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Welcome/Review/Approval of Minutes



Welcome/Review/Approval of Minutes
Dr. Heather Bittner-Fagan, Chair, began the meeting at 10:00 am and welcomed all attendees.  A motion was made to approve the January 2024 meeting minutes by Dr. Bittner-Fagan. Dr. Grubbs motioned to approve the minutes. A vote was taken, and the January 2024 minutes were approved as written.

[bookmark: _Hlk133840594]Colorectal Cancer Analysis Report 
Sumitha Nagarajan discussed in status U.S., colorectal cancer (CRC) is the second highest cause of cancer mortality, with mortality higher in non-Hispanic Blacks (17.6 deaths per 100,000 population) than non-Hispanic Whites (13.1 deaths per 100,000 population) [2016-2020]. The 2022 Behavioral Risk Factor Survey (BRFS) shows that non-Hispanic Blacks have a higher incidence of CRC than non-Hispanic Whites (74.6%). In Delaware, racial disparities in incidence, mortality, cancer staging, and screening still exist for CRC ten years after the publication by Dr. Grubbs et al., 2013. Data sources include cancer incidence data from the Delaware Cancer Registry, mortality data from the CDC National Center for Health Statistics, and cancer screening data from the CDC Behavioral Risk Factor Surveillance System. Lower CRC incidence and mortality rates among non-Hispanic Black and non-Hispanic White groups have remained stable for most of the last decade, with no significant differences in incidence or mortality between non-Hispanic Black and non-Hispanic White Delawareans in either 2006-2010 or 2015-2019.

Prostate Cancer Screening Presentation 
Dr. Zaragoza discussed prostate cancer screening and updated recommendations from the United States Preventive Services Task Force. He highlighted the importance of baseline PSA as a predictor of prostate cancer development and death. He suggested smarter screening practices, including age-specific cutoffs, and cease screening for patients after 75 unless they are in good health and have a longer life expectancy. Dr. Bittner-Fagan emphasized the use of MRI and watchful waiting for prostate cancer screening. Dr. Zaragoza discussed the status of House Bill 302 in Delaware, requiring health insurance policies to cover prostate cancer screenings for men at high risk. Lisa Gruss shared her concerns about codifying risk over time, and Dr. Bittner-Fagan encouraged the team to raise awareness about prostate cancer screening and communicate successful efforts.

Patient Nurse Navigators    
Judy Giddens discussed the challenges and successes of community outreach and educating her patients before they have a colonoscopy. She highlighted transportation as a significant barrier for patients, particularly those requiring anesthesia. She also emphasized the importance of education about screening preparation and the availability of free mammograms for underinsured or uninsured individuals. Dr. Bittner-Fagan, Judy Giddens, and Holly Reynolds discussed the barriers to colonoscopy, such as improved preparation, transportation, and addressing the stigma surrounding the procedure. Colonoscopy fees are currently out of network for those with Highmark’s insurance unless they go to a surgeon. Robyn emphasized the need for lung screening and advocated for the adoption of the American Cancer Society's guideline to drop the 15-year quit period. Dr. Bittner-Fagan and Lisa Gruss clarified that patients typically require a primary care physician to follow up on any abnormalities. Patients can self-refer, but navigators and physicians should be aware of how abnormal results are managed within the systems. Delaware Imaging patients require a primary care doctor for follow-up and mammograms. Judy Giddens indicated even when they even when they do free breast exams, they have a nurse practitioner who follows up for patients with abnormal mammograms.


Sharing Time
Erica Gutierrez, an advocate, and education outreach advocator Indicated she contacted Bethany Hall-Long, Lt. Governor’s office and asked for support to help two of her clients qualify for assistance with the Delaware Cancer Treatment Program, (DCTP.) Erika concluded she was notified by the Lt. Governor’s office her client’s applications were approved and the DCTP will cover their treatment. Erika was pleased with this outcome.

Public Comment

Adjournment
The meeting was adjourned at 11:38 am.

Attachments



                                        

Meeting documentation is available on the DCC website (www.healthydelaware.org) or by contacting Jade Nagyiski (Jade.Nagyiski@Delaware.gov or 302-744-1065).
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Background

In the U.S.: 

Colorectal cancer (CRC) – 2nd highest cause of cancer mortality

Mortality higher in non-Hispanic Blacks (17.6 deaths per 100,000 population) than non-Hispanic Whites (13.1 deaths per 100,000 population) [2016-2020]

Up-to-date CRC screening [2022 Behavioral Risk Factor Survey (BRFS)]

Non-Hispanic Black – 75.3%

Non-Hispanic White – 74.6%
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CRC Racial Disparities in Delaware	

Grubbs et al., 2013: successful work by DCC to close racial disparity in CRC mortality

Elimination of screening disparities

Equalization of incidence rates

Reduction in percentage of Black Delawareans with regional and distant disease

Near elimination of mortality differences

Recently submitted article examines whether racial disparities in incidence, mortality, cancer staging, and screening still exist for CRC ten years after the Grubbs et al., publication 





A previous paper published by Dr. Grubbs and team highlighted actions taken by the DCC to close the racial disparity in CRC mortality among Black and White Delawareans

Beginning in 2002, Delaware created a comprehensive statewide CRC screening program that included coverage for screening and treatment, patient navigation for screening and care coordination, and case management. These programs include the Delaware Cancer Treatment Program (DCTP) and Screening for Life (SFL)

Through these efforts, the paper highlighted improvements in CRC racial disparities from 2002 to 2009 which included the elimination of screening disparities, equalization of incidence rates, reduction in the percentage of Black Delawareans with regional and distant disease from 79% to 40%, and most importantly a near elimination of mortality differences

DPH including Westat as well as Dr. Grubbs and Dr. Bittner-Fagan recently submitted an article to DJPH that revisits whether these observations in closing the racial disparities gaps still exist ten years later

3



Methods

Data sources

Cancer incidence data – Delaware Cancer Registry

Mortality data – CDC National Center for Health Statistics

Cancer screening data – CDC Behavioral Risk Factor Surveillance System
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Methods

Data analysis

Compare incidence and mortality rates – non-Hispanic White and non-Hispanic Black in 2006-2010 and in 2015-2019

Incidence and mortality trends – non-Hispanic White and non-Hispanic Black 2001-2010 and 2010-2019

Percentage of cases by stage at diagnosis 

Non-Hispanic Black – 2006-2010 vs 2015-2019

Non-Hispanic White – 2006-2010 vs 2015-2019

Percentage that fully met USPSTF recommendation for CRC screening

Non-Hispanic Black – 2010 vs 2018

Non-Hispanic White – 2010 vs 2018





In our data analysis, we wanted to make direct comparisons between non-Hispanic Black and non-Hispanic White groups, but also wanted to see how results have changed for each group comparing more recent time periods or points to previous ones that were within the period analyzed in Dr. Grubbs’ previous paper.

We performed data analysis to compare incidence and mortality rates between non-Hispanic White and non-Hispanic Black Delawareans at two time points – 2006-2010 and ten years later in 2015-2019

In addition, we looked at incidence and mortality trends for non-Hispanic White and non-Hispanic Black groups. Specifically, we used the Joinpoint Regression Program from NCI to analyze annual changes from 2001-2010 and then from 2010-2019. 

We were also interested in analyzing stage at diagnosis and compared the distribution in the percentages of cases by stage at diagnosis for non-Hispanic Black and non-Hispanic White groups, comparing the distribution in 2006-2010 versus 2015-2019.

Finally, we looked at the percentage of people that fully met the USPSTF recommendation for CRC screening for non-Hispanic Black and non-Hispanic White groups, comparing 2010 to 2018.
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Results

Incidence and Mortality Rates with Rate Ratios Comparing Non-Hispanic Black and Non-Hispanic White Groups, Delaware, 2006-2010 and 2015-2019



RR = Rate Ratio; Non-Hispanic White group is the reference group in the RR calculation.

Data sources: Incidence: Delaware Cancer Registry; Mortality: Centers for Disease Control and Prevention’s National Center for Health Statistics 







Here is a graph showing the incidence and mortality rates comparing non-Hispanic Black and non-Hispanic White Delawareans during two time periods: 2006-2010 and 2015-2019.

Results showed that there were no significant differences between the groups for any of the comparisons 
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Results

Annual Percent Change (APC) in Colorectal Cancer (CRC) Incidence and Mortality Rates from 2001-2010 and 2010-2019 by Race/Ethnicity, Delaware













*APC is significantly different from zero at the alpha = 0.05 level

^Joinpoints were identified in the models for CRC incidence rate trends in 2017 for non-Hispanic Black and in 2012 for non-Hispanic White groups. Therefore, APCs are reported for each period separated by the joinpoint rather than for 2010-2019. 



Data sources: Incidence: Delaware Cancer Registry; Mortality: Centers for Disease Control and Prevention’s National Center for Health Statistics 



				APC 2001-2010		APC 2010-2019^

		CRC Incidence Rate				

		Non-Hispanic Black		-3.4%		2010-2017: 0.8%
2017-2019: -18.5%

		Non-Hispanic White		-2.9%*		2010-2012: -8.6%*
2012-2019: 0.3%

		CRC Mortality Rate				

		Non-Hispanic Black		-7.9%*		-0.6%

		Non-Hispanic White		-3.0%*		-0.8%







These are the results showing the annual percent change in CRC for incidence and mortality rates from 2001-2010 and separately for 2010-2019 by race/ethnicity

Focusing first on the results for incidence, from 2001-2010, CRC incidence rates decreased 2.9% per year for non-Hispanic Whites but remained stable for non-Hispanic Blacks.

For incidence from 2010-2019, the model for non-Hispanic Blacks identified a joinpoint in 2017 (i.e., change in the trend), but the modeled trend in 2010-2017 and 2017-2019 were both not significant, and therefore, the trends were stable

For incidence from 2010-2019, the model for non-Hispanic Whites identified a joinpoint in 2012 where the modeled trend in 2010-2012 showed a decrease in CRC incidence rates of 8.6% per year. However, from 2012-2019, rates remained stable.

For mortality, from 2001-2010, there was a decrease in incidence rates for non-Hispanic Delawareans of 7.9% per year. For non-Hispanic White Delawareans, the decrease was 3% per year.

From 2010-2019, mortality rates for both race/ethnicity groups were stable.
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Results

Percentage of Colorectal Cancer Cases by Stage at Diagnosis (Local, Regional, Distant) Comparing 2006-2010 and 2015-2019 by Race/Ethnicity, Delaware



Distributions by stage were compared between 2006-2010 and 2015-2019 and tested for significance using the chi-square statistic.

Data source: Delaware Cancer Registry 







This chart shows the percentage of CRC cases by stage at diagnosis, where comparisons are made between the periods of 2006-2010 and 2015-2019 for each race/ethnicity group 

The distribution of cases by stage at diagnosis (local, regional, distant) among both groups in 2006-2010 compared to 2015-2019 were similar 
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Results

Comparison of Differences in Percentage of Non-Hispanic Black and Non-Hispanic White Residents That Met the United States Preventive Services Task Force (USPSTF) Colorectal Cancer (CRC) Screening Recommendation in 2010 and 2018, Delaware 













Comparisons between the 2010 and 2018 values for percentage that met the CRC screening recommendation by race/ethnicity group were tested for significance using the Rao-Scott Modified chi-square test.

Data source: Centers for Disease Control and Prevention’s Behavioral Risk Factor Surveillance System 







				2010 (%)		2018 (%)		Absolute Difference 
(%)		P Value

		Fully met USPSTF recommendation for CRC Screening								

		Non-Hispanic Black		74.0		70.6		3.4		0.31

		Non-Hispanic White		73.5		75.1		1.6		0.36







Here we show the percentage of people that met the USPSTF CRC screening recommendation comparing the percentages in 2010 and in 2018 for non-Hispanic Black Delawareans and non-Hispanic White Delawareans. 

The percentage of non-Hispanic Black Delawareans that fully met the USPSTF recommendation for CRC screening was lower in 2018 than in 2010. However, this was not found to be statistically significant. In comparison, the percentage of non-Hispanic White Delawareans who fully met the recommendation in 2018 was higher than it was in 2010. However, this was also found to not be statistically significantly different, indicating that there were no significant changes in screening percentages for either group comparing 2010 and 2018.

In addition, when comparing non-Hispanic Black and non-Hispanic White groups directly, there were no significant differences in the percentages in either 2010 or 2018 (results not shown).
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Discussion

Lower CRC incidence and mortality rates among non-Hispanic Black and non-Hispanic White groups sustained in the last decade

Trends in CRC incidence and mortality have remained stable for non-Hispanic Blacks and non-Hispanic Whites for most of the last decade, following significant decreases seen in 2001-2010

No significant differences in CRC incidence or mortality between non-Hispanic Black and non-Hispanic White Delawareans in either 2006-2010 or 2015-2019





Our results suggest that the lower CRC incidence and mortality rates that were seen following efforts by the DCC that were highlighted in Dr. Grubbs’ previous paper have been sustained in the last decade

Trends in CRC incidence and mortality have remained stable for non-Hispanic Blacks and non-Hispanic Whites for most of the last decade, following significant decreases seen in 2001-2010

In direct comparisons in incidence and mortality rates between non-Hispanic Black and non-Hispanic White Delawareans, there were no significant differences in either 2006-2010 or 2015-2019
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Discussion

No significant differences in the percentage of Delawareans who met the CRC screening guidelines comparing 2010 and 2018 for non-Hispanic White or non-Hispanic Black groups, or comparing by race/ethnicity directly in either 2010 or 2018

Distribution of cases by stage at diagnosis comparing 2006-2010 and 2015-2019 did not significantly differ for non-Hispanic Black or non-Hispanic White groups





There were no significant differences found in the analyses done on Delawareans meeting the CRC screening guidelines when comparing between time periods or directly between race/ethnicity groups. 

Prior analysis conducted by the DPH indicates that upstream healthcare access is associated with increased screening, including health care insurance coverage, having a personal doctor or medical home, and check-up timeliness (within the past year). Future analysis and efforts could explore this topic further to identify possible interventions to increase CRC screening. 

The distribution of cases by stage at diagnosis comparing 2006-2010 and 2015-2019 did not significantly differ for non-Hispanic Black or non-Hispanic White groups. However, one area that we may want to focus on is the percentage of distant stage cases, which has remained roughly around 20% across time. Further exploration analyses are needed to understand the population diagnosed at late stage, with intended analyses of sociodemographic profile including residency, screening history, insurance status, and age at diagnosis. These findings can be used to identify targets for cancer prevention and screening interventions.
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Conclusion

Delaware has sustained improvements in CRC incidence, mortality rates, and disparities between non-Hispanic Black and non-Hispanic White groups

It will be important to continue to monitor and study CRC trends and outcomes, including CRC screening, to ensure that Delawareans are being diagnosed early and that disparities are eliminated
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Questions?
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Microsoft_Excel_Worksheet.xlsx

Incidence and mortality rates


						2006-2010												2015-2019


			Measure			NH Black			NH White			RR			P value			NH Black			NH White			RR			P value


			CRC Incidence Rate			51			46.6			1.09			0.13			39.6			37.6			1.05			0.37


			CRC Mortality Rate			16.8			16.8			1			1.00			15.1			13.3			1.14			0.19


			Type			Year			Race			Rate																					Sum of Rate			Column Labels


			Incidence			2006-2010			Non-Hispanic Black			51.0																					Row Labels			Non-Hispanic Black			Non-Hispanic White			Grand Total


			Incidence			2006-2010			Non-Hispanic White			46.6																					Incidence			90.6			84.2			174.8


			Incidence			2015-2019			Non-Hispanic Black			39.6																					2006-2010			51			46.6			97.6


			Incidence			2015-2019			Non-Hispanic White			37.6																					2015-2019			39.6			37.6			77.2


			Mortality			2006-2010			Non-Hispanic Black			16.8																					Mortality			31.9			30.1			62


			Mortality			2006-2010			Non-Hispanic White			16.8																					2006-2010			16.8			16.8			33.6


			Mortality			2015-2019			Non-Hispanic Black			15.1																					2015-2019			15.1			13.3			28.4


			Mortality			2015-2019			Non-Hispanic White			13.3																					Grand Total			122.5			114.3			236.8
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Trends


			Measure			% Change 2010 vs 2019^			AAPC 2010-2019																		Alternative APC results:			Measure			APC 2001-2019						APC 2010-2019


			CRC Incidence Rate																											CRC Incidence Rate


			NH Black			-22.4%			-3.0%			*																		NH Black			-3.0%			*			2010-2017: 0.8%
2017-2019: -18.5%


			NH White			-19.3%			-2.8%			*																		NH White			-2.8%			*			2010-2012: -8.6%*
2012-2019: 0.3%


			CRC Mortality Rate																											CRC Mortality Rate


			NH Black			-10.1%			-3.6%			*																		NH Black			-3.6%			*			-0.60%


			NH White			-20.8%			-2.9%			*																		NH White			-2.9%			*			-0.80%


			*AAPC is significantly different from zero at the alpha = 0.05 level																								APC 2001-2019 and AAPC 2010-2019 were the same.


						2010			2018			% Change			Absolute Difference in Percentage			P Value


			Fully met USPSTF recommendation for CRC Screening (%)


			NH Black			74			70.6			-4.6%			3.4			0.31


			NH White			73.5			75.1			2.2%			1.6			0.36














Stage


						2006-2010 						2015-2019


						N			%			N			%			Chi-Square P value


			NH Black


			   Local			153			42.40%			163			41.30%			0.39


			   Regional			134			37.10%			135			34.20%


			   Distant			74			20.50%			97			24.60%


			NH White


			   Local			723			41.70%			630			39.30%			0.36


			   Regional			649			37.50%			626			39.10%


			   Distant			361			20.80%			347			21.60%





			Race/Ethnicity			Year			Stage			N			%															Sum of %			Column Labels


			Non-Hispanic Black			2006-2010			Local			153			42.40%															Row Labels			Local			Regional			Distant			Grand Total


			Non-Hispanic Black			2006-2010			Regional			134			37.10%															Non-Hispanic Black			83.7%			71.3%			45.1%			2.001


			Non-Hispanic Black			2006-2010			Distant			74			20.50%															2006-2010			42.4%			37.1%			20.5%			1


			Non-Hispanic Black			2015-2019			Local			163			41.30%															2015-2019			41.3%			34.2%			24.6%			1.001


			Non-Hispanic Black			2015-2019			Regional			135			34.20%															Non-Hispanic White			81.0%			76.6%			42.4%			2


			Non-Hispanic Black			2015-2019			Distant			97			24.60%															2006-2010			41.7%			37.5%			20.8%			1


			Non-Hispanic White			2006-2010			Local			723			41.70%															2015-2019			39.3%			39.1%			21.6%			1


			Non-Hispanic White			2006-2010			Regional			649			37.50%															Grand Total			1.647			1.479			0.875			4.001


			Non-Hispanic White			2006-2010			Distant			361			20.80%


			Non-Hispanic White			2015-2019			Local			630			39.30%


			Non-Hispanic White			2015-2019			Regional			626			39.10%


			Non-Hispanic White			2015-2019			Distant			347			21.60%
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Prostate Cancer Screening 2024

Thank you

Questions
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Comparing Screening Tools:

Number needed to screen (NNS) and number need to diagnosis (NND) to save a life

» PSA testing (at best):
—NNS: 221 (121 for mets)
—NND: 9 (7 for mets)

* Mammography:
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—NNS: 1,250 (age 50-59)
—NND at 10 years: 10

* Colorectal cancer:
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Hyperlipidemia
— NNS: ~400

* Hypertension
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The high incidence in Black men is largely because of their
extraordinary burden of prostate cancer, with rates 68% higher than
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three times higher than AAPI men.

All races and American Indian/ Asian American/ Hispanic/
ethnicities White Black Alaska Native® Pacific Islander Latino
Prostate 189 17.9 37.9 225 87 154
Prostate 115.0 110.7 186.1 919 60.9 90.9

I Epidemiology I







image15.png

9:12 PM Mon May 20 eoeo = 99% (amm)
@& aua2021.app.swapcard.com

AsGuidelines on use of PSA Biomarkers, MRI and Biopsy Techniques (2024) ~»
Share

American

Urological
Association Risk factors associated with increased risk of
Early Detection of developing prostate cancer:
Prostate Cancer: » Black ancestry
AUA/SUO Guideline 2023 * Germline mutations
» Strong family history of prostate cancer
Clinicians should offer prostate Earlier age to begin screening may be
cancer screening beginning at age - . e
appropriate in addition to a shorter
risk of developing prostate cancer re-screening interval.

based on the following factors:
Black, germline mutations, strong
family history of prostate cancer.

(Strong Recommendation;
Evidence Level: Grade B)

Gulati R, Cheng HH, Lange PH et al: Screening men at increased risk for

. . prostate cancer diagnosis: Model estimates of benefits and harms. Cancer
Memorial Sloan Kettering Epidemiology, Biomarkers & Prevention 2017; 26: 222 .
Cancer Center ‘

IT ) 3651/15321 @ & Youlube O] I3







image16.jpeg

11:15 AM  Mon May 6 eoe
@ static.swapcard.com

76 of 216

Shared Decision Making Before PSA testing
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Shared decision-making before
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A systematic review and meta-analysis confirms that DRE
has a notably low diagnostic value

PPV: 21%
Prostate cancer detection rate: 1%

Matsukawa A, Eur Urol Oncol 2024
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* | find tremendous value in estimating PSA density

* Insufficient evidence DRE adds routine value to PSA-based prostate cancer screening

* PPV of DRE as a screening method to detect prostate cancer is low

* Clinicians may choose to complement PSA screening with DRE; however, evidence is weak

*  When PSA < 4 ng/mL, abnormal DRE improved detection of higher-grade disease (but very modestly)

* In ERSPC Rotterdam, PPV of suspicious DRE if PSA > 3 ng/mL, any cancer detection rate was 48% vs 22%

* In PLCO, DRE improved GG2 or higher rate if PSA 2-3 ng/mL (6% vs 3%) and if PSA > 3 ng/mL (23% vs 14%)

Guideline Statement: Clinicians may use DRE alongside PSA to
establish risk of clinically significant prostate cancer
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Free PSA (PLCO data): Cumulative Rate of Fatal Prostate Cancer
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Power of Free PSA

PCPT Risk Calculator (available online) based on 6,600 biopsies

* For a 65-year-old Black man with PSA=4 ng/ml, normal DRE, no family
history, and no previous biopsy:
— 8% free PSA: 47% rate of GG2 or higher on biopsy
—20% free PSA: 13% rate of GG2 or higher

—40% free PSA: 8% rate of GG2 or higher

Guideline Statement: Clinicians and patients may use validated risk
calculators to inform the SDM process regarding prostate biopsy
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« Treatment of men with mCRPC continues to evolve rapidly

« General principles continue to hold true
« Use of a second AR targeted agent after the first has failed is generally
not effective — switch mechanism of action if possible
» Germline and somatic genetic testing are standard of care in mCRPC
« Genetic testing can identify DRD mutations that can be targeted by PARP
inhibitors and MSI high status, Lynch mutations or high TMB that can be
treated with pembrolizumab

« 177Lutetium-PSMA-617 is an option after progression of disease on
docetaxel and an AR targeted agent

« PARP inhibitor single agents and combinations with AR targeted agents are
approved in mCRPC
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Clinicians may use MRI prior to initial biopsy to increase the

detection of GG2+ prostate cancer.
(Conditional Recommendation; Evidence Level: Grade B)

Any PCa Clinically Significant PCa
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85% (95%Cl, 80-90%) 70% (95%Cl, 62-79%)

Sensitivity’of a pre-biopsy MRI for GG2+ 0.91 (95% Cl: 0.83 to 0.95); Specificity 0.31 (95% CI: 0.29 to 0.46)
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AUA Guideline on Early Detection of Prostate Cancer: 2023

(Multiple Guideline Statements)
1) Less than age 40: recommend against screening

2) Clinicians should offer prostate cancer screening beginning at age 40-45 for
people at increased risk of developing prostate cancer based on the following

factors: Black, germline mutations, strong family history of prostate cancer

3) Clinicians should offer regular prostate cancer screening every 2 to 4 years to
people aged 50 to 69 years

4) Clinicians may personalize the re-screening interval, or decide to discontinue
screening, based on patient preference, age, PSA, prostate cancer risk, life
expectancy, and general health following SDM
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