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Attendees



	Members
	

	Attended 
	Dr. Stephen Grubbs, MD, American Society of Clinical Oncology

	Did Not Attend
	Mark Baumel, Colon Health Center of America

	Did Not Attend
	Heather Bittner-Fagan, MD, Christiana Care Health System

	Attended
	Nicole Pickles, Executive Director of the Cancer Support Community


	Attended
	Nora Katurakes, Christiana Care Health System

	Attended
	Fredeline Menard, Nanticoke

	Did Not Attend
	Carolee Polek, DE Diamond Chapter of the Oncology Nursing Society

	Did Not Attend
	Albert Rizzo, American Lung Association

	Did Not Attend
	Robert Sikes, Ph.D., Univ. of DE, Center of Translational Cancer Research

	Attended – via phone
	Dr. Estelle Whitney, OB/GYN Faculty Practice, Christiana Care Health System

	Did Not Attend
	Allison Gil, American Cancer Society

	Attended
	Kathleen Connors Juras, American Cancer Society

	Attended
	Judith Ramirez,  Beebe Hospital - Tunnel Cancer Center

	Attended
	Dr. Michael R. Zaragoza, President Delaware Prostate Cancer Coalition

	
	

	Staff

	

	Attended
	Lisa Henry, Delaware Division of Public Health

	Attended
	Katie Hughes, Delaware Division of Public Health

	Attended
	Kelly M. Dunnington, Delaware Division of Public Health

	
	

	Other/ Guest
	

	Attended
	Dr. Nicolas Petrelli, Helen F. Graham Cancer Center

	Attended
	Sue Mitchell, Delaware Division of Public Health

	Attended
	Melissa Keiper, Delaware Division of Public Health

	Attended
	Tiffany Edwards, Nurse Practitioner

	Attended
	Jo Wardell, DE Quitline

	Attended
	Eileen Edmunds, Delaware Breast Cancer Coalition


Welcome/Review/Approval of Minutes



Dr. Stephen Grubbs called the meeting to order at 10:00 am. He informed the committee he needed to leave by 11:00 am in which time Ms.Nora Katurakes would facilitate the last 30 minutes. 

The committee members went around the table and introduced themselves. 

Dr. Grubbs made a motion to approve the October 18, 2016 meeting minutes. Ms.Katurakes second the motion.  All were in favor.  The October 18, 2016 meeting minutes were approved with no changes.
Old and New Business




The committee members conducted a final review of their goals and objectives for the next five years. The committee discussed the goals and agreed to a final set of goals and objectives which will be published next fiscal year. 

During the discussion Dr. Grubbs and Dr. Nicolas Petrelli discussed holding a mini retreat focused on the Human Papilloma Virus vaccine and how to increase vaccination rates in the State to reach the goal of 90 percent. Mrs. Lisa Henry stated she will invite the Immunization Coalition. Dr. Grubbs will invite doctors and legislative personnel from American Society of Clinical Oncology. 

Prostate Cancer Screening Video

A video, which features Dr. Michael Zaragoza was presented to the committee. The video gives and overview of what a prostate is, the function of it, and an overview of prostate cancer screening guidelines and recommendations. 

The video is currently available at the following sites and locations:
The Healthy Delaware Web Page, https://www.healthydelaware.org/individuals/Cancer/Postatee 
The Healthy Delaware Facebook page 

The committee recommended placement in the following locations:
Primary Care Physicians Offices
The Department of Health and Social Services State Library network
The Delaware Medical Journal
The Screening for Life quarterly newsletter
Hospital Nurse Navigators 

Mrs. Hughes will send an email to committee members with the link to the video. https://vimeo.com/ktch/review/206415077/9e418cefc0

BRFSS Prostrate Cancer Data: 

Mrs. Katurakes presented baseline data to the committee on the prostate cancer screening shared decision making question that was added to the Behavior Risk Factor Survey (BRFSS) in 2014. 

Added Question:  1. Which one of the following best describes the decision to have the PSA test done?

Results are as follows:

29.7% said they made the decision alone
36.7% said their doctor/health care provider made the decision alone
27.5% said it was a joint decision between him and his health care provider
3% said it was a decision between the man and his spouse or “significant other”

Education:

Mrs. Hughes provided an overview of several educational campaigns that will run during the upcoming fiscal year.  The first campaign presented utilizes survivors to drive home the importance of being screened for breast, cervical, colorectal lung and prostate cancer.  The campaign will be featured on TV, radio, billboards, transit and bus shuttles, print ads, community papers, laundromats, convenient stores, at community bases organizations, on Pandora, YouTube, and Facebook. 

Mrs. Katurakes requested that libraries be added to the media placement plan.  

Mrs. Hughes informed the committee that the skin cancer awareness campaign will starting running again in May 2017 utilizing the same tactics that were used last year. Campaign materials such as brochures and hand outs are available on the Healthydelaware.org website, https://www.healthydelaware.org.

The third campaign presented to the committee highlights the link between diabetes and cancer. The campaign will utilize two strategies. The first strategy is to make Delawareans aware of the link between diabetes and cancer.  The second strategy is to educate individuals with Type 2 diabetes that they have a greater risk of cancer. The Division of Public Health’s Chronic Disease Bureau will evaluate the effectiveness of the messaging, and may follow up with additional messaging around obesity and other risk factors for both diabetes and cancer. The start date of the campaign is being finalized. 

Two other smaller campaigns are designed to increase the number of eligible Delawareans who are enrolled in Screening for Life. One campaign highlights breast and cervical cancer screenings, and the other focuses on colorectal cancer. The campaigns are being placed in an effort to reach potentially eligible Screening for Life clients. 
  
Adjournment
The meeting was adjourned at 11:20 am.

Attachments





Meeting documentation is available on the DCC website, https://www.healthydelaware.org. Or by contacting Kelly Dunnington at Kelly.dunnington@state.de.us or phone 302-744-1021.


Next Meeting:  
Monday, July 10, 2017, 10:00 am. – 11:30 am at The Outlook at the Duncan Center, 500 West Loockerman Street, Dover, DE  19901.

Monday, October 9, 2017 10:00 am. – 11:30 am at The Outlook at the Duncan Center, 500 West Loockerman Street, Dover, DE  19901.
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PROSTATE CANCER:

INFORMED DECISION MAKING
FOR PRIMARY CARE PHYSICIANS

PLEASE REVIEW THE 10 PATIENT QUESTIONS AND ANSWERS ON THE REVERSE SIDE

1. Some aggressive prostate cancers produce only small
amounts of PSA and therefore DRE’s should always be
performed in addition to the PSA test. Prior to the blood
draw, the physician should tell the patient that the physician
is only looking for potentially lethal prostate cancer.

2. After obtaining an initial PSA for a patient, the physician
should refer to guidelines that stratify the patient’s risk for
life-threatening prostate cancer. Frequency of future PSA
testing depends on that risk assessment.
(www.mskcc.org/cancer-care/adult/prostate/screening-
guidelines-prostate)

3. Having a father or brother with prostate cancer more
than doubles a man’s risk of developing prostate cancer.
The risk is greater for men with several affected relatives,
especially young relatives. Men who eat a lot of red meat or
dairy products seem to have a higher chance of developing
prostate cancer. Other possible risk factors include obesity,
prostatitis, STD's, exposure to Agent Orange and lack of
exercise.

4. To determine if a biopsy is warranted, asymptomatic
patients with a high PSA and at least a 10-year life
expectancy should have a repeat PSA. A free calculator
(http://tinyurl.com/caprisk) can integrate PSA, age, family
history, and other factors to generate risks of prostate
cancer diagnosis and high-risk cancer diagnosis. Other
tests used in some cases include free-versus-bound PSA
and the PHI algorithm. (Journal of Urology Volume 185,
Issue 5, Pages 1650-1655, May 2011)

5. Since the 1990s when PSA testing became widespread,
there has been a >40% decline in prostate cancer mortality.
(American Cancer Society). Most of this decline can be
attributed to screening efforts and improvements in
treatment for high-risk disease detected early through
screening (Etzioni Cancer Causes Control 2008).

www.prostatecalif.org
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6. A large European randomized trial of screening vs. no
screening (ERSPC) found a 21-29% reduction in prostate
cancer mortality risk through PSA screening. (Schroder,
NEJM 2012) A randomized trial in the U.S. (PLCO) found
no benefit—but 79% of the men in the “usual care” arm of
this study received at least one PSA test, so the trial
authors concluded that the trial shows only that annual
screening offers no clear benefit over ad hoc PSA testing
associated with routine primary care. (Andriole, JNCI 2012)
Thus the PLCO does not contradict the ERSPC, and there
really should be no controversy about the fact that
screening saves lives.

7. Risk of infection with a biopsy is minimized when the
patient pre-medicates with antibiotics; and pain from a
biopsy should be minimized with anesthetic compounds.

8. Most prostate cancers found today are low-risk and do
not require treatment. Active Surveillance (AS) is an
accepted alternative for low-risk, non-aggressive prostate
cancer. Currently there are tools, including genomic tests,
that help determine who is an appropriate candidate for
AS. Overtreatment of low-risk disease does remain
prevalent in the U.S., however, and patients should be
referred to urologists who understand risk stratification of
prostate cancer and who routinely offer the surveillance
option to men with low-risk disease.

9. When cancer has progressed to the point that symptoms
are present, the disease has usually spread and is no
longer curable.

10. A man cannot begin to make any decision about his
prostate health without knowing his PSA and keeping track
of any changes. Focusing testing on men at highest risk of
life-threatening disease helps balance the potential benefits
and harms of screening.

PSA testing is currently a man’s best defense against dying
of potentially lethal prostate cancer and against developing
metastatic prostate cancer. Individuals have a fundamental
right to choose whether or not they want to know if they
have prostate cancer, prior to becoming symptomatic.

[=]
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PROSTATE CANCER:

INFORMED DECISION MAKING

FOR MEN 40 AND OVER

There is much debate on the value of PSA testing and the diagnosis of prostate cancer.

10 QUESTIONS TOASKYOURDOCTORABOUTYOUAND PROSTATE CANCER

1. | want to know my risk for developing aggressive
prostate cancer. What tests are there to learn my risk?
The two basic methods for determining your risk for
developing aggressive, life-threatening prostate cancer are
the prostate specific antigen (PSA) blood test and the
digital rectal exam (DRE).

2. What is a "baseline PSA" and what is the value of a
"baseline PSA"?

A baseline PSA is your initial PSA blood test at about age
40 that allows you and your physician to watch how your
PSA varies over time.

3. What is the importance of family history, ethnicity and
exposure to Agent Orange?

A family history of prostate cancer, especially in a first-
degree relative (father, brother, son), increases your risk of
developing prostate cancer. Certain ethnicities also carry a
high risk of developing aggressive prostate cancer, i.e.,
African-American men have approximately twice the
incidence and death rate from prostate cancer as
Caucasian men. Prior exposure to Agent Orange may also
increase the risk of developing aggressive prostate
cancer.

4. If | have a PSA test and it comes back high, what other
tests are there that | can have to determine if | need a
biopsy?

Your physician will want to rule out an infection and/or an
enlarged prostate, both of which can cause the PSA levels
to increase. A repeat PSA should be obtained. There are
other tests such as free PSA, PCA3, PHI and others which
may be useful in some instances. Free calculators can help
integrate your PSA with your age, family history, and other
parameters to estimate your risk of prostate cancer and
high-grade prostate cancer. See http://tinyurl.com/caprisk.

5. What are the benefits of detecting aggressive or
potentially aggressive prostate cancer early?

As with most cancers, the earlier aggressive prostate
cancer is diagnosed the greater the chance that the cancer
will still be confined to the prostate and thus curable.

Knowledge is Power!
www.prostatecalif.org
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6. What are the risks of NOT detecting an aggressive or
potentially life-threatening prostate cancer early?

It will be more difficult, even impossible, to cure. Once the
cancer escapes the prostate it can invade the lymph nodes
and may spread to the bones and elsewhere (metastasis).

7. What are the risks of a biopsy?

There is a risk of bleeding which is usually minor, and of an
infection, which is reduced through pre-biopsy antibiotics.
The other risk is diagnosing an insignificant cancer. Most
men would think this is worth the risk, but this is a personal
decision.

8. If | have a biopsy and it reveals cancer, do | necessarily
have to have treatment? What is "Active Surveillance"?
You do not necessarily have to have treatment. If a
relatively low-risk cancer is found, you may be a candidate
for Active Surveillance, (AS), under which PSA and other
tests are performed periodically to ensure that you receive
timely treatment, if necessary.

9. Why shouldn't | wait until | have urinary or other
symptoms to have my first PSA?

When cancer has progressed to the point that symptoms
are present, the disease has usually spread and is difficult
or impossible to cure.

10. If | am willing to live with the potential side effects of a
biopsy or of treatment, shouldn’t the decision be mine?
Weighing side effects of any possible testing, diagnosis and
treatment against the chance of living a full life is a very
personal decision based upon your own values. Most men
would at least like to know if they have prostate cancer.
Then you can make a joint decision with your physician as
to what steps, if any, to take.

PSA testing is currently a man’s best defense against dying
of potentially lethal prostate cancer and against developing
metastatic prostate cancer. Individuals have a fundamental
right to choose whether or not they want to know if they
have prostate cancer, prior to becoming symptomatic.
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EARLY DETECTION & PREVENTION

		Delaware Cancer Consortium: Next Five-Year Plan

		             



		GOAL 1: Continue to promote breast, cervical, colorectal, lung and prostate cancer screening

		OBJECTIVE 1A: Achieve an 85% colorectal cancer screening rate among Delawareans 50 and older. 

		Task/Actions		Responsible Party		Data Source		Timeframe

		Support Patient Navigators to increase colorectal cancer screening		DPH and FQHCs		Contracts		Year 1-5

		Maintain current and establish new relationships with primary care providers and surgeons to increase screening of Medicare patients.		DPH and Navigators				Year 1-5

		Enhance relationships with Medicaid and Federally Qualified Health Centers (FQHC) to increase screening rates.		DPH		Organization Data		Year 1-5

		Increase the number of cancer screenings performed in underserved communities.		Navigators		BRFSS		Year 1-5



		OBJECTIVE 1B:  Achieve a 50% increase in the number of men 50-75 (or older with a life expectancy of 10 years) and high-risk men starting at age 40 reporting that they have discussed prostate cancer screening with a healthcare provider.  

		Task/Actions		Responsible Party		Data Source		Timeframe

		Add questions to the Behavioral Risk Factor Surveillance System (BRFSS) questionnaire regarding the informed decision making process for prostate cancer screening.		DPH		BRFSS		Year 2

		Determine baseline number of men 50-75 (or older with a life expectancy of 10 years) and high-risk men starting at age 40 reporting that they have discussed prostate cancer screening with a health care provider.  		DPH		BRFSS		Year 3 

		Disseminate the Delaware Cancer Consortium (DCC) prostate cancer screening recommendations to health care providers.		DPH		Number of providers receiving recommendations		Year 1 & ongoing

		Re-evaluate data received regarding men 50-75 (or older with a life expectancy of 10 years) and high-risk men starting at age 40 reporting that they have discussed prostate cancer screening with a healthcare provider.  		DPH		BRFSS		Year 3 & Year 5

		Determine the feasibility of measuring the number of providers who initiate the informed decision making process for prostate cancer screenings utilizing electronic health records.   		ED&P Committee DPH 				Year 1



		OBJECTIVE 1C:  Decrease the number of late stage (distant disease) breast cancer diagnoses by 50%

		Task/Actions		Responsible Party		Data Source		Timeframe

		Determine baseline number of women in Delaware with late stage breast (distant stage) cancer diagnosis.		DPH		DCR		Year 1

		Support Patient Navigators to increase breast cancer screening rates.		DPH		Contracts		Year 1

		Maintain current and establish new relationships with primary care providers and ob/gyn providers to increase breast cancer screening rates for Medicare patients.		DPH and Navigators				Year 1-5

		Enhance relationships with Medicaid and FQHCs to increase screening rates.		DPH		Organization Data		Year 1-5

		Increase the number of screenings performed in areas where late stage breast cancers are more predominately diagnosed.   		FQHCs, Women's Mobile Health, Hospitals		BRFSS		Year 1-5



		OBJECTIVE 1D:  Decrease the number of late stage (distant disease) lung cancer diagnoses by 20%

		Task/Actions		Responsible Party		Data Source		Timeframe

		Determine baseline number of late stage lung cancers diagnosed.		DPH		DCR		Year 1

		Support Patient Navigators to support lung cancer screening.		ED&P Committee and DPH		Contracts		Year 1

		Maintain current and establish new relationships with primary care providers to increase screening rates for Medicare patients.		DPH and Navigators				Year 1-5

		Enhance relationships with Medicaid and FQHCs to increase screening rates.		DPH		Organization Data		Year 1-5

		Increase the number of screenings performed in areas where late stage lung cancers are more predominately diagnosed.		Navigators and DPH		Cancer Incidence and Mortality Data		Year 1-5

		Explore expanding lung cancer screenings to those with occupational exposure and/or those exposed to second hand smoke for longer duration.		DCC				Year 3



		OBJECTIVE 1E: Reimburse breast, cervical, colorectal, lung, and prostate cancer screening for Delawareans who meet age and income eligibility guidelines.

		Task/Actions		Responsible Party		Data Source		Timeframe

		Continue annual allocation for breast, cervical, colorectal, lung and prostate cancer screening for men and women ineligible for federal funded screening.		General Assembly		State Budget		Year 1 and ongoing

		Reimburse providers through the Screening for Life program for services for cancer screening for men and women  		DPH		State and Federal Budget		Year 1 and ongoing

		Increase marketing to communities and primary care providers



		GOAL 2: Provide human papillomaviruses (HPV) vaccine to girls, young women, boys, and young men ages 9-26. 

		OBJECTIVE 2A: Conduct a multi-pronged approach targeting parents and physicians about the importance of the HPV vaccine for cancer prevention. 

		Task/Actions		Responsible Party		Data Source		Timeframe

		Form partnerships with the Department of Education (DOE) as well as programs across the Division of Public Health (DPH) spectrum to enhance messaging of the importance of HPV vaccination for boys and girls ages 9-26.  Partners include: Maternal and Child Health Program, Immunizations Program, Northern and Southern Health Services, Health Equity 		DPH and DOE		MOU		Year 1

		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.		DPH and Contractor		Evaluation		Years 1-2

		Conduct an evaluation of media tactics to determine the effectiveness, and refine as needed based on results. 		DPH 		Trackable media 		Years 2-3

		Work with the State Innovation Committees to add a discussion about the importance of HPV vaccine at all annual wellness visits at physicians offices statewide starting at age 9.  		DPH		Trackable media 		Years 3-4

		Work with the State Innovation Committees to add the HPV vaccine discussion and distribution metrics to the provider scorecard statewide to measure change.		DPH		Provider scorecard		Year 4 and ongoing

		Evaluate the provider scorecard to determine effectiveness.		State Innovation Committee		Provider scorecard		Year 5



		OBJECTIVE 2B: Fund office visits related to HPV vaccine for Screening for Life (SFL) eligible men and women 19 through 26 years old.

		Task/Actions		Responsible Party		Data Source		Timeframe

		Reimburse participating providers at Medicaid rates for delivery of HPV vaccine to SFL-enrolled men and women 19-26 years old.		DPH		State budget		Year 1 and ongoing



		GOAL 3: Provide Mobile Cancer and Other Health Screening services to include mobile mammography, cervical cancer screening, hypertension screening, and diabetes screenings services as well as health education services in target areas. 

		OBJECTIVE 3A: Provide breast cancer screening services to rarely/never screened women.

		Task/Actions		Responsible Party		Data Source		Timeframe

		Evaluate screening, incidence and mortality data to target women for breast cancer screening in areas of low screening, high incidence, and high mortality areas. 		DPH, Women's Mobile Health		Reports		Year 1 and ongoing

		Monitor and track the number of women screened on the mammography van who are from target areas.		DPH, Women's Mobile Health		Reports		Year 1 and ongoing

		Monitor and track the number of women screened on the mammography van who are low income, uninsured, and underinsured.   		DPH, Women's Mobile Health		Reports		Year 1 and ongoing

		Develop metrics for off sight screenings (mobile van)

		OBJECTIVE 3B: Provide health screenings and education to women.

		Task/Actions		Responsible Party		Data Source		Timeframe

		Ensure women receiving services on the mobile van receive tobacco cessation information if they smoke.		DPH, Women's Mobile Health		Reports		Year 1 and ongoing

		Ensure women receiving mammography or cervical services on the mobile van receive a hypertension and diabetes screening. 		DPH, Women's Mobile Health		Reports		Year 1 and ongoing

		Ensure women receiving mammography or cervical services on the mobile van are provided health education related to healthy behaviors. 		DPH, Women's Mobile Health		Reports		Year 1 and ongoing



		GOAL 4: Identify barriers to obtaining cancer screening and develop programs/services to assist in eliminating barriers to screen at-risk populations and underserved communities in the state of Delaware.

		OBJECTIVE 4A: Review available data related to barriers in Delaware to obtaining cancer screening.  

		Task/Actions		Responsible Party		Data Source		Timeframe

		Outline barriers and potential ways to overcome barriers, such as health literacy, access, etc.		DPH		Report		Year 1

		Identify funding to support programs and services that would assist in eliminating barriers.   		General Assembly 		State and Federal Budget		Year 1 and ongoing

		Provide education and outreach to the general public regarding programs, and services available that assist with removing barriers to screening.  		DPH		Report		Year 2 and ongoing



		GOAL 5: Analyze Data in cancer screening databases

		OBJECTIVE 5A: Review available data.

		Task/Actions		Responsible Party		Data Source		Timeframe

		Review data elements available in the Screening for Life Database and Delaware Lung Cancer Registry.		DPH		Database		Year 1

		Expand and modify current database used to track screening activity in the SFL program and update as necessary.		DPH, Contractor		Database		Year 2 and ongoing

		Evaluate screening data in both the SFL program and the Delaware Lung Cancer Registry.		DPH		Screening data		Year 1 and ongoing

		Determine feasibility of developing and implementing a comprehensive cancer screening registry for Delaware.		ED&P Committee				Year 1-2



		GOAL 6: Inform and educate health care providers and general public on available resources.

		OBJECTIVE 6A: Develop and implement evidence based education campaigns for substainablity of screenings..  

		Task/Actions		Responsible Party		Data Source		Timeframe

		Promote campaigns to public and businesses focusing on available resources.		DPH, Contractor		Campaign		Year 1 and ongoing

		Provide updates to health care professionals through letters and personal outreach.		DPH, Contractor		Letters		Year 1 and ongoing
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