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TEXAS CANCER COUNCIL

January 2005
The Honorable Rick Perry
The Honorable David Dewhurst
The Honorable Tom Craddick
Members of the Texas Legislature
All Texans
In accordance with its statutory charge to ensure that Texas has a current, timely cancer plan, the Texas
Cancer Council submits this 2005 revision of the Texas Cancer Plan to the people of Texas.
The process of updating the Texas Cancer Plan involved a large and representative group of more than 70
physicians, nurses, public health experts, epidemiologists, behavioral scientists, representatives from the
state’s key cancer organizations, non-physician health professionals, communications specialists, and
survivors. Representation was from a geographic cross section of the state that included the state’s major
metropolitan areas and their surrounding suburban and rural communities.
While the Texas Cancer Council has statutory responsibility for planning and carrying out the comprehensive
cancer Plan, the Council cannot achieve this alone. In a state of more than 20 million people, where the cost
of cancer approaches $14 billion each year, no single entity could eliminate the entire cancer burden or fulfill
all the goals of the Plan. For this reason, the Council supports collaborative efforts that focus on cancer
prevention, early detection, screening, appropriate treatment, and other related or supportive efforts that
advance the goals of the Texas Cancer Plan for the people of Texas.
As Chairman of the Texas Cancer Council, I would like to thank the many individuals who donated their time,
expertise, and skill in contributing to the update of the Texas Cancer Plan. It is through this collaborative
effort that we now have a blueprint for fighting cancer in Texas that will promote a unified, collaborative
approach to cancer prevention and control and that will be useful at both community and statewide levels.
I am confident that with the Texas Cancer Plan as their guide and continued support from the Texas
Legislature, our continued collaborative efforts and public-private partnerships will significantly reduce
cancer’s burden on Texans.

Respectfully submitted,

James D. Dannenbaum
Chairman

P.O.Box 12097 Austin, TX 78711 • (512)463-3190 • Fax 475-2563

Website: www.tcc.state.tx.us • Email: tcc@tcc.state.tx.us
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The process of updating the Texas Cancer Plan involved
a large and representative group of more than 70
physicians, nurses, public health experts,
epidemiologists, behavioral scientists, representatives
from the state’s key cancer organizations, non-physician
health professionals, communications specialists, and
survivors. Representation was from a geographic cross
section of the state that included the state’s major
metropolitan areas, East and West Texas, and the Rio
Grande Valley. Additionally, eight community forums
were conducted in cities across the state to provide
community-level input into the plan revision.
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EXECUTIVE SUMMARY

To ensure that Texas Cancer Plan is responsive to the
needs of Texans and remains up-to-date in order to
continue supporting the state’s cancer control
planning efforts, the Texas Cancer Council (TCC)
called for a revision of the state’s document. The
project staff were charged with coordinating the
update and, in order to reflect the needs of all Texans,
worked with numerous institutions, organizations,
experts, and survivors across the state who all share
the goal of reducing the burden of cancer in Texas.

There is no single known cause or cure of
cancer and everyone is at risk.

Cancer in Texas
Cancer is not a single disease. Cancer represents more
than 100 distinct diseases that are all characterized by
the uncontrolled growth and spread of abnormal cells
in the body. Despite some similarities in processes of
cell mutation and proliferation, each type of cancer
possesses distinct risk factors and manifestations that
require different prevention measures and medical
interventions. There is no single known cause or cure
for cancer and everyone is at risk.

Cancer In Texas

The Texas Cancer Plan is a statewide blueprint for
cancer prevention and control in Texas. It is a
consensus-based, strategic document used by public
and private cancer control organizations, and provides
a planned, evidence-based approach to reducing the
impact of cancer on Texans.

Cancer incidence rises with age; adults in midlife or
older are the most affected. In Texas, as in the nation,
the increasing population of older adults means that
more and more people will be affected by cancer. Still,
cancer risk, even in the elderly, can be modified;
behavioral and lifestyle factors are the leading causes of
cancer mortality in the United States.1 The human and
economic toll from illness and untimely death resulting
from cancer is enormous, thereby making present-day
prevention efforts all the more imperative.

Sociodemographics of Texas
Population Growth Factors
Texas’s population is projected to approach 25 million in
the next six years. Between 1990 and 2003, the population
grew by almost 23 percent. In 2000, Texas’s non-white
population was more than 45 percent, but by the year
2025, it is estimated that Texas, among all states, will have
the largest African-American population, the second
largest Hispanic population, and the fifth largest Asian
population. Hispanics currently make up 32 percent of
the Texas population and by 2026 will outnumber all
other race/ethnic groups.

Socioeconomic Factors
Texas ranks consistently low in national rankings for
median family income. In 2001, median family income
for Texans was $25,850, a fact that placed the state in
the bottom quarter of the 50 states. One in five Texans
lives at or below the federal poverty level ($14,348 for a
Texas Cancer Plan 2005
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family of three). In 2002, an estimated 3.4 million
people in Texas lived in families with incomes below
the federal poverty guidelines. The Texas poverty rate
of 15.6 percent ranks it seventh highest in the nation,
after only Arkansas (19.8 percent), Mississippi (18.4
percent), New Mexico (17.9 percent), Louisiana (17.5
percent), the District of Columbia (17.0 percent), and
West Virginia (16.8 percent). The county area in Texas
with the highest poverty rate of almost 50 percent is
Starr-Zapata. Some of the most populous counties in
Texas with the highest poverty rates in 2001-02 were:
■
■
■
■

Hidalgo (36.2 percent)
Cameron (34.8 percent)
El Paso (26.7 percent)
Nueces (23.1 percent)

and Texas ranked last (16 percent) in the percentage of
African-Americans who had a bachelor’s degree or higher.

Health Coverage
Uninsured
Texas ranks last in the nation in percentage of
uninsured; 25 percent of its residents do not have
insurance. Additionally, 22 percent of children under
age 18 in Texas are uninsured, a percentage that is
higher than the national average. Hispanics have more
than double the uninsured rate of other racial/ethnic
groups in Texas, with more than 53 percent uninsured.2

Cancer Trends
Incidence

Educational levels in Texas are lower than for most large
states. In 2002, 22 percent of the Texas population over
age 22 had not finished high school, compared to 16
percent nationwide. Regarding educational level among
Hispanics, Texas ranked last; 49 percent of this group had
not completed high school. Only 26 percent of Texans
aged 25 or older had a bachelor’s degree or higher in 2002,

The number of Texans diagnosed with cancer is
increasing due to the aging of the population and the
more widespread use of cancer-screening tests. The
incidence rates for lung, breast, prostate, colorectal,
oral, and skin cancers rise significantly with age.
Incidence rates also are influenced by the use and
availability of early-detection tools. For example, the
incidence of prostate cancer has increased

Demographic Profile of the Texas Population Without Health Insurance in 2001
Number Without
Health Insurance in
2001

Percent Share of Total
Population Without
Health Insurance in
2001

Percent in
Demographic Category
Without Health
Insurance in 2001

Male

2,606,499

52.55%

25.10%

Female

2,353,330

47.45%

22.04%

Total

4,959,829

100.00%

23.55%

Number Without
Health Insurance in
2001

Percent Share of Total
Population Without
Health Insurance in
2001

Percent in
Demographic Category
Without Health
Insurance in 2001

1,476,407

29.77%

13.06%

555,055

11.19%

24.15%

Hispanic

2,928,368

59.04%

39.25%

Total

4,959,829

100.00%

23.55%

Variable/Demographic
Category
Sex

Variable/Demographic
Category
Race/Ethnicity
Anglo & Other
Black

Data Source: U.S. Census Bureau: March of 2002 Current Population Survey (CPS) for Texas.
Note: Based on a comparison with program administrative records, it has been concluded that the March 2002 CPS under-estimated the number of Texans covered by
Medicaid / CHIP in 2001 by 230,000. Therefore, it is very likely that the March 2002 CPS may have over-stated both the number and the percentage of uninsured Texans in
2001. Of the 230,000 Medicaid / CHIP participants not accounted for by the March 2002 CPS, some 173,000 were children under the age of 19.
Analysis Prepared By: Research and Forecasting Department; Texas Health and Human Services Commission, Austin, Texas, April of 2003
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dramatically, primarily due to early detection made
possible by the increasing use of prostate-specific
antigen (PSA) blood tests.

Mortality
An estimated 37,000 Texans will die from cancer in
2004. Cancer is currently the second-leading cause of
death in Texas and is expected to become the national
leading cause of death within the next decade. In the
United States, cancer is responsible for every one out of
four deaths.3
The proportion of cancer deaths relative to all deaths
in Texas has been increasing steadily for the past halfcentury. These increases are influenced by a
corresponding decrease in heart disease deaths due to
advances in cardiac surgery and medications,
behavioral changes related to improved nutrition, more
exercise, and decreased smoking.
Although cancer remains the second leading cause of
death in the United States, there was an overall

declining trend in cancer mortality between 1990 and
2000. The overall decline in cancer mortality
demonstrates progress in tobacco control and early
detection and treatment of cancer. Despite this
downward trend, an increase in lung and bronchus
cancer mortality in women remains.4

Survival
The stage or degree to which cancer has spread within
a person’s body at the time of diagnosis greatly affects
chances of long-term survival. Five-year survival rates
for lung, breast, prostate, colon, oral, and cervical
cancers drop significantly once the cancer has spread
to other parts of the body. Prevention, early detection,
and treatment interventions for these cancers can
greatly improve five-year survival rates.5

Cancer In Texas

Cancer is currently the second-leading
cause of death in Texas and is expected
to become the national leading cause of
death within the next decade.

Long-term survival increasingly has become a reality for
people diagnosed with cancer. Sixty-three percent of
cancer patients now live at least five years after diagnosis.
Advances in early detection, diagnosis, and treatment
have created a larger pool of Texans who are cancer
survivors. This growing population, which includes both
children and adults, has created a burgeoning demand for
long-term follow-up services and psychosocial support
services, as well as a need for public policies that ensure
employment and insurance opportunities.6

Cancer Health Disparities & Priority Populations
Health Disparities
Health disparities refers to the inequity or discordance of
health care and health outcomes across different groups
within the population. Current data and numerous
reports state that ethnic minority populations, as well as
low-income populations from all races and ethnicities,
tend to be in poorer health than other Americans.7
Cancer incidence and death rates vary based on a
person’s race and ethnicity. There are many contributing
factors to health disparities. Among the most frequently
discussed are access to care and a patient’s care
experience, which may differ among racial, ethnic,
socioeconomic, and geographic groups. Other underlying
factors may include: incidence of illness, genetic
predisposition to disease, local environmental
conditions, or lifestyle choices. Reports have also been
able to outline differences in cultural beliefs, linguistic
barriers, degree of trust in health care providers, or

variations in delay in seeking care for different reasons.
Obviously, this is a complex problem that calls on health
care professionals, policymakers, and the public at large
to work together to ensure improved health outcomes
for all segments of the population.

Priority Populations
The term priority population is used to describe both
specific population groups and geographically defined
groups that experience health disparities. Priority
populations may change and be defined differently
based on geographic location or community needs. The
National Health Disparities report, which developed
the first annual report on health disparities, included
data and analysis for the following populations
currently experiencing disparities in the United States:
low-income groups, racial and ethnic minority
populations, women, children, the elderly, individuals
Texas Cancer Plan 2005
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Age is the primary risk factor for cancer:
76% of cancer is diagnosed among
Texans who are aged 55 or older.
with special health care needs, the disabled, people in
need of long-term care, people requiring end-of-life
care, and geography of residence.
For the purpose of the Texas Cancer Plan, the following
populations have been discussed in more detail.

Older Populations
Age is the primary risk factor for cancer, so a person’s
chance of developing cancer increases as he or she
becomes older. Currently, 76 percent of cancer is
diagnosed among Texans who are aged 55 years or
older. The fact that the aging population will markedly
increase in the coming decades holds great
implications for the burden of cancer on Texans.
Cancer deaths will continue to increase unless the
trend is reversed through advances in cancer
knowledge and treatment, or by significant
improvements in prevention and early detection for
those most at risk.

Racial & Ethnic Population Groups
Medically underserved populations, such as racial and
ethnic minorities, experience disproportionately
greater suffering and compromised health from cancer
compared to the U.S. population as a whole.8 This is
due in large part to delayed diagnosis coupled with less
than appropriate patient care.9 In addition, individuals
of all ethnic backgrounds who are poor, lack health
insurance, or otherwise have inadequate access to
quality cancer treatment experience higher cancer
incidence, higher mortality rates, and poorer survival
rates.10 As these priority populations continue to grow
at a rapid rate, they will as a whole become the
“majority” population of our nation. Potential reasons
for disparities in cancer and death rates have been
outlined by the American Public Health Association to
include the following: frequency of medical care,
unequal care, geography, health literacy, poverty,
education, environmental risks.11
African-American Texans have the highest rates of
mortality for lung, breast, prostate, colon, and cervical
cancers. Nationally, the five-year survival rate for AfricanAmericans diagnosed from 1989 through 1993 was 44
percent, compared to 60 percent for non-Hispanic whites.
4
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This large difference in survival is attributed to later
diagnosis of cancer among African-Americans, a trend
that affects African-Americans nationwide. Except for
cervical, liver, and gallbladder cancer, Hispanics in Texas,
to date, have lower cancer mortality rates than whites or
African-Americans. Mortality rates for Asian-American
and Native American priority populations in Texas are
not available.

Geographic Factors
The size and diversity of Texas’s geography have a
direct impact on the availability of cancer diagnosis,
treatment, prevention, and control resources. Second
only to Alaska in geographic area, Texas has more than
260,000 square miles. A 1,000-mile border with Mexico
winds through an extremely rural area. El Paso and
Beaumont, Texas’s eastern- and western-most cities,
are both closer to Florida and California, respectively,
than they are to each other.
In such a large state, geographic differences also exist
among the state’s populations. Hispanics are heavily
represented along the border region, African-Americans
can be found in large numbers in East Texas, and the
Houston-Galveston-Brazoria area has the third largest
Vietnamese population in the country.
The State of Texas Department of Health and Human
Services has developed a designation to identify areas in
Texas that demonstrate a need for increased medical
services. In Texas 176 out of 254 whole counties and 88
partial counties have been designated as Medically
Underserved Areas (MUA). Counties with the greatest
identifiable needs include portions of Harris County, far
East and West Texas, and the Texas /Mexico Border area.

Medically Underserved
There have been numerous reports that have outlined
significant barriers to care for patients. These have been
broadly classified as structural, cultural, and linguistic.
Structural barriers can include but are not limited to
geographic availability of services, access to timely care,
etc. Cultural barriers have often only been discussed in
terms of ethnic differences but can also extend to the
culture of the health care system and the barrier it
presents to lay populations. Linguistic barriers are a
growing concern in Texas with more of the population
having limited English proficiency (LEP).
As Texas continues to see an influx of immigrant
populations, the need for multilingual health care workers

There are a number of state and federal laws that
compel publicly funded health care programs and
activities to provide language assistance.

Children
The types of cancers that children develop are
significantly different from those seen in adults. In
children, the most common cancer sites are blood and
bone marrow, lymph nodes, the brain, and the nervous
system. Between 1995 and 2001, approximately 5,500
children in Texas were diagnosed with cancer. Cancer is
the main cause of death by disease for children under
the age of 15.

Cancer is the main cause of death by
disease for children under the age of 15.
Especially noteworthy, however, is the fact that
children survive cancer at a much higher rate than do
adults. Due to advances in diagnosis and treatment,
children now have about a 70 percent survival rate.
This phenomenon is producing a new set of questions
regarding long-term developmental, education, and
insurance coverage needs, and these issues require
development of policies on childhood cancer survival.
This edition of the Texas Cancer Plan discusses the
needs of childhood cancer survivors and focuses on
preventative measures to decrease the risk of
developing cancer by implementing healthy nutrition,
physical activity, and the prevention of tobacco use.

Cancer In Texas

will increase. Statistics indicate that, as of 2000, close to
47 million people, 18 percent of the U.S. population, spoke
a language other than English at home. In comparison, in
1990 only 13.8 percent of the population spoke a language
other than English at home.12 Limited English proficiency
can result in the provision of substandard health care due
to inaccurate or incomplete information.13

Goals
The aim of the Texas Cancer Plan is to address these challenges and identify goals to unite the state’s efforts
to reduce the burden of cancer in Texas; the Plan includes objectives, strategies, and action steps to assist all
those in the fight against cancer to achieve these goals.
GOAL I: PREVENTION INFORMATION & SERVICES

Texans will have the most current information and the opportunities necessary to reduce
their risks for developing cancer.
GOAL II: EARLY DETECTION & TREATMENT

Texans will have prompt access to information and services that enable the early
detection, diagnosis, treatment, and support of cancer.
GOAL III: PROFESSIONAL EDUCATION & PRACTICE

Texas health care professionals will have up-to-date knowledge and skills about cancer
prevention and control and will use them to provide quality prevention, education,
screening, diagnostic, treatment, and support services.
GOAL IV: CANCER DATA ACQUISITION & UTILIZATION

Texans will have comprehensive and responsive cancer data and information systems
that will be used for planning, implementing, and evaluating programs, policies, and
cancer research.
GOAL V: SURVIVORSHIP

The end of cancer treatment is not the end of the cancer experience. A diagnosis of cancer
is the beginning of the survivorship journey. All Texans will have an awareness and
understanding of the issues and impacts of survivorship in our state.
Texas Cancer Plan 2005
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INTRODUCTION
History of the Texas Cancer Plan
The Speaker of the Texas House of Representatives
appointed the Legislative Task Force on Cancer in Texas
in 1984. The 52-member citizen group was asked to
develop short-term and long-range plans to reduce the
burden of cancer in Texas, and their report described
initiatives that needed to be implemented quickly, as
well as long-range strategies. Responding to the
recommendations in the report, the Texas Legislature
established the Texas Cancer Council as a state agency
in 1985 and charged it with responsibility for developing
and implementing the Texas Cancer Plan.
The Task Force enlisted the help of 300 volunteers,
representing hospitals, cancer research centers, health
professions, volunteer organizations, and the general
public from all geographic regions of the state. Their
findings, produced from a yearlong study, formed the
Goals and Strategies of the first Texas Cancer Plan.

Purpose
The Texas Cancer Plan is a statewide blueprint for
cancer prevention and control in Texas. The Texas
Cancer Plan guides Texas Cancer Council actions and
initiatives. It is a consensus-based, strategic document
used by public and private cancer control organizations,
and provides a planned, evidence-based approach to
reducing the cancer burden in Texas. The Plan is
recognized in the nation as a model comprehensive
cancer plan. Other states, including New Mexico,
Georgia, Missouri, Rhode Island, North Carolina, and
Arkansas have used the Texas Cancer Plan as a model
for their state comprehensive cancer plans.

By using the Plan as a blueprint,
communities will become part of a
statewide effort to battle cancer in a
comprehensive and unified manner.
While the Texas Cancer Council has statutory
responsibility for planning and carrying out the
comprehensive cancer plan, the Council cannot achieve
this alone. In a state of more than 20 million people,
where the cost of cancer approaches $14 billion each
year, no single entity could eliminate the entire cancer
burden or completely fulfill all the Goals of the Plan.

Putting the Plan into Action
The Texas Cancer Plan serves as a blueprint for cancer
prevention and control in the state. Cancer experts in
data and planning; prevention, diagnosis, and treatment;
and survivorship have come together to develop a plan
for fighting cancer in Texas. The Plan identifies the
challenges, discusses the important issues, and presents
a set of Goals, Objectives, Strategies, and Action Steps to
help guide local communities in preparing for the cancer
battle in their own community. By becoming familiar
with the Texas Cancer Plan, they will learn what the
issues are that face communities all over Texas. By using
the Plan as a blueprint, communities will become part of
a statewide effort to battle cancer in a comprehensive
and unified manner.

The Texas Cancer Council
The Texas Cancer Council was established in 1985 by
the 69th Texas Legislature. The Council is statutorily
charged with developing and working to implement the
Texas Cancer Plan; promoting the development and
coordination of effective and efficient statewide public
and private policies, programs, and services related to
cancer; and encouraging cooperative, comprehensive,
and complementary planning among the public,
private, and volunteer sectors involved in cancer
prevention, detection, treatment, and research
(Chapter 102, Health and Safety Code).
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The Texans Conquer Cancer specialty license plate
benefits nonprofit organizations that provide services
to Texas cnacer patients needing assistance during
their cancer fight. To learn more or to purchase your
own visit www.texansconquercancer.org

Texas Cancer Council Philosophy

A Cancer Control Toolkit will be ready for
dissemination in mid-2005 and can act as a companion
piece to the Texas Cancer Plan. The Toolkit, a
collaborative effort between the Texas Cancer Council
and the Department of State Health Services, will
provide a guide for Community Cancer Control
Planning and will contain information, materials, and
resources to assist communities in implementing the
Texas Cancer Plan.

■ The human and financial impact of cancer on the
people of Texas can be reduced by forging strong,
collaborative partnerships at the state and local levels.

In 2004, the American Cancer Society produced Texas
Cancer Facts and Figures as a partnership publication
with the Texas Cancer Registry and the Center for
Health Statistics at The Department of State Health
Services, the Texas Cancer Council, and the Texas
Cancer Data Center at the University of Texas M. D.
Anderson Cancer Center. The document is primarily
intended to assist the public in understanding the
burden of cancer in Texas. It can also serve as a
companion piece to the Texas Cancer Plan to facilitate
outcomes-based, data-driven cancer control planning.
Texas Cancer Facts and Figures provides the data and
analyses that support the Texas Cancer Plan.

The Texas Cancer Council, with the Texas Cancer Plan
as its guide, affirms that:
■ All citizens should receive culturally appropriate
information about ways in which their risks of
developing and dying from cancer can be reduced
and should have prompt access to high quality
cancer prevention, screening, diagnosis, treatment,
and rehabilitation information and services.

■ A cooperative and unified effort by public, private,
and volunteer sector agencies and individuals can
increase the ability of limited resources to serve
more people and minimize duplication of efforts.
The Texas Cancer Plan guides all Council programs
and initiatives. The Council provides startup funds,
leadership, guidance, and technical assistance for
cancer initiatives that range from teaching school
children sun safety to educating professionals and the
public about the need to improve quality of life for all
cancer survivors. Council-funded initiatives focus on
awareness, education, and outreach.
The Texas Cancer Council devotes nearly 90 percent of its
annual budget to implementing the Plan through direct
interventions and through the funding of local
community and statewide cancer initiatives. All Plan
Goals will be addressed each year through Council-funded
initiatives that involve local and statewide partners.

Texas Cancer Council State-Funded Initiatives

Changes to the 2005 Update

The Council is a results-oriented agency with a proven
ability to make a substantial impact. Small size, expertise
in cancer, and established relationships allow the Council
to respond swiftly to critical community needs for cancer
prevention and control and to recognize and act on
opportunities to reduce the cancer burden. Through the
local initiatives it creates and funds, the Council has
made an impact on Texas communities.

The 4th edition of the Texas Cancer Plan has several
changes from the previous edition. The primary change
is the addition of Goal V: Survivorship. As more Texans
live with, through, and beyond cancer, Texas must have
a plan for meeting the challenges that face survivors,
health professionals, and the health care industry.
Through the achievement of this goal, we will increase
knowledge of survivorship issues for the general public,
cancer survivors, health care professionals, and policymakers; increase the availability of effective programs
and policies addressing cancer survivorship; and
increase access to quality care and services for cancer
survivors in Texas.

Texas Cancer Council Mission
The Texas Cancer Council is the state agency dedicated
to reducing the human and economic impact of cancer
on Texans through the promotion and support of
collaborative, innovative, and effective programs and
policies for cancer prevention and control.

Introduction

Many issues faced in local communities are the same
statewide. Communities can use the Plan at the local
level by first becoming familiar with it. They should
identify Goals from the Plan that are of particular
interest to them and that seem to fit with the cancer
needs in their area. Communities can then establish
local coalitions that can further identify and describe
how local cancer issues can be addressed, using the
Goals and Objectives and the various Strategies and
Action Steps put forth in the Plan.

Texas Cancer Plan 2005
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Introduction

In the 4th edition, the Plan encourages a more focused
effort to reduce and, when possible, eliminate the
unequal burden of cancer on priority populations. The
burden of cancer falls most heavily on those Texans who
can least afford it. However, disparities in cancer
prevention, early detection, treatment, and survivorship
are not limited solely to those without financial
resources. Other human circumstances such as race,
culture, education, disability, the social and biological
environment, and genetics play a role in contributing to
the disparity in cancer incidence and mortality. It was
thought by those involved in the Plan update process
that the challenges of reducing disparities could best be
met not by discussing them as an isolated topic but by
addressing the issues within all Goals, as a part of every
Objective, and as an integral part of all Strategies.
Actions taken within communities to address the
burden of cancer should first and foremost take into
account the needs of priority populations among whom
cancer strikes most harshly.
The Glossary has been updated to remove more
common words and phrases and to provide a more
standardized definition of words that are used in the
health care field. Words with definitions found in the
new section Terminology are identified in colored,
italicized font.
An Index has been added to facilitate a more accurate
search of the material.
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Future
The world of cancer is continually changing as new and
more effective methods of detection, diagnosis,
treatment, and long-term support services are being
discovered and utilized. The evaluation of the Texas
Cancer Plan is also a continuing process. The Texas
Cancer Council annually reviews the Plan’s
implementation status and biennially conducts
strategic planning sessions to evaluate gaps and set
new priorities for its cancer control activities. The Plan
is updated as needed to keep up with changing
knowledge and technologies.

GOAL I: PREVENTION INFORMATION & SERVICES

Objective A - Increase Availability Of
Effective Cancer Prevention Materials
And Programs
What Is Cancer Prevention?
Year by year, evidence grows stronger that a majority of
cancers in thousands of Texans could have been
prevented by modification of the choices each person
makes every day: what to put on the dinner table,
whether to take a brisk walk, when to stop smoking
cigarettes, how often to visit the doctor to be screened.
Of the nearly 33,000 lives lost to cancer in Texas each
year between 1997 and 2001, the American Cancer
Society estimated that 10,500 of those residents died
because of tobacco use, 30 percent of the total deaths.
Scientific evidence also suggests that it may be possible
to reduce cancer deaths by up to another 30-35 percent
by improving nutrition and physical activity behaviors,
and by keeping a normal body weight.
Given what scientific evidence suggests, that up to twothirds of the 85,000 cancer cases estimated to occur in
Texas in 2004 could have been prevented if behavioral
changes had been made, cancer “prevention” plays a
key role in the fight against cancer in Texas. The fact
that it can reduce the human and economic toll of
cancer on Texans makes cancer prevention an urgent
priority. Cancer prevention includes activities aimed at
eliminating or reducing the risk of developing cancer as
well as minimizing the effects of the disease.
Goal I of the Texas Cancer Plan is dedicated to primary
prevention. Primary prevention seeks to keep a cancer
from ever occurring. It is the front line in promoting
health and reducing risk in the general public. Such
prevention activities include avoiding tobacco and
using sunscreen to prevent skin cancer.
Goal II of the Plan addresses secondary and tertiary
prevention. Secondary prevention seeks to identify and
treat Texans who are at risk for developing cancer, but
who have no symptoms of the disease. An example is

Cancer prevention programs must be
comprehensive, sustained, and culturally
relevant.
use of a Pap smear to detect cervical dysplasia before it
develops into cervical cancer. Tertiary prevention is
defined as treating and supporting people diagnosed
with cancer in order to minimize clinical complications
and the chance that the cancer will come back, and to
limit disability, and promote rehabilitation.1
Cancer prevention programs are challenging. To be
effective, these efforts must be comprehensive,
sustained, and culturally relevant. Experiences in the
field, to date, have shown that merely providing Texans
with information about the dangers of tobacco use,
unhealthy diets, and excessive sun exposure does not
alter personal choices on a day-to day basis. Immediate
gratification from unhealthy behaviors is often an
easier choice than lifelong risk reduction efforts.
Despite extensive public information campaigns, many
Texans continue lifestyles and personal behaviors that
place them at increased risk for cancer. Prevention
measures usually take years of continued
reinforcement before their effect on overall morbidity is
evident. Preventive measures taken today will not
guarantee that an individual will be cancer-free during
his or her lifetime; however, they will greatly reduce
future risks of disease.

Goal I: Prevention Information & Services

Texans will have the most current information
and the opportunities necessary to reduce their
risks for developing cancer.

Studies also have shown that prevention efforts can
be successful. They are preferable by far to even the
most effective and advanced early detection and
treatment methods because they can keep cancer
from initially occurring.

Why Is Cancer Prevention Important?
Cancer is the second leading cause of death in Texas, as
well as in the United States. In 2004 an estimated
37,000 Texans will die from cancer, as will more than
500,000 other Americans.2 The most powerful tool in
the fight against cancer is prevention, which can
significantly reduce both morbidity and mortality from
the disease as well as boost overall life expectancy and
health status.3 Prevention that starts early, with
programs designed for children to help them develop
healthy habits, can reduce cancer risks as well as avoid
Texas Cancer Plan 2005
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other health problems such as obesity and alcohol
abuse.4 When these children become adults, the
lifelong healthy habits and prevention behaviors they
have adopted will serve as a model for their own
children and for future generations.

Cancer Risks
Cancer risks include external factors that increase a
person’s chance of developing cancer, such as choices and
lifestyle patterns set at a young age. These can be
minimized through early intervention. External risks also
include carcinogens — chemicals and substances such as
asbestos and ionizing radiation — that may be present in
the environment or at the work site, and also can be
minimized or curtailed through vigilant surveillance.
Internal predispositions to cancer are either passed down
genetically or develop as a result of aging, and present a
much more difficult prevention problem.

Delivery of Prevention Education
Educators, parents, health care professionals, insurance
companies, the media, government agencies, and
employers all have important roles to play in cancer
prevention education. Consequently, prevention
education can be conducted in a wide range of settings,
such as homes, schools, health care agencies,
communities, and workplaces. Such education should
utilize appealing and effective teaching methods that
increase understanding of cancer risk factors and
encourage adoption of behaviors that reduce risks.
Reduction of cancer risks, however, cannot be done
merely through education programs alone. Texans
must take personal responsibility for changing
behaviors that increase their risks of cancer. Yet,
government agencies and community organizations
can enhance cancer risk reduction by providing
culturally relevant education about cancer and
prevention. They can identify and prevent workplace
and environmental hazards, restrict advertising and
use of unsafe products, and enact public policies that
promote cancer prevention.5 The Harvard Center for
Cancer Prevention concludes that for prevention to be
successful, changes must be implemented through all
components of the social strategy. These experts found
that for “major reductions in the burden of cancer to
be achieved, we need broad-scale interventions that
will shift the behavior of the whole population.”
To promote sweeping change that can impact the
burden of cancer, information about cancer risks and
the benefits of prevention must be broadly and
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effectively communicated. All Texans, regardless of
ethnicity, income, or geographic location, need access
to cancer prevention information and resources that
they can understand, and which motivates them. The
context and format of cancer prevention education
materials are, therefore, crucial to delivering messages
effectively to many audiences. To succeed, prevention
education materials must be:
■
■
■
■
■

Clear
Accurate
Culturally and linguistically competent
Considerate of literacy level
Tailored for public or professional audiences

To be most effective, cancer prevention education must
do more than provide information on cancer
prevention and risk reduction. Educational programs
should foster positive attitudes and beliefs toward
cancer prevention, impart appropriate risk-reduction
skills, try to reduce psychosocial and physical barriers,
and emphasize the benefits of long-term adherence to
prevention strategies.6

Prevention programs should be easily available and
accessible so that as many people as possible can benefit
from them. A clearinghouse of materials should be
developed, and all effective, high-quality available
materials that are well targeted to specific population
groups should be identified and inventoried so that
educators and health care professionals know they exist
and how they can be accessed. To produce new
prevention education material, collaboration between
public and private groups and institutions is needed so
that limited resources are not wasted on duplicative
efforts. Clinicians trained in cancer prevention programs
and messages can make valuable contributions to the
design and content of these materials, especially when
they specifically address priority populations. Speakers’
bureaus also should be coordinated in order to provide
the speakers with up-to-date cancer risk-reduction
information that is best targeted to specific audiences.
Efforts should be made to draw health care professionals
from diverse ethnic and racial populations into these
speakers’ bureaus, because, as role models, they can be
especially effective educators.

Health Disparities & Prevention
If the risk of developing cancer is to be minimized in
Texas, then the message that is delivered is the key to
success. The materials delivered on paper, the words
spoken in schools and churches, community
organizations and neighborhood associations, and by
expert speakers must be culturally and scientifically
relevant to the person receiving the information and of
the appropriate literacy level. Certain groups, such as
African-Americans, or those who are economically
disadvantaged, have disproportionately higher death
rates than others from cancer. Cancer prevention
programs and information must be specifically
designed to address the diversity of Texas citizens.
Educational messages and programs should, therefore,
be tailored for people according to their different ages,
cultural backgrounds and beliefs, educational levels,
economic status, and geographic regions. Many Texans

do not speak English as their primary language; almost
one-third of Texans speak a language other than English
at home. That means prevention information should be
translated into Spanish, Korean, Chinese, and many
other languages. Additionally, people with mental and
physical disabilities are often overlooked in cancer
prevention programs, thereby reducing the likelihood
that they will take steps toward cancer risk reduction.
People with lower than average literacy levels also
require specific attention. In order to design effective
programs for the diversity of Texas’s population, a better
understanding of cancer incidence, risk factors,
attitudes, and utilization of cancer services by specific
priority populations is essential.
Socioeconomic factors greatly influence cancer
disparity. Poverty drives health disparities more than
any other factor. Poverty is associated with a lack of
resources, information, and knowledge; substandard
living conditions; risk-promoting lifestyle; and
diminished access to health care.7

Goal I: Prevention Information & Services

Cancer prevention programs should foster
positive attitudes and beliefs, impart
appropriate risk-reduction skills, try to
reduce psychosocial and physical barriers,
and emphasize the benefits of long-term
adherence to prevention strategies.

Age is another key consideration in designing cancer
prevention programs. Cancer prevention education for
children should be suited to a child’s age because
children learn developmentally, over time, and in
different ways during each stage of their development.8
Children who develop healthy habits at an early age are
more likely to continue those behaviors into adulthood
and throughout life.9 Older Texans, who have the
highest cancer incidence and mortality rates, also
should have access to age-appropriate information. For
them it makes sense, for example, for printed materials
and posters to include photographs or drawings of
mature individuals with whom they can relate, in a
layout that is easy to read.
The inability to read or to read well presents another
challenge to prevention education. People who conceal
lack of these skills from health care professionals miss
an opportunity to discuss with their physician or nurse
the risk-reduction recommendations contained in
printed literature.
Even for Texans who are literate, attention must be
given to vocabulary and the reading level when
developing printed materials for cancer prevention
programs. A study conducted by Texas A&M University
in 1996 found the mean reading level of nationally
available cancer prevention materials for AfricanAmericans to be at the ninth grade level.10 The National
Texas Cancer Plan 2005
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Library of Medicine MedlinePlus guidelines “How to
Write Easy to Read Health Materials” generally
recommends keeping the reading level to a fourth to
sixth grade level, while keeping the target audience in
mind. Without a contextual explanation, many people
do not understand the technical jargon used by health
care professionals, such as “mammogram,” “Pap smear,”
and “risk reduction.” Medical terms and procedures
must be explained.
Health literacy, the ability to understand written or oral
instructions given by health care professionals, also
must be considered. People without functional health
literacy may experience medication errors, have adverse
drug reactions, and exhibit poor compliance with
medical recommendations,11 all of which can affect their
cancer experience from prevention to follow-up.
The challenges that low-literacy patients face are
compounded when English is not their native
language. Educational needs of people who face
language barriers are often overlooked or are not fully
understood by health care professionals. For example,
Spanish translations and word preferences vary greatly
between geographic areas and people of different
national origins. Many words in Spanish have different
interpretations, depending on a person’s cultural
background or country of origin. In order to avoid
using words inappropriately or offending people, care
must be given to word choices.12 Community leaders
must alert health care professionals and educational
programs about problematic word choices and
advocate for culturally competent and linguistically
appropriate messages. Only when prevention
interventions take into account the educational and
societal needs and the cultural beliefs of specific
population groups can they lead to increased
knowledge and changed health behaviors.
Once prevention messages are tailored to meet
individual cultural, age, literacy, and language needs,
care must be taken to ensure that the messages are
communicated effectively. Special attention must be
given to the teaching methodology used to deliver
prevention messages so that specific audiences receive
the maximum benefit from interventions. For example,
older women may be more receptive to hearing about
breast self-examination from a female educator who is
of a similar age and socioeconomic level. Teenagers
may be more receptive to tobacco use prevention
messages from their peers. All prevention materials
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and programs must be rigorously evaluated to ensure
they convey accurate information in a manner that is
well received by the specific intended audience.
Attention also must be given to selecting the right
medium in which to deliver the message, be it church
groups, literacy programs, civic and community
organizations, or neighborhood associations. For
specific priority populations, such delivery “channels”
must be chosen with care.
For example, prevention information broadcast on a
radio station that serves primarily a Hispanic audience
and is given by a physician who is known in that
community is much more likely to influence a listener
than a brochure that is published for a general audience.
Other examples of culturally relevant programs include
producing a television public service announcement
aimed at African-American men with the message
delivered by a person who is considered a role model by
African-American males. For an Asian audience, Asian
foods can be featured in cancer prevention publications,
posters, and videos as an example.
The Community Based Model for Enhancing AfricanAmerican Women’s Breast Cancer Screening Outreach
and Case Management Services (AABCO) in Texas is
an example of a culturally sensitive, community-based
model to enhance African-American women’s
participation in early detection and follow-up services
for breast cancer. The program uses three core
components: (1) the utilization of outreach
coordinators; (2) the development of site community
and professional advisory committees; and (3) the
development of community coalitions to promote
education and awareness within specific communities.
The program is successful because cultural awareness,
sensitivity, and competence have been infused into the
project from its inception. Success of the program
relies on establishing positive alliances with respected
members of the community, planning activities around
important cultural holidays, and reaching the target
population in places like churches, beauty shops, and
community centers. Identifying barriers also was
crucial to program success. The AABCO project staff
found that the most effective way to get a woman to go
for screening was to have one or more friends go with
her. The project also found that it was important for
African-American people to see themselves
represented within the organization that is seeking to
provide services for them. The AABCO program

The Cultivando la Salud (Cultivating Health) Program
for breast and cervical cancer screening is an example
of a culturally and linguistically effective educational
program. Cultivando la Salud (CLS) was developed by
the National Center for Farmworker Health with
funding from the Centers for Disease Control and
Prevention (CDC) and in collaboration with
researchers from the Center for Health Promotion and
Prevention Research at the School of Public Health,
University of Texas Health Science Center at Houston.
The program developed a series of materials (including
a video and flipchart) directed at the target population
of Hispanic farmworker women and also developed
training materials for lay health workers, including a
program manual, training curriculum, and teaching
guide. The effectiveness of the program was evaluated
using an intervention trial and was found to be
effective in increasing the use of mammography,
clinical breast exams, and Pap test screening.

Workplace Issues & Cancer Prevention

that indoor air is clean. The workplace has the added
advantage of being an excellent setting for some medical
screening programs, such as mobile mammography
services and skin cancer screening. Many employers,
however, especially small-business owners, may need
technical assistance in developing and/or strengthening
work site policies and programs that foster cancer
prevention. There are many relatively simple things that
can be done: inserting health promotion tips with
paychecks; displaying educational posters throughout
the work area; or inviting local health agencies to make
presentations. Even newsletters with health tips and
telephone numbers for local educational programs can
reinforce other community health efforts and positively
affect cancer trends.
Since prevention efforts generally improve overall health,
employers and communities that provide prevention
education programs receive other benefits besides
cancer prevention. Company morale and health can be
improved, and reduction of sick days will improve
employee productivity and work quality. Prevention
education promotes good public relations, and when
employers “partner” with community groups to deliver a
unified prevention message, limited resources can be
shared, and healthy behaviors can be reinforced.

Goal I: Prevention Information & Services

produced A Guide to Enhance African American
Women’s Participation in Breast Cancer Screening
Outreach and Case Management Services in Texas,
which provides easy-to-follow, step-by-step
instructions for starting a program in any community.

The Systems Approach
Employers and health insurance
companies have an economic incentive
to prevent cancer.
Since the treatment and rehabilitation of cancer
patients is expensive, employers and health insurance
companies have an economic incentive to prevent
cancer. These companies can serve a valuable role in
cancer prevention education by supporting health
education and by making materials and programs
available to their employees or subscribers, but few
have taken such an active role. That may change,
however, when insurers understand the cost benefit
and potential long-term savings that result from
prevention efforts and utilization of educational
resources that are available.
Some of the avenues for cancer prevention in the
workplace include industrial health promotion
programs, hygiene practices and policies, tobacco use
restrictions, protective clothing and device
requirements, and legal and administrative approaches
to reducing carcinogen exposure, including ensuring

Everybody knows it is wrong to drink and drive; the
message is reinforced in schools, on television, and in
the movies, by law enforcement and community
businesses, and by “MADD” mothers who fueled a
national movement. This prevention message is a good
example of the “systems approach” that is necessary to
alter behavior and to keep this new standard reinforced
day to day. Cancer prevention can work in the same
way, especially since so many people worry about
developing the disease. A recent Gallup poll revealed
that American workers believe that cancer is the single
most important health problem they could face in the
future; therefore, information that teaches them how to
reduce their chance of developing cancer can succeed.
The American Cancer Society stresses the value of
using a systems approach to reach these individuals.
Systems are networks of independent parts connected
by a common goal, such as school systems or hospitals

American workers believe that cancer is
the single most important health
problem they could face in the future.
Texas Cancer Plan 2005
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or businesses. An initiative that encourages hospitals,
clinics, and other health care agencies to provide
culturally competent cancer prevention and risk
reduction materials and programs is an example of a
systems approach.
Systems can work with other systems to effectively
spread the prevention message. A particularly relevant
example is a Texas health promotion program called Top
Priority, which has trained more than 400 businesses in
the state to establish self-sustaining, long-term, in-house
employee teams that support company-focused work
site health promotion activities with minimal
investment of staff, equipment, and funds. Community
Resource Exchange Networks were established to
provide a forum for businesses to share information and
programming resources. Systems can interact with other
systems to promote cancer prevention: Tenneco, Inc.,
The University of Texas at Austin, the American Cancer
Society, Texas Division, and the Texas Cancer Council
were partners in the Top Priority program, which
became a statewide initiative. The coordination and
sharing of information and programming resources
through this public-private sector partnership made it
possible for many businesses throughout the state to
learn about cancer prevention and risk reduction.

Objective A - Increase Availability Of
Effective Cancer Prevention Materials
And Programs
Strategy 1: Design culturally competent
campaigns on cancer risk awareness and risk
reduction for Texas’s diverse communities.

Action Steps:
a. Assess gaps in the availability, accuracy, and cultural
appropriateness of campaigns and materials for all
populations in Texas.
b. Consider literacy level in development of materials.
c. Identify media outlets for specific priority populations
and use the outlets to promote prevention education
messages in culturally relevant ways.
d. Inform specific priority population groups of the
availability of cancer information materials and
programs that are specifically tailored to meet their
needs.
14
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e. Use existing guidelines for developing effective print
and audiovisual cancer prevention information for
specific populations and develop guidelines where
none exist.
f. Evaluate the effectiveness of methods used to reach
specific audiences.
g. Encourage hospitals, clinics, and other health care
agencies to increase their ability to provide
culturally competent cancer prevention and risk
reduction materials and programs.

Strategy 2: Promote the availability and
accessibility of cancer prevention resources that
are based on the best scientific evidence and
best practices.

Action Steps:
a. Develop a clearinghouse of cancer prevention
resources.
b. Promote open access to culturally and linguistically
effective programs and materials.
c. Promote community-based ownership in planning
and sponsoring programs.
d. Implement awareness campaigns to promote the
dissemination of materials/resources through
appropriate collaborations, particularly community
partners.
e. Support the development and use of resource
materials for promotion by Texas media.

Strategy 3: Implement cancer prevention
awareness campaigns through appropriate
collaborations.

Action Steps:
a. Promote collaboration with community systems
such as workplaces, faith-based groups, and schools
to deliver cancer prevention awareness campaigns.
b. Coordinate speakers’ bureaus and facilitate
dissemination of up-to-date information to speakers.
c. Develop cancer prevention television programs for
children that broadcasters can use to fulfill
educational programming requirements.

Objective B - Increase Awareness
Of And Access To Cancer
Prevention Services
Barriers to Prevention Services
The value of screening for certain cancers is clear. Cancers
that can be detected earlier by screening account for
about half of all new cases of cancers, including those of
the breast, colon, rectum, cervix, prostate, oral cavity, and
skin.13 Early detection of these cancers leads to more
successful treatment. If all cancers were diagnosed when
they are confined locally (and have not metastasized or
spread), the relative five-year survival rate would increase
from 84 percent to 95 percent.14 Cancer screening has led
to verifiable reductions in cancer deaths in the state;
Texans who aren’t screened for cancer have poorer
outcomes once the cancer is detected and treated.
Barriers to screening have long existed, and in Texas
that has led, in part, to serious cancer disparities.15
Evidence has consistently shown that minorities and
the poor are less likely to receive screenings.16 Cancers
among these groups are more frequently diagnosed
after the cancer has spread and is, therefore, harder to
treat. Studies have found, for example, that minority
women aged 40 or over are less likely to receive
mammograms than are Caucasian women, and that
only 38 percent of Hispanic women in that age range
have regular screening mammograms.17 Newer data
reveals, however, that screening differences between
older members of these groups depends less on the
race than on differences in education (which includes
literacy), income, and insurance status.18 Population
groups that experience disparities also may be defined
by geography (urban or rural residence) and issues
related to distance from screening facilities, clinics,
and even primary care physicians.19 In fact, more than
three million Texans who live in the state’s 190 rural
counties are considered medically underserved.20
In this complex interaction of economic, social,
geographic, and cultural factors that influence

Texas leads the nation in the percentage
of working people who have no health
insurance.
individual health, poverty in Texas is a critical factor.21
High poverty levels are associated with a lower
proportion of cancers diagnosed at an early stage,
when they are most treatable, suggesting that routine
screening is at a sub-par level. It is estimated that,
statewide, about one-third of Texans had an annual
income of less than $25,000 in 2003. In 2002, the overall
poverty rate was about 16 percent; 3.4 million Texans
lived below the poverty line.22 The composition of this
group was 60 percent Hispanic, 22 percent nonHispanic white, 13 percent African-American, and 5
percent other racial/ethnic groups.23
Lack of health insurance also limits access to early
detection screening. A recent Robert Wood Johnson
Foundation study found that Texas leads the nation in
the percentage of working people who have no health
insurance, and studies document that people who lack
health care insurance have reduced access to
preventive care and are less likely to get timely cancer
screening examinations.24 The insurance gap in Texas is
especially acute among Hispanics (53 percent are
without health insurance) and those who have less
than a high school diploma (63 percent are without
insurance).25

Goal I: Prevention Information & Services

d. Involve community leaders and other cancer control
stakeholders in the planning of and the
dissemination of appropriate educational
approaches for specific populations.

Barriers to optimal cancer screenings also arise from
social and cultural factors, aside from issues of poverty
or insurance status. One example adequately illustrates
these myriad influences: the American Cancer Society
reported in 2004 that although 82 percent of nonHispanic white women over the age of 18 reported
receiving a Pap test for cervical cancer in the last three
years, rates were lower among Asian-Americans (68
percent), women with no health insurance (64 percent),
and women who had been in the United States for less
than 10 years (59 percent).26
In some cases, participation in chemoprevention
clinical trials may help Texans overcome issues of
insurance and health care access. Cancer researchers in
Texas are leading some of the top national studies on
cancer prevention, and state participation is generally
high in most of these trials. For example, the Southwest
Oncology Group in Texas is leading a national study
that looks at whether the dietary supplements
Texas Cancer Plan 2005
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selenium and vitamin E can prevent development of
prostate cancer in the 35,000 men who have been
enrolled. Particular attention has been placed on
enrolling African-American men into the study
because they have the highest incidence of prostate
cancer in the world.

The Media’s Role in Prevention Education
To take advantage of the entire host of cancer
prevention programs in place or being developed,
Texans need to know about them. One of the best ways
to spread such awareness is through use of the media.
Almost every Texan is influenced by the information
obtained through the media — newspapers, television,
radio, magazines, online news — but news reporting
about health advances can be incomplete and, therefore,
misleading. Confusion exists on all levels, from the simple
debate as to the health benefits of margarine versus
butter, to the discussion among screening experts about
whether mammography and PSA screening picks up nonlethal breast or prostate tumors. Superficial media reports
on the screening issue, for example, could baffle the
general public, convincing some people to skip these
screenings, a recommendation no clinician would make.
By improving coordination and interpretation of cancerrelated news alerts, such uncertainty can be minimized.
Moreover, the media offer the ideal opportunity to
reach large numbers of people at once with powerful
prevention education messages that are culturally
relevant, informative, and tailored to the audience.
Tight coordination between the media and cancer
prevention experts can help spread accurate news
about new cancer prevention research and programs,
and spokespersons and volunteers representing health
care organizations can be trained to provide
compelling cancer prevention messages. At the least,
organizations can draw up a list of experts for the
media’s use in cancer-related news stories; at best, a
coordinated regional or statewide listing of cancer
experts could lead to unified prevention education that
positively influences the adoption of healthy habits and
public policies.
For example, a message that “five-to-nine-a-day”
servings of fruits and vegetables will help prevent some
forms of cancer can be spread ubiquitously through the
media (which will help fulfill federal requirements to
provide educational programming for children),
reinforced with posters in school lunchrooms, and
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The media offer the ideal opportunity to
reach large numbers of people with
powerful prevention messages.
through grocery sack reminders. Television, radio, and
newspaper series that examine the cancer-nutrition
connection, and which also offer recipes or show chefs
cooking healthy meals, can be launched along with
Internet sites that coordinate all these messages and
offer free CD-ROMs to the public.
Another example is that African-American men are not
offered screening for prostate cancer as frequently as
they should be, compared to other groups. A message
that encourages discussion of screening could be
coordinated between the media that are popular in
African-American communities, be they radio or
television, and businesses that will sponsor free
screenings in cooperation with local clinics. In this
campaign, African-American physicians can serve as
expert media contacts, and telephone hotlines to
answer questions and concerns can be established.
The A Su Salud program is a good example of how the
media can be used effectively to reinforce cancer
prevention messages for specific populations.

e. Promote increased dissemination and availability of
tobacco cessation programs and counseling.
f. Promote awareness of risk assessment counseling,
including genetic testing and counseling.
g. Promote dissemination and availability of nutrition
counseling.
h. Ensure that prevention services and programs are
culturally and linguistically appropriate.

Objective B - Increase Awareness
Of And Access To Cancer
Prevention Services

Strategy 3: Increase awareness of, access to,
and participation in prevention clinical trials.

Strategy 1: Promote awareness of culturally and
linguistically appropriate cancer prevention
services, particularly among high-risk groups,
such as ethnically and culturally diverse
populations and the medically underserved.

a. Increase the participation of high-risk groups, such
as ethnically and culturally diverse populations and
the medically underserved, through collaborations
at the community level.

Action Steps:
a. Encourage use of comprehensive media campaigns
that are tailored to the appropriate populations.
b. Promote cancer awareness observances as a way to
disseminate information through community systems.
c. Identify and address barriers that limit effectiveness
of awareness and outreach programs, particularly for
high-risk groups, such as diverse populations and
the medically underserved.

Strategy 2: Improve access to cancer prevention
services.

Action Steps:
a. Support insurance coverage of and reimbursement
for cancer prevention services.
b. Support efforts to identify and reduce barriers to
prevention services at a community level,
particularly among diverse and medically
underserved populations.
c. Promote the development and dissemination of
public nutrition education programs to include
portion control and healthy food choices.
d. Promote dissemination of existing evidence-based
model programs that effectively bridge gaps and
reduce barriers among diverse and medically
underserved populations.

Action Steps:
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Developed by cancer researchers at The University of
Texas Health Science Center at San Antonio27 and
funded by the National Cancer Institute, A Su Salud
uses local community members as role models in both
print and broadcast media presentations. The media
events and the use of local role models reinforce the
prevention messages being disseminated concurrently
through an organized community education campaign.

b. Ensure that high-risk groups, such as diverse
populations and the medically underserved, are
included in recruitment strategies at the beginning
and throughout the research process.
c. Create mechanisms to increase participation in
clinical trials, such as increased funding for
recruitment and retention of diverse populations,
creation of linguistically appropriate patient
information and informed consent, use of
incentives, and ensuring that medical and
associated costs are covered.
d. Encourage funders and researchers to include grant
support for an effective communication plan to aid
in clinical trial recruitment.
e. Promote better methods of communicating
information about clinical trials available in Texas.
f. Develop culturally and linguistically appropriate
messages regarding clinical trials and deliver them
through population-appropriate channels.
g. Support efforts to reduce financial barriers, such as
encouraging health benefit plans to provide access
to available clinical trials through ACOS- or NCIapproved facilities.
h. Promote collaboration among the public, the research
community, and diverse communities to increase
knowledge of and participation in clinical trials.

Texas Cancer Plan 2005
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i. Increase funders’ and health care professionals’
awareness of barriers to participation, particularly
for underrepresented populations.
j. Encourage the inclusion of all clinical trials in
registries.

Objective C - Promote Healthy
Lifestyles And Behaviors In Children,
Particularly Those At High Risk For
Developing Cancer, Such As Ethnically
And Culturally Diverse Populations
And The Medically Underserved
Youth & Cancer Prevention
Habits acquired in youth strongly shape behavior in the
adults they will become. The majority of children and
adolescents who are overweight will become overweight
adults. Children who don’t exercise stay physically
inactive throughout life. Almost 90 percent of adult
smokers acquired their habit as a child or teenager, and
one-third of them will die from a tobacco-related
disease, including a wide variety of cancers.28 The
formative years of youth offer many opportunities to
influence the development of lifelong skills and healthy
behaviors needed for cancer prevention and risk
reduction. Children who adopt healthy habits at an early
age are more likely to continue these behaviors
throughout life.29 Additionally, children who have good
health knowledge and skills perform more effectively in
school, and they achieve a better lifelong health status.30

Children who adopt healthy habits at an
early age are more likely to continue
these behaviors throughout life.

Comprehensive School Health Education
The 129,000 schools that teach more than 50 million K-12
students in the United States provide a ready and
available organizational structure through which to
deliver cancer prevention programs that will shape those
lifelong habits.31 Schools are logical places to both
improve the health of students through physical activity
and nutrition and to arm youngsters with strategies that
18

Texas Cancer Plan 2005

empower them to avoid health risks in the future.32
Students who have had comprehensive school health
education are less likely to drink, smoke, take drugs, or
ride with drivers who have been drinking than are
students with little or no health education.33
Thus, a number of health, education, and social service
agencies, along with the American Cancer Society,
promote “comprehensive” school health education,
along with National Health Education Standards.
Among other goals, these standards are designed to
give students the skills to practice behaviors that
reduce health risks. National standards are not a
federal mandate, nor do they define a national
curriculum, but they are intended to serve as a
framework for organizing health knowledge to produce
health “literate” schoolchildren.34 The standards also
are designed to help parents, the schools, and the
communities create an instructional program that will
help students become, and stay, healthy.35
To help ensure that these standards are followed,
comprehensive school health education is a planned
health education curriculum for preschool through
grade 12. Experts recommend that students receive at
least 50 classroom hours of instruction per year in
health and that the following 10 areas should be
included in any comprehensive school health program:
community health, consumer health, environmental
health, family life, mental and emotional health,
nutrition, personal health, chronic and infectious
disease prevention and control, safety and accident
prevention, and substance use and abuse.36 The skills
children acquire to prevent lifelong cancer risks are
similar to those needed for other health issues. For
example, risk factors like smoking, poor diet, and little
exercise are the same for several chronic diseases.

Innovative Health Promotion Strategies
Working with a population that is more focused on
short-term needs, and for which there is limited time
for health promotion during the school day, presents a
challenge. One way to address the issue is to engage
children in their own health through youth advocacy.
Results from a qualitative evaluation of a youth
advocacy program demonstrate that engaging youth as
catalysts for change may lead to solutions that are
meaningful and enduring to the intended audience.37
A team approach also is effective. A strategy pioneered
in 1986 by the Texas Cancer Council to promote

■ Sponsor training and networking opportunities for
school personnel
■ Offer school nurse institutes and academies
■ Plan conferences for physical education professionals
■ Sponsor workshops for food service staff
For cancer prevention, school districts rely on their
School Health Specialist for assistance on tobacco
education, policies, smoking cessation, and wellness
promotion programs.39 The Texas School Health
Network has become the primary mechanism for
strengthening health promotion activities for schoolchildren and has provided a way for state agencies,
volunteer health organizations, education
organizations, and many others to unite in a common
purpose of strengthening school health education
throughout Texas.
School Health Specialists also assist schools in the
development of school health advisory councils. These
councils, established by state law, have a variety of roles,
depending on how school systems use them. Some
assume cancer risk prevention roles by initiating policies

related to smoking and the sale of nutritious foods in
school.40 Furthermore, recent changes in state law allow
these advisory councils to have a representative from
nonprofit health organizations, like the American
Cancer Society, appointed to the group, giving them a
definable role in risk prevention.
State policies concerning physical activity in schools
can advance healthy behaviors in children. Knowing
that the number of overweight children in the state has
doubled in the past 20 years and that excess body
weight increases the risk of developing a number of
diseases, including cancer, the Texas legislature passed
a law in 2001 that requires school districts to offer 30
minutes of daily physical activity for students in grades
K-6.41 Texas law currently requires physical education
classes for grades 9-12.

Tailoring Health Messages
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lifelong cancer risk reduction behavior in schoolchildren has grown into the Texas School Health
Network that links all the state’s school districts. The
network, a collaboration between the Texas Cancer
Council, the Department of State Health Services, and
the Regional Education Services Centers, provides
School Health Specialists who offer integrated,
coordinated approaches for health education to
schools within their districts.38 For example, School
Health Specialists collaborate with regional
professional organizations to:

Since young people learn developmentally, it is
important that cancer prevention education be
appropriate for the child’s age and prior learning
experiences. Each lesson in cancer prevention and
risk reduction should build on the achievements and
knowledge gained from previous lessons. The learning
skills and behaviors for cancer prevention instruction
also should be developed for each level in school,42
tailored for different cultures, languages, and ages of
students, and spread throughout all regions in Texas.
To illustrate, puppets can be used to reinforce health
messages for children who have not yet learned to
read. For older children, peer-driven programs in
which teens serve as advocates for cancer prevention
and healthy lifestyles may be the most effective
method of instruction.
The Project S.A.F.E.T.Y. CD-ROM and Teacher’s Guide
are a science-based skin cancer awareness and
prevention curriculum developed by The University of
Texas M. D. Anderson Cancer Center for grades 4-12.
Based on an earlier multimedia module developed with
Texas Cancer Council funding, the Project S.A.F.E.T.Y.
CD-ROM and Teacher’s Guide have been in classroom
use since 2002. The highly effective curriculum delivers
information via animated graphics, video clips, colorful

Since young people learn developmentally,
it is important that cancer prevention
education be appropriate for the child’s
age and prior learning experiences.
Texas Cancer Plan 2005
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charts, and activities. The 90-page Teacher’s Guide
contains pre- and post-achievement tests, additional
activities, a glossary, a resource list for students and
teachers, and lesson correlations with the Texas
Science TAKS (Texas Assessment of Knowledge and
Skills), Health TEKS (Texas Essential Knowledge and
Skills), and the National Science and Health Education
Standards. In 2002, the module earned a Silver Award
at the HSCA (Health Sciences Communications
Association) International Media Festival.
In the mid-1990s, the Texas Education Agency
undertook an extensive review of public education
curriculum and knowledge, skills, and performance
expectations for students, known as Texas Essential
Knowledge and Skills (TEKS). In 1997, the State Board
of Education adopted the health and physical
education components of TEKS. The curricula
guidelines parallel those developed by the Joint
Committee on National Health Education Standards,
which address serious health problems through
planned, sequential, and developmentally appropriate
instruction. The standards seek to improve student
learning by providing a foundation for curriculum
development, instruction, and assessment of student
performance.43 Further, they outline ways in which
students can increase their health literacy. According
to the Joint Committee on National Health Education
Standards, four characteristics define a person as
health literate: critical thinking and problem solving;
responsible and productive citizenship; self-directed
learning; and effective communication.44

To increase student awareness and
practice of risk reduction behaviors and
healthy lifestyles, it is important that
youth be recognized as health consumers
and be given the information and tools
needed to maximize their health status.
models for young athletes and can readily sway student
attitudes about exercise, nutrition, and tobacco use. In
fact, all school staff, including administrators, can
support cancer prevention education by serving as
positive role models for children and demonstrating
healthy behaviors. School health programs can be
further enhanced by establishing linkages between
schools and community organizations, sharing new
and innovative ways to teach cancer prevention.
While education aimed at preventing cancer should
occur within all facets of the school, parent and
community involvement, such as sports groups and
summer camps, also is required to promote cancer risk
prevention. Parent and community involvement can
reinforce health instruction on a day-to-day level
through a multitude of creative ways. Parents who
work in health care can serve on school district health
advisory committees, which then integrate the health
interests of parent groups, businesses, and civic clubs.
To increase student awareness and practice of risk
reduction behaviors and healthy lifestyles, it is
important that youth be recognized as health
consumers and be given the information and tools
needed to maximize their health status.

The Role of School Personnel
Given that the school setting provides the single most
effective setting for accessing Texas’s youth to deliver
cancer prevention messages, the role of educator
naturally falls to classroom and physical education
teachers. Still, comprehensive school health education
is required to be taught by school personnel who are
trained, certified, or credentialed to teach the subject
matter.45 As of 1997, middle and high school teachers in
Texas are required to be certified to teach health, as
they would in any other area of certification. Health
certification is not required, however, for elementary
school teachers. Other school staff play important
roles, such as school counselors and nurses, who
perform cancer screening and risks assessments, and
even food service employees, who are the guardians of
healthy student nutrition. Coaches are influential role
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Texas Cancer Plan 2005

Objective C - Promote Healthy
Lifestyles And Behaviors In Children,
Particularly Those At High Risk For
Developing Cancer, Such As Ethnically
And Culturally Diverse Populations
And The Medically Underserved
Strategy 1: Promote cancer prevention through
Texas educational systems.

Action Steps:
a. Promote the adoption of healthy behaviors by
working with parent groups, educational systems,
and other organizations aimed at children.

c. Target promotions particularly to those children at
high risk for developing cancer, such as ethnically
and culturally diverse populations and the medically
underserved.
d. Work with state-mandated School Health Advisory
Councils (SHACs) to promote cancer prevention
information through schools as part of a
comprehensive school health curriculum.

Strategy 2: Facilitate the development and
implementation of culturally competent and
linguistically appropriate innovative health
promotion strategies to encourage children to
adopt healthy lifestyles.

Action Steps:
a. Continue collaborative efforts among state agencies,
Regional Education Service Centers, health and
education organizations, and universities in
designing, implementing, and promoting effective
health promotion strategies.
b. Encourage use of “best practice” strategies to local
school boards and other educational systems.
c. Involve community, civic, and business groups in
developing, implementing, and supporting
innovative cancer prevention programs, curricula,
and resource materials for school-aged children.

Objective D - Promote Policies And
Programs Aimed At Reducing Tobacco Use
And Exposure To Secondhand Smoke
Tobacco’s Link to Cancer
Tobacco use is widespread, and it is deadly. In 2002,
more than one in five adults in America, 22.5 percent of
the U.S. population, or 45.8 million adults, smoked
cigarettes.46 The majority of these individuals, almost
82 percent, smoke every day.47 Yet smoking is the most
preventable cause of death in the world today.48 Worldwide, there were about 4.9 million smoking-related
premature deaths in 2001, and these were divided
evenly between industrialized and developing

Approximately half of all Americans who
continue to smoke will die from their habit.
nations.49 The toll is exceedingly high in the United
States, as well. Tobacco use is responsible for nearly
one in five deaths, or an estimated 440,000 deaths per
year during 1995-1999.50 Approximately half of all
Americans who continue to smoke will die from their
habit.51 Smoking accounts for at least 30 percent of all
cancer deaths and 87 percent of lung cancer deaths.52
Lung cancer is now the leading cause of cancer death
in both men and women.53 Smoking is associated with
increased risk for cancers of the mouth, larynx,
pharynx, esophagus, stomach, liver, pancreas, kidney,
bladder, uterine and cervical cancers, as well as
myeloid leukemia.54
Cigarette smoking in the United States causes other
serious diseases among an estimated 8.6 million
people.55 These include heart disease, stroke,
emphysema, and bronchitis, as well as adverse
outcomes in pregnancy.56 These diseases impose
substantial costs; for each of the approximately 22
billion packs of cigarettes sold in the United States in
1999, $3.45 was spent on medical care linked to
smoking and $3.45 was lost in productivity.57 The
harmful effects of smoking are not just confined to the
smoker. It is estimated that secondhand smoke has
been responsible for about 3,000 lung cancer deaths
and more than 35,000 deaths from heart disease among
nonsmokers in the nation.58 Researchers have firmly
established that there is no safe level of secondhand
smoke, which contains more than 4,000 substances,
including at least 40 known carcinogens.59

Goal I: Prevention Information & Services

b. Promote the increased use of effective cancer
curricula in Texas education systems.

Texas is equally impacted by tobacco’s profile of disease
and death. Lung cancer, the leading cause of cancerrelated death in Texans of both sexes, is projected to
cause 10,505 deaths in 2004. Lung cancer is the second
most common cancer diagnosed in the state.60 More
men (27 percent) than women (18 percent) smoke in
Texas, with the result that lung cancer incidence and
mortality rates among men are almost twice those of
women in the state.61 In Texas, the burden of lung cancer
is disproportionately borne by African-American
males,62 and those who are undereducated also are at
risk: in Texas, adults aged 25 and older with less than a
high school diploma have smoking rates higher than the
state average.63 Nationally, smoking prevalence is higher
among adults living below the poverty line.64
Texas Cancer Plan 2005

21

Goal I: Prevention Information & Services

Youth & Tobacco Use
Addiction to cigarettes and other tobacco products
begins in youth. The American Cancer Society reports
that 90 percent of adult smokers became addicted to
tobacco before the age of 18.65 The average age at which
people begin smoking is 13 years, and the reality is that
those who start a tobacco habit young become hooked,
despite their desire to stop. Most youth smokers
believe they will not be smoking in five years, and more
than half report trying to quit within the past year.66
But without intervention, young smokers will most
likely become adult smokers.67 In fact, studies show
that among high school seniors, 73 percent of daily
smokers remained daily smokers five to six years later.68
Tobacco use also is associated with a range of behavioral
problems during adolescence, according to the U.S.
Surgeon General.69 It is considered to be a “gateway”
drug, the first drug used by youth who experiment with
alcohol, marijuana, or narcotics. Youth who smoke
cigarettes also are more likely to get into fights, carry
weapons, attempt suicide, and engage in high-risk
sexual behaviors. For these reasons, the National Cancer
Institute says that decreasing cigarette smoking among
adolescents is a major public health objective for the
nation.70 It is critical to the prevention of future tobaccorelated cancers71 as well as other high-risk behaviors,
says the American Cancer Society.
Past success in convincing the young not to smoke has
been mixed, although recent data show the lowest levels
of teenage smoking since national trends in tobacco use
began to be studied in 1991.72 Cigarette smoking among
U.S. high school students has fluctuated in past years. It
increased significantly from 28 percent in 1991 to 36
percent in 1997, but declined to 29 percent in 2001.73 In
Texas, smoking incidence in students recently dropped,
but still remains high. When asked in 2001, fewer middle
and high school students reported that they had ever
tried smoking, compared to rates found by a survey
taken in 1999, according to the federal Centers for
Disease Control and Prevention (CDC) and the
Department of State Health Services. Data were
analyzed from the Youth Risk Behavior Surveillance
System surveys to again examine the prevalence of
tobacco use among Texas youth. They found that the
rate of “ever” smoking a cigar, in addition to ever having
tried smoking, also declined in both middle and high
school students. Between 1999 and 2001, 27 percent
fewer middle school students reported that they had
tried smoking cigarettes at least once (48 percent versus
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Anti-tobacco poster created by a child as part of an
educational campaign.

35 percent). Also between those two years, 11 percent
fewer high school students said they had smoked (71
percent in 1999, compared to 64 percent in 2001).
Additionally, fewer middle school students also reported
having tried smokeless or “spit” tobacco in 2001, but the
rate remained the same in high school.
The survey also found that current use of tobacco,
defined as within the 30 days preceding the survey, had
declined for most, but not all, forms of the product:
■ In middle and high school, current use of any
tobacco product declined.
■ Current use of cigarettes declined among middle
school students and those in high school.
■ Use of cigars, smokeless tobacco, and tobacco with a
pipe either remained the same or did not significantly
decline in both middle and high school students.
Although the school survey showed that more boys
used tobacco than girls, current use had declined
among both sexes in middle and high school. Tobacco
use among racial and ethnic groups differed, however.
According to the survey:
■ Hispanic middle school students continued to be
more likely than white and African-American
students to be current users of tobacco.
■ White and Hispanic high school students were again
more likely than African-American students to be
current users of tobacco.

Cigarette use among high school students nationally
has continued to decline, according to the most recent
study. In 2003, approximately one in 5 high school
students were current smokers, and one in 10 defined
themselves as frequent smokers.74

Youth Tobacco Control
Recent declines in tobacco use among America’s youth
are due to effective mass media and school-based
tobacco prevention efforts and to the increasing cost of
cigarettes, a jump of 90 percent since 1997, according
to the CDC.75 Reducing smoking rates further will
require continuing efforts on the part of states,
communities, schools, and parents. The U.S. Healthy
People 2010 objectives, for example, suggest the
following targets: reduce the current use of any tobacco
product to 21 percent; reduce youth cigarette smoking
to 16 percent; increase the proportion of daily smokers
who attempt to quit to 84 percent.76
Reaching such a goal requires the following steps,
according to the CDC: targeted and effective media
campaigns, reducing depictions of tobacco use in the
entertainment media, promoting smoke-free homes,
decreasing adult smokers so children have good role
models, discouraging adults from providing cigarettes
to youth, and instituting comprehensive community
and school-based programs and policies that
encourage smoking cessation.77
Progress has been made in many of these areas, and
some states serve as models for others to follow.
However, many programs that aim for the critical goal
of smoking cessation are unsuccessful.78 Much
attention has been paid to such programs, which also
have been fueled financially by tobacco taxes and the
settlements that states have made from tobacco
industry lawsuits, but there is little scientific evidence
that these programs work.79 Experts say that unlike the
extensive research that has been undertaken to
evaluate tobacco cessation treatments in adults, there
is a dearth of scientific studies that judge effective
treatment for youth tobacco users.80 Several major

reviews of available evidence suggest that cognitive
behavioral treatments, which have been found effective
for adult cessation, have shown promise in convincing
the young to quit.81 Such programs involve much more
than just having the right “content.” 82

Reducing Youth Access
During the mid-1990s, sweeping federal and state laws
were enacted to prevent youth access to tobacco
products. Many studies indicated that youth had little
trouble obtaining tobacco products despite laws
prohibiting the sale of tobacco to minors.83 Nationally,
minors who try to buy tobacco are generally successful
in purchasing it over the counter 50 to 75 percent of
the time.84 Despite state laws prohibiting the sale of
tobacco products to minors, Texas children can
successfully access these products through vending
machines, self-service displays, free samples, mailorder sales, and other kids. U.S. regulations require
tobacco-sales compliance checks. Yet, there is
controversy as to their effectiveness. Even when checks
produce single-digit violation rates, adolescent tobacco
use often fails to decline.85 Although statewide vendor
compliance surveys conducted by the Department of
State Health Services show a decrease in sales to
minors, retail purchase remains the usual way that
addicted adolescents get their cigarettes, as well as the
cigarettes they give experimenting peers.86
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The survey also found that both in 1999 and in 2001,
the number of students using tobacco generally
increased with each grade level, although the
comparable rate between these two time periods had
decreased. For example, in 2001, 17 percent of students
in grade 7 said they currently used tobacco, down from
the 26 percent that reported grade 7 use in 1999.

Active enforcement of age verification policies is needed.
Tobacco products are widely available at a variety of
retail stores, making them easily accessible to youth. The
placement of tobacco products in prominent displays
and behind checkout counters falsely reinforces the idea
that tobacco is safe, in great demand, and a part of
everyday life.87 Restrictions to limit access to cigarette
vending machines and the “We Card” programs can
deter youth from easily obtaining cigarettes, but it
doesn’t stop them. In its 1998-1999 youth tobacco
survey, the Texas Department of State Health Services
found that while access to commercial sources of
cigarettes was down, access to alternate sources had
increased significantly, largely by stealing cigarettes or
getting them from adults.88 Public health experts in
Texas say that to reduce youth access to cigarettes,
stricter policies prohibiting the sale of tobacco to minors
are needed, and retailer and community education
should be intensified. Similarly, the CDC concluded that
giving retailers information was less effective in
reducing illegal sales than active enforcement, but that
still no strategy achieved complete compliance.89
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Two primary ways to prevent and reduce tobacco use
among children is through effective educational
programs and enforcement of laws restricting sales of
tobacco products. Comprehensive school health
education is an excellent vehicle for reinforcing the
dangers of tobacco use in a systematic way for grades
K-12. As with the other components of comprehensive
school health education, tobacco use prevention
education must be age and culturally relevant and
meet the developmental needs of students. Proven
and effective teaching methodologies should be used,
such as peer instruction. Peer influence seems to be
especially important in the early stages of tobacco
use.90 Schools and school districts can underscore
tobacco use prevention messages to youth by
enforcing policies that ban tobacco use on school
grounds and at school functions.
The effectiveness of school-based programs appears to
be enhanced by involving parents, youth-oriented
media, and community organizations.91 Influential
adults, such as coaches, the clergy, neighbors, scout
leaders, and other role models for youth, should set a
good example for youth and enforce the anti-tobacco
message that is taught in schools. Adults also should
support programs that seek to reduce tobacco use
among youth and educate retailers about the
importance of enforcing tobacco laws. Sports
professionals can be especially powerful educators and
should take it upon themselves to set a good example
for youth by not using tobacco products. Tobacco use
prevention education must do more than teach
children about the health hazards. Children also must
be made aware of the ways in which tobacco
companies influence them with promotion and
advertising of tobacco products. Marketing techniques,
advertisements, product names, and packaging also
influence youth attitudes about tobacco products.
Children are highly susceptible to repetitive advertising
of retail products, including tobacco.
Active enforcement of local, state, and federal laws is an
essential component of tobacco prevention and control
efforts. In Texas, an increasing number of laws limit
youth access to tobacco products. Four laws passed in
the state legislature since 1999 strengthened youth
restrictions to tobacco products. The 2003 House Bill
number 3139, for example, prohibits the delivery sale to
minors and imposes requirements addressing age
verification, notification, shipping, and reporting, and
also specific penalties for violating these rules. The 2001
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House Bill 2767 elevates the penalty for violating the
existing sign-posting requirement for retail tobacco sale.
The Texas Education Code921 prohibits tobacco use and
possession by students at school-related or schoolsanctioned activities, on or off of school property. It also
gives school personnel the responsibility of enforcing
these prohibitions on school property.
Studies indicate that higher costs of tobacco products
discourage youth from purchasing them. When the
price of cigarettes goes up, it has been found that youth
smoking rates go down. The American Lung
Association reports that for every 10 percent increase
in price, youth smoking rates will drop by about 7
percent. Price elasticity estimates also vary by study
and range from $.25 to $1.313. Differences in
sensitivity to price also have been found, with youth
being more sensitive than young adults. There also
have been similar estimates for the effect of price on
smokeless tobacco use. Since 2001, the Texas excise tax
rates are $.41 per pack of cigarettes and 35 percent of
the retail price of spit tobacco.
During the 1990s, the federal government focused
increased attention on youth access to tobacco, most
notably through the 1992 “Synar Amendment” and the
Food and Drug Administration rules enacted in 1996.
The Synar Amendment requires states to enact and
enforce laws that prohibit the sale of tobacco products
to people under the age of 18. It also requires states to
conduct random, unannounced inspections to assess
compliance with the law, and to develop a strategy for
achieving an inspection failure rate of less than 20
percent. Further, states are required to annually report
on their enforcement activities and success rates in
reducing tobacco availability to minors. The Synar
Amendment authorizes the U.S. Secretary of Health
and Human Services to withhold federal Substance
Abuse Prevention and Treatment Block Grant funds if
states do not comply with the enforcement and
reporting requirements.93

Regulations & Litigations
Comprehensive Food and Drug Administration (FDA)
tobacco regulations, released in 1996, regulate the
access and appeal of tobacco products to children and
adolescents.94 The FDA rules regulate tobacco sales,
restrict outdoor advertising and ads in print media,
and prohibit brand-name sponsorship of sporting or
entertainment events, among other measures.

Adult Tobacco Use & Control
While the Texas Cancer Plan places priority focus on
the prevention of tobacco use among youth, efforts
also are needed to reduce tobacco use among adults. In
2003, more than 24,000 Texans died from tobaccorelated diseases, an average of 66 Texans a day.97
In 2002, almost 23 percent of adults in Texas were
smokers, the same percentage as seen nationally.98
Smoking prevalence is higher among men than women,
and it varies by race, ethnicity, socioeconomic status,
and, now, by education. The reversal in education
status has been dramatic. In the early 1960s, collegeeducated adults had the highest smoking prevalence,
but by 2001, only 10.8 percent of college graduates
smoked, compared to 30.9 percent of those who did not
graduate from high school.99 Cigarette smoking
prevalence rates also vary substantially across
population subgroups, according to a recent report by
the CDC.100 The prevalence of smoking was higher
among men (25 percent) than women (20 percent) and
inversely related to age, from 28 percent for those aged
18-24 years to 9 percent for those aged 65 or older.
Because the largest disparities exist between certain
racial and ethnic groups and between education levels
among smokers, experts suggest that efforts be made
to target tobacco control programs to these seriously

In 2003, more than 24,000 Texans died
from tobacco-related diseases — an
average of 66 Texans a day.

affected groups. In 2002, as in previous years, Asians
(13.3 percent) and Hispanics (16.7 percent) had the
lowest prevalence, and American Indians/Alaska
Natives had the highest (40.8 percent). The gap in
smoking prevalence between those living beneath the
poverty line and those living at or above it has grown,
and the percentage of people who have successfully
stopped smoking is higher for people at or above the
poverty line.101
Tobacco control programs are crucial to the future
health of smokers. Many who use cigarettes try to quit,
but are unsuccessful. Among the 50 states and
Washington, D.C., the median proportion of “everyday”
smokers who tried to quit smoking in 2001 was 52
percent.102 Many Texans also attempted to give up their
habit that year; nearly 69 percent received advice to
quit and more than 47 percent tried to quit.103 The
effort, as difficult as it is, saves lives: the CDC reports
that smokers who quit before age 50 cut in half their
risk of dying in the next 50 years.104
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Further restrictions on advertising and sales were
included in the spate of lawsuits filed by states in the
1990s. Texas sued the tobacco industry in 1996, and in
1998, Texas reached an agreement for $17.3 billion. In
June 1997, the tobacco industry reached the “Master
Settlement Agreement” for $206 billion with 46 other
states and with U.S. territories. Much of those funds
was to be earmarked for recovering the cost of treating
patients for smoking-related illnesses, as well as for
conducting tobacco control programs, although many
states use the funds to supplement their general
revenue. For example, in 2001, the average state
received $28.35 per resident from the tobacco
settlement, but allocated only 6 percent of these funds
to tobacco control programs.95 Only 48 percent of
tobacco control settlement funds that year were spent
on health care, long-term care, and medical research.96

Although tobacco control programs have had an effect
in the past decade, especially through increased
cigarette taxes and reduced indoor smoking, smokers
who wish to quit can avail themselves of various
effective treatments for tobacco dependence. One of
the newest strategies is to use medication, such as
Bupropion, that “resets” brain chemistry involved in
addictive behaviors. Another is to use products that
help replace nicotine and ease withdrawal for those
who have recently stopped smoking. These are nicotine
gum, inhalers, lozenges, nasal sprays, and patches.
These strategies double the chance of quitting for
good;105 moving to “lighter” cigarettes or spit tobacco,
however, is not a recommended strategy for quitting.
Since the mid-1990s, smokers have been able to
purchase some of these replacement strategies without
a physician’s prescription, but experts say that
attention needs to be given to financial barriers that
low-income Texans may face in obtaining nicotine
replacement therapy, prescription medication, and
access to cessation programs.
Counseling and behavioral therapies also can help. An
evidence-based clinical practice guideline on cessation
issued by the Agency for Healthcare Research and
Quality (AHRQ) states that even brief advice to quit
smoking, if given by medical providers, can work.106
More intensive interventions, through individual, group,
or telephone counseling, are even more effective. Studies
Texas Cancer Plan 2005
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have shown that counseling sessions as brief as three
minutes are effective, but longer and more intensive
efforts improve cessation outcomes.107 AHRQ guidelines
recommend that insurers, purchasers, and hospital and
managed care administrators work together to
incorporate smoking cessation services into health
plans, to implement them systematically, and to
reimburse providers accordingly.
New prevention control efforts are needed, however, to
close the smoking gap seen between people below and
above the poverty line. Reaching such a high risk
population will require comprehensive tobacco-control
programs that discourage smoking initiation and
promote smoking cessation.108 These programs, at
local, state, and national levels, must ensure that their
intervention efforts reach persons with inadequate
resources and limited access to health care.109 These
efforts also should address the needs of the uninsured,
for example, by providing treatment through telephone
quit-lines and community health centers; increase
coverage for tobacco-use treatment programs; and
improve workplace and social environments to better
support smoking cessation, especially for low-income
and blue-collar workers.110

Best Practices
California has become a national model for tobacco
prevention control. Whereas 23 percent of the U.S.
population smokes, only 16.4 percent of California’s
population use cigarettes, the lowest rate in America
next to Utah.111 The California Tobacco Control
Program, approved in 1988, emphasizes a
comprehensive approach to tobacco control, prevention,
and education. It also includes strategies to change
social norms related to tobacco use, and experts say that
those have been crucial to the state’s success.112
California’s program included novel and culturally
appropriate interventions, including television and
billboard advertising against smoking, and innovative
and research projects to prevent youth tobacco use, as
well as counseling and treatment for young people and
adults.113 As a result of this all-inclusive approach, per
capita consumption declined 52 percent faster in
California than in other states.
California also successfully declared communities to be
smoke-free, a strategy that is being adopted in towns
and states across the country now that the risks of
secondhand smoke are more completely understood.
Secondhand smoke includes at least 60 known
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carcinogens and has been linked to lung cancer, nasal
sinus cavity cancer, and cervix, breast, and bladder
cancer, as well as other illnesses, such as heart
disease.114 Children of parents who smoke have more
respiratory symptoms and acute lower respiratory tract
infections, as well as evidence of reduced lung
function, than do children of non-smoking parents.115
Based on the successes seen in tobacco control
programs across the country, the CDC is promoting the
implementation of a comprehensive approach to
community tobacco control as best practice. In Texas,
the Texas Tobacco Prevention Initiative (TTPI) has
taken on that mandate, using funds from the tobacco
settlement monies. Initial funding was not adequate to
implement a statewide program, so a pilot study that
included 18 counties in the East Texas area examined
the most effective ways to prevent tobacco use and
promote cessation among Texans of all ages. In the
study, a combination of interventions in school,
community, enforcement, cessation, and mass media
were examined. Initial findings showed that a
comprehensive program, funded at only $3 per person,
that included school, community, enforcement,
cessation, and mass media was effective in reducing
tobacco use. Lower level media campaigns and singlefocus community programs did not have measurable
effects on tobacco use among children and adults.
TTPI was expanded so that comprehensive
programming funded at $3 per person was provided in
the Houston/Beaumont/Port Arthur pilot areas, and
implementation of the Comprehensive Program in the
pilot areas has shown tremendous reductions in
tobacco use. From 1998 to 2003, current use of any
tobacco products showed a 32 percent reduction
among middle school students (from 24.5 percent to
16.6 percent) and a 41 percent reduction among high
school students (from 40.1 percent to 23.6 percent).
The prevalence of adult smoking in the comprehensive
pilot area decreased 18.7 percent (from 22.6 percent in
1999 down to 18.4 percent in 2002).
As seen in California, city ordinances on indoor air
quality in workplaces and other public places can help

Findings showed that a comprehensive
program, funded at only $3 per person,
that included school, community,
enforcement, cessation, and mass media
was effective in reducing tobacco use.

The effort to help Texans stop smoking, and to protect
those who have never smoked from indoor pollution,
has reaped unexpected benefits. Bar and restaurant
owners were nervous when El Paso, a town of more
than 563,000 Texans, banned all smoking in public
places and workspaces on January 2, 2002. The
smoking ban was the strongest smoke-free indoor air
ordinance in Texas at the time and included rules that
it be enforced by firefighters and law enforcement
agencies at up to $500 per violation.116 The ban,
however, did not reduce revenues in bars or
restaurants, and in fact, in some places, sales went up.

Objective D - Promote Policies And
Programs Aimed At Reducing Tobacco Use
And Exposure To Secondhand Smoke
Strategy 1: Increase awareness of the risks of
tobacco use by youth, particularly youth from
high-risk groups.

Action Steps:

Strategy 2: Reduce access to and use of tobacco
products by youth.

Action Steps:
a. Increase participation in campaigns that enforce
state tobacco laws.
b. Support efforts in the media and arts to curb
tobacco use.
c. Promote tobacco-free environments where youth
congregate, such as arcades, recreational facilities,
restaurants, malls, and on college campuses.
d. Encourage local health and law enforcement agencies
to take an active role in enforcing laws related to
tobacco sales and distribution across Texas.
e. Strongly discourage the promotion and use of
tobacco products at sporting or entertainment
events that are for youth younger than 18.
f. Encourage and support additional research and data
to better understand drivers of tobacco use and
cessation in ethnically and culturally diverse
populations and medically underserved youth.

Strategy 3: Reduce the use of tobacco products
by adults.

Action Steps:
a. Educate health care professionals and the public
about the influence that the marketing of tobacco
products has on health behavior.

a. Educate parents, teachers, coaches, clergy, and other
influential adults on the importance of being
positive role models for youth by not using tobacco.

b. Disseminate effective and culturally and
linguistically appropriate tobacco cessation
programs to communities statewide.

b. Conduct media campaigns to educate youth about
the risks of tobacco use and cancer and to
encourage youth to be tobacco-free.

c. Educate policy makers about the importance of
tobacco prevention and control in an effort to direct
more state funding toward comprehensive tobacco
cessation services for all Texans.

c. Include effective educational curricula and peer-driven
programs on tobacco use prevention as part of
comprehensive school health education in grades K-12.
d. Distribute age-appropriate prevention messages
through existing youth-oriented community-based
channels, such as organized athletics, youth
councils, and scouts.
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prevent cancer by reducing exposure to environmental
tobacco smoke. As of 1997, Texas had few state-level
restrictions on smoke-free indoor air in places such as
government and private work sites, restaurants, and
other sites. Current state law permits local
governments to adopt city ordinances on tobacco
control to protect nonsmokers from environmental
tobacco smoke.

d. Encourage state and local, public and private
entities to collaborate with one another in an effort
to expand “best practice” programs statewide.
e. Promote the translation of research regarding
addiction in diverse populations to improve
prevention and cessation programs.
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Strategy 4: Increase awareness of the risks and
limit exposure to secondhand smoke.

Action Steps:
a. Target educational campaigns to bar/restaurant
owners and other hospitality venues about going
smoke-free.
b. Support statewide smoking ordinances that ensure
that all public places are smoke-free.
c. Educate parents about the effects of secondhand
smoke through community childcare programs such
as Head Start and daycare centers.
d. Collaborate with local fire departments to educate
the public about the dangers of smoking as it relates
to the cause of fires and deaths.
e. Raise awareness and promote use of tobacco Web
sites and their resources, including databases.

Objective E - Promote Policies And
Programs Aimed At Addressing Cancer
Risk Related To Obesity
Obesity & Cancer
The relationship between cancer, what a person eats,
and how active they are, is becoming clearer and more
alarming. A recent report in The New England Journal
of Medicine, based on a 16-year study of 900,000
Americans, found that the heaviest participants had
death rates from all cancers combined that were 52
percent higher for men and 62 percent higher for
women than the rates for men and women of normal
weight. Based on these findings, the researchers
estimate that excess weight and obesity in Americans
could account for 14 percent of all deaths from cancer
in men and 20 percent of those in women.117 They
conclude that 90,000 cancer deaths a year are related to
excess body weight, 16 percent of the expected 563,700
deaths expected from cancer in 2004.118

Researchers conclude that 90,000
cancer deaths a year are related to
excess body weight.
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A study estimated that if current trends
continue, 20 million adults in Texas — 75
percent — might be overweight or obese
by the year 2040, and the direct and
indirect costs to the state would be up to
$39 billion a year.
This study has been a “wake-up” call to public health
experts who have documented the unprecedented rate
which the majority of Americans are putting on weight.
A recent government survey found that 64 percent of
U.S. adults are either overweight or obese. Nearly onethird of all adults are now classified as obese, a condition
in which a person has abnormally high amounts of
unhealthy body fat that is medically defined as a body
mass index of 30 or greater. Recent reports indicate that
obesity in the United States increased by 61 percent
between 1991 and 2000.119 Such excess weight comes at a
high price: The direct costs of inactivity and obesity
account for more than 9 percent of the national health
care expenditures in the United States. 120
Obesity in Texas mirrors the national trend. A study by
the Department of State Health Services found that
during 2002, an estimated 10 million, or 63 percent, of
adults in Texas were overweight or obese, an increase
of 17 percent over 10 years. Rates of obesity alone
almost doubled between 1991 and 2001, from 13
percent to 25 percent. The study estimated that if
current trends continue, 20 million adults in Texas, or
75 percent, might be overweight or obese by the year
2040, and the direct and indirect costs to the state
would be up to $39 billion a year.121
Children also are suffering from the obesity epidemic.
Nationally, three times as many children are overweight
today as in 1980. In 2000, 9 million children aged 6 to 19
(or 15 percent of the childhood population) were
overweight.122 In Texas, about 35 percent of school-aged
children are overweight or severely overweight, a rate that
is higher than the national average.123 According to a 2004
study, overweight prevalence in Texas schools is highest
among Hispanic boys, Hispanic girls in grade 4, and
African-American girls in grades 4-8, respectively.124
Researchers say that childhood obesity in Texas is
worsening, perhaps at a faster rate than was previously
thought. Estimates of overweight prevalence for girls and
boys in grade 4 in Texas are now almost 50 percent higher
than previously reported in a 1999-2000 national survey.

Increased body weight is a known risk factor for several
leading cancers, and is associated with increased death
rates from all cancers combined. In 2001, experts
concluded that obesity and physical inactivity may
account for between 25-30 percent of colon, breast (in
postmenopausal women), endometrial, kidney, and
esophageal cancers.126 Some studies also have reported
links between obesity and cancers of the gallbladder,
ovaries, and pancreas, while others have found a link
with lymphoma and cancer of the larynx.

Obesity’s Link to Major Cancers
Excessively heavy women face as much as a 50 percent
higher chance of developing breast cancer, the most
prevalent cancer among American women, than do
women who are not obese.127 Given that many breast
cancer risk factors are not subject to intervention,
avoiding weight gain is one way older women may
reduce their risk of developing the cancer. Obesity seems
to increase the risk of breast cancer among
postmenopausal women because fat tissue can produce
estrogen, and an increased level of circulating estrogen
in the body is a risk factor for estrogen-receptive breast
tumors. Estrogen levels in postmenopausal women are
50 to 100 percent higher among heavy versus lean
women.128 Breast cancer also is more difficult to detect
in heavier versus lean women, so the disease is more
likely to be diagnosed at a later stage in overweight
women. Although studies that look at obesity and breast
cancer in different racial/ethnic populations have been
limited, recent reports have suggested that obese
Hispanic women are twice as likely to develop breast
cancer as non-obese Hispanic women, and that obese
African-American women are more likely to have an
advanced stage of breast cancer at diagnosis.129
Obese women also have a two to four times greater risk
of developing endometrial cancer, regardless of whether
or not they are postmenopausal. In fact, obesity is
estimated to account for 40 percent of endometrial
cancer in the United States.130 Women who are
overweight, but not obese, also are at greater risk.

Colon cancer also occurs more frequently in people who
are obese than in those of a healthy weight, and the
association is especially strong in men with a high body
mass index. A diet high in fats and low in fruits and
vegetables increases a person’s chance of developing
colorectal cancer, the second leading cause of cancerrelated deaths in the United States.131 In 2004, an
estimated 130,200 cases of colorectal cancer will be
diagnosed, and 56,300 deaths are expected to occur.
Obese men are twice as likely to develop colorectal
cancer as men with normal weight. Kidney cancer also is
a risk factor: obese men and women are as much as
three times more likely to develop kidney cancer.132

Healthy Food & Prevention
In contrast to factors such as fat and calories, which
appear to increase cancer risk, other components of
the diet may decrease cancer risk. The most compelling
evidence has been for fruits and vegetables, whose
consumption has been strongly correlated with a
reduction in cancer risk. The most extensive review to
date has been by the World Cancer Research Fund,
which looked at 217 observational epidemiological
studies that evaluated at least one association of fruit
or vegetable intake with incidence of any type of
cancer.133 The review concluded that 78 percent of the
studies showed a significant decrease in cancer risk
when fruit and vegetables are eaten. Of the studies that
looked at vegetable consumption, 69 to 80 percent of
them found an inverse association with cancer risk. For
fruit in general and citrus fruit in particular, 64 and 66
percent of studies, respectively, also found an inverse
association with cancer risk.134 The evidence was most
conclusive for vegetables and fruit and cancers of the
mouth and pharynx, esophagus, lung, and stomach,
and for vegetables alone and cancers of the colon and
rectum. The association of vegetables and fruit with
cancer incidence was judged to be strong, particularly
for vegetables. The overall risk was nearly halved in
association with the consumption of at least five
servings of vegetables and fruit per day, as compared to
only one or two servings.135
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Humans deposit fat on their bodies for a number of
reasons, including health status, metabolism, diet,
physical exercise, hormonal factors, race, and
heredity.125 Most researchers believe that increased
access to food, decreased physical activity, and genetic
susceptibility are the main contributors to increases in
obesity. The problem cuts across all socioeconomic
levels and ethnicities.

Although the chemical components in these foods
responsible for this protective effect have yet to be
identified, eating at least five servings of fruits and
vegetables each day is recommended by many groups,
including the National Cancer Institute, which
launched a “5 A Day” program in 1991. Despite this 13year national campaign, it is estimated that only one
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fourth of adults are following the government’s
advice.136 In fact, the frequency of fruit and vegetable
consumption has changed little across the country in
recent years. A food questionnaire completed four
times between 1994 and 2000 by more than 430,000
adults in 49 states and the District of Columbia found
that the proportion of people who ate fruit or
vegetables five or more times a day did not
substantially change from an average of about 3.4
servings a day.137
A national campaign to change dietary habits is likely
to have only a small prolonged effect, according to the
researchers. Part of the reason is that any campaign,
even one that is seemingly well funded, is
overshadowed by a food industry that markets its
products aggressively, according to researchers. From
1992 to 1999, the National Cancer Institute spent
approximately $40 million on all aspects of its “5 A
Day” program, compared with approximately $10
billion spent in 1999 alone on industry marketing of
food, fast food, and beverages.138
A child’s diet, of course, also is influenced by the
media. Even brief exposures to televised food
commercials can influence a preschooler’s food
preference.139 The easy availability of high-fat foods and
the positive social environment associated with some
nonnutritious foods also contribute to childhood
obesity. A joint study of the American Dietary
Association, the Society for Nutrition Education, and
the American School Food Association found that
more than 84 percent of school-aged children eat too
much fat.140 More than half of them eat less than one
serving of fruit a day, and 29 percent eat less than one
serving a day of vegetables that are not fried. Of course,
how parents eat has a strong influence on the nutrition
of their children. A study that observed nutritional
habits in 191 white families, each with a 5-year-old
daughter, demonstrated that girls eat more fruits and
vegetables if her parents do, and that this higher intake
of nutritious foods leads to less consumption of fat.141
Because excess weight in youth often persists
throughout life, the prevention of obesity should begin
early in life. Educators, health professionals, and
families should all set a positive example for young
people to help them reach this prevention objective.142
Schools can emphasize the importance of healthy food
and nutrition, as well as an active lifestyle, by providing
healthy meals and sports facilities. Texas schools serve
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more than 400 million lunches and 200 million
breakfasts a year, and together these meals should
provide 60 percent of a student’s dietary meals,
according to the Texas Department of Agriculture. U.S.
schools generate more than $750 million a year in
revenues from vending machine sales alone.143 Schools
must be given the tools they need to assume their role
as community leaders in providing children with a
healthy environment in which to learn and grow.144
States also must develop policies that limit the sale of
competitive foods or less healthy food choices.145

Physical Activity & Cancer
Lack of physical exercise contributes as much to higher
prevalence of overweight and obesity as unhealthy
eating behaviors. But physical activity may have an
independent effect on disease development. Some
studies indicate that regular physical activity reduces
cancer risk exclusive of changes in body weight; others
have estimated that 30-60 minutes of physical activity a
day may reduce the risk of developing colon, breast,
endometrial, and prostate cancers by 20-40 percent.146
For example, a major review of observational trials
published in 2002 found that physical activity reduced
colon cancer risk by 50 percent. This risk reduction
occurred even with moderate levels of physical activity,

The link between physical activity and breast cancer
risk is somewhat different. A recent study from the
national 15-year Women’s Health Initiative clinical trial
found that physical activity among postmenopausal
women at a level of walking about 30 minutes per day
was associated with a 20 percent reduction in breast
cancer risk. However, this reduction in risk was
greatest among women who were of normal weight. For
these women, physical activity was associated with a 37
percent decrease in risk. The protective effect of
physical activity was not found among overweight or
obese women.148

Sedentary Adults & Children
About half of the adult population of industrialized
countries is insufficiently active in their leisure time, and
one fourth to one third can be classified as totally
inactive.149 In the United States, the situation is even
worse; 40 percent of adults over age 18 are completely
sedentary in their leisure time, a statistic that has not
changed in the last decade despite numerous campaigns,
such as Healthy People 2010, designed to convince adults
to exercise five times a week for 30 minutes.150
The young also are less active than they need to be.
Although the CDC and the Office of the Surgeon
General both recommend daily school-based physical
education as the best solution to the growing youth
obesity epidemic, very few schools offer such daily
exercise. According to the CDC’s School Health Policies
and Programs Study 2000, only 8 percent of elementary
schools, 6.4 percent of middle/junior high schools, and
5.8 percent of senior high schools provide daily physical
education or its equivalent for the entire school year
for students in all grades in the school. Children and
adolescents also may not be exercising at home.
According to a Nielsen Media Research report cited in
Education World, U.S. children between the ages of 8
and 18 spend more than three hours a day watching
television and another three to four hours using the
Internet and playing video games. The more they sit,
the heavier they get.151
The situation can be reversed if children are reached
through a multifaceted approach that involves schools,
parents, sports organizations, and extramural activities
to help stem the rising tide of obesity and a widespread

Physical activity programs based in
community organizations may be
particularly promising, because children
who participate have voluntarily
chosen to do so, and thus have a sense
of ownership.
sedentary lifestyle. Physical activity programs that do
not rely on schools but are based in community
organizations may be particularly promising, because
children who participate have voluntarily chosen to do
so, and thus have a sense of ownership.152 An example of
such a successful program is “Lively Ladies,” a physical
education and activity intervention targeted to lowincome, preadolescent African-American girls in a
community-based youth services organization. The girls
participated in novel activities, such as soccer, relays,
jogging, basketball, circuit training, and gymnastics,
kept a fitness journal, were exposed to positive role
models, and received a variety of reinforcements.153
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such as brisk walking for 3 to 4 hours per week.147 Most
studies have found that the protective effect of physical
activity extends to both lean and obese people.

Promoting nutritional and physical activity behavioral
change in adults is more complex. Because low-income
families spend, on average, about $25 per person per
week on food, many families find it difficult to afford a
diet rich in vegetables, fruit, and lean meat. They often
resort to fast food because it is cheaper and filling, as are
most high-fat, high-calorie foods that are low in
nutritional value. Additionally, less affluent areas may
not have traditional grocery stores with their stocked
produce aisles, but may have to rely on convenience
stores that carry chips and soda. Physical activity also
may be limited by monetary resources, which
discourages participation in health clubs and classes,
and constrains the ability to purchase equipment for
home use.154 In surveys, women attribute their
reluctance to exercise to inconvenience, inaccessible
program locations, unwillingness to use public facilities,
work conflicts, lack of energy, medical problems, lack of
time, family, and lack of social support.155
Educational materials on the risks of obesity and
inactivity for adults need to be both culturally
competent and linguistically appropriate. At the
population level, obesity cannot be prevented by simply
issuing information. Change is difficult without a
supportive environment. Governmental and
community organizations, the food industry, media,
employers, schools, health professionals, and educators
all have a responsibility to work together to produce an
Texas Cancer Plan 2005
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environment that is less conducive to weight gain and
more conducive to exercise.156 Such an approach can
tackle societal barriers that exist in the “built
environment,” such as residential areas that are far
from work sites and shopping areas, and
neighborhoods that have no sidewalks. Culturally
sensitive programs can address disparities, such as
teaching women who are forbidden from exercising in
public how to incorporate physical activity into their
lifestyle in non-threatening ways. And sometimes
simple solutions work: A program that reminded
women to exercise through telephone counseling
appeared to be a good way to help women begin a
walking program.157

Strategy 2: Improve access to and use of healthy
food choices.

Action Steps:
a. Educate Texans about balanced nutrition and
making healthy food choices.
b. Encourage restaurants to offer and promote healthy
menu choices and smaller portion sizes.
c. Promote public education that encourages healthy
nutritive food practices.
d. Support the state’s school nutrition guidelines.

Objective E - Promote Policies And
Programs Aimed At Addressing Cancer
Risk Related To Obesity
Strategy 1: Increase awareness of the cancerrelated risks of obesity.

Action Steps:
a. Educate the public about the link between diet and
cancer, particularly among the ethnically and
culturally diverse populations.
b. Increase awareness about reducing the consumption
of nonnutritive foods high in sugar.

e. Educate and encourage teachers to promote healthy
nutrition.
f. Work with parents’ organizations to address child
nutrition issues and promote healthy nutrition
programs.
g. Promote policies that enable schools to provide good
nutrition.

Strategy 3: Promote creative approaches for reintegrating physical activity into everyday life.

Action Steps:

c. Educate women about the cancer-related risks of
weight gain and breast cancer.

a. Educate the public about the link between physical
activity and cancer, particularly for ethnically and
culturally diverse populations.

d. Encourage programs to utilize best practices, such
as peer mentoring.

b. Encourage health promotion programs in the
workplace.

e. Address cultural perceptions of obesity among
priority populations.

c. Promote physical activity that is culturally sensitive
to disparity populations.

f. Promote collaboration among state and local, public
and private entities that are working on the issues of
obesity.

d. Increase focus on how the built environment can
enable increased daily exercise.

g. Promote programs through systems that address
barriers to healthy nutrition and exercise.
h. Promote the translation of research into practice
regarding obesity in ethnically and culturally diverse
communities and the medically underserved.
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e. Use mass media to promote culturally appropriate
physical activities for all ages and levels.
f. Promote public/private partnerships to increase
access to physical activity programs and equipment
for the public.

h. Promote the translation of research into practice
regarding the effectiveness of programs promoting
physical activity, with emphasis on programs
tailored for high-risk populations.

Objective F - Increase Public Awareness
Of And Protection From Carcinogens In
The Environment
Environmental Carcinogens
Most cancers develop because of interplay between the
human body and the environment in which it lives.
Cancers that arise solely from nonenvironmental
factors, such as those that are purely genetic in origin,
are rare, as are cancers that are triggered only by
exposure to the environment.
Environmental causes of cancer include both lifestyle
factors, such as smoking, diet, and physical inactivity,
tobacco and alcohol use, and environmental factors,
such as exposure to radiation, infectious microbes, and
agents in the air and water. Most epidemiologists and
cancer researchers agree that the relative contribution
from the environment toward cancer risk is about 8090 percent.158 Even though it is known that certain
lifestyle and environmental factors increase a person’s
chance of developing cancer, an individual’s genetic
profile also contributes to that risk. Patterns of gene
alterations and environmental exposures make people
either more susceptible or more resistant to cancer,159
but relatively few of these “susceptibilities” have been
uncovered so far, although this is a growing area of
research. To date, researchers cannot predict why, given
exposure to the same environment, one person will
develop cancer while another will not.

Environmental causes of cancer include
both lifestyle factors, such as smoking,
diet, and physical inactivity, tobacco and
alcohol use, and environmental factors,
such as exposure to radiation, infectious
microbes, and agents in the air and water.

Nevertheless, reducing exposure to carcinogens found
in the environment is an important component of
cancer prevention. The degree of cancer risk a person
may have depends on the concentration or intensity,
and the exposure dose of a particular carcinogen,160
and so public awareness educational campaigns, as
well as regulatory efforts to reduce exposures to known
environmental carcinogens, such as toxins, are
important in reducing individual cancer risk.161
Yet, only a handful of the many commonly used chemicals
has been adequately tested for the ability to cause or
promote cancer, according to the National Academy of
Sciences.162 While not much is known about the possible
additive effects of simultaneous or sequential chemical
exposures and cancer,163 some risks are greatly increased
when particular exposures occur together.164
Exposures to high-frequency radiation, ionizing
radiation, X-rays, radon, and ultraviolet radiation from
the sun have been proven to cause cancer.165 Chemicals
such as benzene, asbestos, vinyl chloride, and arsenic
are proven cancer-causing agents,166 and levels of many
of these agents have been successfully reduced in the
environment. Carcinogens found in food and
beverages, including alcoholic beverages, are involved
in the development of certain cancers, as are foods that
are preserved with nitrates or smoke, contaminated
with mold, or too salty. Of special concern are
chemicals known as heterocyclic amines (HCAs) that
develop when meat is cooked at high temperatures;
researchers have identified 17 different HCAs that may
pose human cancer risk.167 Several environmental
microbes, such as the human immunodeficiency virus
(HIV) and human papilloma virus (HPV), are
significant risk factors for certain cancers, and the
bacterium H pylori is an important risk factor in
stomach cancer. Some medications, such as estrogens
and progesterone, tamoxifen and diethylstilbestrol
(DES), a synthetic form of estrogen, also have been
proven to increase risk of cancer.168
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g. Advocate for increasing the quality of health and
physical education programs in Texas schools,
grades K-12.

Radon, a radioactive gas released from the normal
decay of uranium in rocks and soil, is the second
leading cause of lung cancer in the United States. It is
associated with 15,000-22,000 lung cancer deaths a
year.169 Most radon-related cancer deaths, however,
occur in smokers.170 In Texas, the public health risk
from radon is minimized: on a statewide basis, Texan
homes have a relatively low level of radon, and counties
with the highest rates have the lowest populations.
Texas Cancer Plan 2005

33

Goal I: Prevention Information & Services

Not all carcinogenic agents are created equal, of course.
Tobacco use is the biggest risk, responsible for 30
percent of cancer deaths. The proportion of cancers
due to occupational exposure, air and water pollution,
medicines, and medical procedures is individually
much smaller — each accounting for 5 percent of the
risk or less.171
Public concern about environmental cancer risk often
focuses on agents that have suspected links to cancer,
but which have not been proven. High doses of
pesticides, for example, have been shown to cause
cancer in animals, but the very low concentrations
found in some foods, such as fruits and vegetables,
have not been associated with increased cancer risk.172
Older, banned pesticides such as DDT also have not
shown definable cancer risks, although research on
these substances still continues. Some studies have
suggested an association between cancer and nonionizing radiation, but most research has not found
such a link.173 Sources of non-ionizing radiation,
including electromagnetic radiation from power lines
and, at low frequency, microwaves, radar, and magnetic
fields associated with electric currents, household
appliances, and cellular phones, have not been found to
contribute to cancer in the majority of studies.174

Monitoring Environmental Carcinogens
There are several federal agencies that are charged with
establishing permissible levels of exposure to chemical
substances in the general environment, home and
workplace, and in food, water, and pharmaceuticals.
These include the Consumer Product Safety
Commission (CPSC), Environmental Protection Agency
(EPA), the Food and Drug Administration (FDA), the
Occupational Safety and Health Administration
(OSHA), and the U.S. Department of Agriculture
(USDA).175 The Agency for Toxic Substances and
Disease Registry (ATSDR) additionally has broad
jurisdiction over hazardous waste issues.
State governments also play a key role in establishing
allowable exposure levels. In Texas, the Texas
Commission on Environmental Quality is responsible
for regulating water, air, solid waste, sewage, waste
treatment, and radioactive waste disposal. Texas has
long had a reputation as a major polluter. In 1993 and
1994, the EPA found in its annual Toxic Release
Inventory that of the country’s 60 states, Texas released
the largest amount of carcinogens into the air, water,
and land.176 However, Texas has made progress in
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cleaning up its toxic releases. The state led the nation
in short-term reductions from 1995 to 2001, and in
long-term reductions from 1998 to 2001. In 2000 and
2001, the state’s national rank for on- and off-site
releases was fifth.177
Communities should be made aware of federal and state
environmental regulatory agencies, and form networks
with government agencies to strengthen local efforts to
protect against carcinogens in the environment. Because
numerous governmental agencies have a role in
environmental protection, it is essential that
information and regulations be reviewed regularly to
ensure compatibility and to minimize conflicts.

Workplace Carcinogens
Although carcinogens found in industrial settings also
are present in the environment, industrial workers have
more intense and prolonged exposures to these
chemicals than the general public.178 Most widely
known workplace carcinogens, such as asbestos,
certain pesticides, and dyes, have been removed from
common usage. The use of ventilation, protective
clothing, breathing masks, and other safeguards helps
keep exposures to carcinogens at permissible levels.179
In the face of uncertainty, public health agencies
operate under the principle that protection of public
health is paramount and requires acceptable levels of
exposure that are as much as 1,000 times below the
level that causes a substantial increase of cancer in
laboratory animals. 180
The right of employees, and citizens, to know about
carcinogens in their workplace or region has been
established under both federal and state “right-toknow” laws. To protect communities, facilities in Texas
that store significant quantities of hazardous
chemicals must share this information with state and
local emergency responders and planners.181 The
worker right-to-know program is administered by the
Texas Hazard Communication Act (THCA), which

The worker right-to-know program is
administered by the Texas Hazard
Communication Act (THCA), which
requires public employers to provide
information, training, and appropriate
personal protective equipment to their
employees who may be exposed to
hazardous chemicals in the workplace.

Objective F - Increase Public Awareness
Of And Protection From Carcinogens In
The Environment
Strategy 1: Monitor data on exposure to
carcinogens released into the air, land, and
water and on exposure to radiation.

Action Steps:
a. Encourage collaboration among agencies,
businesses, and environment and health
organizations to coordinate monitoring of exposure
to carcinogens.
b. Evaluate scientific information about carcinogens in
work sites and the environment.

Strategy 2: Increase awareness of and
compliance with the federal and state hazard
communication laws to promote worksite safety.

Action Steps:
a. Promote annual training to review information for
employees on carcinogens used or manufactured at
the work site.
b. Encourage employers to provide protective clothing
and recommended safety aids for their employees.
c. Ensure that latest scientific data are available to
businesses and employees regarding carcinogens in
the workplace.
d. Promote enforcement of regulations on the
production, storage, disposal, and cleanup of
carcinogens.
e. Increase employer awareness of potential
carcinogens in the workplace and encourage them
to adopt safe practices for their employees.
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requires public employers to provide information,
training, and appropriate personal protective
equipment to their employees who may be exposed to
hazardous chemicals in the workplace.182

c. Ensure the compatibility of state and federal
information and regulations on carcinogens in the
workplace, with continuing reviews of policies of all
levels of government.
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GOAL II: EARLY DETECTION & TREATMENT
Texans will have prompt access to information
and services that enable the early detection,
diagnosis, treatment, and support of cancer.

Objective A - Increase Appropriate
Utilization Of Effective Cancer
Screening Services
Screening & Early Detection
Apart from maintaining a healthy lifestyle — avoiding
tobacco, eating properly, and exercising — the most
important thing that individuals can do to reduce their
chance of dying from cancer is to be screened. For most
cancers, age is one of the primary risk factors, and
screening for selective cancers at recommended ages,
before symptoms appear, has been shown to reduce
mortality from cancers of the breast, uterus and cervix,
and colon and rectum.1 There are other cancers, such as
prostate, for which screening may be associated with
lower mortality, but the evidence is less certain.2 Still, the
overall value of screening is clear. Of the 563,700
Americans who are estimated to die of cancer in 2004,
the National Cancer Institute estimates that up to 35
percent of those deaths could have been avoided
through screening.3 The American Cancer Society says
that for cancers on which it has specific early detection
recommendations (breast, colon, rectum, cervix,
prostate, testes, oral cavity, and skin), the five-year
relative survival rate is about 82 percent.4 The five-year
survival rate is defined as the percentage of people alive
at least five years after diagnosis of cancer. That list
covers five of the six leading cancers in Texas.5
Even as screening reduces mortality, it also leads to
greater detection of tumors and to increasing cancer
rates in the country, as well as in Texas. Due to
increased screening on an aging population, the
number of Texans who have been diagnosed with
cancer is increasing. The Texas Cancer Registry
projects that there will be more than 85,000 new cases
of cancer diagnosed in 2004.
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Screening Guidelines
To help health care professionals know what cancers
their patients might be at risk for, assessment tests are
available that can quickly compute cancer risk, using
factors such as gender, age, ethnicity, family history,
medical history, occupation, use of tobacco, and diet.
Health care professionals then can use the best available
medical evidence, from medical journals, professional
conferences, and national cancer groups and
government agencies, to recommend specific cancer
screenings for their patients. These guidelines, however,
can differ substantially from each other, given the
scientific debate about long-term benefits of some of
these tests and whether they have been adequately
tested in randomized clinical trials. Insurance
companies, in turn, may support coverage for screening
tests based on what particular screening guidelines
recommend, which can limit access to these services.
For people having periodic health examinations, the
American Cancer Society (ACS) suggests that a cancerrelated checkup should include health counseling, and
depending on a person’s age, might include
examinations for cancers of the thyroid, oral cavity,
skin, lymph nodes, testes, breast, cervix, colon, and
ovaries, as well as for some nonmalignant diseases. The
ACS says the screening tests they recommend must be
practical, reasonably priced, have benefits that are
greater than associated risks, and be effective in
detecting the cancer early enough to affect either the
relative incidence or the number of deaths due to the
cancer or both. ACS screening guidelines can be found
at www.cancer.org.
Screening guidelines issued by the U.S. Department of
Health’s U.S. Preventive Services Task Force (USPSTF)
are generally considered to be conservative because
they use a much stricter interpretation of benefit. The
USPSTF, created in 1984, is an independent panel of
experts in primary care and prevention that
systematically reviews the evidence of effectiveness. It
requires that even if the screening test is accurate in
detecting the cancer at an early stage, it must provide a
benefit to the patient in having done so. In other words,
there must be a clinical intervention that can prevent
or delay progression of the cancer.6 Furthermore, some
screening tests that are commonly used by health care

The National Cancer Institute (NCI) also uses an
evidence-based approach. Cancer screening summaries
are described based on various levels of published
scientific evidence and collective clinical experience; the
highest level of evidence, for example, is taken as
mortality reduction in controlled, randomized clinical
trials. The results of clinical studies, case-control studies,
cohort studies, and other information also are
considered in formulating the summaries, as well as the
incidence of cancer, stage distribution, treatment, and
mortality rates. The summaries are included in the
Physician Data Query (PDQ), an online database
developed and maintained by the National Cancer
Institute (http://www.cancer.gov).

Differences between the groups can be illustrated by
using the example of prostate cancer. While the ACS
recommends offering prostate cancer screening annually
for men aged 50 and over using either prostate-specific
antigen (PSA) or digital rectal exam (DRE), the USPSTF
concludes that evidence is insufficient to recommend for
or against routine screening for prostate cancer. The NCI
says that the quality of the “design” of studies conducted
to date on different prostate cancer screening modalities
is relatively high, but that the “validity,” “consistency,” and
“magnitude of effect” of prostate screening are all poor.
Similarities between these screening guidelines also
exist. The ACS, NCI, and USPSTF all strongly
recommend that clinicians screen men and women
aged 50 and older who are at average risk for
developing colorectal cancer. The ACS recommends
that any of five different screening methods can be
used, whereas the USPSTF and NCI say evidence is
insufficient to determine which particular screening
strategy is better than another to use, but still urge that
screening, using any method, should take place
because of the overwhelming benefit it offers.

Goal II: Early Detection & Treatment

professionals are not strongly endorsed by the USPSTF
because they have not been evaluated in a randomized
clinical trial and published in medical literature. The
majority of screening guidelines first issued by the
group in 1996 have been updated, many of them in
2004, or are newly created. The USPSTF cancer
screening guidelines are available through their website
at http://www.ahcpr.gov.

If the result of the screening test is positive or an
individual shows signs or symptoms of disease, tests to
detect the presence of cancer are considered diagnostic,
not screening. Diagnostic tests are performed to detect
the actual existence and extent of disease.

Screening Controversies
The potential harms of cancer screening must be
considered against any potential benefit. Although
most cancer screening tests are noninvasive or
minimally invasive, some involve small risks of serious
complications that may be immediate (such as
perforation with a colonoscopy) or delayed (as in
potential cancer development from radiation).7
Another harm is the false-positive test result, a test
that suggests cancer is present when none actually
exists and that may lead to anxiety and unnecessary
invasive diagnostic procedures.8 Conversely, a falsenegative screening test may reassure an individual that
no cancer exists when it actually does, thereby delaying
diagnosis and effective treatment.

This is an educational colorectal poster for
physicians collaboratively produced by a group of
state organizations and pubished in Texas Medicine.

Another growing harm is overdiagnosis, the diagnosis
of a condition that would not have become clinically
significant had it not been detected by screening. This
problem is becoming more common as screening tests
become more sensitive in detecting tiny tumors.9
Texas Cancer Plan 2005
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For example, debates about the appropriate age for
breast cancer screening and about the benefits and
appropriate age for prostate cancer screening have
confused women and men of all ages and their health
care providers as well. Breast cancer screening by
mammography, clinical breast examination, or both may
decrease breast cancer mortality, but it also can result in
diagnosis and treatment of indolent cancers that would
never have become problematic. That is because
screening mammography detects noncancerous lesions
as well as in situ and invasive breast lesions that are
smaller than those detected by other means, and is
associated with more diagnostic testing, surgeries,
radiotherapy, and anxiety. Because some of these
cancers would not become clinically significant, their
diagnosis and treatment constitute overdiagnosis and
overtreatment.10 Screening mammography also is more
likely to miss cancers in women with dense breasts that
are “radiographically” hard to see, as well as cancers that
are rapidly growing. Even so, given that mammography
can pick up lethal cancers in time for them to be treated,
the ACS recommends that women should have a
mammogram every year from age 40; and the USPSTF
and NCI recommend that women aged 40 or older
should be screened every one to two years.
Regarding prostate cancer, evidence does not yet exist to
determine definitely whether screening for prostate
cancer with PSA or DRE reduces mortality from prostate
cancer.11 Screening tests are able to detect prostate
cancer at an early stage, but it is not clear whether this
earlier detection and consequent earlier treatment lead
to any change in the natural history and outcome of the
disease, which is often slow-growing. Screening also is
associated with important harms, including frequent
false-positive results and unnecessary anxiety, biopsies,
and potential complications of treatment of some
cancers that might never have affected a patient’s
health.12 Since the use of early detection tests for
prostate cancer became relatively common around 1990,
the prostate cancer death rate has dropped, but it has
not been proven that this is a direct result of screening.13
The value of screening for lung cancer also is not clear.
The NCI and the USPSTF say that screening for lung
cancer can detect lung cancer at an earlier stage, but
evidence to date suggests that this screening does not
reduce mortality. Rather, because of the invasive nature
of these diagnostic tests and the possibility of a high
number of false-positive tests, there is potential for
significant harms from screening.14 The ACS also says
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that because screening cannot find many lung cancers
early enough to improve a person’s chance for a cure,
lung cancer screening is not a routine practice for the
general public or even for people at increased risk, such
as smokers.15 Recently, however, a new X-ray technique
called spiral or helical low-dose CT scanning has been
successful in detecting early lung cancers in smokers
and former smokers, and a large clinical trial called the
National Lung Screening Trial (NLST) is underway to
test whether spiral CT scanning of people at high risk
of lung cancer will save lives.16
Another screening controversy that has arisen lately
concerns elective screening using full-body computed
tomographic (CT) devices, offered through stand-alone
imaging businesses that have emerged across the
country and do most of their business through directto-consumer marketing. These facilities have doubled
in number over the last several years and are a popular
option for the “worried well” who are willing to pay an
average of $1,000 to ensure that their aging bodies are
not secretly harboring tumors or other incipient
diseases. The most definitive study of its kind has
found that full-body screening may constitute more of
a cancer risk than a cancer intervention. In a study
published in September 2004, in the journal Radiology,
researchers at Columbia University likened the
radiation emitted during a single scan to that
experienced within miles of a World War II atom bomb
explosion. They estimated that the dose of radiation to
the lung or stomach from a single full-body CT scan
corresponds to a dose region for which there is direct
evidence of increased mortality in atomic bomb
survivors. The dose is also equal to 100 chest X-rays or
100 mammograms, the researchers said.17
The American College of Radiology has said there is no
evidence that these screens offer long-term benefits,
and that, more often than not, they lead to expensive
follow-up testing for suspicious findings, exams that
are often negative, but which can be worrisome to
patients and risky to perform, such as lung biopsies.

Knowledge of Screening Recommendations
& Risk Factors
Texans need to know the major risk factors for specific
cancers so they can be proactive in their health care. It
is imperative to increase the public’s knowledge and
use of cancer screening so that cancers are diagnosed
in the earliest stage possible. Diagnosis of cancer at
earlier stages of disease can enhance chances of

Barriers to Screening Services

This poster is an example of early detection education
materials from the Colorectal Cancer In Texas, A Guide
to Community Outreach and is available on CD-ROM.
For information, please visit the Texas Department of
State Health Services at http://www.dshs.state.tx.us

successful treatment outcomes, but much progress is
still needed in Texas. For example, only 6 out of every
10 cases of female breast cancer in Texas are detected
at an early stage,18 and fewer women 40 years of age
and older in Texas are having a mammogram,
compared to the national average. In 2002, 52 percent
of Texan women who should have had a mammogram
actually had one in the past year, compared to 62
percent of Americans overall.19 The lower prevalence
rate in Texas holds true for all racial and ethnic groups
(white, African-American, Hispanic, etc.), compared to
national averages, and is especially pronounced among
women with a lower level of education (38 percent of
this group in Texas had a mammogram versus 53
percent of Americans overall).20
Knowledge about the early warning signs of cancer can
help Texans know when they should seek immediate
attention by a health care professional. It is important
that people be aware of their own risk factors and that
they adhere to the recommended schedule for
screenings and examinations for the cancers for which
they are at risk. For example, a woman with a family
history of breast cancer should inform her physician
about her family history to determine an appropriate
and tailored screening schedule.
Risk factors can be identified for groups of people as well
as individuals. African-American men, for example, have

Regional and local health departments, community
health centers, the American Cancer Society, and many
other organizations provide information about cancer
screening and diagnostic services. However, many
Texans do not take advantage of local services. There is
a continuing need to increase awareness by public
education campaigns that stress the importance of
cancer screening, and which can reassure Texans that
they need not be fearful of, or embarrassed by,
screening procedures.
Even if many Texans are aware of the value screening
offers, access to such services poses a problem, and
routine assessments are needed to determine which
Texas communities have insufficient access to cancer
screening and follow-up diagnostic services. For
example, as of May 2004, 122 counties in Texas, nearly
half of all counties in the state, did not have fixed
mammography facilities.21 Some women may have to
travel up to 200 miles one way to have the most basic
health service. If screening leads to either a suspicion of
cancer or a firm diagnosis, then Texans need prompt
access to quality services. Health care professionals
throughout Texas should have the skills and motivation
to routinely screen patients, recognize the early signs
and symptoms of cancer, and refer their patients for the
necessary diagnostic or treatment services. Diagnostic
and treatment facilities also must be readily available to
their patients, and that may involve creating systems
that solve issues such as patient transportation issues,
and a need for child care and flexible scheduling.
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a higher incidence and mortality rate from lung,
colorectal, and prostate cancers. Because of the higher
risks, programs about these cancers need to be designed
specifically for African-American men to facilitate
diagnosis and treatment at an early stage of disease.

The cost of screening services, and whether they are
covered by private health insurance, Medicaid, or
Medicare, present other problems. Because insurance
coverage of screening tests is not consistent across the
country, or even within states, some states have passed
laws that mandate all health insurance plans to cover
certain screening tests and others have not. In 2001, for
example, Texas passed a law that dictates coverage of
colorectal screening, either by an annual fecal occult
blood test, a flexible sigmoidoscopy every 5 years, or a
colonoscopy every 10 years. Texas is one of only 15
states in the nation that dictate such coverage.22
Texas Cancer Plan 2005
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Private insurance policies for individuals and groups
vary in their coverage of screening procedures. While
the two major public medical insurance programs,
Medicare and Medicaid, do cover periodic screening,
there are limitations in the frequency of screenings
allowed and in the tests that can be given to people
without symptoms. In addition, eligibility requirements
for many of the services are complex and change
periodically as a result of modifications in federal
poverty guidelines, effects of the Welfare Reform Act of
1996, decreases in level of funding, or increased
demands for services. In addition, there are many
treatments which insurance companies may consider
to be experimental and will not approve even though
health care professionals believe they are effective.
Some states and local health programs and employers
also provide mammograms and Pap tests free or at low
cost. For example, the CDC coordinates the National
Breast and Cervical Cancer Early Detection Program,
which provides breast screening services to low-income
women throughout the country. However, at current
funding levels, the program has the capacity to screen
only 12 percent to 15 percent of low-income, uninsured
women and does not have the capacity to provide
treatment. For insured women, 23 states currently
require insurers to include coverage for Pap tests, and
48 states (including Texas) require insurers to provide
or offer coverage for breast cancer screenings.23
Not all insurance programs, either public or private,
will pay the costs of cancer screening tests that are
recommended by the American Cancer Society and
other national organizations.
The lack of local services and reimbursement options for
services further hinders professionals’ abilities to provide
needed cancer services. Another service barrier is local
community organizations’ limited expertise or manpower
to develop competitive grant proposals, thereby
hampering their ability to secure either public or private
funding for cancer services. To help them, community
organizations can benefit from technical assistance and
information on how to obtain funding for cancer services.

Public Awareness
Health care offices, churches, civic organizations,
libraries, and governmental agencies can all facilitate
distribution of information about risk factor awareness
and cancer screening services. Networks need to be
established statewide and in local communities to
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ensure that the information being distributed is up-todate and consistent. Additionally, the Internet provides
an avenue for disseminating and tailoring information
to the public. For example, computerized databases on
the Internet enable people to easily locate services
geographically near them by searching by zip code. In
Texas, the Texas Cancer Data Center, funded by the
Texas Cancer Council in partnership with The University
of Texas M. D. Anderson Cancer Center, maintains a
Web site with databases that include Texas cancer
diagnostic and treatment facilities. These databases are
available to the public at www.txcancer.org.
Information on cancer screening services must be
presented in a variety of formats and settings.
Information must be tailored for specific groups, such
as people who speak a language other than English,
people with visual impairments, or people with low
literacy. Community health fairs, community church
efforts, and media events have proven extremely
beneficial in Texas in providing information at the
neighborhood level. Studies have shown that a simple
recommendation by a doctor for cancer screening can
be helpful; a person is more likely to be screened if a
clinician suggests it. Multiple interventions directed at
patients may provide the best approach to improving
rates of cancer screening. Such a comprehensive
approach can include strategies that raise awareness in
patients about the need to be screened, that assist
physicians in cancer screening counseling and followup, and that ensure that a health care system delivers
high-quality and timely cancer screening as part of an
individual’s health care plan.24

Follow-up Care
Follow-up systems are essential components of cancer
screening programs and must be in place prior to
initiation of the screening service. Follow-up systems
ensure that patients are adequately counseled about
the screening outcomes and are referred for further
diagnostic tests when test results are suspicious.
Follow-up systems also enable those providing the
screening service to determine the impact of the
programs, to document the need for those services, and
to forecast future patient needs. If no follow-up system
is in place, there is the possibility that patients and
health care professionals may remain unaware of an
abnormal result. Patients may be falsely reassured
because they did not hear from their health care
professionals.25 As a result, the patient’s cancer may not
be diagnosed until months or years later.

Breast & Cervical Cancer Control Program

In 1991, Texas was one of the first states to implement
the CDC Breast and Cervical Cancer Control Program,
which required Texas to develop a statewide plan to
address breast and cervical cancers. Successes reported
in the 2003 Action Plan on Breast and Cervical Cancers
for Texas include:26
■ In 2001, 57 percent of Texas women aged 50 and
older had received a mammogram within the past
year, compared with 44 percent in 1991.
■ In 2001, 82 percent of Texas women had received a
Pap smear within the past three years, compared
with 68 percent in 1991.
■ The BCCCP established guidelines and quality
assurance activities for breast and cervical health for
professionals in the BCCCP network.
■ The number of professionals across the state
increased during the past 10 years, including those
in medically underserved areas (MUAs).
■ The Texas Cancer Council funded 103 community
projects addressing breast and/or cervical cancer i
1993-2001, all of which served medically
underserved populations.
■ In 2002, 128 Texas counties were designated as
Health Professional Shortage Areas, compared to
153 counties in 1993.

Screening Clinical Trials
Researchers are perfecting better ways to screen for
cancer before a person has symptoms, and the newest
methods are tested in clinical trials for safety and
effectiveness. These trials are the final stages of a careful
research process that tests new approaches to screening.
Mammography and Pap tests are examples of screening
tests that were validated using clinical trials. Screening
clinical trials can include laboratory tests, such as a

One example of a screening clinical trial that has
enrolled participants across the nation is the National
Lung Screening Trial (NLST), sponsored by the
National Cancer Institute. Launched in 2002, this trial
compares two ways of detecting lung cancer before it
causes symptoms, by using chest X-rays or by using
spiral CT scans. So far, neither method has been shown
to reduce a person’s chance of dying from lung cancer,
but this is the first trial that looks at the value of the
two methods when compared with each other. By
February 2004, the trial had reached its full enrollment:
50,000 current or former smokers had joined NLST at
more than 30 sites across the country.27 Information
about federally sponsored screening clinical trials is
available at http://www.cancer.gov/clinicaltrials.
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The Department of State Health Services, with funds
from the CDC, operates the statewide Breast and
Cervical Cancer Control Program (BCCCP), one of the
largest statewide cancer screening programs in the
nation. In Fiscal Year 2005, the program funded breast
and/or cervical cancer education, screening, and
diagnostic services at over 300 clinic sites. The program
serves women who are at or below 200 percent of the
federal poverty level and meet the age requirements.
Although about 20,000 women are served annually, the
Department of State Health Services estimates that
these services reach less than 3 percent of the eligible
women in Texas.

check of blood or urine; genetic tests; or imaging tests,
such as X-rays or computerized tomography (CT) scan,
also known as computer axial tomography (CAT) scan.
These trials can lead to improvements in finding cancers
early, when they are more treatable. The screenings
being tested also are often offered at no charge or at a
low cost to trial participants.

Objective A - Increase Appropriate
Utilization Of Effective Cancer
Screening Services
Strategy 1: Promote public awareness of cancer
risk factors.

Action Steps:
a. Identify and address sources of public confusion
regarding risk.
b. Develop culturally competent and linguistically
appropriate key messages regarding cancer risk factors.
c. Increase public awareness, through effective cultural
and linguistic channels, about modifiable risk factors.
d. Educate the public regarding the relationship
between family medical history and the relative risk
of developing various types of cancer, particularly
among high-risk populations.
e. Utilize comprehensive campaign techniques to
disseminate messages.
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Strategy 2: Increase public knowledge of
evidence-based recommendations for screening
and detection services.

Action Steps:
a. Identify and address sources of public confusion
regarding screening recommendations.
b. Support community-driven efforts to increase
knowledge of cancer screening and detection services.
c. Support a common methodology for the ongoing
assessment of community screening education
resources.
d. Develop, implement, disseminate, and evaluate
cancer screening educational programs, with
particular focus on reaching underserved
populations and health care professionals.
e. Disseminate information to the public on current
cancer screening guidelines, using comprehensive
campaign techniques through effective cultural and
linguistic channels.
f. Promote public awareness about the importance of
prompt and appropriate follow-up diagnostic exams
and the need for subsequent ongoing care when
abnormalities are detected.

Strategy 3: Assess availability of cancer
screening and early detection services and
address identified gaps.

Action Steps:
a. Assess, by specific demographic and geographic
groups, the extent to which Texans utilize services.
b. Develop and support an inventory of services by
type, cost, location, and eligibility criteria.
c. Promote collaboration to expand utilization of
existing community programs to address gaps.
d. Encourage the availability of cancer screening and
diagnostic services through local clinics, hospitals,
health facilities, and other community health
organizations.
e. Encourage the recruitment of primary care
professionals, including advanced nurse
practitioners and physician assistants with cancer
early detection and screening knowledge in
underserved areas.
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f. Encourage the use of nurses and allied health
professionals for cancer screening.
g. Encourage private-sector involvement in providing
cancer screening services in local communities and
worksites.

Strategy 4: Identify and address barriers to
cancer screening and detection services.

Action Steps:
a. Support the development of innovative programs
addressing barriers to cancer screening services.
b. Provide communities with resources to assist them
in identifying and addressing barriers and
increasing screening and detection services.
c. Develop and implement a survey for community
members and health care professionals to assess
local barriers.
d. Develop or utilize existing community networks to
increase screening and detection services.
e. Educate benefit managers about the need for health
insurance policies and managed care plans to cover
cancer screening and diagnostic services.
f. Promote policies that increase the availability and
use of cancer screening and early detection services.
g. Encourage the development of risk assessment
models that address diverse populations.
h. Identify and disseminate existing culturally relevant,
evidence-based cancer screening programs.
i. Assist communities in pursuing resources for
funding cancer screening services.

Strategy 5: Increase public awareness of and
participation in cancer screening clinical trials.

Action Steps:
a. Increase public awareness about clinical trials
through effective cultural and linguistic channels.
b. Develop strong relationships between the public,
the research community, and diverse communities
to increase knowledge of and participation in
clinical trials.

d. Develop culturally relevant and linguistically
appropriate messages regarding clinical trials.
e. Develop and maintain a centralized clearinghouse
for accessing information on clinical trials available
in Texas.
f. Encourage the inclusion of all clinical trials in registries.
g. Support programs targeting private-sector health care
professionals to promote enrollment in clinical trials.
h. Promote access to clinical trials to a broad cross
section of Texas communities.
i. Encourage health benefit plans to provide access to
available clinical trials through ACOS- or NCIapproved facilities.
j. Offer clinical trials in health benefit plans to
eliminate cost as a barrier.
k. Increase funders’ and health care professionals’
awareness of barriers to participation, particularly
for underrepresented populations.
l. Support efforts to reduce financial barriers to
participation in clinical trials.

Objective B - Increase Access To, And
Appropriate Utilization Of, Cancer
Diagnostic, Treatment, And Support
Services
Rural Texas
Although Texas’s cancer treatment facilities and
specialists are some of the premier cancer resources in
the world, they are highly centralized. The major
cancer treatment facilities are concentrated in urban
counties. As of May 2004, nearly three-quarters of the
physicians who reported specialties in oncology to the
Texas Cancer Data Center were located in five urban
counties. In a state of more than 260,000 square miles,
this concentration leaves many Texans without access
to nearby cancer services.
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c. Encourage funders and researchers to provide an
effective communication plan to increase
recruitment for trials, especially among disparity
populations.

In July 1996, 67 rural counties in Texas had two or less
practicing primary care physicians (24 of those counties
had no physicians at all). More than half of Texas’s 254
counties are designated primary care Health Professional
Shortage areas, which are areas with less than one
primary care physician per 3,500 people. There also is a
shortage of advanced practice nurses and physician
assistants, who make up an integral part of primary care
in rural Texas. Texas must continue to encourage health
care professionals to practice in rural areas of the state.
A 1995 study by the Department of State Health
Services found that Texans with cancer who live in
rural areas were more likely to have their cancers
diagnosed at later, more invasive stages of the disease.28
More than 75 percent of Texas’s 254 counties are rural,
and nearly half of those rural counties had fewer than
10,000 residents in 1996.29 Additionally, rural Texans
tend to be older, slightly poorer, and have a greater
dependence on public financing for health services
than the average Texan. Eighteen percent of rural
Texans were uninsured in 1993.30
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Cancer Information

Financial Barriers

Cancer patients in Texas need to be able to identify
care and support services available to them. There are
several statewide services that provide this information
free of charge to cancer patients and their families.

Low-income and medically underserved families often
have no primary care physician. Their first point-ofcontact with health care professionals is at the hospital
emergency room. They have no established relationship
with a health care professional who can ensure that they
receive appropriate diagnostic and treatment services.

■ Cancer Information Service
The National Cancer Institute’s Cancer Information
Service (CIS) is a national resource for information and
education about cancer. The University of Texas M. D.
Anderson Cancer Center operates the South Central
Region office that serves Texas and Oklahoma. The CIS
is a leader in helping people become active participants
in their own health care by providing the latest and
most accurate cancer information to patients and their
families, the public, and health professionals by talking
with people one-on-one through the 1-800-4-CANCER
line, through the Internet at www.cancer.gov, working
with organizations to meet the cancer information
needs of minority and medically underserved groups,
and participating in research efforts to find the best
ways to help people adopt healthier behaviors.
■ American Cancer Society, Texas Division
American Cancer Society (ACS) has local offices in 24
Texas cities. Updated cancer prevention, early detection,
clinical trials, and patient services information is
available in English and Spanish by calling 1-800-ACS2345 or via the Web at www.cancer.org. The Cancer
Survivors Network also is available through the ACS Web
site, or directly through www.acscsn.com to connect
cancer patients, family members, caregivers, and friends
to discussion groups and chats, prerecorded personal
stories, and suggested books, articles, Web sites, support
groups, and organizations.
■ Texas Cancer Data Center
The Texas Cancer Data Center (TCDC) provides
information on health professionals, health facilities,
demographics and statistics, and community
resources via the Internet at no charge. TCDC is an
information service, funded by the Texas Cancer
Council and The University of Texas M. D. Anderson
Cancer Center, dedicated to empowering Texans with
the knowledge needed to reduce the human and
economic impact of cancer. TCDC databases are
accessible at www.txcancer.org.
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Payment barriers also exist that deter people from
obtaining appropriate cancer screening, diagnosis, and
treatment. These include:
■ Lack of health insurance, or having insurance that does
not cover cancer prevention education or screening
■ Insufficient financial resources for cancer
prevention and screening services
■ Insufficient financial resources to meet the
deductible amounts for insurance policies
■ Having an insurance policy that prohibits coverage
for preexisting conditions, such as cancer31
In 2002, more than five million Texans were uninsured,
causing Texas to have the highest rate (25 percent)
nationally of uninsured residents of any state; 15
percent of the population was uninsured. More than 40
percent of all Hispanics in Texas were uninsured and
25 percent of African-Americans.32 Additionally, 22
percent of children under 18 were uninsured in Texas
in 2002, well above the national average of 12 percent.
Poverty also is an issue. In 2002, Texas had more than 4
million residents, or 20 percent of the population,
living below the poverty level. Of those Texans who
lived below the federal poverty level, 49 percent were
uninsured, compared to the national rate of 37 percent.
Almost 2 million nonelderly Texans who lived below
the poverty level in 2002 were uninsured. Nearly 44
percent of unemployed Texans were uninsured in 2002,
which is significantly higher than the national rate of
30 percent. More than one-fifth of all employed Texans
(24 percent) did not have any health insurance in 2002.
Cost is an additional barrier that prevents Texans from
obtaining necessary services when screening services are
not completely covered.33 For example, a screening
mammogram typically costs between $100 and $150, and
while private insurance coverage for screening
mammography is mandated by law, it is usually still
subject to the same dollar limits, deductibles, and
coinsurance provisions as other radiologic exams.
Medicare pays 80 percent of the cost of a screening

mammogram each year for beneficiaries aged 40 and
older, and beneficiaries are responsible for a 20 percent
co-pay.34

Societal Barriers
Apart from issues of insurance status and cost, access
to health care is difficult for many Texans. The major
barriers that deter many people from receiving
essential services are those that are structural, which
include a lack of health care professionals, organization
of the health care system, and transportation to
services; and personal barriers, such as culture,
language, and ethnicity, provider attitudes, and lack of
social support.35 Among the structural barriers are the
length of time patients must wait to get appointments
and the lack of convenient clinic hours. Patients who
use public clinics and hospital clinics for care often
experience long office waiting times, limited clinic
hours, and long lead times for appointments.36
Transportation barriers faced by Texans with cancer
include the distance to the treatment center, access to
a vehicle, and having someone to drive the patient to
care. Hispanics and African-American Texans with
cancer perceive transportation to be a barrier to
treatment more often than do whites.37

Psychosocial & Support Services
Cancer patients and their families face a wide range of
psychosocial and emotional issues during diagnosis,
treatment, and follow-up care. A cancer diagnosis is

A national survey of cancer patients, which included
input from Texans, found that the services deemed of
highest importance were: basic information about
cancer, one reliable place for cancer information,
guidance and support through the health care system,
financial and insurance guidance, written information
on how to cope with cancer, emotional support for
family members, guidance to local resources for cancer
patients, and support groups of patients and family
members.38 A full range of psychosocial and supportive
services is only sporadically available throughout Texas,
primarily in major urban centers and even there
patient resource services are limited. Texans with
limited English-speaking abilities or limited financial
resources who reside in rural areas of the state have th
greatest difficulty accessing appropriate psychosocial
and supportive services.
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very distressing and usually leads to fear, anxiety, anger,
and depression, and cancer treatment can result in side
effects, such as loss of physical functioning, stamina,
and appetite. The ability of health care professionals to
interact empathically with patients and their families
also affects the way in which people cope with cancer,
and for that reason, doctors may need special training
that covers how to discuss the diagnosis and the
emotions caused by the diagnosis.

Informed Decision Making
Given advances in oncology, physicians and patients
face an increasing number of complex choices
regarding prevention, diagnosis, and treatment.
Because many reasonable options exist, each of which
may have a different profile of benefit, risk, and cost,
physicians need to understand what a patient’s
preferences are. Before patients can make those
decisions, they need to understand the strengths,
limitations, risks, costs, and expected outcomes
associated with a procedure. To help facilitate these
communications, researchers are now studying the use
of “shared decision making,” or “informed decision
making” in which patients are involved as active
partners with the clinician in clarifying acceptable
options and in choosing a course of care.39
Research has shown that greater patient involvement
in decision making can have an impact on decisions
about the value of screening. Several studies have
shown that informed decision making resulted in small
decreases in prostate cancer screening, as well as small
increases in breast and colorectal screening.40 Those
Texas Cancer Plan 2005
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who study informed decision making stress that these
interventions need to be sensitive to patients of lower
socioeconomic class and literacy, as well as to cultural
concerns. For example, a study that examined the way
that information about prostate cancer screening was
delivered to different racial and ethnic groups found
cultural differences in how different groups wanted
information presented to them, as well as in their
attitudes toward the physician-patient relationship,
screening in general, and informed decision making.41
Researchers are also studying the use of “decision aids”
to help health care professionals and patients make
shared decisions. They have found that different kinds
of decision aids generally appear successful in better
informing patients about their treatment options than
“usual care” does.42 Health decision aids can take many
forms. The most common are combinations of written
and oral information (including audiotapes), personal
counseling (sometimes supplemented by a decision
board), videotapes, and interactive, computer-driven
multimedia programs. These aids are meant to
supplement, not replace, the traditional process of
patient counseling by clinicians, and incorporating
them into office practice remains a formidable
challenge, according to researchers.43

NCI-Designated Cancer Centers
The National Cancer Institute has a Cancer Centers
Program that supports major academic and research
institutions throughout the United States to sustain
broad-based, coordinated, interdisciplinary programs
in cancer research. These institutions are characterized
by scientific excellence and capability to integrate a
diversity of research approaches to focus on the
problem of cancer and are awarded a Cancer Center
Support Grant. Each institution receiving a CCSG
award is recognized as an NCI-designated Cancer
Center. There are three types of cancer centers, based
on the degree of specialization of their research
activities, from generic cancer centers to the
comprehensive cancer centers that integrate strong
basic, clinical, and prevention, control, and population
sciences. Texas has two NCI-designated cancer centers:
the San Antonio Cancer Institute and The University of
Texas M. D. Anderson Cancer Center. Both have
achieved Comprehensive Cancer Center status.
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Clinical Trials
Research studies on human patients to test the safety
and effectiveness of new treatments are the basis of
increasingly beneficial cancer care. These trials offer
patients access to new and potentially life-saving drugs
and cures. For cancer patients, properly designed and
conducted clinical trials represent an important
therapeutic option, as well as a critical means of
advancing medical knowledge.44
For example, in 2001, there were more than 402
different cancer drugs in cancer trials, according to the
Pharmaceutical Research and Manufacturers of
America.45 For about 100 of these drugs, the NCI was
sponsoring, or conducting trials in conjunction with
drug companies. The NCI also conducts its own
research through an extended network of physicians
and institutions (the Clinical Trials Cooperative
Groups) that work together. This network also includes
about 7,000 patients enrolled through the Community
Clinical Oncology Program, or CCOP, which is a
network of 50 central offices in 30 states that provides
the infrastructure to link community cancer specialists
and primary care physicians with the Cooperative
Groups. It also includes patients enrolled through
minority-based CCOPs. Texas participates in both the
CCOP and minority-based CCOP networks.
Even though more than 25,000 cancer patients enrolled
annually in an NCI treatment trial from 1997 to 2001,46
that represents only 2-3 percent of eligible adult patients.
Lack of insurance coverage is a barrier to patients who
might otherwise participate. Sixty percent of patients in
one survey cited fear of insurance denial as a major
reason for not participating in clinical trials, but a recent
study found only a slight increase in treatment costs for
adult clinical-trial patients compared to nonparticipants,
$35,418 versus $33,248.47
When a patient enrolls in a clinical trial, the costs of
tests, procedures, drugs, and any research activity
directly associated with the investigation are typically
covered by the group sponsoring the trial, such as a
pharmaceutical company or the NCI. However, because
some health plans define clinical trials as
“experimental” or “investigational,” health insurance
coverage may or may not include some or all of the
costs of “routine patient care,” such as the doctor
visits, hospital stays, tests, and X-rays, that patients
would normally have whether or not they are enrolled
in a trial. Nevertheless, a growing number of states

Objective B - Increase Access To, And
Appropriate Utilization Of, Cancer
Diagnostic, Treatment, And Support
Services
Strategy 1: Increase knowledge of cancer
diagnostic, treatment, and support services.

Action Steps:
a. Increase public awareness through effective cultural
and linguistic channels about current evidencebased cancer diagnostic services, treatment, and
support services.
b. Support community-driven efforts to increase public
knowledge about diagnostic, treatment, and support
services and facilities.
c. Encourage hospitals and agencies to publicize the
availability of free or low-cost services.
d. Promote programs that address evidence-based
cancer diagnostic, treatment, and support services.

Strategy 2: Assess the availability and use of cancer
diagnostic, treatment, and support services.

Action Steps:
a. Inventory existing resources, including their
geographic distribution, to assess need for
development of additional programs.
b. Assess use of available services by specific
demographic and geographic groups.
c. Support programs targeting health care
professionals in medically underserved areas to
provide patient education materials related to
treatment and support services.

d. Promote policies that will provide for diagnostic,
treatment, and support services for all Texans.

Strategy 3: Identify and address access barriers to
cancer diagnostic, treatment, and support services.

Action Steps:
a. Promote collaboration of organizations addressing
access barriers, particularly those for the underserved.
b. Support programs that address barriers to screening,
diagnostic, and treatment services, especially in
uninsured and underinsured populations.
c. Develop and utilize existing networks of community
organizations to increase access to services.
d. Develop mechanisms to evaluate community
progress on current activities and programs that
address cancer diagnostic, treatment, and support
services.
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have passed legislation or instituted special
agreements requiring health plans to pay the cost of
the routine medical care a patient receives as a
participant in a clinical trial. By fall 2004, 19 states had
enacted laws regarding clinical trials, according to the
National Conference of State Legislatures, but that list
did not include Texas. Lack of such coverage is a
significant barrier to many patients who might
otherwise enroll in a trial.

e. Advocate for community groups to support
increased funding for the uninsured and
underserved populations within public hospitals.
f. Provide communities with resources to assist them
in identifying barriers and developing action plans.

Strategy 4: Facilitate informed decision making
regarding cancer diagnostic, treatment, and
support services.

Action Steps:
a. Assess the use of informed decision-making
practices among and between diverse populations.
b. Identify, develop, and evaluate new channels for
delivery of information to promote informed
decision making.
c. Develop culturally competent and linguistically
appropriate materials at various educational levels
to enable informed decision making.
d. Educate health care professionals regarding
informed decision-making practices among diverse
populations.
e. Support inclusion of caregivers and others in the
informed decision-making process as appropriate.
f. Promote the use of resources by health care
professionals to enhance informed decision making.
Texas Cancer Plan 2005
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g. Support programs to assist patients in becoming
advocates for their own health.
h. Encourage utilization of psychological and social support
services and resources from the time of diagnosis.

Strategy 5: Increase public awareness of and
participation in cancer diagnostic, treatment,
and support service clinical trials.

Action Steps:
a. Increase public awareness about clinical trials
through effective cultural and linguistic channels.
b. Encourage the development of community-level
resources to promote public awareness and
participation in clinical trials.
c. Collaborate with community leaders to promote
public education to encourage participation in
clinical trials.
d. Develop strong relationships between the public, the
research community, and diverse communities to
increase knowledge of and participation in clinical
trials.
e. Advocate for funders and researchers to include
support for an effective communication plan to aid
in the recruitment for trials.
f. Develop culturally competent and linguistically
appropriate messages regarding clinical trials.
g. Develop and maintain a centralized clearinghouse
for accessing information on clinical trials available
in Texas.
h. Support programs targeting private-sector health care
professionals to promote enrollment in clinical trials.
i. Promote access to clinical trials to a broad cross
section of Texas communities.
j. Encourage health benefit plans to provide access to
available clinical trials through ACOS- or NCIapproved facilities.
k. Support effort to reduce financial barriers to
participation in clinical trials.
l. Offer clinical trials in health benefit plans to
eliminate cost as a barrier.
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m.Increase funders’ and health care professionals’
awareness of barriers to participation, particularly
for underrepresented populations.
n. Encourage the inclusion of all clinical trials in registries.

Objective C- Enhance Quality Of Cancer
Screening, Diagnostic Treatment, And
Support Services
Quality Assurance
Many cancer patients may be getting the wrong care,
too little care, or too much care in the form of
unnecessary procedures. The quality of cancer care is a
major national concern, according to the National
Cancer Institute. Evidence suggests that some patients
with cancer do not receive the newer, more effective
treatments, and in some cases, uncertainty exists
about what constitutes optimal care.48 The American
Society of Clinical Oncologists says there is a concern
that with rapid changes in the health care industry,
cost-cutting measures may result in substandard care
for the 1.3 million Americans in whom cancer is newly
diagnosed each year.49
In 1999, the Institute of Medicine’s National Cancer
Policy Board issued a report that suggested many
people with cancer are not receiving care known to be
effective for their disease, a problem the board said is
significant, but it noted that little data exist to
determine its true extent.50 To help define the issue,
government agencies and organizations are actively
defining what “quality” cancer care is, and they are
checking to see if Americans are benefiting from it. For
example, the President’s Cancer Panel has held
meetings across the country to explore why all
Americans do not receive the best cancer care.51
Comprehensive research programs are underway that,

The American Society of Clinical
Oncologists says there is a concern that
with rapid changes in the health care
industry, cost-cutting measures may
result in substandard care for the 1.3
million Americans in whom cancer is
newly diagnosed each year.

Comprehensive research programs are
underway that are, among other goals,
aimed at defining a core set of cancer
outcome measures, and investigating
whether therapies found to be effective
in clinical trials are being offered to
patients in community clinics.
among other goals, are aimed at defining a core set of
cancer outcome measures and investigating whether
therapies found to be effective in clinical trials are
being offered to patients in community clinics.52
Cancer screening also is subject to lapses in quality.
Questionable results, such as from a mammogram or
Pap smear, can be worse than no screening at all. High
rates of false-positive reports can result in the need for
follow-up diagnostic tests that are expensive,
unnecessary, and cause needless anxiety. False-negative
reports can result in delayed diagnosis and treatment.
Therefore, quality assurance is important in all
programs of cancer screening and diagnosis, especially
in the interpretation and reporting of the tests.
Some screening services, such as mammography, are
subject to both state and federal regulation. For
example, the Mammography Quality Standards Act
(MQSA) of 1992 ensures that mammograms are safe
and reliable by requiring all mammography facilities to
be accredited by the Food and Drug Administration
(FDA). The technologists who take the mammogram,
the radiologist who interprets the X-ray, and the

One method for ensuring quality care is to seek approval
by the American College of Surgeons (ACOS), through
its Commission on Cancer (CoC) Approvals Program. It
encourages hospitals, treatment centers, and other
facilities to improve their quality of patient care through
various cancer-related programs, including those
concerned with prevention, early diagnosis,
pretreatment evaluation, staging, optimal treatment,
rehabilitation, surveillance for recurrent disease,
support services, and end-of-life care. Approved cancer
programs at these hospitals offer a full range of medical
services along with a multidisciplinary team approach to
patient care. Approximately 80 percent of all newly
diagnosed cancer patients are treated in CoC-approved
cancer programs. As of 2003, Texas had 70 of these
facilities,55 ranking it sixth in number of approved
programs. The database of ACOS approved programs
can be accessed at www.facs.org/cancer.
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medical physicist who tests the equipment must all
meet FDA standards.53 Texas law 54 further requires
that each mammography system be certified by the
Department of State Health Services and that
certifications be renewed annually. The Department of
State Health Services also inspects each
mammography system at least once annually.

Promoting Best Practices
Texas has many excellent health education, research,
and treatment facilities, as well as countless
community organizations and individuals who are
committed to ensuring that all Texans have access to
quality health care services. The geographic vastness of
Texas, however, presents a difficult challenge for
communication regarding effective program models.
As of 2004, there are 24 state planning regions and 11
health and human service regions within Texas that
divide the state into groups of counties by which health
resources are distributed and programs are planned. The
regions also are the basis for assessing the geographic
adequacy of facilities, providers, and cancer services.
They also can serve as a conduit by which to share best
cancer practices. For example, cancer centers, such as
The University of Texas M. D. Anderson Cancer Center,
have established networks and agreements with
physicians and hospitals to provide cancer treatment,
but no formal system of regionalized cancer services or
referrals exists throughout the state. Networking with
the freestanding cancer treatment centers that exist
around the state could give cancer patients the ability to
Texas Cancer Plan 2005
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remain within their communities, while receiving the
best standard of care. Such coordination and
cooperation can eliminate unnecessary duplication of
effort or, conversely, insufficient attention to ongoing
education and service delivery problems.

Objective C- Enhance Quality Of Cancer
Screening, Diagnostic Treatment, And
Support Services
Strategy 1: Ensure that cancer screening,
diagnostic, and treatment facilities meet
established standards and are accredited by
appropriate accrediting organizations.

Action Steps:
a. Assess the availability of and identify gaps in,
accredited diagnostic and treatment facilities for
the state of Texas, particularly in medically
underserved areas.
b. Collaborate with accrediting organizations to
develop consistent guidelines.
c. Develop technical assistance and continuing
education programs to allow facilities to meet
established quality assurance standards.

Strategy 2: Increase the number of hospitals
and cancer facilities with core components
required by the American College of Surgeons
(ACOS) for approval as a Community Hospital
Cancer Program.

Action Steps:
a. Promote benefits of having ACOS programs through
ACOS state chairs.
b. Encourage self-evaluation of cancer programs for
limitations, best practices, and opportunities for
better care.
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c. Encourage cancer programs in each state planning
region to adopt ACOS core components.
d. Provide technical assistance and identify resources
to assist hospitals and cancer facilities seeking and
maintaining approval as an ACOS Community
Cancer Care Program, particularly those in
medically underserved areas.
e. Encourage hospital medical staff to establish cancer
committees by providing information on the
organization, operation, and benefits of cancer
committee review of cancer care in hospitals.
f. Promote use of mentor facilities.

Strategy 3: Promote best practices in cancer
screening, diagnostic, treatment, and support
services.

Action Steps:
a. Encourage the adoption and use of clinical cancer
planning committees to determine the best course
of treatment based on a patient’s diagnosis, stage,
and health status.
b. Promote programs addressing patient safety related
to cancer screening, diagnostic, treatment, and
support services.
c. Encourage continued emphasis on appropriate use
of pain management in the delivery of health care.
d. Promote the use of appropriate diagnostic techniques
to adequately diagnose and stage cancer patients.

GOAL III: PROFESSIONAL EDUCATION & PRACTICE

Objective A - Enhance Health Care
Professionals’ Knowledge, Skills, And
Practices Regarding Cancer Prevention,
Early Detection, Treatment, Support
Services, And Survivorship
Simply put, health care professionals are the front line in
the war against cancer. Their critical role is helping
people prevent cancer development through risk
reduction and detection of cancer at an earlier, more
treatable stage with appropriate screening. Studies have
highlighted, for example, how important a physician’s
recommendation for cancer screening is to a person’s
decision to obtain it. People who agreed to be screened
for colorectal cancer said that their physician’s advice
was a powerful motivator, especially when they were told
how important the test was and that they should not be
embarrassed about receiving the exam.1 Other studies
have shown that the primary care physician is in a
crucial position to facilitate mammography referral of
women older than 50, and that encouraging the
screening while addressing patients’ concerns about the
procedure can have a beneficial impact on whether
women seek mammography.2 Incorporating screening
into routine office care is one way to encourage other
screening procedures. For example, researchers have
found that women who received routine screenings such

Because health care professionals —
physicians, nurses, nurse practitioners,
physician assistants, dentists, dental
hygienists, and dietitians — are often the
primary source of information that Texans
have about cancer risks and screening,
they must be well-trained, active players
in cancer prevention and control.

as a Pap smear or clinical breast examination are far
more likely to receive a mammogram as well.3
Because health care professionals — physicians, nurses,
nurse practitioners, physician assistants, dentists, dental
hygienists, and dietitians — are often the primary source
of information that Texans have about cancer risks and
screening, they must be well-trained, active players in
cancer prevention and control. They must be motivated
and have local service capabilities to put screening
guidelines into practice. Health care professionals also
need easy access to cancer education, such as through the
Internet, teleconferencing, and interactive educational
software. These media also are especially valuable in
providing continuing education for health care
professionals who reside in rural communities or who
have difficulty taking time away from their solo practices.
The Internet and educational interactive software are
practical methods of obtaining cancer information, since
they can be accessed anytime. Teleconferencing allows for
larger groups of individuals to obtain the information and
to interact simultaneously. Texas Tech University Health
Sciences Center, through its HealthNet and other services,
has been a leader in providing continuing education for
rural hospitals and providers through teleconferencing.
Providing workshops in rural areas also has been shown
to be an effective method of reaching health care
professionals in those rural areas.
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Texas health care professionals will have up-todate knowledge and skills about cancer
prevention and control and will use them to
provide quality prevention, education, screening,
diagnostic, treatment, and support services.

Improving Prevention, Screening, & Early
Detection
Since 1980, the American Cancer Society has
recommended a cancer-related checkup every three
years for individuals aged 20 to 39, and annually for
individuals aged 40 and older. In the past, it was likely
assumed that routine checkups would be an
opportunity to include case-finding examinations and
discussions with patients that were specific to cancer.
However, as recommendations for routine checkups
have been replaced by recommendations that apply to
specific conditions (including cancer screening) and
populations, in 2003 the ACS said it has become less
clear how often these general health checkups should
be scheduled.4 The organization also said it makes very
little sense for a cancer-related checkup to take place
as a separate visit apart from other preventive health
measures and counseling relevant to cancer. Thus, the
Texas Cancer Plan 2005
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Despite the availability of national
guidelines for the early detection of
cancer, health care professionals do not
routinely incorporate the guidelines into
their daily practices.
ACS updated its guidelines to recommend that the
cancer-related checkup occur on the occasion of a
general, periodic health examination, rather than as a
stand-alone exam done at a specific interval based on
an individual’s age.5
Despite the availability of national guidelines for the
early detection of cancer, health care professionals do
not routinely incorporate the guidelines into their daily
practices.6 When medical charts are reviewed, there
often are discrepancies in physician self-reports and
actual prevention practices. Adherence to cancer
prevention and screening guidelines is not routine,
especially for individuals at high risk for cancer.
Furthermore, some physicians prefer one set of
guidelines to another, or may not follow any standard
at all. A study that looked at the guideline preferences
of internists and family physicians in Tennessee found
that most of the physicians report using ACS screening
guidelines and they rate these cancer screening
practices as good or very good.7 Other physicians are
unaware of screening guidelines and thus recommend
such tests inappropriately.
A study of physicians located in urban inner-cities found
that physicians polled were knowledgeable about national
guidelines for preventive care and were less likely to
counsel on smoking cessation and advise diet
modifications.8 Furthermore, a significant proportion of
these physicians suggested lung and prostate cancer
screening tests that were inconsistent with national
recommendations. Cancer education, however, can help
keep physicians informed and change attitudes.9 Some
physicians apparently approach screening based on their
own biases to the benefit or detriment of their patients.
One study found that recommendations for
mammography differed significantly based on a
physician’s age and sex.10 Another found that patients of
female physicians were found to have higher rates of
breast and cervical cancer screening.11 Studies also show
that people who receive a clinician’s recommendation
for cancer screening are more likely to be screened than
those who do not receive a recommendation.12 And the

52

Texas Cancer Plan 2005

strongest determinant of receiving preventive services is
having a periodic health examination by a primary care
physician, researchers have determined.13 Counseling by
physicians can be a direct way to accurately inform
patients about cancer prevention, and is, therefore,
highly desirable.
Providing prevention counseling that addresses social
factors relevant to working-class, multiethnic
populations offers the best chance that people will
comply with screening recommendations. A recent
study of more than 1,000 people who participated in a
“Healthy Directions-Health Centers” program,
conducted by the Harvard Cancer Prevention Project,
found that considering social “contextual” factors, or
the social norms, in addition to health behaviors in
counseling, resulted in success in reaching people who
are traditionally unlikely to be screened.14 Clinicians
who tell patients how to behave in reducing cancer
risks are much less successful than those who partner
with a health advisor to create a “safety net” for
patients, the researchers found. These advisors tailor
their messages and materials to the patient, and also
provide help in facilitating appointments, such as
providing “reminder” phone calls, flexible scheduling,
and assistance with transportation.
According to the American Cancer Society,15 the best
approach to improving rates of cancer screening uses a
systems strategy that includes:
■ Implementation of centralized or office-based
systems, including computer-based reminder calls,
to assist clinicians in screening, managing referrals,
and follow-up examinations
■ Using a variety of strategies to tell patients about the
importance of cancer screening
■ Providing assistance to clinicians in how they
counsel their patients about screening
■ Ensuring that a health care system can deliver highquality and timely cancer screenings
Some of the common reasons cited for health care
professionals’ failure to routinely take preventive care
steps with their patients are: education, training, and
skills; discrepancies in protocols for cancer screening;
personal health habits, beliefs, and perceptions;
forgetfulness; and time and reimbursement
constraints.16 A national survey that looked at the
colorectal cancer screening practices of more than
1,200 primary care physicians found, for example, that
awareness of the need for such screening was high

among these physicians, but “knowledge gaps” about
the timing and frequency of the tests were common.17
Primary care physicians are being asked to do more than
ever before in providing comprehensive care to their
patients. Consequently, continuing education for primary
care physicians is becoming increasingly important, as is
finding innovative, time-efficient ways of providing
education resources to them. Specialists who do not
consider themselves primary care physicians also need to
be aware of general cancer screening guidelines when
treating older individuals with chronic conditions,
because these patients often visit specialists much more
frequently than primary care physicians. It is important
for all Texas health care professionals to be up-to-date
and supportive of cancer screening guidelines.

Telemedicine
Telemedicine enables rural health practitioners to
conduct live consultations with specialists in medical
centers through the use of interactive audiovisual links.
The services provided by telemedicine are as diverse as
interactive video consultations, teleradiology, data
services for rural hospitals, health care consultations
for prisons, continuing education of health care
professionals, including those in rural hospitals, and
the training of emergency service personnel.
In late 2001, Medicare coverage was extended to a wide
range of telemedicine services and providers, allowing
for medical visits, consultations, mental health services,
and pharmacologic monitoring of patients living in rural
areas. Payment to providers is now at a rate similar to
that paid without the use of telemedicine.18

State-of-the-Science Debates
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Some of the common reasons cited for
health care professionals’ failure to
routinely take preventive care steps with
their patients are: education, training,
and skills; discrepancies in protocols for
cancer screening; personal health habits,
beliefs, and perceptions; forgetfulness;
and time and reimbursement constraints.

Lack of a consensus within the medical and scientific
communities about risk factor information, screening
guidelines, and treatment methods affects medical care
decisions. National debates, especially between leading
oncology groups and federal health agencies, lead to
confusion about which interventions should be taken
for specific patient populations. For example, many
groups disagree with some of the more conservative
recommendations made by the U.S. Preventive Services
Task Force, which bases its recommendations on
evidence obtained mainly from randomized clinical
trials. Many physicians noted the efficacy of flexible
sigmoidoscopy in their private practices or read about
it in the literature submitted by their peers and
instituted that screening tool for colorectal cancer into
their practice. Conversely, the U.S. Preventive Services
Task Force did not recommend flexible sigmoidoscopy
as a screening tool in their 1989 screening
recommendations. In 1996, however, after more
scientific evidence was available, the Task Force
amended their recommendations to include flexible
sigmoidoscopy. Such controversies about screening
guidelines underscore the importance of keeping
health care professionals up-to-date on scientific
studies, debates, and practice guidelines.

Training & Resource Needs

Artist’s rendering of POEP’s impact on cancer.

Increased training can enhance a physician’s desire,
ability, and effectiveness in implementing screening
guidelines that will improve cancer prevention efforts.
For example, training helps health care professionals
Texas Cancer Plan 2005
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providing services to low-income and medically
underserved families understand that these Texans
often do not go to a health care provider unless they
are feeling ill. Therefore, physicians should be
especially attentive in assessing and educating
individuals about cancer risks and facilitating access to
screening services before symptoms appear.
Additionally, health care professionals need to be aware
of patient education resources that are available at no
cost and are appropriately tailored for their patient
populations. Patient education resources are available
from multiple sources, such as professional associations,
volunteer health agencies, and government agencies;
however, health care professionals may not know which
materials are best suited for their patients or how to
obtain them.
Health care professionals also should understand what
constitutes good communication techniques, since
poor communication can increase patients’ anxiety,
lead to poor compliance, and result in incomplete or
inadequate treatment.19 It is the health care
professional’s responsibility to give patients a
conceptual framework for understanding the disease
and for making treatment decisions. It also is crucial
that health care professionals be sensitive to the social
support needs of patients and knowledgeable about
resources that can assist patients and their families.
The communication that takes place between health
care professionals and patients is important in that it
affects the degree to which patients are active partners
in their treatment. Taking the time to discuss a
patient’s concerns may influence whether or not the
patient accepts the physician’s recommendations.
Being empathetic to patients, for example, can improve
the doctor-patient relationship.20 Patients are positively
influenced when their physicians communicate, with
conviction, that a specific intervention is important
and necessary.21

Health care professionals should also
understand what constitutes good
communication techniques, since poor
communication can increase patients’
anxiety, lead to poor compliance, and result
in incomplete or inadequate treatment.
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Additionally, health care professionals need to be aware
that their messages may be received and interpreted
differently, depending on a patient’s cultural
background and educational level. Since Texas is a
multicultural state with immigrant populations that
have diverse nationalities, such differences need to be
included in the teaching of effective communication
techniques. In some cases, for example, health
messages that are illustrated work better than written
communications, especially for patients with lower
literacy skills. One study found that a well-designed,
animated cartoon is more effective in delivering a
message to some patients.22
Communication is a two-way street for everyone involved.
All members of a health care team should feel
comfortable speaking with patients, not just physicians.
Oncology nurses, for example, perceive a need for
advanced communication skills, particularly when taking
care of dying patients.23 Improving communication skills
in patients also can help overcome misunderstandings
with their physicians. An experimental program, dubbed
Consultation Planning, that provided patients with a
printed agenda and a verbal consultation in how to talk
with their doctors resulted in improved satisfaction on
both sides of the exam table.24

Office Management Systems
Like poor communication, poor office management
can create ill-will among patients and can even
contribute to negligence if patients “fall through the
cracks.”25 So it is vital that every office have a system for
tracking test results and referrals, and that the office
then use the system. An efficient office management
system can help overcome barriers to preventive and
early detection services, for example, by using reminder
checklist systems generated by a computer or by
clinical staff, which are placed at the front of a patient’s
chart for review by the health care professional.
One national office management model is Put
Prevention Into Practice (PPIP), launched by the U.S.
Public Health Service in 1994 and transferred to the
Agency for Health Research and Quality (AHRQ) in
1998. The objectives of PPIP are to make tools available
and reduce barriers to facilitate the delivery of clinical
preventive services. Clinician barriers include lack of
skills, orientation, and training in preventive services;
office barriers include clinical settings focused on
illness and not the delivery and follow-up of prevention
services; and patient barriers are related to inadequate

Guidelines for Cancer Care
In order to deliver high-quality health care and support
services, there should be a consensus among specialists
about the management of the common cancers.
Clinical guidelines delineate a multidisciplinary
approach to cancer treatment and enable some
uniformity in the evaluation, treatment, and follow-up
care of cancer patients. A more detailed approach to
patient management includes the development of
clinical pathways that delineate specific medical
interventions, such as drug doses, chemotherapy
regimens, and imaging studies.28
In 1995, many of the most prestigious cancer centers,
including The University of Texas M. D. Anderson
Cancer Center, formed the National Comprehensive
Cancer Network (NCCN). One of the Network’s priorities
is to develop treatment guidelines for the cancers that
represent the majority of malignancies in the United
States. These guidelines are an overview of cancer
treatments, appropriately sequenced for the
management of specific clinical presentations. The
Network’s guideline development process includes
establishment of medical review criteria and a data
collection system to measure guideline compliance and
patient outcomes, such as survival, quality of life, and
length of hospitalization. These guidelines allow for
more realistic estimates of the costs of therapy and
protect providers from the influence that cost
containment might have on treatment planning. Texas’s
health care professionals should promote standardized
guidelines to improve the consistency and the quality of
cancer care for Texans. These guidelines can be found on
the NCCN website at www.nccn.org.

Medical School Curricula
Historically, medical schools have not adequately
prepared physicians in cancer control, and this serious
lack of cancer preparation in Texas medical schools led
to an innovative cancer education program that has
become a national model. In 1990, The University of
Texas Medical Branch at Galveston (UTMB) was
funded by the Texas Cancer Council to identify ways in
which medical schools could collaborate to ensure that
medical students graduate with sufficient knowledge
of, and skills in, cancer prevention and early
detection.29 Deans of eight schools met to discuss the
need for curriculum improvement, and a workgroup
with representatives from each school developed a
collaborative project known as the Cancer Teaching
and Curriculum Enhancement in Undergraduate
Medicine (CATCHUM). The goal of the CATCHUM
Project is to make sure that every medical student in
Texas has an opportunity to become an effective agent
for cancer prevention and control.
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information, motivation, and lack of insurance
coverage for preventive services.26 Because the PPIP
“toolkit” designed to reduce these barriers has been
found to be helpful, but not sufficient to facilitate
substantial change in clinical preventive practice, the
Department of State Health Services altered the
system. The DSHS-PPIP initiative, known as “PPIP
Texas Style!,” refined the PPIP model for use in the field,
specifically in medically underserved communities.
The collaboration created “practice products” that
include training and implementation guides, which are
available through http://www.ahrq.gov. A one-year
review of the program found, among other conclusions,
that PPIP Texas Style! improved rates of assessment of
cancer risk and screening.27

To achieve that goal, CATCHUM reviewed and improved
the cancer prevention curriculum at each school by using
innovative programs, such as patient case studies, as
teaching tools for educating and evaluating clinical skills.
It also developed a standardized instrument to assess the
knowledge of undergraduate medical students about
cancer prevention and screening. This scrutiny of cancer
education led to curricular change and innovation, and in
1995, CATCHUM received a grant from the National
Cancer Institute and is now considered a national model
of how medical schools can work together to improve
cancer prevention curricula.30 Evidence from CATCHUM’s
self-critical examination now shows that students are
performing better on the U.S. Medical Licenser
Examination and on clinical evaluation exercises that test
knowledge and skills of cancer screening and detection.31
Success provided by the CATCHUM Project has spilled
over to other disciplines, where teaching strategies are
currently being assessed.32

The goal of the CATCHUM Project is to
make sure that every medical student in
Texas has an opportunity to become an
effective agent for cancer prevention
and control.
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Other Academic Curricula
CATCHUM has provided a good start, but there is a need
for this type of comprehensive scrutiny and improvement
of the cancer prevention and detection curricula by other
schools for health care professionals. If all health care
professionals are to be knowledgeable and skilled in
prevention and early detection of cancer, cancer
prevention and control issues need to be emphasized in
their respective training programs’ curricula.
For example, the cancer prevention and detection skill
labs that are important tools in Texas medical schools
also should be made available in all nursing and dental
schools. These labs provide educational models for
students using state-of-the-art cancer detection
techniques and diagnostic procedures, such as how to
conduct a flexible sigmoidoscopy. Skills development
programs such as these have the potential to increase
the routine utilization of cancer screening by health
care professionals.
The Nurse Oncology Education Program’s (NOEP)
Academic Education Committee established the Faculty
Training Program (FTP) as a result of NOEP’s 1988 School
of Nursing Curriculum Survey. The curriculum survey
revealed that only 13 of the 64 professional nursing
education programs in Texas had faculty members who
were academically prepared in oncology at the graduate
level. The FTP is a five-day scholarship program that
provides an excellent opportunity for nursing faculty to
gain knowledge and experience in the latest cancer
prevention, screening, and treatment modalities. The goal
of this program is to increase nursing faculty’s oncology
knowledge through both clinical and didactic formats so
that they may educate their students in oncology issues.
The first FTP was held in May 1988 at the Don and Sybil
Harrington Cancer Center in Amarillo. Since 1990, the
faculty and staff at The University of Texas M. D.
Anderson Cancer Center in Houston have conducted the
FTP. From 1990 to 2004, 207 nursing faculty have
attended the FTP.
Undergraduate and graduate schools have the potential
to be valuable sources of continuing education
programs on cancer-related topics for health care
professionals. Central coordination of cancer
education for all Texas universities would increase the
standardization and overall quality of education and
ensure that the same topics were emphasized.
Academic centers, hospitals, and professional
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associations also should be utilized to offer continuing
education classes to practicing health professionals.

Statewide Oncology Education Initiatives
Texas has been a leader in providing health care
professionals with the knowledge and skills necessary
to promote cancer prevention and control. In
partnership with the state medical, nursing, and dental
associations, the Texas Cancer Council has established
statewide collaborative programs to address the cancer
education needs of physicians, nurses, and dentists.
What is unique about these professional education
programs is that they are guided by steering
committees comprised of representatives from a wide
range of academic institutions, disciplines, and
professional associations. Additionally, they have
developed statewide strategic plans to ensure that their
efforts continue to be innovative, collaborative, and
effective in addressing priority needs.
The Physician Oncology Education Program (POEP),
administered by the Texas Medical Association, has
steering committee members from the state’s key
oncology and professional organizations, institutions,
and societies. The goal of POEP is to make every
physician’s office a cancer prevention and detection
center. POEP seeks to enhance the primary care
physician’s role in communicating and implementing
cancer prevention, screening, and early detection for
major cancer sites by:
■ Establishing a clearinghouse and education network
on cancer issues
■ Increasing the number of continuing medical
education courses offered on cancer
■ Developing innovative approaches to physician
education
■ Providing resources for cancer education
■ Working with physicians to put their cancer prevention/
screening knowledge into everyday practice
POEP has adopted educational objectives for prevention,
screening, and early detection of the most common
cancers and developed an array of videotapes, pocket
guides, and other educational materials. POEP also has
developed education modules, which consist of a script
and a set of slides for major cancer sites, risk reduction

The goal of POEP is to make every
physician’s office a cancer prevention
and detection center.

This CD-ROM is an example of POEP materials
designed to assist physicians in putting cancer
prevention into their everyday practice.

factors, and genetic testing, to facilitate continuing
education on cancer through local medical societies and
hospitals. In addition, POEP offers a speakers’ bureau
composed of physician-experts from across the state who
will speak to professional and lay groups on cancer
prevention, screening, and treatment. Further, POEP
routinely tracks Texas physicians’ attitudes and practices
related to prevention and early detection to determine
educational needs. To get more information about POEP,
visit its Web site at www.POEP.org.
The Nurse Oncology Education Program (NOEP),
administered by the Texas Nurses Foundation and
associated with the Texas Nurses Association, operates
a statewide clearinghouse and oncology education
program for nurses. NOEP facilitates the collaboration
of public, private, and volunteer sectors in increasing
Texas nurses’ knowledge and skills about cancer
prevention, detection, treatment, and survivorship. The
goals of NOEP are to:
■ Increase the quality of oncology education in Texas
schools of nursing
■ Increase the quality and number of continuing
education programs for nurses who care for
individuals or families with cancer
■ Provide continuing education programs and
scholarships for cancer prevention and detection
programs

Education programs cover a diverse spectrum of
topics, such as chemotherapy, pain management, skin
cancer screening, and tobacco prevention and control.
Annually, NOEP sends nursing school faculty members
to in-depth training programs at The University of M.
D. Anderson Cancer Center and facilitates information
exchange among oncology nurses throughout Texas.
NOEP is guided by a steering committee representing
key institutions, specialty organizations, and expertise
in cancer prevention and control. NOEP offers
scholarships to rural nurses to attend a chemotherapy
administration workshop at The University of M. D.
Anderson Cancer Center each year. For more
information about NOEP, visit its Web site at
www.noeptexas.org.
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■ Provide support for the evaluation of cancer nursing
educational activities
■ Provide a statewide network for sharing cancer
nursing resources and to promote interdisciplinary
collaboration

The Dental Oncology Education Program (DOEP), is
administered through the Baylor College of Dentistry
and the Texas A&M University System Health Science
Center in Dallas. The DOEP steering committee consists
of faculty representatives from the state’s three dental
schools, schools of dental hygiene, key oncology groups,
and professional associations. The goals of DOEP are to
increase the ability and effectiveness of dental and other
health care professionals in early detection and risk
factor reduction of oral cancer and to reduce the
morbidity from cancer therapy and improve quality of
life for all cancer survivors through supportive oral
health care of the patient during and following therapy.
Major initiatives of DOEP include:
■ Maintaining a resource guide for oral cancer and tobacco
education materials for professionals and patients
■ Providing continuing dental education programs on
oral cancer prevention, early detection, and the
management of oral complications of cancer therapy
for health care professionals
■ Maintaining a speakers’ bureau of experts on oral
cancer and oral health in cancer therapy
■ Providing lectures and exhibits at major state dental
meetings
■ Publishing and distributing The Oral Disease Update
newsletter to licensed dentists and dental hygienists
in Texas
Texas Cancer Plan 2005
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■ Editing the June cancer issue of the Texas Dental
Journal of the Texas Dental Association
■ Collaborating with other state agencies and private
organizations in the development of educational
modules and curricula for dentists and dental
hygienists
■ Development and distribution of the Oral Health In
Cancer Therapy monograph
For more information about DOEP, visit its Web site at
www.DOEP.org.

Genetic Counseling & Testing
One rapidly changing field in cancer prevention and
control in which health care professionals need
training is genetic testing. Advances in cancer genetics
are raising the possibility of widespread DNA testing
for detecting a predisposition to cancer, possibly
decades in advance of the onset of the disease itself.
However, to date, these tests cannot definitively predict
occurrence because cancer is caused by a complex
interplay of factors, not all necessarily gene-based. An
accurate gene test can tell if a mutation is present, but
that finding does not guarantee that disease will
develop. For example, women with the BRCA1 breast
cancer susceptibility gene have an 80 percent chance of
developing breast cancer by the age of 65. The risk is
high, but not absolute. Family members who test
negative for the BRCA1 mutation are not exempt from
breast cancer risk; over time, they can acquire breast
cancer-associated genetic changes at the same rate as
the general population.33
According to the NCI, gene testing offers several
benefits. A negative result can create a tremendous
sense of relief and may eliminate the need for frequent
checkups and tests that are routine in families with a
high risk of cancer. Even a positive result can relieve
uncertainty and allow a person to make informed
decisions about the future. A positive result can let a
person take steps to reduce risk before disease has a
chance to develop.34 There also are major limitations to
gene testing. Perhaps the most serious one, The NCI
says, is that test information is not matched by stateof-the-art diagnostics and therapies. In other words, a
person who tests positive for a genetic susceptibility to
a cancer may not be able to find out when the disease
does develop, and doctors may not be able to
adequately treat the cancer when symptoms finally do
appear. Even though there is no physical risk to having
a genetic test — it is often just a blood sample — the
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ASCO recommends that genetic testing
be offered when: (1) an individual has a
strong family history of cancer or early
onset of disease; (2) the test can be
adequately interpreted; and (3) the
results will influence the medical care of
the patient or family member.
confirming of the risk of a serious disease can trigger
profound psychological consequences.35
In a 2003 statement that mirrors the opinion of a number
of private and public organizations, the American Society
of Clinical Oncology (ASCO) recommended that genetic
testing be offered when: (1) an individual has a strong
family history of cancer or early onset of disease; (2) the
test can be adequately interpreted; and (3) the results will
influence the medical care of the patient or family
member.36 Informed consent, as well as counseling before
and after the testing, are all critical components of
genetic testing. In addition, patients’ genetic information
and test results should be protected to prevent insurance
and employment discrimination. The State of Texas in
1997 passed a law prohibiting the use of genetic tests in
employment, in the granting of occupational licenses, and
in the determination of eligibility for health insurance.37
Health care professionals need access to educational
materials to help patients understand the complexity
of genetic testing and to assist them in making a
personal decision about testing. Because many
advances in molecular genetics are taking place in a
short span of time, health care professionals
themselves need quick and reliable access to the most
current information and to have their questions
answered quickly and completely.

Alternative & Complementary Medicine
Therapies
Many cancer patients seek information about
unconventional therapeutic approaches when undergoing
cancer treatment, and a good number of them turn to
complementary and alternative medicine, known among
researchers as CAM. In CAM, complementary medicine
is used together with conventional medicine, and
alternative medicine is used in place of conventional
medicine. While some scientific evidence exists regarding
some CAM therapies, such as acupuncture, for most
there are key questions that have yet to be answered

through well-designed scientific studies — questions
such as whether these therapies are safe and whether
they work in the diseases or medical conditions for
which they are used.38
This kind of research is vital, given the popularity of
CAM. According to the National Center for
Complementary and Alternative Medicine (NCCAM),
part of the NIH, 36 percent of American adults use
some form of CAM. When megavitamin therapy and
prayer specifically for health reasons are included in
the definition of CAM, that number rises to 62
percent.39 Use of CAM among cancer patients also
seems to be widespread. One 2000 study found that 69
percent of 453 cancer patients had used at least one
CAM therapy as part of their cancer treatment.40
To determine whether or not various forms of CAM
offer any benefit to cancer patients, the NCI and the
NCCAM are sponsoring a number of clinical trials.
Some of these trials study the effects of
complementary approaches used in addition to
conventional treatments, while others compare
alternative therapies with conventional treatments. As
of late 2004, NCI listed trials that included examination
of acupuncture, mistletoe, shark cartilage, hyperbaric
oxygen, and massage therapy.41
Cancer patients using or considering complementary
or alternative therapy must feel as free to discuss this
decision with their doctor or nurse as they would any
other therapeutic approach. Therefore, it is crucial that
health care professionals be informed and openminded about such therapies. Recognizing the
widespread use of these therapies, health care
professionals are encouraged to ask their cancer their
patients about their use of CAM if they do not bring up
the subject themselves.
The University of Texas M. D. Anderson Cancer
Center’s Complementary/Integrative Medicine
Education Resources (CIMER) Web site
www.mdanderson.org/CIMER is a resource offered to
help patients and physicians decide how best to
integrate such therapies into their care. A review of a

variety of CAM therapies is included with a short
summary in both English and Spanish, as well as
evidence-based reviews of published research studies.
Other resources include continuing education and
links to information on potential drug interactions.

Clinical Trials
When it comes to cancer clinical trials, both health
care professionals and patients are affected by a lack of
information or a misunderstanding about what these
trials can contribute to cancer care. Health care
professionals often miss opportunities to tell their
cancer patients about clinical trials that may be
beneficial, and each year, less than 5 percent of adults
with cancer will be treated through enrollment in a
clinical trial, according to the NCI.42 One study found
that 8 out of 10 cancer patients were unaware that
clinical trials could be an option for them.43 Even when
individuals with cancer do find out about the trials, the
majority choose not to participate, primarily because
of several central misconceptions, according to the
NIH. Many patients fear getting a placebo (or inert
drug) in place of actual treatment. Others fear they will
become a “guinea pig” because the standard treatment
is better than the experimental treatment. Health care
professionals can clarify these concerns.44 Still, federal
experts recognize that big barriers to clinical trial
enrollment exist for physicians, including those of
time, staff, and resources, as well as lack of clinical trial
experience, especially among primary care
physicians.45 To help, the NCI has established a new
national system to change the way it develops,
conducts, reviews, and supports clinical trials, and part
of this change includes the Cancer Trials Support Unit
(CTSU), designed to make it easier to enroll patients.
Further information is available at www.ctsu.org.
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In CAM, complementary medicine is used
together with conventional medicine,
and alternative medicine is used in place
of conventional medicine.

Cultural Competency & Professional
Education
Texas is rapidly changing to a state where minority
residents are becoming the majority.46 Yet health
disparities in minority populations, such as African-

Health care professionals often miss
opportunities to tell their cancer patients
about clinical trials that may be
beneficial, and each year, less than 5% of
adults with cancer will be treated
through enrollment in a clinical trial.
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American, Native American, Asian-American/Pacific
Islander, and Hispanic/ Latinos, have increased rather
than decreased over the past decade.47 Health care
professionals need to know about the unequal burden
of cancer suffering and death due to racial and ethnic
disparities in health care; a number of recent federal
reports have focused on the problem. As documented
by a blue ribbon panel convened by the Institute of
Medicine (IOM) in a report entitled “Unequal
Treatment: Confronting Racial and Ethnic Disparities
in Healthcare,” these disparities cannot be explained
away by access-related factors, patients turning down
care, or appropriateness of intervention.48 Moreover,
these disparities occur over a wide range of illnesses
and diseases and remain even after adjusting for
socioeconomic status. As a result, according to a 2004
federal report, “Making Cancer Health Disparities
History,” by the Trans-HHS Cancer Health Disparities
Progress Review Group, minority patients receive a
lower quality and intensity of health care across a wide
range of procedures, treatment options, and disease
areas, cancer included. Studies of the common cancers
have shown a pattern of persistent undertreatment,
late diagnosis, and inattention to late-stage issues such
as pain control, according to the report.49 Inequities
like these are associated with worse outcomes, a
situation that is unacceptable, according to experts.50
The IOM report found that, unlike what many have
previously thought, minority patients’ attitudes toward
health care and preferences for treatment are not likely to
be a major source of health care disparities. Instead, the
report identified two other sets of factors. The first set of
factors is related to the operation of health care systems
and the legal and regulatory climate in which they
operate. This includes cultural or linguistic barriers,
fragmentation of health care systems, physician
incentives to lower costs, and the location where
minorities choose to receive care.51 The second set of
factors emerges from the clinical encounter, according to
the IOM, and includes bias (or prejudice) against
minorities; greater clinical uncertainty when interacting
with minority patients; and beliefs (or stereotypes) held by
the provider about the behavior or health of minorities.52
Given that stereotypes, bias, and clinical uncertainty
may influence clinicians’ diagnostic and treatment
decisions, the IOM says that education may be one of the
most important tools as part of an overall strategy to
eliminate health care disparities. Health care
professionals should be made aware of the fact that
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racial and ethnic disparities in health care exist, often
despite the professionals ’ best intentions. All current
and future health care providers can benefit from crosscultural education, according to the IOM report.53
The Intercultural Cancer Council in 2004 published an
easy-to-reference pocket guide aimed at helping
physicians and other health professionals to better
screen, diagnose, and treat patients of different
cultural backgrounds. The guide was developed and
reviewed by experts and contains information on the
cultural mores of various ethnic groups. The
information is designed to help health care
professionals better communicate with their patients,
which can result in more accurate medical assessments
and care. The guide is available through the
Intercultural Cancer Council at www.iccnetwork.org.

Objective A - Enhance Health Care
Professionals’ Knowledge, Skills, And
Practices Regarding Cancer Prevention,
Early Detection, Treatment, Support
Services, And Survivorship
Strategy 1: Encourage the inclusion of cancer
prevention, early detection, and cultural
competency skill development in academic
programs for health care professionals.

Action Steps:
a. Assess current programs to determine if cancer
prevention and control principles, techniques, and
skills are appropriately included in the curriculum.
b. Identify new programs and make recommendations
for curriculum enhancements.
c. Encourage and facilitate Texas universities to
support central coordination and inclusion of
cancer education within and among health care
professional education disciplines.
d. Advocate for the development and adoption of content
standards for comprehensive cancer curricula.
e. Support the development and implementation of
innovative curriculum approaches to cancer
education with competency-based objectives for
health care professionals.

d. Encourage health care professionals to utilize the
knowledge and skills related to cancer genetic
issues, including testing, counseling, and referrals.

Action Steps:

e. Advocate for appropriate professional
reimbursement for prevention services.

a. Continue statewide collaborative programs to
address the cancer prevention and control education
needs of health care professionals.
b. Maintain and publicize inventories of continuing
education programs on cancer prevention and early
detection that are available.
c. Stimulate the development and use of innovative
approaches to cancer education, such as the
Internet, teleconferencing, and interactive
educational software.
d. Provide continuing education and skill development
on tobacco use prevention and cessation, with
particular focus on preventing youth initiation.
e. Ensure that educational materials on genetic
counseling and testing and other emerging issues
are available.
f. Encourage and support development of continuing
education modules to increase cultural competency
skills.
g. Provide health care professionals with continuing
education and training on survivorship to ensure
their awareness and knowledge of survivorship issues.

Strategy 3: Encourage health care professionals
to routinely offer cancer prevention and early
detection services to patients and families
during health care visits.

Strategy 4: Encourage health care professionals
to implement organizational changes that
promote best practices leading to routine
offering of cancer prevention and early
detection services.

Action Steps:
a. Encourage the assessment, development, and
evaluation of programs to enhance cultural
competency of health care professionals.
b. Educate health care professionals through multiple
channels about the availability of support services,
including personnel to help patients navigate the
health care system.

Goal III: Professional Education & Practice

Strategy 2: Support the development and the
dissemination of continuing education
programs for health care professionals.

c. Advocate for the use of standardized guidelines for
screening, diagnosis, and treatment that improve the
consistency and quality of cancer care for Texans.
d. Support the development of efficient office systems/
practices to promote best practices, especially for rural
areas and other medically underserved populations.

Strategy 5: Enhance health care professionals’
knowledge of and referrals to clinical trials.

Action Steps:
a. Identify and promote educational resources
currently available on clinical trials.

Action Steps:

b. Enhance statewide communication systems to
provide information on available clinical trials.

a. Assess the factors that enhance or inhibit health care
professionals’ participation in cancer prevention,
screening, and diagnostic training programs.

c. Develop resources to assist health care professionals
in recommending clinical trials.

b. Promote the availability of patient education
materials on cancer screening and encourage their
use by all health care professionals tailored to their
patient population.

d. Provide educational programs on the benefits of
cancer clinical trials.

c. Support programs that encourage health care
professionals to obtain additional training in cancer
prevention, screening, and diagnostic techniques,
especially those who provide services to low-income
and medically underserved populations.

f. Support the creation of continuing education
resources on clinical trials, including ethical and
cultural issues.

e. Identify and address clinician barriers to clinical
trial referral.
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g. Encourage researchers and trial sponsors to seek
funding for costs associated with clinical trial
participation, especially for the underserved.

Objective B - Address Health Care
Professional Workforce Issues To
Adequately Serve All Texans’ Cancer
Health Needs
Health Care Workforce Needs
The second fastest growing state in population in the
United States, Texas is challenged to meet its health
care work-force needs for future generations, according
to the 1994-2004 Texas State Health Plan. This plan,
with its two biennial updates (2001-2002 and 20032004), focuses on the integration of planning,
education, and regulation of the Texas health care
workforce to ensure quality health care for all Texans.
According to the latest update to the plan, Texas is
becoming a state where the average age of health care
professionals and educators is increasing; where
minimally paid and trained health care workers are
replacing higher paid and trained workers as a costsavings measure; where the population is headed
toward a predominantly young Hispanic cohort and an
elderly Anglo cohort; and, where the percentage of
uninsured continues to be one of the highest in the
nation.54 As such, the plan warns that the challenges of
training, recruiting, and retaining health care workers
in this type of environment are substantial. The
challenges of training, recruiting, and retaining health
care workers to care for the senior “boomers” after
2011 may be overwhelming, and it is in the aged that
most cancer develops.
Correcting impending shortages of health care workers
begins with the recognition that a problem exists, and
the collection of good workforce information is the
foundation for that awareness, according to the 20032004 plan update. Not only does the information need
to be collected with workforce analysis in mind, but it
also needs to be collected with the intent to share this
information with health care analysts, planners, and
legislators. The complexities and interdependent
nature of today’s health care system and health care
workforce make it more important than ever, according
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Correcting impending shortages of
health care workers begins with the
recognition that a problem exists.
to the report, to understand how the educational
pipeline works and to determine what best motivates
health professionals to excel in their jobs. It is
important to describe how supply levels, compensation
rates, employee turnover, and other factors affect
recruitment, retention, and quality of the workforce.55
Current data indicate a turnover rate in health care
staffing at 20.7 percent for all positions, which can cost a
single hospital an average of $5.5 million a year, according
to a 2002 report from the Veterans Health Administration.
Among the critical shortages in health care professions
are a number who work in cancer diagnosis and
treatment: nurses, pharmacists, medical technologists,
cytotechnologists, radiographers, ultrasonographers,
nuclear medicine technologists, and radiation
therapists.56 Federal legislation was passed in 2002 that
began to address the crisis in nursing by offering
scholarship and loan repayment programs, and Texas was
one of the first states to address the nursing shortage
from a legislative perspective, by passage of the Nursing
Shortage Reduction Act of 2001, which focused on
bolstering the nursing education pipeline.57 The shortage
of nurses is likely to remain for at least the next decade,
and one of the reasons is the shortage of nursing school
faculty.58 Apart from nursing, Congress has not yet
addressed critical shortages in other health care fields.

Diversification of the Workforce
As the population of the state and nation becomes more
diverse, the supply of medical professionals should
follow suit. Dr. Louis Sullivan, former U.S. Secretary of
Health and Human Services, has created the Sullivan
Commission on Diversity in the Health Workforce to
investigate the number of ethnic minority health care
providers as part of a way to address health disparities.
The work of the Commission comes at a time when
enrollment of racial and ethnic minorities in nursing,
medicine, and dentistry has stagnated despite America’s
growing diversity. While African-Americans, Hispanics,
and American Indians, as a group, constitute nearly 25
percent of the U.S. population, these three groups
account for less than 9 percent of nurses, 6 percent of
physicians, and only 5 percent of dentists. A study by the
Institute of Medicine (IOM) recommends increasing the

number of minority health professionals as a key
strategy to eliminate health disparities. Examining the
education and training environment in which health
professionals learn and develop is critical to efforts to
increase the number of health care providers who can,
and will, address the health care needs of our nation. In
2003, the Institute of Medicine warned of the “unequal
treatment” minorities face when encountering the
health system. The data in that report are compelling
and alarming. Cultural differences and a lack of access
to health care, combined with high rates of poverty and
unemployment, contribute to the substantial ethnic and
racial disparities in health status and health outcomes.
Health services research has shown that minority health
professionals are more likely to serve minority and
medically underserved populations. Despite this fact,
there is a severe underrepresentation of minorities in
our health professions. The IOM recommends increasing
the number of minority health professionals as a key
strategy to eliminating health disparities.59

Role of Other Health Care Professionals
More than half of Texas’s 254 counties are designated
as primary care Health Professional Shortage Areas,
which are areas with fewer than one primary care
physician per 3,500 in population.60 These counties
have too few primary care physicians to provide
adequate cancer education, prevention, or screening
services. Without access to primary care, Texans delay
or refrain from routine health care and cancer
screenings. Consequently, they ultimately may be
diagnosed with an advanced stage of cancer.61 As a
result of unattended health problems, they turn in
crisis to more expensive specialists and treatment
centers and face increased chances of dying from
cancer. Nurse practitioners and physician assistants
play an important role in providing primary care in
these Health Professional Shortage Areas. To date,
minimal attention has been given to the cancer
prevention and control knowledge, skills, practices, or
continuing education needs of these health care
professionals that would be essential in preparing them
to serve a key role in addressing the state’s health
professional workforce issues.

The Texas Cancer Council funds Female Cancer
Screening Education for Nurses in Rural or Medically
Underserved Areas of Texas, a program at The University
of Texas M. D. Anderson Cancer Center that provides
workshops to teach nurses to do clinical breast exams.
This provides an example of how nontraditional
providers of clinical services can be trained to help meet
the capacity needs of the health care workforce.

Palliative Care & Support Services
It has been estimated that one out of every three
patients receiving treatment for metastatic cancer has
significant disease-related pain, and this percentage
increases to as much as nine out of 10 in patients with
advanced disease.62 Other experts estimate that 25
percent of all cancer patients who die do so without
adequate pain relief, despite the fact that the tools for
adequate pain control are available.63 Despite
technological advances in treating cancer pain, Texans
continue to suffer needlessly. To reduce the prevalence
of cancer pain, numerous innovative educational
programs have been developed for health care
professionals, and among them is a partnership
between the Texas Cancer Pain Initiative and the Texas
Cancer Council to publish Guidelines for Treatment of
Pain in Cancer Patients. Also, the CATCHUM
consortium of Texas medical schools is supporting
collaborative activities to enhance pain education
within Texas medical schools.

Goal III: Professional Education & Practice

Increasing the number of minority health
care professionals is a key strategy to
eliminating health disparities.

Legislative and regulatory initiatives have reduced
some of the reluctance of Texas physicians to prescribe
narcotics for cancer pain. The Intractable Pain
Treatment Act of 1997 permits physicians to prescribe
narcotics to patients with acute or chronic pain who
have had a history of substance abuse. The Texas State
Board of Medical Examiners also has adopted rules
that serve as practice guidelines.
Other services are needed that assist patients and their
families with the emotional, physical, and practical
problems that may result from the diagnosis and
treatment of cancer.64 Among them are daily home care,
transportation assistance, and financial aid. Referrals to
social service agencies, counseling, and support groups
provide crucial emotional support and resources for
patients and their families. Patients also may need legal
assistance if they face employment discrimination or
require help with wills and power of attorney
documents. Health care professionals need to take an
active role in securing support services for patients.
Texas Cancer Plan 2005
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Hospice care seeks to provide comfort to patients with
limited life expectancy. Services can be provided in a
patient’s home, a hospital, or a freestanding hospice
facility. Hospice services range from symptoms
management for patients to respite care and
bereavement counseling for family members. Health
care professionals need to become informed about
hospice care and when hospice referrals are
appropriate. Health care professionals need training in
how best to assist patients and family members to
make decisions about hospice care, and how to provide
palliative care, and must acquire competency in
assisting patients in the dying process.

Objective B - Address Health Care
Professional Workforce Issues To
Adequately Serve All Texans’ Cancer
Health Needs
Strategy 1: Collaborate with State Healthcare
Coordinating Council to assess current capacity
of health care professions to identify gaps and
address needs.

Action Steps:
a. Assess geographic distribution of cancer health care
workforce.
b. Address premature loss of trained health care
professionals from the workforce.
c. Support recruitment and retention of minorities
into health care professions.

Strategy 2: Promote policies to address Texas
cancer workforce needs.

Action Steps:
a. Assess impact of health care professional shortage
on cancer care delivery.
b. Encourage allied health schools to include cancer
registrar training into curriculum.
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GOAL IV: CANCER DATA ACQUISITION & UTILIZATION

Objective A - Enhance Existing Cancer
Data Systems To Fully Support The
Needs Of Texas Health Care
Professionals, Policymakers, Planners,
Researchers, And The General Public
Benefits of Cancer Data Systems
If methods of collecting timely information about
diagnosis and treatment of cancer did not exist, we
would not know that more than 1.31 million new cases
of cancer are projected for 2004 in the United States,
and that more than 550,000 Americans will die of the
disease, more than 1,500 a day.2 Gathering such facts in
Texas lets us know that in 2004, an estimated 85,000
Texans will be diagnosed with cancer, and another
37,000 will die from the disease.
Cancer data systems collect and disseminate a wide
variety of information about who is being diagnosed or
dying from the disease, screening rates, survivorship,
and even the economic and emotional toll cancer takes
on the lives of Texas citizens. These data enable
physicians, public health experts, researchers, and
policymakers to better understand and address the
cancer burden in the state. Cancer data are critical for
planning, targeting, and evaluating programs focused
on preventable and/or highly screenable cancers, as
well as risk-related behaviors, such as tobacco use and
sun exposure. Cancer data systems also assist in the
planning, implementation, and evaluation of programs
that address health disparities for higher-risk,
medically underserved Texans.

Cancer Surveillance
Cancer surveillance is the key to addressing and
ultimately eradicating the cancer burden, according to
the National Cancer Institute (NCI), National Institutes
for Health (NIH), National Program for Cancer

Cancer surveillance data are the key to
addressing and ultimately eradicating
the cancer burden.
Registries (NPCR), Centers for Disease Control (CDC),
National Center for Health Statistics - CDC (NCHSCDC), American Cancer Society, and “C-Change
Collaborating to Conquer Cancer” (formerly the
National Dialogue on Cancer). Core functions of cancer
surveillance include the measurement of cancer
incidence, morbidity, survival, and mortality for
persons with cancer. Cancer surveillance data are
essential and form the basis for:
■ Identifying populations at increased cancer risk for
cancer control interventions
■ Describing and monitoring cancer trends so that
appropriate and timely interventions can be made
■ Conducting and advancing research related to the
etiology, prevention, and treatment of cancer
■ Planning and evaluating cancer control and
educational programs
■ Planning health care delivery systems
■ Investigating public concerns about suspected high
numbers of cancer diagnosis

Goal IV: Cancer Data Acquisition & Utilization

Texans will have comprehensive and responsive
cancer data and information systems that will be
used for planning, implementing, and evaluating
programs, policies, and cancer research.

All these uses of cancer surveillance data are
dependent on a timely, complete, and high-quality
population-based state cancer registry, as well as a
national cancer surveillance system that covers the
whole country. The advent of the North American
Association for Central Cancer Registries3 and NPCR CDC has made this possibility more real.4 However, not
all state population-based cancer registry data have
been able to meet or maintain the high data quality
standards required for certification and inclusion in
this national cancer surveillance system. The Texas
Cancer Registry (TCR) is one such population-based
state registry.

Texas Cancer Registry
The Texas Cancer
Registry (TCR), part of
the Texas Department of
State Health Services, is legislatively mandated to
maintain a central data bank of accurate, precise, and
current information to serve as an invaluable tool in
Texas Cancer Plan 2005
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the early recognition, prevention, cure, and control of
cancer. The Texas Cancer Incidence Reporting Act,
which was amended in 2001, requires the reporting of
cancer case information by health care facilities,
clinical laboratories, and health care practitioners. The
Texas Cancer Reporting Rules, adopted in 2003, specify
the “Who, What, How, When and Where” for the
reporting of cancer incidence data. Instructional
manuals, training, technical assistance, and software
are provided to assist health care professionals in
cancer case reporting.
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Approximately 200,000 case reports are received,
coded, edited, and consolidated annually, resulting in
more than 100,000 new cancer cases added to the
Registry. These data are analyzed and disseminated to
individuals at the national, state, and local levels for
cancer research, prevention, and control.
The TCR has made improvements in the receipt and
processing of cancer reports and in other registry
operations. This has resulted in improvement in data
timeliness, with data now being available for use within
three years of diagnosis (rather than 4-5 years). These data
are being used for various epidemiologic studies and
cancer control activities across the state. However, TCR
data still do not meet national gold standards for the
completeness and timeliness of cancer data at the time of
evaluation. Challenges continue in securing reports from
the increased number of outpatient care sources,
obtaining timely receipt of cancer reports, and
eliminating ongoing record processing backlogs. Resource
limitations within the Registry have contributed to Texas’
not achieving national gold certification.
The TCR’s inability to provide cancer data that meet
national completeness and timeliness standards at the
time of evaluation has significant public health
ramifications at national, state, and local community
levels. Texas data are not included in most national
cancer incidence publications and the most current
national data sets provided to researchers, public

As long as TCR data are not meeting
national standards, health disparities
related to rural, poor, and certain
minority populations cannot be
adequately represented or addressed
in public health, cancer research,
prevention, or control efforts.
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Figure 1. Average Annual Incidence (New Cases) and Mortality
(Deaths) Counts for Selected Cancers, Texas, 1997-2001
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Notes: Average annual cases and deaths are rounded to the nearest whole. Melanoma cases are underreported.
Source: Texas Cancer Registry, 1995-2001 incidence file as of 12/02/2003 and Bureau of Vital Statistics,
Texas Department of State Health Services.

health professionals, policymakers, advocates, and
local communities. Because of the uniqueness and size
of the Texas population (more than 7 percent of the
U.S. population) and geography, as long as TCR data
are not meeting national standards, health disparities
related to rural, poor, and certain minority populations
(particularly Hispanics) cannot be adequately
represented or addressed in public health, cancer
research, prevention, or control efforts. In addition, the
investigations of suspected cancer clusters, particularly
those related to environmental concerns, are severely
hampered by the lack of timely data.
A true state and national model of comprehensive
cancer control or cancer surveillance also is not
attainable without Texas achieving and maintaining
national data standards for its cancer registry. In
addition, researchers at Texas health institutions are
seriously disadvantaged in competing for NIH and
other research grants, largely due to data deficiencies.4
Groups such as the Cancer Data Work Group, Texas
Comprehensive Cancer Control Coalition, and Texas
Health Science Centers are working together to advise
and assist the TCR in meeting national data standards
and achieving gold certification. However, sufficient
resources are still needed that can allow the Registry
not only to attain but also to maintain the highest
quality cancer incidence data for the people of Texas
and the nation.

Data Gaps on Racial & Ethnic Minorities

Federal law allows for collection of such data and a
growing number of federal policies emphasize the need
for such information because it is an indispensable tool
for the assessment of progress toward federal goals of
eliminating health disparities. For example, new federal
standards for racial and ethnic data specify reporting
data for a minimum of five categories of race
(American Indian or Alaska Native, Asian, black or
African-American, Native Hawaiian or other Pacific
Islander, and white) and two categories of ethnicity
(Hispanic or Latino and non-Hispanic or Latino).5
Some federal systems designed to collect such
information have made progress, but are still riddled with
complexities and complications. For example, NCI’s
Surveillance, Epidemiology, and End Results (SEER)
program, one of the best cancer-related data systems in
the country, is used to oversample racial and ethnic
minorities and is making strides in reporting cancer data
and statistics for racial and ethnic minorities, but it is

Other Texas Health Information Services
Texas is a national leader in providing cancer mortality
and resource information free of charge to the public
through computerized databases that are available on
the Internet. They are covered in the following sections.

Texas Cancer Data Center
The Texas Cancer Data Center
(TCDC), created in 1986, is a
project of the Texas Cancer
Council and The University of
Texas M. D. Anderson Cancer
Center. Its mission is to empower Texans with the
knowledge needed to reduce the human and economic
impact of cancer by providing comprehensive and
consolidated information on cancer resources, services,
and statistics in Texas. The TCDC collects and
maintains data regarding physicians, hospitals,
freestanding cancer centers, mammography facilities,
colorectal cancer screening services, home health
agencies, hospices, tumor registrars, and community
resources, as well as demographic and statistical
information related to cancer in Texas. It collects
information via direct surveys of health professionals
and facilities and through other sources, including the
Texas Department of State Health Services, the
American College of Radiology, the State Board of
Medical Examiners, and the American Cancer Society,
Texas Division. Databases can be accessed at
www.txcancer.org.
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Although it is critically important, standardized data
collection on racial and ethnic differences in cancer and
other health care is generally unavailable, according to a
March 2002 Institute of Medicine (IOM) report on health
disparities. Federal, private, and state-supported data
collection efforts are scattered and unsystematic, and
most health care plans do not collect data on enrollees’
race, ethnicity, or even primary language, which illustrates
the significant obstacles that must be overcome to collect
and analyze such data, according to the IOM.
Furthermore, a number of ethical, logistical, and fiscal
concerns present challenges to data collection and
monitoring, including the need to protect patient privacy,
the costs of data collection, and resistance from health
care professionals, institutions, plans, and patients. In
addition, there are significant concerns about how such
data will be analyzed and reported, as well as who will be
responsible for collecting the information. Efforts from
the federal level to enforce data collection may, for
example, meet resistance from state authorities, who
retain primary responsibility for determining data
requirements of health plans with whom states contract
for Medicaid services. Federal efforts to require the
collection of patients’ racial and ethnic data also may
raise challenges from those who find federal reporting
requirements already burdensome and the federal role in
dictating the terms of managed care contracts too
extensive, according to the IOM report.

plagued with issues related to population representation
and small sample sizes.6 Among the recommendations of
the joint report on Improving the Collection and Use of
Racial and Ethnic Data in HHS are that the NCI should
explore the feasibility of expanding the SEER program
and/or forming alliances with the state-based cancer
registries to produce national cancer incidence rates for
the minimum racial and ethnic categories and to allow
the system to produce rates for ethnic subgroups.

Center for Health Statistics
Additionally, in 1984, the CDC also established the
Behavioral Risk Factor Surveillance System (BRFSS).
Scientific research clearly showed that personal health
behaviors played a major role in premature morbidity and
mortality. As a result, surveys were developed and
conducted to monitor state-level prevalence of the major
behavioral risks among adults with the basic philosophy
to collect data on actual behaviors, rather than on
Texas Cancer Plan 2005
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attitudes or knowledge, that would be especially useful for
planning, initiating, supporting, and evaluating health
promotion and disease prevention programs, BRFSS data
can be found at www.cdc.gov/brfss/.
The Texas Health Care Information Council (THCIC) was
created by the Texas legislature in 1995, and in 2004,
joined the newly formed Department of State Health
Services.7 THCIC’s primary purpose is to provide data that
will enable Texas consumers and health plan purchasers
to make informed health care decisions. THCIC’s charge is
to collect data and report on the quality performance of
health maintenance organizations operating in Texas and
state hospitals. The goal is to provide information that
will enable consumers to have an impact on the cost and
quality of health care in Texas. The THCIC collects
information from health maintenance organizations
(HMOs) about patient satisfaction and quality of care,
and the data it collects from hospitals range from patient
diagnoses to charges for various procedures. THCIC then
releases data from more than 400 hospitals each quarter.
It also reports on the top 25 diagnoses statewide, which
includes cancer treatment information. Each year, THCIC
prepares annual reports that examine the utilization of
inpatient procedures in 24 Texas regions, as well as an
assessment of the performance of Texas hospitals.8

Objective A - Enhance Existing Cancer
Data Systems To Fully Support The
Needs Of Texas Health Care
Professionals, Policymakers, Planners,
Researchers, And The General Public
Strategy 1: Enhance awareness of the value of
cancer data.

Action Steps:
a. Assess awareness of locally available cancer data
resources by the public, patients, and health care
professionals.
b. Assess data and information needs for
implementing the Plan goals.
c. Encourage collaboration among data providers to
better promote the available data and services.
d. Promote the importance of collaboration in data
collection.
e. Promote the value of accurate and timely cancer
data collection and reporting.
f. Increase awareness of cancer data sources.

The American Cancer Society - Texas Division
produces The Texas Cancer Facts and Figures: A
Sourcebook for Planning and Implementing Programs
for Cancer Prevention and Control. Cancer incidence
and mortality for leading cancer sites by age, gender,
and race/ethnicity can be found in an easy-to-read
format for use by cancer stakeholders, policymakers,
health care professionals, and the general public.

g. Support and promote sources of cancer data and
information regarding cancer-related health care
professionals, services, and facilities and the
utilization of data from these sources to address
issues regarding access to care.
h. Educate legislators and policymakers on the
importance of accurate and timely cancer data
collection and how it may be used to address
cancer health disparities.
i. Support the development of resources that aid the
dissemination of cancer data and information to
target audiences.

Strategy 2: Identify and address gaps in Texas
cancer data.

Action Steps:
a. Encourage facilities and cancer service providers to
report information regarding their services in
publicly available statewide resource databases.
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Strategy 4: Promote support for adequate
funding of Texas cancer data systems.

c. Promote the collection of data on survivorship.

Action Steps:

d. Promote improved reporting by local cancer
registries to the Texas Cancer Registry.

a. Collaborate with professional societies and other
health advocacy groups and stakeholders to support
funding initiatives.

e. Promote improved reporting of cancer data in
underserved areas.
f. Promote the collection of more detailed BRFSS data.
g. Increase the collection of cancer and baseline data
for priority populations.

Strategy 3: Promote policies that enhance the
acquisition of timely, quality data.

Action Steps:
a. Promote the collection of more detailed data by
region regarding race/ethnicity, disability, age,
acculturation, and socioeconomic status.
b. Encourage the provision of adequate information
technology resources and the infrastructure to
support statewide data collection and reporting.
c. Support technical assistance and training for
facilities and health care professionals to increase
complete and timely reporting of cancer data.
d. Ensure that issues related to cancer data collection
and reporting are considered in the adoption of
electronic medical records in Texas.
e. Utilize feedback from health care facilities and
professionals to improve cancer data reporting and
utilization.
f. Advocate for linkage of cancer data to the state
high-tech initiative.
g. Encourage the training of an adequate number of
Certified Tumor Registries and other cancer reporters.
h. Support collaborative efforts to achieve the North
American Association of Central Cancer Registrars
(NAACCR) Gold Certification Standard of the Texas
Cancer Registry.

b. Involve and collaborate with research institutions for
support, funding, and resources for cancer registry.
c. Evaluate the feasibility of obtaining research grant
money to support cancer data systems.
d. Advocate for the adequate funding of a cancer
registrar in each Texas public health region to help
assure accurate and timely data collection.
e. Develop a communication plan related to funding
issues.

Goal IV: Cancer Data Acquisition & Utilization

b. Promote data sharing and collaboration among
research investigators.

Objective B - Utilize Quality Data To
Support Outcome-driven Cancer
Control Planning And Evaluation
Collaborative Data & Planning
There is much effort underway nationally to improve
the cancer data collection effort in order to achieve a
comprehensive, responsive cancer information system
that can be used for planning, implementing, and
evaluating programs, policies, and cancer research.
Data providers must be encouraged to collaborate and
share information and work to refine existing systems.
Utilization of data from these sources can address a
number of special issues, such as cancer health
disparities and survivorship.
The American Cancer Society,
for example, has created a
strategic cancer control
planning model that merges
theory and data to help make
cancer control decisions. This systematic planning
process, underway since 1999, is a cooperative effort,
involving every branch of the ACS, from community
and state levels to each of ACS’s divisions and its
national organization. ACS has set long-term
objectives for 2015 that are focused on decreasing
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Cancer offers a wonderful opportunity to
do evidence-based public health.
cancer incidence and mortality in the United States
and improving quality of life for cancer patients and
families. To support these goals, a nationwide program
of work, outlining specific program activities, has been
developed for all divisions to follow in their action
planning. The divisions are developing intermediate
and short-term outcomes to measure program
progress, and these outcomes reflect specific state
objectives and capacities that are identified through
comprehensive community needs assessments. Cancer
incidence, behavior, and population data then are used
to calculate necessary levels of programmatic resources
at state and local levels to achieve division outcomes.9
Through the NPCR, the CDC also is trying to address
the issue of collaboration, from community to state
and national levels. A 2002 meeting entitled Data for
Cancer Control Planning and Evaluation: Partners’
Meeting was held to bring together state and national
experts with experience in cancer surveillance and
control to discuss challenges and opportunities in
using and disseminating data related to cancer
prevention and control in the United States.10 Among
their recommendations were:
■ Recognize that many different types of data content
are needed for planning and evaluating cancer
prevention and control programs.
■ Recognize that there are a wide variety of potential
users of the data, and they have different skill levels
and different information needs. Provide data
formats and presentations that respond to their
specific needs, cultural perspectives, and data
literacy levels.
■ Provide data for planning and evaluating cancer
control programs in an accessible, easy-to-use
format for most users.
■ Balance the need for timely data with the need for
data of high quality.
■ Balance the need for local area data with the need
for stable, valid information and protect patient
confidentiality.
■ Do not reinvent the wheel; build on “lessons learned”
by the small number of state health departments and
national organizations that have cancer control plans
involving effective public-private partnerships in place.
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■ Develop a cancer control plan for the nation. The
plan should focus on changing the behaviors
(individual and societal) that lead to excess
morbidity and death from cancer.
■ Assure the availability of uniform, high-quality data
on stage of disease at diagnosis and cancer survival;
these data are especially important for evaluating
cancer screening programs.
Cancer offers a wonderful opportunity to do evidencebased public health, where policies are not
implemented unless there is good science behind them,
according to the CDC’s National Comprehensive
Cancer Control Program.11 Accurate and complete data
and solid research form the underpinnings for
comprehensive cancer control. They help planners to
understand the extent of the cancer burden and the
existing infrastructure to address that burden. Data
and research help ensure that politically popular
strategies also are sound. They help planners to assess
the social and policy environments to decide whether
or not to move forward with scientifically valid
approaches to cancer control.12
An example of how collaboration between states and
federal cancer registries works well is the National
Cancer Institute’s State Cancer Profiles
(www.statecancerprofiles.cancer.gov), which offers
dynamic views of cancer statistics for prioritizing
cancer control efforts in the nation, in states, and in
counties. The site brings together data that are
collected from public health surveillance systems by
using either their published reports or public use files
and then compares cancer rate changes between a
county of a state and the entire state or between a state
and the United States. These comparisons present
findings in such a way that the viewer can see quickly,
in every county in a state, if the trends are rising,
falling, or remaining stable and how they compare to
the selected comparison rates. Cancers that need more
attention — those that have rising rates that are higher
than the rate used for comparison — are highlighted,
as are cancers that are doing the best — those that
have falling rates that are lower than the rate used for
comparison. The site also provides historical view of
25-year trends, 5-year rate changes in mortality, and a
comparison of current death rates nationally,
statewide, and in every county in the state.13
The target audiences are health planners, policymakers, and cancer information providers who need

Meeting the Changing Health Care Needs
of Texans
The Texas Cancer Plan is a document that people can
reference in order to understand cancer prevention and
control resources, priorities, and needs within Texas.
The ever-changing field of cancer prevention and
control dictates that periodic updates are required to
keep Texas cancer control planners abreast of the latest
data, research, best practices, and public policies. The
document should, therefore, receive periodic review by
individuals involved in cancer prevention and control
programs and policy development, such as health care
professionals, policymakers, health services planners,
researchers, and cancer survivors. Future editions of the
Texas Cancer Plan should incorporate feedback from
Plan users and should continue to be the collaborative
effort of cancer control stakeholders statewide.

Objective B - Utilize Quality Data To
Support Outcome-driven Cancer
Control Planning And Evaluation
Strategy 1: Educate cancer control stakeholders
on the appropriate use of cancer data.

Action Steps:
a. Support the development and implementation of a
communications plan to heighten awareness of
available data.
b. Promote the development of educational resources
for communities, including community-level
instruction on collecting and using data.

c. Educate cancer control stakeholders on how to use
data to address cancer health disparities.

Strategy 2: Promote use of cancer data for
program planning.

Action steps:
a. Encourage the acquisition and provision of targeted
information to meet planning needs.
b. Support programs that ensure cancer data are
accessible and easy to understand and use.
c. Promote data sharing and collaboration by cancer
control planners.
d. Provide data based on geopolitical boundaries for
cancer control decision-making.
e. Promote awareness of data sources to grant writers
and researchers.

Goal IV: Cancer Data Acquisition & Utilization

quick and easy access to descriptive cancer statistics in
order to prioritize investments in cancer control. The
focus is on cancer sites for which there are evidencebased control interventions, and the overall objective
of State Cancer Profiles is broad to motivate action,
integrate surveillance into cancer control planning,
characterize areas and demographic groups, and
expose health disparities.14

f. Use cancer data to assess the state’s progress in
implementation of the Plan.
g. Encourage the use of measurable objectives at the
regional and community levels.
h. Promote the use of Web-based data resources and
provide training for their utilization.

Strategy 3: Ensure that the Texas Cancer Plan is
responsive to the changing health care needs of
Texans.

Action Steps:
a. Conduct ongoing reviews of the Texas Cancer Plan
so that it continues to be a timely and
comprehensive document.
b. Continue to encourage feedback from health care
professionals, policymakers, planners, researchers,
and the general public so that subsequent editions of
the Texas Cancer Plan meet the needs of Texans.
c. Ensure that the Texas Cancer Plan is disseminated
widely throughout the state and available on the
Internet.
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GOAL V: SURVIVORSHIP
The end of cancer treatment is not the end of
the cancer experience.1 A diagnosis of cancer is
the beginning of the survivorship journey. All
Texans will have an awareness and
understanding of the issues and impacts of
survivorship in our state.

Importance of Survivorship Issues

Objective A - Increase Knowledge Of
Survivorship Issues For The General
Public, Cancer Survivors, Health Care
Professionals, And Policymakers
Definition of Cancer Survivor
The definition of cancer survivor has evolved as
knowledge and success in understanding cancer have
increased. When cancer was considered incurable, the
term “survivor” was used to describe family members
who survived the loss of a loved one to cancer.2 Then,
physicians began to define “survivor” as someone who
had survived five years following a diagnosis.
Today, due to the advocacy efforts of such organizations
as the National Coalition for Cancer Survivorship
(NCCS), the Lance Armstrong Foundation, and others,
the term “cancer survivor” has been redefined. Many
private and public organizations, including the Centers
for Disease Control and Prevention (CDC), the American
Cancer Society (ACS) and the National Cancer Institute
(NCI), currently use the term “cancer survivor” to
describe those who have been diagnosed with cancer
and the people in their lives who are affected by the
diagnosis, including family members, friends, and
caregivers. This expanded definition acknowledges the
complexity of cancer survivorship and the need for
personal, familial, and extended resources.

The CDC, ACS, and NCI currently use the
term “cancer survivor” to describe those
who have been diagnosed with cancer
and the people in their lives who are
affected by the diagnosis, including
family members, friends, and caregivers.
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Sixty-four percent of adults whose
cancer is diagnosed today can expect to
be alive in five years, and one of every
six people over 65 is a cancer survivor.
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Due to earlier detection and better treatments, cancer
is becoming a chronic disease rather than an inevitably
fatal one. The result of this progress is that the number
of cancer survivors is increasing rapidly. While this is
good news, there are still many challenges with which
survivors must cope. Their lives are greatly impacted by
the disease itself, its side effects and treatments, the
process of dealing with a life-threatening illness, and
the drain on physical, psychological, social, spiritual,
and economic resources. These effects and issues can
last or may occur years after treatment ends.
According to recent data from NCI’s Surveillance,
Epidemiology, and End Results (SEER) program, 1.4
million survivors living today were diagnosed more
than 20 years ago.
Defining a cancer survivor as anyone who has been
diagnosed with cancer, from the time of diagnosis
through the balance of his or her life, the President’s
Cancer Panel’s Annual Report for 2003-2004 states that
in 1971, there were only three million people with a
cancer history still alive. That was 1.5 percent of the
U.S. population.
In 2001, there were 9.8 million cancer survivors (3.5
percent of the population) in the United States,
according to the CDC and NCI. The report also states
that 64 percent of adults whose cancer is diagnosed
today can expect to be alive in five years, and one of
every six people over 65 is a cancer survivor. This
number is expected to increase dramatically as our
population ages. The President’s Cancer Panel estimates
that the number of cancer cases will double by 2050.
While the past 30 years have seen a steady increase in
the number of cancer patients who survive the
disease,3 survival rates do vary according to the type
of cancer. For example, the five-year survival rate for
patients with the following cancers, no matter the
stage of cancer at diagnosis, from 1992 to 1999, is:

The recent phenomenon of children surviving cancer is
causing a host of new questions and policy issues
related to:
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Foundation to develop A National Action Plan for Cancer
Survivorship: Advancing Public Health Strategies, while
the President’s Cancer Panel, an initiative of NCI,
published its 2003-2004 annual report, Living Beyond
Cancer: Finding a New Balance. Developed to identify
and prioritize cancer survivorship needs and strategies
within the context of public health, intent of these
reports is to ultimately improve the overall experience
and quality of life of the millions of Americans who are
living with, through, and beyond cancer.

■ follow-up care of long-term and late effects of cancer
and its treatments
■ prevention and/or early detection of second cancers
■ long-term cognitive, social, and psychological
development
■ sexuality and reproduction
■ education
■ economic, legal, and employment concerns
■ health care and life insurance coverage
■ transition from pediatric to adult health care
female breast - 87 percent; colorectal - 62 percent;
lung and bronchus -15 percent; prostate - 98 percent;
and pancreas - 4 percent.4
This growing population of survivors, which ranges
from children to adults, has created a burgeoning
demand for:
■ long-term follow-up health care
■ psychological and social support services and
programs
■ public policies that ensure a survivor’s rights to equal
access to health care and employment
■ consideration of cultural competency and linguistic
appropriateness to ensure relevancy, understanding,
and compliance with care recommendations
To address the impact of cancer survivorship, the
National Cancer Institute established the Office of
Cancer Survivorship (OCS) in 1996. The OCS mandate is
to improve the quality of life and length of survival for
people diagnosed with cancer, and to improve the
health-related quality of life for family members of
survivors. In addition, two important reports were
released in 2004. The Centers for Disease Control and
Prevention partnered with the Lance Armstrong

In addition to those issues faced by children surviving
cancer, adults also must deal with:
■ the possible loss of job and health benefits or forced
early retirement
■ comorbidities (other illnesses or health problems in
addition to the cancer)
■ lack of adequate social and/or caregiver support
■ intimacy and body image issues
With long-term needs of cancer survivors — including
caregivers and siblings of children with cancer — not
being adequately met, there is a great need to increase
the knowledge of the general public, cancer survivors,
health care professionals, and policymakers
concerning the five principal impacts of survivorship:
■ physical
■ psychological
■ social
■ spiritual
■ economic
Each of these encompasses many complex issues of
survivorship and are dealt with, in turn, on the
following pages.
Texas Cancer Plan 2005
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The five principal impacts of survivorship
are: physical, psychological, social,
spiritual, and economic.

Physical Impacts on Survivorship
Cancer and its treatment can present different
symptoms to different people while treatments present
their own set of side effects. Treatment effects are
sometimes confused with the routine disease process,
compounding patients’ physical challenges. Patients
must deal with such major physical issues as initial
disease and treatment, recurrence of the original
disease, development of secondary cancers, late or longterm effects of treatment, premature ageing, and organ/
systems failure. There are also the rehabilitative
challenges of an amputation, a colostomy, or a
laryngectomy, extensive reconstructive surgery, or
compromised cognitive functioning. Physical impacts
also can affect caregivers, colleagues, family, and friends.
Men and women of reproductive age and parents of
pediatric patients are often not informed of the risks
associated with cancer treatment or the opportunities
for preserving reproductive capacity.
In addition to loss of fertility, there are also long-term
disease and treatment effects, such as decreased sexual
functioning, early onset of menopause, and persistent
lymphedema (swelling). These can result in a loss of
mobility and change in bodily functions as well as
change in appearance, including disfigurements from
radiation tattoos and visible scars.
Physical symptoms, both chronic and acute, can persist
for years after treatment ends. These can include pain,
fatigue, weight loss, appetite changes, nausea and
vomiting, shortness of breath, mental confusion, hair loss,
and others depending on the cancer site. These varied
symptoms call for proactive, tailored plans of pain and
symptom management. A greater understanding among
survivors and health care professionals of symptom
management and the role of palliative care can help
cancer survivors experiencing late effects, or those
dealing with advanced, incurable disease, attain the
maximum level of physical and mental functioning.
Palliative care can provide relief from the physical and
emotional distress of disease and its treatments.
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Psychological Impacts on Survivorship
A diagnosis of cancer can throw a patient into a full
range of emotions that extend from anger to
helplessness. Many experience a loss of self-esteem and
self-image that often is attached to body image and
may make intimacy difficult to reestablish. These
emotions may diminish with time. However, they do
not necessarily disappear once treatment is over and
the patient moves back into a more normal life.
Cancer and its treatment can cause stress and anxiety
for the family and other caregivers. It may also provoke
the fear that cancer runs in the family.
For childhood cancer survivors as distinct from adult
survivors, there also may be psychological issues
related to self-image, socialization, and transition back
into the school/academic setting. These issues may
require attention from parents, school personnel, and
health care professionals for years after treatment
ends. Siblings of childhood cancer patients and
children of adult cancer patients also experience a
major change in family lifestyle when a family member
requires treatment. It is just as important to provide
support, encouragement, communication, and, when
needed, psychological care to the siblings.
While many survivors experience fear, stress,
depression, anger, and anxiety, many also find a
renewed meaning to their lives. They strive for stronger
personal relationships and commit to “give back” to
others. This is a valuable phenomenon among the
cancer survivorship community.

Social Impacts on Survivorship
The social life of cancer survivors is also impacted.
These impacts are closely tied to the psychological
issues addressed above. There is often a decreased
sense of social well-being as cancer survivors attempt
to reintegrate into their previous lives socially and
professionally. This may be due to such limitations as
time, health, diminished self-image, and a perception
of social stigma. Childhood survivors may have social
development issues re-entering the classroom or may
have special learning needs resulting from the disease
or its treatment. Cultural factors among the diverse
ethnic and racial populations in Texas, including
beliefs, values, and traditions, may play a significant
role in the social reintegration of cancer survivors into
their respective communities.

Spiritual Impacts on Survivorship
Surviving cancer affects the soul as well as the body.
The spiritual impacts of survivorship may vary among
cultural and racial/ethnic groups. While many gain
strength and support from their faith, others feel their
faith being tested; still others are filled with anger. They
may wrestle with the question, “Why me?” or see
cancer as a punishment. Surviving also can cause guilt.
In these cases, patients ask, “Why am I the one to
survive?” or “What is the meaning of my life now?”
Research in this area is more prevalent as cancer
patients seek a more holistic approach to treating and
managing their disease. More than 200 studies in the
United States have investigated the relationship
between health and spirituality, a construct involving
“faith” and/or “meaning” that can exist both within
and outside of an organized religious framework.5
Although studies continue, no single answer applies to
every patient, leading to the suggestion that each
survivor should explore and discover his or her
individual “faith” or “meaning.”
Surviving cancer calls for a reevaluation of life and
often a reprioritizing of goals and ambition, a
redefinition of “normal.” Living with uncertainty,
coping with the fear of recurrence and death, often
enables survivors to reassess personal, educational,
career, and social values. As a result, many find a new
purpose and meaning in their lives.

Economic Impacts on Survivorship
Many patients leave cancer treatment with heavy debt.
The cost of initial and continued care can become a
financial burden for survivors, especially when coupled
with the possible loss of employment — total or parttime — by patient and/or caregiver.
Some cancer survivors are forced into early retirement
or lose their jobs during treatment. This leaves them
without health insurance and often makes it difficult
for them to find another job that will provide health,
disability, and life insurance, when they try to reenter
the work force. If cancer survivors willingly change
jobs, they are often unable to qualify for health

insurance or obtain a life insurance policy due to past
health history. Childhood survivors also can face
reduced job opportunities due to physical or cognitive
disabilities. End-of-life-care costs can be a heavy drain
on family resources, especially if a caregiver must give
up a job to care for a patient.
For those who consider genetic testing to assess the
familial impact of a cancer related to heredity, there is
the fear of future uninsurability if test results confirm
a genetic link. For this, and other reasons, it is
important for any genetic testing to be accompanied
by genetic counseling.
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For survivors, difficulties can arise at school, on the job,
in social settings, and in the many daily tasks that need
to be accomplished. Often the energy to interact in a
social situation has been sapped by the physical fatigue
caused by cancer and its treatments.

Stages of Survivorship
Fitzhugh Mullan, MD, a physician with cancer, was the
first to discuss the cancer journey as occurring in stages.6
He defined three stages that are experienced both by the
patient and family members affected by the diagnosis.
■ Acute survival includes from the time of diagnosis
through the end of treatment. He described this
stage as accompanied by fear, anxiety, and pain.
■ Extended survival begins when treatment is
completed or the patient enters remission.
Psychologically, the patient must then deal with fear
of recurrence and, physically, with continued
limitations as a result of the illness and treatment.
Survivors may be learning also to deal with chronic
(long-term) side effects.
■ Permanent survival is defined as a time when the
“activity of the disease or likelihood of its return is
sufficiently small that the cancer can now be
considered permanently arrested.” A person at this
stage may still experience aspects of the five impacts:
physical, psychological, social, spiritual, and economic.
While some experts see end-of-life as a fourth stage,
death actually could occur during any of these three
stages. In the 21st century, end-of-life care can be
purposely provided to affirm life and accept dying as a
normal process. The goal of end-of-life care is to
achieve the best possible quality of life for cancer
survivors by managing pain and other symptoms while
providing relief from distress and integrating
psychological and spiritual needs.7 Many families today
are seeking information and support to enable them
and their patients to “go gentle into that good night.”8
However, it is important to be culturally sensitive to
how hospice care is perceived by different ethnic and
racial groups.
Texas Cancer Plan 2005
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The Lance Armstrong Foundation
defines the experience of cancer
survivorship as living “with,” “through,”
and “beyond” cancer.
Expanding the concepts of Mullan, the Lance
Armstrong Foundation defines the experience of
cancer survivorship as living “with,” “through,” and
“beyond” cancer.
■ Living “with” cancer refers to the experience of
receiving a cancer diagnosis and any treatment that
may follow.
■ Living “through” cancer refers to the extended state
following treatment.
■ Living “beyond” cancer refers to posttreatment and
long-term survivorship.
Although this definition is designed to signify the
experience of survivorship as a progression, this
process is unique for each survivor, and movement
from one phase to the next may not be clearly
delineated.9

Objective A - Increase Knowledge Of
Survivorship Issues For The General
Public, Cancer Survivors, Health Care
Professionals, And Policymakers
Strategy 1: Develop educational resources
about cancer survivorship for survivors, the
general public, health care professionals, and
policy-makers.

Action Steps:
a. Promote patients’ and caregivers’ right to know
about treatment plans and options.
b. Promote the concept of survivorship as a chronic
condition in conjunction with awareness of
increasing survival rates.
c. Assess the current availability of educational
resources and address gaps.
d. Assist organizations in developing culturally
competent and linguistically appropriate materials.

76

Texas Cancer Plan 2005

e. Develop resources to assist survivors in assessing
survivorship information relevant to all stages of
survivorship.
f. Identify and assess the issues that cancer survivors
in Texas face.
g. Develop educational tools to help survivors
communicate their needs and expectations
effectively, including pain and symptom
management and advance care planning.
h. Support the development of resources that consider
the differences among survivors of different cancers, at
different stages, of different racial and ethnic groups.

Strategy 2: Enhance and disseminate
educational materials and programs on
survivorship to promote knowledge and
understanding of survivorship issues.

Action Steps:
a. Ensure that utilized materials are culturally
competent and linguistically appropriate.
b. Identify mechanisms and experts to reach diverse
audiences with culturally and medium-appropriate
survivorship messages, with particular focus on
accessing hard-to-reach populations.
c. Develop a user-friendly Web-based survivorship
database with links to valuable educational
resources.
d. Provide a speaker’s bureau of experts in survivorship
care to address all audiences.
e. Identify funding sources to implement successful
quality-of-life and end-of-life communication
campaigns or programs based on the best practices
and/or best available evidence.
f. Encourage increased research on quality-of-life and
end-of-life issues for underserved communities.

Strategy 3: Provide professional education and
training on survivorship to ensure health care
professional awareness and knowledge of
survivorship issues.

Action Steps:
a. Promote the concept of survivorship as a chronic
condition in conjunction with awareness of
increasing survival rates.

c. Provide training for health care professionals to
increase acceptance and practice of prescribing pain
control and symptom management medications and
techniques to cancer survivors.
d. Encourage the incorporation of survivorship
curricula into professional training programs,
including making health care professionals’ aware of
the role of culture and literacy in communicating
difficult or complex information to survivors.
e. Provide continuing education on addressing cancer
survivorship issues.
f. Provide training about research on complementary
and alternative medicines and techniques for
symptom management.

Objective B - Increase The Availability
Of Effective Programs And Policies
Addressing Cancer Survivorship
Need for Education
Cancer survivors can be effective educators, counselors
and advocates when they have appropriate information
and education materials. However, current programs and
policies are inadequate to provide these resources to
cancer survivors, also to the general public, health care

There is little current information on late
and long-term effects of cancer and
cancer treatments and on
complementary and preventive
strategies that can help survivors care for
themselves and make informed choices.
professionals, and policymakers. There is little current
information on late and long-term effects of cancer and
cancer treatments and on complementary and preventive
strategies (such as eating properly, getting enough sleep,
exercising, managing stress, using sunscreen, and
protecting against viruses) that can help survivors care for
themselves and make informed choices.
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b. Assess the current availability of professional
education resources and address gaps.

Cancer survivors are often unaware of their rights.
They may lose their jobs and their health insurance
without realizing that there are laws and regulations
that may protect their employment, insurance, and
assets. For example, Texas has an Independent Review
Organization that hears appeals from Texas residents
when an HMO has denied coverage. This arbitration
panel is available at no cost to the patient and does not
require an attorney, yet most residents do not know
about it. (Information available at www.TDI.state.tx.us)
There are 54 million informal (unpaid and, largely,
untrained) caregivers — family members and friends who
care for someone who is ill — in the United States today.
However, most have received little or no training and, in
return, receive very little financial or practical support for
home care. As more and more patients make deliberate
decisions to die at home instead of in a health care facility,
caregivers need to be informed about what to expect at
the end of life and how to help a dying patient experience
a painless transition from life to death.

Need for Research
Similarities or differences in the survivorship
experience among different racial or ethnic groups or
among medically underserved people are virtually
unexplored.10 An NCI review of survivorship research of
underserved populations identified only 65 studies
with sample sizes sufficient to permit detailed
comparisons among diverse groups.11 Populations
requiring further study include diverse ethnic groups,
those diagnosed at age 65 or older, rural populations,
low-income groups, those with limited education, and
survivors with less commonly studied types of cancer.
Texas Cancer Plan 2005
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Populations requiring further
survivorship study include diverse ethnic
groups, those diagnosed at age 65 or
older, rural population, low-income
groups, those with limited education,
and survivors with less commonly
studied types of cancer.
There is a lack of information for survivors, their
caregivers, health care professionals, and policymakers
not only on late or long-term effects of cancer treatment
and quality of life issues, but also on prevention of
second cancers and survivorship-specific concerns.
Recognizing this deficit, the National Cancer Institute
is promoting research on the health and functioning of
the growing population of cancer survivors through
interventions that seek to evaluate and improve the
posttreatment cancer experience. In 2004, NCI
increased the amount of funding by 30 percent to focus
on interventions that improve psychosocial and healthrelated outcomes.

Objective B - Increase The Availability
Of Effective Programs And Policies
Addressing Cancer Survivorship
Strategy 1: Evaluate current status to identify
gaps in existing programs and policies.

Action Steps:
a. Identify cultural issues that influence the experience
of cancer among Texas’s diverse populations.
b. Conduct ongoing evaluation of cancer survivorship
programs and services to determine their impacts
and outcomes and to ensure continuous quality
improvement of services.
c. Encourage the evaluation of the impact of policies
on cancer survivorship issues.

Strategy 2: Promote policies that ensure
program implementation and infrastructure
development.

Action Steps:
a. Educate policy- and decision-makers about the
impacts of survivorship on the social and economic
well-being of our state and the role and value of
providing long-term follow-up care, addressing qualityof-life issues and legal needs, and ensuring access to
clinical trials and ancillary services for cancer
survivors, including those of diverse populations.
b. Advocate for policies that support quality and timely
services for all cancer survivors.
c. Promote a policy perspective that views cancer as a
chronic disease.
d. Educate insurance purchasers and benefit managers on
the value of providing services needed by survivors.
e. Provide advocacy training for the public, survivors,
and professionals, with special attention to training
advocates from underserved communities.

Strategy 3: Develop and implement
comprehensive programs and policies that
address the gaps in all areas of survivorship.

Action Steps:
a. Encourage collaboration among cancer centers to
ensure adequate support services for survivors.
b. Develop culturally relevant survivorship support
programs and offer them in appropriate and
accessible settings.
c. Develop and implement programs that address gaps
in access to cancer survivorship education,
information, and quality of life services.
d. Promote collaboration among organizations to
identify and implement evidence-based programs,
with appropriate adaptations for the needs of
priority populations.
e. Ensure availability of innovative survivorship
assistance programs for all citizens of Texas.
f. Identify sources of funding for program and policy
development and implementation addressing issues
for cancer survivors.
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With the growing number of survivors, there is a strong
need to identify and reduce the barriers that create
disparities in equal access to quality care and services.
Many factors contribute to disparities: socioeconomic
status; limited access to care and late diagnosis related to
insurance status; geographic and transportation barriers;
educational attainment and health literacy levels; cultural
and language differences; provider bias; and lifestyle,
among others.13 Other factors that may create barriers are
disabilities, sexual orientation, and religion.

Many patients leave cancer treatment without a good
understanding or adequate documentation of their
disease or the treatments they received. In addition,
they have no guidelines or written description of
recommended short- or long-term follow-up care or
awareness of available resources.

Objective C- Increase Access To Quality
Care And Services For Cancer Survivors
In Texas
Survival Disparities
Serious survival disparities exist among diverse racial/
ethnic and cultural minorities, low-income and many
rural populations, and recent immigrants, compared
with national overall and disease-specific survival
rates.12 To address this diversity among Texas’s citizens,
cancer survivorship information must be designed to
reach these special populations who have different
education levels, cultures, social values, and health
perceptions, speak different languages, and, therefore,
hold diverse attitudes toward health care. Educational
materials need to be developed in formats, languages,
literacy levels, and contexts that are relevant to both
survivors and health care professionals.

An important part of education for survivors is
teaching them to be their own best advocates and to
know their medical and legal rights. They are entitled
to request records that include the specifics of their
disease, the results of tests, and treatment details from
their treatment team. If a treatment facility will not
provide a diagnostic/treatment summary, patients can
request a copy of their medical record. There may be a
charge for this service, which adds to the patient’s
financial burden. Since the information is key to
ensuring appropriate follow-up care, opportunities to
provide this service for free should be explored.
There are groups of survivors who are especially
vulnerable to loss of access to continued health care
due to partial or total loss of health insurance. These
include those with lower incomes; the elderly; young
adults and working women in the 55- to 64-year-old
age group whose jobs do not provide health insurance
and who have insufficient income to purchase it
themselves. The latter are still too young to qualify for
Medicare. The majority of survivors 65 or older are
covered by Medicare. However, recent and future
changes in Medicare legislation on health care for the
elderly are still uncertain, making it difficult for health
care consumers to have confidence in their coverage.

Many patients leave cancer treatment
without a good understanding or
adequate documentation of their disease
or the treatments they received.
Texas Cancer Plan 2005
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Objective C- Increase Access To Quality
Care And Services For Cancer Survivors
In Texas
Strategy 1: Identify and reduce barriers to
ensure equal access to quality care and services.

Action Steps:
a. Promote the statewide dissemination of clinical trial
information, with special emphasis on rural areas.
b. Create a statewide network to help with patient/
survivor support.
c. Support the establishment and dissemination of
clinical practice guidelines for each stage of cancer
survivorship to communities across Texas, with
special emphasis on rural areas.
d. Advocate for ready access to affordable medications.
e. Address issues related to access to transportation
services for survivor programs.

e. Ensure that patient navigation systems and pathways
take account of the needs of diverse populations.

Strategy 3: Increase knowledge and awareness of
the comprehensive support service needs of the
cancer survivor during each stage of survivorship.

Action Steps:
a. Determine the necessary components of a quality
survivorship assistance program.
b. Ensure availability of survivorship support programs
across the state, with a particular emphasis on rural
areas and underserved populations.
c. Identify barriers and gaps in support services.
d. Promote awareness of and increased access to
appropriate cancer pain and symptom management.
e. Increase understanding of and access to quality endof-life services.

f. Promote strategies that ensure equal access to
ongoing quality care for survivors.

f. Promote appropriate follow-up plans for all survivors.

g. Identify and address access barriers to care and
services for diverse populations.

g. Provide comprehensive education about hospice
care and programs.

Strategy 2: Develop and enhance patient
navigation systems and pathways based on best
practices to ensure optimum care for cancer
survivors.

h. Promote increased access to the psychological and
social support services needed by survivors.

Action Steps:
a. Educate and empower cancer survivors to navigate
the health care system.
b. Encourage health care facilities to provide free or
reduced-cost survivorship programs.
c. Promote use of patient navigators to help ensure
access to quality care for cancer survivors.
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d. Support initiatives that promote quality and timely
service for cancer survivors.
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i. Promote the availability of support resources.
j. Promote diverse communities’ awareness and
understanding of the impact that support groups
can have on quality-of-life.

TERMINOLOGY
Therapeutic approaches taken in place of traditional medicine and used to treat or
ameliorate disease.

Asbestos:

A natural material that is made up of tiny fibers. If the fibers are inhaled, they can
lodge in the lungs and lead to cancer.

BRCA1:

A gene located on chromosome 17 that normally helps to restrain cell growth.
Inheriting an altered version of BRCA1 predisposes an individual to breast, ovary,
and prostate cancer.

Built environment:

The surroundings or conditions in which people live or operate.

Carcinogen:

Any substance that is known to cause cancer.

Case-control studies:

A study that compares two groups of people: those with the disease or condition
under study (cases) and a very similar group of people who do not have the disease
or condition (controls). Researchers study the medical and lifestyle histories of the
people in each group to learn what factors may be associated with the disease or
condition. For example, one group may have been exposed to a particular substance
that the other was not. Also called a retrospective study.

Chemotherapy regimen:

A treatment program for cancer, using drugs.

Chronic disease:

A disease or condition that persists or progresses over a long period of time.

Clinical trials:

Research studies that involve patients. Each study is designed to find better ways to
prevent, detect, diagnose, or treat cancer and to answer scientific questions.

Cognitive:

Pertaining to the mental activities associated with thinking, learning, and memory.

Cohort:

Any designated group followed or traced or a period, as in epidemiological study.

Cohort studies:

A research study that compares a particular outcome (such as lung cancer) in groups
of individuals who are alike in many ways but differ by a certain characteristic (for
example, female nurses who smoke compared with those who do not smoke).

Terminology

Alternative medicine:

Complementary medicine: Practices often used to enhance or complement standard treatments and not
recognized as standard or conventional medical approaches. Complementary
medicine may include dietary supplements, mega-dose vitamins, herbal
preparations, special teas, acupuncture, massage therapy, magnet therapy, spiritual
healing, and meditation.
CT scan:

A series of detailed pictures of areas inside the body taken from different angles; the
pictures are created by a computer linked to an x-ray machine. Also called
computerized tomography and computerized axial tomography (CAT) scan.

Culturally competent:

Cultural and linguistic competence is a set of congruent behaviors, attitudes, and
policies that come together in a system, agency, or among professionals that enables
effective work in cross-cultural situations. ‘Culture’ refers to integrated patterns of
human behavior that include the language, thoughts, communications, actions,
customs, beliefs, values, and institutions of racial, ethnic, religious, or social groups.
‘Competence’ implies having the capacity to function effectively as an individual and
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an organization within the context of the cultural beliefs, behaviors, and needs
presented by consumers and their communities.
Dysplasia:

Abnormal pathological development of cells indicating possibility of malignancy.

Epidemic:

Affecting or tending to affect a disproportionately large number of individuals
within a population, community, or region at the same time.

Epidemiology:

The study of disease incidence and distribution in populations, as well as the
relationship between environment and disease. Cancer epidemiology is the study of
cancer incidence and distribution in the population and of how physical
surroundings, occupational hazards, and personal habits such as tobacco use and
diet may contribute to the development of cancer.

Ethnicity:

A group that shares a common ancestry, history, or culture

Five-year survival:

Five-year survival is a term commonly used as the statistical basis for successful
treatment. A patient with cancer is generally considered cured after five or more
years without recurrence of disease.

Genetic:

Inherited; having to do with information that is passed from parents to offspring
through genes in sperm and egg cells.

Genetic susceptibility:

An inherited increase in the risk of developing a disease.

Health care professional:

Practitioners in disease prevention, detection, treatment, and rehabilitation are
known as health care professionals. They include physicians, nurses, dentists,
dietitians, health educators, social workers, and therapists, among others.

Health disparities:

Differences in the incidence, prevalence, mortality and burden of cancer and
related adverse health conditions that exist among specific population groups in
the United States.

Heterocyclic amine (HCA): Heterocyclic compounds are a major class of organic chemical compounds
characterized by the fact that the atoms in their molecules are joined into rings
containing at least one atom of an element other than carbon (C). These compounds
are of great importance because many of the biochemical materials essential to life
belong to the class. An amine is any of a class of organic compounds derived from
ammonia by replacement of hydrogen with one or more alkyl groups.
High risk:

H. pylori
(Helicobacter pylori):
Incidence:

82

Texas Cancer Plan 2005

When the chance for developing cancer is greater for an individual or a group of
people than it is for the general population, that individual or group is considered to
be at high risk. People may be considered to be at high risk from many factors or
combination of factors, including a family history of disease, personal habits, or
exposure to carcinogens in the environment or in the workplace.
Bacteria that cause inflammation and ulcers in the stomach. (www.cancer.gov)
Incidence is the number of times a disease occurs in a given population. Cancer
incidence is the number of new cases of cancer diagnosed each year. The Cancer
Registry Division of the Department of State Health Services maintains cancer
incidence data in Texas.

A measure of the rate at which new events occur in the population. The number of
new cases of a specified disease diagnosed or reported during a defined period of
time, is the numerator, and the number of persons in the stated population in which
the cases occurred is the denominator.

Ionizing radiation:

Radiation of sufficient energy to dissociate atoms or molecules into electrically
charged atoms or radicals in the irradiated material. e.g. X-rays

Linguistically appropriate: Health care services that are respectful of and responsive to linguistic needs.

Terminology

Incidence rate:

Malignancy (or malignant): Cancerous; can invade nearby tissue and spread to other parts of the body.
Master Settlement
Agreement:

In 1998, 46 states and the four major tobacco companies signed the Master
Settlement Agreement (MSA), which stipulated that the tobacco companies pay
states $206 billion over 25 years and take steps to reduce youth smoking. The
remaining states settled separately.

Medically underserved
areas (MUA):

Areas within the United States that have limited or no access to primary healthcare.

Metastatic cancer:

Cancer that has spread from the place in which it started to other parts of the body.

Morbidity:

Any departure, subjective or objective, from a state of physiological or psychological
well-being. In this sense, sickness, illness, and morbid condition are similarly
defined and synonymous.

Mortality rate:

A rate expressing the proportion of a population who die of a disease, or of all
causes. The numerator is the number of persons dying; the denominator is the total
population (usually the midyear population) in which the deaths occurred. The unit
of time is usually a calendar year. To produce a rate that is a manageable whole
number, the fraction is usually multiplied by 1,000 to produce a rate per 1,000. This
rate is also called the “crude death rate.”

Multidisciplinary:

Involving many particular fields of study.

Obesity:

A condition in which a person has abnormally high amounts of unhealthy body fat;
medically defined as a body mass index of 30 or greater.

Palliative care:

Care that does not alter the course of a disease, but improves the quality of life.

Perforation:

Abnormal opening in an organ.

Preexisting condition:

A health condition (other than a pregnancy) or medical problem that was diagnosed
or treated during a specified timeframe prior to enrollment in a new health
insurance plan. Some pre-existing conditions may be excluded from coverage during
a specified timeframe after the effective date of coverage in a new health plan.

Prevalence:

In medical terminology, prevalence typically has been defined as the number of
cases of a disease that are present in a population at a point in time. In the case of
smoking prevalence in population, the term in used to define the number of people
in that population who are regular smokers.

Primary prevention:

The reduction or control of factors believed to be causative for a health problem and
includes reducing risk factors such as smoking to prevent lung cancer or sex
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education to reduce sexually transmitted diseases, and environmental exposures
such as reducing ambient lead to prevent intellectual impairment. This category
also includes health-service interventions, such as vaccinations or such preventive
“therapy” tools as fluoridated water supplies or dental sealants.
Priority population:

The Agency for Healthcare Research and Quality’s definition includes low income
groups; minority groups; women; children; the elderly; and individuals with special
health care needs, including individuals with disabilities and individuals who need
chronic care or end-of-life health care.

Proliferation:

Multiplying or increasing in number. In biology, cell proliferation occurs by a
process known as cell division.

Prostate-specific antigen:

A protein whose level in the blood goes up in some men who have prostate cancer
or benign prostatic hyperplasia. Also called PSA.

Psychosocial:

Involving both psychological and social aspects of a person

Quality of life:

In cancer treatment, quality of life is the concept of ensuring that cancer patients
are able to lead the most comfortable and productive lives possible during and after
treatment. New treatment techniques and social and emotional support groups are
adding to the quality of life for cancer patients as well as to their survival.

Radiation tattoo:

The areas marked with either a temporary or permanent marker showing where the
radiation should be aimed.

Radon:

A radioactive gas that is released by uranium, a substance found in soil and rock.
When too much radon is breathed in, it can damage lung cells and lead to lung cancer.

Randomized clinical trials: A study in which the participants are assigned by chance to separate groups that
compare different treatments; neither the researchers nor the participants can
choose which group. Using chance to assign people to groups means that the groups
will be similar and that the treatments they receive can be compared objectively.
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Risk factor:

Anything that has been identified as increasing an individual’s chance of getting a
disease is a risk factor.

Secondary prevention:

Involves early detection and treatment, such as mammography for detecting breast
cancer or Pap tests for detecting cervical cancer.

Secondhand smoke:

Smoke that comes from the burning end of a cigarette and smoke that is exhaled by
smokers. Also called ETS or environmental tobacco smoke. Inhaling ETS is called
involuntary or passive smoking.

Socioeconomic:

Of, relating to, or involving a combination of social and economic factors

Stage:

A distinct phase in the course of a disease. Stages of cancer are typically defined by
containment or spread of the tumor: in situ, localized, regional or distant spread.

Staging:

Doing exams and tests to learn the extent of the cancer, especially whether it has
spread from its original site to other parts of the body.

Systems approach:

Working with systems, which are defined as a network of interdependent parts that
work together to try to accomplish the goals of the system. Systems have a quality of
interdependence where the changes in one aspect of the system reverberate and
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Tertiary prevention:

Involves providing appropriate supportive and rehabilitative services to minimize
morbidity and maximize quality of life, such as rehabilitation from injuries. It
includes preventing secondary complications.

Toxin:

A poison produced by certain animals, plants, or bacteria.
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create impact throughout the system. Some examples of systems are a school
district, a business, a community, a church, or hospital. Working with systems can
provide the best utilization of volunteers, staff, and other resources in achieving a
common goal.
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