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BREAST CANCER

IMPORTANCE OF BREAST CANCER FOR CANCER PREVENTION AND CONTROL

ationally, female breast cancer is the most common cancer among women, comprising an estimated

26% of new cancer cases and causing 15% of cancer deaths in U.S. females for 2007.* (Information
about breast cancer in males can be found by contacting http://www.nci.nih.gov.) The greatest impact on
reducing the number of years lost to cancer will come from progress against common cancers such as
breast cancer.* From 1992 to 2002, breast cancer incidence rates increased for Asian/Pacific Islander
women, decreased among American Indian/Alaska Native women, and remained the same for other
women. During the same time period, breast cancer death rates declined among white, black, and
Hispanic women.? In 2003, breast cancer caused 800,000 person-years of life lost, ranking second after
lung cancer (2,403,000).% The rate of new cases of late-stage breast cancer continues to remain relatively
stable, indicating that the impact of breast cancer screening on breast cancer stage at diagnosis must be
examined further.*

The causes of breast cancer are not all known; however, some risk factors are well recognized. The
major risk factors for breast cancer include:
o Age
e Genetic factors (personal or family history or genetic mutations)
e Hormonal factors
0 carly menarche (early onset of menstruation)
O late menopause
0 late parity (bearing children late)
0 nulliparity (not bearing children)
O exogenous estrogen exposure

e High breast tissue density (a mammographic measure of the amount of glandular tissue relative
to fatty tissue in the breast)
e Very high doses of radiation (such as that used in radiation therapy) =

High educational and socioeconomic levels are linked with greater risk, probably due to their association
with reproductive risk factors. Jewish women are also known to be at higher risk of breast cancer, while
black women have lower rates of the disease than do white women, except in younger age groups.

Estrogen exposure leading to increased risk of breast cancer includes the use of high-dose oral
contraceptives (particularly in women with a family history of breast cancer), hormone replacement
therapy after menopause, and factors leading to obesity (which increases circulating levels of estrogen).

Certain types of proliferative benign breast disease (such as radial scar, atypical hyperplasia, and
proliferative fibrocystic change), and other factors, such as pesticide and other chemical exposures that
mimic or modify the action of estrogens and gene-environment interactions, are being investigated. ==
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BREAST CANCER IN NEW JERSEY

In this section we discuss the status of breast cancer in New Jersey, including incidence, mortality,
prevalence, survival, and prevention and early detection.

Incidence. The American Cancer Society estimates that, among women in the U.S., 178,480 cases of
breast cancer will be newly diagnosed in 2007. In New Jersey alone, approximately 6,080 female breast
cancer cases will be diagnosed in 2007.*

After continuously increasing for more than two decades, U.S. female breast cancer incidence rates
leveled off from 2001-2003.* The female breast cancer incidence rates in New Jersey increased from
1979 to 1990, declined for a few years, and peaked again in 1997. The rate has generally been
decreasing since 1997.% New Jersey females had higher incidence rates than U.S. females in 2003 (125.6
versus 119.3 per 100,000**). Incidence rates in white females were also higher in New Jersey than in
the U.S. in 2003 (130.0 versus 121.1 per 100,000**). However, incidence rates in black females in

New Jersey were lower than in the U.S. (105.7 versus 109.4 per 100,000**). The incidence rate for
Hispanic women in New Jersey was lower than for both black women and white women (95.6 per
100,000%* in 2003).2

According to 2004 data from the New Jersey State Cancer Registry, a lower proportion of Hispanic and
black women were diagnosed in the early stages of breast cancer (in situ and localized) than was the
case for non-Hispanic and white women (Figure 2).% In New Jersey, the percent of breast cancers
diagnosed in the early stage has steadily increased in both black and white women in the past ten years.
However, the percent of white women being diagnosed in the early stages is higher than that for black
women in New Jersey (70.0% versus 61.4%) in 2004* (Figure 2).2

One type of breast cancer that is less well-known is called inflammatory breast cancer (IBC). IBC is a
rare but very aggressive type of breast cancer in which the breast often looks swollen and red, or
“inflamed”. IBC accounts for 1 to 5 percent of all breast cancer cases in the U.S. It occurs more
frequently and at a younger age in blacks than in whites. Symptoms of IBC may include redness,
swelling, and warmth in the breast, often without a distinct lump in the breast.* According to data from
the New Jersey State Cancer Registry, 39 women in New Jersey were diagnosed with IBC in 2004 .4

It is important to note that breast cancer may occur in men. About 2,030 new cases of male breast cancer
are expected in the U.S. in 2007.} According to data from the New Jersey State Cancer Registry, 69
cases of breast cancer occurred among New Jersey males in 2004.£

Mortality. The American Cancer Society estimates that in 2007, approximately 40,000 breast cancer
deaths will occur among U.S. women, and 450 breast cancer deaths will occur among U.S. men. Death
rates from breast cancer have steadily decreased in women since 1990, with larger decreases in women
younger than 50. These decreases are due to a combination of earlier detection and prompt treatment. In
New Jersey alone, approximately 1,350 women will die from breast cancer in 2007.* According to the

* Incidence rates for the year 2004 data from the New Jersey State Cancer Registry are preliminary.
** Rates are per 100,000 and age-adjusted to the 2000 U.S. population standard.
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New Jersey State Cancer Registry, 15 New Jersey men died from breast cancer in 2003. Consistent with
2003 U.S. mortality rates, black women in New Jersey have a higher mortality rate compared to white
women, despite lower incidence rates for black women (Figures 1 and 3). In 2003, white females had a
higher rate of breast cancer mortality in New Jersey than in the U.S. (28.5 per 100,000** versus 24.6 per
100,000%*, respectively). New Jersey breast cancer mortality rates in black females, however, are
similar to U.S. rates (Figure 3). In 2003, breast cancer mortality in Hispanic females in New Jersey was
less than one-half the mortality rate of non-Hispanics. ==

Prevalence. Breast cancer accounts for the highest proportion of total cancer prevalence among New
Jersey women, i.e., the proportion of New Jersey women alive who were ever diagnosed with breast
cancer. Estimates indicate that on January 1, 2003, there were 72,595 or 1.6% of New Jersey women
alive who had ever been diagnosed with breast cancer. As with other cancers, the prevalence of female
breast cancer increases with age and is highest in the 65+ age group (6.3%). The prevalence of female
breast cancer is approximately two times higher among whites than blacks (1.9% versus 0.9%).2

Survival. The five-year relative survival rate for female breast cancer diagnosed in New Jersey from
1994-1997 is approximately 85%. This rate is similar to that for the U.S. Although there is a high overall
survival rate, disparities exist between black and white women. In New Jersey, as in the U.S., black
women have a lower survival rate than white women (73.4% versus 85.8%, respectively).£

Female breast cancer survival rates are much higher for cancers diagnosed at the local stage than at the
regional or distant stage. In New Jersey, from 1984—1997, the percentage of breast cancers diagnosed at
the local stage increased from 47% to 58% for white women and from 46% to 50% for black women.
Although the five-year survival rates improved from 1984 to 1997 for black women and white women
with breast cancer diagnosed at the local or regional stage, it did not improve for women of either race
diagnosed at the distant stage. In New Jersey, black women’s survival remained lower than white
women’s for each stage at diagnosis.=

Prevention and early detection. Data from the New Jersey Behavioral Risk Factor Survey indicate that
the percent of New Jersey women receiving mammography increased by almost 10% between 1995 and
2005. The number of women reporting that they had a mammogram and a breast exam increased in all
age groups (Figure 4).4 New Jersey mammography rates for 2004 were similar to the U.S. rates.#

Conclusion. New Jersey data from 2003 reveal that white women have a higher incidence rate of breast
cancer than do black women.® However, black women continue to have a higher mortality rate from
breast cancer.X These differences may result from genetic factors or the disparity observable by race in
healthcare prevention and treatment services, which is reflective of access-to-care, prevention,
education, and early-detection issues in New Jersey. The latter probable causes should be the focus of
our efforts over the next several years.

* Incidence rates for the year 2004 data from the New Jersey State Cancer Registry are preliminary.
** Rates are per 100,000 and age-adjusted to the 2000 U.S. population standard.
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Figure 1. Invasive Breast Cancer Incidence Rates
Among New Jersey Women, 1995-2004*
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Figure 2. Stage of Diagnosis for Female Breast Cancer in New
Jersey by Race and Ethnicity, 2004*
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Figure 3. U.S. and New Jersey Female Breast Cancer

Mortality Rates, 2003
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Figure 4. Female Respondents, aged 40 and older, who report
having a mammogram and a breast exam within the past 2 years
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HEALTHY NEwW JERSEY 2010 GOALS

SR |ncrease the percentage of females aged 40 and over who
R CEN ANV ETEEACTo -1 Il received a clinical breast examination and a mammogram
within the past two years, by 2010.

Table 1. Women aged 40+ who received a clinical breast exam and mammogram within the past
two years, New Jersey, 2000-2003, and Healthy New Jersey 2010 projected target rate.2

Preferred
Population 2000 | 2001 2002 2010

Endpoint
Total 68.0 67.8 70.7 67.9 75.0 85.0
White 67.9 69.6 70.8 69.3 75.0 85.0
Black 68.5 65.9 78.2 70.5 75.0 85.0
Hispanic 72.9 66.2 il 63.9 75.0 85.0
Asian/Pacific Islander* x o *x 43.2 rrE rrE
Females 50-64 72.3 73.1 76.9 741 85.0 90.0
Females 65+ 61.0 62.7 64.6 62.8 75.0 85.0
HMO enrolled females 52- 68.3 71.4 73.1 69.9 85.0 90.0
69

*  Estimate has a relatively large standard error.

**  Estimate is unreliable.

*** A target was not set because the baseline data for this subpopulation were statistically unreliable.
Note: Data for white, black, and Asian/Pacific Islander do not include Hispanics.

Increase the percentage of female breast cancers diagnosed in
Healthy New Jersey Goal 2 early (in situ/local) stage of disease, by 2010.

Table 2. Female breast cancers diagnosed in early stage, New Jersey, 1999-2002, and Healthy
New Jersey 2010 projected target rates. 2

Preferred
Population Target 2010

Endpoint
Total 66.4 66.7 67.1 67.7 75.0 85.0
White 67.5 67.6 68.0 68.8 75.0 85.0
Black 57.5 58.7 60.0 59.8 75.0 85.0
Hispanic 65.0 65.2 64.5 66.4 75.0 85.0
Asian/Pacific Islander * * * * bl *x
Females 65+ 67.3 66.3 67.4 67.6 75.0 85.0

*

The number of Asian/Pacific Islander cases is known to be understated.
** A target was not set because the baseline data for this subpopulation were statistically unreliable.
Note: Data for white, black, and Asian/Pacific Islander include Hispanics and non-Hispanics.
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Reduce the death rate from female breast cancer among
RCEU AV CIRETREAC TR \Wwomen 50 years of age and over per 100,000 female

population by 2010.

Table 3. Death rate from female breast cancer, ages 50 and over, New Jersey, 1999-2002, and
Healthy New Jersey 2010 projected target rates. 2

Preferred
Population 1999 | 2000 2001 | 2002 Target 2010
Endpoint
Aged 50-64 53.9 55.5 55.2 51.4 45.0 20.0
Aged 65+ 136.5 151.0 134.4 136.9 115.0 100.0
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GOALS, OBJECTIVES, AND STRATEGIES

In 1995, a Breast Cancer Summit was held to gather New Jersey physicians, researchers, health
professionals, and organizations to address the serious healthcare crisis in breast cancer. In a report of
the Breast Cancer Summit, 2 Breast Cancer Mortality in New Jersey: A Time for Action, five areas for
action were identified for New Jersey: early detection, therapeutics, research, healthcare policy, and
data. Over a decade later in 2006, the Breast Cancer Workgroup concurs that these remain important
priorities for the state. Therefore, the Breast Cancer Workgroup has used the action plan of the Breast
Cancer Summit as a basis for addressing breast cancer mortality in this Plan.

In support of the Healthy New Jersey 2010 goals for breast cancer, the recommendations of the Breast
Cancer Workgroup are summarized below for the following focal areas:

e Prevention
e Screening

e Research and surveillance
PREVENTION

here is currently no proven strategy for preventing breast cancer among women of average risk.
However, among women identified as high risk for developing breast cancer, certain therapies may
aid in breast cancer prevention.

Genetic testing for breast cancer risk is a relatively new field. The “breast cancer gene,” BRCA1, was
identified in 1994 and BRCA2 in 1995.4= Testing positive for either of these genetic mutations
indicates enhanced breast and ovarian cancer risk—either higher risk of an initial cancer (for unaffected
women) or a recurrence or second primary cancer (for women already affected by cancer). While only
2-3% of all breast cancers are attributable to these mutations, women with BRCA1 or BRCA2
mutations have approximately a 33% to 50% risk of developing breast cancer by age 50.=== By age 70,
a mutation carrier’s risk of developing breast cancer is 45% to 65%.= % Identifying women at increased
risk for developing breast cancer can help to target preventive strategies, such as increased surveillance,
chemoprevention, prophylactic mastectomy, and prophylactic oophorectomy (where the ovaries are
removed to prevent the production of hormones that may increase the risk of breast cancer).

Studies suggest that prophylactic mastectomy, or the surgical removal of both breasts prior to cancer
diagnosis, is the most effective method of preventing breast cancer in women who carry the BRCA1 and
BRCA2 germline mutations.= However, surgical intervention often has physical and psychosocial
implications that make it an unacceptable option for many women. Another option for these women is to
consider prophylactic oophorectomy, which reduces the risk of both ovarian cancer and breast cancer.

Tamoxifen, a selective estrogen-receptor modulator, has been used in the chemoprevention of breast
cancer in high-risk women since the U.S. Food and Drug Administration (FDA) approved it for that use
in 1998. Five-year adjuvant treatment with tamoxifen has also been shown to significantly reduce
recurrence of secondary malignancies in early-stage breast cancer patients.® However, tamoxifen may
also increase the risk of contracting other serious diseases, including endometrial cancer, stroke, and
blood clots in veins and in the lungs.>3=2
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Recent research has shown that the drug raloxifene, used in the prevention and treatment of
osteoporosis, is as effective as tamoxifen in preventing breast cancer. Studies also suggest that

. . : 5,31.32
raloxifene may have a lower occurrence of serious side-effects.==

Other prevention strategies recognized by the National Cancer Institute include suppression of hormonal

factors, reducing radiation exposure, and dietary factors. 222

Women concerned that they may be at increased risk of developing breast cancer should talk with their
doctor about appropriate screening modalities and preventive therapy.

To increase the practice of breast cancer prevention strategies

GOAL BR-1 among women at high risk of developing breast cancer.

Objective BR-1.1
To increase public and professional awareness of the factors that place women at high risk for
developing breast cancer through wide dissemination of culturally and linguistically appropriate
educational materials and curriculum development.

Strategies

BR-1.1.1 Identify existing, and develop as needed, breast cancer educational materials and
programs to use in reaching all women and promoting awareness of breast cancer risk
factors. Disseminate multi-lingual, culturally appropriate materials to diverse
communities as needed through appropriate community members who care for them (e.g.,
healthcare providers, laypersons, survivors, and community leaders).

BR-1.1.2 Create a curriculum with continuing education credits to provide information to
healthcare practitioners on risk reduction and genetic risk factor assessment. This
curriculum should be interactive and developed in different formats and media, e.g.,
internet, audiotape, CDs, etc. by partnering with professional organizations.

BR-1.1.3 Widely distribute and promote this breast cancer curriculum through, e.g., the Medical
Society of New Jersey, and other professional and specialty groups.

Objective BR-1.2

To increase public and professional awareness of breast cancer prevention strategies for those at high
risk through wide dissemination of culturally and linguistically appropriate educational materials and
curriculum development.
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Strategies ‘

BR-1.2.1 Identify existing, and develop as needed, breast cancer educational materials and
programs to use in reaching high-risk women and promoting awareness of the benefits of
preventive therapies. Disseminate multi-lingual, culturally and linguistically appropriate
materials to diverse communities as needed through appropriate community members
who care for them (e.g., healthcare providers, laypersons, survivors, and community
leaders).

BR-1.2.2 Create a curriculum with continuing education credits to provide information to
healthcare practitioners on breast cancer prevention strategies for women at high risk.
This curriculum should be interactive and developed in different formats and media, e.g.,
internet, audiotape, CDs, etc. by partnering with professional organizations.

BR-1.2.3 Widely distribute and promote this breast cancer curriculum through the Medical Society
of New Jersey and other professional and specialty groups.

Objective BR-1.3

To educate women who come in for breast cancer screening about early detection and the need for
appropriate follow-up, diagnostic testing, and annual rescreening.

Strategies

BR-1.3.1 Identify existing, develop as needed, and distribute widely, culturally and linguistically
appropriate materials that describe the importance of rescreening and follow-up visits,
where necessary, and highlighting the importance of using a mammography facility that
is FDA-accredited.

BR-1.3.2 Identify existing, develop as needed, and distribute widely, culturally and linguistically
appropriate information for dissemination to community groups and advocacy groups in
order to publicize nationally recognized screening guidelines, where to go for screening,
and the availability of programs for clients without health insurance, and to dispel fears
and myths that exist around breast cancer.

SCREENING

linical Breast Examination (CBE) and mammography are the most common methods for screening

and early detection of breast cancer. Most expert groups no longer recommend breast self-
examination, but recommend mammography, with or without CBE, beginning at age 40, although
guidelines for frequency of testing differ by organization.2=2 Digital mammography is becoming a
standard screening tool, especially for young women with dense breast tissue where an advantage is seen
over film screen mammography. The role of ultrasound and breast magnetic resonance imaging (MRI)
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for screening purposes is still unclear. For more information about screening guidelines for breast cancer
see Appendix C.

Regular use of mammograms can reduce the chances of dying from breast cancer. Randomized clinical
trials have demonstrated a 20% to 35% reduction in breast cancer mortality in women aged 50 to 69
years who are screened annually or biennially with mammograms.# For women in their 40s, the risk
can be reduced by about 17%. It is estimated that for every 500 to 1,800 women 40 years of age who are
routinely screened with mammography, one breast cancer death is prevented.?® For women aged 70 and
older, mammography may be helpful, although firm evidence is lacking

Breast cancers in women under 40 comprise approximately 5% of all new breast cancer diagnoses, or
approximately 400 cases per year in New Jersey. However, routine screening with imaging is not
recommended for women in this age group due to the high likelihood of false positives.® The American
Cancer Society recommends clinical breast exams every three years for women under the age of 40

Since implementation of the Mammography Quality Standards Act in 1994, all U.S. mammography centers
must be certified by the FDA.? A complete list of all certified mammography centers in New Jersey can be
found at http://www.fda.gov/cdrh/mammography/certified.html. A current list of FDA-approved digital
mammography centers in New Jersey can be found at http://www.hersource.com.

New breast cancer screening mechanisms, including digital mammography, computer-aided detection
programs, MRI, and ultrasound are being evaluated for efficacy. While some of these new tests have
been shown to be effective in women at high risk, it is unknown whether they will have any effect on
breast cancer mortality among women of average risk.2

To increase screening for breast cancer, increase early diagnosis, and decrease death rates, the Breast
Cancer Workgroup continues to identify education as a priority for New Jersey. The education process,
developed under the first Plan, has four components: (1) developing a consensus message, (2) educating the
public, (3) educating patients, and (4) educating healthcare professionals. An effective message will be one that
encompasses all aspects of breast health and is adopted by professionals, communities, grassroots
organizations, survivors, and advocacy groups through collaboration and partnerships. Although the Breast
Cancer Workgroup discussed the importance of educating all New Jerseyans about breast health and
quality breast cancer care, high-risk populations must be targeted first in order to address disparities
apparent in the incidence and mortality data. See the Research and Surveillance component of this
chapter for additional information about identification of high-risk populations for breast cancer.

Building Consensus

The process of education must begin with achieving consensus on approaches to breast cancer
prevention, early detection, and treatment. Currently, several different messages are being disseminated
about breast cancer screening. Most organizations recommend annual mammograms for women aged 40
and older based on strong evidence that mortality is reduced.®** Yet recommendations for breast self-
examination and clinical breast examination vary drastically. The U.S. Preventive Services Task Force
(USPSTF) and the National Institutes of Health (NIH) conclude that evidence is insufficient to
recommend for or against teaching or performing routine breast self-examination.222 The USPSTF also
found insufficient evidence to recommend for or against CBE alone to screen for breast cancer.Z The
American Cancer Society, however, recommends a clinical breast exam be considered part of a periodic health

exam and that breast self-exam is an option for women beginning in their 20s.# Without a consensus message,
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breast cancer education is inconsistent and sporadic, and awareness about the importance of prevention and
early detection is not universal.

Awareness and Education for the Public

Data from the New Jersey State Cancer Registry (presented earlier in this chapter) demonstrates that some
segments of the New Jersey population are affected disproportionately by breast cancer. Although white
women in New Jersey have higher incidence of breast cancer, black women are dying from it at a higher
rate. Focused efforts by private sector organizations and federal and state governments to educate
women about the importance of breast cancer prevention and early detection and to provide
opportunities for mammography screening have resulted in dramatic increases in mammography
screening rates over the past two decades. According to data from the Behavioral Risk Factor

Surveillance System, women in New Jersey are utilizing breast cancer screening at the same rate as the
U.S. (75%).%

The New Jersey Cancer Education and Early Detection Program (NJCEED) provides free mammograms
to uninsured and underinsured women living at or below 250% of the federal poverty level. Healthcare
providers and New Jersey women should be made aware of the services provided by NJCEED,
including education, outreach, diagnosis, treatment, and follow-up.

Many studies have been conducted to identify both barriers to screening and interventions needed to
overcome barriers, such as cost,¥ lack of knowledge regarding screening,® physician
recommendation,® language,¥ cultural sensitivity issues,™ inaccessible screening sites, and
transportation.¥ In a recent New Jersey study, participants revealed that they are not motivated to obtain
screening services because “prevention is not a priority.”%

Efforts to educate women about the need for breast cancer screening have varied in their ability to
overcome barriers and increase screening rates. Some successful attempts to persuade women of the
necessity of screening mammograms have used nurse practitioners, videotapes, in-person counseling
delivered by nurses or peers, mailings, and telephone counseling. 22 Some have used social
networks™=2 and community or healthcare systems approaches® rather than focusing exclusively on

individual behavior change.

Teaching breast self-care as breast changes occur in the adolescent girl can influence positive behaviors.
Health promotion behaviors are often taught in high school, but little research has been conducted on
teaching breast health in a high school setting, particularly breast cancer early detection and screening.=
Another study found that educational lessons could improve knowledge and attitudes of adolescent girls
with respect to breast self-examination.=

Interventions should focus not only on improving one-time screening but also on improving annual
screening. Recent research found that “off-schedule” women (women screened at least once and non-
adherent with recommended screening intervals) had greater knowledge and were more positive about
mammography than women who had never been screened, but their measures on these indicators were
lower than those for “on-schedule” women.% Brief interventions from healthcare providers emphasizing
the importance of repeat screening should be delivered to “off-schedule” women.

Given both the importance and the complexity of the issues, women should have access to the best
possible relevant information regarding both benefits and risks of screening, presented in an
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understandable and usable form. In addition, educational information to accompany this risk-benefit
information should be prepared to lead women step by step through a process of informed decision-
making.® The Breast Cancer Workgroup also proposes that breast cancer screening and early detection
be taught early to foster knowledge about lifelong breast health.

Awareness and Education for the Cancer Patient

Not only is it essential that awareness be increased in the general public, awareness must also be
increased in the cancer patient population. For a number of reasons, follow-up for evaluation and
treatment is often not completed. A recent study indicates that up to 20% of women do not receive
timely recommended follow-up after an abnormal mammogram.? Lack of understanding by the patient
about the next steps often contributes to incomplete follow-up, as does inconsistent sharing of
information.< A recent intervention among low-income, ethnic minority women demonstrated that the
use of a patient navigator and counseling are highly effective strategies to improve follow-up of

&2
abnormal mammograms.=

Primary care physicians hold a strategic position for the delivery of preventive care services because of
their access to the patient population and their long-term relationship with patients. It has been shown
that by implementing a multi-faceted intervention, patients are more likely to assume an active role in
decision-making.& Pre-consultation education also appears to be an effective clinical strategy for
helping patients gain an accurate understanding of treatment options before meeting with their
physicians.# This information must be presented in an understandable and culturally appropriate format.

Awareness and Education for Healthcare Practitioners

Approximately 25% of New Jersey and U.S. women aged 40 and over reported no mammogram within
the past two years.¥ These numbers must be improved to increase the early detection of breast cancer
and effectively decrease mortality.

As noted earlier, primary care physicians are in a strategic position to influence the seeking of
preventive care services. A review focusing on breast cancer screening concluded that several
interventions, notably reminders and audit and feedback, can increase physician use of mammography.2
Tailored interventions, using a package that addresses specific professional barriers that need to change
in a particular setting, are recommended to improve delivery of preventive services in primary care.
Additionally, research has shown that physicians can be assisted in their delivery of preventive services
through group education, reminder devices, and changes to the organization of care.%

The Breast Cancer Workgroup recommends that healthcare professionals encourage women to use
available screening methods for breast cancer. Given the observed variation among populations and
different barriers for each population, interventions must be tailored. Below we present the Breast
Cancer Workgroup’s recommendations for a multi-dimensional approach to addressing breast cancer
education in New Jersey.
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To improve public understanding of breast health, breast cancer,

GOAL BR-2 and screening to promote the value of early detection.

Objective BR-2.1

To build consensus on what the public message should be regarding breast cancer education, impact of
certain health and lifestyle factors, screening and treatment, and the benefits and risks of early detection.

Strategies

BR-2.1.1 Convene a diverse group of breast cancer experts, advocates, and consumers at state and
community levels.

BR-2.1.2 Review and summarize the most current scientific literature about breast cancer
screening, early detection, and treatment.

BR-2.1.3 Develop an overall breast cancer message for the general public, as well as targeted
culturally appropriate messages for high-risk, underserved, and special populations based

on research findings. (See also Goal BR-7 Research and Surveillance.)

BR-2.14 Establish priorities to most effectively reach the targeted populations with breast cancer
information.

Objective BR-2.2

To develop and implement a statewide breast cancer public awareness/media campaign to increase
utilization of breast cancer screening services (in accordance with accepted public health practice and
recommendations of the Centers for Disease Control and Prevention).

Strategies

BR-2.2.1 Coordinate current media campaigns with a consistent message specifically promoting
the availability of no-cost breast cancer screenings for those eligible through the New
Jersey Cancer Education and Early Detection Program. Develop media campaigns
specifically promoting the Medicaid Breast and Cervical Cancer Treatment Program for
eligible women that are screened and/or diagnosed through NJCEED.

BR-2.2.2 Collaborate with organizations and entities including healthcare professionals to
communicate messages and effectuate the breast cancer campaign.
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BR-2.2.3 Provide public service announcements and media information on breast cancer in
English, Spanish, and other languages as needed.

BR-2.2.4 Identify and centralize a multi-level, multi-lingual, multi-cultural speakers bureau to
implement community breast cancer education and screening activities. Ensure cultural
sensitivity and consistency of the message.

BR-2.2.5 Coordinate promotional incentives to encourage women to undergo mammography and
become educated about breast cancer by offering free or discounted items from local
retailers.

BR-2.2.6 Publicize existing telephone numbers and websites that are clearinghouses for New

Jersey cancer resources (i.e., 211 non-emergency helpline). Ensure that national
telephone numbers and websites are provided with current data.

~Objective BR-2.3

To develop and disseminate breast cancer educational materials and resources to increase knowledge,
improve public understanding of the value of screening and early detection, and promote high-quality
breast health, paying special attention to vulnerable, high-risk populations.

Strategies

BR-2.3.1 Partner with relevant organizations in providing comprehensive breast cancer educational
materials to appropriate local and statewide community organizations for distribution to
their constituencies.

BR-2.3.2 Recommend that organizations seek out professionals from various ethnic communities
to provide breast cancer education and outreach in order that individuals can relate to
their trainers.

BR-2.3.3 Distribute information about NJCEED sites to provide greater access to quality, no-cost
breast cancer diagnostic and treatment services for uninsured women in the community.

BR-2.3.4 Expand culturally sensitive education and outreach programs for women in low-income,
underserved communities who do not meet the NJCEED criteria.

BR-2.3.5 Provide cultural competency training to the individuals interfacing with the community
(especially minority communities) for breast cancer awareness and education.

BR-2.3.6 Provide “faith-based” breast health and breast cancer education through a train-the-trainer
program for church leaders in the black and Latino communities to provide ongoing
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breast health and breast cancer education, screening, and support resources for all women
in their communities, especially high-risk women.

Objective BR-2.4

To increase education of high school students on breast cancer prevention and early detection by
identifying and promoting a curriculum on the life-saving value of good breast health habits.

Strategies

BR-2.4.1 Influence and encourage breast health education in New Jersey. Widely distribute high-
school-focused breast educational materials for either assembly or classroom venues.
Ensure that resources are readily available and teacher-friendly.

BR-2.4.2 Work with key personnel at school districts to advocate for full implementation of this
breast health education in all New Jersey high schools.

BR-2.4.3 Identify thoughtful, age-appropriate resources and educational materials for teen-age
students to teach breast health at an early age, including multi-media presentations,
supporting posters, and brochures.

To improve breast cancer patient awareness and education
GOAL BR-3 regarding outcomes about the importance of breast cancer
rescreening and follow-up visits to maximize optimal outcomes.

Objective BR-3.1

To increase appropriate treatment and follow-up for women who receive abnormal mammograms and/or
abnormal clinical breast exams.

Strategies ‘

BR-3.1.1 Identify existing, and develop as needed, culturally appropriate materials to educate
clients who receive abnormal screening results about the importance of appropriate and
timely follow-up and treatment options available if they have been diagnosed with breast
cancer, especially clinical trials.

BR-3.1.2 Identify existing, and develop as needed, culturally appropriate education materials for
those clients who have completed breast cancer treatment about the importance of follow-
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up care, especially about the risk of lymphedema and the importance of early
lymphedema management. Distribute information widely.

BR-3.1.3 Improve existing, and develop as needed, resource guides for breast cancer including
treatment centers that participate in clinical research, available support groups, and where
financial assistance can be obtained. Make the resource guide readily available by using
websites, a central hotline, and wide distribution to healthcare professionals, public
libraries, and grassroots and community agencies that have contact with women.

BR-3.1.4 Encourage healthcare facilities to promote timely evaluation of abnormal screening tests,
for example, by instituting patient navigation programs and designating facility staff and
resources for this purpose.

To improve the knowledge of healthcare practitioners about the
importance of having an active provider role, assessing patients’

GOAL BR-4 risks of developing breast cancer, formulating a prevention plan
based on that risk, and increasing the recommendations and
utilization of screening mammograms.

Objective BR-4.1

To increase professional education on assessment, e.g., symptoms, risk factors, screening, risk reduction,
and follow-up care for breast cancer.

Strategies

BR-4.1.1 Partner with identified organizations in creating a curriculum with continuing education
credits to provide information to healthcare practitioners on the following: (1) screening
guidelines, (2) risk reduction, (3) symptoms of breast cancer and follow-up care, (4)
genetic risk factor assessment, and (5) cultural competency. Ensure that the curriculum
addresses the need to use evidence-based, currently recognized community standards of
care for those patients not enrolled in clinical trials. This curriculum should be interactive
and developed in different formats and media, e.g., internet, audiotape, CDs, etc. by
partnering with professional organizations.

BR-4.1.2 Widely distribute and promote this breast cancer curriculum through the Medical Society
of New Jersey, physician membership, and nursing organizations, and other professional
and specialty groups.
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Objective BR-4.2 ‘

To encourage healthcare providers to increase referrals and improve patient awareness about breast
cancer early detection and screening measures.

Strategy ‘
BR-4.2.1 Educate healthcare providers regarding which patients are appropriate to receive
mammograms, focusing on those providers serving ethnically diverse and minority
communities.

RESEARCH AND SURVEILLANCE

Earlier in this chapter the risk factors for breast cancer and disparities surrounding breast cancer were
identified. While the overall picture of breast cancer among New Jersey women is encouraging,
there is need for improvement among specific groups of women. Statistics from the New Jersey State
Cancer Registry indicate that the age-adjusted incidence and mortality rates for the years 1999-2003
varied among the 21 counties in New Jersey.2 As is the case for disparities among states in the U.S., the
disparities in mortality rates by county likely depend on stage of disease at diagnosis, socioeconomic

status, access to care, and adequacy of medical care.®

It is well recognized that the incidence of breast cancer is generally higher for white than black women,
with population-based data showing approximately a 20% higher rate for white women.* However,
there is a reverse trend among women less than 35 years old.% The breast cancer incidence rate among
black women under age 35 is greater than that of white women, and black women are consistently
diagnosed in later stages of the disease.®=2 While racial and ethnic disparities in breast cancer stage at
diagnosis among older women are thought to be the result of differences in utilization of routine
screening mammography among racial/ethnic minorities, the racial/ethnic differences in breast cancer
incidence among women under age 35 are not well understood. %4 Further research into these
disparities should be conducted to determine their underlying cause and potential solutions.

In 2006, the Susan G. Komen Breast Cancer Foundation, North Jersey Affiliate, completed an updated
community needs assessment for the nine northern counties in New Jersey. The Central and South Jersey
Affiliate also updated their community profile for the central and southern New Jersey counties in 2006. In
2003, the New Jersey Department of Health and Senior Services, Office of Cancer Control and Prevention, in
conjunction with the University of Medicine and Dentistry of New Jersey School of Public Health, conducted a
capacity and needs assessment of all 21 counties in New Jersey. Population maps, breast cancer incidence
and mortality graphs, and provider inventory maps were created to identify unmet needs in the areas of
prevention, early detection, and treatment for breast cancer. A study of this nature must be kept current
for all of the counties in New Jersey to effectively identify unmet needs for breast cancer.

The Cancer Epidemiology Services, New Jersey Department of Health and Senior Services used their
geographic information system (GIS), spatial statistical software, and cases of women diagnosed 1995—
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1997 with breast cancer (n=20,703) to identify geographic areas in New Jersey with high proportions of
distant-stage breast cancer. Two areas in northeastern New Jersey were identified, with relatively high
proportions of black or Hispanic women and of linguistically isolated households in the population.
Virtually all the women with breast cancer in these two areas were within two miles of a mammography
facility.“ The Cancer Epidemiology Services recently conducted a similar analysis to determine if these
clusters remained several years later, using data on women diagnosed with breast cancer in 2001-2003.
Statewide, the proportion of women with distant-stage diagnosis was lower than in 1995-1997 (4%
versus 5%), and one of the earlier clusters of high proportions of late-stage diagnosis disappeared.
However, the other larger cluster remained. Cancer Epidemiology Services is preparing a publication on
the results.

Clinical trials are the major avenue for discovering, developing, and evaluating new therapies. However,
only about 3% of all adult cancer patients participate in clinical trials. It is important to increase
physician and patient awareness of, and participation in, clinical trials if we are to test new treatments
more rapidly, find more effective treatments, and broaden the options available to patients.?

To identify areas and populations at higher than expected risk of
breast cancer incidence and mortality in New Jersey in order to
learn where education and screening awareness efforts are most
needed.

GOAL BR-5

Objective BR-5.1

To identify areas in New Jersey where breast cancer mortality risk is greatest.

Strategies ‘

BR-5.1.1 Using appropriate statistical models and tools, identify and describe geographic areas and
population groups exhibiting high breast cancer mortality rates, using demographic,
service utilization, and epidemiologic data.

BR-5.1.2 Assess barriers to breast cancer screening (cultural barriers, help-seeking behaviors,
socioeconomic factors, transportation, etc.), provider-related barriers (accessibility,
waiting time, capacity, communication, etc.), institution-related barriers, and system-level
barriers (analysis of payer data, claims data, policies and regulations, and standards of
care) in these identified areas and/or population groups.

BR-5.1.3 Assess other aspects of increased mortality.
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To increase accrual and broaden access to breast cancer clinical
GOAL BR-6 early detection and treatment trials for patients and physicians in
New Jersey.

Objective BR-6.1

To support the National Cancer Institute’s Clinical Trial Implementation Committee Goals for Clinical
Trials for breast cancer.

Strategies ‘

BR-6.1.1 Partner with educational programs that promote participation and enhance public
visibility and understanding of important breast cancer clinical trials.

BR-6.1.2 Publicize the existence of a clinical trials website, particularly NJ Cancer Trials Connect
(http://www.njctc.org), via the county cancer Coalitions and other avenues.

To ensure that New Jersey residents and physicians remain up to date
GOAL BR-7 on the most currently available breast cancer preventive, diagnostic,
and treatment technologies and resources.

Objective BR-7.1

To continue to monitor and disseminate current advances in breast cancer prevention, screening,
diagnosis, and treatment.

Strategy

BR-7.1.1 Work with stakeholders to disseminate, as they become available, evidence-based
advances to healthcare providers through continuing medical education offerings and
other means.

Objective BR-7.2

To continue to monitor trends in breast cancer incidence, mortality, and survival.
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BR-7.2.1 Request appropriate data, as needed, from the New Jersey State Cancer Registry and
other applicable sources.
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