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Office for State, Tribal, Local and Territorial Support  
presents… 

CDC Vital Signs : 
Breast Cancer 

November 20,  2012 
2:00 pm–3:00 pm (EST) 

Welcome 

Centers for Disease Control and Prevention  

Office for State, Tribal, Local and Territorial Support 
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Agenda 
2:00 pm Welcome & Introductions Dan Baden, MD 

Senior Liaison, Office for State, Tribal, Local and Territorial Support 
Centers for Disease Control and Prevention 
 

2:04 pm Vital Signs Overview Captain Jacqueline W. Miller, MD, FACS 
Medical Director, National Breast and Cervical Cancer Early 
Detection Program 
Centers for Disease Control and Prevention 
 

2:10 pm Presentation Nancy Wright,  MPH 
Director, Cancer Prevention and Control Division  
Alabama Department of Health  
 
Allison A. McGuire, MPH 
Program Manager, Division of Prevention Medicine 
University of Alabama at Birmingham 
 

2:30 pm Q&A and Discussion Dan Baden  

2:55 pm Wrap-up Dan Baden 

3:00 pm End of Call   

Presenter
Presentation Notes
2:00 pm
Welcome & Introduction 
Dan Baden, MD
Senior Liaison, Office for State, Tribal, Local and Territorial Support, Centers for Disease Control and Prevention (CDC)

2:04 pm
Vital Signs Overview
Captain Jacqueline W. Miller, MD, FACS
Medical Director, National Breast and Cervical Cancer Early Detection Program, CDC

2:10 pm
Presentations
Nancy Wright, MPH
Director, Cancer Prevention and Control Division  
Alabama Department of Health

Allison A. McGuire, MPH
Program Manager, Division of Prevention Medicine
University of Alabama at Birmingham 


2:30 pm
Q&A and Discussion
Dan Baden

2:55 pm
Wrap-up
Dan Baden

3:00 pm
End of Call
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Vital Signs   Teleconference 

to support STLT efforts and build  
momentum around the monthly 

release of CDC Vital Signs 



Racial Disparit ies in Breast Cancer Severity—
United States, 2005–2009 

Captain Jacqueline W. Miller, MD, FACS 
Medical Director,  

National Breast and Cervical Cancer Early Detection Program, CDC  
 

Vital Signs Town Hall Teleconference 
November 20,  2012 

National Center for Chronic Disease Prevention and Health Promotion  
Division of Cancer Prevention and Control 



Black Women Have Higher Death Rates from Breast 
Cancer Than Other Women 

 Nearly 40,000 women die of 
breast cancer each year in 
the US. 

 Black women are 40% more 
likely to die of breast cancer 
than white women. 

 Nearly 1,800 fewer black 
women would die of breast 
cancer if death rates were 
the same as white women. 

 . 

 
Source: http://www.cdc.gov/vitalsigns/BreastCancer/index.html 
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Presenter
Presentation Notes
 
Nearly 40,000 women die of breast cancer each year in the US.
Black women are 40% more likely to die of breast cancer than white women.
Nearly 1,800 fewer black women would die of breast cancer if death rates were the same as white women.




 Black women had lower breast 
cancer incidence rates (116.9 cases 
per 100,000) compared to white 
women (122.1). 

 Black women had higher breast 
cancer death rates (31.6 deaths 
per 100,000) than did white 
women (22.4 deaths per 100,000). 

 Black women had higher numbers 
of advanced-stage breast cancer 
(45%) compared with white 
women (35%). 

 

Major Findings 
Breast Cancer Incidence, Stage at Diagnosis,  and 

Death Rates 

Source: MMWR 2012;61:922-926. 
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Presenter
Presentation Notes
Black women had lower breast cancer incidence rates (116.9 cases per 100,000) compared with white women (122.1).

Black women had a 41% higher rate of breast cancer mortality (31.6 deaths per 100,000) during 2005–2009 than did white women (22.4 deaths per 100,000).

Black women had higher numbers of advanced-stage breast cancer (45 percent) compared with white women (35 percent).



 Black women had nine more deaths per 100 breast cancer 
diagnosed compared to white women. 

Major Findings 
Number of Addit ional Breast Cancer Deaths Among 

Black Women by State 

Source: http://www.cdc.gov/vitalsigns/BreastCancer/index.html 
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Presenter
Presentation Notes
This map shows the number of additional breast cancer deaths among black women by state.

The mortality to incidence ratio (MIR) was calculated as the age-adjusted mortality rate divided by the age-adjusted incidence rate. The MIR is a population-based measure of fatality/prognosis after diagnosis and can be used to compare groups with disparate incidence or mortality rates. The difference in MIRs can be used as an estimate of excess deaths. An MIR of 0.14 indicates that for every 100 breast cancer cases, 14 breast cancer deaths occurred. Overall, the MIR among black females was 0.27, compared with 0.18 among white females.




Differences in screening,  follow up, and treatment  
 

 Screening 
 Black and white women report equal breast cancer screening. 
 More black women have breast cancer that has spread beyond 

the breast (45%) compared with white women (35%). 
 Follow up 

 More black women experience follow-up times of more than 60 
days (20%) compared with white women (12%) after a 
mammogram that is not normal. 

 Treatment 
 69% of black women start treatment within 30 days (compared 

with 83% of white women). 
 Fewer black women receive the surgery, radiation, and hormone 

treatments they need compared to white women. 
 
 

Source: http://www.cdc.gov/vitalsigns/BreastCancer/index.html 
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Presenter
Presentation Notes
Differences in screening,  follow up, and treatment 

Screening
Black and white women report equal breast cancer screening.
More black women have breast cancer that has spread beyond the breast (45%) compared with white women (35%).
Follow up
More black women experience follow-up times of more than 60 days (20%) compared with white women (12%) after a mammogram that is not normal.
Treatment
69% of black women start treatment within 30 days (compared with 83% of white women).
Fewer black women receive the surgery, radiation, and hormone treatments they need compared to white women.




Steps to Timely Follow Up and Improved Access to 
High-Quality Treatment  
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Presenter
Presentation Notes
Steps to Timely Follow Up and Improved Access to High-Quality Treatment 

This graphic includes steps for women, their doctors, and their nurses to address the differences in follow up and treatment. The first section includes steps that women, their doctors, and their nurses should know, take, or have in place before a mammogram test. The second section includes steps women, their doctors, and their nurses should take while getting a mammogram test.  The third section includes steps women, their doctors, and their nurses should take if the first test suggests cancer.  The fourth section includes steps women, their doctors, and their nurses should take if the diagnosis is cancer.



What Is Being Done to Address Breast Cancer 
Disparit ies? 

 The Federal government is 
 Implementing the Affordable Care Act and educating women about 

the preventative benefits and coverage provided by the law. 
 Investing in the use of electronic health records and case 

management services in federally-funded health clinics so women 
get the timely follow-up care. 

 Supporting state efforts, through the National Breast and Cervical 
Cancer Early Detection Program, to help uninsured women get 
screening and access to treatment. 

 Supporting research on health disparities in breast cancer. 
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Presenter
Presentation Notes
What Is Being Done to Address Breast Cancer Disparities?

The Affordable Care Act includes coverage of mammograms without co-pays in many health plans.  Beginning in 2014, the law will expand access to health insurance coverage for 30 million previously uninsured Americans.

An example of the investment in the use of electronic health records and case management services includes the more than $80 million that were invested to help networks of health centers adopt electronic health records and other health information technology systems.



What Can Be Done to Address Breast Cancer 
Disparit ies? 

 State and local health agencies can 
 Use public-private partnerships to work with health care 

systems and health insurance companies to help educate 
women and their doctors about timely,  high-quality breast 
cancer care. 

 Use outreach strategies to help women understand why they 
need a mammogram. 

 Educate women on what to expect when a mammogram 
finds something that is not normal. 
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Presenter
Presentation Notes
What Can Be Done to Address Breast Cancer Disparities?

State and local health agencies can
Use public-private partnerships to work with health care systems and health insurance companies to help educate women and their doctors about timely,  high-quality breast cancer care.
Use outreach strategies to help women understand why they need a mammogram.
Educate women on what to expect when a mammogram finds something that is not normal.




What Can Be Done to Address Breast Cancer 
Disparit ies? 

 Health care systems can 
 Engage well-trained case managers, health educators, 

community health workers and other patient navigators to 
help women understand and guide them through the 
health care system. 

 Inform doctors about their screening and treatment rates. 
 Explore strategies to enhance doctor-patient 

communications. 
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Presenter
Presentation Notes
What Can Be Done to Address Breast Cancer Disparities?

Health care systems can
Engage well-trained case managers, health educators, community health workers and other patient navigators to help women understand and guide them through the health care system.
Inform doctors about their screening and treatment rates.
Explore strategies to enhance doctor-patient communications.




What Can Be Done to Address Breast Cancer 
Disparit ies? 

 Doctors, nurses, and others who treat pat ients can 
 Make sure that women get recommended tests and 

treatments. 
 Use tools , such as electronic systems or other reminders, to 

notify patients when it ’s time to get a mammogram. 
 Continue to talk to women about their risk for breast cancer, 

explain test results, and refer patients to specialists as 
needed. 
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Presenter
Presentation Notes
What Can Be Done to Address Breast Cancer Disparities?

Doctors, nurses, and others who treat patients can
Make sure that women get recommended tests and treatments.
Use tools , such as electronic systems or other reminders, to notify patients when it’s time to get a mammogram.
Continue to talk to women about their risk for breast cancer, explain test results, and refer patients to specialists as needed.




What Can Be Done to Address Breast Cancer 
Disparit ies? 

 Women can 
 Use these 10 questions to increase their communications 

with their doctor during appointments 
(www.ahrq.gov/questions/tenquestions.htm). 

 Get recommended mammograms. 
 Contact their local health department or community health 

center for help if they cannot afford a mammogram. 
 Return for more tests if a mammogram finds something that 

needs follow up. 
 Ask about the kinds of treatments available. 
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Presenter
Presentation Notes
What Can Be Done to Address Breast Cancer Disparities?

Women can
Use these 10 questions to increase their communications with their doctor during appointments (www.ahrq.gov/questions/tenquestions.htm).
Get recommended mammograms.
Contact their local health department or community health center for help if they cannot afford a mammogram.
Return for more tests if a mammogram finds something that needs follow up.
Ask about the kinds of treatments available.




Thank You 
www.cdc.gov/cancer 

 
 

For more information contact: 
Captain Jacqueline W. Miller, MD, FACS 
aci8@cdc.gov 
 
Centers for Disease Control and Prevention 
1600 Clifton Road NE,  Atlanta, GA  30333 
Telephone: 1-800-CDC-INFO (232-4636)/TTY: 1-888-232-6348 
E-mail:  cdcinfo@cdc.gov  Web:  http://www.cdc.gov 
 
The findings and conclusions in this report are those of the authors and do not necessarily represent the official posit ion of the 
Centers for Disease Control and Prevention. 

National Center for Chronic Disease Prevention and Health Promotion 
 Division of Cancer Prevention and Control 15 



ALABAMA 
CARE COORDINATION PROGRAM 

•Alabama Breast and Cervical Cancer Early Detection Program 
(ABCCEDP) 
•ADPH Social Work Unit 
•Marshall County Health Department 
•Sowing Seeds of Health 
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Goal 

 Provide Pro-Active Patient Navigation 
targeting Hispanic population in county-wide 
health care delivery system 

 Marshall County 
 Rural 
 Population is 17,247 
 One hospital in two locations; 240 beds total 
 1 FQHC, 1 CHD 
 Limited/nonexistent public transportation 
 Rapid increase in Hispanic/Latino residents  
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Presenter
Presentation Notes
-Background, why submitted grant, why decided to partner with us

-Rapid increase in Hispanic residents; Ten percent of the population in Marshall County is Hispanic/Latino as compared to 2.7% of the State’s total Hispanic/Latino population (US Census Bureau).

-Currently the program’s case management and navigation services are more reactive than proactive; more
retrospective rather than prospective. Current case management activities provided by six
ABCCEDP regional coordinators who serve patients statewide are limited to supporting
providers in following up patients who have abnormal screening test results, discussing
questions or concerns about any aspect of screening and diagnostic care with patients who call,
providing free gas cards for patients, when available, to contracted providers who request them,
and contacting providers who have not provided information regarding provision of diagnostic
services to patients to remind them to follow-up with the patients. Finally, when patients have
not received follow up in a timely manner, the coordinator contacts the provider to determine the
cause.

-Improved patient navigation would be pro-active. Attention would be focused on providing
active outreach to the target population through churches, employers and the hospitals;
coordinating patient care among providers such as the emergency room departments, community
health centers and the health department; personally contacting patients immediately following
an abnormal result to counsel; providing education regarding the diagnostic procedure and
encouraging follow-up; monitoring patient follow-up closely and timely; arranging financial
support for services, to include referrals for non-breast and cervical cancer needs.

-Eligibility: Women age 40-64, at/below 200% federal poverty level, no insurance or underinsured

-Social Work unit provided protocol training—added to current protocol.
Patient navigation curriculum development specific for ABCCEDP, will include a review of key
elements regarding breast and cervical cancer screening and detection. In addition to navigation
training, an extensive review of community resources including eligibility requirements, building
community networks and developing skills to market the project will be incorporated into
training content. The Director of Case Management Training will utilize existing resources
within the ABCCEDP and Bureau of Family Health Services.

-One Social Worker to serve as Patient Navigator/Case Manager at Marshall County Health Department

-Through strategic marketing and ADPH’s existing community partnerships, ABCCEDP services
will be made available to eligible Hispanic/Latino and minority women. Outreach efforts will
include key share holders in the Hispanic/Latino community. Current ADPH systems can be
easily modified in order to collect data, develop reports, create and implement training, and
provide quality patient navigation services.




Partnership 

Hispanic 
Community 

Cancer 
Screening 

Follow-Up  
Care 

Promotoras: Recruit 
Promotoras/ADPH: Event 
Promotoras/ADPH: Appointment 

Promotoras/ADPH: Transportation 
ADPH/Promotoras: Screening 
ADPH/Promotoras: Interpreters 
ADPH: Psycho-Social Assessment 

ADPH/Promotoras: Interpreters 
Promotoras/ADPH: Transportation 
ADPH/Promotoras: Dx Testing 

Major Roles and 
Support with Sowing 
Seeds of Health  
(UAB) 

Major Roles and 
Support with ADPH Interaction and 

Accountability Along 
Continuum 
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Presenter
Presentation Notes
Goal is to connect the Hispanic community to breast cancer screening and if needed/follow-up care.

-Reach/Recruit the Hispanic Community
-Recruiting women age 40-64 to receive mammogram
-Assess barriers
-Provide resources to address barriers
-Answer questions
-Maintain and share knowledge of available resources in community
-Become advocate for additional resources
-Inform women of available resources
-Connect women to services

-Access Cancer Screening
-Make appointment for patient
-Provide assistance in getting to appointment
-Assist in language barriers
-Ensure mammogram was provided
-Follow-up to determine screening result
-Remind patient of annual appointment times

-Ensure Follow-Up Care
-Connect woman to diagnostic testing if needed
-Make appointment for patient
-Provide assistance in getting to appointment
-Assist in language barriers
-Ensure testing was provided
-Follow-up to determine diagnosis
-If cancer diagnosis, connect to treatment resources

ADPH Strengths are:
-Funding/Komen funding for mammogram/diagnostic testing
-Infrastructure /Ability to follow up
-Ability to recruit providers

Challenges
-Accessing Hispanic Population
-Understanding Hispanic Population
-Educating the Hispanic Population
-Immigration Law/Tornado
 




Sowing the Seeds of Health (SSH) 

 Overview of SSH project 
 Recruited and trained lay health promoters 

(LHPs) 
 “Promotoras” 

 Health care access infrastructure 
 Breast and cervical cancer events 

  Block dates ahead of time 
  Appointment process 
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Presenter
Presentation Notes
We recruited and trained Latino community members as lay health promoters (LHPs) in the following areas (among other topics)
-breast/cervical cancer and access to health services
-communication and event organization skills

Partner with local health department and hospital administration to provide Pap smears and mammograms.




Program Activities  

 LHPs organize educational events 
 Small educational groups 
 Events in churches 

 Educational talk on breast & cervical cancer  
 Testimonial by Latina breast cancer survivor  
 Following the session, women schedule Pap 

smears and mammograms on site 
 LHPs assist with transportation as needed 
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Presenter
Presentation Notes
LHPs play a central role in promoting the event in the community through:
health-related newsletter distributed in local churches
encouraging priests and pastors to promote the event
posting flyers in the community
word-of-mouth in their social networks

Edu talk on BCC early detection/screening



ADPH Patient Navigation Role 

 Patient Psycho-Social Assessment 
 Language barrier 

 Plan of action with patient navigator (case plan) 
 Work together to eliminate barriers to screening 
 PN knowledge of resources in community to 

enable patient to be self-sufficient 
 PN/Interpreter ensure mammogram appt kept, 

accompany patient  
 PN/Interpreter ensure FU appt kept, accompany 

patient  
 PN arranges treatment if needed 
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Presenter
Presentation Notes
Medical dictionaries in Spanish available to medical providers in Marshall County
Resource Book Developed in Spanish
Identified/negotiated low cost mammograms, FU
Assisted in Resolving Patient Billing Issues

Psycho Social includes: finances, education, living environment, work history, depression screening, domestic violence screening, human trafficking ; refer to resources




Results 

 Increase in Hispanic women enrolled for 
cancer screening services (77.3%) 

 48 Hispanic women referred from Sowing 
Seeds of Health 

 Improved infrastructure 
 Effective partnership in Care Continuum 
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Presenter
Presentation Notes
The rate of mammograms in the baseline women was 86% (153/178). Comparatively, the rate of mammograms in women who received patient navigation increased to 95% (258/271).

2) Enrollment increased in Hispanic population: Marshall County Health Department's enrollment of Hispanic women increased by 77.3% (66-117). This is significant as the immigration law saw a large loss of the population in that county. Sowing the Seeds of Health's recruitment efforts were successful despite this factor. 48 Reached through Sowing Seeds of Health

3) Patient barriers: a subjective appraisal of barriers by the patient navigators was a) the cost of medications, b) no regular physician for other health concerns, c) unemployment in the community, and d) interpreters were essential due to the language barrier.

4) Improved infrastructure in county by recruiting providers to offer low-cost services, established fund at hospital, provision of Spanish Medical dictionaries to providers in community, provision of resource book to community.  Also the value of patient navigation was demonstrated at the hospital which may impact future care. 

Sowing the Seeds for Health will continue to host lunch and learn gatherings to encourage Hispanic women to received screening. Their contacts with staff at Marshall County Health and the community through this program will enable continued facilitation of free or low-cost screenings through the health department and community partners.
A Mammogram Assistance Program was established in Marshall Medical Center North, the major hospital in the county.
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CDC Vital Signs Electronic Media Resources 

Become a fan on Facebook 
www.facebook.com/cdc 

Follow us on Twit ter 
twit ter.com/cdcgov/ 

Syndicate Vital Signs on your website 
http://tools.cdc.gov/syndicat ion/search.aspx?searchUR
L=www.cdc.gov%2fvitalsigns 

Vital Signs interact ive buttons and banners 
www.cdc.gov/vitalsigns/SocialMedia.html 

http://www.facebook.com/cdc
http://twitter.com/cdcgov/
http://tools.cdc.gov/syndication/search.aspx?searchURL=www.cdc.gov/vitalsigns
http://tools.cdc.gov/syndication/search.aspx?searchURL=www.cdc.gov/vitalsigns
http://www.cdc.gov/vitalsigns/SocialMedia.html
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Public Health Practice Stories from the Field 
 Stories about the 

implementation of 
public health practices 
in the field 

www.cdc.gov/stltpublichealth/phpracticestories  

Presenter
Presentation Notes
Both of today’s field presentations are featured in Public Health Practice Stories from the Field, a series of stories on how a broad range of public health, performance management, and quality improvement practices are being implemented in the field.

You can find links directly to both of these stories on the Vital Signs Town Hall Teleconference website or you can visit www.cdc.gov/stltpublichealth/phpracticestories to see all of the current Public Health Practice Stories from the Field.

http://www.cdc.gov/stltpublichealth/phpracticestories
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For more information, please contact Centers for Disease Control and Prevention. 
 

1600 Clifton Road NE, Atlanta, GA 30333 
Telephone, 1-800-CDC-INFO (232-4636)/TTY: 1-888-232-6348 
E-mail: cdcinfo@cdc.gov  Web: www.cdc.gov 

The findings and conclusions in this presentation are those of the authors and do not necessarily represent the 
official position of the Centers for Disease Control and Prevention. 

Please mark your calendars 
for the next OSTLTS Town 

Hall Teleconference: 
December 4, 2012 

2:00 pm–3:00 pm (EST) 
 

Centers for Disease Control and Prevention 

Office for State, Tribal, Local and Territorial Support 

Provide feedback on this teleconference:  
OSTLTSFeedback@cdc.gov 

http://www.cdc.gov/vitalsigns/?s_cid=vitalsigns_002
mailto:OSTLTSFeedback@cdc.gov
mailto:OSTLTSFeedback@cdc.gov
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