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Welcome/Review/Approval of minutes

	
Members
	

	Did not participate
	Katy Connolly – Chair

	Participated
	Alonna Berry – Governor’s Office

	Participated 
	Heather Bittner-Fagan – Christiana Care Health System 

	Participated
	Ruth Briggs-King – Delaware House of Representatives

	Participated
	Deborah Brown, CHES – American Lung Association 

	Participated
	Stephen Grubbs, MD – American Society of Clinical Oncologists

	Participated
	Bethany Hall-Long, RNC, PhD – University of Delaware/Delaware Lt. Governor

	Did not participate
	Kendra Johnson – Delaware House of Representatives

	Did not participate
	[bookmark: _Hlk26362807]Ernesto Lopez – Delaware Senate

	Did not participate
	Meg Maley, RN, BSN – Welldoc, Inc.

	Participated
	Nicholas Petrelli, MD – Christiana Care - Helen F. Graham Cancer Center

	Did not participate
	Marie Pinkney – Delaware Senate

	Participated
	Tim Ratsep – Delaware of Natural Resources and Environmental Control

	Participated
	Rishi Sawhney, MD – Bayhealth Medical Center

	Participated
	James Spellman, MD, FACS, FSSO – Beebe Healthcare - Tunnell Cancer Center

	
	

	Staff

	

	Participated
	Helen Arthur– Delaware Division of Public Health

	Participated
	Maxwell Amoako – Delaware Division of Public Health

	Participated
	Lisa Moore – Delaware Division of Public Health

	Participated
	Sumitha Nagarajan – Delaware Division of Public Health

	Participated
	Rosemary Doughten – Delaware Division of Public Health

	Participated
	Christina Gardner – Delaware Division of Public Health

	Participated
	Shebra Hall – Delaware Division of Public Health

	Participated
	Jim Talbott – Delaware Division of Public Health

	Participated
	Corinthia Elliott – Delaware Division of Public Health

	Participated
	Diane Ng – Westat (Delaware DPH Contractor)

	Participated
	Alex Parkowski – AB&C (Delaware DPH Contractor)

	Participated
	Lisa Gruss – Quality Insights (Delaware DPH Contractor)

	
	

	Guests
	

	Participated
	Albert Rizzo – Christiana Care 

	Participated
	Zach Jump – Christiana Care

	Participated
	Rita Williams – Beebe Healthcare

	Participated
	Nora Katurakas – ChristianaCare

	Participated
	Allison Gil – American Cancer Society

	Participated
	Louisa Phillips – Delaware Health Care Association

	
	

	
	
	



Review/Approval of Minutes
Vice Chair Dr. James Spellman began the virtual meeting at 8:30 am.  Dr. Nicholas Petrelli motioned to approve the January 2022 minutes, and Dr. Stephen Grubbs seconded the motion.  All participants voted to approve the minutes as written.

Ms. Helen Arthur, Health Promotion & Disease Prevention Section Chief, introduced the new Cancer Prevention & Control Bureau Chief, Maxwell Amoako.  Mr. Amoako provided a brief statement on his background, advising that he previously worked in the Division of Prevention and Behavior Health Services (DPBHS) as a Mental Health Program Administrator II.  He was responsible for all Division spending plans and Community Mental Health Block Grant.  He has over eleven (11) years of State of Delaware government experience, including being the Grant Administrator for the Senior Community Service Employment Program and Older American Act Grants with the Division of Services for Aging and Adults with Physical Disabilities.
2022 Retreat Recap
Ms. Helen Arthur gave a recap of the 2022 Delaware Cancer Consortium Retreat. She provided the below information:
· ATTENDANCE
· 143 Registrants
· 104 Attendees
· 89 Peak Active Attendees 
. Attendees spent an average of 2 hours 33 minutes on-screen
73% Turnout – above the industry average for virtual programs 
                         (industry avg. is 68%)
· MEDIA RELATIONS
· AB&C secured 20 news media placements – 
    		 TV, Radio & Print with regional, state & local coverage
· 86.7% of attendees found Retreat informative
· 55% were DCC members
· 86% found topics were above average and excellent in relevance
· WHAT ATTENDEES LIKED/WISHLIST FOR FUTURE RETREATS
· Wealth of information
· Learning realities of cancer and how to combat
· Learning about programs available to individuals with cancer
· More interaction with presenters
· Ability to network
· Testimonial presentations

Delaware Cancer Treatment Program (DCTP) Spending Update
Ms. Helen Arthur provided a spending update on the Delaware Cancer Treatment Program (DCTP). The number of people participating in the Delaware Cancer Treatment Program (DCTP) is 1,914. In 2020, DCTP received 78 applications with 44 being approved and 34 denied as not eligible. The program received 86 applications in 2021 with 52 being approved and 34 not approved. Currently, there are 66 clients enrolled with 43 of them coming under the financial hardship waiver. About 90% of the population approved for financial hardship waiver are Medicare clients. As approved for the fiscal year 2023 budget, there was $3.5 million allocated for DCTP spending which includes a $200,000 cost for the administration of claims by the Division of Medicaid and Medical Assistance (DMMA) transferred to DMMA each year as agreed upon in a memorandum of understanding.
 
Representative Ruth Briggs-King inquired why people are not accepted into the DCTP.  Ms. Arthur responded that there are regulations that govern the program, and the eligibility criteria is listed on the website.  Currently there two appeals in process that are being reviewed by the Deputy Attorney of their certificate of diagnosis.  If the program begins to make exceptions, it is then open to not being sustainable financially.  Rep. Briggs-King suggested to possibly re-evaluate the criteria to be eligible to participate in the program and was glad that the program was looking into the regulations.  No further discussion occurred.

Statewide Lung Cancer Screening Process with the American Lung Association
Dr. Petrelli advised that lung cancer screening data has been dumped into the American College of Radiology (ACR) as the data source and there have been problems, so he got a group together to discuss the issue.  The group included Nora Katurakas, Dr. Rizzo, Zach Jump and American Lung Association (ALA).  The group thought Delaware could pilot a very simple data form to get the information needed in terms of number of cases and the stage of the cases, race and ethnicity to understand where we need to improve.  A form was developed that centers in Delaware could utilize and the American Lung Association would be the data collection agency as opposed to the ACR in order for us to get our outcomes in the state.  Dr. Albert Rizzo reiterated that the data has been blessed as inaccurate, but it is the best we have.  The ALA  has used the data over the last several years to compile a statewide report called State of Lung Cancer.  The new form is a pilot in Delaware to see if it will give us more accurate info.  Mr. Zach Jump advised that we tried to keep the form simple with four basic questions – we would love to have more but trying to be realistic – gender, race, ethnicity and for tumors actually found, stage.  The form would be shared for centers participating in low dose CT scanning then the info will be sent to ALA.  Dr. Grubbs asked if this info is going to be annual aggregate number of data once a year to get information back – is the plan for annual report.  He continued he understood the need to keep the form simple, but will it actually give the information you are looking for?  Dr. Spellman asked if the questionnaire is just to make up for gaps and demographic information and that it wasn’t being captured correctly?  Dr. Petrelli responded that it is about basic outcomes, asking how we are doing in the state when it comes to screening, especially in outcomes and how many cancers are we finding, what stages are they and where.  He ended the conversation advising that they will put together a team to further discuss and to try and come up with a solution.  Lt. Governor Hall-Long also offered help if other agencies need to be contacted.  

HPV Five Year Plan Update
Mr. Jim Talbott from the Division of Public Health, Immunization Program provided an update on the HPV Five Year Plan.  Mr. Talbott began by saying a two dose schedule is recommended for people who get the first dose before their 15th birthday.  In a two dose series, the second dose should be given six – 12 months after the first dose.  The minimum interval is five months between the first and second dose.  If the second dose is administered after a shorter interval, a third dose should be administered a minimum of five months after the first does and a minimum of 12 weeks after the second dose.  A three dose schedule is recommended for people who get the first dose on or after their 15th birthday and for people with certain immunocompromising conditions.  If the schedule is interrupted, vaccine doses do not need to be repeated.  Immunogenicity studies have shown that two doses of HPV vaccine given to 9-14 year olds, at least six months apart provided as good or better protection than three doses given to older adolescents or young adults.  The number of HPV vaccinations given tends to increase in the summer months to coincide with adolescents receiving other back to school vaccines and doctor visits.  Delaware remains above average compared to the national average in survey data for females ages 13-17 years receiving the HPV vaccine.  Future HPV activities in the program include hiring of an Immunization Quality Improvement Program (IQIP) Coordinator.  Focus for IQIP is on the adolescent platform and confirming with CDC to allow for COVID funding to be used for HPV ad buys.  Other updates on the Five Year Plan include a contract with vendor Quality Insights to provide training to medical providers on initiatives to increase provider’s knowledge on HPV vaccinations, communication techniques and vaccination coverage information to promote successful administration of HPV vaccinations.  Work with Department of Education (DOE) has stalled as there has been no return communication from DOE.  An Objective of the plan is to promote the HPV vaccine as cancer prevention and not a sexually transmitted disease.   

AB&C Campaigns – LGBTQ and Lung Cancer
Ms. Alex Parkowski of Aloysius Butler & Clark (AB&C) Advertising Agency presented information on the ad campaigns for LGBTQ and Lung Cancer.  She began saying that lung cancer is the number one cause of death in Delaware and nationally.  Smoking is the primary cause of lung cancer.  Although mortality rates are trending downward, there are still a large percentage of people who die every year from lung cancer.  Lung cancer screening is available, but the actual number of people being screened is low.  In Delaware, only 9% of those at high risk had a lung cancer screening.  A top reason those at high risk are not getting screened is that their doctor never recommended it.  The campaign goal is to increase lung cancer screening rates by increasing awareness of the importance of getting screened for lung cancer and to educate health care providers on lung cancer screening guidelines  and increase lung cancer screening referrals.  Some recommended tactics to reach the goals are using paid media tactics, provider education campaign and a robust grassroots outreach initiative in targeted zip codes.  Extra emphasis will be placed on populations including adults living in rural areas, military veterans, LGBTQIA adults, adults who did not graduate high school, adults making less than $35,000 a year, uninsured adults, those with mental or behavior health conditions and those in public housing.

Ms. Parkowski continued presenting information on LGBTQIA situation and ad campaigns.  Data shows individuals who identify as LGBTQIA have low cancer screening rates in Delaware and nationally.  Behavioral risk factors contribute to increased cancer rates amongst this population.  The goal of the ad campaigns is to increase cancer screening rates amongst the LBGTQIA population by empowering this audience to schedule and get screened for cancer – specifically cervical, breast, colon, prostate, and lung cancers.  The key message is if you are a member of the LGBTQIA community, you are at a higher risk for cancer.
BGTQIA
Breast Cancer Data Brief
Ms. Sumitha Nagarajan, Chronic Disease Epidemiologist presented the new one pager Breast Cancer Data Brief.  Based on research of cancer reports from other states, it was decided to create cancer data briefs, comprehensive annual reporting and establish Epi Working Group to discuss changes to cancer data analysis and reporting and to create innovative methods of presenting data to stakeholders and the public.  Joinpoint trend calculation starts with the minimum number of joinpoints and tests whether more joinpoints are statistically significant and must be added to the model.  This is a more reliable method for analyzing trends and uses statistical modeling.  The Breast Cancer Data Brief highlights that breast cancer is the most commonly diagnosed cancer among females in the U.S. and Delaware.  Delaware ranked 12th in the U.S. for female breast cancer incidence and 15th in the period 2014-2018.  During this time period, there were 4,237 female breast cancer cases diagnosed.  In 2020, 73% of Delaware females aged 40 and older reported having a mammogram in the past two years.  A data brief on Prostate Cancer will be released in August along with informative data on childhood cancer.  The Annual Incidence and Mortality report will be released in October and include information on all-site cancers, census-tract compendium and comprehensive incidence and mortality tables.  Ms. Nagarajan informed the group that an Epi Working Group has been formed to create sub-county homogenous reporting zones that are more granular than county-level reporting, but still large enough to provide sound epidemiological data.

Sharing Time
Dr. Petrelli and Dr. Grubbs shared that there will be a Biden Moonshot Early Detection & Prevention RFP and it would be good for Delaware to partner with NCI Alliance.  They continued saying that Delaware has a proven track record and reputation in this area.  NCI Alliance is a cooperative group with over four decades experience in clinical trials both in treatment and prevention.  Details of the RFP are not yet known as it has not been released.  As a state we are leaders in screening area so if we can partner with the Alliance, it would strengthen getting some type of grant that could help the state.  A vote was taken, and all agreed to pursue the RFP once it is released.  Mr. Helen Arthur inquired if there is a specific entity in mind to apply for the RFP once it drops.  Dr. Grubbs responded that it would be through the cooperative group, so the Alliance would be the one submitting for the RFP.  Dr. Petrelli confirmed that the Alliance would be handling.   

Dr. Spellman asked the Advisory Council members if the October 10, 2022, meeting should be in person or continue to be virtual.  Dr. Grubbs suggested a hybrid meeting and Dr. Petrelli seconded the motion.  It was agreed upon for the next meeting to be a combination of in-person for those wishing to attend and virtual for anyone not able to be in-person.  Previous meetings have been at Del Tech, Terry Campus (DTCC) and the Duncan Center.  DTCC is undergoing renovations and is not available.  The Duncan Center has closed and is not available.  DPH staff will look to find a location and send out information prior to the October meeting.

Public Comment
There was no public comment.

Adjournment
Co-Chair, Dr. Jim Spellman thanked all for participating and adjourned the AC meeting at 9:56 am.

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, October 10,  2022 – Hybrid – Virtual and In-Person at Edgehill Training Center, Dover, DE 
	2023 meetings: 
TBD




image3.emf
Update on Cancer  Reporting Changes of DCC meeting 7.11.22.pptx


Update on Cancer Reporting Changes of DCC meeting 7.11.22.pptx









Update on Cancer Reporting Changes

Sumitha Nagarajan, MPH
Chronic Disease Epidemiologist

Diane Ng, MPH
Research Analyst, Westat

___________________________







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 reviewing changes to our current cancer reporting, discuss a new data brief on breast cancer and briefly discuss updates to other cancer data activities

Diane Ng with Westat will be presenting this same presentation during the Delaware Cancer Registry Advisory Council meeting
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Update to cancer reporting changes discussed at July meeting

Data Briefs

First one on breast cancer will be released today, July 11, 2022

Data brief on prostate cancer along with information on childhood cancers will be released in August 2022

Annual Reporting

Annual reports will be released October 2022

Will consist of Chapter 3 (all-site cancers) of current I&M report, census-tract analysis compendium and comprehensive incidence and mortality tables

Epi Working Group

Established June 2022

Include members from: Delaware Cancer Registry, DPH Epidemiologists within Cancer Prevention and Control Bureau, other DPH Epidemiologists and members associated with Delaware’s My Healthy Community. The members will meet regularly to discuss various topics on cancer data





At the July meeting information was presented based on research of cancer reports from other states and recommendations in CDC’s Notice of Funding Opportunity (NOFO) for new 5-year cancer grant. We decided to: create cancer data briefs, comprehensive annual reporting and establish Epi Working Group to discuss changes to cancer data analysis and reporting and along with innovative methods of presenting data to stakeholders and the public



Read slide



Delaware cancer reports: DPH Disease Information: Cancer - Delaware Health and Social Services - State of Delaware
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Information from Delaware’s Incidence and Mortality Report on incidence, mortality, stage of diagnosis and screening



In 2014-2018 Delaware ranked 12th for incidence (8th in 2013-2017) and 15th for mortality (17th in 2013-2017)



For trend analysis, a new method call Joinpoint was used

Standard method used by National Cancer Institute

Previous method for trend only utilized data from two time points. New method accounts for more time points and tests for statistical significance, which makes is a more reliable method



In 2004-2018: Annual Percentage Change (APC) for Delaware incidence was 0.6% and U.S was 0.3%. Delaware APC for mortality was on average 1.0%/year, the U.S varied among the years



















Information from Delaware’s Incidence and Mortality Report on incidence, mortality, stage of diagnosis and screening



In 2014-2018 Delaware ranked 12th for incidence (8th in 2013-2017) and 15th for mortality (17th in 2013-2017)



Previous trend calculations that we presented were based on calculating the percent difference in rates between two points in time. The percent difference calculation only used the point estimates and since it only utilized data from two time points, it did not take into account data for other time points such as years between the two time points. As well, this calculation did not provide information on statistical significance. 



Joinpoint trend calculation starts with the minimum number of joinpoints (e.g. 0 joinpoints, which is a straight line) and tests whether more joinpoints are statistically significant and must be added to the model (up to a maximum number set by the user). This enables the user to test that an apparent change in trend is statistically significant. If the annual percent change for a given period is not statistically significant, the trend for that period is considered stable. Overall, this is a more reliable method for analyzing trends and uses statistical modeling, which we were not doing before



In 2004-2018: Annual Percentage Change (APC) for Delaware incidence was 0.6% and U.S was 0.3%. Delaware APC for mortality was on average 1.0%/year, the U.S varied among the years





For more information on Joinpoint: Joinpoint Regression Program (cancer.gov)

July 2019
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Non-Hispanic Black females carry the largest cancer burden compared to non-Hispanic White females and Hispanic females

Highest cancer incidence rate of 138.7 per 100,000

Highest cancer mortality rate  of 25.8 per 100,000

Non-Hispanic Black (30%) and Hispanic (31%) have a higher proportion of cases diagnosed at regional stage compared to Non-Hispanic White females (23%)



From 1980-1984 to 2014-2018, cases diagnosed at the local stage increased from 42% to 68%. 



In 2020, 73% of Delaware females aged 40 and older reported having a mammogram compared to a national median of 72%













Read slide
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What to expect next

Data brief on prostate cancer will be released in August 2022 with similar format as the presented data brief on breast cancer

Informative data on childhood cancers will also be released in August 2022

Annual Reports will be released October 2022 and will consist of:

Chapter 3 (all-site cancers) of current I&M report

census-tract analysis compendium

comprehensive incidence and mortality tables

Epi Working Group will meet in July 2022 to discuss updates to National Cancer Institute (NCI)/North American Association of Central Cancer Registries (NAACCR) Zoning Project

The purpose of this project is to create sub-county homogenous reporting zones that are more granular than county-level reporting, but still large enough to provide sound epidemiological data

Delaware is currently reviewing zone possibilities and will decide in the coming months







Read slide







For more information on NCI/NAACCR: 



https://share.naaccr.org/HigherLogic/System/DownloadDocumentFile.ashx?DocumentFileKey=397a1edb-25e9-4604-a26e-6b9eb5031a88
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Breast Cancer Incidence and Mortality in Delaware, 2014-2018

Key Highlights

e Breast cancer is the most commonly diagnosed cancer among females in the US. and Delaware..2

e Delaware ranked 12thin the U.S. for female breast cancer incidence in the period 2014 to 2018.12

e Delaware ranked 15t in the U.S. for female breast cancer mortality in the period 2014 to 2018.24

e From 2014 to 2018, 4,237 female breast cancer cases were diagnosed.

e In 2020, 73% of Delaware females age 40 and older reported having a mammogram in the past two years.3

Incidence (New Cases)' 2

Female breast cancer is the most commonly diagnosed
cancer among females in the U.S. and Delaware. Female
breast cancer comprises 30% of all female cancer cases
in Delaware. From 2014 to 2018, there were 4,278
cases of breast cancer diagnosed in Delaware. Of these
cases, 99% (4,237 cases) were diagnosed in females
and 1% (41 cases) were diagnosed in males.

Incidence rates for female breast cancer in Delaware
were stable between 2004 and 2018 with an annual
percent change (APC) of 0.6%. The U.S. incidence rates
increased an average of 0.3% per year during the same
period.

Mortality (Deaths)+

Female breast cancer is the second most common cause
of cancer death among females in the U.S. and
Delaware. In the period 2014-2018, there were 717
female deaths (15% of all female cancer deaths) from
breast cancer in Delaware. Delaware ranked 15t in the
U.S. for female breast cancer mortality, up from 17t in in
the period 2013-2017.

Mortality rates for female breast cancer in Delaware
decreased by an average of 1.0% per year between
2004 and 2018. In the U.S., female breast cancer
mortality rates decreased 2.1% per year on average
between 2004 to 2008, 1.5% between 2008 and 2015,
and 0.8% between 2015 and 2018.

Figure 1. Age-Adjusted Female Breast Cancer
Incidence Rate Trend,

Delaware and the U.S., 2004-2018
153.0
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.
1330 Delaware 2004-2018 APC = 0.6%

1130
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Year

Age-Adjusted Rate Per 100.000 Population

Source: Delaware Department of Health and Social Services, Division of Public
Health, Delaware Cancer Registry, 2004-2018

Figure 2. Age-Adjusted Female Breast Cancer
Morality Rate Trend,
Delaware and the U.S., 2004-2018
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Source: Delaware Department of Health and Social Services, Division of Public
Health, Health Statistics Center, 2004-2018
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Spotlight on Inequities (Delaware, 2014-2018):

* Non-Hispanic Black females (138.7 per 100,000 population) had a higher breast cancer incidence rate
compared to non-Hispanic White females (135.7 per 100,000 population) and Hispanic females (101.6 per

100,000 population).t.2

* Non-Hispanic Black females (25.8 per 100,000 population) had a higher breast cancer mortality rate compared to
Non-Hispanic White females (21.2 per 100,000 population). Rates for Hispanic females could not be

calculated due to the small number of deaths.12

*  Non-Hispanic Black (30%) and Hispanic females (31%) have a higher proportion of female breast cancer
diagnosed at the regional stage compared to non-Hispanic White females (23%).!

® As age increases, so does the incidence of breast cancer. The highest female breast cancer incidence rate was
observed among females ages 75 to 84 (469.4 per 100,000 population) compared to other age groups: O to
39 (14.9 per 100,000 population), 40 to 64 (244.6 per 100,000 population), 65 to 74 (455.8 per 100,000

population), and 85+ (363.3 per 100,000 population).t

® Breast cancer mortality increases with age. The highest breast cancer mortality rate among females was for those
who died at 85+ (176.7 per 100,000 population), followed by 75 to 84 (114.9 per 100,000 population),
6 to 74 (62.6 per 100,000 population), 40 to 64 (34.0 per 100,000 population) and O to 39 (0.9 per 100,000

population).t.2

Stage at Diagnosis'2

There are three stages of breast cancer diagnosis: local,
regional, and distant. Local stage is cancer that has not
spread. Regional is where the cancer is large and may
have spread to surrounding tissues. Distant is when the
cancer has spread to another body organ. Females with
breast cancer diagnosed at the local stage have the highest
five-year survival. Therefore, early detection is important
for better outcomes. According to a study of 2011 to
2017 data, the five-year relative survival for U.S. females
with diagnosed breast cancer at the local stage was 99%.
This survival dropped to 86% among US. females
diagnosed with breast cancer at the regional stage and
29% among females diagnosed with breast cancer at the
distant stage.

Over the past three decades in Delaware, female breast
cancer cases diagnosed at the local stage have increased
from 42% to 68% in Delaware. During the same period,
cases diagnosed at the regional stage decreased from
43% to 25% and cases diagnosed at the distant stage
decreased from 8% to 6% in Delaware. Delaware Non-
Hispanic Black and Hispanic females have a higher propor-
tion of cases diagnosed at the regional stage compared to
non-Hispanic White females.

Early Detections

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 Del-

aware Cancer Consortium recommends:

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

+ Females 18 to 39 years of age should get a clinical
breast exam annually.

In 2020, 73% of Delaware females aged 40 and older
reported having a mammogram in the past two years,
compared to a national median of 72%. 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. Having access to and
utilizing the health care system is important to meeting
state screening guidelines.

Citations

1. Delaware Department of Health and Secial Services, Division of Public Health, Delaware Cancer Registry 2014-2018.
2. Surveillance, Epidemiology, and End Results (SEER) Program (swwseer cancer.gov) SEERStat Database: Populations - Total US. (1969-2020) <Kafrinal/Rita Adjustment> - Linked To County Attributes -
Total US.,, 1969-2020 Counties, National Cancer Institute, Division of Cancer Control and Population Sciences, Surveillance Research Program, released January 2022.

3. Delaware Department of Health and Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 20200.

4. Delaware Department of Health and Social Services, Division of Public Health, Delaware Health Statistics Center, 2014-2018.

Cancer Data Brief: Breast Cancer Incidence and Mortality in Delaware, 2014-2018
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Breast Cancer Incidence and Mortality in Delaware, 2014-2018 
Key Highlights 


• Breast cancer is the most commonly diagnosed cancer among females in the U.S. and Delaware.1,2 


• Delaware ranked 12th in the U.S. for female breast cancer incidence in the period 2014 to 2018.1,2 


• Delaware ranked 15th in the U.S. for female breast cancer mortality in the period 2014 to 2018.2,4 


• From 2014 to 2018, 4,237 female breast cancer cases were diagnosed.1 


• In 2020, 73% of Delaware females age 40 and older reported having a mammogram in the past two years.3 


Incidence (New Cases)1,2 


Female breast cancer is the most commonly diagnosed 
cancer among females in the U.S. and Delaware.  Female 
breast cancer comprises 30% of all female cancer cases 
in Delaware. From 2014 to 2018, there were 4,278  
cases of breast cancer diagnosed in Delaware.  Of these 
cases, 99% (4,237 cases) were diagnosed in females 
and 1% (41 cases) were diagnosed in males.  


Incidence rates for female breast cancer in Delaware 
were stable between 2004 and 2018 with an annual 
percent change (APC ) of 0.6%.  The U.S. incidence rates 
increased an average of 0.3% per year during the same 
period.   


 


Mortality (Deaths)2,4 


Female breast cancer is the second most common cause 
of cancer death among females in the U.S. and  
Delaware.  In the period 2014-2018, there were 717  
female deaths (15% of all female cancer deaths) from 
breast cancer in Delaware.  Delaware ranked 15th in the 
U.S. for female breast cancer mortality, up from 17th in in 
the period 2013-2017. 
  
Mortality rates for female breast cancer in Delaware  
decreased by an average of 1.0% per year between 
2004 and 2018.  In the U.S., female breast cancer  
mortality rates decreased 2.1% per year on average  
between 2004 to 2008, 1.5% between 2008 and 2015, 
and 0.8% between 2015 and 2018.   


Source: Delaware Department of Health and Social Services, Division of Public 
Health, Delaware Cancer Registry, 2004-2018 


Source: Delaware Department of Health and Social Services, Division of Public 
Health, Health Statistics Center, 2004-2018 
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Stage at Diagnosis1,2 


There are three stages of breast cancer diagnosis:  local, 
regional, and distant.  Local stage is cancer that has not 
spread.  Regional is where the cancer is large and may 
have spread to surrounding tissues.  Distant is when the 
cancer has spread to another body organ.  Females with 
breast cancer diagnosed at the local stage have the highest 
five-year survival.  Therefore, early detection is important 
for better outcomes.  According to a study of 2011 to 
2017 data, the five-year relative survival for U.S. females 
with diagnosed breast cancer at the local stage was 99%.  
This survival dropped to 86% among U.S. females  
diagnosed with breast cancer at the regional stage and 
29% among females diagnosed with breast cancer at the 
distant stage.   


Over the past three decades in Delaware, female breast 
cancer cases diagnosed at the local stage have increased 
from 42% to 68% in Delaware.  During the same period, 
cases diagnosed at the regional stage decreased from 
43% to 25% and cases diagnosed at the distant stage 
decreased from 8% to 6% in Delaware.  Delaware Non-
Hispanic Black and Hispanic females have a higher propor-
tion of cases diagnosed at the regional stage compared to 
non-Hispanic White females. 


Early Detection3 


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 Del-
aware Cancer Consortium recommends: 


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


 Females 18 to 39 years of age should get a clinical 
breast exam annually. 


In 2020, 73% of Delaware females aged 40 and older 
reported having a mammogram in the past two years, 
compared to a national median of 72%.  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.  Having access to and  
utilizing the health care system is important to meeting 
state screening guidelines. 


Spotlight on Inequities (Delaware, 2014-2018): 


• Non-Hispanic Black females (138.7 per 100,000 population) had a higher breast cancer incidence rate          
compared to non-Hispanic White females (135.7 per 100,000 population) and Hispanic females (101.6 per 
100,000 population).1,2 


• Non-Hispanic Black females (25.8 per 100,000 population) had a higher breast cancer mortality rate compared to 
Non-Hispanic White females (21.2 per 100,000 population).  Rates for Hispanic females could not be             
calculated due to the small number of deaths.1,2 


• Non-Hispanic Black (30%) and Hispanic females (31%) have a higher proportion of female breast cancer         
diagnosed at the regional stage compared to non-Hispanic White females (23%).1 


• As age increases, so does the incidence of breast cancer.  The highest female breast cancer incidence rate was 
observed among females ages 75 to 84 (469.4 per 100,000 population) compared to other age groups:  0 to 
39 (14.9 per 100,000 population), 40 to 64 (244.6 per 100,000 population), 65 to 74 (455.8 per 100,000              
population), and 85+ (363.3 per 100,000 population).1,2 


• Breast cancer mortality increases with age.  The highest breast cancer mortality rate among females was for those 
who died at 85+ (176.7 per 100,000 population), followed by 75 to 84 (114.9 per 100,000 population),         
6 to 74 (62.6 per 100,000 population), 40 to 64 (34.0 per 100,000 population) and 0 to 39 (0.9 per 100,000      
population).1,2 


Citations 
1. Delaware Department of Health and Social Services, Division of Public Health, Delaware Cancer Registry 2014-2018. 


2. Surveillance, Epidemiology, and End Results (SEER) Program (www.seer.cancer.gov) SEER*Stat Database: Populations - Total U.S. (1969-2020) <Katrina/Rita Adjustment> - Linked To County Attributes - 


Total U.S., 1969-2020 Counties, National Cancer Institute, Division of Cancer Control and Population Sciences,, Surveillance Research Program, released January 2022.  


3. Delaware Department of Health and Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2020. 


4. Delaware Department of Health and Social Services, Division of Public Health, Delaware Health Statistics Center, 2014-2018. 
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		HPV Vaccination Schedule		

		Routine vaccination		Age 11–12 years;
can be started at age 9 years

		Catch-up Vaccination*		Age 13–26 years,
if not adequately vaccinated

		Shared clinical decision-making*		Some adults age 27–45 years,
if not adequately vaccinated



HPV Vaccine Schedule and Dosing







HPV Vaccine Schedule







2-dose schedule is recommended for people who get the first dose before their 15th birthday. In a 2-dose series, the second dose should be given 6–12 months after the first dose (0, 6–12-month schedule).

The minimum interval is 5 months between the first and second dose. If the second dose is administered after a shorter interval, a third dose should be administered a minimum of 5 months after the first dose and a minimum of 12 weeks after the second dose.

If the schedule is interrupted, vaccine doses do not need to be repeated (no maximum interval).

Immunogenicity studies have shown that two doses of HPV vaccine given to 9–14-year-olds at least 6 months apart provided as good or better protection than three doses given to older adolescents or young adults.





HPV Vaccine Schedule



Who Should get 3 Doses?



A 3-dose schedule is recommended for people who get the first dose on or after their 15th birthday, and for people with certain immunocompromising conditions.

In a 3-dose series, the second dose should be given 1–2 months after the first dose, and the third dose should be given 6 months after the first dose (0, 1–2, 6-month schedule).

The minimum intervals are 4 weeks between the first and second dose, 12 weeks between the second and third doses, and 5 months between the first and third doses. If a vaccine dose is administered after a shorter interval, it should be re-administered after another minimum interval has elapsed since the most recent dose.

If the vaccination schedule is interrupted, vaccine doses do not need to be repeated (no maximum interval).









The 76.3 % for Delaware was the 8th highest in the survey.



The nine point increase is significant, and it helps to offset the downward trend from 2014 and 2015.
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HPV Immunizations Reported During Pandemic 

FY19 – FY20

Doses	43312	43343	43373	43404	43434	43465	43496	43524	43555	43585	43616	43646	43677	43707	43738	43769	43799	43830	43861	43890	43921	43951	43982	44012	2483	3443	2130	2476	2146	1625	1899	1796	1909	1944	1885	1927	2190	3077	2271	2462	2075	1764	1794	1951	1332	421	627	2070	







The 76.3 % for Delaware was the 8th highest in the survey.



The nine point increase is significant, and it helps to offset the downward trend from 2014 and 2015.
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HPV Immunizations Reported During Pandemic 

FY20 – FY21

Doses	43677	43707	43738	43769	43799	43830	43861	43890	43921	43951	43982	44012	44043	44074	44104	44135	44165	44196	44227	44255	44286	44316	44347	44377	2190	3077	2271	2462	2075	1764	1794	1951	1332	421	627	2070	2449	2496	2785	2697	2183	1819	1991	1946	2407	1872	1456	1749	







The 76.3 % for Delaware was the 8th highest in the survey.



The nine point increase is significant, and it helps to offset the downward trend from 2014 and 2015.
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HPV Immunizations Reported During Pandemic

FY21-FY22

Doses	44043	44073	44104	44135	44165	44196	44227	44255	44286	44316	44347	44377	44408	44439	44469	44500	44530	44561	44592	44620	44651	44681	44712	44742	2449	2496	2785	2697	2183	1819	1991	1946	2407	1872	1456	1749	1783	2786	2237	2211	2084	1741	1523	1808	1989	1649	1646	1950	







The 76.3 % for Delaware was the 8th highest in the survey.



The nine point increase is significant, and it helps to offset the downward trend from 2014 and 2015.

9



National Immunization Survey Data

1st Dose HPV-Female

State Avg	

2016	2017	2018	2019	2020	0.78300000000000003	0.76200000000000001	0.77300000000000002	0.75600000000000001	0.76600000000000001	Nat'l Avg	

2016	2017	2018	2019	2020	0.65100000000000002	0.68600000000000005	0.69899999999999995	0.73199999999999998	0.77100000000000002	DelVAX	

2016	2017	2018	2019	2020	0.36399999999999999	8.3000000000000004E-2	9.2999999999999999E-2	0.47299999999999998	





The 70.2% coverage rate represents a almost 10% increase from the 2015 survey data and ranks Delaware 6th in the nation.
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National Immunization Survey Data

2nd Dose HPV-Female

State Avg	

2016	2017	2018	2019	0.70199999999999996	0.61	0.66800000000000004	0.66500000000000004	Nat'l Avg	

2016	2017	2018	2019	0.55000000000000004	0.57699999999999996	0.57399999999999995	0.60699999999999998	DelVAX	2016	2017	2018	2019	6.9000000000000006E-2	8.2000000000000003E-2	





The completion rate represents those who received 3 or more doses of HPV among those who began the series.  



The new up to date rate accounts for the change in the recommendation to a 2 dose series for those who begin the series before their 15th birthday and for persons who are immunocompetent.  Delaware ranks 5th in the nation.



Adolescents are considered to be up to date with the HPV vaccine series if they have received 3 or more doses of HPV vaccine, or if each of the following applied: 1) they have received 2 doses of HPV vaccine; 2) the first dose of HPV vaccine was received before their 15th birthday; and 3) the difference between dates of the first and second doses was greater than or equal to 5 months minus 4 days– which is the absolute minimum interval between the first and second doses. The denominator for this measure is all adolescents.
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National Immunization Survey Data

Up to Date HPV-Female 13-15 Years

State Avg	

2018	2019	2020	0.61299999999999999	0.58299999999999996	0.55100000000000005	Nat'l Avg	

2018	2019	2020	0.48899999999999999	0.54600000000000004	0.56399999999999995	DelVAX	

2018	2019	2020	5.8000000000000003E-2	6.8000000000000005E-2	0.34	





The completion rate represents those who received 3 or more doses of HPV among those who began the series.  



The new up to date rate accounts for the change in the recommendation to a 2 dose series for those who begin the series before their 15th birthday and for persons who are immunocompetent.  Delaware ranks 5th in the nation.



Adolescents are considered to be up to date with the HPV vaccine series if they have received 3 or more doses of HPV vaccine, or if each of the following applied: 1) they have received 2 doses of HPV vaccine; 2) the first dose of HPV vaccine was received before their 15th birthday; and 3) the difference between dates of the first and second doses was greater than or equal to 5 months minus 4 days– which is the absolute minimum interval between the first and second doses. The denominator for this measure is all adolescents.
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National Immunization Survey Data

Up to Date HPV-Female 13-17 Years

State Avg	

2016	2017	2018	2019	2020	0.66800000000000004	0.59599999999999997	0.63900000000000001	0.60699999999999998	0.622	Nat'l Avg	

2016	2017	2018	2019	2020	0.495	0.53100000000000003	0.53700000000000003	0.56799999999999995	0.61399999999999999	DelVAX	

2016	2017	2018	2019	2020	0.25800000000000001	4.8000000000000001E-2	0.06	0.27300000000000002	





Delaware ranks 21st in the nation for males having at least one dose of HPV.  We had seen a increase over the time, with the exception of 2015-2016, which has leveled off.
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National Immunization Survey Data

1st Dose HPV-Male 13-17 Years

State Avg	

2016	2017	2018	2019	2020	0.63300000000000001	0.745	0.70699999999999996	0.752	0.79400000000000004	Nat'l Avg	

2016	2017	2018	2019	2020	0.56000000000000005	0.626	0.66300000000000003	0.69799999999999995	0.73099999999999998	DelVAX	

2016	2017	2018	2019	2020	0.35899999999999999	8.1000000000000003E-2	8.6999999999999994E-2	0.46100000000000002	





Delaware ranks 17th in the nation for males having at least twodose of HPV.  We had seen a increase over the time, with the exception of 2015-2016, which has leveled off.
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National Immunization Survey Data

2nd Dose HPV-Male 13-17 Years

State Avg	

2016	2017	2018	2019	0.52700000000000002	0.63	0.56399999999999995	0.60899999999999999	Nat'l Avg	

2016	2017	2018	2019	0.436	0.48799999999999999	0.52800000000000002	0.54800000000000004	DelVAX	

2016	2017	2018	2019	0.26700000000000002	5.1999999999999998E-2	0.06	





The completion rate represents those who received 3 or more doses of HPV among those who began the series.  



The new up to date rate accounts for the change in the recommendation to a 2 dose series for those who begin the series before their 15th birthday and for persons who are immunocompetent.  Delaware ranks 13th in the nation.



Adolescents are considered to be up to date with the HPV vaccine series if they have received 3 or more doses of HPV vaccine, or if each of the following applied: 1) they have received 2 doses of HPV vaccine; 2) the first dose of HPV vaccine was received before their 15th birthday; and 3) the difference between dates of the first and second doses was greater than or equal to 5 months minus 4 days– which is the absolute minimum interval between the first and second doses. The denominator for this measure is all adolescents.
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National Immunization Survey Data

Up to Date HPV-Male 13-15 Years

State Avg	

2018	2019	2020	0.50600000000000001	0.54900000000000004	0.60099999999999998	Nat'l Avg	

2018	2019	2020	0.47099999999999997	0.5	0.52600000000000002	DelVAX	

2018	2019	2020	5.0999999999999997E-2	0.06	0.32900000000000001	





The completion rate represents those who received 3 or more doses of HPV among those who began the series.  



The new up to date rate accounts for the change in the recommendation to a 2 dose series for those who begin the series before their 15th birthday and for persons who are immunocompetent.  Delaware ranks 13th in the nation.



Adolescents are considered to be up to date with the HPV vaccine series if they have received 3 or more doses of HPV vaccine, or if each of the following applied: 1) they have received 2 doses of HPV vaccine; 2) the first dose of HPV vaccine was received before their 15th birthday; and 3) the difference between dates of the first and second doses was greater than or equal to 5 months minus 4 days– which is the absolute minimum interval between the first and second doses. The denominator for this measure is all adolescents.
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National Immunization Survey Data

Up to Date HPV-Male 13-17 Years

State Avg	

2016	2017	2018	2019	2020	0.47299999999999998	0.56699999999999995	0.53100000000000003	0.57699999999999996	0.64100000000000001	Nat'l Avg	

2016	2017	2018	2019	2020	0.375	0.443	0.48699999999999999	0.51800000000000002	0.56000000000000005	DelVAX	

2016	2017	2018	2019	2020	0.249	4.3999999999999997E-2	0.06	0.25700000000000001	

HPV Dashboard

		Age Group		Records		>1 Dose (IIS)		UTD (IIS)

		9-10		35,669		9.77% (3,484) 		2.89% (880)

		Females		17,402		9.90% (1,722)		2.44% (424)

		Males		18,228		9.67% (1,762)		2.50% (456)

		Gender not F/M 		39		0.0% (0)		0.0% (0)

		11-12		36,772		41.80% (12,553)		19.39% (5,822)

		Females		17,781		35.09% (6,240)		16.44% (2,923)

		Males		18,693		33.75% (6,309)		15.50% (2,898)

		Gender not F/M 		298		  1.34% (4)		  0.34% (1)

		13-17		103,066		53.09%(40,486)		25.2% (26,017)

		Females		50,673		40.58% (20,561)		26.2% (13,267)

		Males		51,905		39.01% (20,247)		25.1% (13,020)

		Gender not F/M 		488		7.79% (38)		3.5% (17)







The completion rate represents those who received 3 or more doses of HPV among those who began the series.  



The new up to date rate accounts for the change in the recommendation to a 2 dose series for those who begin the series before their 15th birthday and for persons who are immunocompetent.  Delaware ranks 13th in the nation.



Adolescents are considered to be up to date with the HPV vaccine series if they have received 3 or more doses of HPV vaccine, or if each of the following applied: 1) they have received 2 doses of HPV vaccine; 2) the first dose of HPV vaccine was received before their 15th birthday; and 3) the difference between dates of the first and second doses was greater than or equal to 5 months minus 4 days– which is the absolute minimum interval between the first and second doses. The denominator for this measure is all adolescents.
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HPV Dashboard

		Age Group		>1 Dose				UTD		

		13-17		IIS		NIS		IIS		NIS

		Total		55.74%		78.0%		49.4%		63.2%

		Females		40.58%		76.6%		26.2%		62.2%

		Males		39.01%		79.4%		25.1%		64.1%

		Not M/F		7.79%				3.5%		







The completion rate represents those who received 3 or more doses of HPV among those who began the series.  



The new up to date rate accounts for the change in the recommendation to a 2 dose series for those who begin the series before their 15th birthday and for persons who are immunocompetent.  Delaware ranks 13th in the nation.



Adolescents are considered to be up to date with the HPV vaccine series if they have received 3 or more doses of HPV vaccine, or if each of the following applied: 1) they have received 2 doses of HPV vaccine; 2) the first dose of HPV vaccine was received before their 15th birthday; and 3) the difference between dates of the first and second doses was greater than or equal to 5 months minus 4 days– which is the absolute minimum interval between the first and second doses. The denominator for this measure is all adolescents.
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Future HPV Activities

Immunization Quality Improvement Program (IQIP)

Beginning in July 2022

Hired IQIP Coordinator (Corinthia Elliott)

Focus for IQIP is on the Adolescent Platform (HPV, Mening & Tdap)

Advertising

Confirm with CDC to allow for COVID Funding to be used for HPV Ad Buys







The completion rate represents those who received 3 or more doses of HPV among those who began the series.  



The new up to date rate accounts for the change in the recommendation to a 2 dose series for those who begin the series before their 15th birthday and for persons who are immunocompetent.  Delaware ranks 13th in the nation.



Adolescents are considered to be up to date with the HPV vaccine series if they have received 3 or more doses of HPV vaccine, or if each of the following applied: 1) they have received 2 doses of HPV vaccine; 2) the first dose of HPV vaccine was received before their 15th birthday; and 3) the difference between dates of the first and second doses was greater than or equal to 5 months minus 4 days– which is the absolute minimum interval between the first and second doses. The denominator for this measure is all adolescents.



19



		Objective		Status

		Form partnership with the Department of Education (DOE) to collaborate on increasing education on the importance of HPV vaccination for boys and girls.		Met with School Nurses on 11/13/18 & 3/23/19, working to provide educational materials for HPV and other VPD education. 

		Form partnership with the Department of Insurance (DOI) to collaborate with Insurance Providers to promote HPV Vaccinations to their medical providers.		Will re-engage with insurance providers who request HEDIS data about HPV support.

		Work with the State Innovation Committees to add the HPV vaccine discussion and distribution metrics to the provider scorecard statewide to measure change.		Ongoing. Activity:  Reached out to Innovation Committee on 1/12/2019 & 6/12/19.  Need determination of relevancy.

		Provide training to medical providers on Quality Initiatives to increase provider’s knowledge on HPV vaccinations, communication techniques and vaccination coverage information to promote successful administration of HPV vaccinations.		Contract began July 1, 2022 and vendor (Quality Insights) will attend meeting to provide overview and status of contract.



5 Year Plan Updates
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		Objective		Status

		Provide training on the use of the Immunization Information System in order to view and reconcile coverage rate data in the Immunization Information System for HPV vaccinations.		On-going.  New contract on education and training begins July 1, 2022.   

		Provide data entry services for providers to update their HPV vaccination data in the Immunization Information System to arrive at an accurate coverage rate for HPV.		Closed.  Providers who do not use messaging from an EMR are being recruited for HL7 reporting.  Remaining providers will manually enter data.

		Disseminate messages statewide using trackable media tactics to both parents and physicians on the importance of HPV vaccination for boys and girls ages 9-26.		Closed.  No funding available.  Will re-engage  using COVID-19 funding for advertising (need CDC approval).

		Conduct an evaluation of media tactics to determine the effectiveness, and refine as needed.		Closed.  Will re-engage if given CDC approval for advertising funding. 

		Provide workflow assessments to immunization providers to ensure correct recommendation of HPV.		Ongoing.  Part of contract with QI and IQIP program assessment.
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		Objective		Status

		Promote the HPV Vaccine is Cancer Prevention Champion Award program		There were no inputs for the 2019 Award.  Need to determine if program is active.

		Provide education opportunities to Dental community concerning HPV, to include screening, surveillance, and immunization.		Closed. No response from the Dental Society of Delaware.  

		Evaluate the provider scorecard to determine effectiveness.		Closed.  No interest in adding 1st Dose of HPV to scorecard.

		Arrive at a consensus with Colleges and Universities on making HPV a recommended/required vaccination for college entry		Ongoing. Activity:  Immunization Coalition is under contract for objective.  
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Training Medical Providers on Best Practices for HPV Vaccination



Lisa Gruss, MS, MBA 

Practice Transformation Specialist



QUALITY INSIGHTS











Quality Insight and HPV

History of Medical Education for Providers

Pilot contract – 2018 -2019

3 year contract 2019 – 2022

Currently in a small 3 month contract

Goals

Provide medical education

Increase HPV vaccination rates

Decrease cancer rates caused by HPV

Audience

Providers (MDs, DO, NPs, nurses, and care teams)

School based wellness centers

Community Organizations







Resource Library

Academic Detailing

You are the Key

EDISCO 

Powtoons

Flyers and handouts

Reminder Magnets

DelVAX support, reports, and training







Increases in HPV Rates

For engaged practices, from baseline to 2 years, there was a 10.7% increase in 1HPV 13-17 and a 20.6% increase in UTD HPV 13-17

For engaged practices, from baseline to 3 years, there was 9.4% increase in 1HPV 13-17 and a 19.9% increase in UTD HPV 13-17  (note:  more data clean-up, small denominator, pandemic challenges)

Success story

for a highly engaged site using a multi-pronged approach and Quality Insights technical assistance, the 13-17 year old HPV vaccination rate was 83%, with a 44% initiation rate among the 9-12 year old cohort.

 the site implemented a multi-prong approach to increase HPV vaccination rates including:  vaccinating at 9 years, running DelVAX reports weekly, performing reminder-recall, utilizing notes for immunizations due, and including the care team in education and awareness.   







Highlight of Successes

Engagement of Health Systems

ChristianaCare – Data reconciliation,  physician buy-in, Population health buy-in,  Resident/ Physician pilot at 3 sites to increase and sustain rates

Bayhealth – early adopter,  Physician champ noted above in increase in HPV rates example started vaccination at 9 year; partook in academic detailing

FQHC’s

Provided education to Westside -   Westside is starting an initiative to increase rates

Updated ‘automated lists’ to include HPV at age 9 and 10 year well child visits, retraining MA’s to identify care gaps including vaccines, evaluation incorporating standing orders for routine vaccines

HJMC Southbridge reengaged for HPV initiative 

School based health centers

3 engaged systems, covering 13 Wellness Centers  - providing education, technical assistance, and resources

Private Practice

Referrals from IQIP program







Data Reconciliation

Who?

1 health system and 2 private practices

What?

Approximately 8000 patient records

When?

Starting in the 2019-2020 contract year through 2021-2022 contract year

Where?

Some onsite via EHR and some via an export from EHR/ comparing to DelVAX

Why?

Goal is to get alignment with data sources for vaccination rates







Data Snapshot

		Data Rec #		Total records		%  needing at least one vaccine added to DelVAX		% needing at least one vaccine added to EHR

		1		2000		24.7%		9.8%

		2		3000		8.7%		4.3%

		3		1147		11.2%		9.4%

		4		796		15.7%		9%







Noteworthy findings

Patients could not been found in DelVAX

Many patients in DelVAX have a different date of birth than what is listed in CCHS report (usually off by one day); these are noted in the comment section of the patient reports

Many patients have multiple accounts in DelVAX; these are noted in the comments section of the patient reports

Some of the HPV vaccines were listed twice on the CCHS report (two different line items with the same vaccination date); these are noted in the comments section of the patient reports

Dose issues- either too close together, inappropriate age, or there is a dose in DelVAX close to the reported date from CCHS

Many discrepancies between the charge code and the vaccines that are in DelVAX

20 patients had a vaccination date of 12/25/20 (Christmas) listed as their HPV vaccine date in the EHR.  Believe that this is incorrect, so did not enter those vaccines.











Recommendations

Opportunities still exist in DE for HPV vaccination

Initial vaccination at 11-12 and completion at by the 13th birthday

Vaccination rates in general declined during the pandemic

Series completion remains an opportunity in DE

Disparities exist in vaccination
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			 			State Avg			Nat'l Avg			DelVAX


			2016			78.3%			65.1%


			2017			76.2%			68.6%			36.4%


			2018			77.3%			69.9%			8.3%


			2019			75.6%			73.2%			9.3%


			2020			76.6%			77.1%			47.3%
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			 			State Avg			Nat'l Avg			DelVAX


			2016			70.2%			55.0%


			2017			61.0%			57.7%


			2018			66.8%			57.4%			6.9%


			2019			66.5%			60.7%			8.2%
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			 			State Avg			Nat'l Avg			DelVAX


			2018			61.3%			48.9%			5.8%


			2019			58.3%			54.6%			6.8%


			2020			55.1%			56.4%			34.0%
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			 			State Avg			Nat'l Avg			DelVAX


			2016			66.8%			49.5%


			2017			59.6%			53.1%			25.8%


			2018			63.9%			53.7%			4.8%


			2019			60.7%			56.8%			6.0%


			2020			62.2%			61.4%			27.3%
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			 			State Avg			Nat'l Avg			DelVAX


			2016			63.3%			56.0%


			2017			74.5%			62.6%			35.9%


			2018			70.7%			66.3%			8.1%


			2019			75.2%			69.8%			8.7%


			2020			79.4%			73.1%			46.1%
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			 			State Avg			Nat'l Avg			DelVAX


			2016			52.7%			43.6%


			2017			63.0%			48.8%			26.7%


			2018			56.4%			52.8%			5.2%


			2019			60.9%			54.8%			6.0%
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			 			State Avg			Nat'l Avg			DelVAX


			2018			50.6%			47.1%			5.1%


			2019			54.9%			50.0%			6.0%


			2020			60.1%			52.6%			32.9%
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			 			State Avg			Nat'l Avg			DelVAX


			2016			47.3%			37.5%


			2017			56.7%			44.3%			24.9%


			2018			53.1%			48.7%			4.4%


			2019			57.7%			51.8%			6.0%


			2020			64.1%			56.0%			25.7%
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New campaign overview
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New campaigns for FY23:



Lung Cancer Screening Campaign 



Cancer Screening Campaign focused on LGBTQIA population



















Lung Cancer screening campaign







Lung cancer screening campaign overview – FY19 – FY22 Campaign
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Lung cancer screening campaign overview
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Situation Overview:

Lung cancer is the #1 cause of death in Delaware

Tobacco use/smoking is the leading cause of lung cancer

Providers/physicians are often not recommending lung cancer screenings and may not be fully informed on screening guidelines



Goal: 

Increase lung cancer screening rates by: 

Increasing awareness of the importance of getting screened for lung cancer

Educating health care providers on lung cancer screening guidelines; increase lung cancer screening referrals 



Target Audience: 

Delawareans ages 50 to 80, are current smokers or a smoker who quit within the last 15 years and those who smoke or smoked a pack a day for 20 or more years, or two packs a day for 10 or more years

Health care providers



Key Message: 

Emphasize the importance lung cancer screening to detect lung cancer early when it is most treatable; cross promote the Delaware Quitline when possible. 



Recommended Tactics: 

Paid media tactics, provider education campaign, and robust grassroots outreach initiative in targeted zip codes











LGBTQIA+ cancer screening campaign Overview
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Campaign Measurement: 

Clicks on campaign-specific digital ads

Partnerships secured, toolkit distribution, and grassroots outreach 

Visits to and nurse navigator request form completions on lung cancer-specific page on HealthyDelaware.org

Increase in cancer screening rates amongst the target audience 





Timing: 



Summer 2022 – Campaign development



September/October – Health care provider campaign launch  



November 2022 – Consumer mass media and grassroots campaign launch 



June 2023 – Campaign end date





























LGBTQIA Cancer screening campaign







LGBTQIA+ cancer screening campaign overview
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Situation Overview

Data shows the following:

Individuals who identify as LGBTQIA have low cancer screening rates in Delaware and nationally. 

Lack of overall provider understanding of LBGTQIA patients often creates a fear of doctors and medical procedures in general amongst this population.

Behavioral risk factors contribute to increased cancer rates amongst this population.



Goal: Increase cancer screening rates amongst the LBGTQIA population by empowering this audience to schedule and get screened for cancer—specifically cervical, breast, colon, prostate, and lung cancers—when eligible.



Target Audience: LGBTQIA+ Delawareans statewide ages 18+



Key Message: If you’re a member of the LBGTQIA community, you’re at a higher risk for cancer. It’s important to get screened when eligible. 



Recommended Tactics: Mix of paid media tactics and partnership outreach. Paid media tactics could include print, radio, streaming video, digital banner ads, paid social media, etc.











LGBTQIA+ cancer screening campaign Overview
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Campaign Measurement: 

Clicks on campaign-specific digital ads

Partnerships secured, toolkit distribution, and grassroots outreach 

Visits to and nurse navigator request form completions on LBGTQIA-specific landing page (to be created on HealthyDelaware.org)

Increase in cancer screening rates amongst the target audience 





Timing: 



Summer 2022 – Campaign development



October 2022 – Campaign launch 



February 2023 – Paid media campaign end date; partnerships and toolkit material distribution to continue 

                                throughout FY23





























Thank you
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Sexual Orientation and Intentions to Obtain Breast Cancer Screening; Journal of Women’s Health, 2009



Barriers and Facilitators to Cancer Screening Among LGBTQ Individuals With Cancer; Oncology Nursing Forum, 2020



AACR Conference Examines Cancer Disparities in the LGBTQ Population; American Association of Cancer Research, 2021
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