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17.  CANCER

Number Objective
1 Cancer deaths
2 Lung cancer deaths
3 Breast cancer deaths
4 Cervical cancer deaths
5 Colorectal cancer deaths
6 Oropharyngeal cancer deaths
7 Prostate cancer deaths
8 Sun exposure
9 Provider counseling about preventive measures

10 Pap tests
11 Colorectal screening examination
12 Oral, skin, and digital rectal examinations
13 Breast examination and mammogram
14 Physician counseling of high-risk patients
15 Statewide cancer registries
16 Cancer survival rates
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Cancer1
2

Goal3
4

Reduce the burden of cancer on the U.S. population by decreasing cancer incidence, morbidity, and5
mortality rates. 6

7

Terminology8
9

(A listing of all acronyms used in this publication appears on page 27 of the Introduction.)10
11

Benign:  Not cancerous; does not invade nearby tissue or spread to other parts of the body.12
13

Biopsy:  The removal of a sample of tissue, which is then examined under a microscope to check for14
cancer cells.15

16
Cancer:  A term for diseases in which abnormal cells divide without control.  Cancer cells can invade17
nearby tissue and can spread through the bloodstream and lymphatic system to other parts of the body.18

19
Carcinogen:  A substance or agent that is known to cause cancer.20

21
Carcinoma:  Cancer that begins in the epithelial tissue that lines or covers an organ.22

23
Clinical trials:   Research studies that evaluate the effectiveness of new interventions on patients.24

25
Fecal occult blood test (FOBT):  A test to check for small amounts of hidden blood in stool.26

27
Malignant:  Cancerous.28

29
Mammogram:  An x-ray of the breast.30

31
Melanoma:  Cancer of the cells that produce pigment in the skin.32

33
Metastasis:  The spread of cancer from one part of the body to another.  Cells in the metastatic34
(secondary) tumor are like those in the original (primary) tumor.35

36
Pap test:  Microscopic examination of cells collected from the cervix.  The Pap test is used to detect37
changes that may be cancer and can show noncancerous conditions, such as infection or inflammation.38

39
Risk factor:  Something that increases a person’s chance of developing a disease.40

41
Screening:  Checking for a disease when there are no symptoms.42

43
Sigmoidoscopy:  A procedure in which the physician or health provider looks inside the rectum and the44
lower part of the colon (sigmoid colon) through a flexible lighted tube.  The physician or health provider45
may collect samples of tissues or cells for closer examination.46

47
Stage:  The extent of a cancer, especially whether the disease has spread from the original site to other48
parts of the body.49
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1

Overview2
3

Cancer is the second leading cause of death in the United States.  According to American Cancer Society4
(ACS) estimates, 1,228,600 Americans will be diagnosed with cancer in 1998, and approximately 564,8005
people will die of cancer during the year.  These numbers do not include carcinoma in situ included with6
basal and squamous cell carcinomas; the incidence of these types of cancer is estimated to exceed 1 million7
per year.  The ACS estimates are based on an increase in the number of older Americans, who are at higher8
risk for developing cancer—one-half of the cases occur in persons aged 65 and over.9

10
Cancer death rates for all sites combined decreased on average 0.5 percent per year from 1990 to 1995  but11
that was only after significantly increasing 0.4 percent per year from 1973 to 1990.  Death rates for the four12

major cancers (lung, female breast, prostate, and colon/rectum) decreased significantly during 1990-95.1 13
Cancers of the lung and bronchus, prostate, female breast, and colon/rectum were the four leading cancer14
sites for all racial and ethnic populations in the United States and together accounted for approximately 5415

percent of all newly diagnosed cancers.2  The top four causes of cancer death in the U.S. during 1990-9516
for all racial and ethnic groups were the same for sites as for incidence:  More than 50 percent of all cancer17
deaths involved the lung, female breast, prostate, or colon/rectum.  Persons 65 years and older bear the18
major burden of these malignancies.  The percentage of deaths for this age group are lung at 68.6, female19

breast cancer at 58.6 percent, prostate at 91.8 percent and colon/rectum at 77.0 percent.2a 20
21

Examination of cancer death rates for each of these sites by gender, race, and ethnicity revealed (with the22
exception of female lung cancer) that African Americans had higher cancer death rates than whites, Asians23
and Pacific Islanders, or Hispanics.  Among the top 10 sites that were common to all four racial and ethnic24
groups were cancers of the pancreas, stomach, and ovary.  Otherwise, the causes of cancer death among the25
top 10 leading sites varied by racial and ethnic group.  Deaths due to cancer of the brain and central26
nervous system (CNS) were among the top 10 mortality sites only in whites; deaths due to cancer of the27
esophagus, cervix, and multiple myeloma were among the top 10 sites only in African Americans; and28
liver cancer deaths were among the top 10 sites only in Asians and Pacific Islanders and Hispanics. 29
Overall, 70 percent of cancer deaths occur in the age group 65 years and older.30

31
For Healthy People 2010, subobjectives selected for various ethnic and racial groups were developed based32
on the disproportionately high rates of cancer mortality that these populations experience.  Racial and33
ethnic groups that are not identified for each objective are not listed because their mortality rates are at or34
below general population levels.  This does not mean that these groups do not need attention, but rather35
that they need to continue in a positive direction and should be monitored closely for any changes.36

37
Statistics reflect only a portion of the enormous health problem of cancer, yet there is evidence that the38
prospect of preventing and surviving cancer continues to improve.  Perhaps 50 percent or more of cancer39
incidence can be prevented through smoking cessation and changed dietary habits.  The scientific evidence40
for smoking as a cause of cancer has been recognized for over 30 years.  The evidence for diet and cancer41
has emerged over the past decade and has progressed to the extent that recommendations for prudent42
dietary changes can now be made.43

44
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About 30 percent of all cancer deaths (over 175,000 deaths per year) are related to smoking, and smoking1
is related to over 420,000 U.S. deaths per year from various causes (e.g., heart disease). Progress has been2
made in reducing the percentage of adult smokers since the 1964 Surgeon General’s Report on Smoking3
and Health.  In 1965, 52.1 percent of men were smokers; in 1990, the figure was 28 percent.  In 1965,4
34.2 percent of women were smokers; in 1990, the figure was 23 percent, which represents a decrease, but5
not as great as that shown for men.  A sharper decline in women smoking is needed, otherwise women will6
face more lung cancer than men at the start of the 21st century.  Lung cancer mortality rates for women7
continue to exceed the mortality rates for breast cancer.  In contrast, white males who have reduced or8
stopped smoking have begun to experience a decline in lung cancer incidence, which is a strong indicator9
that reduced smoking is having a significant effect.  The 1993 Youth Risk Behavior Survey found that 1410
percent of high school students are frequent smokers, and white students are more likely than African-11
American or Hispanic students to smoke frequently.  More than 100,000 youths aged 12 and under are12
habitual smokers.13

14
Many cancers related to dietary factors also can be prevented.  Scientific evidence suggests that15
approximately one-third of the cancer deaths that will occur this year are related to diet.  In addition, many16
of the skin and lip cancers diagnosed this year could be prevented by limiting exposure to the sun and by17
wearing protective clothing and using sunscreens.18

19
The most recent figures from the Surveillance, Epidemiology, and End Results (SEER) Program of the20
National Cancer Institute (NCI) indicate that the likelihood of a person surviving cancer for at least 5 years21
from the point of detection, compared with the survival of the general population, is now about 51 percent22
for patients diagnosed in 1981 through 1987.  This survival rate is significantly higher than the 38 percent23
rate for patients diagnosed in 1960-63 (as estimated by the SEER Program).  However, these figures do not24
take into account the increased incidence of lung cancer.  If lung cancer incidence is removed from the25
most recent figures, the chance of survival for more than 5 years, which for many cancer sites indicates26
cure, is 56 percent.27

28
In addition to the human toll of cancer, the financial costs of cancer are enormous.  NCI estimates that the29
overall costs for cancer are $107 billion, with $37 billion for direct medical costs, $11 billion for morbidity30
costs, and $59 billion for mortality costs.  Treatment for lung, breast, and prostate cancers account for more31
than half of the direct medical costs.32
 33
African Americans have a vastly different cancer experience from whites.  Statistics show that African34
Americans have higher age-adjusted incidence and mortality rates for many cancers and lower survival35
rates than do whites for all but 6 of 25 primary cancer sites.  This difference between the races represents36
both a challenge to understand the reasons, and an opportunity to lower morbidity and mortality and to37
raise survival rates.38

39
The Hispanic cancer experience also differs from that of the white population, with Hispanics having40
higher rates of cervical, esophageal, gallbladder, and stomach cancers.  The incidence of breast and lung41
cancers is increasing among Hispanics, who are diagnosed at later stages and have lower survival rates.42

43
The ability to reduce cancer mortality depends in part on the existence and application of many types of44
resources.  First, the means to provide information on prevention, early detection, and treatment to the45
public and to health care professionals is essential.  Second, there must be mechanisms or systems for46
providing patients with access to state-of-the-art cancer treatment and, as appropriate, encouraging their47
participation in cancer clinical trials.  Third, the mechanism for maintaining continued research progress48
and for fostering new research is essential.  These needs can be met in part with the network of cancer49
control resources now in place.  The current network has the organizational and personnel capabilities for50
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various cancer interventions. However, despite the extent of these resources, they alone are not sufficient to1
reduce cancer mortality.  Gaps in the network exist, and it is imperative that these gaps in information2
transfer, optimal practice patterns, research capability, and other areas be recognized and filled to meet3
cancer prevention and control needs.4

5

Progress Toward Year 2000 Objectives6
7

Cancer remains a major health problem in the United States.  However, there is evidence that many types8
of cancer can be prevented and that the prospects for surviving cancer continue to improve.  It is estimated9
that as much as 50 percent or more of cancer incidence can be prevented through smoking cessation and10
improved dietary habits such as reducing fat consumption and increasing fruit and vegetable consumption.11

12
Trends for Healthy People 2000 objectives related to cancer mortality (16.1-16.5 and 16.17) all improved13
for the total population in 1995.  For all cancer (16.1), the mortality rate in 1995 reached the year 200014
target.  Until 1991, the trend for lung cancer mortality (16.2) had been rising at a rate that would surpass15
the target.  However, the rate in 1991 declined for the first time in 50 years and declined again in 1992. 16
Lung cancer mortality remained level in 1993 and then dropped again in 1994 and 1995.  The age-adjusted17
death rate for colorectal cancer continued to decline in 1995 and has gone beyond the year 2000 target. 18
However, the improvement in the rate of colorectal cancer mortality has not been observed for all19
population subgroups, and in fact, the rates increased in 1995 for some subgroups.  Improvement was also20
observed in cancer risk factors such as tobacco use and dietary fat intake.  Data from 1994 indicate that21
there has been a substantial improvement in the number of women receiving mammograms and Pap tests. 22
In addition, for both mammograms and Pap tests, the disparity in use rates for most of the population23
subgroups and those for all women has either been reduced or eliminated.24

25
The recent decrease in mortality from breast cancer in white women is thought to be due to the widespread26
diffusion of breast cancer screening into regular medical care.  The increased use of adjuvant therapies is27
also thought to have contributed to the recent decline in breast cancer mortality.  While the gap between28
African-American and white women’s self-reported use of mammography has narrowed, the mortality29
benefits have yet to be observed in African American women.  Breast cancer incidence in African-30
American women continues to increase, and mortality trends are not decreasing due in part to the fact that31
breast cancer is diagnosed at later stages in African American women.32

33

Draft 2010 Objectives34
35

Note:  Targets for Healthy People 2010 were determined based on a set of assumptions related to36
evidence-based effects of intervention, e.g., 20 to 33 percent benefit of mammography.  Because effects for37
interventions are imprecise and are generally reported as a possible range of effects, a midpoint was chosen38
for selecting a 2010 target.  In addition, anticipated lag times of current and future interventions for39
specific cancer sites were also incorporated.  Projections for setting targets can also be made based on level40
of activity.  That is, projections based on an existing level of activity, a moderate level of increased41
activity, and a high level of increased activity.  Because Healthy People 2010 is an ambitious blueprint for42
action for Federal, State, and community action, a moderate level of activity was used for setting targets.43

44
1. (Former 16.1)  Reduce cancer deaths to a rate of no more than 103 per 100,000 people.  (Age-45

adjusted baseline:  130 per 100,000 in 1995)46
47

Select Populations 1995
African American 171.6
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American Indian/Alaska Native 80.8
Asian/Pacific Islander 81.1
Hispanic 79.7
White 127.0

1
Target Setting Method:  21 percent improvement.2

3
Data Source:  National Vital Statistics System (NVSS), CDC, NCHS.4

5
2. (Former 16.2)  Reduce lung cancer deaths to a rate of no more than 33 per 100,000 people. 6

(Age-adjusted baseline:  38.3 per 100,000 in 1995)7
8

Select Populations 1995
African American 47.2
American Indian/Alaska Native 22.7
Asian/Pacific Islander 18.0
Hispanic 14.6
White 38.0

9
Target Setting Method:  14 percent improvement.10

11
Data Source:  National Vital Statistics System (NVSS), CDC, NCHS.12

13
Lung cancer is the most common cause of cancer mortality among both men and women in the United14
States.  In 1998, an estimated 171,500 persons (91,400 men and 80,100 women) will die from lung cancer,15

accounting for 28 percent of all cancer deaths.3  Among men, lung cancer mortality rates have declined16
since 1990.  In contrast, lung cancer mortality rates have continued to increase among women.  Since17

1987, more women have died each year from lung cancer than breast cancer.4  Age-adjusted lung cancer18
mortality rates are approximately 40 percent higher among African-American men than white men.  Little19
difference in age-adjusted lung cancer mortality rates has been observed between African-American20

women and white women.521
22

Cigarette smoking is the most important risk factor for lung cancer, accounting between 88 to 91 percent of23

lung cancer deaths among men and 68 to 78 percent of lung cancer deaths among women.6  Other risk24
factors include occupational exposures (radon, asbestos, etc.) and indoor and outdoor air pollution (radon,25

environmental tobacco smoke, etc.).7  It has been estimated that 1 to 2 percent of lung cancer deaths were26

attributable to air pollution.827
28

In addition to lung cancer, the Surgeon General has also concluded that cigarette smoking is a risk factor29
for cancers of the oral cavity and pharynx, esophagus, larynx, pancreas, cervix uteri, urinary bladder, and30

kidney and other urinary organs.9  In 1997, an estimated 80,590 persons (46,160 men and 34,430 women)31

would die from other smoking-related cancers, accounting for 14 percent of all cancer deaths.10  The32
attributable fractions for smoking vary considerably by cancer site, ranging from 89 to 92 percent for33
cancers of the oral cavity and pharynx among men to 8 to 12 percent for cancers of the kidney and other34

urinary organs among women.11  Overall, it is estimated that smoking accounts for 53 percent of the deaths35

among men and 32 percent of these deaths among women from other smoking-related cancers.12  The first36

NCI Monograph13 used forecasting techniques to project age-adjusted other smoking-related cancer37
mortality rates (oral, bladder, kidney, pancreatic, esophageal) among persons 55 to 84 years of age. 38
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Assuming no change in current patterns of smoking initiation and cessation, these projections estimated1
that age-adjusted other cancer mortality rates would change very little from 1995 to 2010.2

3
3. (Former 16.3)  Reduce breast cancer deaths to no more than 16.6 per 100,000 females.  (Age-4

adjusted baseline:  21 per 100,000 in 1995)5
6

Select Populations 1995
African American female 27.5
American Indian/Alaska Native female 10.4
Asian/Pacific Islander female 11.0
Hispanic female 12.7
White female 20.5

7
Target Setting Method:  7 percent improvement.8

9
Data Source:  National Vital Statistics System (NVSS), CDC, NCHS, 1988-92 update.10

11
Breast cancer is the most common cancer among women in the United States, with an estimated 178,70012
new cases expected in 1998.  An estimated 43,500 U.S. women will die from breast cancer in 1998,13
accounting for about 16.5 percent of cancer deaths among women.  Mortality from breast cancer can be14
substantially reduced if the tumor is discovered at an early stage.  Mammography is the most effective15
method for detecting these early malignancies.  Randomized trials have demonstrated that mammography16

can reduce; that is, breast cancer mortality by 20 to 39 percent in women who are 50 to 74 years of age14;17
that is, up to 39 percent of breast cancer deaths in that age group might be avoided if all women complied18
with screening recommendations.  The benefits of screening mammography for women who are 40 to 4919
years of age have generated controversy.  An NIH Consensus Development Panel stated that there was20

insufficient evidence to support screening.15  More recently, however, both the ACS and the NCI’s Board21
of Scientific Advisors endorsed universal screening for women in their forties.  Recent reviews and meta-22

analyses suggest that breast cancer mortality may be reduced by 7 percent16 or up to 17 percent17 or 1823

percent18 among younger women.  The value of breast self-examinations and of clinical breast exams in24
addition to mammography remains controversial.25

26
Established risk factors for breast cancer, and possible risk factors for which an association with breast27

cancer remains to be established, have been recently reviewed by Henderson et al.19 and by the Harvard28

Report on Cancer Prevention.20  Many established breast cancer risk factors, such as age, family history of29
breast cancer, mammographic densities, previous breast disease and race/ethnicity, are not amenable to30
intervention.  Age at first full-term pregnancy and parity are both well-established behavioral risk factors,31
but recommendations for women to have more children at an earlier age are not consistent with other32
public health concerns.  Weight gain and overweight are commonly recognized risk factors, with33
overweight women most commonly observed to be at increased risk of postmenopausal breast cancer and34
at reduced risk of the much less common premenopausal breast cancer.  However, there is some35
inconsistency between cohort and case-control studies concerning the magnitude of effects.  There has36
been substantial interest recently in other potentially modifiable risk factors such as physical activity, oral37
contraceptive use, alcohol consumption, and diet, but there is no consensus on the consistency of38
associations with these risk factors or the adequacy of the evidence.  Projections of breast cancer mortality39
would ideally take into account probable changes in reproductive experiences (later ages at first birth and40
fewer children) over time.41

42
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With respect to an intervention that would be necessary to achieve a reduction in breast cancer mortality,1
the goal is to get a high percentage of women in the United States who are 40 years of age or older to2
comply with screening recommendations put forth by the NCI and the ACS.  The U.S. Preventive Services3
Task Force (USPSTF) recommendations include routine screening every 1 to 2 years, with mammography4
alone or mammography and annual clinical breast examination for women ages 50 to 69. The NCI’s Early5
Detection Guidelines, which until recently recommended that, beginning at age 50, all women should be6
encouraged to have a mammogram every 1 to 2 years until age 60 and then afterwards on an annual basis,7
have been revised to encourage screening mammography beginning at age 40.  In this respect, the NCI8
guidelines are now closer to those put forth by the ACS.  The ACS has recommended that all women9
should do monthly breast self-examinations, have a physician breast examination every 3 years between10
the ages of 20 and 40 and annually thereafter, and have a mammogram for baseline purposes between the11
ages of 40 and 50 and annually thereafter.12

13
With respect to the timing of these interventions, or when these interventions would need to be14
implemented to achieve a reduction in breast cancer mortality, evidence from randomized preventive trials15
of screening mammography indicates that a beneficial impact on breast cancer mortality could be expected16

to occur after a delay of roughly 7 years.2117
18

4. (Former 16.1)  Reduce deaths from cancer of the uterine cervix to no more than 1 per 100,00019
women.  (Age-adjusted baseline:  2.5 per 100,000 in 1995)20

21
Select Populations 1995
African American female 5.2
American Indian/Alaska Native female 2.4
Asian/Pacific Islander female 2.5
Hispanic female 3.1
White female 2.2

22
Target Setting Method:  60 percent improvement.23

24
Data Source:  National Vital Statistics System (NVSS), CDC, NCHS.25

26
Cervical cancer is the 10th most common cancer among women in the United States, with an estimated27
13,700 new cases in 1998.  The incidence is higher among racial and ethnic minority women than among28
white women.  An estimated 4,900 U.S. women will die from cervical cancer in 1998.  Cervical cancer29
accounts for about 1.8 percent of cancer deaths among women. Considerable evidence has accumulated30
that screening can reduce mortality from cervical cancer. Invasive cervical cancer is preceded in a large31
proportion of cases by carcinoma in situ and dysplasia.  If cervical cancer is detected while the malignancy32
is still in situ, the likelihood of survival is almost 100 percent with appropriate treatment and followup; that33
is, almost all cervical cancer deaths could be avoided if all women complied with screening and followup34
recommendations.  An updated review of established risk factors for cervical cancer, including human35

papilloma virus infection, was provided by Schiffman et al.22  Although there is no proven method for the36
primary prevention of cervical neoplasia, the public health recommendations to reduce HIV and other37
sexually transmitted diseases are likely to have a beneficial impact on cervical cancer risk.38

39
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With respect to the intervention that would be necessary to achieve a reduction in cervical cancer mortality,1
the goal is to get a high percentage of women in the United States who are 18 years of age or older to2
comply with screening, recommendations put forth by the NCI and the ACS. The USPSTF recommends3
routine screening, with Pap testing beginning with the age of sexual activity and repeated every 3 years4
until the age of 65, provided the smears have been consistently normal.  The NCI has recommended that5
all women who are or have been sexually active or have reached 18 years of age have an annual Pap test6
and pelvic examination.  After a woman has had three or more consecutive satisfactory normal7
examinations, the Pap test may be performed less frequently at the discretion of her physician.8

9
With respect to when these interventions would need to be implemented to achieve a reduction in cervical10
cancer mortality, evidence from randomized preventive trials is unavailable, but expert opinion suggests11
that a beneficial impact on cervical cancer mortality would be expected to occur after a delay of a few12
years.13

14
5. (Former 16.5)  Reduce colorectal cancer deaths to no more than 8.8 per 100,000 people.  (Age-15

adjusted baseline:  12.8 per 100,000 in 1995)16
17

Select Populations 1995
African American 17.4
American Indian/Alaska Native 7.6
Asian/Pacific Islander 8.3
Hispanic 7.7
White 12.4

18
Target Setting Method:  31 percent improvement.19

20
Data Source:  National Vital Statistics System (NVSS), CDC, NCHS.21

22
Colorectal cancer (CRC) is the third leading cause of nondermatologic cancer morbidity and mortality in23
U.S. men and women, accounting for an estimated 131,600 cases (64,600 in men, 67,000 in women) and24
54,900 deaths (27,900 in men, 28,600 in women) in 1998, or about 9 percent and 10 percent, respectively.25
 Recent data show a decline in incidence and mortality in white males and females, stable incidence rates26
in African Americans, and a continued rise in mortality rates in African-American men.  The decline in27
death rates may have resulted from early detection practices and better treatment.  Five-year survival rates28
are 62 percent in whites and 53 percent in African Americans (1986-92).  These rates are enhanced by29
detection and treatment in early stages, resulting in tumors that are 91 percent localized, 63 percent30

regional, and 7 percent distant.23  Studies of risk have been summarized by Potter et al.,24 Winawer and31

Shike,25 and Schottenfeld and Winawer26 to include nonmodifiable factors of age, male gender, personal32
and family history of polyps or colorectal cancer, inflammatory bowel disease, inherited syndromes (FAP33
and HNPCC), and other cancer (breast, ovary, and endometrium) and modifiable factors of physical34
inactivity (colon only), obesity, alcohol use, and a diet high in fat and low in fiber, fruits, and vegetables.35

36
Digital rectal examination (DRE), fecal occult blood test (FOBT), and sigmoidoscopy are widely used to37
screen for CRC, while barium enema and colonoscopy are generally used as diagnostic tests.  The DRE,38
most commonly used in screening  (43 percent, >50, BRFSS, 1993), may detect less than 10 percent of39
CRC. The FOBT (29 to 34 percent, >50, BRFSS,1992) has variable sensitivity and specificity and a low40
predictive value for carcinoma.  Sigmoidoscopy screening (28 percent, >50, BRFSS, 1993) detects 1 to 441
cancers per 1,000 examinations.  A detailed review of the evidence regarding the effectiveness of these42
tests and recommendations regarding CRC screening and surveillance are found in the article by Winawer43

et al.2744
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1
The findings from three randomized controlled trials indicate that biennial screening with FOBT can2

reduce mortality from CRC in age groups 45 to 80 by 15 to 21 percent.28-30  One trial31 reported a 333

percent reduction in mortality with annual screening in the same age groups, and a simulation model324
shows a 56 percent reduction.  Efficacy of sigmoidoscopy has been supported by three case-control5

studies33-35 and a simulation model36 that show a 59 to 79 percent reduction in mortality in the distal colon6
in age groups 45 and over.  There is insufficient evidence to recommend for or against screening with7
DRE, whereas the new ACS and expert panel recommendations include barium enema and colonoscopy as8

options for screening.379
10

Evidence exists that a reduction in CRC mortality can be achieved through detection and removal of the11
precancerous polyps (polypectomy reduces CRC incidence) and treatment of cancer in its earliest stages.12
Therefore, a strategy of increased screening with annual FOBT and flexible sigmoidoscopy every 5 years13
for all persons 50 to 75 years of age by 2008 will realize a certain reduction in mortality by the year 201014
that could only be roughly estimated.  Public and professional education efforts should be intensified15
regarding the effectiveness of screening using agreed-upon guidelines.  A second strategy involves dietary16
changes and exercise.  This strategy includes a reduction in fat intake to no more than 20 to 30 percent of17
total calories, consumption of about 25 g of fiber per day, overweight reduction to a prevalence of 2018

percent in adults,38,39 increase in moderate levels of activity (brisk walking 3 hours/week), and reduction in19
alcohol consumption.  The amount of risk reduction associated with these recommendations remains20

uncertain.4021
22
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6. (Former 16.17)  Reduce deaths due to cancer of the oral cavity and pharynx to no more than 91
per 100,000 men aged 45 through 74 and 3 per 100,000 women aged 45 through 74.  (Baseline: 2
males aged 45-74, 11; females aged 45-74, 3.9 in 1995)3

4
Select Populations 1995
African American male aged 45-74 23.4
American Indian/Alaska Native male aged 45-74 Not available
Asian/Pacific Islander male aged 45-74 Not available
Hispanic male aged 45-74 Not available
White male aged 45-74 Not available
African-American female aged 45-74 6.4
American Indian/Alaska Native female aged 45-74 Not available
Asian/Pacific Islander female aged 45-74 Not available
Hispanic female aged 45-74 Not available
White female aged 45-74 Not available

5
Data Source:  National Vital Statistics System (NVSS), CDC, NCHS.6

7
7. Reduce prostate cancer-related deaths to 17.1 per 100,000.  (Age-adjusted baseline:  15.5 per8

100,000 in 1995)9
10

Select Populations 1995
African American male 38.0
American Indian/Alaska Native male 8.8
Asian/Pacific Islander male 7.4
Hispanic male 10.9
White male 14.0

11
Target Setting Method:  1 percent improvement.12

13
Data Source:  National Vital Statistics System (NVSS), CDC, NCHS.14

15
Prostate cancer is the leading cause of nondermatologic cancer morbidity and the second leading cause of16
cancer mortality in U.S. men, accounting for an estimated 184,500 cases and 39,200 deaths in 1998, or17
about 27 percent and 14 percent of the cases and deaths, respectively.  Recent trends show an 84 percent18

rise in incidence (1987-92), followed by an 11 percent decline (1992-93)40a, 41 and a 6.2 percent decrease19

in age-adjusted mortality during 1991-95.42  Causes of the trends are unclear but may be attributed to20
increased awareness of the disease and efforts in early detection.  Studies of risk factors have been21

summarized by Nomura and Kolonel,43 Pienta and Esper,44 and Dijkman and Debruyne.45  The risks22
include age, especially the high prevalence of latent prostate cancer in the elderly, excess in African23
Americans, family history, and a diet high in fat.  The clinical importance of these lesions is not clear due24
to the poor understanding of the natural history of prostate cancer.25

26
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Coley et al.46,47 reviewed relevant studies from 1966-95 regarding the prevalence of clinically important1
prostate cancer and evaluated the effectiveness of digital rectal examination and prostate-specific antigen2
(PSA) in the early detection of prostate cancer.  They concluded that DRE and PSA have not been shown3
to reduce mortality or improve the quality of life.  Transrectal ultrasonography (TRUS) when used with4
DRE and PSA is a useful diagnostic test. DRE and PSA suffer from variable sensitivity and specificity and5
low specificity, especially in older men with benign prostatic hyperplasia.  Furthermore, the sensitivity and6
specificity of the screening tests cannot be determined with certainty because biopsies are not performed7
on negative screenees.  Medical consensus on the use and interpretation of PSA has not been reached. 8
Considerations of cost-effectiveness and quality of survival make the problem even more complex.  These9

same conclusions are shared by other groups.48-50a10
11

The impact on mortality and morbidity of surgery compared to watchful waiting in patients with operable12

cancer is uncertain.51-55  Randomized clinical trials of the benefits of DRE and PSA screening are under13
way, but the results will not be available for 10 to 15 years (PLCO, NCI and ERSPC Trials).  Meanwhile,14
indirect evidence suggests that survival is better for early stage and that more prostate cancer has been15
detected in early stages as a result of screening.  About 58 percent, 15 percent, and 16 percent of prostate16

cancers are detected in early, regional, and distant stages, respectively.5617
18

The absence of modifiable risk factors for prostate cancer precludes any effective primary19

prevention approach at this time.  Secondary prevention to reduce mortality through screening20

and early detection remains controversial.  The USPSTF and NCI make no recommendations for21

routine screening with either the DRE or PSA; however, the ACS recommends annual DRE and22

PSA testing in men aged 50 and older with 10 years of life expectancy and to younger men who23

are at high risk.  Widespread prostate cancer screening should be approached with caution until24

results of clinical trials provide evidence that screening does more good than harm. A few25

advocates favor screening programs targeting high-risk groups among the elderly, African26

Americans, and family members with history of prostate cancer.27
28

8. (Former 16.9)  Increase to at least 75 percent the proportion of people of all ages who limit sun29
exposure, use sunscreens and protective clothing when exposed to sunlight, and avoid artificial30
sources of ultraviolet light (e.g., sun lamps, tanning booths).  (Baseline:  limit sun exposure, 3231
percent; use sunscreen, 29 percent; wear protective clothing, 28 percent in 1992)32

33
Target Setting Method: 134-168 percent improvement.34

35
Data Source:  National Health Interview Survey (NHIS), CDC, NCHS.36

37
9. (Former 16.10)  Increase to at least 85 percent the proportion of primary care providers who38

routinely counsel patients about tobacco use cessation, diet modification, and cancer screening39
recommendations.  (Baseline:  about 50 percent of internists and 43 percent of family physicians40
reported counseling their smoking patients about smoking cessation, 49 percent for digital rectal, 5641
percent for blood stool, 23 percent for proctoscopic, 78 percent for breast physical, 37 percent for42
mammogram, 55 percent for Pap tests in 1989)43

44
Target Setting Method:  Better than the best.45

46
Data Source:  Survey of Physicians’ Attitudes and Practices in Early Cancer Detection, NCI.47

48
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10. Increase to at least 95 percent the proportion of women aged 18 and older who have ever1
received a Pap test and to at least 85 percent those who received a Pap test within the preceding2
3 years.  (Baseline:  94 percent “ever” and 77 percent “within the preceding 3 years” in 1994)3

4
Select Populations
Pap Test Ever Received 1994

African American female aged 18 and older Not available
American Indian/Alaska Native female aged 18 and older Not available
Asian/Pacific Islander female aged 18 and older Not available
Hispanic female aged 18 and older 91%
White female aged 18 and older Not available
Female aged 70 and older 90%
Female aged 18 and older with less than high school 91%
Female aged 18 and older below household poverty threshold 91%

Received Within Preceding 3 Years
African American female aged 18 and older Not available
American Indian/Alaska Native female aged 18 and older Not available
Asian/Pacific Islander female aged 18 and older Not available
Hispanic female aged 18 and older 74%
White female aged 18 and older Not available
Female aged 70 and older 53%
Female  aged 18 and older with less than high school 62%
Female aged 18 and older below household poverty threshold 72%

5
Target Setting Method:  Better than the best.6

7
Data Source:  National Health Interview Survey (NHIS), CDC, NCHS.8

9
11. (Former 16.13)  Increase to at least 75 percent the proportion of people aged 50 and older who10

have received a colorectal screening examination (fecal occult blood testing within the preceding11
1 to 2 years) and to at least 50 percent those who have ever received proctosigmoidoscopy. 12
(Baseline:  30 percent received fecal occult blood testing during the preceding 2 years in 1992; 3313
percent had ever received proctosigmoidoscopy in 1992)14

15
Target Setting Method:  150 percent improvement for fecal occult testing and 50 percent16
improvement for proctosigmoidoscopy.17

18
Data Source:  National Health Interview Survey (NHIS), CDC, NCHS.19

20
12. (Former 16.14)  Increase to at least 50 percent the proportion of people aged 50 and older who21

have received oral, skin, and digital rectal examinations in the preceding year.  (Baseline:  an22
estimated 38 percent received a digital rectal exam, 9 percent oral exam, and 17 percent skin exam23
during a physician visit within the preceding year in 1992)24

25
Target Setting Method:  Better than the best.26

27
Data Source:  National Health Interview Survey (NHIS), CDC, NCHS.28

29
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13. (Developmental)  Increase to __ percent the proportion of women aged 40 and older who have1
received a breast examination and a mammogram within the preceding 2 years.2

3
Select Populations
African American female aged 40 and over Not available
American Indian/Alaska Native female aged 40 and over Not available
Asian/Pacific Islander female aged 40 and over Not available
Hispanic female aged 40 and over Not available
White female aged 40 and over Not available
Female aged 40 and over Not available
Female aged 40 and over with less than high school education Not available
Female aged 40 and over below household poverty threshold Not available

4
Potential Data Source:  National Health Interview Survey (NHIS), CDC, NCHS.5

6
14. (Developmental)  Increase to at least 40 percent the proportion of physicians who appropriately7

counsel or refer their genetically high-risk patients.8
9

15. (Developmental)  Increase to at least 40 the number of States that have a statewide10
population-based cancer registry that captures case information on at least 95 percent of the11
expected number of reportable cancers and publishes incidence data annually within 18 months12
of the close of the diagnosis year.13

14
16. (Developmental)  Increase the number of cancer survivors who are living 5 years or longer after15

diagnosis.16
17

In the early 1900s, few cancer patients had any hope of long-term survival.  In the 1930s, about one in four18
was alive 5 years after treatment.  About 491,400 Americans, or 4 of 10 patients who get cancer this year,19
are expected to be alive 5 years after diagnosis.  This 4 in 10 rate, or about 40 percent, is called the20
“observed” survival rate.  When adjusted for normal life expectancy (factors such as dying of heart disease,21
accidents, and diseases of old age), a “relative” 5-year survival rate of 58 percent is seen for all cancers. 22
Five-year relative survival rates, commonly used to monitor progress in early detection and treatment of23
cancer, include persons who are living 5 years after diagnosis, whether in remission, disease free, or under24
treatment.25

26
Although these rates provide some indication about the average survival experience of cancer patients in a27
given population, they are less informative when used to predict individual prognosis.  Clearly, treatments28
designed to increase survival are needed as well as improved access to state-of-the-art care.  Finally, the29
measurement of survival must include measures of quality of life for both the short and long term.30

31

Related Objectives From Other Focus Areas32
33

Nutrition34
  5 Fat intake35
  7 Vegetable and fruit intake36
Tobacco Use37
  1 Adult tobacco use38
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  3 Adolescent tobacco use1
  6 Smoking cessation2
10 Advice to quit smoking3
11 Treatment of nicotine addiction4
12 Providers advising smoking cessation5

6
Oral Health7
8 Stage I oropharyngeal cancer lesions (adults)8

21 Screening for oropharyngeal cancer9
10
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