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Welcome/Review/Approval of Minutes





Review/Approval of Minutes
Katy Connolly, Chair, began the Advisory Council meeting at 8:30 am.  She asked for a motion to approve the April meeting minutes.  Dr. Nick Petrelli motioned to accept, and Deb Brown seconded the motion.  A vote was taken and the  April  2023, Advisory Council minutes were approved as written.

Delaware Cancer Treatment Program (DCTP) Spending Update
Mr. Maxwell Amoako, Cancer Prevention & Control Bureau Chief, reported from July 1, 2022, to June 30, 2023, a total of 55 new applicants were approved in DCTP.  Currently there are 73 clients enrolled with 36 of them coming under the financial hardship waiver.  About 85% of the population approved for financial hardship waiver are Medicare clients.  As per the budget, $3.5 mm has been allocated for the DCTP which includes a $174,432.22 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.  Total spending to date is $1,315,860.90 for claims which equates out to about $25,305/week average.  Payment of claims is set up on a purchase order of $1.8 mm.  There were 40 clients that were denied due to regulations that govern the program.  We are working on updates to review and clarify loopholes with regards to what can technically be used to identify eligibility for the DCTP.  Questions on residential eligibility and income allowable do not identify documents that are accepted as proof.  Example:  A US citizen lives in Maryland is not eligible because the person must prove Delaware residency.  Helen Arthur, HPDP Section Chief, added that since COVID, we have received more inquiries into the program and have also had a couple appeals over the last two years that had to be presented to the Deputy Attorney General’s office for a decision.  We found out that the process/procedure to do this is to make sure there is an outline of how the program works with FAQ.  If we don’t close the loopholes and someone is able to come in and qualify for things, we run the risk of depleting the program in ways that it was not intended.  We are looking for some feedback regarding what documents to accept to prove residency.  As one of the original members of the DCC, Dr. Grubbs clarified that at the inception, there was discussion if people should be a citizen of Delaware or a resident of Delaware, and the decision was made that you should be a RESIDENT of Delaware.  He also said that it was not decided what you had to do to prove that you were a resident of Delaware so now might be the time for that discussion.  He continued saying that the intent in the beginning was to have anybody who actually lived in Delaware or be eligible for this whether they are documented or undocumented.  Dr. Petrelli added that he thought in working with social work, that evidence of a Delaware resident had to be something like a Delaware driver’s license or address on a document and it had to be part of the submission of the application for the treatment program.  A question was asked about what is accepted as eligibility for the Screening For Life program.  That eligibility is much easier to prove because the program accepts third party attestation for individuals.  The Attorney General’s office recommended we have a public meeting notice.  People may show up or submit their concerns/recommendations.  The AG’s office advised that you have to listen, but  you do not have to accept the feedback.  Dr. Grubbs suggested that the group make sure their treatment options and determinations of treatment are consistent with Delaware Medicaid.  Dr. Grubbs made a motion to align the DCTP residency requirements and treatment options to align with those that are covered with Medicaid.  Dr. Petrelli seconded the motion.

FY24 Budget
Max Amoako, Cancer Prevention & Control Bureau Chief provided an update on the FY24 budget.  The Delaware Recommended budget was approved by the legislature.  The budget is level funding of $9.4 million from previous year however the Women’s Health Screening Program under Delaware Breast Cancer Coalition was increased by $95,000 and the patient navigation epilogue for DBCC was increased by $35,000.

Lung Cancer Screening Guidelines
Dr. Heather Bittner-Fagan began her presentation on Lung Cancer Screening Guidelines stating she wants everyone to leave today with a sense of urgency that lung cancer screening needs to be a priority.  She said that we all need to do better and hopes this presentation facilitates more work being done.  Lung cancer is the leading cancer killer in the United States and in Delaware it kills more people each year than if you combined colon, breast and prostate cancer.  Eighty percent of lung cancer deaths can be attributed to smoking.  We currently screen adults, age 50-80 who have a 20 pack year smoking history and are either current smokers or who have quit 15 years or less.  About 70% of the people are not aware of lung cancer screening and other cancer screenings have been around longer and have more advocacy.  This is a much more difficult population to identify.  The data that we need in order to find the people with the right pack year history is not readily available in most data sets.  It is not routinely collected even in healthcare specific data sets.  Healthcare systems are creating local solutions to get this data as are electronic health record companies by trying to get this built into the electronic medical record data.  As we increase awareness, then we have to increase screening.  When we increase screening the first thing we are going to see is increased incidence, then stage shift and then mortality coming down.  Dr. Grubbs commented that the life cycle of screening that Dr. Bittner-Fagan has shown, is exactly what we demonstrated when we went after colon cancer 20 years ago.  Again, it was reiterated that as screening increases, incidence of cancer should rise as well.  It’s not truly rising; it is that we are detecting it more often and hopefully at an early stage where more can be done to treat it.  Deb Brown added that the American Lung Association is also trying to raise awareness about the offering of low dose CT scans for people.  They are finding that many are afraid of the machine and think they may have to lay still and are fearful of claustrophobia.  Several members commented, great presentation and great discussion.

Lung Cancer Screening with Behavioral Risk Factor Surveillance System (BRFSS)
Ms. Stephanie Belinske, Chronic Disease Epidemiologist, provided a presentation on lung cancer screening utilization using the Behavioral Risk Factor Surveillance System (BRFSS).  The United States Task Force Preventive Services (USPSTF) recommends annual screening for lung cancer with low-dose computed tomography in adults aged 55-80 years who have a 30 pack-year smoking history and currently smoke or have quit within the past 15 years.  In 2017, the Centers for Disease Control (CDC) added an optional module that was designed to assess lung cancer screening utilization.  Delaware opted to include the module during even-years starting in 2018, to coincide with the other cancer screening questions.  Data from 2022 is expected to become publicly available in September.  Starting in 2024, the lung cancer screening module is moving to the rotating core.  The lung cancer screening module includes a series of questions designed to determine eligibility and lung cancer screening utilization.  The first questions are asked to determine pack-years.  Questions also include: “How old were you when you started smoking?”, How old were you when you last smoked cigarettes regularly?”, “On average, when you smoke regularly, how many cigarettes do you usually smoke each day?”.  From 2017-2021 there was only a single question to determine if a participant was screened for lung cancer.  In 2022, the question to assess lung cancer screening was tweaked and additional questions were asked.  The new question is to determine if a CT/CAT scan was done specifically to check or screen for lung cancer.  This question asks, “Were any of the CT or CAT scans of your chest area done mainly to check or screen for lung cancer?”  Using the questions an algorithm was developed to determine who in the population is eligible for lung cancer and who has been screened.  The first step is to determine smoking status, then how long a participant has smoked cigarettes, then pack years is determined and eligibility.  Currently the old recommendations are still being used because the most recent data available for public consumption is from the 2020 survey, so we are still using the 30-pack-year history.  This will be lowered to a 20 pack-year history starting with analysis of the 2022 dataset.  In the 2018 and 2020 datasets, the age is restricted to 55-80, but starting with the 2022 dataset, the age will be restricted from 50-80.  The last step is to determine if a participant had a CT scan in the past year.  Understanding the denominator for both eligibility and lung cancer screening utilization is important.  Only 4-6% of the Delaware TOTAL population is eligible for lung cancer screening.  However, between, 8-11% of Delaware adults between the ages of 55-80 are eligible.  Between 17-22% of Delaware current or former smokers between the ages of 55-80 are eligible.  Using the national dataset, we were able to analyze the six states who also asked the lung cancer screening module in 2018.  Delaware’s lung cancer screening utilization was 20% among those who are eligible, similar to New Jersey, and well above Maryland, South Dakota, and West Virginia.  In 2020, Delaware had the highest lung cancer screening utilization compared to the other four states who participated.  One important item to note, while those who are eligible to be screened were overwhelmingly white, a higher proportion of Blacks who were eligible were screened.  A similar distribution for demographics was observed for those who were not screened, but eligible.  The distribution of those who are current or former smokers between the ages of 55-80 but were not eligible for screening is also similar to those who were not screened.  There are two major criteria that restrict screening other than age.  The first is among former smokers – those who had quit smoking 15 or more years ago are not eligible.  An overwhelming majority of those who are ineligible for lung cancer screening did not meet the 30-pack-year requirement.  A total of 87% of those who are ineligible did not meet the 30 pack-year requirement.  That percentage shrinks to 65% when expanding the pack-year requirement to 20 pack-years.  When exploring the demographic factors of those who did not meet the pack-year requirements, disparities in race was noticeable in every state that had a sample of non-whites that was large enough on which to report.  In Delaware, among Black current or former smokers who were ineligible for lung cancer screening, 92% did not meet the pack-year requirements, compared to 82% of whites.  This spread was similar in Maryland, New Jersey, and Texas.  Lung cancer screening is important to change the incidence and mortality due to lung cancer.  We expect that distant stage incidence will begin to decrease due to early detections.  We expect to see a lag between the time recommendations are implemented and the time we begin to see a decrease in distant stage age-adjusted incidence rate.  This lag is expected as health care systems begin to adopt and implement recommendations.  A decrease in age-adjusted lung and bronchus cancer distant stage rate begins to emerge in 2015.  Age-adjusted mortality is an even longer-term outcome that is expected to decrease as lung cancer screening increases.  While, not as dramatic as the age-adjusted incidence rate, there is a decrease that begins to emerge for non-Hispanic Black Delawareans.  We will continue to monitor lung cancer mortality rates for continued trends.  We expect to observe more noticeable decreases in lung cancer mortality rate as screening continues to increase, especially in light of the expanded recommendations in 2021.  Some discussion took place after the presentation regarding strategy to reach more people with regards to screening and education.  This is important, as the vaping epidemic continues and how people will react to the effects of vaping.  Also mentioned were the effects on non-smokers who have been exposed to smoke, such as children that live with a smoke for 20 plus years and how that exposure is accounted for in the studies.  We should also be discussing the potential for the smoke from marijuana use which will be legal in years to come.  Currently, there is no accounting for second hand smoke – there is no accounting for any other smokable tobacco product.  It is restricted to cigarettes only.  This is where some of the disparity is in terms of these percentages that are being produced and also limiting who can actually get screened.  Dr. Grubbs commented that there is a bigger world of tobacco use than just in cigarettes but with the current recommendations based on evidence, the only evidence today has been studies looking at cigarettes.  Dr. Petrelli added that we need to put in a better effort, which is complex, into the underserved areas for screening.  Dr. Sawhney added that there has been very limited use of mobile units for low dose CT but there is one out of North Carolina.  He added that he did not have a great sense of the cost or feasibility but as a state we like to try and be pioneers and be an early adopter of something that could really move the needle.   

2024 Retreat
Due to lack of time it was decided that Helen Arthur, HPDP Section Chief will send out an email to AC members regarding 2024 meeting dates and a request for suggestions for Retreat theme.
Sharing Time
Helen Arthur, HPDP Section Chief gave a quick update advising the premium cigar tax decrease did not make it out of committee.  She also added that House Bill 243 passed which basically was an act that expands the qualifications for the Director of the Division of Public Health to include non-positioned professionals.  Evidently, they have been having a hard time filling the position of Public Health Director.

Public Comment
There was no public comment.

Adjournment
Chair, Katy Connolly adjourned the Advisory Council meeting at 10:05 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 16, 2023 - Hybrid

	2024 meetings: 
Exact Dates TBD
January 2024
April 2024 – Retreat
July 2024
October 2024
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Goals of this talk today

Create a sense of urgency around lung cancer screening (LCS)

Discuss barriers and facilitators relevant to success of Delaware Cancer Consortium (DCC)

Provide context for the data presentation which follow 





Lung Cancer 



Lung cancer is the leading cancer killer in the United States and Delaware



Lung cancer kills more people each year than colon, breast and prostate combined 



80% of lung cancer deaths can be attributed to smoking 









USPSTF current 













Why the guidelines expanded ?

NLST demonstrated mortality benefit (2011)

Nelson trial (2019) demonstrated mortality benefit for expanded population 

increasing the number of minority individuals who are eligible 







Rates are too low





Dr. Stephanie will give us the data on this next. 

BRFSS self-report

ACR data only from participating sites 





Awareness 





Lack of Awareness

Nearly 70 percent of people don't know that lung cancer screening is available at all. 

Other cancer screenings have been around longer and have better advocacy 

https://www.scientificamerican.com/article/most-people-at-risk-for-lung-cancer-never-get-screened





Identification of Population: 
Pack years & Quit date  

Identification of the eligible population will depend on collection of pack year data and quit date when applicable 

Neither is routinely collected 

Health care systems are creating local solutions 

EHR companies are aware of the need 

ALA and other sites have online tool 

For many patients, the answer is a story rather than a data point









Stigma and Nihilism 





Stigma and Nihilism

People who smoke heavily (20 pack years) have not responded to what has been a clear and consistent message for decades

SDOH undoubtedly plays a role

Concerns about how these individuals have been treated in prior health care encounters 

Common belief that lung cancer is a death sentence 

Feeling of shame associated with smoking-associated cancer 





Address stigma and nihilism 



Instead of “55 year old heavy smoker…”  

You do not have to quit smoking for this screening, but when you are ready …  







Shared Decision-making 





Shared Decision-making

For low dose CT scan reimbursement, CMS requires completion and documentation of shared-decision making by a health care professional prior to ordering











Risks of LCS with LDCT

Radiation 

False positives and subsequent imaging or interventions 

False negatives and potential false reassurance 

Incidental findings

Overtreatment 









Benefits of LCS with LDCT

Improved mortality 

All cause mortality improved 

Detection of coronary artery calcifications alerts patient and physician to discuss cardiovascular risk 

Participation in LCS is associated with increase in smoking cessation attempts 





Unintended Consequences of SDM  



Shared decision-making is not required for other screenings & this may well send the message that LDCT is unproven or unsafe

Requirement that this be done by a health care provider (doctor, advanced nurse or physician’s assistant) creates a bottleneck 

Documentation to meet the requirement is substantial 







Provider recommendation 



Provider recommendation & access to primary care are VERY impactful

Make it easy

Work around the brief face to face encounter with provider 





SMOKING CESSATION in 1 minute or less

PHYSICIAN ADVICE  MATTERS

LUNG CANCER SCREENING IS A TEACHABLE MOMENT

MEDICINE WORKS

QUIT LINES WORK

TRY, TRY AGAIN 









Smoking cessation is extremely important. It is the most important thing a patient can do to prevent lung cancer. Smoking cessation in primary care could be a webinar by itself so it’s hard to do it justice briefly. However, we didn’t want to miss an opportunity to call to action and ask you to renew your efforts. Somethings to remember.

Smoking is a pediatric disease and since smokers start so young anticipatory guidance to NOT start is key.

Your advice alone matters. Physician recommendation can be very patient.

The jury is out on whether people use lung cancer screening as a catalyst to quit now or an excuse to delay quitting. But as the doctor, we can certainly do our best to sway people to use this as a quitting opportunity.

Medicines, including bupropron, vareniclene and meatene replacement work to greatly increase quit success

Quitlines have great evidence for effectiveness

When in doubt , try again. It takes most smokers several quit attempts to truely succeed.	
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Cancer Control Continuum

CA: A Cancer Journal for Clinicians, Volume: 70, Issue: 3, Pages: 165-181, First published: 23 March 2020, DOI: (10.3322/caac.21604) 



PRIMARY CARE 

PRIMARY CARE

Specialty Cancer Care 

PUBLIC HEALTH

PATIENT NAVIGATION









Health Care Delivery Across the Cancer Control Continuum.

IF THIS IMAGE HAS BEEN PROVIDED BY OR IS OWNED BY A THIRD PARTY, AS INDICATED IN THE CAPTION LINE, THEN FURTHER PERMISSION MAY BE NEEDED BEFORE ANY FURTHER USE. PLEASE CONTACT WILEY'S PERMISSIONS DEPARTMENT ON PERMISSIONS@WILEY.COM OR USE THE RIGHTSLINK SERVICE BY CLICKING ON THE 'REQUEST PERMISSIONS' LINK ACCOMPANYING THIS ARTICLE. WILEY OR AUTHOR OWNED IMAGES MAY BE USED FOR NON-COMMERCIAL PURPOSES, SUBJECT TO PROPER CITATION OF THE ARTICLE, AUTHOR, AND PUBLISHER. 



Cancer Early Detection: Health Care Access promotes equity



Data source:  Delaware health and Social Services.  Division of Public Health, behavioral Risk Factor Survey (BRFS), 2008-2020





Access to health care is an important factor in cancer screening.  The BRFS asked three separate questions regarding access to health care from 2008-2020.  The questions included health care coverage status, personal doctor status, and check-up timeliness.  The figure shows the flow of association from access to health care to cancer outcomes.



Those who do not have access or have poor access are less likely to receive a timely cancer screening, which in turn can lead to increased risk of negative cancer outcomes from diagnosis at a later stage. Health care coverage (also known as having health insurance) is associated both with having a personal doctor and with having a check-up within the past year.  Having a personal doctor does not affect health insurance status. The "personal doctor" variable is downstream from health care coverage.  In other words, having a personal doctor does not affect health coverage status (having health insurance or not having health insurance).  Personal doctor is upstream from check-up timeliness.  Having a personal doctor is independently associated with having a check-up within the past year. In contrast, having a personal doctor is associated with having a check-up within the past year.  Receiving a check-up does not have any bearing on a person’s health care coverage or personal doctor.  However, check-up timeliness is strongly associated with receiving timely cancer screening.



Data source:  Delaware health and Social Services.  Division of Public Health, behavioral Risk Factor Survey (BRFS), 2008-2020
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“Lifecycle” of cancer screening 











Increase awareness





Increase screening





Increase incidence





Stage shift 





Mortality declines 





Questions 
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Abstract
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United states task force preventive services lung screening recommendations



		December 31, 2013 – March 08, 2021



Archived: Lung Cancer: Screening | United States Preventive Services Taskforce. (n.d.). Retrieved July 5, 2023, from https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/lung-cancer-screening-december-2013





On December 31, 2013, the USPSTF made a recommendation for lung cancer screening, giving it a B grade.  This recommendation was in effect until it was updated on March 09, 2021.



The USPSTF recommends annual screening for lung cancer with low-dose computed tomography (LDCT) in adults aged 55 to 80 years who have a 30 pack-year smoking history and currently smoke or have quit within the past 15 years. Screening should be discontinued once a person has not smoked for 15 years or develops a health problem that substantially limits life expectancy or the ability or willingness to have curative lung surgery
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Adults Aged 55 to 80 years 





Currently Smoke or Have Quit within the Past 15 Years





30 Pack-Year Smoking History





United states task force preventive services lung screening recommendations



		March 09, 2021 - Present



US Preventive Services Task Force, Krist, A. H., Davidson, K. W., Mangione, C. M., Barry, M. J., Cabana, M., Caughey, A. B., Davis, E. M., Donahue, K. E., Doubeni, C. A., Kubik, M., Landefeld, C. S., Li, L., Ogedegbe, G., Owens, D. K., Pbert, L., Silverstein, M., Stevermer, J., Tseng, C.-W., & Wong, J. B. (2021). Screening for Lung Cancer: US Preventive Services Task Force Recommendation Statement. JAMA, 325(10), 962. https://doi.org/10.1001/jama.2021.1117





On March 09, 2021, the USPSTF released an updated lung cancer screening.  This recommendation had two major changes:

 

USPSTF expanded the age criteria to include those ages 50 – 80 instead of starting at 55 and,

Lowered the pack-year requirement from 30 pack-years to 20 pack-years.
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Adults Aged 50 to 80 years 





Currently Smoke or Have Quit within the Past 15 Years





20 Pack-Year Smoking History





Lung cancer screening questions in brfss

		Year		States 

		2017		Florida, Georgia, Kentucky, Maryland, Missouri, Nevada, Oklahoma, Vermont, Wyoming

		2018		Delaware, Maryland, New Jersey, South Dakota, Texas, West Virginia

		2019		Arizona, Idaho, Kentucky, Maine, Minnesota, Missouri, Montana, North Carolina, North Dakota, Pennsylvania, Rhode Island, South Carolina, Utah, Vermont, West Virginia, Wisconsin

		2020		Delaware, Maine, New Jersey, North Dakota, South Dakota

		2021		Maine, Michigan, New Jersey, Rhode Island





Source: U.S. Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Division of Population Health, Behavioral Risk Factor Surveillance System (BRFSS), 2018 - 2021





In 2017, the CDC added an optional module that was designed to assess lung cancer screening utilization.  As you can see from the table, 27 states have opted to include the optional module, many of which included the module more than once.  
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Lung Cancer Screening questions in Delaware

		2017		2018		2019		2020		2021		2022		2023		2024



Module Introduced

Delaware Included

Module

Delaware Included

Module

Delaware Included

Module

Moved to Rotating Core



Source: U.S. Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Division of Population Health, Behavioral Risk Factor Surveillance System (BRFSS), 2018 - 2021





This timeline shows the introduction of the lung cancer screening module in 2017.  Delaware opted to include the module during even-years starting in 2018, to coincide with the other cancer screening questions.  Data from 2022 is expected to become publicly available in September.  Starting in 2024, the lung cancer screening module is moving to the rotating core.
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Lung Cancer Screening: 2017 - Present

How old were you when you first started to smoke cigarettes?

_ _ _  Age in Years

7 7 7  Don’t Know/ Not sure

9 9 9  Refused







Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2017-2023





The lung cancer screening module includes a series of questions designed to determine eligibility and lung cancer screening utilization.  The module was revised in 2021, and some of the questions presented have remained consistent over the span of the module, where others have been tweaked to provide better data capture.  The first three questions in the module have stayed the same and are asked to determine pack-years.



This first question asks “how old were you when you first stared to smoke cigarettes?”  answers are collected in years.
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Lung Cancer Screening: 2017 - Present

How old were you when you last smoked cigarettes regularly?

_ _ _  Age in Years

7 7 7  Don’t Know/ Not sure

9 9 9  Refused





Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2017-2023





The participant is then asked “how old were you when you last smoked cigarettes regularly?”  This question is needed to determine how long the participant has smoked and if they quit within the past 15 years.
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Lung Cancer Screening: 2017 - Present

On average, when you {smoke/smoked} regularly, about how many cigarettes {do/did} you usually smoke each day?

_ _ _  Number of cigarettes

7 7 7  Don’t know/ Not Sure

9 9 9  Refused





Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2017-2022





The interviewer then follows up by asking “on average, when you smoke regularly, about how many cigarettes do you usually smoke each day?”  Data are captured in the number of cigarettes per day.
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Lung Cancer Screening: 2017 - 2021

The next question is about CT or CAT scans.  During this test, you lie flat on your back on a table.  While you hold your breath, the table moves through a donut shaped x-ray machine while the scan is done. In the last 12 months, did you have a CT or CAT scan?

1 = Yes, to check for lung cancer

2 = No (did not have a CT scan)

3 = Had a CT scan, but for some other reason

7 = Don’t know/Not Sure

9 = Refused





Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2017-2021





From 2017 – 2021 there was only a single question to determine if a participant was screened for lung cancer.  The participant was asked “the next question is about CT or CAT scans. During this test, you lie flat on your back on a table.  While you hold your breath, the table moves through a donut shaped x-ray machine while the scan is done.  In the last 12 months, did you have a CT or CAT scan?



The answer options include:



“Yes, to check for lung cancer”

“No, did not have a CT scan”

“Had a CT scan, but for some other reason”
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Lung Cancer Screening: 2022 forward

The next question is about CT or CAT scans.  During this test, you lie flat on your back on a table.  While you hold your breath, the table moves through a donut shaped x-ray machine while the scan is done. Have you ever had a CT or CAT scan of your chest area?

1 = Yes, to check for lung cancer

2 = No (did not have a CT scan)

3 = Had a CT scan, but for some other reason

7 = Don’t know/Not Sure

9 = Refused







Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2022-2023





In 2022, the question to assess lung cancer screening was tweaked, and additional questions were asked.  Changes are presented in red.  
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Lung Cancer Screening: 2022 forward

Were any of the CT or CAT scans of your chest area done mainly to check or screen for lung cancer?

1 = Yes

2 = No

7 = Don’t know/Not sure

9 = Refused





Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2022-2023





This new question is to determine if a CT/CAT scan was done specifically to check or screen for lung cancer.
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Lung Cancer Screening: 2022 forward

When did you have your most recent CT or CAT scan of your chest area mainly to check or screen for lung cancer?

1 = Within the past year (anytime less than 12 months ago)

2 = Within the past 2 years (1 year but less than 2 years)

3 = Within the past 3 years (2 years but less than 3 years)

4 = Within the past 5 years (3 years but less than 5 years)

5 = Within the past 10 years (5 years but less than 10 years ago)

6 = More than 10 years ago

7 = Don’t know/Not sure

9 = Refused



Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2022-2023





This question is to determine how long-ago lung cancer screening was performed.  
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Lung Cancer Screening Calculations







Using the questions presented, we have developed an algorithm to determine who in the population is eligible for lung cancer and who has been screened.  The first step is to determine smoking status.
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Step 1: Determine Smoking Status





Current Smoker





Former Smoker who Quit in Past 15 Years





Lung Cancer Screening Calculations







Next we determine how long a participant has smoked cigarettes.
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Step 2: Determine Years Smoked





Current Smoker = Age – First Smoked





Former Smoker = Last Smoked – First Smoked





Lung Cancer Screening Calculations







Then we determine the pack years.
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Step 3: Determine Pack-Years





Packs per Day = 20 Cigarettes per Pack





Pack-Years = Packs per Day x Years Smoked





Lung Cancer Screening Calculations







Next we determine the eligibility.  Currently we’re still using the old recommendations because the most recent data available for public consumption is from the 2020 survey.  Therefore, we’re still using the 30-pack-year history.  This will be lowered to a 20 pack-year history starting with analysis of the 2022 dataset.
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Step 4: Determine Eligibility





Current Smoker with a 30 Pack-Year History or Former Smoker who Quit within the past15 Years with 30 Pack-Year History





Lung Cancer Screening Calculations







We restrict the age.  In the 2018 and 2020 datasets, we restrict the age to 55-80, but starting with the 2022 dataset, we will restrict from 50-80.
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Step 5: Restrict Age





2018 – 2020: Ages between 55 - 80





2022 Forward: Ages between 50 - 80





Lung Cancer Screening Calculations







Finally, we then determine if a participant had a CT scan in the past year.
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Step 6: Determine Screening





2018 - 2020

Lung Cancer Screening = Chest CT Scan 





2022 Forward

Lung Cancer Screening = Chest CT Scan within Past Year 





Lung Cancer Screening Eligibility

Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2018 & 2020 combined sample





Understanding the denominator for both eligibility and lung cancer screening utilization is important.  Only 4-6% of the Delaware TOTAL population is eligible for lung cancer screening.  However, between 8-11% of Delaware adults between the ages of 55-80 are eligible.  Between 17-22% of Delaware CURRENT OR FORMER SMOKERS between the ages of 55-80 are eligible.
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Among Current of Former Delaware Smokers Ages 55-80: 

17% - 22% 





Among Delaware Adults Ages 55-80: 

8% - 11%





Among Total Delaware Population: 

4% - 6% 





Eligible: Demographics



Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2018 & 2020 combined sample





Typically, we do not combine years because trend over time is one of the major strengths of BRFS.  However, with the questions being changed, and for added detail, we are providing both 2018 and 2020 as a combined sample.  



Here, we are presenting the demographic distribution of the sample by age group, sex, race, education, income, and county.  When comparing the demographic distribution of those who are eligible to the demographic distribution to the population at higher risk for lung cancer as determined by USPSTF, age and sex are similarly distributed.  However, when looking race, more whites are eligible for screening than that of the higher risk population.  This is true for the lowest income bracket, and Sussex County.  
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[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

County	Income	Education	Race	Sex	Age	0.187	0.379	0.57999999999999996	0.91300000000000003	0.53700000000000003	0.502	Kent	<	$25,000	High School Diploma or Less	White	Male	55-64	[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

County	Income	Education	Race	Sex	Age	0.41199999999999998	0.29499999999999998	0.42	8.6999999999999966E-2	0.46300000000000002	0.498	New Castle	$25,000-$49,999	At Least Some Post H.S. Education	Non-White	Female	65 and Older	[CELLRANGE]
[CELLRANGE]





County	Income	Education	Race	Sex	Age	0.4	0.32600000000000001	Sussex	$50,000 	


Eligible: Demographics: New Recommendations



Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2018 & 2020 combined sample





When looking at the same 2018 and 2020 sample, the over representation of specific groups is less pronounced.  However, it’s important to note, whites and the lowest income bracket are still slightly overrepresented.
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[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

County	Income	Education	Race	Sex	Age	0.186	0.35799999999999998	0.55200000000000005	0.86599999999999999	0.498	0.17399999999999999	Kent	<	$25,000	High School Diploma or Less	White	Male	50-54	[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

County	Income	Education	Race	Sex	Age	0.45300000000000001	0.252	0.44799999999999995	0.13400000000000001	0.502	0.441	New Castle	$25,000-$49,999	At Least Some Post H.S. Education	Non-White	Female	55-64	[CELLRANGE]
[CELLRANGE]



[CELLRANGE]

County	Income	Education	Race	Sex	Age	0.36099999999999999	0.39	0.38400000000000001	Sussex	$50,000 	65 and Older	


Lung Cancer Screening Among Eligible



Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2018 & 2020 combined sample





AMONG Delaware adults who were ELIGIBLE for lung cancer screening 23.2% had a CT scan for lung cancer.  However, 57% did NOT have a CT scan in the past year for lung cancer screening.
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Yes, for Lung Cancer	No	Yes, But For Some Other Reason	0.23200000000000001	0.56999999999999995	0.19800000000000001	



Lung Cancer Screening Among Eligible, 
by State, 2018



Source: U.S. Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Division of Population Health, Behavioral Risk Factor Surveillance System (BRFSS), 2018





Using the national dataset, we were able to analyze the six states who also asked the lung cancer screening module in 2018.  Delaware’s lung cancer screening utilization was 20% among those who are eligible, similar to New Jersey, and well above Maryland, South Dakota, and West Virginia.



It is important to note, the national dataset recodes all participants with an age of 80 and older to 80.  That means those who are ineligible have a coded age within the eligibility criteria.  To account for this, age was restricted to 55-79.  Therefore, these percentages are close, but not exactly the same as estimate produced at the state-level.
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Yes, was Screened for Lung Cancer	

DE	MD	NJ	SD	TX	WV	0.2	0.107	0.191	0.14299999999999999	0.28100000000000003	0.12300000000000001	No	

DE	MD	NJ	SD	TX	WV	0.57599999999999996	0.621	0.68600000000000005	0.66	0.57099999999999995	0.623	Yes had a CT Scan for Another Reason	

DE	MD	NJ	SD	TX	WV	0.224	0.27200000000000002	0.123	0.19700000000000001	0.14799999999999999	0.254	







Lung Cancer Screening Among Eligible, 
by State, 2020



Source: U.S. Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Division of Population Health, Behavioral Risk Factor Surveillance System (BRFSS), 2020





In 2020, Delaware had the highest lung cancer screening utilization compared to the other four state who participated.  This fluctuation could be due to sampling variation.  Therefore, trend over time is incredibly important to determine if this was a true increase or variation in sample.
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Yes, was Screened for Lung Cancer	

DE	ME	NJ	ND	SD	0.28100000000000003	0.17599999999999999	0.214	0.13900000000000001	0.14299999999999999	No	

DE	ME	NJ	ND	SD	0.56499999999999995	0.6	0.60599999999999998	0.66900000000000004	0.70899999999999996	Yes had a CT Scan for Another Reason	

DE	ME	NJ	ND	SD	0.154	0.224	0.18	0.192	0.14799999999999999	







Lung Cancer Screening: Screened



Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2018 & 2020 combined sample





This slide shows the distribution of those who were screened.  One important note, that while those who are white were overwhelmingly white, a higher proportion of Blacks who were eligible were screened.

25



[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

County	Income	Education	Race	Sex	Age	0.189	0.218	0.35299999999999998	0.80200000000000005	0.51900000000000002	0.41499999999999998	Kent	<	$25,000	High School Diploma or Less	White	Male	55-64	[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

County	Income	Education	Race	Sex	Age	0.28100000000000003	0.25700000000000001	0.64700000000000002	0.19799999999999995	0.48099999999999998	0.58499999999999996	New Castle	$25,000-$49,999	At Least Some Post H.S. Education	Non-White	Female	65 and Older	[CELLRANGE]
[CELLRANGE]





County	Income	Education	Race	Sex	Age	0.33100000000000002	0.52600000000000002	Sussex	$50,000 	


Lung Cancer Screening: Not Screened

Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2018 & 2020 combined sample





A similar distribution for demographics were observed for those who were not screened, but eligible.
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[CELLRANGE]
[CELLRANGE]
[CELLRANGE]
[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

County	Income	Education	Race	Sex	Age	0.158	0.218	0.4	0.78200000000000003	0.45300000000000001	0.45800000000000002	Kent	<	$25,000	High School Diploma or Less	White	Male	55-64	[CELLRANGE]

[CELLRANGE]

[CELLRANGE]
[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

County	Income	Education	Race	Sex	Age	0.55300000000000005	0.24199999999999999	0.6	0.21799999999999997	0.54699999999999993	0.54200000000000004	New Castle	$25,000-$49,999	At Least Some Post H.S. Education	Non-White	Female	65 and Older	[CELLRANGE]
[CELLRANGE]





County	Income	Education	Race	Sex	Age	0.28899999999999998	0.54100000000000004	Sussex	$50,000 	


Ineligible: Demographics



Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2018 & 2020 combined sample





The distribution of those who are current or former smokers between the ages of 55 – 80 but were not eligible for screening is also similar to those who were not screened.  
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[CELLRANGE]
[CELLRANGE]
[CELLRANGE]
[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

County	Income	Education	Race	Sex	Age	0.17299999999999999	0.23899999999999999	0.438	0.78100000000000003	0.49099999999999999	0.42499999999999999	Kent	<	$25,000	High School Diploma or Less	White	Male	55-64	[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

[CELLRANGE]
[CELLRANGE]
[CELLRANGE]

County	Income	Education	Race	Sex	Age	0.51600000000000001	0.25600000000000001	0.56200000000000006	0.21899999999999997	0.50900000000000001	0.57499999999999996	New Castle	$25,000-$49,999	At Least Some Post H.S. Education	Non-White	Female	65 and Older	[CELLRANGE]
[CELLRANGE]





County	Income	Education	Race	Sex	Age	0.312	0.505	Sussex	$50,000 	


Ineligible



Source: Delaware Health & Social Services, Division of Public Health, Behavioral Risk Factor Survey (BRFS), 2018 & 2020 combined sample





There are two major criteria that restrict screening other than age.  The first is among former smokers.  Those who had quit smoking 15 or more years ago are not eligible.  Approximately have of those who were not eligible quit more than 15 years ago.



More strickingly, an overwhelming majority of those who are ineligible for lung cancer screening did not meet the 30 pack-year requirement.  This graph shows that 87% of those who are ineligible did not meet the 30 pack-year requirement.  That percentage shrinks to 65% when expanding the pack-year requirement to 20 pack-years.
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[CELLRANGE]
[CELLRANGE]

Pack-years	Quit	0.378	0.45800000000000002	<	10	<	15 Years	[CELLRANGE]
[CELLRANGE]

Pack-years	Quit	0.27900000000000003	0.54200000000000004	 10-20	15+ Years	[CELLRANGE]


Pack-years	Quit	0.215	 20-30	[CELLRANGE]


Pack-years	Quit	0.128	30+	


Did not meet Pack-years by race and by state, 2018



Source: U.S. Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Division of Population Health, Behavioral Risk Factor Surveillance System (BRFSS), 2018





When exploring what the demographic factors of those who did not meet the pack-year requirements, disparities in race was noticeable in every state that had a sample of non-whites that was large enough on which to report.  



In Delaware, AMONG BLACK current or former smokers who were ineligible for lung cancer screening, 92% did not meet the pack-year requirements, compared to 82% of whites.  This spread was similar in Maryland, New Jersey, and Texas.  
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White	DE	MD	NJ	TX	0.81899999999999995	0.84799999999999998	0.78600000000000003	0.82699999999999996	Non-White	DE	MD	NJ	TX	0.91600000000000004	0.94199999999999995	0.95	0.91900000000000004	







Age-Adjusted Lung and Bronchus Cancer Distant Stage Incidence Rate Trend by Race/Ethnicity, Delaware, 2005-2019



Source (DE): Delaware Department of Health and Social Services, Division of Public Health, Delaware Cancer Registry, 2005-2019  (U.S.): National Program of Cancer Registries and Surveillance, Epidemiology, and End Results Program SEER*Stat Database: U.S. Cancer Statistics 2001–2019 Public Use Research Database, 2021 submission 

Notes: The lines are modeled trend lines, whereas the points are the actual observed rates  *Significance in the trend line Rates are per 100,000 of population age-adjusted to the 2000 U.S. standard population.





Lung cancer screening is important to change the incidence and mortality due to lung cancer.  We expect that distant stage incidence will begin to decrease due to early detections.  
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All Races	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	42.4	40.5	35.5	39.4	39.200000000000003	38.700000000000003	41.9	37.700000000000003	34.9	33.700000000000003	35.700000000000003	30.2	25.3	24.6	21.3	DE All Races 2005-2015	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	41.38	40.69	40.01	39.340000000000003	38.68	38.03	37.39	36.76	36.15	35.54	34.950000000000003	DE All Races 2015-2019	2015	2016	2017	2018	2019	34.950000000000003	30.74	27.04	23.79	20.93	Non-Hispanic White	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	44	42.2	36.700000000000003	39.299999999999997	39.1	41	44.5	38.299999999999997	36	35.6	39.4	30.9	26.7	25.7	23.7	Non-Hispanic White 2005-2015	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	42.34	41.76	41.18	40.61	40.049999999999997	39.49	38.950000000000003	38.409999999999997	37.880000000000003	37.35	36.840000000000003	Non-Hispanic White 2015-2019	2015	2016	2017	2018	2019	36.840000000000003	32.57	28.79	25.46	22.51	Non-Hispanic Black	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	37.1	37.799999999999997	31.7	40.799999999999997	43.3	34.1	40.1	39.5	36.299999999999997	32	27.9	37.9	25	25	14.5	Non-Hispanic Black 2005-2016	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	38.94	38.520000000000003	38.11	37.700000000000003	37.299999999999997	36.9	36.51	36.119999999999997	35.729999999999997	35.35	34.97	34.6	Non-Hispanic Black 2016-2019	2016	2017	2018	2019	34.6	27.13	21.27	16.68	Hispanic	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	22.8	14.3	17.399999999999999	35	9.4	16.7	16.399999999999999	38.5	10.9	8.6	11.3	1.7	12.1	8.6999999999999993	13.3	Hispanic model	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	27.8	25.88	24.09	22.43	20.89	19.45	18.100000000000001	16.86	15.69	14.61	13.6	12.66	11.79	10.98	10.220000000000001	Year





Age-Adjusted Rate per 100,000 Population









Age-Adjusted Lung and Bronchus Cancer Distant Stage Incidence Rate Trend by Race/Ethnicity, Delaware, 2005-2019







Source (DE): Delaware Department of Health and Social Services, Division of Public Health, Delaware Cancer Registry, 2005-2019  (U.S.): National Program of Cancer Registries and Surveillance, Epidemiology, and End Results Program SEER*Stat Database: U.S. Cancer Statistics 2001–2019 Public Use Research Database, 2021 submission 

Notes: The lines are modeled trend lines, whereas the points are the actual observed rates  *Significance in the trend line Rates are per 100,000 of population age-adjusted to the 2000 U.S. standard population.





In 2013, the USPSTF implemented the 

31



All Races	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	42.4	40.5	35.5	39.4	39.200000000000003	38.700000000000003	41.9	37.700000000000003	34.9	33.700000000000003	35.700000000000003	30.2	25.3	24.6	21.3	DE All Races 2005-2015	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	41.38	40.69	40.01	39.340000000000003	38.68	38.03	37.39	36.76	36.15	35.54	34.950000000000003	DE All Races 2015-2019	2015	2016	2017	2018	2019	34.950000000000003	30.74	27.04	23.79	20.93	Non-Hispanic White	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	44	42.2	36.700000000000003	39.299999999999997	39.1	41	44.5	38.299999999999997	36	35.6	39.4	30.9	26.7	25.7	23.7	Non-Hispanic White 2005-2015	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	42.34	41.76	41.18	40.61	40.049999999999997	39.49	38.950000000000003	38.409999999999997	37.880000000000003	37.35	36.840000000000003	Non-Hispanic White 2015-2019	2015	2016	2017	2018	2019	36.840000000000003	32.57	28.79	25.46	22.51	Non-Hispanic Black	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	37.1	37.799999999999997	31.7	40.799999999999997	43.3	34.1	40.1	39.5	36.299999999999997	32	27.9	37.9	25	25	14.5	Non-Hispanic Black 2005-2016	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	38.94	38.520000000000003	38.11	37.700000000000003	37.299999999999997	36.9	36.51	36.119999999999997	35.729999999999997	35.35	34.97	34.6	Non-Hispanic Black 2016-2019	2016	2017	2018	2019	34.6	27.13	21.27	16.68	Hispanic	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	22.8	14.3	17.399999999999999	35	9.4	16.7	16.399999999999999	38.5	10.9	8.6	11.3	1.7	12.1	8.6999999999999993	13.3	Hispanic model	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	27.8	25.88	24.09	22.43	20.89	19.45	18.100000000000001	16.86	15.69	14.61	13.6	12.66	11.79	10.98	10.220000000000001	Year





Age-Adjusted Rate per 100,000 Population









Age-Adjusted Lung and Bronchus Cancer Mortality Rate Trend by Race/Ethnicity, Delaware, 2005-2019



Source (DE): Delaware Department of Health and Social Services, Division of Public Health, Health Statistics Center, 2005-2019 (US): Surveillance, Epidemiology, and End Results (SEER) Program, SEER*Stat Database: Mortality - All COD, Aggregated With State, Total U.S. (1990-2020) 

Notes: The lines are modeled trend lines, whereas the points are the actual observed rates; *Significance in the trend line; Rates are per 100,000 of population age-adjusted to the 2000 U.S. standard population.





All Races	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	61.6	58.5	56.1	57.1	50.8	57.3	52.3	52.4	47.6	46.2	46.5	44	41.2	38.9	34.9	DE All Races 2005-2016	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	61.01	59.33	57.69	56.1	54.55	53.05	51.58	50.16	48.78	47.43	46.12	44.85	DE All Races 2016-2019	2016	2017	2018	2019	44.85	41.4	38.22	35.29	Non-Hispanic White	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	61	58.9	58.1	59.9	51	60.7	55.3	53.4	49.4	47.8	48.1	46.8	43.3	41.1	36.5	Non-Hispanic White model	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	63.68	61.7	59.77	57.91	56.1	54.35	52.66	51.01	49.42	47.88	46.39	44.94	43.54	42.18	40.869999999999997	Non-Hispanic Black	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	73.099999999999994	63.1	48.5	47.8	56	46.5	46.4	51.1	46.2	44.8	46.2	44.2	40.299999999999997	38.200000000000003	31.6	Non-Hispanic Black 2005-2007	2005	2006	2007	74.02	61.45	51.01	Non-Hispanic Black 2007-2016	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	51.01	50.31	49.62	48.93	48.26	47.6	46.95	46.3	45.67	45.04	Non-Hispanic Black 2016-2019	2016	2017	2018	2019	45.04	40.5	36.43	32.76	Hispanic	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	29.6	34.6	29.6	29	27.1	25.5	4.4000000000000004	27.4	25.2	27.4	22.4	21.9	9.3000000000000007	13.5	27.2	Hispanic model	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	31	30	29.02	28.08	27.17	26.29	25.44	24.61	23.81	23.04	22.29	21.57	20.87	20.190000000000001	19.54	Year
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Age-Adjusted Lung and Bronchus Cancer Mortality Rate Trend by Race/Ethnicity, Delaware, 2005-2019











Source (DE): Delaware Department of Health and Social Services, Division of Public Health, Health Statistics Center, 2005-2019 (US): Surveillance, Epidemiology, and End Results (SEER) Program, SEER*Stat Database: Mortality - All COD, Aggregated With State, Total U.S. (1990-2020) 

Notes: The lines are modeled trend lines, whereas the points are the actual observed rates; *Significance in the trend line; Rates are per 100,000 of population age-adjusted to the 2000 U.S. standard population.
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