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The Newsletter for the Association of North Carolina Cancer Registrars
Summer 2020


Message from the President:
Paige Tedder, RHIT, CTR


Happy Summer ANCCR Members,

I hope everyone is having a great summer and has been able to get out and do something fun.  I know a lot of vacation plans have changed or been postponed due to the pandemic.  Hopefully though, you have still been able to get out and enjoy this beautiful weather.

The ANCCR Board recently met and made the difficult decision to cancel this year’s annual meeting in Flat Rock.  We initially discussed a complete virtual meeting but felt it would be too difficult to arrange at this late date.  We encourage all members to attend NCRA’s virtual meeting or other online webinars offering CE’s.  We plan to hold next year’s meeting in Flat Rock in Sept 2021.  

Just announced last week, The CoC and NCDB will begin the pilot testing program of the new Rapid Cancer Reporting Systems (RCRS) on August 3, which will replace the Rapid Quality Report System (RQRS).  Atrium Health will be participating in the pilot testing and I look forward to sharing my thoughts about RCRS vs RQRS in the next newsletter. 

Everyone please stay safe and enjoy the remainder of your summer.  

Stay safe.

Paige


Dr. Greene’s Article



In the good ole summer time!  In the good ole summer time!  In the good ole summer time!
ANCCR’s Executive Board 2020

	Office
	Name
	Email

	President
	Paige Tedder, RHIT, CTR
	paige.tedder@atriumhealth.org

	Immediate Past President
	Kelly Lowrance, RHIT, CTR
	kalowrance@novanthealth.org

	Vice President
	Angela Rodriguez, CTR
	angela.rodriguez@mercy.net

	Secretary
	Amy Arnold, CTR
	amyarnold@registrypartners.com

	Treasurer
	Christine Smith, CTR
	jamstribe@aol.com

	
	
	

	Committee
	Name
	Email

	Bylaws
	Adaline Brown, RHIT, CCS, CTR
	abrown@q-centrix.com

	Education
	Kimberly Swing, CTR
	kimberly.swing@duke.edu

	
	Karen Knight, CTR
	karen.knight@duke.edu

	Educational Scholarship
	Inez Inman, BS, RHIT, CTR
	iinman@wakehealth.edu

	ANCCR Resource Manual
	Ruth Maranda, LPN, CTR
	ruth.maranda@dhhs.nc.gov

	Facebook Administrator
	Angela Rodriguez, CTR
	angela.rodriguez@mercy.net

	Grants & Vendors
	Melanie Rogan, CTR
	mrogan@mycrstar.com

	
	Allison Shelor, CTR
	allison.shelor@unchealth.unc.edu

	Historian
	Deborah Poovey, CTR
	dpoovey7@gmail.com

	Membership
	Jenean Burris, RHIT, CTR
	jburris@wakehealth.edu

	Nominating
	Isaiah Zipple, CTR
	isaiah.zipple@unchealth.unc.edu

	Program Director
	Kelly Lowrance, RHIT, CTR
	kalowrance@novanthealth.org

	Publications
	Inez Inman, BS, RHIT, CTR
	iinman@wakehealth.edu

	Web Site Coordinator
	Cathy Rimmer, BA, MDiv, CTR
	ccrimmer@novanthealth.org

	Ways & Means
	Kisha Raynor, CTR
	kisha.raynor@carolinashealthcare.org

	
	Kim Maloney Bobbitt, BS, CTR
	kmaloney-bobbitt@novanthealth.org

	
	
	

	Liaisons
	Name
	Email

	A4C Liaison
	Kathleen Foote, CTR
	kathleen.foote@unchealth.unc.edu

	NCRA Liaison
	Angela Rodriguez, CTR
	angela.rodriguez@mercy.net

	NC CCR Liaison
	Melissa Pearson, CTR
	melissa.pearson@dhhs.nc.gov


	



Upcoming Annual Educational Conferences

ANCCR Educational Fall Meeting
CANCELED
2020 – Oct 14-16, Flat Rock, NC
Re-scheduled from Sept 23-25, 2020
The Lodge at Flat Rock 

NCRA Educational Conference
VIRTUAL
2020 – Sept 20-23, Orlando, FL
Re-scheduled from May 31-June 3, 2020
2021 - April 14-17, Indianapolis, IN
2022 - April 6-9, Washington, DC 



TREASURER REPORT
Christine Smith, CTR

	ANCCR 2020 First Quarter Treasurer Report
	

	Beginning Balance 04/01/2020: 
	

	                                                    Checking :
	 26,431.58 

	                                             Money Market:
	 21,605.60 

	                                                            Total:
	 48,037.18 

	Deposits:
	

	April
	       150.00

	May
	       425.00 

	June
	       225.00 

	Membership dues income April-June
	       800.00

	
	

	Expenses:

	          0.00

	
Bank Statement Charges 
	          0.00 

	
Total Deposits
	      800.00 

	Total Expenses (SC Profit)
	   8,837.25

	                                                                              
	 

	Ending Balance 06/30/2020:
	

	                                                     Checking:
	 18,394.33 

	                                                     Money Market:
	 21,607.21

	
	
	


				Total:			 40,001.54





MEMBERSHIP							
Jenean Burris, RHIT, CTR

There are 156 ANCCR members as of 7/21/2020.





WEB SITE REPORT
Cathy Rimmer, BA, CTR

NAACCR Webinars are added to the member’s only section when files become available.



A4C Liaison
Kathleen Foote, CTR

A4C General Session met virtually on Friday, May 15, 2020

Draft lung cancer screening position statement presented.  Written to “determine best practices/recommendations for cancer screenings or use of the best or more appropriate cancer test versus another and to fill a need of guidelines for legislatively mandated insurance coverage”.  The draft was reviewed and changes recommended.  Final draft will be ready for next meeting.  

Letter of Support to Senate recommending Oral Chemo House Bill 480 favorably pass.  This bill provides equal coverage for both traditional IV and oral CTx.  43 states & DC have already passed similar legislation.  This Act would require insurers that already provide coverage for both IV and oral CT to cover oral CT on basis no less favorable than IV ensuring fair out-of-pocket costs among already-covered drugs.



DHHS/DPH COVID 19 Update 




Obesity & Breast Cancer Outcomes presentation by Dr. Jan Wong, ECU Brody School of Medicine.  State of obesity in NC and health effects, especially related to cancers.  Study overview on obesity and mortality presented.  Potential impact of weight loss on cancer incidence including bariatric surgery, exercise and Women’s Intervention Nutrition Study (WINS Trial).  Summary
· Consistent data from observational studies link obesity to increase cancer incident & mortality in obese associated cancers.
· Only a few large-scale trials have tested the impact of changes in energy balance on cancer prognosis.
· There are NO DATA that provides definitive evidence that weight loss, calorie restriction, or increased exercise will lower the risk of cancer-specific mortality.




NC Cancer Plan 2020-2050 progress report.


Patient Navigators’ Survey Report – Addressing Barriers in Cancer Survivorship.  Survey of patient navigation services to understand barriers faced when providing care and support for cancer survivors.  
Top Barriers Patient Navigators			Top Barriers Cancer Survivor Clients
· Transportation				*     Need for financial support
· Financial barriers				*     Need for transportation
· Need for navigation				*     Emotional/Psychosocial/Peer support
Resource tools to address the need and barriers of clients & connecting them to these resources.




CCR Report 




NC Community Cancer Network  

Attended Northwestern Regional meeting (virtual) on May 28.   The objective is to foster collaborative partnerships, connecting patients, survivors, clinics & clinicians and community to increase access to care, services and resources to reduce the burden and address issues and gaps.  Promote/provide educational opportunities and share/create resource materials.  Pilot program to target 2 regions – Northwest and Southeastern, based on distance patients travel to closet hospital, cancer incidence rates, diabetes, heart disease mortality rates and NC Medicaid regions.  

During the meeting, the group identified a list of barriers, needs or issues faced in the NW region then narrowed it down to top 3 barriers faced – Transportation, Language and Nutrition.  They identified services & resources already provided or available in the NW region.  






EDUCATION REPORT
Kimberly Swing, CTR and
Karen Knight, CTR

Educational Opportunities:

NCRA Center for Cancer Registry Education - http://www.cancerregistryeducation.org/
Access to high-quality educational programming to support both seasoned professionals and those new to the field, included are programs related to AJCC 8th Edition. Most are fee based.

NCRA Registry Resources - http://www.cancerregistryeducation.org/rr
A series of informational abstracts and presentations that show registrars how to use these important resources, these site-specific abstracts provide an outline to follow when determining what text to include. FREE
SEER Educate - https://educate.fredhutch.org/LandingPage.aspx  
Improve technical skills through applied testing on the latest coding guidelines and concepts. Complete practice abstracts and earn up to 20 CE credits per cycle. FREE, Casefinding and Grade exercises are now available as well. 

NCRA’s Mini-Learning Shorts- Great guide for new registrars- http://www.cancerregistryeducation.org/best-practices?fbclid=IwAR1bfhzNf844uTRZKbhelHvK0G2MSBumIlQH0o4K1hYqe46BmmmxPrnIVfY and http://www.cancerregistryeducation.org/introduction-to-the-cancer-registry 

https://education.naaccr.org/freewebinars  - NAACCR Talks are free webinars on topics of concern to the NAACCR membership. View recordings of the live webinars for no charge.

Tumor Talk- sign up to receive webinar invitations presented by Himagine Solutions at https://himaginesolutions.com/himagine-tumor-talk-webinar/ view previously recorded webinars at https://himaginesolutions.com/previous-webinars/ 

Registry Partner’s Coding Break- Educational presentations on YouTube created by Registry Partners https://www.youtube.com/channel/UCFePdWVva8gfosv7jL11tyQ

	Register today for CAnswer Forum LIVE Webinar: https://www.facs.org/caforumlive 
	


The American College of Surgeons (ACS) Cancer Programs is applying for continuing education credits from the National Cancer Registrars Association (NCRA) for all upcoming 2020 CAnswer Forum LIVE webinars. Mark your calendars for these upcoming events: 
· CAnswer Forum LIVE—August 5, 2020 
· CAnswer Forum LIVE—October 14, 2020 
· CAnswer Forum LIVE—December 9, 2020 
AJCC:
View recordings of the live webinars for no charge.

7th Edition Webinars - https://cancerstaging.org/CSE/Registrar/Pages/Seventh-Edition-Webinars.aspx
8th Edition Webinars- https://cancerstaging.org/CSE/Registrar/Pages/8thEditionWebinars.aspx
Disease Site Webinars - https://cancerstaging.org/CSE/Registrar/Pages/Disease-Site-Webinars.aspx 
AJCC Curriculum - https://cancerstaging.org/CSE/Registrar/Pages/AJCC-Curriculum.aspx
Registrar’s Guide to Chapter - https://cancerstaging.org/CSE/Registrar/Pages/Presentations.aspx
AJCC TNM Category Options - https://cancerstaging.org/CSE/Registrar/Pages/Presentations.aspx

[image: ]http://www.ncregistrars.com/
ANCCR purchased subscriptions to the NAACCR Cancer Registry & Surveillance Webinar Series.
Each webinar is three hours (3 CE's) and will be presented on the first Thursday of each month. After the LIVE version, a link to the webinar will be available to ANCCR members on the ANCCR website, as soon as it is available each month.  The sessions are 9:00 am – 12:00 pm.

Host sites:
· Wake Forest Baptist Medical Center, Winston-Salem, NC
Contact:  Jenean Burris: jburris@wakehealth.edu
· Carolinas Medical Center, Charlotte, NC
Contact: Paige Tedder  paige.tedder@carolinashealthcare.org
· UNC Rex Hospital, Raleigh, NC	
Contact:   Kathleen Foote   Kathleen.foote@unchealth.unc.edu
· Vidant Medical Center, Greenville, NC
Contact:  Merrill Bright    Merrill.bright@vidanthealth.com


NAACCR webinar schedule:
8/6/20- Corpus Uteri
9/3/20- Coding Pitfalls
10/01/20- Prostate
11/05/20- Lung
12/03/20 - Thyroid
1/7/21- Treatment
2/4/21- Lymphoma
3/4/21- Abstract and Coding Boot Camp
4/1/21- Larynx
5/6/21- Pancreas
6/17/21- Kidney
7/8/21- Quality in COC Accreditation
8/5/21- Breast
9/2/21 Coding Pitfalls


Coding, Staging and Abstracting Resources:

*Online version of IDC-O-3 http://www.iacr.com.fr/index.php?option=com_content&view=category&layout=blog&id=100&Itemid=577 the new version, ICD-O-3.2, is recommended for use from 2020.
*SEER 2018 updated case finding list- https://seer.cancer.gov/tools/casefinding/ 
*IDD-O-3 coding table for new terms- updated 8/22/18- https://www.naaccr.org/wp-content/uploads/2018/08/Updated-8-22-18-ICD-O-3-alpha-table.pdf 
*SEER RX- https://seer.cancer.gov/seertools/seerrx/ 
*SEER*RSA- https://staging.seer.cancer.gov/ 
* EOD 2018 General Coding Instructions- https://seer.cancer.gov/tools/staging/2018-EOD-General-Instructions.pdf 
*Ask a SEER Registrar- https://seer.cancer.gov/registrars/contact.html 
*CAncer Forum- http://cancerbulletin.facs.org/forums/help 
*Hematopoietic and Lymphoid Neoplasm Database- https://seer.cancer.gov/seertools/hemelymph/ 
*Solid Tumor Rules-  https://seer.cancer.gov/tools/solidtumor/ 
*NAACCR- Site specific data items (SSDI/GRADE)-  https://apps.naaccr.org/ssdi/list/ 
*STORE-  https://www.facs.org/~/media/files/quality%20programs/cancer/ncdb/store_manual_2018.ashx 
*AJCC- Errata for 8th edition AJCC https://cancerstaging.org/references-tools/deskreferences/Pages/default.aspx 
*Informational Abstracts-  http://www.cancerregistryeducation.org/rr 
*NCI Cancer Types- https://www.cancer.gov/types 
* RQRS User Guide- https://www.facs.org/~/media/files/quality%20programs/cancer/ncdb/rqrs_userguide.ashx 
*CTR Guide to Coding XRT- https://www.facs.org/~/media/files/quality%20programs/cancer/ncdb/case_studies_coding_radiation_treatment.ashx 	
*NCDB- The Corner Store- https://www.facs.org/quality-programs/cancer/news 
*American College of Surgeons- Subscribe to the newsletter The Brief at http://multibriefs.com/optin.php?ACSORG or view articles at http://multibriefs.com/briefs/ACSORG/index.php 

		
Coding Tips:
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COVID-19 and Cancer: NCI's Sharpless Says COVID-19 Could Halt Streak of US Cancer Mortality Gains
https://www.ajmc.com/journals/evidence-based-oncology/2020/july-2020/covid19-and-cancer-ncis-sharpless-says-covid-19-could-halt-streak-of-us-cancer-mortality-gains

Patients with Multiple Myeloma Who Join MMRF's CureCloud May Improve Their Treatment Options While Contributing to Research
https://www.curetoday.com/articles/patients-with-multiple-myeloma-who-join-mmrfs-curecloud-may-improve-their-treatment-options-while-contributing-to-research

Resources available for cancer caregivers in Colorado
https://www.thedenverchannel.com/lifestyle/health/resources-available-for-cancer-caregivers-in-colorado



REPORT FROM THE NC CENTRAL CANCER REGISTRY
Melissa Pearson, CTR

[bookmark: _Hlk38292935]Staffing Updates: 
· Cheryl Biagiarelli, CTR joined the CCR in July as a Quality Management Specialist.
· ClarLynda Williams-DeVane, PhD was appointed as the new Director of the State Center for Health Statistics.

[image: ]

It is not surprising that the cancer surveillance community has become very focused on COVID-19 and the effects on cancer patients. Specifically, treatment decisions and outcomes. Here are a few broad points that cancer care teams are evaluating and we, as cancer registrars, should also be mindful of when reviewing cancer cases:

· Visits and labs being done at remote centers and telemedicine if possible (Think casefinding. This may affect visit types and how you would normally identify the patient. This may also affect your overall case counts.)
· Postponement of surgery or adjuvant treatment for both stable and high-risk patients. 
· Prioritization and rationalization of surgeries based on urgency, symptoms, and possibly cure.
· New treatment start date decisions made by considering tumor burden and the clinical condition of the patient. 
· For patients with low tumor burden, stable disease, or undergoing post-operative chemo or maintenance, consideration for delaying treatment or switching to oral options where available.
· Prioritization of systemic treatment to those who will have most benefit (i.e. curative). Thereby, affecting decisions related to palliative care and treatment.
· Consideration of target therapy as adjuvant therapy to avoid side effects of chemo, repeated hospital visits, and immunosuppression. 

These are only a few examples but hopefully give you an idea of what to be looking for. While software vendors and our national standard setters are working hard to figure out the best way to capture this information, we have to do the best we can with what we have. And right now, that is…TEXT!


 


The new COVID-related ICD-10 codes do not fall into the eligible range that would allow them to be coded in the Comorbidity/Secondary Diagnosis data items. The NAACCR Uniform Data Standards (UDS) Committee is currently discussing options on what information should be collected but no final decisions have been made. In short, we don’t know what we need to know at this point and careful consideration needs to be given before revising data items and edits as any changes would be cumbersome to implement. 

In the meantime, consider developing user-defined data fields to capture COVID-related information. This is a great option for any internal analysis your cancer program may want to do. Keep in mind… user-defined fields are NOT TRANSMITTED TO THE CCR. This is for your internal use only but can be very helpful if the CCR needs to follow-back to the facility for any reason. Options for data fields include:
· COVID-related ICD-10 codes
· Specify a COVID-related death
· Specify if treatment was delayed, modified, or not given at all due to COVID
· I’m sure there may be others you will find beneficial as you start to encounter these cases.

Make sure any text related to COVID-19 specifically includes the word “COVID-19”!

Instead, the CCR is relying on TEXT! The standard use of the word “COVID-19” in the text will allow us to identify and isolate these cases for further evaluation. Below is the CCR’s guidance on how to standardize this documentation in the text. 

	Lab Text
	Date and results of COVID-19 and antibody testing (both positive and negative)

	Treatment Text
	If treatment is delayed, modified or not given due to COVID-19, add that detail to the corresponding treatment text field

	Remarks Text
	Record COVID-19 related ICD-10 codes specified in the medical record



FAQ’s:
1. What if the patient tests positive for COVID after the case has been submitted to the CCR?
Answer: For now, just add the information to the text using the above guidelines. Modifying text only will not prompt a corrections record so that update will not be sent to the CCR. We are still trying to figure out some of these finer details. Stay tuned for more instructions!

2. If treatment is delayed, when do I submit the case to the CCR?
Answer: Please wait until ALL first course of treatment data items can be coded before submitting the case to the CCR. Keep in mind, the treatment does not need to be completed. Only the start date and type of treatment needs to be known to complete the required data items in the abstract.

If you have other ideas, please share! You are seeing these cases much sooner than we are and your feedback is very helpful to us!
[bookmark: _Hlk38292935][bookmark: _Hlk38292935]
[image: ]Ruth Maranda, LPN, CTR
NC CCR Education and Training Coordinator

Registry Partners CTR Coding Break, June 2020: Bladder Grade
https://www.registrypartners.com/ctr-coding-break-bladder-site/
This 6-minute presentation reviews the clinical and pathological timeframe, grade notes, priority order, and reviews common questions for coding grade for bladder. This is 6 minutes well spent! Review of 2018 cases has identified bladder grade as a problem area for coding errors. This video address those common errors. Open your Grade manual to Bladder (Table 19) and follow along and take notes!




NCRA Call for Nominations

Melanie Williams Rogan, CTR
NCRA Nominating Committee Chair

Are you a leader? Have you ever had the desire to become a voice in the leadership of our association and become an influence and advocate to help drive the organization’s strategic direction? Have you ever wanted to expand professionally and share your knowledge with others? If you answered yes to any of these questions, please consider submitting a nomination for one of the NCRA elected positions below. Become a voice of the cancer registry profession and help drive the continued success of the NCRA. Volunteering with NCRA is a very rewarding experience that allows you to grow professionally, network with your peers and help guide the future of our organization! 

Board of Directors Open Positions
· President Elect/Secretary
· Treasurer Junior
· Education Board Director
· Recruitment and Retention Board Director 
· Advocacy and Technical Practice Board Director-one from each region (East, Midwest and West) 
Other Open Positions
· Council on Certification Administrator
· Council on Certification Representative 
Volunteer Leadership Presentations
For those interested in volunteering for a leadership position, there are presentations for the various Board of Directors positions posted on the NCRA website. These presentations will give interested members an insight into the duties of each position. https://www.ncra-usa.org/Membership/Volunteer/Volunteer-Leadership-Presentations
Terms begin June 2021 and the deadline for nominations is Friday October 23rd. All offices are 2 year terms with the following exceptions:
· President-Elect/Secretary is a one-year term with a roll-up to President (also a one-year term) and then Immediate Past President (another one-year term). 
· Treasurer Junior is a one-year term with a roll-up to Treasurer Senior for one term
· Council Administrator is a three-year term
Please visit https://www.ncra-usa.org/Membership/Nominations-and-Elections to explore the open positions with eligibility requirements, qualifications, descriptions of each position, as well as application forms. 

Please consider nominating yourself or another NCRA member. This is a great opportunity to make a difference in the cancer registry profession and in shaping the future of the organization, while growing professionally, having a lot of fun and meeting new friends and colleagues!











Stay Safe!  Stay Healthy!








In the good ole summer time!
ANCCR The Sentinel – Summer 202012
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GENERAL ASSEMBLY OF NORTH CAROLINA
SESSION 2019

HOUSE BILL 480

Short Title:  NC Cancer Treatment Fairness. (Public)

Sponsors: Representatives Zachary, Lewis, and Lambeth (Primary Sponsors).
For a complete list of sponsors, refer to the North Carolina General Assembly web site.

Referred to:  Health, if favorable, Rules, Calendar, and Operations of the House

March 28, 2019

A BILL TO BE ENTITLED
AN ACT RELATING TO HEALTH BENEFIT PLAN COVERAGE FOR ORALLY

ADMINISTERED ANTICANCER DRUGS.

Whereas, advances in medical research have led to significant new developments of
various medical treatments; and

Whereas, these treatments offer patients a wide range of new choices to combat very
serious diseases; and

Whereas, the area of cancer treatment has been one of the fields that has seen these
significant new medical advancements; and

Whereas, in recent years, oral chemotherapy treatments have been developed that
provide viable alternatives to traditional intravenous cancer treatments for patients; and

Whereas, this oral chemotherapy treatment offers the treating physician and the
patient a choice in relation to treatment options; and

Whereas, this choice is sometimes limited as the oral chemotherapy treatments are in
most cases covered under the prescription drug benefit of an insurance plan rather than under the
major medical insurance benefit of an insurance plan; and

Whereas, this discrepancy in coverage can limit a patient's ability to choose the oral
chemotherapy treatment because of the cost associated with the disparate treatment; Now,
therefore,
The General Assembly of North Carolina enacts:

SECTION 1. Article 3 of Chapter 58 of the General Statutes is amended by adding
a new section to read as follows:
"8 58-3-282. Coverage for orally administered anticancer drugs.

(a) Every health benefit plan offered by an insurer that provides coverage for prescribed,
orally administered anticancer drugs that are used to kill or slow the growth of cancerous cells
and that provides coverage for intravenously administered or injected anticancer drugs shall
provide coverage for prescribed, orally administered anticancer drugs on a basis no less favorable
than the coverage the policy, contract, or plan provides for the intravenously administered or
injected anticancer drugs.

(b)  Coverage for orally administered anticancer drugs shall not be subject to any prior
authorization, dollar limit, co-payment, coinsurance, or deductible provision or to any other
out-of-pocket expense that does not apply to intravenously administered or injected anticancer
drugs.

(c)  Anpolicy, contract, or plan provider shall not achieve compliance with this section by
reclassifying anticancer drugs or by increasing patient cost-sharing, including any coinsurance,
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General Assembly Of North Carolina Session 2019

co-payment, deductible, or other out-of-pocket expenses imposed on anticancer drugs. Any

policy, contract, or plan change that otherwise increases an out-of-pocket expense applied to

anticancer drugs must also be applied to the majority of comparable medical or pharmaceutical

benefits covered by the policy, contract, or plan."

SECTION 2. This act becomes effective January 1, 2020, and applies to insurance
contracts or policies issued, renewed, or amended on or after that date.

Page 2 House Bill 480-First Edition
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NC Department of Health and Human Services/Division of Public Health
COVID-19 Update

NC Advisory Committee on Cancer Coordination and Control
Virtual Business Meeting

Friday, May 15, 2020

Please see our NC DHHS latest updates on North Carolina’s COVID-19 response:
e Know Your Ws
¢ North Carolina Moves to Phase 1
¢ What to Know About Cloth Face Coverings
¢ NCDHHS COVID-19 Websites Gets an Update
¢ New Portal Opens to File Claims for COVID-19 Testing and Treatment of Uninsured Patients
e Food and Nutrition Services Participants Can Now Use Benefits at Authorized Online EBT Retailers
¢ Health Care Workers Being Matched to Facilities Seeking Staff
e New Videos Available
¢ New and Updated Guidance Posted

Know Your Ws

Wear. Wait. Wash. As North Carolina eases some COVID-19 restrictions, the NC Department of Health and
Human Services is asking people to remember these three things to continue to slow the spread of COVID-
19 and flatten the curve.

If you leave home, practice your Ws: Wear, Wait, Wash
e Wear a cloth face covering if you will be with other people.
e Wait 6 feet apart. Avoid close contact.
e Wash your hands often with soap and water for at least 20 seconds or use hand sanitizer.

Help get the word out by sharing materials and posting on social media [covid19.ncdhhs.gov]in English and
Spanish. Encourage people to remember their 3 Ws: Wear, Wait, Wash.

North Carolina Moves to Phase 1
On Friday at 5 PM, the Governor Cooper modified North Carolina’s Stay At Home Executive Order,
transitioning the state to Phase 1 of slowly easing COVID-19 went into effect. Resources for business
[covid19.ncdhhs.gov] are available in English and Spanish online, including:

e Executive Order 138 and FAQ

e Fact Sheet on What’s New in Phase One (English and Spanish)

e Interim Guidance for Owners, Staff and Patrons of Businesses (English and Spanish)

e Checklist for Business Owners (English and Spanish)

o Signage for Businesses (English and Spanish)

¢ Symptom Screening Checklist

Page 1 of 3



https://urldefense.com/v3/__https:/covid19.ncdhhs.gov/materials-resources/know-your-ws-wear-wait-wash__;!!HYmSToo!IRdvCcbS149erDksk0P6CAfQjDbGKSDiUPQob0m7IaqW7pnDje_vW8CASLQMk_L5ROkXNntZ7uqq$

https://urldefense.com/v3/__https:/covid19.ncdhhs.gov/guidance*phase-1-easing-of-restrictions__;Iw!!HYmSToo!IRdvCcbS149erDksk0P6CAfQjDbGKSDiUPQob0m7IaqW7pnDje_vW8CASLQMk_L5ROkXNkPr8xJE$
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NC Department of Health and Human Services/Division of Public Health
COVID-19 Update

NC Advisory Committee on Cancer Coordination and Control
Virtual Business Meeting

Friday, May 15, 2020

What to Know About Cloth Face Coverings

Following CDC guidance, Executive Order 138 recommends that people wear a cloth face covering when
they leave their house and may be less than six feet from other people who are not family or household
members. Covering your face is about helping others and being a good neighbor and community member.
Learn more about cloth face coverings. (English / Spanish)

NCDHHS COVID-19 Websites Gets an Update
Our COVID-19 websites has a new look. The redesign is intended to make the site more user-friendly and
easier to navigate. Visit covid19.ncdhhs.gov.

New Portal Opens to File Claims for COVID-19 Testing and Treatment of Uninsured Patients

Health care providers and hospitals can use a new portal to request reimbursement for claims associated
with COVID-19 testing and treatment of uninsured patients retroactive to Feb. 4, 2020. The Health
Resources & Services Administration (HRSA) COVID-19 Uninsured Program Portal was launched by the
federal Department of Health and Human Services (HHS) to support health care providers in delivering
COVID-19 diagnostic testing and treatment at no cost to patients. It can be accessed

at COVIDUninsuredClaim.linkhealth.com [coviduninsuredclaim.linkhealth.com].

Food and Nutrition Services Participants Can Now Use Benefits at Authorized Online EBT Retailers
North Carolina Food and Nutrition Services [ncdhhs.gov] participants can purchase groceries online using
their Electronic Benefit Transfer (EBT) cards at authorized online EBT retailers. The new flexibility allows
participants to buy food while also promoting social distancing to prevent the spread of COVID-19 and
helping families with transportation and mobility barriers.

School Buses to Serve as Wi-Fi Hot Spots for Remote Learning

School buses are bringing internet access to communities without it to help more North Carolina students
connect to school online. Governor Cooper announced the plan to equip more school buses with hotspots
following the announcement that K-12 public schools would continue remote learning through the end of
this school year. Read more.

Health Care Workers Being Matched to Facilities Seeking Staff

Due to COVID-19, many health care facilities in North Carolina, particularly long-term care facilities, are
seeking to hire staff for temporary, part-time or full-time roles. There is an urgent need for Registered
Nurses and Certified Nursing Assistants, among other roles to supplement current workers and in some
cases fill in for workers affected by COVID-19. Interested health care employees with the ability to pick up
extra shifts or who may have been laid off from facilities and are seeking full-time roles can register at
https://nc.readyop.com/fs/4cjq/697b [nc.readyop.com]

Learn more. [ncdhhs.gov]
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https://files.nc.gov/ncdhhs/documents/files/covid-19/FAQs-Cloth-Face-Coverings.pdf

https://files.nc.gov/ncdhhs/documents/files/covid-19/FAQs-on-Cloth-Face-Coverings-Spanish.pdf
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https://governor.nc.gov/news/school-buses-serve-wi-fi-hot-spots-remote-learning
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NC Department of Health and Human Services/Division of Public Health
COVID-19 Update

NC Advisory Committee on Cancer Coordination and Control
Virtual Business Meeting

Friday, May 15, 2020

New Videos Available

Kody Kinsley, NCDHHS Deputy Secretary for Behavioral Health & Intellectual and Developmental
Disabilities, discusses the second curve [youtu.be] for COVID-19 - the behavioral health impacts.
More videos [youtube.com] are online in English and Spanish.

New and Updated Guidance Posted
e Care for Breastfeeding Women [cdc.gov] (CDC)
¢ Cleaning and Disinfection for Community Facilities [cdc.gov] (CDC)
e COVID-19 Guidance for Shared or Congregate Housing [cdc.gov] (CDC)
e First Responders and Law Enforcement [cdc.gov] (CDC)
o Flow Diagram for Hospitalized Patients Being Discharged to a Long-term Care Facility
e Information for Environmental Practitioners [cdc.gov] (CDC)
e Interim Coronavirus Disease 2019 (COVID-19) Guidance for Day Camp or Program Settings Serving
Children and Teens

Maribeth Wooten, MPH, PT
Division of Public Health, Office of the Division Director
North Carolina Department of Health and Human Services

919-707-5051 office
919-210-4578 mobile
919-870-4829 fax
Maribeth.wooten@dhhs.nc.gov

5605 Six Forks Road, 15t Floor
Raleigh, NC 27609

1931 Mail Service Center
Raleigh, NC 27699-1931

May 15, 2020
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https://urldefense.com/v3/__https:/youtu.be/2v_CNZSHlFg__;!!HYmSToo!IRdvCcbS149erDksk0P6CAfQjDbGKSDiUPQob0m7IaqW7pnDje_vW8CASLQMk_L5ROkXNloajYHd$

https://urldefense.com/v3/__https:/www.youtube.com/playlist?list=PLUadR7S9ykdlO5IWNW3yCJ8IBUGZ3c6gY__;!!HYmSToo!IRdvCcbS149erDksk0P6CAfQjDbGKSDiUPQob0m7IaqW7pnDje_vW8CASLQMk_L5ROkXNtfpks3r$

https://urldefense.com/v3/__https:/www.cdc.gov/coronavirus/2019-ncov/hcp/care-for-breastfeeding-women.html?deliveryName=DM27407__;!!HYmSToo!IRdvCcbS149erDksk0P6CAfQjDbGKSDiUPQob0m7IaqW7pnDje_vW8CASLQMk_L5ROkXNiPbzL3z$

https://urldefense.com/v3/__https:/www.cdc.gov/coronavirus/2019-ncov/community/organizations/cleaning-disinfection.html__;!!HYmSToo!IRdvCcbS149erDksk0P6CAfQjDbGKSDiUPQob0m7IaqW7pnDje_vW8CASLQMk_L5ROkXNqoulLJr$

https://urldefense.com/v3/__https:/www.cdc.gov/coronavirus/2019-ncov/community/shared-congregate-house/guidance-shared-congregate-housing.html__;!!HYmSToo!IRdvCcbS149erDksk0P6CAfQjDbGKSDiUPQob0m7IaqW7pnDje_vW8CASLQMk_L5ROkXNjvN8fmE$

https://urldefense.com/v3/__https:/www.cdc.gov/coronavirus/2019-ncov/community/first-responders.html?deliveryName=DM27407__;!!HYmSToo!IRdvCcbS149erDksk0P6CAfQjDbGKSDiUPQob0m7IaqW7pnDje_vW8CASLQMk_L5ROkXNoxqxfGK$

https://files.nc.gov/ncdhhs/documents/files/covid-19/General-Flow-Chart-Hospital-to-Skilled-Nursing-Facility.pdf

https://urldefense.com/v3/__https:/www.cdc.gov/coronavirus/2019-ncov/community/eh-practitioners.html?deliveryName=DM27407__;!!HYmSToo!IRdvCcbS149erDksk0P6CAfQjDbGKSDiUPQob0m7IaqW7pnDje_vW8CASLQMk_L5ROkXNuQGBd3I$

https://files.nc.gov/ncdhhs/documents/files/covid-19/NC-Interim-Guidance-for-Day-Camp-Settings.pdf

https://files.nc.gov/ncdhhs/documents/files/covid-19/NC-Interim-Guidance-for-Day-Camp-Settings.pdf
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COVID-19 Data and the Cancer Patient: A Need for Registry

Inclusion

Frederick Leslie Greene, MD, FACS

Charlotte, NC

Disease is very old and nothing about it has changed.
It is we who change as we learn what was formerly
imperceptible.

—Charcot

The advent of hospital-based cancer registries initiated in
the 1920s created data repositories that have been utilized
for patient treatment, clinical research, and epidemiological
study. As newer modes of treatment have been introduced,
it has been critically necessary to develop coding structures
that have allowed for appropriate inclusion into local, state,
regional, national, and international cancer registries. The
Centers for Disease Control and Prevention (CDC) spear-
headed the development of cancer registries in every state,
while the National Cancer Institute created the Surveil-
lance, Epidemiology, and End Results (SEER) Program to
enhance regional cancer reporting.' In the late 1980s, the
National Cancer Data Base (NCDB) was launched to serve
as a repository for all cancer cases collected by hospitals
accredited by the American College of Surgeons Commis-
sion on Cancer (CoC).? Currently, there are approximately
39 million cancer cases in the NCDB.

While these data repositories were not extant during the
flu pandemic of 1918-1919, the opportunity to collect
relevant data from the COVID-19 pandemic is possible and
critically important to pursue. As has been the case when
new treatment methods, prognostic indicators, and cancer
staging strategies have been initiated, the introduction of
specific registry codes to allow for these COVID-19-related
entries is necessary.

The ultimate work product for any of our local, state,
and national registries begins with the ability of dedicated
cancer registrars to enter cancer-specific information into

© Society of Surgical Oncology 2020
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abstracts that are based on software containing individual
codes for data entry. In the US and Canada, these codes are
periodically updated through the diligent work of standard
setters working under the auspices of the North American
Association of Central Cancer Registries (NAACCR) and
the COC. Over the last few years, I have had the privilege
to lead a work group with the goal of updating the COC-
produced Facility Oncology Registry Data Standards
(FORDS), which has now transitioned into the Standards
for Oncology Registry Entry (STORE) and now serves as
the coding structure for all COC-accredited hospital reg-
istries in the US.’

As we begin to recognize the ultimate consequences of
infection with the SARS-CoV-2 virus on both operated and
non-operated patients, it is mandatory to introduce a reg-
istry coding structure that can effectively collect data on all
current and future patients. This work must be in concert
with those who create electronic medical record technology
and registry software. These codes must be aimed at
identifying coronavirus-infected patients with a malig-
nancy in order to capture data dealing with related
comorbidities, TNM staging, recurrence, and overall sur-
vival, as well as treatment delays and other important
sequelae occurring during this pandemic.

In my view, one of the barriers to allowing timely and
meaningful cancer data collection has been the historical
glacial approach to creating new coding structures for our
hospital-based registries. We cannot afford to wait several
years to see these codes brought to fruition. Critical losses
of vital information relating to coronavirus infection
affecting our cancer patients will be lost. We will lose
valuable data that could be used for potential treatment
strategies and epidemiological monitoring. The time for
prospective inclusion of these data points is now, during
the pandemic, not after vital information is lost. Our
standard setters and organizations dedicated to cancer
surveillance must act swiftly, along with other registry
support groups, to create complete repositories that capture
all relevant virus-associated data. We cannot afford to wait.
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The State of Obesity

Adult Obesity Rate by State, 2014 Adult obesity rates, 1990 to 2014
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Eastern North Carolina

Percent Adult Obesity by County
= 27% (21 counties)
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Obesity and Health Effects

e Overweight and obesity are associated with multiple coexisting conditions,
including hypertension, glucose intolerance, dyslipidemia, and obstructive sleep
apnea.

e Obesity is associated with an increased risk of death from cardiovascular disease,
diabetes, kidney disease, and obesity-related cancers (colon, breast, esophageal,
uterine, ovarian, kidney, and pancreatic)

* Flegal KM, Graubard Bl, Williamson DF, Gail MH. Cause-specific excess deaths associated with underweight, overweight, and obesity.
JAMA 2007;298:2028-2037





Obesity and Liver Function

* Prevalence of non-alcoholic steatohepatitis is increasing rapidly as

part of obesity epidemic.
* M Khedr, E Elias. Non-alcoholic fatty liver disease: can weight loss help? Obes Pract, 5 (2003), pp. 12-15





Obesity and Type 2 Diabetes

e Obesity and type 2 diabetes are associated with insulin resistance.

* Most obese, insulin-resistant individuals do not develop
hyperglycemia.

* 90% of individuals who develop type 2 diabetes have BMI >23.0
kg/m?2.

* Steven J, et al. Sensitivity and specificity of anthropometrics for the prediction of diabetes in a biracial cohort. Obes Res 2001;9:696-
705.





Mechanisms linking Obesity and Cancer

Systemic metabolic dysregulation
% Insulin and IGF-1

4 Dyslipidemia

+ Hyperglycemia

4+ Oxidative stress

Inflamed Proinflammatory factors and adipokines Cancer
adipose

tissue + Adiponectin + Cancer cell apoptosis
\ 4 Leptin 4 Cancer cell growth
4 IL-6, TMFa, IL-15, OPN, YKL-40, PAI-1, and endotrophin

+ Estrogen
4 FFAs

+ Angiogenesis
+ Metastasis

4 Chemaoresistance

Adipose-derived tumor supporting cells
+ CAAs: FFAs, MMPs, IL-6, and IL-1[3
4 ASCs: MMP-2, 5DF-1, VEGF, TGF-B, and IL-10

Deng T, Lyon CJ, Bergin S, Caligiuri MA, Hsueh WA. Obesity, Inflammation, and
Cancer. Annual Review of Pathology: Mechanisms of Disease 2016;11:421-49.





Obesity-related Cancers

Table 1 | Obesity-related cancers

Type of cancer Relative risk* with Relative risk* with PAF (%) for PAF (%) for
BMI of 25-30 kg/m? BMI of = 30 kg/m? US populationt EU populations

Colorectal (men) 1.5 2.0 35.4 27.5

Colorectal fwomen) 1.2 luk 20.8 142

Female breast 1.3 15 22.6 16.7

(postmencnopausal)

Endometrial 2.0 35 56.8 452

Kidney frenal-cell) 156 25 42.5 3.

Oesophageal 2.0 3.0 524 42.7

(adenocarcinoma)

Fancreatic 1.3 1:F 26.9 19.3

Liver ND 1.54.0 MO NDI

Gallbladder 13 2.0 5.5 ATid

(Gastric cardia 15 2.0 35.5 27.1

(adenocarcinoma)

Relative rizks associated with overwelght and obesity, and the percentage of cases attributable to overweight and obesity in the United
States (LUS) and the European Union (EU). *Felative risk estimates are summarized from the literatune cited in the main text. *Data on
prevalence of overwelght and obesity are from the National Health and Nutrition Examination Survey (1988-2000)* for men and women
from the United States aged from 50-60 years. SCata on prevalence of overwelght and obesity are from a range of sourcas* for adutt men
and women reskding In 15 European courtries In the 1980s and 1980s. IPAFs were not estimated because the magnitude of the relative risks
across studies are not sufficlentty consistent. BMI, body mass index; ND, not determined; PAR, population attributable fraction (BOX 3.

Calle E and Kaaks R. Overweight, obesity and cancer: Epidemiological evidence and proposed
mechanisms. Nature Rev 2004;4:579-591.





Overweight, Obesity, and Mortality from Cancer in
a Prospectively Studied Cohort of U.S. Adults

Eugenia E. Calle, Ph.D., Carmen Rodriguez, M.D., M.P.H., Kimberly Walker-
Thurmond, B.A. and Michael J. Thun, M.D.

N Engl J Med
Volume 348;17:1625-1638
April 24, 2003
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Study Overview

* Excess weight increases the risk of death from all
causes and from cardiovascular disease

 Some evidence suggests that adiposity also increases
the risk of death from cancer

e This prospective study of more than 900,000 men and
women confirms that obesity is a significant risk factor
for death from cancer generally and from cancer in
several specific sites

* This study adds to the evidence that obesity
contributes to the risk of dying not only from heart
disease and diabetes but also from cancer

 The authors estimate that 90,000 deaths from
cancer could be prevenied every vear In the United
States 1T all adulis could maintain a body-mass
iIndex (BMI) of Tess than Z5
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%35 JOURNAL of MEDICINE






Summary of Mortality from Cancer According to Body-Mass Index for U.S. Men in the Cancer
Prevention Study Il, 1982 through 1998

Men
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%1 All other cancers (=30) 1.65*
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Relative Risk of Death (95% Confidence Interval)

Calle, E. et al. N Engl J Med 2003;348:1625-1638
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Summary of Mortality from Cancer According to Body-Mass Index for U.S. Women in the Cancer
Prevention Study Il, 1982 through 1998

Women
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Meta-analysis and pooled hazard ratio of the effect of obesity on breast
cancer specific survival

Study
Fig. 3 Meta-analysis and ID HR (95% Cl)
pooled hazard ratio of the effect -
of obesity on breast cancer Enger et al, 2004 =2 -7 0.76 (0.53, 1.07)
specific survival in breast cancer Jain etal, 1994 © —_— 0.78 (0.48, 1.22)
patients. Note: 15 studies Kroenke et al, 2005 —— 1.09 (0.80, 1.48)
provided 16 estimates. a Pre- i . :
menopausal women only, Dignam et al, 2006 T 1.13(0.85, 1.49)
b study reported HR per one Reeves et al, 2007 ™ —'I— 1.16 (0.53, 2.58)
unit increase in BMI as a Rosenberg et al, 2009 78 E 1.20 (0.90, 1.60)
continuous variable and was ] " :
converted to HR per 5 unit Dignam et al., 2003 -I- 1.20 (0.97, 1.49)
increase in BMI for the purpose Whiteman et al, 2009 #12 - 1.32 (0.94, 1.83)
Uf thih meta—ana]ysis. C p(}ht— Heben at al 1998 682b _é_ 1‘34 (11}0 176}
menopausal women only ' : ’
Bastarrachea, et al 1993 #° —— 1.36 (1.06, 1.76)
Dal Maso et al, 2008 26 —l— 1.38 (1.02, 1.86)
Whiteman &t al, 2009 #1¢ - 1.38 (1.05, 1.80)
Nichols et al, 2009 74 -—I— 1.42 (0.86, 2.36)
Caan et al, 2008 -—l— 1.60 (0.90, 2.70)
Petrelli et al, 2002 7% "' 1.60 (1.42,1.79)
Cleveland et al, 2007 3¢ —-—I— 1.88 (1.04, 3.34)
Eley et al., 1994 & 7 —r— 2.20 (1.50, 3.20)
Newman et al, 1997 73 —'— 247 (1.17,5.22)
Cleveland e 7 2 : — 2 .30, 6.24)
erall (I-squared = 58.1%, p = 0.001) @ 1.33(1.19,1.50
| ; — |

5 1 5 10 30
HR (95% CI) (log scale)

Protani M, et al. Effect of obesity on survival of women with breast cancer: systemic review and
meta-analysis. Breast Cancer Res Treat 2010;123:627-635.





Obesity and Breast Cancer Prognosis

e Consensus for direct associations between obesity and the incidence
of several cancers including post menopausal breast cancer.

* Weight loss during adulthood is associated with a reduced incidence
of postmenopausal breast cancer.

e Obesity is a risk factor for cancer-related mortality from breast cancer.





Potential Effect of Weight Loss

Change in 8 k d )
inflammatory Change in & Change in
factors: IL-6, insulin ’ SHBG
CRP, TNF-a % 3 s, 3

Change in
estradiol

Rock CL, et al. Reducing breast cancer recurrence with weight loss, a vanguard trial: The Exercise and Nutrition to
Enhance Recovery and Good Health for You (ENERGY) Trial. Contemporary Clinical Trials 2013;34:282-295.





Weight Loss Intervention Strategies

Physical Activity

Dietary Fat Intake

e Behavioral weight-loss interventions

Bariatric Surgery





Weight loss, diet, and physical activity
interventions

e Diet, exercise, and behavior therapy is the most widely recommended approach
for weight loss.

e Goal: 7-10% reduction in body weight

 Monthly counseling and behavioral intervention to promote sustained weight
loss. (USPSTF Recommendation).

e Long term patient-provider contact and high levels of physical activity are
necessary to maintain weight loss.





Original Article
Bariatric Surgery versus Intensive Medical
Therapy for Diabetes — 3-Year Outcomes

Philip R. Schauer, M.D., Deepak L. Bhatt, M.D., M.P.H., John P. Kirwan, Ph.D., Kathy
Wolski, M.P.H., Stacy A. Brethauer, M.D., Sankar D. Navaneethan, M.D., M.P.H., Al
Aminian, M.D., Claire E. Pothier, M.P.H., Esther S.H. Kim, M.D., M.P.H., Steven E.

Nissen, M.D., Sangeeta R. Kashyap, M.D., for the STAMPEDE Investigators
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Mean Changes in Measures of Diabetes Control from Baseline to 3 Years

A Glycated Hemoglobin B Glycated Hemoglobin According to Body-Mass Index
0.0+ 0.5+
-0.54 Medical therapy 0.0 Medical therapy
° ° (BMI, 235)
£7 -10 £g 03]
g5 3=
© O m o -1.0-
@a g m 3.
o
g ] S 8 1.5 Medical therapy
b ‘g’ -2.04 = ‘é " (BMI, <35)
o O oh U —£UT Surgical therapy
s 2. 25 Sleeve gastrectomy P<0.001 5 a (BMI, <35)
<& & 954 '
= P<0.001 =
307 L Gastric bypass -3.04 Su;gl;qall t:;Sr?py
_3'5 T T T T T 1 _3'5 1 T T T T ] 1
0 3 6 12 24 36 0 3 6 9 12 24 36
Month Month
Value at Visit Value at Visit
Medical therapy 9.0 (8.5) 7.1 (6.8) 7.5 (6.9) 7.7 (7.3) 8.4 (7.6) Medical <35 BMI 9.1 (8.9) 7.2 (6.8) 7.9 (6.9) 8.0 (7.4) 8.1(7.8)
Sleeve gastrectomy 9.5 (8.9) 6.7 (6.4) 6.6 (6.4) 6.3 (6.8) 7.0 (6.6) Medical =35 BMI 8.8 (8.5) 7.1(6.8) 7.2(6.7) 7.4 (6.9) 8.5 (7.3)
Gastricbypass 9.3 (9.2) 63 (6.2) 63 (6.1) 6.5 (6.4) 6.7 (6.6) Surgical <35 BMI 9.4 (9.1) 67 (69) 66 (6.6) 6.3 (6.8) 7.1(6.7)
Surgical =35 BMI 9.3 (9.2) 6.4 (62) 6.4 (6.]) 6.6 (6.4) 6.7 (6.4)
C Diabetes Medications D Body-Mass Index
3.54 0.0+
- Medical therapy
3.0+ Medical therapy -2.04 X
w
=
5 254 E
3 § -4.04
E ©
3 207 ~ 6
o 5 6.0 P=0.00
2 154 P—0.02 - P<0.001
@ 80 Sleeve gastrectom
Z 104 Sleeve gastrectomy T P<0.001 _I -¢:u -8.01 e y
U
| T -10.0- n
05 P<0.001 1 Gastric bypass <0.001
Gastric bypass
0-0 T T T T T T T _12-0 T T T T T T 1
0 3 6 9 12 24 36 0 3 6 9 12 24 36
Month Month
Value at Visit Value at Visit
Medical therapy 2.8 3.1 3.0 2.8 2.6 Medical therapy 36.4 346 34.2 35.0 34.8
Sleeve gastrectomy 2.4 0.94 0.88 0.94 1.0 Sleeve gastrectomy  36.1 283 27.1 27.9 29.2
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Presenter

Presentation Notes

Figure 1 Mean Changes in Measures of Diabetes Control from Baseline to 3 Years. Shown are the percentage change in glycated hemoglobin levels (Panel A), the percentage change in glycated hemoglobin levels according to body-mass index (BMI) (Panel B), the average number of diabetes medications during the study period (Panel C), and the changes in BMI (Panel D) over a 3-year period among patients receiving intensive medical therapy only, sleeve gastrectomy, or gastric bypass. I bars indicate standard errors. Mean values in each group are provided below the graphs; in Panels A and B, median values are also provided in parentheses. P values are for the comparison between each surgical group and the medical-therapy group in Panels A, C, and D. In Panel B, P=0.008 for the comparison between the surgical groups and the medical-therapy group for the subgroup of patients with a BMI of less than 35; P<0.001 for the comparison for the subgroup with a BMI of 35 or more.





Weight Loss and Cancer Incidence





Effects of bariatric
surgery on cancer
incidence in obese
patients in Sweden
(Swedish Obese Subjects
Study): a prospective,
controlled intervention
trial. Lancet Oncol

2009:10: 653-662.

Y

7593 candidates returned the questionnaire to 505
and were offered a matching examination

688 candidates did not show up for
matching examination

6905 candidates completed the matching
examination

1570 candidates not eligible or not interested
any more

h

5335 eligible candidates from matching examination

N 1288 patients were not used by the
automatic matching programme
Baseline examination of surgery group Baseline examination of control group
2010 eligible patients preferring surgery IR Matching » 2037 contemporaneously group-matched obese
constituted the surgery group eligible patients preferring non-surgical
treatment
2 patients had their social security number deleted
on request o
» 3 patient had obtained secret social security number v
1 living emigrant had unknown health status
h 4 h 4
Dec 31, 2005 Dec 31, 2005

2006 patients with information on vital status
and cancer (follow-up 99-80%)

1 emigrant died from myocardial infarction
Cancer status before death not known

2036 patients with information on vital status
and cancer (follow-up 99-95%)






Bariatric Surgery and Cancer Incidence SOS

Surgery  Control HR (95% CI) P
(cancers) (cancers)

Gender J

Men 38 39 0.97 (062-152)  0.90
Women 79 130 —.— 058(0-44-077)  0-0001
p for interaction=0-054

Menopause

Before 47 71 i 073(055-0.97) 0031
After 32 59 i 0-56 (0-36-0-86)  0-0088
p for interaction=0-30

Diabetes

No 109 157 —.— 0-68 (053-0-87) 0-0021
Yes 8 12 i 055(022-135) 019

p for interaction=0-58

BMI (kg/m?)

=406 49 91 —B— 0.65(046-092) 0015
>40-6 68 78 —— 0-67(0:48-093) 0016
p for interaction=0-90

Age, years

465 4 48 L 070(0-46-1.06) 0093
5465 76 n —— 072(054-096) 0028
p forinteraction=0-93

Smoking

No 73 126 —— 0.61(0-46-0-82)  0-0009
Yes 44 43 — 074(049-113) 016

p for interaction=0-49

Overall 117 169 - 0.67 (0-53-0-85)  0-0009

| I | I I I I
02 0-4 06 0-8 1 1.2 14 16
Hazard ratio

Sjostrom L et al. Effects of bariatric surgery on cancer incidence in obese patients in Sweden (Swedish Obese
Subjects Study): a prospective, controlled intervention trial. Lancet Oncol 2009:10: 653-662.





Obesity and Cancer Incidence SOS

Men Women
016 —— Control - n-130
—— Surgery | [
r
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Follow-up time (years) Follow-up time (years)
Number at risk
Control 590 577 457 228 49 1447 1410 966 498 118
Surgery 590 c68 458 236 62 1420 1390 1108 526 129

Figure 3: The unadjusted cumulative fatal plus non-fatal cancer incidence from the start of the intervention by sex in surgically treated obese individuals and
in obese control individuals

Sjostrom L et al. Lancet Oncol 2009:10: 653-662.





Bariatric Surgery and Cancer Incidence: Utah

Surgery N = 6,596 Control N = 9,442
Number Rates/1,000 Number Rates/1,000 Hazard ratio®

Cancer sita® of cases parson years of cases person years (95% CI) P valueg
All cancers 254 3.13 ATT 4.28 0.76 (0.65-0.89)
All cancers, male 39 3,73 65 J.83 1.02 (0.69-1.52) 0.91

All cancers, famale 215 3.04 412 4,36 0. 73 00.62=-0.87) @
Obesity-related cancers® 104 1.28 253 227 0.62 (0.49-0.78) @
Monobesity-related cancers 150 1.85 224 2.0 0,91 (0.73-1.12) 0.37

Oral cavity and pharym (20010=20100) 3 0.04 a9 0.08 0.4600.12=1.75) 0.25
Esophagus (21010) 3 0.04 4 0.04 0,968 (0.2 1-4.66) 0.98
Stomach (21020) 2 0.02 2 0.02 1,7010.24-12.2) 0.59
Small intestine (21030) ' 0.01 4 0.04 0.38 (0.04-3.47) 0.39
Colorectal (21041-51052) 25 0.31 52 0.47 0.70(0.43-1.15) 0.15

Adams TD, et al. Cancer Incidence and mortality after gastric bypass
surgery. Obesity 2009;17:796-802





Bariatric Surgery and Cancer Incidence: Canada

Table 5

Five-year mcidence of cancer by study cohort

Diagnosis Cohort Relative risk P
value

Bariatric  Control Estimate 95% CI

Any cancer 21(2.03) 487(849) 22 143-347 001
Breast 12 (1.16) 362(6.31) .17 098-311 001
Colorectal 2(.19) 35(6l) 32 076-1313 063
Pancreas 1(.10) 19(33) 29 0392175 166
Endometrial 3(.29) 20(35) 83 2462779 524
Kidney 0(0) 6(.10) NC NC 369
Myeloma 0 (0) 7(12) NC NC 313
Melanoma 2(.19) 27(47) 41 097-1.723 158
Non-Hodgkin’s 1 (.10) 11(19) 50 065-3.091 432
lymphoma

CI = confidence mterval; NC = not calculable.

Christou NV et al. Bariatric surgery reduces cancer risk in morbidly obese
patients. Surg Obese Rel Dis 2008;4:691-697.





Weight Loss and Cancer Mortality





Physical Activity and Cancer Treatment

* Physical activity interventions are feasible.

e Positive effects for physical activity level, aerobic fitness, muscular
strength, functional quality of life, anxiety and self esteem.

* Speck RM et al. An update of controlled physical activity trials in cancer survivors: a systematic review and meta-analysis. J Cancer
Surviv. 2010;4:87-100





Forest plot of risk estimates from observational studies of physical activity and mortality
outcomes in breast cancer survivors.

Physical activity undertaken before diagnosis
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Forest plot of risk estimates from observational studies of physical activity and mortality outcomes in breast cancer survivors. Black circles indicate hazard ratios (HRs), and solid horizontal lines represent 95% confidence intervals (CIs). The vertical dotted line indicates point of unity.





Women’s Intervention Nutrition Study (WINS)

e The goal of dietary intervention was to reduce percentage of calories from fat to 15% while
maintaining nutritional adequacy.

e Dietary intervention women given an individual fat gram goal.
e Counseled by a registered dietician
e Control subject had one baseline dietician visit and contacts with a dietician every 3 months.

e Controls were counseled on nutritional adequacy for vitamin and mineral intake only.

Chlebowski RT, et al. Dietary fat reduction and breast cancer outcome: Interim efficacy results from
the women'’s intervention nutrition study. JNCI 2006;24:1767-1776.





Women’s Intervention Nutrition Study (WINS)

- Assessed for eligibility

. (n=68325)
F Excluded (n=65888)
= . « Not meeting inclusion

criteria (n=62859)
+ Declined participation
Randomly assigned (n=2437) (n=3029)

] I l

= Allocated to Dietary Intervention (n=975) Allocated to Control (n=1462)

z + Received allocated intervention + Received allocated intervention
= (n=968) (n=1457)

+ Did not receive intervention (n=T) + Did not receive intervention (n=3)

) | ,

= . £

¢ Lost to follow-up (n=45) Lost to follow-up (n=66)

=  Discontinued intervention (n=170) Discontinued intervention (n=106)
=9

l L 4

5 Analyzed (n=975) Analyzed (n=1462)

3 )

8
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Intervention goals included reduction in fat to 20% of calories and increases in vegetables and fruit to 5 servings/ day and grains to 6 servings/day.  Calorie restriction and weight were not intervention goals.  
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Chlebowski RT, et al. Dietary fat reduction and breast cancer outcome: Interim efficacy
results from the women’s intervention nutrition study. JNCI 2006;24:1767-1776.
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Conclusion

* Adoption of a low-fat dietary pattern associated with increased
vegetable, fruit, and grain intake, demonstrably achievable, may
reduce the risk of death as a result of breast cancer in
postmenopausal women.





Dietary Fat Intake and Prognosis
The Women’s Healthy Eating and Living (WHEL) Randomized Trial

 Multi-institutional randomized controlled trial of dietary change in
3088 women previously treated for early stage breast cancer.

* Intervention: Telephone counseling program supplemented with
cooking classes and newsletters that promoted daily targets of intake.

Pierce JP, et al. Influence of a diet very high in vegetables, fruit, and fiber and low in
fat on prognosis following treatment for breast cancer. JAMA 2007;298:289-298.
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The intervention group (n1537) telephone counseling with cooking classes and newsletters that promoted daily targets of 5 vegetable servings plus 16oz of vegetable juice, 3 fruit serving, 30 g of fiber and 15-20% of energy intake from fat.  The comparison group was given dietary guidelines.  





@ e JAMA Network

From: Influence of a Diet Very High in Vegetables, Fruit, and Fiber and Low in Fat on Prognosis Following
Treatment for Breast Cancer: The Women's Healthy Eating and Living (WHEL) Randomized Trial

JAMA. 2007;298(3):289-298. doi:10.1001/jama.298.3.289

e
Table 3. Study Events

No. of Events

[ 1
Study Outcomes Intervention Comparison

Confirmed breast 256 262
cancer event
Local 35 28
Regional 10 10
Distal 168 189
New primary 43 35
Confirmed deaths 155 160
Breast cancer 127 135
Other cancer 12 15
Heart disease 2 5
Other 14 5

Copyright © 2016 American Medical

Date of download: 3/11/2016 Association. All rights reserved.
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From: Influence of a Diet Very High in Vegetables, Fruit, and Fiber and Low in Fat on Prognosis Following
Treatment for Breast Cancer: The Women's Healthy Eating and Living (WHEL) Randomized Trial

JAMA. 2007;298(3):289-298. doi:10.1001/jama.298.3.289
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Conclusion

* Among survivors of early stage breast cancer, adoption of a
diet that was very high in vegetables, fruit, and fiber and
low in fat did not reduce additional breast cancer events or
mortality during a 7.3-year follow-up period.

Pierce JP, et al. Influence of a diet very high in vegetables, fruit, and fiber and low in
fat on prognosis following treatment for breast cancer. JAMA 2007;298:289-298.





Physical Activity and Cancer Treatment

* Physical activity interventions are feasible.

e Positive effects for physical activity level, aerobic fitness, muscular
strength, functional quality of life, anxiety and self esteem.

* Speck RM et al. An update of controlled physical activity trials in cancer survivors: a systematic review and meta-analysis. J Cancer
Surviv. 2010;4:87-100





Forest plot of risk estimates from observational studies of physical activity and mortality
outcomes in breast cancer survivors.

Physical activity undertaken before diagnosis
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Forest plot of risk estimates from observational studies of physical activity and mortality outcomes in breast cancer survivors. Black circles indicate hazard ratios (HRs), and solid horizontal lines represent 95% confidence intervals (CIs). The vertical dotted line indicates point of unity.





Conclusion

e Life-style intervention reducing dietary fat intake with modest body weight may
improve relapse-free survival of postmenopausal breast cancer patients.

e Replication in clinical practice like requires on-going counseling with a dietician
utilizing motivational interviewing techniques.





Hazard ratios for mortality according to cancer groups

Deaths Hazard ratios for cancer deaths®

Surgery group N = 6,596 Control group N = 9,442 Surgery vs. control groups
Cancer site N (rates/,000 person years) N (rates/,000 person years) Hazard ratio (35% Cl) P value*®
All cancears: males and 47 (0.50) 107 (0.94) 0.54 (0.37-0.78) 0.001
temales combined
All cancers: males only 101(0.12) 24 (0.21) 0.70 (0.34-1.48) 0.35
All cancers: females only 31 (0.38) 83(0.73) 0.38 (0.23-0.64) 0.0003
Obeasity-related cancers® 20 (0.24) 55 (0.48) 0.54 (0.32-0.90) 0.02
Nonobesity-related 21 (0.235) 52 (0.48) 0.53 (0.31-0.91) 0.02
Cancers

Cl, 95% confidenca infansal.

‘Hazard ratios adpestod for age, sex and BML. Provalen] cancars al Daseding wene axciuded, "Obesity-relaled cancers mcluded asophagoal adencCarcinomss, colonsctal,
pEnCreas, postmencopausal bresst, conpls and ulens, KiIdney, non-Hodgon mphoma, keukemsa, mulbple myetoma, ver, and gallbadcder, Al cancers that are not
includad as cheasity-related cancers. “P values arg unadjustad fior multiple compansons.

Adams TD, et al. Cancer Incidence and mortality after gastric bypass surgery. Obesity
2009;17:796-802





Unadjusted Cumulative Mortality
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Surgery 2010 2001 1987 1821 1590 1260 7e0 422 169
Control 2037 2027 2016 1842 1455 1174 749 422 156

Sjostrom L et al. Effects of bariatric surgery on mortality in Swedish obese subjects. N Engl J
Med 2007;357:741-752.
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Figure 2. Unadjusted Cumulative Mortality. The hazard ratio for subjects who underwent bariatric surgery, as compared with control subjects, was 0.76 (95% confidence interval, 0.59 to 0.99; P=0.04), with 129 deaths in the control group and 101 in the surgery group.





Conclusion

e Bariatric surgery for severe obesity is associated with long-
term weight loss and decreased overall and cancer mortality.

Adams TD, et al. Cancer Incidence and mortality after gastric bypass
surgery. Obesity 2009;17:796-802

Sjostrom L, et al. Effects of bariatric surgery on mortality in
Swedish obese subjects. NEJM 2007;357:741-752





summary

e Consistent data from observational studies link obesity to increase cancer incidence and mortality
in obese associated cancers.

* Only a few large-scale trials have tested the impact of changes in energy balance on cancer
Prognosis.

 There are NO DATA that provides definitive evidence that weight loss, calorie restriction, or
increased exercise will lower the risk of cancer-specific mortality.
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Patient Navigators: Addressing the Barriers in

Cancer Survivorshi

About the Survey

The N.C. Cancer Prevention and Control Branch (Cancer Branch) conducted
a survey of patient navigation services for cancer survivors. The purpose of
this survey was to hear from Patient Navigators to understand barriers faced
when providing care and support for cancer survivors.

The results of the survey will help identify possible solutions to those barriers
which may support the effectiveness of the patient navigation process and
impact cancer survivorship outcomes.

The purpose of this report is to present a summary of the major findings, while
highlighting areas for action towards improving the work done by Patient
Navigators.

48% response rate

Received survey: 50 Responded: 24

No. 1

Of patient navigation system
offer services for cancer survivors






Patient Navigators: Addressing the Barriers in

Cancer Survivorshi

No. 2

Number of Patient Navigators or Community Health Worker at
Organization

4

2 2 2 2
[ : 1 - -011
| | |

Number of PN/CHW present within an Organization

No. 3

96%

of Patient Navigator face barriers and
challenges when working with clients
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No. 4 and 5

Top 3 barriers faced by Patient Navigators Top 3 barriers mentioned to Patient Navigators
when working with clients were by their cancer survivor clients were

e Transportation

o Need for financial support

e Financial barriers o Need for transportation

e Need for navigation e Emotional/Psychosocial/Peer support

No. 6

Patient Navigators share the different steps taken by their organization to
improve or maintain cancer patient navigation services

Increase awareness of the availability of...

Increase community partnerships

Offer navigation throughout the cancer continuum..
Increase referrals to community resources

Educate providers on patient barriers and..

Provide client care plans or survivorship care plans

Increase navigation staff

Utilize a physician champion

Increase funding for navigation services

Increase in-house resources

13%

No plan to develop or improve services currently
Other

.
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No. 7

Of Patient Navigators declare to have at least one
resource tool that addresses the needs of their clients
within the cancer spectrum

Resource tool(s) used by Patient Navigators to address the needs and barriers of
your clients within the cancer survivor spectrum

We offer a lot of
resources to assist with
financial and
transportation needs. The
knowledge barrier is
often left up to the
navigator to address.

Our office provides

NCCN distress tool parking validation,

Cancer.Net CancerCare Aunt Bertha helps to identify meal vouchers and
barriers. limited gas
assistance.

Oncology service funds W_e have O"." el
Cancer Services, Inc. is a non-profit with Patient Advocates in for transportation and list of available
both Novant Health Forsyth Medical Center's Davis Cancer helping with medications d
Center and Wake Forest Baptist Comprehensive Cancer ping . resources and we
Center. Cancer Services use the 211 with

Dental grants United Wav.

Livestrong program
YMCA

Cancer Support

Distress Screening Community

American Cancer
Society

Cancer Services (non-
profit for our county), | can refer them To Susan G Komen; Cancer
Oncology Services fund Services; Wake Forest Baptist Comprehensive

(funded by employees of Cancer Center; Derrick L Davis Cancer Center.
the hospital by donation)

We have a
survivorship
program that works
with the clients.

I have formed relationships and informal 'networks' with various people and organizations in our community. |
have people | can call for different needs. For example; for yard work, for light house work, for food, for
transportation, for hotel money while receiving treatment or to recover close to the hospital, utility bills, rent,
money to get medication, etc. Our county is very large, there is a very large rural area as well - unfortunately,
the arms of larger urban area services do not reach the patients | work with. We do the best we can with what
we have. Emergency need situations, with patients | have worked with, have thus far been satisfied one way or
another with the help of our community pulling together to meet the need.
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No. 8

Patient navigators feel a
resource tool to better equip
clients will be most beneficial

75%
63%

to a recently diagnosed cancer

survivor and least to a client

who has completed all cancer
care and treatment

A client who has A client who is A client who has
been recently undergoing cancer completed all cancer
diagnosed care & treatment care & treatment





Patient Navigators: Addressing the Barriers in

Cancer Survivorshi

No. 9 Patient Navigators would like to see the following resources created to help

assist the navigation of their clients

*List of support groups in area
*Resources for transportation, housing, medication
. assistance
Lists * Website with resources listed in our catchment area

organized by disease site, services, and location.
*Funding, Support Groups, Community based resources

* Resource list

*Not sure, a guide to help patients who are going through the
many tests and appts required at initial diagnosis. One that
would not take the place of the navigator but make their work
more effective.

Guides *Simple survivorship careplan

Simple information on who qualifies for Medicaid and how to
apply, as well as applying for disability resources for uninsured

*Easy readability pamphlet for patients such as a notebook with
all resources available.

* Understanding Medicare and Medicaid

* Financial counseling/coordinator

* Financial literacy and access to services
* Financial resources for patients

* Statewide financial resources.

Financial

* Long distance transportation resources
* better transportation services

* Transportation assistance- someone who can
actually drive them to and from their appointments

* A software program designed specifically (and solely) for
patient navigation. I do not have a program I can use. I have
created spread sheets to track certain things and keep paper

R files... I could do SO much more if [ had a software program.
e-kesources Also, I could provide better results and suggestions for my
facility, community, and cancer committee.

* Website with resources listed in our catchment area organized
by disease site, services, and location.

Transportation






Patient Navigators: Addressing the Barriers in

Cancer Survivorshi

No. 10

Patient Navigators would like to connect their clients to these resources

e Address PTSD regarding diagnosis, and from treatment

e Caregiver support

e DSS, ACS, disability application assistance

e How to create a Survivorship Care Plan.

¢ Resources for utility bills (including services to
undocumented patients), affordable counseling services
for Spanish speaking patients, transportation assistance
especially for patients living in rural areas.

e Knowledge of any other community-based resources

e Counseling in their local area; need for bilingual resources

e "Support groups" **

“I wish our community had a volunteer
run community center that had
specialists who took turns donating their
time and expertise: attorneys, doctors,
dentists, nurses, companion care
persons, maid services, durable medical
equipment, drivers, counselors, ramp
builders, babysitters ... and more.
Multiple departments that could assist
with every aspect of life that a person
may find themselves in need of help
with.”

e Transportation *****

e Affordable care options

e Pharmacy navigation and assistance with enrollment into manufacturer medication assistance

programs

o Ifeel I have had good resources for my patients for the most part. They really need ongoing health

coverage. This is unfortunately a political issue!!!
e Financial support
e More financial counselors
e Parking-pay and food.

¢ Financial advisers/counselors

¢ Financial resources that list and or provide grants and funding for under-insured, and noninsured

patients,

e More connection with financial assistance within the community/ state/ country

e Healthy food

* represents the number of times an item was mentioned
Items of the same color fall under relatable categories






Patient Navigators: Addressing the Barriers in

Cancer Survivorshi

No. 11

Better community
transportation services for
older patients. They do not
like/do not want to take the
citv bus

Need more resources in the
western region of NC!!!!
Lincoln, Rutherford,
Communicate what your . Gaston...
department does and how a
patient and/or navigator
can benefit from your

Provide opportunity for
peer connection.
Group therapy for our
patients

' Better community
Provide more resources that : - transportation services for
are patient friendly, List of ; older patients. They do not
resources that provide point \ e like/do not want to take the
of contact city bus

Please DO NOT put
additional workload or
expectations on the BCCCP
Navigators! I am retiring! I
am realizing how worn out
[ am!






Patient Navigators: Addressing the Barriers in

Cancer Survivorshi

No. 12

Of patient navigators expressed their willingness to be contacted by the Cancer
Branch to explore ways to better serve them
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Report on Central Cancer Registry (CCR) Activities
May 15, 2020

Impact of COVID-19 on the Cancer Registry and Cancer Reporting:
The CCR staff effective March 11, 2020 implemented teleworking following the Governor’s
Declaration of the State of Emergency as a response to the COVID-19 pandemic.

The CCR anticipates a delay in reporting of cancer cases diagnosed during the last quarter of 2019
and the first quarter of 2020. Teleworking and reduced work hours for the hospital registry staff and
getting access to records for abstracting may have an impact on timely reporting to the Cancer
Registry.

New Funding Cycle (2017-2022):

In May 2020, CCR through CDC’s Cooperative Agreement, received continuation of funding for
cancer surveillance activities for Year 4, from July 2020 through June 2021 This continuation award
is renewed every year based on the performance and meeting the grant requirements. This funding
supports 11 FTE’s and CCR operations.

¢Goals of the Cancer Registry for 2017-22 (based on CDC grant period) include:
0 95% timeliness of cancer reports received
95% completeness of cancer reporting for 24-month period
90% completeness for 12-month period
3% or fewer cases derived from death certificates
<=1/1,000 Duplicate records
<=2% Missing sex, age, county
<=3% Missing race
Electronic transmission of cancer reports from:
®100% hospitals
®100% of non-hospital facilities
=>=75% of identified urologists, dermatologists and gastroenterologists
=>= 90% of identified medical oncologists, radiation oncologists and
hematologists

OO0OO0OO0O0O0OO0Oo

Annual Data Submission: The CCR successfully completed their annual data submissions of cases
diagnosed in 1995-2018 to NAACCR and the NPCR, in December 2019. CCR data was linked with
the state vital records, National Death Index, Social Security Death Index, Indian Health Service
database and the Breast and Cervical Cancer Control Program database to update the vital status,
race and cancer stage information.

CCR Publications: The 2020 Cancer Projections, 2017 incidence and 2018 mortality statistics, and

the Cancer Incidence Reports are posted on the CCR website at: www.schs.state.nc.us/SCHS/CCR.
Cancer Profiles for the 100 North Carolina Counties is scheduled to be posted on the CCR website

in May 2020. CCR has also produced targeted incidence reports for cancer prevention activities (late
stage breast, cervical and colorectal cancers).

On an average, every month, CCR responds to about 30 data requests from researchers, public
health agencies and from the citizens of the state and provides analytical supportt to the
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Comprehensive Cancer Control Branch. In addition, CCR collaborates with researchers to conduct

data linkages; participates in Rapid Case Ascertainment studies by providing data for epidemiologic

studies. Additionally, CCR evaluates cancer burden and clusters in communities per CDC guidelines
and protocol. CCR coordinates with the Occupational and Environmental Epidemiology Section to
conduct environmental studies.

Impact of the New Requirements and the Implementation on Cases Diagnosed in 2018: This

is to make the members of the Advisory Committee on Cancer Coordination and Control aware that
there was a delay in 2019 to receive 2018 cancer incidence data. To remain relevant to the current
clinical and surveillance communities, substantial updates to the data collection requirements were
planned for implementation effective January 2018. The American Joint Committee on Cancer
(AJCC) published the AJCC Cancer Staging Manual, Eighth Edition, which had an implementation
date of January 1, 2018. The Eighth Edition was a significant change from the Seventh Edition,
including new staging systems. These updates affected all other cancer reporting and data collection
guidelines; prompting the need for new cancer reporting manuals, data collection items and
significant software changes.

Software updates reflecting the 2018 changes which were to be released over a year ago and the
receipt of 2018 cases was expected to begin in June 2018. However, due to external factors beyond
every State registry’s control, those updates were delayed and had a major impact on timely data
collection and reporting of cases diagnosed in 2018. This was a nationwide issue for Central
Cancer Registries and our reporting facilities as well. The NC CCR, along with all other central
cancer registries across the nation, experienced delays of ten months or more in receiving cancer
cases diagnosed in 2018. Due to this delayed implementation, achieving the NPCR 12-month
standard for the 2019 data submission (2018 diagnosis year data) was challenging and different
compared to previous years. This difference in reporting of cancer cases should not be viewed as a
lack of effort on the state registry’s part. At the national level, the cancer surveillance community has
put processes in place that are expected to prevent a similar situation in the future.

In the interim, the NC CCR implemented processes to compensate for the delay as much as possible
and continued to exceed the CDC-NPCR Standards for Data Completeness, Timeliness, and Quality
for the 2017 diagnosis year data.

CCR staff are continuing to process cancer records submitted from 2019 and 2020 cancer diagnosis
years for the upcoming data submission in November 2020.

Data Use for Research

Recently approved studies for which we release registry data are provided below.

Research for Which We Provide Initial Data, with Patient Contact:

Medullary Thyroid Cancer Study (Quarterly)
PURPOSE: To evaluate the use of Liraglutide in the incidence of medullary thyroid cancer

CASE DEFINITION: CCR all incident cases 2010-2025
PRINCIPAL INVESTIGATOR: Gretchen Dieck, PhD, United BioSource Corporation
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Research for Which We Provided Initial Data, with No Patient Contact:

Carolina Mammography Registry:
PURPOSE: To link CCR data with mammography data received from participating radiology

facilities, to ascertain the performance of imaging modalities and to determine the effectiveness of
screening programs.

CASE DEFINITION: CCR breast cancer cases, 2017-2018

PRINCIPAL INVESTIGATOR: Louise Henderson, Carolina Mammography Registry

Use of State Cancer Registries to Determine the Influence of Medicaid Expansion on

Cancer Care:

PURPOSE: To determine the influence of Medicaid on the stage of cancer at time of diagnosis,
receipt of curative intent surgery, and location of surgical care for common and deadly cancer
diagnoses.

CASE DEFINITION: CCR cancer cases, 2009 — 2016 Diagnosis Years

PRINCIPAL INVESTIGATOR: Dt. Andrew Loehrer, Dartmouth-Hitchcock Medical Center

Research for Which We Provided Data through CIPHR (Cancer Information and
Population Health Resource):

Linking medical records and Claims Data to Better Understand Cancer Outcomes Within

UNC healthcare System
PURPOSE: To assess the relative feasibility of multiple approaches for linking structured and

unstructured clinical data in electronic health records from the Carolina Data Warehouse for Health
(CDW-H) to the Cancer Information & Population health Resource (CIPHR) dataset for 2014-2016.
CASE DEFINITION: CCR cases, 2014 — 2016 Diagnosis Years

PRINCIPAL INVESTIGATOR: Megan Roberts, UNC Chapel Hill

Understanding Opioid Use among Cancer Survivors in North Carolina
PURPOSE: To elucidate patterns of long-term opioid use among North Carolina cancer patients

completing curative-intent treatment and transitioning to survivorship.
CASE DEFINITION: CCR cases, 2003 — 2016 Diagnosis Years
PRINCIPAL INVESTIGATOR: Megan Roberts, UNC Chapel Hill

Evaluating Geographic Vatiation in Breast Cancer Sutgical OQutcomes Among Black
Women in the US South

PURPOSE: To understand patterns in surgical treatment of breast cancer and resulting
complications for Black women residing in urban and rural areas.

CASE DEFINITION: CCR cases, 2003 — 2016 Diagnosis Years

PRINCIPAL INVESTIGATOR: Mya Roberson, UNC Chapel Hill

Racial Differences in Financial Impact of Prostate Cancer Treatment and Qutcomes
PURPOSE: To measure variation in quality scores across all NC oncology practices; explore

predictors of practice-level scores and to evaluate the ability of quality measures to detect provider
impact.

CASE DEFINITION: CCR cases, 2003 — 2016 Diagnosis Years

PRINCIPAL INVESTIGATOR: Jeannette Bensen, UNC Chapel Hill
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§5i NC Community Cancer Networks
%5 Northwestern Regional Meeting

Wednesday, May 28, 2020
9:00 AM -12:00 PM

NC Comprehensive Cancer Control Program
Cancer Prevention and Control Branch
Division of Public Health






Welcome to the

NC Comprehensive Cancer Control Program
Virtual Meeting:

“‘NC Community Cancer Resource Networks
Northwestern Region”

All participants, please use the link below to access the meeting
https://nccancerbranch.adobeconnect.com/ncnwccen/

For additional audio:
Phone: 1-877-873-8018 Code: 2650829#
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Housekeeping ltems

v" Click microphone icon to enable audio
v" Mute microphone if not speaking
v" Click video icon to enable camera

v Type in chat box to speak to all

attendees
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Network Who’s Who...

Let’s poll who is connected today!

Send to the chat box:
 Your name
* Organization Represented





Network Who’s Who...

If money was no object, and there wasn't
a global pandemic...

where would you travel to?
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Today’s Objectives

1. Join at least six groups together to network
and share resources

2. Define at least three barriers related to access
to care and support services

3. Determine three priority regional barriers
4. ldentify at least six regional resources

5. Expand efforts for health action planning with
cancer survivorship care plans
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NC Cancer Prevention & Control Branch

Provide Outreach, Education, and Screening Services

lllllllllllll

Program works to ease the burden of cancer through health education, “m
information, screenings, resources and opportunities that promote healthy. <. 550"

lifestyles.

d Control Branch
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NC Comprehensive Cancer Control Program

1 \, Foster Collaborative Partnerships

/ Encourage and support cancer programs initiatives through collaborative partnerships

/
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Addressing Cancer Survivorship

NC Comprehensive Cancer Control Program:

Foster partnerships and resource connections
* NC Community Cancer Networks

* NC Advisory Committee on Cancer Coordination and
Control

* Foster resource connections

Education Opportunities

» Create resource materials: Cancer Survivorship Toolkit
« Cancer Survivorship Summit

Data Visualization and Action Planning
» Targeted evidence-based interventions
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Integrated Approach to Reduce Cancer Burden

Address
Cancer
Burden

Resource Partnership
Sharing Network

NC
Comprehensive
Cancer Control

Program

Education
and
Trainings

Data
Visualization

Partner and
Community
Engagement
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NC Community Clinical Linkages

Patients,
Survivors,

&

Community
Resources
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What are Community Cancer Networks
(NC CCNs)

Communities working together to improve the
health of North Carolinians by connecting
resources and services to reduce the burden
of cancer, health disparities, and increase
access to care.

NCDHHS, Division of Public Health | NC Community Cancer Network Northwestern Regional Meeting | May 28", 2020 12





What is the purpose of NC CCNs?

What is the purpose of CCNs?
1. Encourage healthy behaviors
2. Reduce cancer risk
3. Increase early cancer detection
4. Improve access to cancer care and treatment

5. Improve quality of life for cancer survivors'’
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NC Northwestern Region Snapshot

Top 4 leading causes of death of the counties that make up the Northeastern Region of

the state from Community Health Assessments

Cancer Heart disease

\ | . 3
§ -'k-. Y
.\I :_I\\ o . , ; - T ; ;
Stroke A A
_'_\-‘_H )_.-  —— : Chronic Lower
. ‘. . Respiratory diseases
. S N |
\ =
~

1,852,166

Cumulative population of counties that make up the Southeastern Region of the state.






North Carolina
Average Number of Miles 2017 Cancer Patients Travel to
Closest Hospital or Long Term Care Facility

@ 80-92

@ 93-139
@ 140-546

, J

Note: May or may not be the facility patient received care.

State Center for Health Statistics AL AAD S R
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North Carolina
Cancer Incidence Age-Adjusted Rates by County
2013 - 2017

N
Rate per 100,000

368.2 - 429.6

0 429.7-464.3
B 464.4-488.4
@ 488.5-513.1
\- 513.2 - 564.5

S

LTS AN A R

State Center for Health Statistics
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North Carolina
Percent of Estimated African American Population
2018

Percent
10-46
0 47-129
8 130-238
@ 239-368

@ 369-619 Source: NCHS Bridged Population Files
e J

State Center for Health Statistics - e
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North Carolina
Percent of Estimated Native American Population
2018

Percent
04-06
0.7

i 08-09

@ 10-12

- 13-428 Source: NCHS Bridged Population Files
. J

State Center for Health Statistics AT AND A SECES
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North Carolina
Diabetes Age Adjusted Percentage (Adults Age 20 and Over)
2016

-
Age Adjusted Rates
per 100,000 Population

3.7-8.1
82-98

@ 99-120

@ 121-149

@ 150272 Source: U.S. Diabetes Surveillance System
% : ;

State Center for Health Statistics

WAL TH AND SUMAN SRS
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North Carolina
Heart Disease Mortality Rates
2014-2018

nge Adjusted Rates
per 100,000 Population
107.0 - 147.0
0 147.1-166.4
@ 1665-178.2
@ 1783-1946
@ 1947-2875
N J
State Center for Health Statistics .”.g-'.-
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North Carolina
Results for Modeling Cancer Need Indicators

B Medium
@ High
@ Very High
. J
State Center for Health Statistics MBI D SR SEPVEDS
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NC Regional Community Cancer Networks
based on NC Medicaid Regions

Wi
s






What will the NC CCNs achieve?

5 8

IDENTIFY IDENTIFY ADDRESS
BARRIERS REGIONAL BARRIERS BY
RESOURCES CONNECTING AND
SHARING

RESOURCES
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B
NC CCN Resource Categories & Groups

Early CancerCare&  FatientNavigation — pnq of | ife &

i &C it - Prevention
Detection Treatment ommunity Palliative Care
Health Worker

Mental Health &

Nutrition Physical Activity General S ubstance Spiritual
Support Support Clinical Care Abuse Support Support
Caregiver & . Financial :

I
A Social Support e Legal Support Transportation

Advocacy/Policy Health &
Support Wellness

Survivorship Sexuval Health Housing

Communication Data &

; Military/Veterans
& Media Evaluation
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NC CCN Organization Types

Community-
Academic based
organizations organizations
c.mn[ Community Farmer’s MMM

\/

Survivorshi
Private sector P

\__/\/\_/ eeen ‘\_/

associations
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We want to hear from you...

Barriers, Needs, and Issues

g
~

26





We want to hear from you...

Wish List and Interests \ @

N,

P,

27





Top three priority barriers
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Let’s Connect!

Resource Sharing and Connections

29






NC Cancer Prevention and Control
Branch Resources

Breast and Cervical Cancer Control Program

* Provides free or low-cost breast and cervical cancer tests
and follow-up to over 12,000 women

The WISEWOMAN Project

* Provides cardiovascular disease testing, counseling,
health coaching, and referral services

NC WISEWOMAN
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NC Comprehensive Cancer Control Program
Resources

NC Caner Plan and NC Cancer Burden Document
* Link to statewide network of community partnerships

Partnership Support

* One-time partnership funding to promote outreach and health
education for NC priority cancers

* Provide technical assistance and consultation

Link to Education and Resource Opportunities
* Free available health education tools
* Information and resource meetings, trainings, webinars, etc.
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NC Cancer Resource Toolkit

CANCER SURVIVORSHIP CHECKLIST

What You Need to Know When You Are IN TREATMENT
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NC Community Cancer Network
Next Steps...

What would you like to see happen through NC
CCN connections?
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NC Community Cancer Network
Next Steps...

* Future webinar series
* Promotion of resources and services

* Expand efforts for health action planning with
cancer survivorship care plans

» Serve as a resource network
» Take action to reduce priority regional barriers
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NC Regional Community Cancer Networks
Contact and Referral Form

Contact Information

Your Neww: Would you like to be a part of the
Job Title: ucmm:-w
Department: Yes
Name of Organization: B N

Address of Organization (please provide P.O. Box address if applicable):

Organkration’s Telephone Number: fext)

Direct Number: Home: Mobile: Fax:
Email Address: Website:

Counties Served:

Description of Services:

Who can be an alternate person to represent the organization if there is ever a need for your absence during the
NC Community Cancer Regional Network activities? If so, for our records please include their information below.

Job Title:
Department: Preferred Method of Communication:
Does your organization have a newsletter or publication? Yes _ No

If yes, please share the name of the organization’s newsletter or publication and submission guidelines.

Referral

We are currently recruiting new members for our NC Community Cancer Regional Network. If you would like to refer an
organization to our NC Community Cancer Regional Network, please complete the information below.

MName of Organization: C Person:
Telephone Number:

Would you like to receive communication, educational resource tools, and webinars from
the NC Comprehensive Cancer Control Program?

[ ves
[ne
R — For more information email: Canyae Sallamy@dhhs negov 23+~ Gew =
.m
| Lamerr Program 10 ¢ Community Cancer Regional Networks is supported by the NC Dvison of Fublc Heakth,
WL Cancer Prevention and Control Branch, NC Comprehensive Cancer Control Program a .:'T-'.;..'::.'.:.—.,.:
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For more resources contact:

Danyae Bellamy, BSPH, CNA Arnold Onana, MPH
Cancer Survivorship Program Coordinator Cancer Survivorship Program Evaluator
Comprehensive Cancer Control Program Comprehensive Cancer Control Program

N.C. Cancer Prevention and Control Branch  N.C. Cancer Prevention and Control Branch
(919) 707-5314 (919) 707-5303
Danyae.Bellamy@dhhs.nc.gov Arnold.Onana@dhhs.nc.gov

Ava Crawford, CHES

Comprehensive Cancer Control Program Manager
Comprehensive Cancer Control Program
N.C. Cancer Prevention and Control Branch
(919) 707-5336
Ava.Crawford@dhhs.nc.gov
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Thank you for coming, we look forward
to working with you all soon!
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