.7            134,242           2,092            Lung and Bronchus 46.6               61.3                126,814          2,093                                      


Prostate 49.0                    57.4                    6                          3,768                  Colon and Rectum 43.9               44.3            99,223             1,185            Colon and Rectum 33.8               32.9                90,013             1,050                                      


Colon and Rectum 38.4                    38.1                    24                       2,235                  Urinary Bladder 33.3               42.3            71,412             1,134            Corpus and Uterus, NOS 26.8               30.7                72,962             1,010                                      


Melanoma of the Skin 23.6                    29.6                    2                          1,729                  Melanoma of the Skin 30.7               38.9            68,251             1,048            Melanoma of the Skin 18.4               22.5                46,971             681                                          


Urinary Bladder 19.1                    24.0                    6                          1,469                  Non-Hodgkin Lymphoma 23.4               24.6            51,869             651                Thyroid 21.4               25.4                50,422             640                                          


Non-Hodgkin Lymphoma 19.3                    20.4                    10                       1,200                  Kidney and Renal Pelvis 22.2               23.6            51,300             649                Non-Hodgkin Lymphoma 15.9               17.0                41,947             549                                          


Kidney and Renal Pelvis 16.2                    17.2                    22                       1,023                  Oral Cavity and Pharynx 17.3               19.7            41,131             553                Pancreas 11.4               12.1                31,212             407                                          


Corpus and Uterus, NOS 14.2                    16.5                    10                       1,010                  Pancreas 14.5               16.9            32,599             472                Kidney and Renal Pelvis 11.1               11.8                29,328             374                                          


Pancreas 12.8                    14.2                    9                          879                      Leukemia 17.6               17.3            38,438             452                Ovary 11.1               11.0                28,990             348                                          


Thyroid 14.5                    16.4                    10                       816                      Liver and Intrahepatic Bile Duct 13.8               13.9            33,795             412                Urinary Bladder 8.1                 9.9                  22,083             335                                          


Oral Cavity and Pharynx 11.4                    12.7                    25                       761                      Esophagus 7.0                 9.0               16,197             245                Leukemia 10.7               9.5                  27,640             292                                          


Leukemia 13.8                    13.0                    28                       744                      Stomach 9.5                 8.8               21,031             240                Myeloma 5.5                 6.3                  14,750             212                                          


Liver and Intrahepatic Bile Duct 9.1                      9.0                      11                       574                      Myeloma 8.5                 8.7               19,036             240                Oral Cavity and Pharynx 6.3                 6.7                  16,874             208                                          


Myeloma 6.8                      7.4                      8                          452                      Brain and Other Nervous System 7.4                 7.3               16,703             184                Cervix Uteri 7.4                 7.8                  17,295             199                                          


Stomach 7.1                      6.5                      19                       391                      Thyroid 7.4                 6.9               16,945             176                Brain and Other Nervous System 5.3                 5.8                  13,130             164                                          


Brain and Other Nervous System 6.3                      6.4                      19                       348                      Larynx 4.9                 5.7               11,517             166                Liver and Intrahepatic Bile Duct 4.9                 4.7                  13,572             162                                          


Ovary 5.9                      5.9                      18                       348                      Testis 5.9                 5.3               13,032             113                Stomach 5.2                 4.6                  13,768             151                                          


Esophagus 4.1                      4.9                      34                       297                      Hodgkin Lymphoma 2.8                 3.4               6,310               79                  Larynx 1.0                 1.8                  2,852               64                                            


Larynx 2.8                      3.6                      23                       230                      Breast 1.2                 1.3               2,623               37                  Hodgkin Lymphoma 2.2                 2.5                  5,024               60                                            


Cervix Uteri 3.8                      4.1                      18                       199                      Esophagus 1.7                 1.6                  4,564               52                                            


Hodgkin Lymphoma 2.5                      2.9                      11                       139                     


Testis 3.0                      2.6                      34                       113                     


Female Male Male and Female


Age-Adjusted Cancer Incidence Rates per 100,000 population, 2013-2017
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Cancer Prevention and Control Programs for State, Territorial, and Tribal Organizations 
Notice of Funding Opportunity (CDC-RFA-DP22-2202) Grant Overview

Delaware Division of Public Health





DP22-2202 Applicant General Information

Application Deadline: January 26,2022

Total Projected Number of Awards: 196

Number of National Programs Funded: 3

Performance Period: 5- Year 

Estimated Award Date: May 24, 2022

Anticipated Start Date: June 30, 2022

Total Period of Performance Funding: $1,100,000,00

Average One Year Award: $850,000

Cost Sharing and Matching: Yes, both are required.

















Overall Purpose and Expectations

Purpose: To take a comprehensive and coordinated approach to advance health equity and achieve the following goals: 

Goals: 

Eliminate preventable cancers.

Ensure all people get the right screening at the right time for the best outcome.

Support cancer survivors in a manner that allows them to live longer, healthier lives. 

Expectations:

Improve health equity through prevention, screening, and health and wellness in survivors.

Collaboratively work with all organizations to collectively address a community’s cancer burden. 

Establish a coordinated 5-year cancer control plan that aligns with priorities outlined in NOFO.

Implement cancer control plan and address priorities through three federally funded national programs. 







The purpose, goals, and priorities are specific to all three programs, and represent the impact that being funding should have through a cross-collaborative effort with all three programs.
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Primary Shifts in Priorities from DP17-1701

DP 22-2202 Overarching Focus          

Health Equity

Goals and Objectives must be Inclusive and Equitable

Applicants must Identify “Focus Populations”

Data Driven

Data must illustrate the need for funding.

Initiatives must have measurable outcomes.













This is relevant for all three programs
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National Programs Funded through DP22-2202

Program 1: The National Breast and Cervical Cancer Early Detection Program (NBCCEDP or B&C) 



Program 2: The National Comprehensive Cancer Control Program (Comp Cancer)



Program 3: The National Program for Cancer Registries 





National Breast and Cervical Cancer Early Detection Program

DP17-1701

		Strategies

Program Management

Program Collaboration

External Partnerships

Cancer Data and Surveillance

Environmental Approaches for Sustainable Cancer Control

Community-Clinical Linkages to Aid Patient Support

Health Systems Changes

Program Monitoring and Evaluation











DP22-2202

		Strategies



Use surveillance systems and population-based surveys to access cancer burden, examine health disparities, focus program efforts, and inform efforts to address social determinants of health (SDOH). 



Support partnerships for cancer control and prevention. 



Deliver breast and cervical cancer screening and implement EBIs in primary care clinics that serve women impacted by health inequities. 



Conduct program monitoring and evaluation to strengthen program processes and improve equitable outcomes. 







National Comprehensive Cancer Control Program

DP17-1701

                          Strategies

Program Management

Program Collaboration

External Partnerships

Cancer Data and Surveillance

Environmental Approaches for Sustainable Cancer Control

Community-Clinical Linkages to Aid Patient Support

Health Systems Changes

5-Year Cancer Control Plan priorities 

Program Monitoring and Evaluation



DP22-2202

		Strategies

Enhance National Program of Cancer Registries (NPCR) data quality, completeness, use, and dissemination. 

Use surveillance systems and population-based surveys to assess cancer burden and inform programmatic efforts. 

Support partnerships for cancer control and prevention.

Deliver screening and implement evidence-based interventions (EBIs).

5-Year Cancer Control Priorities

Conduct program monitoring and evaluation. 





The Comp Cancer program is for all-site cancer, with an emphasis on the top-ten latent stage diagnosis and mortality causing cancers. 

Funding for Comp Cancer centers around the 5-Year Cancer Control Plan.

Implementation of all strategies must be inclusive and equitable. 
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Comprehensive Cancer Control Program: 5-Year Cancer Control Plan

		DP17-1701		DP22-2202

		Priority 1: Primary prevention of cancer		Priority 1: Primary Prevention – to reduce cancer risk factors, such as tobacco and alcohol use, physical inactivity, overweight/obesity, HPV/HBV transmission, UV exposure, and exposure to environmental carcinogens such as radon. 

		Priority 2: Screening and early detection of cancer 
		Priority 2: Early Detection and Screening – to increase access and use of screening services in accordance with the USPSTF’ recommendations for breast, cervical, colorectal, lung, and/or BRCA-related cancers. In addition, applicants should also describe efforts to support the USPSTF recommendation for prostate cancer screening, i.e. informed decision-making, which helps patients consider the benefits and harms of screening to help them determine individual preferences. 

		Priority 3: Improving quality of life of cancer survivors		Priority 3: Health and Wellbeing of Cancer Survivors– to improve the health and wellbeing of cancer survivors; increase the support and well-being of their caregivers and families and increase ability of health care providers and health systems to recognize and meet survivors’ needs. 







The DP22 NOFO guidance specifies how each Priority should be addressed

Coalitions are expected to identify and implement strategies that will achieve short- (1-2 years), intermediate (3-4 years), and long-term (5 years) outcomes within three priorities
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National Program for Cancer Registries

   DP17-1701		

	     Strategies

Program Collaboration

External Partnerships

Cancer Data and Surveillance

Community Level Interventions and Patient Support

Health Systems Change

Program Monitoring and Evaluation



DP22-2202

	              Strategies

Enhance National Program of Cancer Registries (NPCR) data quality, completeness, use, and dissemination.

Use surveillance systems and population-based surveys to assess cancer burden, examine health disparities, target program efforts, and inform efforts to address social determinants of health (SDOH). 

Strategy 3: Support partnerships for cancer control and prevention

Strategy 5: Conduct program monitoring and evaluation





Additional Requirements under each strategy are outlined in the NOFO. 

Strategy 1: Includes Legislative Authority requirements, and all data collection, dissemination, linkages, and all other data specific requirements that should be implemented when executing activities and strategies.
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Target/Focus Populations

		NBCCEDP		Comp Cancer		NPCR

		Women at or below 250% of the federal poverty level.		Populations disproportionately burdened by the increased risk of cancer.
States are required to identify populations of focus using cancer incidence and mortality data, in addition to any other state specific data that highlights populations of focus disproportionately impacted by cancer incidence and mortality.
		All residents who live in applicant’s geographic area. This includes members of tribes or tribal organizations. 


		Women aged-appropriate based on breast and cervical cancer screening recommendations, who live in the state of the recipient. 
		Every person living within targeted geographic areas benefit from relevant prevention, screening, and survivorship strategies. 
		

		Women disproportionately burdened by the increased risk of breast and cervical cancer.
States are required to identify populations    of focus using cancer incidence and  mortality data, in addition to any other state specific data that highlights populations of focus disproportionately impacted by breast and cervical cancer incidence and mortality.				

















Annual Program Funding Strategies

		NBCCEDP Annual Funding						

		Base Funding				$100,000		

		Tier		Funding by Tier				Performance Goal

		1		Up to $8 Million				20,000 and over

		2		Up to $5.9 Million				7,000-19,999

		3		Up to $2.9 Million				3,500-6,999

		4		Up to $1.9 Million				1,000-3,499

		5		Up to $899 K
				1-999



		Comp Cancer Annual Funding		

		Annual Base		$100,000

		Max Annual		$538, 000

		Funding Determination		State’s population of individuals over age 40.

				The state’s burden of cancer (crude incidence and death rates for the top ten cancers)


				The percentage of rural areas within the state.


				The percentage of people living in poverty within the applicant’s geographic area.




		NPCR Annual Funding		

		Annual Base		$100,000

		Annual Max		$3 Mill







NPCR Funding is Formula Based and is on age 39 of NOFO

The NPCR funding formula will be formula-based and includes factors that impact the cost of operating a given NPCR registry (e.g., state laws and policies, underlying healthcare system structure, etc.) and the burden of cancer within the boundary of the state or Freely Associated States and US Affiliated Pacific Islands (catchment area). The legislation authorizing NPCR clearly states that its purpose is to establish a national program of cancer registries by supporting statewide cancer registries; thus, all existing statewide and well-established territorial population-based central cancer registries are eligible to apply. However, the law also stipulates that NPCR cannot replace or diminish the National Cancer Institute’s Surveillance, Epidemiology, and End Results (NCI SEER) program; therefore, the funding formula will also consider funds awarded to any entity within the catchment area for core cancer surveillance operations by NCI SEER. Receipt of additional NCI SEER funds in subsequent years may result in reduced funding through this cooperative agreement, in concordance with the funding formula.
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